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Abstract
Compassion fatigue (CF) is a significant cause of nurse burnout (BO). Oncology nurses
are particularly susceptible to CF because of the continual contact with terminally ill
patients and recurrent experiences with patients’ death. A search of existing literature
found no published studies that explicitly focused on interviewing oncology nurses to
gain their expression of their lived experiences with CF while caring for terminally ill
patients. This phenomenological qualitative study explored oncology nurses’ experiences
dealing with and managing CF when caring for terminally ill patients. Figley’s
compassion fatigue theory grounded this study. The research questions focused on the
lived experiences of providing care to terminally ill patients and the impact CF has on the
quality of care the oncology nurses deliver. 10 English-speaking RNs who worked or are
working with terminally ill patients in an oncology unit for 3 years or more at hospitals in
Miami-Dade, Broward, or Palm Beach County, Florida, were interviewed. Data were
inductively coded and categorized into themes. 5 themes emerged: (a) emotionally and
physically exhausted; (b) patients’ young age; () patients’ death; (d) impact on care; and
(e) personal time. Recommendations for future research are conducting
phenomenological qualitative studies with oncology nurses from other parts of Florida or
other states and oncology nurses with 1-3 years of experience. Implications for positive
social change include teaching CF management skills as a means of burnout prevention

and creating interventions that help oncology nurses combat the effects of CF.
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Chapter 1: Introduction to the Study

Compassion fatigue (CF) is the emotional, physical, and mental fatigue that
comes from encounters with compassion stress (Al-Majid et al., 2018). CF involves an
obsession with patients’ physical and emotional sufferings (Wentzel et al., 2019). Figley
(1995) used the more user-friendly expression CF to soften the term “secondary traumatic
stress disorder” and correlated it with CF among clinical healthcare practitioners who
usually are first to witness patients’ pain, distress, and suffering. Figley also described the
nine components of the CF process, as follows: (a) exposure to suffering, (b) concern, (c)
empathetic ability, (d) empathetic response, () compassion stress, (f) prolonged
exposure, (g) traumatic memories, (h) demands of life, (i) compassion fatigue. These nine
components demonstrate how caregivers’ concern and empathy for their patients
emotionally expose them to the adverse side effects of witnessing their patients’
prolonged suffering resulting in the caregivers experiencing CF.

This phenomenological study explored oncology nurses’ experiences dealing with
and managing CF when caring for terminally ill patients. Nurses with CF may experience
emotional, physical, and mental exhaustion leading to a decreased ability to provide
compassionate care (Al-Majid et al., 2018). Oncology nurses report an elevated risk of
CF after 3 years of working with terminally ill patients (Cross, 2019; Kohli &
Padmakumari, 2020). Oncology nurses are exposed to terminally ill patients and must
express empathy when caring for these patients. Empathizing with these terminally ill
patients while providing care can become challenging, causing nurses to experience CF.

Wentzel et al. (2019) further stated that prolonged and continual contact with frequent
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deaths, grief, and hopelessness experienced by patients places oncology nurses at a higher
risk of developing CF. Figley’s (1995) compassion fatigue theory was used to ground this
study. At the heart of the theory are the concepts of empathy for patients’ sufferings and
exposure to patients’ sufferings.

Burnout (BO) is a consistent problem across the oncology nursing sector. Two
contributing factors of BO are staff shortages and increased workloads. These factors,
coupled with the stressors of caring for terminally ill patients, can cause CF (Nwanya &
Rowberry, 2021). CF can cause nurses to change units, leave their profession, and
negatively affect staff satisfaction and the quality of patient care (Arimon-Pages et al.,
2019). Wells-English et al. (2019) found that both BO and CF significantly predicted
turnover intention.

This chapter consists of the background and problem statement with a description
of the gap in the literature. The study’s purpose, significance, and nature; the research
questions; and the conceptual framework for the study follow. The chapter also contains
the operational definitions used throughout the study and states the assumptions, scope,
delimitations, and study limitations.

Background of the Problem

This study explored oncology nurses’ experiences dealing with and managing CF
when caring for terminally ill patients. In this study, I sought to understand how CF in
nurses contributes to the nursing shortage in the healthcare industry. The healthcare
sector is experiencing a shortage of qualified nurses to care for the population. Colosi

(2019) reported the Bureau of Labor Statistics (BLS) projected by 2024, the registered
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nurse (RN) labor shortage could reach 1.13 million RNs. Rising turnovers and retirement
make the nursing shortage a challenge in most markets. The nurse turnover rate is 17.2%
compared to 19.1% of all hospital staff combined (Colosi, 2019). The high risk of CF
affects nurses’ performance and job satisfaction, resulting in high turnover rates for many
healthcare facilities.

Problem Statement

Oncology nurses may experience CF from caring for terminally ill patients and
interacting with patients’ families. Lack of support, work schedule, high patient acuity,
and staffing insufficiencies further heighten CF’s effects on oncology nurses (Reiser &
Gonzalez, 2020). The CF oncology nurses experience may result in them leaving the
oncology nursing profession (Al-Majid et al., 2018), further increasing the shortage of
nurses the healthcare industry is experiencing. Patient safety and outcomes could be
negatively impacted by the emotional, physical, and mental exhaustion and
disengagement caused by CF (Al-Majid et al., 2018). Adverse patient outcomes could
result in low Health Grades score for healthcare facilities.

Future studies must explore the personal and environmental oncology nursing
variables (Jarrad & Hammad, 2020) that contribute to CF in oncology nurses. There need
to be interviews with the oncology nurses to hear their expression of the CF they
experience when caring for terminally ill patients. Jarrad and Hammad (2020)
recommended a qualitative inquiry to explore the oncology nurses’ lived experiences of

the CF phenomena. The conversation should also include what effect CF has on quality



patient care and the types of interventions the oncology nurses use to cope with the CF
they experience.
Purpose of the Study
This phenomenological qualitative study explored oncology nurses’ experiences
dealing with and managing CF when caring for terminally ill patients. The target
population was 10 English-speaking RNs who worked or are working with terminally ill
patients in an oncology unit for three years or more at hospitals in Miami-Dade, Broward,
or Palm Beach County, Florida. The implications of this study for positive social change
include informing nursing schools of the value of teaching CF management skills as a
preventative method in the curricula. Additionally, this study may inform healthcare
nursing leaders to include more intervention activities, such as individual counseling
sessions with a therapist. These interventions could help oncology nurses manage their
CF and help reduce the high turnover rate associated with the oncology nursing
profession.
Research Questions
The research questions for this study were the following:
e RQ1: What are the oncology nurses’ experiences with the emotional, physical,
and mental exhaustion of compassion fatigue while caring for terminally ill
patients?
e RQ2: How does the emotional, physical, and mental exhaustion of caring for
terminally ill patients impact the oncology nurses’ ability to deliver quality

patient care?
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e RQ3: What interventions do oncology nurses use to cope with the emotional,
physical, and mental exhaustion they experience while caring for terminally ill
patients?

Conceptual Framework

Figley’s (1995) compassion fatigue theory was used to ground this study. At the
heart of the theory are the concepts of exposure to patients’ sufferings and empathy for
patients’ sufferings. Figley described CF as stress from exposure to traumatized
individuals rather than from exposure to the trauma. Figley further described CF as a
state of biological, psychological, and social exhaustion and dysfunction from prolonged
exposure to compassion stress. Figley reported that nurses favored the term “compassion
fatigue” when discussing the compassion stress they experience. Feeling CF in the line of
duty as a nurse better described the causes and manifestations of their duty-related
experiences.

Katz (2019), who also studied CF, mentioned that it is the result of prolonged
exposure to the sufferings of others. Watching patients endure pain and discomfort
stimulates an empathetic response from the nurses. Nurses who work with terminally ill
patients absorb the suffering of their patients while providing care. Having a
preoccupation with the sufferings of their patients could inevitably lead to CF. Chapter 2
details Figley’s (1995) compassion fatigue theory and the nine components of the

compassion fatigue process.



Nature of the Study

A phenomenological qualitative inquiry aligned with the research purpose to
explore oncology nurses’ experiences dealing with and managing CF when caring for
terminally ill patients. The aim was to explore the CF oncology nurses’ experience when
caring for terminally ill patients and how it impacts quality patient care. The objective
was to understand how oncology nurses deal with and manage the CF they experience
when caring for terminally ill patients. The study includes interviews of 10 English-
speaking RNs who worked or are working with terminally ill patients in an oncology unit
for 3 years or more at hospitals in Miami-Dade, Broward, or Palm Beach County,
Florida.

| recruited through my own professional network, the Oncology Nursing Society
(ONS). I emailed my contact person at ONS asking her to post the study invitation. | also
called the oncology nursing departments in Miami-Dade, Broward, and Palm Beach
County and asked to speak with the directors to see if they were interested in
participating in the study to achieve a sample size of 10 participants. During interviews, |
collected nursing demographics (e.g., age, gender, education, and nursing experience in
oncology) and work practice settings. Field notes from the participants determined
saturation.

Operational Definitions

The operational definitions used in this study are as follows:



Burnout: The state of emotional, mental, and physical exhaustion which
results in increased distance mentally and low satisfaction in work
responsibilities (Nwanya & Rowberry, 2021).

Compassion fatigue: A state of biological, psychological, and social
exhaustion and dysfunction from prolonged exposure to those suffering and
all it invokes (Figley, 1995).

Coping strategies: How individuals manage their actions and thoughts and
action to meet specific demands (Varadarajan & Rani, 2021).

Intervention: To interfere with the outcome of a condition or process (to
prevent harm or improve function) (Merriam-Webster, n.d.).

Oncology nurses: Registered professional nurses who are employed or
worked in an oncology unit (Wentzel et al., 2019).

Prevention: The act of preventing or hindering (Merriam-Webster, n.d.).
Secondary traumatic stress disorder: Stress of helping a traumatized or
suffering individual (Wells-English et al., 2019).

Assumptions

There were three primary assumptions for this study:

The participants would answer the interview questions truthfully and provide
rich information.

My affinity towards nurses and inexperience as an interviewer would not
affect the delivery of the interview questions or cause the interviewees to give

answers | wanted to hear.



e | would have access oncology nurses to conduct the interviews necessary to

complete the study.

These assumptions served as the study’s basis. The oncology nurses’ lived
experiences were the basis for this study’s phenomenological approach. | assumed the
oncology nurses had experienced CF and were willing to talk about their experiences
with CF while caring for terminally ill patients. | also assumed the oncology nurses
would answer truthfully about how CF affects the quality of patient care they provide. CF
is important to the study as Figley (1995) described CF as the fatigue that comes from
encounters with compassion stress. | also assumed the ONS would agree to post my flyer,
and that the oncology nurse directors would participate in this study.

Scope and Delimitations

The study’s scope comprised of the experiences of oncology nurses. The study
included oncology nurses’ experiences involved in the everyday care of terminally ill
patients and the CF that comes from providing care. For this study, delimitations included
interviews with 10 English-speaking oncology nurses who have cared for terminally ill
patients in an oncology unit at hospitals in Miami-Dade, Broward, or Palm Beach
County, Florida.

Limitations

The limitations that could have hindered this study included not having the
anticipated access to the 10 English-speaking oncology nurses with experiences caring
for terminally ill patients for the interview portion of the study. The time constraints due

to the researcher’s work and oncology nurses’ schedules could have slowed the study’s
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progress. The interviews occurred outside the work environment, which required working
around the nurses’ schedules to find dates and times that would work for them. Also, the
nature of the study entailed interviewing the oncology nurses, which could have evoked
unpleasant memories or emotions they experienced while caring for their terminally ill
patients. The oncology nurses could also have experienced non-work-related stressors in
their personal lives, such as relationships or financial issues, that could have caused me to
assume it was related to CF. The research findings were shared with participants to
address these limitations.

Significance of the Study

There is a shortage of qualified nurses primarily due to premature retirement, and
CF could be a contributing factor. Understanding how CF affects nurses may assist
healthcare organization leaders in developing and implementing programs to help nurses
manage their CF. Moreover, nurses who can balance their work and quality of life
provide better patient care (Holland et al., 2019). Improving nurses’ working conditions
may help reduce the high turnover rate associated with their profession. Taylor-Clark et
al. (2022) reported a balanced, healthy, and supportive psychosocial work environment
could prevent CF and increase patient satisfaction.

Healthcare facilities ensure the delivery of quality patient care by having safe
staffing influenced by the workload and acuity of the patients (Juvé et al., 2020).
Administrators of healthcare facilities must be conscious that the nursing department is
the largest and, arguably, the essential department in a hospital. Therefore, it is

incumbent upon administrators and nurse leaders to cultivate a conducive work
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environment for nurses providing quality care to patients, as having an insufficient
number of nurses will negatively affect patient outcomes (Moisoglou et al., 2020).
Healthcare leaders must understand how crucial it is to support and retain their nurses to
help them love what they do without becoming emotionally bankrupt by the effects of
CF.

Summary

Oncology nurses must provide care while practicing compassion, the act of being
sensitive to the sufferings and pain of others (Ortega-Galan et al., 2021). The study
focused on oncology nurses’ experiences dealing with and managing CF when caring for
terminally ill patients. The aim was that the results of this study would be published in
peer-reviewed journals to add to the body of literature on CF in oncology nurses.

In this chapter, | introduced the lived experience of oncology nurses with CF. |
provided the background and problem statement with a description of the existing gap in
the literature. | described the study’s purpose statement and the three primary research
questions. | then explained the conceptual framework and the nature of the study. Key
terms were defined, and the study’s assumptions, scope, delimitations, and limitations
were discussed. The chapter concluded with the significance of the study. The literature
review strategies used to describe the conceptual framework and literature review are

presented in Chapter 2.
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Chapter 2: Literature Review

Compassion fatigue (CF) is a significant cause of nurses’ burnout (BO). Figley
(1995) stated that CF involves an obsession with patients’ physical and emotional
sufferings, which results in compassion stress. Prolonged and continual contact with
frequent deaths, grief, and hopelessness experienced by patients places oncology nurses
at a higher risk of developing CF (Wentzel et al., 2019). The emotional exhaustion
caused by CF could lead nurses to engage in detachment behavior as a coping strategy.
Al-Majid et al. (2018) also reported that the emotional, physical, and mental exhaustion
and disengagement caused by CF could negatively impact patient safety and outcomes.

The literature review in this chapter included information on the effects of BO
and CF on oncology nurses and the coping strategies oncology nurses used to combat the
effects of BO and CF. This chapter reviewed the literature on existing resources for
interventions and prevention for BO and CF in oncology nurses. The databases, key
search terms, and search engines used in the literature search strategy were also the focus
of this chapter. The chapter also included detailed information about the study’s
conceptual foundation and the scope of the literature review, an exhaustive review of the
literature related to key variables and concepts, and a summary and conclusions.
Oncology nurses may experience CF from caring for terminally ill patients and
interacting with patients’ families. Lack of support, work schedule, high patient acuity,
and staffing insufficiencies further heighten CF’s effects on oncology nurses (Reiser &
Gonzalez, 2020). The CF oncology nurses experience may result in a decision to leave

the oncology nursing profession (Al-Majid et al., 2018). Al-Majid et al. (2018) further
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stated that patient safety and outcomes could be negatively impacted by the emotional,
physical, and mental exhaustion and disengagement caused by CF.
Literature Search Strategy

This literature review consisted of searching multiple nursing, nursing science,
and nursing education databases. Databases searched included ProQuest Nursing, Ovid
Nursing Journals, EBSCO, MEDLINE, CINAHL, and Google Scholar. Keywords used
included: compassion fatigue, oncology nurses, burnout, coping strategies, intervention,
and prevention. The keywords were used independently and in combination. The most
common combinations of search terms were compassion fatigue and oncology nurses;
oncology nurses and burnout; compassion fatigue, oncology nurse, and coping strategies,
coping strategies or coping skills; compassion fatigue, oncology nurse, and intervention;
and compassion fatigue and prevention. The search included 2018 through 2022. The
purpose of searching between 2018 and 2022 was to locate pertinent work related to the
selected theory. The results yielded 591 articles that required filtering to focus on the key
concepts.

Oncology Nurses

This study explored the CF oncology nurses’ experience when caring for
terminally ill patients and how it impacts quality patient care. The objective was to
understand how oncology nurses deal with and manage the CF they experience when
caring for terminally ill patients. Before exploring the CF oncology nurses’ experience
when caring for terminally ill patients, it was essential to describe what oncology is and

what is an oncology nurse, and the oncology nurse’s role on the oncology team. A search
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of the literature provided insight into the world of oncology, a description of oncology
nurses, and the oncology nurse's role on the oncology team.

Oncology refers to cancer diagnosis, treatment, and prevention (National Cancer
Institute, n.d.). Oncology nurses are registered professional nurses employed or who
worked in an oncology unit (Wentzel et al., 2019). Oncology nurses are essential to the
cancer care team to provide expertise and support to individuals diagnosed with cancer
(Challinor et al., 2020). Oncology nurses reduce the burden of cancer by helping to
improve how patients manage their cancer symptoms and the side effects by coordinating
care requirements (Young et al., 2020). Lubejko and Wilson (2019) described oncology
nurses as coordinators of care delivery who provide safe delivery of cancer treatments
and optimize patients’ quality of life by assessing the patients for therapy complications.

Oncology nurses’ primary function is to treat people with cancer daily (Algamdi,
2022; Arimon-Pageés et al., 2019). They often have to support the patient’s caregivers and
family members. Oncology nurses provide education to their patients and healthcare
professionals on cancer treatments. Oncology nurses are leaders in providing quality
cancer care with new radiation, medical, and surgical options that have transformed the
cancer care landscape (Lubejko & Wilson, 2019). Oncology nursing is a rewarding and
worthwhile profession, but repeated exposure to stressful incidents could affect oncology
nurses’ psychological well-being (Wentzel et al., 2019). Nwanya and Rowberry (2021)
reported CF affects oncology nurses more than nurses in other specialties because of the

emotional burden of oncology nursing.



14

The current state of healthcare, coupled with political and institutional constraints,
such as increased workloads, lack of management support, staffing shortages, and limited
resources, makes it harder for oncology nurses to continuously provide compassionate
care (Challinor et al., 2020; Gribben & Semple, 2021). Providing care for terminally ill
patients with multiple chronic health problems could increase oncology nurses’ levels of
CF (Arimon-Pageés et al., 2019; Boyle & Bush, 2018; Zhang et al., 2022). The pressure to
provide their dying clients quality care and the constant exposure to human suffering
makes oncology nurses prime candidates for developing CF (Ortega-Campos et al., 2019;
Salmond et al., 2019; Zhang et al., 2022).

Conceptual Foundation

Oncology nurses are particularly susceptible to CF because of the continual
contact with terminally ill patients and recurrent experiences with patients’ deaths
(Wentzel et al., 2019). CF is a state of emotional, physical, and mental exhaustion caused
by a person’s depleted ability to cope with their everyday environment (Algamdi, 2022).
CF is one of oncology nurses’ most commonly reported work-related consequences (Xie
et al., 2021). BO and secondary traumatic stress are the two components of CF.
Gustafsson and Hemberg (2022) reported that CF arises from an innate response to
relieve patients’ pain and suffering, resulting in long-term consequences that are not
easily reversible.

In Figley’s (1995) conceptual model, the four determinants of CF are the ability to
empathize, the caregiver’s response to the patient, difficulty detaching oneself from work,

and satisfaction from providing care. The CF model is based on the caregiver’s responses
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to stress, whether they are adaptive or maladaptive. Figley differentiated CF from BO by

linking CF with secondary traumatic stress to describe the psychological, physiological,
and social symptoms resulting from responding empathetically to the suffering
experienced by others. The stress caused by CF manifests as sadness, a lack of
enthusiasm, exhaustion, and irritability.

Figure 1, illustrating Figley’s (1995) compassion fatigue process, demonstrated
the formation process of how nurses providing prolonged care could experience CF. The
nine components of the CF process explained how caregivers’ concern and empathy for
their patients emotionally expose them to the adverse side effects of witnessing their
patients’ prolonged suffering resulting in the caregivers experiencing CF. Pehlivan and
Guner (2018) described CF as a gradual process that progresses from empathy to
compassion stress and CF. The oncology nurse’s concern and empathic ability to respond
to patients’ sufferings initiate the CF process. The oncology nurse’s empathetic response
to patients’ suffering, coupled with an absence of satisfaction and an inability to detach

from the patients’ suffering, causes the nurse to develop CF.
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Figure 1

The Compassion Fatigue Process (Figley, 1995)
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The nine components of Figley’s (1995) compassion fatigue process are as

follows:

1. Exposure to suffering involves the nurses consistently providing care for
terminally ill patients during 12-hour shifts several days each week. Nurses
serve as the primary care provider for their terminally ill patients and have to
be present in the patient’s environment and witness first-hand the patients’
suffering.

2. Concern involves the nurses’ motivation to respond to their patient’s pain and
suffering.

3. Empathetic Ability refers to the nurses’ skill for recognizing the pain and

suffering of their patients.
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4. Empathetic Response is the nurses’ concern for their patient’s pain and
suffering, which stimulates nurses to try to reduce the suffering of their
patients.

5. Compassion Stress arises from the nurses’ compulsion to relieve the suffering
of their patients.

6. Prolonged Exposure results from the nurses’ persistent sense of responsibility
for their patient care even after their shift has ended.

7. Traumatic Memories refer to memories of traumatic events such as witnessing
a patient dying while receiving care.

8. Demands of Life involves the nurses trying to balance or manage their
responsibilities and unexpected changes in their routine while working in a
demanding and stressful environment.

9. Compassion Fatigue ultimately results from biological, psychological and
social exhaustion and dysfunction from prolonged exposure to caring for
terminally ill patients.

Literature Review Related to Key Concepts
The literature review first focused on oncology nurses’ experiences with BO and
CF when providing daily care to their terminally ill patients. Second, the literature review
revealed the studies on oncology nurses’ coping strategies to combat the effects of BO
and CF. Third, the literature review documented the interventions and preventions against
BO and CF that could help oncology nurses. | concluded the literature review by

discussing the gap in the literature that | explored in the present study.
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Burnout and Compassion Fatigue

BO and CF have similar symptoms; however, BO has a gradual onset, whereas
CF could manifest suddenly (Pehlivan & Guner, 2018). BO and CF have professional and
personal consequences, which could cause patient safety issues (Al-Majid et al., 2018;
Wells-English et al., 2019). Oncology nurses’ BO is associated with job stressors, intense
workloads, staffing shortages, long work hours, time pressures, and conflicts with other
healthcare professionals (Jarrad & Hammad, 2020; Nwanya & Rowberry, 2021; Reiser &
Gonzalez, 2020). BO produces low personal job satisfaction, hopelessness, and
difficulties functioning in the work environment or effectively performing your job
responsibilities (Al-Majid et al., 2018; Nwanya & Rowberry, 2021; Reiser & Gonzalez,
2020). The effects of BO on oncology nurses could be a problem for healthcare providers
who want to improve patient care.

Conversely, CF among oncology nurses emanates from the compassion stress
they experience when caring for terminally ill patients and their families (Al-Majid et al.,
2018; Wells-English et al., 2019; Wentzel et al., 2019). Experiences with patients’ death
could often leave nurses with overwhelming grief and loss, resulting in CF (Al-Majid et
al., 2018; Arimon-Pages et al., 2019; Jarrad & Hammad, 2020). Oncology nurses who
repeatedly experience CF from the grief and loss of patients’ death may use the negative
coping strategy of detachment to cope with their patients’ death. Over time, using
detachment to cope with CF from the grief and loss of patients’ death could cause
oncology nurses to become less compassionate in their care, resulting in poor quality of

nursing care (Wentzel et al., 2019; Xie et al., 2021). Poor quality nursing care could
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reflect negatively on a healthcare organization. Nurse-rated quality of care is an essential
indicator of patients’ perception of the overall quality of care they receive from a
healthcare organization.
Coping Strategies

Stress results when stressors exceed an individual’s resources and ability to cope
(Crane et al., 2019; Lorente et al., 2021; Maajida Aafreen et al., 2018; Zhang et al.,
2022). The CF oncology nurses experience arises from their stressful working
environment (Arimon-Pagés et al., 2019; Jarrad & Hammad, 2020). Work stress could
affect oncology nurses’ mental health and adversely affect the quality of care their
patients receive. Adverse consequences of oncology nurses’ experiencing work-related
stress include medication errors, documentation errors, and increased hospital-acquired
infections (Mazzella Ebstein et al., 2019; Molavynejad et al., 2019; Partlak Giiniisen et
al., 2019). Work stress is associated with low morale, high rates of absenteeism, higher
job turnover, reduced work performance, decreased job satisfaction, and reduced quality
of nursing care for patients (Boamabh et al., 2022; Janatolmakan & Khatony, 2022;
Rajamohan et al., 2019; Salehi et al., 2020). Work-related stressors specific to oncology
nurses could arise from administering aggressive cancer treatments, dealing with the
deaths of patients, interactions with demanding patients and families, and workload
(Grech et al., 2018; Soheili et al., 2021; Wazqar, 2019). How CF-related work stressors
affect oncology nurses could depend on their coping strategies.

Oncology nurses employ coping strategies to deal with the emotional

consequences of CF. In this study, | explored oncology nurses’ specific interventions to
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cope with the effects of the CF they experience while caring for terminally ill patients.
Positive coping styles such as meditation and listening to music could reduce BO and
help the oncology nurses repel CF (Ryan et al., 2022; Zhang et al., 2022). Negative
coping strategies, which included consuming alcohol or drugs and efforts to detach from
the situation, resulted in avoidance tendencies and emotional denial that led to
depersonalization from thoughts, feelings, and behaviors (Geuens et al., 2020;
Varadarajan & Rani, 2021; Voitenko et al., 2021; Zhang et al., 2022). Furthermore,
negative coping strategies required avoiding an empathetic commitment and suppressing
emotions (Arimon-Pages et al., 2019; Varadarajan & Rani, 2021). Negative coping
strategies should not be associated with a profession where empathetic commitment is
essential for patient care.

Positive and negative coping strategies allow nurses to project a facade of strength
to maintain control of their situation and carry out their nursing duties. Using an avoiding
strategy could require the nurse to oscillate between avoiding and experiencing emotions
so they could find meaning and transcend loss (Phillips & Volker, 2020). Oncology
nurses use detachment as another coping strategy to protect their emotional health
(Wentzel et al., 2019). With detachment, the oncology nurse created an emotional
separation from CF’s effects by erecting a protective curtain to cope with the anxiety and
stress produced by the work environment. By adopting a coping strategy, the nurse had
an emotional separation from the patient’s suffering and the nurse’s duty to care (Wentzel
et al., 2019). Arimon-Pages et al. (2019) noted a need for formal training and support

mechanisms to improve coping strategies.
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Intervention and Prevention

There is a correlation between BO and CF in oncology nurses, and the correlation
mandated customized staff-oriented interventions by oncology nursing policymakers to
protect oncology nurses (Jarrad & Hammad, 2020). Furthermore, oncology nurses could
benefit from interventions such as staff psychiatric and professional counseling, positive
coping strategies training, and relaxation techniques such as yoga (Jarrad & Hammad,
2020). Hospital administrators should develop interventions to train oncology nurses in
emotional management, psychological stress relief, and social support (Xie et al., 2021).
Wells-English et al. (2019) also noted debriefing interventions fostered group healing and
resilience after poor patient outcomes.

Early interventions that included self-care behavior methods such as sufficient
hours of rest and sleep, exercise, and a nutritious diet could help prevent the risk of CF
(Kohli & Padmakumari, 2020). The concept of self-care has increased in popularity
among healthcare professionals, and oncology nurses should participate in self-care
activities such as meditation or simply walking outside (Kohli & Padmakumari, 2020).
All oncology nurses should be offered workshops on CF and training programs with
counseling sessions as prevention methods (Kohli & Padmakumari, 2020). Algamdi
(2022) reported proper assessment and implementation of prevention plans could offset
the rise in cases of CF among oncology nurses.

Summary and Conclusions
Across the nursing profession, nurses frequently use CF to explain the

manifestation of the compassion stress and fatigue of their duty-related experiences when
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demonstrating compassion in the duty line. Oncology nurses are at a higher risk of
experiencing CF because of the continual contact with terminally ill patients and
recurrent experiences with patients’ deaths (Wentzel et al., 2019). The majority of the
existing literature highlighted the uptick of CF in the oncology nursing profession.
Recent studies focused on the prevalence, causes, coping strategies, and intervention and
prevention programs. Few studies involved directly interviewing oncology nurses to
explore their experiences with CF while providing care to terminally ill patients and gain
their perspectives on their coping strategies.

In Chapter 2, the literature review revealed a gap in interviewing oncology nurses
to explore their experiences dealing with and managing CF when caring for terminally ill
patients. The study explored oncology nurses’ experiences dealing with and managing CF
when caring for terminally ill patients using a phenomenological qualitative inquiry. |
found one study that conducted interviews but utilized a mixed-methods approach to
develop interventions for managing CF. Another study used interviews to explore the
emotional evolution of being an oncology nurse. The study of oncology nurses’
experiences dealing with and managing CF when caring for terminally ill patients was
significant for adding to the existing knowledge by revealing previously unexpressed
emotions and responses of oncology nurses.

Chapter 3 includes the research plan and design, the participants’ selection
process, interview process, interview questions, data collection, data analysis plan, and
further explanations of the research methods used for the study. The gap in the

knowledge regarding the existence of interviews with oncology nurses to explore their
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experiences dealing with and managing CF when caring for terminally ill patients was
evident in the literature. The chosen research design aligned with similar studies that

examined oncology nurses’ stressors from their line of duty.
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Chapter 3: Research Method

This phenomenological qualitative study aimed to add to the existing literature on
phenomenological studies regarding the lived experiences of oncology nurses and the CF
they experience when providing patient care to terminally ill patients. In this chapter, |
discussed the research design and rationale; my role as the researcher; the
instrumentation, recruitment, participation, data collection and analysis plan; and issues
of trustworthiness and ethical procedures.

Research Design and Rationale

A phenomenological qualitative inquiry aligned with the problem statement and
purpose and directed a study of oncology nurses’ experiences dealing with and managing
CF while caring for terminally ill patients. The following research questions were central
to this study:

e RQ1: What are the oncology nurse’s experiences with the emotional, physical,

and mental exhaustion of compassion fatigue while caring for terminally ill
patients?

e RQ2: How does the emotional, physical, and mental exhaustion of caring for
terminally ill patients impact the oncology nurse’s ability to deliver quality
patient care?

e RQ3: What interventions do oncology nurses use to cope with the emotional,
physical, and mental exhaustion they experience while caring for terminally ill

patients?
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The interview questions, guided by the phenomenological qualitative approach, resulted
in words or phrases the oncology nurses used to express their experiences with CF.

Using the phenomenological method, | explored what CF meant to nurses who
experienced daily emotional, physical, and mental exhaustion while caring for terminally
ill patients. The phenomenological approach expressed the researcher’s interest in
individuals’ lived experiences of a phenomenon (Sundler et al., 2019). This approach
aligned with my research purpose: to understand oncology nurses’ experiences dealing
with and managing CF when caring for terminally ill patients.

Role of the Researcher

My role as the researcher was to collect data by engaging the participants by
asking open-ended questions that produced words and phrases to answer the research
questions. Engagement was critical to have an excellent qualitative interview (Dennis,
2018). The data collection process involved direct contact with the participants as they
shared their personal experiences with CF. I identified and addressed any potential
personal biases to avoid ethical dilemmas during this process. Personal biases that could
have influenced the analysis and affected the study results included my love and
admiration for nurses, how unbalanced | believed the nurse-to-patient ratio is, and my
perception of the lack of supportive counseling or mental health counseling for nurses.

| worked as a healthcare quality coordinator in charge of proving educational
activities for nursing staff based on new policies and procedures, the needs of the team,
and other quality improvement requirements to improve patient care. | recognize the

intent of hospital administrators to reduce medical errors and improve patient care. | have
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not seen measures to assess nurses’ level of BO or their mental health assessment after an
adverse event. | have friends who have been nurses for years who have expressed the lack
of resources to help with the effects of CF.

| avoided ethical issues by excluding my friends from the research participants. |
did not share with participants any information about my work as a quality management
coordinator. | informed the study participants that a master’s prepared healthcare
administrator was conducting the research and was in the doctoral dissertation process.
My rationale for not sharing my quality management experience was to avoid inducing
participants’ reluctance to share information regarding how CF affected the quality of
patient care they provide.

A second ethical issue that was considered was the participants re-visiting the
emotional, physical, and mental exhaustion they experienced when caring for terminally
ill patients. | received approval from the Walden University Institutional Review Board
(IRB) to ensure the ethical treatment of all participants before conducting the interviews.
| informed the participants | would be recording the interviews on my cell phone with an
application called NoNotes. I also informed the participants they could end the interview
at any time without fear of negatively affecting the study.

Methodology

The various qualitative approaches aim to observe, describe, and understand the
nature of human experiences. Choosing an appropriate research design could mitigate
threats to both internal and external validity (Siedlecki, 2020). Regardless of the method

selected, qualitative researchers rely primarily on words and images to describe the
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phenomenon or event from the participants’ perspective (Cypress, 2018). The qualitative
study allows researchers to describe everyday social behaviors (Mohajan, 2018) in ways
that upset the positivist paradigm that suggests it is possible to apply static universal
beliefs and laws to all social phenomena and life events (Cuthbertson et al., 2020).

| used a phenomenological qualitative inquiry to explore oncology nurses’ lived
experiences while caring for terminally ill patients. The phenomenological approach
enabled me to explore the phenomenon’s effect on the nurses’ daily lives. I collected and
analyzed the oncology nurses’ perceptions of a specific, definable phenomenon or the
human factors involved in their experiences. | sought to answer the research question of
how nurses perceive a phenomenon by placing it within a context (Larkin et al., 2019).
Participant Selection Process

The participants for this study were 10 English-speaking RNs who worked or are
working with terminally ill patients in an oncology unit for 3 years or more at hospitals in
Miami-Dade, Broward, or Palm Beach County, Florida. The hospitals had no direct
involvement with nor received any immediate benefits from the study. The reason for
seeking nurses with 3 years or more experience working with terminally ill patients in an
oncology unit was that oncology nurses reported an elevated risk of CF after 3 years of
working with terminally ill patients (Cross, 2019; Kohli & Padmakumari, 2020). Also,
participants with 3 years or more experience working in an oncology unit could provide
quality information based on their experiences in oncology. The nurses each possessed
expertise in caring for terminally ill patients, hence the small number of participants

needed for the study (Hennink et al., 2019). Exclusion criteria included nurses who have
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never worked in an oncology unit with terminally ill patients and nurses who had fewer
than 3 years of experience working with terminally ill patients in oncology. Participants
were not limited based on age.

| used purposive sampling to choose the participants for the study. | emailed my
contact person at ONS and asked her to post the study invitation. | also called the
oncology nursing departments in Miami-Dade, Broward, and Palm Beach County. |
asked to speak with the directors to see if they were interested in participating in the
study to achieve a sample size of 10 participants. | used an interview guide to collect
information about nursing demographics (e.g., age, gender, education, and oncology
nursing experience) and work practice settings. Of all the potential participants, only 10
participated in the telephone interviews. | conducted the participants’ semi-structured
interviews until I achieved thematic saturation. The interviews were conducted outside
the work environment, as the organizations were not directly involved in this study.
Informed Consent and Confidentiality

Walden University has appropriate measures to perform ethical and accurate
research and protect research subjects. The participants received informed consent forms
before the interviews began. | also used pseudonyms to identify participants. | took
precautions not to disclose any data linkable to a participant’s identity. Participants’
names, addresses, and telephone numbers were de-identified after the interview to
minimize the risk of inappropriate disclosure of personal information. The collected data
will be stored for 5 years on a portable backup drive in a locked cabinet after the

completion of the research. After 5 years, | will have the data destroyed permanently. No
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payments, compensation, reimbursement, free services, or other gifts will be given to the
participants, as their participation is entirely voluntary.
Instrumentation

The study’s instrument included semi-structured interviews in which the
participants were asked questions designed to elicit information I could use to answer the
following research questions:

1. What are the oncology nurse’s experiences with the emotional, physical, and
mental exhaustion of compassion fatigue while caring for terminally ill
patients?

2. How does the emotional, physical, and mental exhaustion of caring for
terminally ill patients impact the oncology nurse’s ability to deliver quality
patient care?

3. What interventions do oncology nurses use to cope with the emotional,
physical, and mental exhaustion they experience while caring for terminally ill
patients?

| had to have a conversation with the participants to document their experiences with CF
while caring for terminally ill patients, | had conversations with nurses who have had
actual experiences with the phenomenon | was exploring. | used my cell phone to
conduct the interviews with the study participants. The interviews were recorded on my
cell phone with an application called NoNotes, which also provided a verbatim written

transcript of the interviews with the participants.
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| used a semi-structured interview format so that | had a basic framework of
questions to guide the interview. | also asked follow-up questions as needed which
encouraged the participants to elaborate on a response during the interview. | asked open-
ended questions so the participants could provide their most genuine responses. The
primary research questions guided the interview questions without directly asking the
primary research question. The interview questions explored how the nurses expressed
compassion to their terminally ill patients and if expressing empathy came naturally to
them. | developed these interview questions specifically for this study.

Nurses’ compassion, competence, confidence, conscience, commitment, and
comportment come under scrutiny during stressful times. Asking the nurses what
“compassion fatigue”” meant to them elicited the answer of empathy and concern for
patients’ suffering. Compassion and empathy are values that often attract people to
nursing (Traynor, 2022). It may help to understand why they experience CF because they
extend compassion daily. Oncology nurses usually possess higher levels of skill and
knowledge to operate advanced equipment and run tests, but technology can only meet
the physical and physiological needs of the patient. The hands-on approach is still
needed, however, as there is no substitute for the humanistic aspect of caring for meeting
emotional and spiritual needs (Vaeza et al., 2020). Asking questions that allowed the
nurses to explain how they expressed compassion to terminally ill patients gave me a

view of the human aspect of care.
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Pilot Study

| conducted a pilot study to test the research instrument for data collection before
conducting the main study. The pilot study’s purpose was to ensure clarity in the
interview guide’s questions so the participants could comprehend and respond
accordingly. I also wanted to ensure each interview would not exceed the 1 hour | was
approximating. IRB approval for this study was obtained from the IRB at Walden
University (Approval No. 11-15-22-0674230) to ensure | followed all ethical procedures.
| recruited three nursing colleagues who met the pilot study’s inclusion criteria. | used
telephone calls and emails to recruit the three participants and emailed them the informed
consent form. | also asked for the three participants’ permission to record the interviews.
The same format was followed as for the main study by conducting semi-structured audio
interviews. The three participants were informed that | would record the interviews on
my cell phone with an application called NoNotes. The three participants were also
informed that they had the right to end the interview without fearing they would
negatively affect the study.
Procedure for Recruitment, Participation, and Data Collection

The study’s participants were recruited through my own professional network the
ONS. I emailed my contact person at ONS and asked her to post the study invitation. |
also called the oncology nursing departments in Miami-Dade, Broward, and Palm Beach
County. | asked to speak with the directors to see if they were interested in participating
in the study to achieve a sample size of 10 participants. | also asked the oncology nurses

who responded to my request to refer other participants to the study. When | received the
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oncology nurses’ response agreeing to participate in the study, | emailed the consent
forms to the participant and arranged an interview date and time. | informed the
participants the interviews would last for an hour, but that the time might vary slightly,
depending on how detailed their answers were and if there were any follow-up questions.
| informed the participant that | would be recording the interviews. | also let the
participants know they could stop the interview at any time for any reason they see fit.

| conducted 10 semi-structured interviews with oncology nurses to gain their
perspectives on the CF they experience when caring for terminally ill patients. I thanked
the participants for their time and positive contribution to my research at the end of the
interview. | informed them that they would receive a transcribed copy of the interview so
they could correct any errors made in what they said during the transcription process. |
also reminded the participants that their answers were confidential and that the final
published study would not reveal their identities. | also informed them how to get a copy
of the final published study.
Data Analysis Plan

| conducted the first semi-structured audio interview with one oncology nurse. |
analyzed the content of the interview to determine the validity and reliability of the data
collection instrument. | reviewed the participant’s answer to each question to determine if
the arrangement of the questions allowed for a complete interview that explored the
participant’s lived experiences. | assessed for strategic follow-up questions I could ask to

elicit more information. | also analyzed the interview duration to ensure that | did not
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exceed the 1 hour | stated on the consent form and was able to ask all the questions |
intended to ask to answer my research questions.

After | conducted all the interviews, | used a spreadsheet to document the words
and phrases to form codes. Codes define the interviewees’ expression of their experiences
(Lindgren et al., 2020). 1 also used a systemic order or category to sort the codes that
were similar in context, and themes resulted from analyzing the codes and categorization
(Lindgren et al., 2020). The codes from the interviews defined the interviewees’ personal
experiences with CF from caring for terminally ill patients. | had originally planned to
use NVivo qualitative data analysis software, but the spreadsheet was sufficient to
complete the data analysis.

Issues of Trustworthiness

The extent to which there is confidence in the oncology nurses in the study and
the methods used demonstrate trustworthiness (Stahl & King, 2020). Credibility,
transferability, dependability, and conformability measure the quality of qualitative
research. Ensuring credibility is one of the essential factors in establishing
trustworthiness (Stahl & King, 2020). The study focused on the phenomenon of CF and
was in no way based on the researcher’s biases or the limitations of the study design
(Johnson et al., 2020). When there is evidence of consistency in data collection, analysis,
and reporting, and the data answers the research questions, there is dependability in the
study (Soroush et al., 2018). In a qualitative research inquiry, the researcher must go
through the process with as much rigor as possible so that other members of the

discipline can rely on the study’s results and advance positive social change.
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Credibility

Credibility is the extent to which a study’s findings are believable, given the data
presented. There are several strategies researchers can use to establish credibility. These
strategies include persistent observation, prolonged engagement, negative case analysis,
peer debriefing, progressive subjectivity, member checking, triangulation, and reflexivity
to establish credibility (Hayashi et al., 2021). Credibility relates to all aspects of research
design, including the purpose, context, participants’ recruitment, data collection, and the
quantity of collected data.

For this study, I utilized member checking to allow the participants to check the
accuracy of their statements. Each participant received a transcribed copy of their
interview. Member checking allowed the participants to check if what they expressed
about their experiences was accurately transcribed by NoNotes. | also used triangulation
to examine the consistency of different data sources within the same method (Noble &
Heale, 2019). Triangulation was completed when there were enough participants to
achieve thematic saturation.

Dependability

When there is evidence of consistency in data collection, analysis, and reporting,
and the data answers the research question, the researchers have shown there is
dependability in their study. Dependability also means there is publicly accessible
documentation and explanation of any adjustments or shifts in the methodology used in
the study. Inquiry audits and triangulation are the most common methods to establish

dependability (Johnson et al., 2020). | gave detailed accounts of my entire research
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process to ensure dependability. After each interview, | used reflective journaling to
achieve triangulation.
Transferability

Transferability is a form of external validity that refers to whether the findings
from one study are applicable in another situation (Maxwell, 2021). The
phenomenological research | conducted with the oncology nurses who worked in an
oncology unit for 3 years or more in hospitals in Miami-Dade, Broward, and Palm Beach
County is likely to be transferable if conducted at other hospitals with oncology units.
Strategies to establish transferability include reflexivity, thick description, and maximum
variation (Hays & McKibben, 2021). | used thick description by including the
participants’ location, and capturing the participants’ emotions.
Confirmability

Qualitative research often reflects the researcher’s subjectivity or bias.
Confirmability ensures the researcher’s subjectivity does not influence the study’s
outcome to the extent that other competent researchers would not arrive at the same
conclusion after examining the same data. A confirmability audit is the primary means of
establishing confirmability (Carcary, 2020), but other methods may include triangulation
strategies and researcher reflexivity processes (Hays & McKibben, 2021). | conducted
confirmability audits as the study progressed to check for any and remove any biases to

facilitate confirmability.
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Ethical Procedures

Compliance with all ethical requirements is integral in any research process. IRB
approval for this study was obtained from the IRB at Walden University to ensure |
followed all ethical procedures. I also completed a course called “Human Subjects
Protection” through the Collaborative Institutional Training Initiative (CITI) and received
certificate number 51805778.

My research required the IRB consent form to be given to each participant to
inform them how | would protect their privacy and share their responses. The IRB
consent form included whether the interview would be audio or video recorded and how
long the interview would last. The participants were also made aware of the voluntary
nature of the study and the risks and benefits involved. The participants were all above 18
years of age and worked or are working as oncology nurses for 3 years or more.

My primary focus was not to cause harm to my study participants. I fully
disclosed the topic’s sensitive nature to prepare the participants for the possibility of
evoking memories that may cause them to get emotional. | also reminded the participants
they could stop the interview anytime (Gray et al., 2020). | consciously tried to avoid
reacting to the participants’ answers in any manner that may have seemed judgmental or
caused the participant to feel uncomfortable.

| protected the participants’ data throughout the research process and did not
identify the participants by name. For each participant, | used pseudonyms, for example,
N1, N2, and N3, and coded the transcripts with these pseudonyms. I redacted and

password-protected the participants’ information. The NoNotes application password-
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word protected the call recordings and written transcripts for safe keeping. The collected
data will be stored for five years on a portable backup drive in a locked cabinet after the
completion of the research. After five years, | will have the data destroyed permanently.

Full disclosure was another important ethical consideration for the participants to
make the right decision, manage their behavior, and be independent (Akpa-Inyang et al.,
2022). | provided the potential participants with all the relevant information about the
study during the recruitment phase. | ensured the recruitment materials contained all the
information about the entire doctoral study process, including the research implications. I
provided informed consent forms to each participant and told them they could exit at any
time. | aimed to make the research participants comfortable about their participation in
this study by providing them with what to expect during the process.

Summary

In this chapter, | gave a detailed description of the research methodology. I
included the research design and rationale; my role as the researcher; the instrumentation,
recruitment, participation, data collection and data analysis plan; and issues of
trustworthiness and ethical procedures. | expounded upon the significance of asking the
oncology nurses open-ended questions and allowing them to provide answers to give me
a view of the human aspect of care. In Chapter 4, I will present the information |
discovered from the interviews. I will also present the data analysis, a discussion of data

analysis, emerging common themes, and results of the analyzed data.
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Chapter 4: Results

This phenomenological qualitative study explored oncology nurses’ experiences
dealing with and managing CF when caring for terminally ill patients. To understand the
phenomenon’s effect on the nurses’ daily lives, it was necessary to explore the lived
experiences of oncology nurses who have cared for terminally ill patients for 3 years or
more. The study’s design was a phenomenological qualitative approach, which involved
open-ended questions to elicit answers from the participants about their experiences with
CF while caring for terminally ill patients. In this chapter, after reporting the results of
the pilot study, | will describe the study setting, participants’ demographic information,
and the data collection and analysis procedures. Evidence of trustworthiness and the
results that answer the research questions will also be provided. The research questions I
sought to answer in the study were as follows:

1. What are the oncology nurse’s experiences with the emotional, physical, and

mental exhaustion of compassion fatigue while caring for terminally ill
patients?

2. How does the emotional, physical, and mental exhaustion of caring for
terminally ill patients impact the oncology nurse’s ability to deliver quality
patient care?

3. What interventions do oncology nurses use to cope with the emotional,
physical, and mental exhaustion they experience while caring for terminally ill

patients?
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Pilot Study

A pilot study with three of my colleagues was completed to test the research
instrument for the data collection before | conducted the main study. The pilot study
confirmed the clarity of the interview guide’s questions, and the participants understood
and responded accordingly. The interviews were completed within the 1-hour timeframe |
had approximated. The same format was used for the main study by conducting semi-
structured audio-recorded interviews. The interviews were recorded with the NoNotes
application on my cell phone. This application provides call recording and audio
transcription services. The pilot study did not impact the main study, and no changes
were necessary to the instrumentation or the data analysis strategy.

Setting

Recruitment for the study occurred between November 30, 2022, and January 30,
2023. | contacted one nurse director via phone on December 1, 2022, and she agreed to
participate in the study. The ONS posted a flyer on their website on January 4, 2023.
Interested participants contacted me via text messages, and | arranged a date and time
with them and sent them the consent form before conducting the interviews. Ten audio
interviews were conducted in the evenings and on weekends between December 2, 2022,
and January 26, 2023, when the nurses were available. Eight nurses were still residing in
Florida, one in California, and another in Ohio on travel assignments. The 10 interviews
were recorded with the application NoNotes. The application also provided verbatim

written transcripts of the interviews.
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Demographics
The 10 participants were oncology nurses who worked or are working with
terminally ill patients in an oncology unit for 3 years or more at hospitals in Miami-Dade,
Broward, or Palm Beach County, Florida. The participants’ experiences working on an
oncology unit ranged from 4 years to 37 years. There were nine female participants and
one male participant. Table 1 includes demographic information for the participants.
Table 1

Demographic Information of Participants

Demographic information No. of participants (N = 10)
Gender
Female 9
Male 1

Time working in oncology
4 years
5 years
7 years
8 years
9 years
10 years
24 years

e e e e T S B =

37 years
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Data Collection

Participants

During the recruitment phase of the study, 12 nurses responded via text messages.
| responded to all 12 participants via phone calls or text messages. Ten participants
proceeded to complete the interview. One nurse had yet to attain the 3 years of
experience working in an oncology unit required for the study. One nurse did not return
the consent form, so | could not conduct the interview.
Location, Frequency, and Duration of Data Collection

IRB approval was received from Walden University to gather data from human
subjects before starting the recruitment. Approval for the study was granted on November
15, 2022. | recruited nurses who worked or are working with terminally ill patients in an
oncology unit for 3 years or more at hospitals in Miami-Dade, Broward, or Palm Beach
County, Florida.

| interviewed all 10 nurses who worked or are working with terminally ill patients
in an oncology unit for 3 years or more at hospitals in Miami-Dade, Broward, or Palm
Beach County, Florida, between December 2, 2022, and January 26, 2023. Interviews
ranged from 10 minutes to 25 minutes. | used open-ended questions to elicit organic and
authentic responses. The following interview questions were asked:

1. How many years have you worked as an oncology nurse in an oncology unit?

2. What does compassion fatigue mean to you?

3. How do you express compassion to your terminally ill patients while

providing care?
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4. When you are about to enter a terminally ill patient’s room, what are some of
the things you do to mentally prepare yourself to provide care for the patient?

5. How does the mental preparation you do help you to provide quality care for
your patient?

6. Think of and describe a particularly stressful or difficult experience you have
had as an oncology nurse: What effect, if any, did it have on your personal
life, sleep, health, diet?

7. What effect did this stressful or difficult experience have on the way you
provide nursing care?

8. What is your experience with witnessing your terminally ill patients dying?

9. What effect, if any, did witnessing your patient dying have on your personal
life, sleep, relationships, health, diet?

10. What did you do to cope with the effects of witnessing a patient dying?

11. How could having debriefing sessions help you express your feelings after
witnessing a patient dying?

12. What else would you like to tell me about your experiences with terminally ill
patients?

| also asked follow-up questions to have the participants clarify or elaborate on their
answers. See Appendix A for the interview questions and script.

All 10 interviews took place over the phone and were audio recorded after |

obtained written consent and verbal permission to begin the interview. Recordings were

completed through an application on my cell phone called NoNotes Call Recording (see



43

Appendix B). NoNotes is a company that provides call recording and audio transcription
services. After each interview, the NoNotes application produced a verbatim written
transcript of the call. I reviewed each transcript while listening to the audio recording of
the interview to ensure the information was correct and to fill in words and phrases the
NoNotes application did not transcribe accurately. | then made field notes about each call
and journaled my thoughts and feelings about the responses and the interview. After
accurately completing the transcription, | sent the corrected individual call transcripts to
each of the 10 participants, asking them if the essence of what they said was captured
correctly. | received responses from all 10 participants confirming the transcription was
correct.

The call recordings and written transcripts were kept secure inside the password-
protected application NoNotes. | sent each participant their written transcripts through
password-protected e-mail. | also kept my journal notes in a separate file on my
password-protected laptop.

Data Analysis
Coding Process

| conducted the first semi-structured audio interview with one oncology nurse. |
reviewed the participant’s answers by reading and re-reading the interview transcripts
and my journal notes. | wanted to ensure the participant’s responses to the questions
allowed for a complete interview that explored the participant’s lived experiences. |
assessed for strategic follow-up questions I could ask to elicit more information. | also

analyzed the interview duration to ensure | did not exceed the 1 hour I stated on the
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consent form and was able to ask all the questions I intended to ask to answer the
research questions.

| used an Excel spreadsheet that contained the participants’ number, participants’
comments, categories, and themes after | had conducted all the interviews. | then
highlighted in red all the essential words and phrases that answered the interview
question and linked to the research question. The initial hand-coding step analyzed the
verbatim transcripts that explored oncology nurses’ experiences with CF while caring for
terminally ill patients. | then formed categories by analyzing the patterns and similarities
among the words and phrases and the notes from my journal to create the first categories.

| listened to the audio interviews and read the transcripts several times to ensure
no relevant data was missed in the initial coding. After | was confident that no critical
data was excluded, I grouped similar data from the various categories and then generated
smaller categories. The data similarities among the categories were noted. | then made
generalizations about the oncology nurses’ experiences with CF when caring for
terminally ill patients. The abstractions exposed the expressions of the participants’
experiences, and the themes of their experiences with CF were documented and named.
Codes, Categories, and Themes

Data saturation was achieved with 10 interviews, as the participants began to
express the same sentiments, and | obtained the needed responses to answer the research
questions. Any additional participants would not lead to further information or
perspectives. Five themes emerged from the data:

e Theme 1: Emotionally and Physically Exhausted
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e Theme 2: Patients’ Young Age

e Theme 3: Patients’ Death

e Theme 4: Impact on Care

e Theme 5: Personal Time
The participants each led me through their experiences with CF while caring for
terminally ill patients. The open-ended interview questions allowed each participant to
describe their experiences with CF while caring for terminally ill patients.

The participants all expressed their understanding of and experience with CF. The
common understanding of CF was feeling overwhelmed or tired. For example, one
participant stated, “you get overwhelmed with caring, having to give so much
compassion, having to give so much of yourself.” Another participant stated, “to be
empathetic to all your patients, it can get overwhelming.” Yet another stated, “It’s
wanting to go to that next level with that patient, taking that extra step, but you just don’t
have it in you anymore.” Another participant stated, “you’re just finished with it; you’re
just so tired.” These statements led to the categories “feeling overwhelmed” and “feeling
emotionally and physically tired,” which translated into the predominant theme of being
emotionally and physically exhausted.

The second most common theme that emerged was patients’ young age. The
participants were asked to describe a difficult or stressful event they had as an oncology
nurse. Seven participants responded to the question by giving examples of when their
terminally ill patient died. Three participants specifically mentioned how the young age

of the patient affected them. For example, one participant shared,
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| had a young girl in her early 20s who recently married. | would come in and take

care of this young lady every day and see her dwindle down to nothing. I think the

younger the patient, the harder it is.
Another participant stated,

One patient that we had, she was a 20-year-old black female of Caribbean

descent. She was pregnant, and she found out that she had lymphoma. It was her

youth that struck me, and that has stayed with me for years.
Another participant stated,

| still remember her name to this day, and this was like almost 7 years ago. She

was a 32-year-old patient. She passed away, that was the worst one for me,

knowing that she won’t ever see her kids graduate, not even middle school. I think
that ate me up so much out of all the death that I had.

The third most common theme was patients’ death. Some participants expressed
feelings of sadness and feeling loss. For example, one participant stated, “It’s a sad
moment because sometimes you get so attached to your patient. Sometimes it really takes
a toll on you as a nurse.” Another participant stated, “it has been emotional for me to see
patients go.” Yet another participant stated, “It’s a very sad experience. That’s all | can
say.” Other participants expressed positive experiences. One participant stated,

| find that when someone has made their peace and have spoken with all of their

family members, and they have done all the things that they wanted to do, death

can be very peaceful, and death can be very humbling.
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Another participant stated, “My experience is that death is a normal process.” Other
participants expressed that witnessing their terminally ill patients had made them
detached. One participant stated, “It made me a little hard. I’m not as soft as | used to
be.” The other participant stated, “I had to learn to disconnect from these patients because
that low that emotional low is not good.”

The fourth most common theme was impact on care. Some participants expressed
their level of care not being negatively impacted by CF. For example, one participant
stated, “I feel like I give out more. | was drawn more to this specialty into these types of
patients. | don’t think it affected my care in a negative way.” Another participant stated,
“It’s grown me as a person, not even just as a nurse as a person.” Yet another participant
stated, “It makes me more aware of the difficulty that family goes through. Tells you how
to improve.” Another participant stated, “I made it more important for me to be able to let
the patients know that they had somebody that cared about them.” Other participants
mentioned how their quality of care has been negatively affected. One participant stated,
“I became a little bit more indifferent. I try to not create a rapport more than nurse-
client.” Another participant stated, “I have to kind of separate my feelings from what
they’re going through.”

The final theme that emerged was personal time as the participants expressed their
coping mechanisms. One participant stated, “I’ve been going to the gym for the past 10
years, so I’m a gym freak.” Another participant stated, “Went out with friends and had a

good time after work.” Other participants mentioned using their spirituality to cope. For
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example, one participant stated, “Pray, that’s the coping mechanism. Praying.” Another
participant stated, “praying about it, having my personal time from a religious basis.”
Discrepant Cases

Some participants expressed not being affected emotionally by their terminally ill
patients dying. One participant stated,

| don’t know that it had any effect. Maybe it did. I look at it as part of the process

that these things are going to happen, and you have to be able to

compartmentalize and not allow it to affect you because then you have to go on to

the next patient.
Another participant stated, “No, it didn’t have any effect on me.” One participant had
never witnessed a patient dying but stated, ““I tend to show up or come in, and it’s already
happened, and it could have happened, and it was a little peaceful, so I may not have even
realized initially that they were gone.” Discrepant cases were factored into the analysis
through confirming and disconfirming statements regarding not being affected
emotionally by their patients’ death in the categories and themes and then in the study
results.

A systemic order or category was used to sort the codes that were similar in
context which resulted in the five themes from analyzing the codes and categorization.
See Figure 1 for an illustration of the five common themes that emerged from the

interviewees’ expression of their experiences.
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Figure 2
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The five main themes also had several subthemes that emerged when coding the
transcripts. For example, the theme of emotionally and physically exhausted had the sub-
themes of overwhelmed with caring, emotionally stressful, feeling tired, and loss in
feeling compassion for patients. The five main themes and their related sub-themes are
listed in Table 2. The five main themes will be discussed in the Results section of this

chapter.



Table 2

Main Themes and Subthemes

Main themes Subthemes

Emotionally and physically exhausted ¢ Overwhelmed with caring
* Emotionally stressful.
* Feeling tired
* Loss in feeling compassion for patients

Patients’ young age * Young girl

* Under 35 years old
Patients’ death * Sad moment

* Felt the lost

* A part of life
Impact on care « Lack of Consistent care

» Ways to improve
* Negative impact

Personal time * Self-care
* Rely on faith
* Peer support
* Detachment

Evidence of Trustworthiness

Credibility

A research study’s credibility is the extent to which a study’s findings are
believable, given the data presented. There are several strategies researchers can use to
establish credibility. These strategies include persistent observation, prolonged
engagement, negative case analysis, peer debriefing, progressive subjectivity, member
checking, triangulation, and reflexivity to establish credibility (Hayashi et al., 2021).
Credibility relates to all aspects of research design, including the purpose, context,

participants’ recruitment, data collection, and the quantity of collected data.
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For this study, | utilized member checking to allow the participants to check the
accuracy of their statements. Each participant received a transcribed copy of their
interview. Member checking allowed the participants to check if what they expressed
about their experiences was accurately transcribed by NoNotes. | also used triangulation
to examine the consistency of different data sources within the same method (Noble &
Heale, 2019). I had a total of 10 participants. Triangulation was achieved by having
enough participants to achieve thematic saturation.

Dependability

When there is consistency in data collection, analysis, and reporting, and the data
answers the research question, the researchers have shown dependability in their study.
Dependability also means there is publicly accessible documentation and explanation of
any adjustments or shifts in the methodology used in the study. Inquiry audits and
triangulation are the most common methods to establish dependability (Johnson et al.,
2020). | gave detailed accounts of the entire research process to ensure dependability. My
dissertation chair was used to complete an inquiry audit by reviewing the collected data
and analyzing the data and results to confirm the finding’s accuracy and ensure the
collected data supported the findings. After each interview, | used reflective journaling to
achieve triangulation.

Transferability

Transferability is a form of external validity that refers to whether the findings

from one study are applicable in another situation (Maxwell, 2021). The

phenomenological research | conducted with the oncology nurses who worked in an
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oncology unit for 3 years or more in hospitals in Miami-Dade, Broward, and Palm Beach
County is likely to be transferable if conducted at other hospitals with oncology units.
Strategies to establish transferability include reflexivity, thick description, and maximum
variation (Hays & McKibben, 2021). | used thick description by including the
participants’ location, participants’ number of years working as an oncology nurse, and
capturing the participants’ emotions.
Confirmability

Qualitative research often reflects the researcher’s subjectivity or bias.
Confirmability ensures the researcher’s subjectivity does not influence the study’s
outcome to the extent that other competent researchers would not arrive at the same
conclusion after examining the same data. A confirmability audit is the primary means of
establishing confirmability (Carcary, 2020), but other methods may include triangulation
strategies and researcher reflexivity processes (Hays & McKibben, 2021). I conducted
confirmability audits as the study progressed to check for any and remove any biases to
facilitate confirmability. | also searched for and described disconfirming evidence
elements that may have contradicted prior results (Leko et al., 2021).

Results

The research questions were: 1) What are the oncology nurse’s experiences with
the emotional, physical, and mental exhaustion of compassion fatigue while caring for
terminally ill patients? 2) How does the emotional, physical, and mental exhaustion of
caring for terminally ill patients impact the oncology nurse’s ability to deliver quality

patient care? 3)What interventions do oncology nurses use to cope with the emotional,
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physical, and mental exhaustion they experience while caring for terminally ill patients?
Each participant reviewed their written transcript for accuracy. My dissertation chair also
reviewed the transcripts and codes. The five themes that emerged were: Emotionally and
Physically Exhausted; Patients’ Age; Patients’ Death; Impact on Care; and Personal
Time.
Theme 1: Emotionally and Physically Exhausted
Theme one emerged from the data analysis of the participants’ understanding and
experiences with CF. When asked “what does compassion fatigue mean to you?” all 10
participants expressed their understanding of and experience with CF. The theme of
emotionally and physically exhausted was described as being tired or overwhelmed with
having to give out so much empathy to patients. For example, Participant N1 state,
It means like when you’re overly giving yourself, you get overwhelmed with
caring. Well, I won’t say with caring, but having to give so much compassion,
having to give so much of yourself for a certain amount of time you get
overwhelmed.
Participant N2 expressed the meaning of CF as “a loss in feeling compassion for those
patients.” N2 further stated, “I think there is fatigue. It’s that wanting to go to that next
level with that patient, taking that extra step but you just don’t have it in you anymore.”
Participant N3 summed up CF in one word “Tired.” N3 then stated “You are emotionally
and physically exhausted; it’s like you’re burnt out.” Participant N4 echoed N3’s

expression of CF by stating,
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You basically are compassionate to the patient, but at the same time, you become
a little numb to the experiences because it’s something that you see on a daily
basis, so it’s not anything that is now surprising to you and that there can also be
on the edge of burn out.
Participant N5 stated, “When you’re working with these patients, it’s emotionally
stressful seeing them deteriorate a lot of times day by day, sometimes you question
yourself, the meaning of life, and it creates a big toll on you.” Participant N6 explained
CF by stating,
You have to be empathetic to all of your patients, and sometimes it stretches you
as a person to be able to feel that amount of compassion. | mean, just to express
that with all your patients it can get overwhelming.
Participant N7 expressed her experience with CF when she stated, ““You are just finished
with it. You are just so tired.” Participant N8 explained the effects of expressing empathy
for the patients and their family members by stating, “Well-being empathetic for your
patients, putting yourself in your patients and your families’ shoes, and internalizing
those feelings, holding on to those feelings to the point that you feel overwhelmed.”
Participant N9 also explained CF as “working with cancer patients and seeing what they
go through from starting treatment to end of treatment, you have to find some way to
have some empathy or compassion for them, but it can be a tiring job.” Participant N10
stated “when caring for terminally ill patients it’s like the care is never enough for the

patient. There is nothing you can do to make the comfortable.”
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Theme 2: Patients’ Young Age

When asked interview question: “Think of and describe a particularly stressful or
difficult experience you have had as an oncology nurse: What effect, if any, did it have
on your personal life, sleep, health, diet?”” Seven participants responded by giving
examples of when their terminally ill patients died. Three participants expressed how
they were affected because of the young age of the terminally ill patient. Participant N1
stated,

Oh, there’s one particular one, and I still remember her name to this day and this

was like almost seven years ago. She was a 32-year-old patient. She got

diagnosed with breast cancer, and | think it went to the lungs. So, with her, | knew
she had two kids. She really wanted to see her youngest child graduate from
kindergarten, and the fact that | knew that she wasn’t going to see her child
graduate from kindergarten just eats me up. That was the worst one for me,
knowing she won’t ever see her kids graduate, not even middle school.

Participant N2 spoke of how she was affected by the death of her young patient
when she stated, “I’ve had a few in my career that really have sat with me and I’ve come
home and it’s taken me some time to get over that.” N2 further stated,

| think the younger the patient, the harder itis. ... I had a young girl in her early

20s who recently married; she had breast cancer. That really affected me because

I would come in and take care of this young lady every day and see her dwindle

down to nothing. I also felt that loss. it’s very hard as a nurse.
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Participant N4 expressed how she was unable to let go of her young patient’s
death. She stated,
One patient we had was a 20-year-old black female of Caribbean descent. She
was pregnant, and she found out that she had lymphoma at that point in time, and
| think she was about four to six months in, and they gave her a choice as to what
it was that she wanted to do with regards to the pregnancy. | was in awe that she
chose to forego treatment until she delivered her baby because her response was
that she did not want to impact the health of her baby by receiving chemotherapy
while she was pregnant, so she delayed the treatment at that point in time. After
coming back from the delivery of her child, she sought treatment but because of
the delay in care, it was more palliative because it was a very aggressive type of
cancer and tumors that she had. It was her youth that struck me, and that has
stayed with me for years.
Theme 3: Patients’ Death
Witnessing patients’ death can cause traumatic memories for oncology nurses.
When asked the interview question: “What is your experience with witnessing your
terminally ill patients dying?”” Nine participants expressed their experiences with
witnessing their patients dying. Seven participants expressed sadness over witnessing
their patients’ death. One participant, however, explained that witnessing her patients’
death can be a “humbling and joyful experience” when the patient has made peace with
the situation. Another participant described patients’ deaths as “a normal process.”

Participant N1 stated,
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She was deteriorating, and I always had to call code on her or rapid, and
so | knew the time was near and when the doctor finally said there was no
more treatment for you. She passed away, and | put her in a body bag. I
think that ate me up so much out of all the deaths that | had.
Participant N2 explained how having to witness her patients’ death affected her as a
person. She stated,
| think it’s probably not the greatest. | think | have become more understanding of
life and cherish these good days. But I think it also has made me a little hard. I’'m
not as soft as | used to be. I’m like, well that happened, and | don’t want to come
across as insensitive to friends and family or my own husband or my own kids,
but | become a little hard.
Participant N3 stated recounted her experience with witnessing her patient dying
and said,
It’s a sad moment because sometimes you get so attached to your patient, and
death is never an easy thing to deal with, whether it is with your own family or
your patient. So, it is very sad; it is emotional because sometimes you have
patients; as | said, you become attached. You share stories, and just seeing and
knowing that someone is no longer with their family member sometimes it really
takes a toll on you as a nurse, and as a caregiver, because you always want to see
your patient beating the cancer and when that doesn’t happen, it’s very hard.
Participant N4 explained her perspective on witnessing her terminally ill patients

dying as a humbling and joyful experience when she stated, “I find that when someone
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has made their peace and has spoken with all of their family members and they have done
all the things that they wanted to do, that can be very peaceful, and death can be very
humbling. People have passed on and it was a very humbling experience and it was a
very joyful experience.”

Participant N5 expressed an emotionally painful experience with witnessing a
specific patient’s death and, through tears, explained the impact by stating,

I remember | had this patient, he was Brazilian, maybe 10 years back, and he was

such a smart guy. But | saw how he deteriorated. He had to come for his

chemotherapy, and he loved me, so he always wanted me to be his nurse. So, | got
so involved with this guy emotionally. | almost saw him as a father figure. Oh,
and he passed away when he died, | had a rough time for a month. It was basically
like losing a family member.

Participant N6 kept her description of witnessing her patients’ death to one short
sentence. She stated, “It has been emotional for me to see patients go.” Participant N7
explained her helplessness from watching one patient’s death. She said, “I watched her,
and there was nothing we could do. I literally watched her die right in front of me. That
one bothered me the most. There was nothing I could do.” Participant N8, however, did
not express being emotionally affected by witnessing her patients’ death. She explained
her perspective of death by stating,

My experience is that death is a normal process. But when you have the

opportunity to participate in someone’s end-of-life care, my focus is to make the

patient comfortable. Kind of be supportive, and you know if there’s family
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involved, be encouraging, be available emotionally for them, but not to take it
with you, and focus on the patient at hand.
Participant N10 when asked about her experience witnessing her terminally ill patients
dying, stated, “It’s a very sad experience. That’s all I can say.”
Theme 4: Impact on Care
The participants expressed the impact CF had on their ability to deliver quality
care to their terminally ill patients. When asked the interview question: “What effect did
this stressful or difficult experience have on the way you provide nursing care? Six
participants stated their quality of care was not negatively impacted. Three participants
expressed how their quality of care had been affected negatively. One participant
declined to answer. Participant N1 stated, “I feel like I give out more; | was drawn more
to this specialty, into these types of patients. | don’t think it affected my care in a
negative way.” Participant N2 stated, “It’s grown me as a person, not even just as a nurse
as a person. I’m definitely more humble being a nurse.” Participant N3 explained that her
quality of care was not affected when she stated,
No, it didn’t affect it because I’ve always been consistent in my nursing care. It
makes me more aware of the difficulty that family goes through. It tells you how
to improve. It shows you ways in which you could improve to help like the loved
ones who are left behind.
Participant N4 expressed her quality of care being negatively impacted by the effects of

CF. She stated, “Yes, there is some negativity because you’ve been doing it for a while
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you become a little numb.” Participant N5 expressed how his quality of care was
significantly been impacted by CF. He said,
| became a little bit more indifferent. | try to not create a rapport more than nurse-
client. It was very superficial enough that they had good care, but | wasn’t
involved. I gave them what they needed. | gave them words of positivity and all
that, but without that deep emotional care. | really didn’t want to be that long in
those rooms chatting with them, or I’ll burn out. So, to avoid the burning, |
created a distance.
Participant N7 expressed how she would put extra effort into the quality of care she
provided her patients. She stated, “I made it more important for me to be able to let the
patients know that they had somebody that cared about them regardless of whatever else
was going on in their life.” Participant N8 explained how her experience with CF made
her focus on educating her patients and their family members. She stated,
It allowed me to in advance do the education and allow family members and
patients and that decision maker to do research and then kind of provide them
with information that supports what the education I’ve given. Also make sure
when I’m speaking to the doctor before | have to have that conversation or that
meeting with the family and the doctor to make sure that we’re on the same page.
Participant N9 described how she separated her feelings from her patients’ condition:
I have to kind of separate my feelings from what they’re going through, and

sometimes patients will try to take care of you, and that’s not what | want to
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happen. | want to still be able to take care of them and do my job, so if it’s just me
taking a moment to step away and regain my composure, that’s what I do.
Participant N10 expressed no negative effect on the quality of care she provides her
patients. She stated,
As an oncology nurse, | provide 100% care to all my patients. | go by what they
want and what their needs are. | go above and beyond to make them comfortable
and provide them all the care they need.
Theme 5: Personal Time
The 10 participants explained the coping interventions they use to combat the
effects of CF while caring for their terminally ill patients. When asked the question:
“What did you do to cope with the effects of witnessing a patient dying?” Six participants
expressed positive coping strategies such as self-care, praying, and listening to music.
Two participants expressed negative coping strategies such as detachment or
compartmentalization. One participant was unsure if she used any copying strategies.
Participant N1 explained,
I’ve been going to the gym for the past 10 years, so I’m a gym freak. I’ve been
taking months at a time off. Every year | take a couple of months off. At first, |
thought I was doing it just because I could do it, but I realize I’m doing it because
| feel so overwhelmed that | need to take a break.
Participant N2 also mentioned self-care activities. She stated,
When | go home, | really try to have a few minutes to myself in my bedroom and

watch TV. I like Netflix and things like that. | read a lot of books. I try to do that a
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few times a week to be by myself; I need that. | drive an hour one way to my

hospital. I try not to get on the phone, and | really just listen to music, or | do

nothing, just drive,

Participant N3 also mentioned listening to music as one of her coping strategies.
She said, “Pray; that’s the coping mechanism. Praying, sometimes listening to music,
talking to co-workers, and sharing experiences. Taking walks on campus during break
time because when you walk, it helps.” Participant N4 stated she also used praying as one
of her coping strategies when she said,

Praying about it and having my personal time from a religious basis. Going to the

beach, just kind of doing my own thing. Sometimes in memoriam of the patient,

I’ve also actually gone to funerals, you know, just to get that closure.

Participant N5 expressed his negative coping strategy. He stated, “I never
connect. I never created a real connection. | had to learn to disconnect from these patients
because that low that emotional low is not good.” Participant N6 explained how she use
compartmentalization as her coping strategy. She stated,

You have to be able to compartmentalize and not allow it to affect you because

then you have to go on to the next. It is also necessary for you to survive a caring

profession. If you take on every single thing you’re dealing with, illnesses from
every area, and if you take that on personally, then that is definitely going to
break you down and affect your performance.

Participant N7 stated, “We talked about it amongst each other. My coping was to

hope that we learn from whatever experience we had and did better with the next one.”
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Participant N8 explained she never thought she used coping strategies. She stated, “I
don’t know that I do. I feel like telling myself that it’s natural and this providing comfort
being like the focus. I guess I just acknowledged that death is a part of life. It’s not a bad
thing.” Participant N10 stated, “I’ll remember all the good times. All the good
experiences, all the fun times we used to have, and all that.”
Discrepant Cases

Participant N6 declined to answer the question: What effect did this stressful or
difficult experience have on the way you provide nursing care? She responded, “Can we
move on to the next question.” Participant N8 was unsure if she used coping strategies.
She explained, “I don’t know that | do.” Some participants expressed not being affected
emotionally by their terminally-ill patients dying. Participant N8 stated, “I don’t know
that it had any effect.” Participant N9 had never witnessed a patient dying. She stated, “I
tend to show up or come in, and it’s already happened.” Participant N10 stated, “No, it
didn’t have any effect on me.”

Summary

The research questions that guided this study were: 1) What are the oncology
nurse’s experiences with the emotional, physical, and mental exhaustion of compassion
fatigue while caring for terminally ill patients? 2) How does the emotional, physical, and
mental exhaustion of caring for terminally ill patients impact the oncology nurse’s ability
to deliver quality patient care? 3)What interventions do oncology nurses use to cope with
the emotional, physical, and mental exhaustion they experience while caring for

terminally ill patients? Interviews with 10 participants helped to answer these questions
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as they candidly shared their experiences. The 10 participants’ responses resulted in five
themes. CF is the emotional, physical, and mental exhaustion that comes from encounters
with compassion stress. The participants expressed feeling overwhelmed and emotionally
and physically tired; this emerged as the theme of being emotionally and physically
exhausted. Three participants mentioned the impact the young age of their patients had on
them, which led to the theme of patients’ young age. The theme of patients’ death
emerged as the participants expressed feelings of sadness and loss at their patients’ death
because of their bond with the patient. Other participants spoke positively about
witnessing their patients’ death as a peaceful and humbling experience. Some participants
spoke of learning ways to improve their level of care and being humbled by their
experiences. Other participants mentioned becoming numb or indifferent because of their
experiences which emerged as the theme of impact on care. The theme of personal time
emerged as the participants spoke of going to the gym, praying, and listening to music as
self-care coping strategies. Other participants expressed using detachment and
compartmentalization as their coping strategies.

In this chapter, | detailed the study’s setting, the participants’ demographics, and
the data collection and analysis process for this study. | provided evidence of
trustworthiness by documenting credibility, dependability, transferability, and
confirmability. | then provided the research questions and the results of the findings with
direct quotes from the participants, including discrepant cases. Chapter 5 will present the

interpretation of the findings, detail the limitations of the study, and provide a discussion
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on the recommendations and implications for future research and nursing practice and

how these findings can facilitate positive social change.
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Chapter 5: Discussion, Conclusion, and Recommendations

The purpose of this phenomenological qualitative study was to expand upon the
existing literature on phenomenological studies regarding the lived experiences of
oncology nurses’ experiences with dealing with and managing CF while caring for
terminally ill patients. | conducted a phenomenological qualitative study using semi-
structured, individual interviews to address the lack of interviews with the oncology
nurses to hear their expression of the CF they experience when caring for terminally ill
patients. A phenomenological qualitative inquiry aligned well with the research purpose
to explore oncology nurses’ experiences dealing with and managing CF when caring for
terminally ill patients. A phenomenological qualitative inquiry allowed the oncology
nurses to express their lived experiences with CF and how CF impacted their quality of
patient care. This approach also allowed the oncology nurses to provide information on
their coping strategies to combat the effects of CF.

Findings from this study may lead to positive social change as nursing schools
can use it to inform them of the value of teaching CF management skills as a preventative
method in the curricula. Additionally, this study may inform healthcare nursing leaders to
include more intervention activities, such as individual counseling sessions with a
therapist, to help oncology nurses manage their CF and help reduce the high turnover rate
associated with the oncology nursing profession.

| conducted semi-structured interviews with 10 English-speaking RNs who
worked or are working with terminally ill patients in an oncology unit for 3 years or more

at hospitals in Miami-Dade, Broward, or Palm Beach County, Florida. Key findings from
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this study included five major themes that described the oncology nurses’ experiences
dealing with and managing CF while caring for terminally ill patients. The five themes
that emerged were:

e Theme 1: Emotionally and Physically Exhausted

e Theme 2: Patients’ Young Age

e Theme 3: Patients’ Death

e Theme 4: Impact on Care

e Theme 5: Personal Time

Chapter 5 begins with the interpretation of the findings in light of the conceptual
framework, followed by the findings related to the literature review from Chapter 2. | will
then discuss the limitations of the study and make future research recommendations. The
chapter concludes with the implications of the findings for positive social change.

Interpretation of the Findings

The findings of this phenomenological qualitative study, in which I explored
oncology nurses’ experiences dealing with and managing CF while caring for terminally
ill patients, aligned with the conceptual framework of Figley’s (1995) compassion fatigue
theory. Additionally, my interpretation of the study’s findings confirms and extends the
results of previous research. In this section, I interpret the study’s findings as related to
the conceptual framework and literature review.
Findings Interpreted in Light of the Conceptual Framework

The conceptual framework for this study was Figley’s (1995) compassion fatigue

theory. Figley described CF as stress from exposure to traumatized individuals rather
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than from exposure to the trauma and as a state of biological, psychological, and social
exhaustion and dysfunction from prolonged exposure to compassion stress. The nine
components of Figley’s compassion fatigue process are (a) exposure to suffering, (b)
concern, (c) empathetic ability, (d) empathetic response, (e) compassion stress, (f)
prolonged exposure, (g) traumatic memories, (h) demands of life, (i) compassion fatigue.

The first three themes, physically and emotionally exhausted, patients’ young age,
and patients’ death, confirmed how exposure to their terminally ill patients personally
affected the oncology nurses. Regarding Theme 1, all 10 participants expressed feeling
tired or overwhelmed by constant exposure to their terminally ill patients. Xie et al.
(2021) reported that CF is one of the oncology nurses’ most commonly reported work-
related consequences. The subthemes for Theme 1, overwhelmed with caring,
emotionally stressful, feeling tired, and loss of feeling compassion for patients, further
confirmed that prolonged exposure to terminally ill patients resulted in a state of
biological, psychological, and social exhaustion and dysfunction. Algamdi’s (2022)
findings showed that CF is a state of emotional, physical, and mental exhaustion caused
by a person’s depleted ability to cope with their everyday environment. The prolonged
exposure to terminally ill patients caused compassion stress for the participants. Several
participants expressed feeling amplified compassion stress because of the young age of
the terminally ill patient, as identified in Theme 2.

One of the components of Figley’s (1995) compassion fatigue theory is traumatic
memories, which refer to memories of traumatic events such as witnessing a patient

dying while receiving care. Theme 3, patients’ death, contained the participants’
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expression of the effect their patients’ death had on their emotional, physical, and mental
state. Some participants expressed feeling “emotional stress” and having traumatic
memories from the death of their patients. The finding is consistent with the research that
showed experiences with patients’ death can often leave nurses with overwhelming grief
and loss, resulting in CF (Al-Majid et al., 2018; Arimon-Pages et al., 2019; Jarrad &
Hammad, 2020). The overwhelming grief and loss were evident for one participant who
started crying during the interview because of traumatic memories. The participant stated,

| remember I had this patient. He was Brazilian, maybe 10 years back. And he

was such a smart guy, and | saw him deteriorating. Oh, and he passed away when

he died [participant crying]. | had a rough time for a month.
Findings Related to Reviewed Literature

The fourth theme, impact on care, showed how CF impacted the quality of care
the nurses provide their patients. The participants spoke of feeling “numb” or
“indifferent” and only providing “superficial” care. These findings confirmed similar
results of prior research that found that oncology nurses who repeatedly experience CF
from the grief and loss of patients’ death may use the negative coping strategy of
detachment to cope with their patient’s death. Over time, using detachment to cope with
CF from the grief and loss of patients’ death can cause oncology nurses to become less
compassionate in their care, resulting in poor quality of nursing care (Wentzel et al.,
2019; Xie et al., 2021).

Other researchers have found that work stress can affect oncology nurses’ mental

health and adversely affect the quality of care their patients receive (Mazzella Ebstein et
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al., 2019; Molavynejad et al., 2019; Partlak Giiniisen et al., 2019). This study’s

participants confirmed the findings as one participant stated,
| never created after that a real connection. It was very superficial enough that
they had good care, but without that deep emotional care like the one you
provided, if it was your mother or your father passing away. They encourage you
to do that, but you know that’s awful mentally for any nurse.
Another participant stated, “If you take on every single thing you are dealing with
ilinesses from every area and if you take that on personally, then that is definitely going
to break you down and affect your performance.”

The final theme, personal time, showed the coping strategies the oncology nurses
use to combat the effects of CF. The participants discussed using positive coping
strategies such as “praying” and “listening to music.” The participants mentioned that
using these coping strategies helped them relax and stay focused on performing their
duties without feeling stressed. This finding is supported by research that indicates
positive coping styles such as meditation and listening to music could help oncology
nurses repel CF (Ryan et al., 2022; Zhang et al., 2022).

Research conducted by Kohli and Padmakumari (2020) found the benefits of self-
care activities by stating that early interventions that include self-care behavior methods
can help prevent the risk of CF. Oncology nurses should participate in self-care activities
such as meditation or walking outside. The participants in this study confirmed the
benefits of using self-care interventions such as “taking a walk” or “going to the beach”

to prevent feeling emotionally, mentally, and physically exhausted. One participant
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stated, “It helps you to relax. It helps you so your mind can be free.” Another participant
stated, ““You get to de-stress and alleviate some of that stress.”

In the specific context of dealing with and managing CF, Figley’s (1995)
compassion fatigue theory suggests that CF is a state of biological, psychological, and
social exhaustion and dysfunction from prolonged exposure to compassion stress. The
confidence in this research is demonstrated by the number of participants who reported
that they had experienced emotional and physical exhaustion from exposure to
compassion stress while caring for their terminally ill patients. Based on the aggregate
data in this study, compared to previously published studies, the participants experienced
a negative impact of CF on their quality of care. The participants also expressed coping
strategies for managing the effects of CF while caring for their terminally ill patients.

Limitations of the Study

The main limitation of this study was including only oncology nurses who worked
or are working with terminally ill patients in an oncology unit for 3 years or more at
hospitals in Miami-Dade, Broward, or Palm Beach County, Florida. Although the number
of participants was sufficient to give detailed answers to the research questions, the
stringent inclusion criteria expose this research to limitations of experiences held by
nurses within the Miami-Dade, Broward, or Palm Beach County area. The answers to the
interview questions could differ if the study were conducted in other parts of Florida or
other states.

One projected limitation outlined in Chapter 1 was needing the anticipated access

to the 10 English-speaking oncology nurses with experiences caring for terminally ill
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patients for the interview portion of the study. One interested participant still needed to
attain the 3 years of experience necessary for the study, so she could not participate.
There were possibly more interested participants who could not participate because of
this limitation. It is impossible to tell whether the responses provided to the research
questions would be answered similarly by participants with fewer than 3 years of
experience.

Another limitation of qualitative research is the researcher’s bias. The interviews
for this study were hand-coded and analyzed by this researcher. The personal and solo
data analysis could have allowed personal bias stemming from my love and admiration
for nurses to creep into the final data analysis. Having a dissertation committee to review
the findings helped to prevent presenting biased results.

Recommendations for Future Research

The phenomenological qualitative study aimed to add to the existing literature on
phenomenological studies regarding the lived experiences of oncology nurses and the CF
they experience when providing care to terminally ill patients. The study focused on
interviewing oncology nurses to gain their expression of their lived experiences with CF
while caring for terminally ill patients. Based on the main limitation presented above, it is
evident that more generalizable data could be achieved if phenomenological qualitative
studies were conducted with oncology nurses from other parts of Florida or other states.

Future researchers should consider conducting phenomenological qualitative
studies with interviews of oncology nurses with fewer than 3 years of experience caring

for terminally ill patients. The fact that the topic of CF piqued the interest of an oncology
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nurse with fewer than 3 years of experience to the point that she wanted to participate
should cause future researchers to ponder the inclusion criterion of 1-3 years of
experience. Oncology nurses report an elevated risk of CF after 3 years of working with
terminally ill patients (Cross, 2019; Kohli & Padmakumari, 2020). However, the elevated
risk of CF could be lower than the 3 years previously reported in light of the changing
healthcare climate that includes a global pandemic.

Future researchers should also consider conducting phenomenological qualitative
studies with nurses who cared for Covid patients during the global pandemic. The nurses
should be interviewed to hear their expressions of the CF they experienced while caring
for their Covid patients. Future researchers should also consider phenomenological
studies to explore CF among unlicensed assistive personnel instrumental in providing
direct patient care.

Implications

This study’s findings are supported by literature that oncology nurses experience
CF while caring for terminally ill patients. The oncology nurses discussed their coping
strategies for dealing with and managing CF while caring for their terminally ill patients.
Positive social change can occur in nursing schools if they teach CF management skills as
a preventative method. This study shows that oncology nurses experience CF; therefore,
nursing schools should prepare students to manage the biological, psychological, and
social exhaustion and dysfunction from prolonged exposure to compassion stress (Figley,
1995). A response from one of the participants that highlighted this need for social

change: “I wish someone had told me not to get emotionally attached to my patients.”
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Teaching nursing students that CF is the emotional, physical, and mental fatigue that
comes from encounters with compassion stress (Al-Majid et al., 2018) and teaching them
positive coping strategies, such as mindful meditation, can help them deal with and
manage CF.

The findings of this study may also inform healthcare nursing leaders to include
more intervention activities. Positive social change that includes intervention activities,
such as individual counseling sessions with a therapist, can help oncology nurses manage
their CF and help reduce the high turnover rate associated with the oncology nursing
profession. The oncology nurses in this study spoke of their coping strategies, but none
mentioned any services available to them where they work to help them deal with and
manage CF. Nursing leaders must advocate for the nurses and emphasize the need to
protect their emotional, physical, and mental health by creating a healthy work
environment where the nurses get the support they need to perform their duties.

Conclusion

This phenomenological qualitative research study explored oncology nurses’
experiences dealing with and managing CF while caring for terminally ill patients.
Although other studies have identified an uptick in CF among oncology nurses and have
explored the prevalence, causes, coping strategies, and intervention and prevention
programs, this study identified a gap in directly interviewing oncology nurses to explore
their experiences with dealing with and managing CF while providing care to terminally

ill patients. This study included conversations with the oncology nurses regarding the
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effect CF has on the quality of care they provide and the types of interventions they use
to cope with the CF they experience.

The conceptual framework for this study was Figley’s (1995) compassion fatigue
theory. The participants’ responses provided insight into their understanding of and
experiences with compassion fatigue. The participants’ responses sufficiently answered
the three research questions:

1. What are the oncology nurse’s experiences with the emotional, physical, and

mental exhaustion of compassion fatigue while caring for terminally ill
patients?

2. How does the emotional, physical, and mental exhaustion of caring for
terminally ill patients impact the oncology nurse’s ability to deliver quality
patient care?

3. What interventions do oncology nurses use to cope with the emotional,
physical, and mental exhaustion they experience while caring for terminally ill
patients?

The findings in this study indicated that oncology nurses experience emotional
and physical exhaustion from caring for terminally ill patients and can feel a sense of loss
at the death of their patients. The findings were corroborated by research studies
evaluated in the literature review. The findings also indicated that CF could negatively
affect the oncology nurses’ quality of care. The findings showed that the oncology nurses

use personal interventions to combat the effects of CF.
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The healthcare sector is experiencing a shortage of qualified nurses to care for the
population. Nursing is not just a profession or discipline but an innate desire to care for
all human lives. Caring elicits compassion from nurses, which can cause fatigue in
nurses’ emotional, physical, and mental health over time. Oncology nurses who provide
care for terminally ill patients are more susceptible to CF because of their constant and
consistent exposure to their terminally ill patients. Oncology nursing policymakers must
provide additional resources to help oncology nurses deal with and manage the CF they
experience. | hope this study will provoke policymakers to try to answer the question,

who is caring for the caregivers?
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Appendix A: Interview Questions and Script

Introduction to Interview Script

| appreciate you agreeing to participate in this study, and | look forward to learning about

your experience as an oncology nurse. | will ask you several questions relating to your

experiences with compassion fatigue when providing care for terminally ill patients.

Please feel free to ask me to repeat or clarify any of the questions I ask, and | encourage

you to elaborate on your answers when you think it is necessary. Do you have any

questions before we begin?

Question 1:

Question 2:

Question 3:

Question 4:

Question 5:

Question 6:

Question 7:

Question 8:

dying?

Question 9:

How many years have you worked as an oncology nurse in an oncology
unit?

What does compassion fatigue mean to you?

How do you express compassion to your terminally ill patients while
providing care?

When you are about to enter a terminally ill patient’s room, what are some
of the things you do to mentally prepare yourself to provide care for the
patient?

How does the mental preparation you do help you to provide quality care
for your patient?

Think of and describe a particularly stressful or difficult experience you
have had as an oncology nurse: What effect, if any, did it have on your
personal life, sleep, health, diet?

What effect did this stressful or difficult experience have on the way you
provide nursing care?

What is your experience with witnessing your terminally ill patients

What effect, if any, did witnessing your patient dying have on your
personal life, sleep, relationships, health, diet?
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Question 10: What did you do to cope with the effects of witnessing a patient dying?

Question 11: How could having debriefing sessions help you express your feelings after
witnessing a patient dying?

Question 12:  What else would you like to tell me about your experiences with
terminally ill patients?

Researcher to Participants: Thank you for participating in this study. If you have any

questions, please do not hesitate to contact me either by phone or email, both are on the

consent form given to you prior to this interview. Have a wonderful day!
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Appendix B: Privacy Policy for NoNotes Media

NoNotes is a company that provides call recording and audio transcription services and
can be found at www.nonotes.com. “All of our transcriptionists have signed
confidentiality agreements as part of their employment contracts. We activate a standard
Non-Disclosure Agreement (NDA), or we can sign any NDA you wish to put in place.
We are also happy to sign any additional legal information you might have. We protect
your privacy using 128bit Secure Sockets Layer (SSL) encryption. Our passwords are
double-hashed and only internal NoNotes staff have access when transcription permission
is granted. All our servers are located in a class-A facility with climate control, retinal

scan access and around-the-clock security.”
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