
SPIRITUALITY IN ONCOLOGY NURSES: 

A PHENOMENOLOGICAL STUDY 

by 

Mary Francine O'Connor 

A Thesis Submitted to the Faculty of the 

COLLEGE OF NURSING 

In Partial Fulfillment of the Requirements 

For the Degree of 

MASTER OF SCIENCE 

In the Graduate College 

THE UNIVERSITY OF ARIZONA 

199 7 



STATEMENT BY AUTHOR 

This thesis has been submitted in partial fulfillment of requirements for an 

advanced degree at The University of Arizona and is deposited in the University Library 

to be made available to borrowers under rules of the Library. 

2 

Brief quotations from this thesis are allowable without special permission, 

provided that accurate acknowledgment of source is made. Requests for permission for 

extended quotation from or reproduction of this manuscript in whole or in part may be 

granted by the head of the major department of the Dean of the Graduate College when in 

his or her judgment the proposed of the materials is in the interests of scholarship. In all 

other instances, however, permission must be obtained from the authors. 

SIGNED: 114l!f 'ft. 0 ~ 

APPROVAL BY THESIS DIRECTOR 

This thesis has been approved on the date shown below: 

/ () / 97 1 
/ / ' Joan E. Haase 
I/Associate Professor of Nursing 

I 
Date 



DEDICATION 

I have been very fortunate in my life to have my spirit tended and nurtured by 

some very special people. It would be impossible to thank all the people who have 

encouraged and supported me through the years and helped me achieve my dreams. So 

with a grateful heart, I dedicate this thesis to all the people in my life who have helped me 

survive life with my spirit intact, and indeed, helped it bloom. And to the following: 

Dr. Joan Haase, Dr. Pamela Reed, and Dr. Ki Moore, my thesis committee, whose 

invaluable patience, insight, and encouragement made this thesis possible. 

3 

My co researchers, the participants of this study who have taught me what it means 

to be a nurse, and whose courage in disclosing their innermost thoughts humbles me. 

Each member of my family, the circle oflove, the guiding force of my life: "Just look 

behind you, and we'll be there." Especially to Maureen Pefia, my sister, who was kind 

enough to transcribe the interview tapes and who has never failed in twenty-seven years 

to go out of her way to make my life better, whether through a hot meal or a hug. 

Finally, and especially to my parents: Lowell E. O'Connor, M.D., my father, 

whose memory inspires me every day to give the best of myself to those entrusted to my 

care and whose continued presence in my heart and mind is the basis for my spiritual 

beliefs. Nancy O'Connor, my mother, whose unconditional love and unfailing support 

have shaped my spirit and my life. I strive to emulate her sense of humor, strong faith, 

and courage and strength in the face of adversity. Happy Birthday, Mom, and thanks. 



4 

TABLE OF CONTENTS 

Page 

LIST OF TABLES ................................................... 6 

ABSTRACT ......................................................... 7 

CHAPTER ONE: INTRODUCTION ..................................... 8 

Definitions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8 

Significant Role of Oncology Nurses ................................. 9 

Statement of the Problem ......................................... 10 

Purpose ...................................................... 11 

Personal Perspective ............................................ 11 

Significance ................................................... 14 

Conceptual Framework . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 17 

CHAPTER TWO: LITERATURE REVIEW ............................. 23 

Spirituality In Nurses ............................................ 23 

Spirituality In Patients ........................................... 28 

Related Literature In Nursing ...................................... 33 

Literature In Related Fields ....................................... 39 

CHAPTER THREE: METHODOLOGY ................................ 43 

Sample ....................................................... 50 

Human Subjects ................................................ 50 

Procedure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 51 

Data Analysis .................................................. 52 

Trustworthiness and Credibility .................................... 54 

CHAPTER FOUR: ANALYSIS OF DATA AND PRESENTATION OF 

FINDINGS ................................................... 58 

Sample ....................................................... 58 

Exhaustive Description . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 60 

Essential Structure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .104 



5 

TABLE OF CONTENTS - Continued 
Page 

CHAPTER FIVE: DISCUSSION AND CONCLUSIONS ................... 106 

Conceptual Framework Review . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 106 

Discussion and Conclusions . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 108 

Usefulness of Methodology ...................................... 112 

Implications For Further Research ................................. 113 

Clinical Implications . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 114 

APPENDICES 

A. HUMAN SUBJECTS APPROVAL . . . . . . . . . . . . . . . . . . . . . . . . . . 117 

B. SUBJECT DISCLAIMER FORM ........................... 119 

C. THEME CATEGORIES, THEME CLUSTERS, THEMES ........ 121 

REFERENCES .................................................... 129 



6 

LIST OF TABLES 

TABLE Page 

1.1. The Missed Connection . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 60 

2.1. The Unity Of Humanity .......................................... 71 

3 .1 Bridging The Chasm . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 84 

4.1 Knowing Where The Power Is ..................................... 92 

5 .1 Theme Categories, Theme Clusters, Themes ........................... 122 



7 

ABSTRACT 

This study aims to illuminate the lived experience of spirituality in practicing oncology 

nurses. Definitions of spirituality, a conceptual framework for understanding spirituality in 

nursing, and the purpose of the study are offered in Chapter One. Chapter Two reviews 

the literature on spirituality in nursing and illustrates the lack of research on spirituality 

from nurses' perspective. Concepts in the literature related to spirituality, including 

intuition, miracles, and hope are reviewed. Literature on spirituality in related fields is also 

reviewed. Chapter Three provides a historical perspective on phenomenology and 

scrutinizes its usefulness in examining spirituality in oncology nurses. It also describes the 

sample, human subjects, and the procedure used in the study. Trustworthiness, credibility, 

and data analysis are also addressed. Chapter Four presents the findings of the study in 

the exhaustive description and essential structure. Finally, Chapter Five presents a review 

of the conceptual :framework, discussion and conclusions, implications for further 

research, and clinical implications. 



CHAPTER ONE 

INTRODUCTION 

Much of the literature on spirituality attempts to examine this concept from the 

patient's perspective (Watts, 1993; Highfield, 1992; Praill, 1995). Oldnall (1996) states 

that the level of comfort nurses have with their own spirituality impacts their ability to 

fully appreciate the spiritual needs of those entrusted to their care. Nagai-Jacobson and 

Burkhardt ( 1989) suggest that nurses must be aware of their own spirituality before they 

can provide spiritual care to their patients. This is consistent with the understanding that 

there is a difference between imposing one's beliefs and values on others, and acting out 

of those beliefs and values (Nagai-Jacobson & Burkhardt, 1989). 

Chapter One provides definitions of spirituality, outlines the unique role of 

oncology nurses in providing spiritual care, and the purpose of the study. A personal 

perspective on spirituality is offered by the author. The historical significance of 

spirituality in nursing is traced, and a conceptual framework for the understanding of 

spirituality in nursing is proposed. 

Definitions 

Reed ( 1992) suggests that spirituality is the "propensity to make meaning through 

a sense of relatedness to dimensions that transcend the self in such a way that empowers 

and does not devalue the individual" (p. 350). Relatedness can be experienced within the 

self, with others, and a power greater than the self Spirituality is "manifested through 
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these various patterns of connectedness" (Reed, 1992, p. 350). The integration of 

spirituality can provide a framework for finding meaning in life. Spirituality may or may 

not include formal religious participation. 
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Nagai-Jacobson and Burkhardt (1989) examined spirituality as a concept broader 

than religion. It involves a personal quest for meaning and purpose in life and relates to 

the inner essence of a person. Spirituality is a sense of harmonious interconnectedness 

with self, nature, and an Ultimate Other. Spirituality is the integrating factor of the human 

person. It is something to be recognized and discovered rather than made or built (Nagai

Jacobson & Burkhardt, 1989). Spirituality is essential to well-being and is, indeed, the 

essence of one's being. 

Significant Role of Oncology Nurses 

Today's healthcare system places many demands on nurses. Demands for 

efficiency and cost-effectiveness leave nurses struggling to provide spiritual and other 

psychological care in an environment where that care may not be valued because of its 

intangible qualities (Brown-Saltzman, 1994). Sometimes the spiritual dimension of a 

patient is most acutely in need of nursing care. This can be particularly true of oncology 

patients (Brown-Saltzman, 1994). 

The word "cancer" evokes many concerns and fears, and often prompts people to 

turn inward and examine that which gives their lives meaning as they struggle with the 

thought of their own mortality. The day-to-day contact with such introspection can have 
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a profound impact on oncology nurses (Brown-Saltzman, 1994). Oncology nurses are 

called to facilitate this introspective and often spiritual process through their intimate 

relationships with their patients. The nature of the relationship between oncology patients 

and nurses can be profoundly close and mutually rewarding. These relationships are often 

enhanced by the length of time the patients and nurses are in contact as the patients go 

through months and even years of treatment and follow-up. Brown-Saltzman (1994) 

illustrates the potential closeness of these relationships: "we are called upon by our 

patients to make sense of the spiritual...they are not hoping to receive definitive answers 

but rather are asking us to help make sense of their plight and to help find ways to hope, 

to live, and sometimes to die" (p. I 001 ). 

Indeed, although recent advances have improved mortality rates among cancer 

patients, many still succumb to their disease. Oncology nurses must often address end of 

life issues such as family communication and medical care decisions (Haisfield-Wolfe, 

1996). Oncology nurses are often called upon to facilitate the grieving process for the 

patient, their family, and even themselves (Brown-Saltzman, 1994). What allows these 

nurses to cope with such profound responsibilities? What are their experiences with 

spirituality in their practices? 

Statement of the Problem 

Despite increasing interest in the concept of spirituality and the call for further 

research, little has been written about this concept from the nurses' perspective. 
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Self-knowledge is imperative as nurses seek to practice from an awareness of their own 

values and beliefs without imposing them on those entrusted to their care. As nurses seek 

to define and examine spirituality for patients who receive care, nurses must also define 

and examine what spirituality means to the providers of care. The lack of literature on the 

experience of spirituality from the nurses' perspective leads to the research problem 

statement: What is the lived experience of spirituality in oncology nurses? 

Purpose 

The purpose of this phenomenological study is to describe the common, lived 

experience of spirituality in oncology nurses. The lived experience of spirituality is defined 

as the personal experiences of spirituality as recounted by practicing oncological nurses. 

This information is essential as nurses strive to be a holistic profession and provide 

spiritual care to our patients. In order to address the spiritual dimension in those entrusted 

to nursing care, nurses must first be aware of and examine this dimension in themselves 

(Nagai-Jacobson & Burkhardt, 1989; Oldnall, 1996; Praill, 1995). 

Personal Perspective 

Qualitative research demands the "bracketing" out of what the researcher has 

already come to believe or assume. The art of bracketing prevents assumptions and 

preconceived judgments to influence the process of data gathering and analysis. Indeed, 

qualitative research can "emancipate one from preconceptions" (Munhall, 1989, p. 27). 

The following beliefs were bracketed to help insure pure description of the data: 1) The 
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spiritual dimension is an integral part of human beings. 2) Nursing must provide spiritual 

care to patients as part of our holistic tradition. 3) Individual nurses must be aware of 

their own spirituality and spiritual beliefs in order to effectively provide spiritual care to 

patients. 4) Spirituality helps define who nurses are as people and will have a profound 

impact on how nurses practice. 5) The nurse-patient relationship influences the 

spirituality of both the patient and the nurse. 6) Spirituality can be the binding dimension 

between two human beings, particularly a nurse and a patient. 

Personal experiences of spirituality for this author began with the pivotal life event 

(Haase, Britt, Cowar, Leidy, & Penn, 1992) of the death of my father when I was very 

young. It was very difficult for me to think that I would never see my father again, and I 

could not really understand what had happened to him. My mother encouraged me to 

continue to talk to my father, and assured me that he could hear me and would always be 

my guardian angel. As a result of this event, I have always been a very introspective 

individual. Whenever I felt troubled or unsure of what to do, I would talk to my guardian 

angel and invariably, an answer would somehow come. My family also has a strong 

Catholic tradition. Catholicism embraces the concept of life after death and the idea that 

good deeds in this life can result in salvation in the next life. These remain strong beliefs 

for me and helped me choose nursing as my career. 

Nursing is more than a profession to me. It is a vocation and helps define who I 

am. I am not really a religious person, but I believe I serve God by taking care of His 
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people. I felt as if I had found my niche when I discovered oncology in nursing school. I 

feel that I am particularly effective with these patients as they encounter the questions that 

come with having a life-threatening disease. I have learned that my presence as a nurse is 

often a more potent resource for healing than any task I perform for the patient. 

Being an oncology nurse helps me keep my life in perspective. I am constantly 

amazed by the human spirit's ability to cope and find meaning in even the most horrific 

experiences. I am sometimes amazed at my ability as a nurse. I have had experiences 

where I did not know how I could possibly comfort a patient facing recurrence of disease 

or death, and somehow, the right words came. I believe that is my guardian angel at 

work. I have also had experiences where I am busy with something, and something just 

tells me that I need to go check on a particular patient. I find them to be in physical or 

spiritual distress, and I am able to somehow intervene. While I believe that it is important 

to have a strong knowledge base in providing nursing care, I also believe that there are 

many things that we do not understand. Perhaps we are not meant to understand 

everything, and we must be open to that possibility. 

Perhaps the most important experiences I have had as an oncology nurse are 

assisting people into the next life. It is a privilege to be there at such an intimate time in an 

individual's life. I do not really know how to define the human spirit, but I have witnessed 

it leaving the human body, and I know when it is gone. The spirit is the unique essence of 

an individual. I believe I have many guardian angels because of the people I have helped 
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die. Somehow the words come to help me comfort their loved ones. My presence as 

someone who really cared for their loved one is also a comfort. I go home at night feeling 

like my spirit touched another and had a positive impact. 

Significance 

Nursing and spirituality have been linked as far back as Greek mythology. 

Aesculapius, the god of medicine, was linked with four female figures who have been 

associated with nursing: his wife, Epione, the soothing one; and his daughters Hygeia, the 

goddess of health, Panacea, the goddess of healing, and Meditrina, the goddess of 

preservation of health. From early Roman Christians through the Dark and Middle Ages, 

nursing emphasized comfort and spiritual care and was considered preeminent in the 

absence of medical and surgical care. Nurses in medieval times were often women of ill 

repute who took up care of the sick to redirect or redeem their lives. Nursing, in its 

original form, was concerned with the care of the body, mind, and spirit. Care of the spirit 

may have been a bit limited, but it was considered within the realm of nursing to pray with 

a patient or others and read the Bible to them (Barnum, 1996). 

After the turn of this century, the world experienced a paradigm shift with the 

focus toward the natural sciences, focusing on that which could be validated with 

observation through the senses. Nurses were eager to participate in this shift in an attempt 

to remain current and follow medicine. Spirituality in any form was left to chaplains and 



ministers. Nursing schools formerly associated with religious organizations became few 

and far between. Nursing was concerned with the biopsychosocial animal (Barnum, 

1996). 
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Florence Nightingale, the founder of modem nursing, saw no real conflicts 

between science and religion. Nightingale believed spirituality to be a broad, unitive 

concept that included a sense of a higher presence. This divine intelligence creates and 

organizes the universe. An individual's connection with this higher presence bestows that 

individual with creativity, energy, knowledge, understanding, and a sense of purpose and 

direction. Macrae ( 1995) wrote that "for Nightingale, spirituality is intrinsic to human 

nature and is the deepest and most potent resource for healing" (p. 8). Indeed, 

Nightingale's sense of spirituality imbued her with a call to service through nursing 

(Widerquist, 1992). 

In the last twenty years, the world has undergone another paradigm shift. It 

became evident that the scientific world view was inadequate to explain everything. 

Methods of nursing care such as therapeutic touch and imagery began to emerge. Nurses 

began to recognize that the mind and the emotions played a role in health and could indeed 

be a potent tool for healing. Nursing has welcomed many different forms of knowledge as 

it developed as a discipline (Reed, 1992). As nursing began to move into this new 

paradigm, nursing theorists began to incorporate spirituality into their frameworks 

(Barnum, 1996). 



16 

Watson's theory of human care (1988) places high value on the caring relationship 

between the nurse and the patient. Watson offers ten carative factors, which include 

allowing for the unknown, the mysterious, and the spiritual (Hockenberger, 1995). 

Nurses must be willing to respect and even appreciate the spiritual beliefs of their 

patients. Alteration of the environment to promote comfort and spiritual beliefs is 

important, including providing privacy or providing space for meaningful articles 

(Oldnall, 1996). According to Watson (1988), the human person strives to actualize their 

real self and develop the spiritual essence of self. Illness indicates a failure in one's 

spiritual journey. It is evidence of disharmony. The nurse's role, then, is to facilitate the 

release of disharmony through transpersonal human caring (Sourial, 1996). Although 

Watson (1988) alludes to the spiritual dimension in her theory, this dimension is not 

developed to a useful degree. 

Newman's (1986) concept of spirituality describes illness as a natural part of life 

and can be an opportunity for spiritual awakening and growth. "The sickness can provide 

a kind of shock that reorganizes the relationships of the person's pattern in a more 

harmonious way" (Newman, 1986, p. 20). The self has the opportunity to merge with or 

become aware of its role in a larger whole. In fact, Newman (1986) defined health as a 

holistic concept consisting of expanding consciousness, the fusion of health and illness, 

and the interaction of person and environment. Again, although the spiritual dimension is 

alluded to as a component of a whole person, this concept is not fully developed by 

Newman (1986). 
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Conceptual Framework 

Paterson and Zderad's humanistic Nursing Theory (1976) provides a perspective 

for understanding spirituality as an integral part of human beings. This theory defines 

nursing as an art-science that is a unique form of knowledge. The nurse is defined as a 

"noetic locus" (Paterson & Zderad, 1976), or a knowing place. Paterson and Zderad 

(1976) believed nursing to be comprised of education, practice, and research. These 

components are inextricably related, and must all be present for true clinical nursing to 

occur. Nursing is seen by these theorists as both doing and being. Being is seen as 

presence, which includes spontaneity, availability, reciprocity, and mutuality. Paterson and 

Zderad (1976) see nursing as "the gift of oneself'. Doing is the expression of being. 

While Paterson and Zderad acknowledge the importance of doing, this concept is not 

well-developed, with the focus on being. 

Paterson and Zderad (1976) went so far as to name their concept of professional 

clinical nursing as nursology. Nursology can be correlated with the clinical nursing 

process, but it is also a way to conduct research and conceptualize ideas within the nursing 

realm. Paterson and Zderad (1976) referred to themselves as nursologists, and offered a 

five phase nonsequential method of nursology. The first phase is the preparation of the 

knower for the knowing. This phase involves opening oneself to the possibilities of the 

unknown. The second phase is knowing the other intuitively. This phase involves making 

oneself available to the other. It is here that we "come to know" (Paterson, 1971, p. 143). 
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The third phase is knowing the other scientifically. This phase involves observing and 

attempting to reflect on what is seen. Although Paterson ( 1971) acknowledges that this is 

an incomplete method of knowing, she calls it a "necessary method of science" (p. 145). 

The fourth phase is a complementary synthesis of known others. This is where similarities 

and differences are noted, and viewpoints can be expanded. The fifth phase is a 

succession from the "we" to the "paradoxical one" (Paterson, 1971, p. 145). This is where 

the nurse must attempt to actually unify and blend the multiple views that may be a part of 

self (Paterson, 1971). 

Although Paterson and Zderad (1976, 1988) do not use the word spirituality in 

their humanistic nursing framework, their reliance on existentialism provides assumption in 

regards to this concept. Existentialism views the natural human state as striving. The 

ideas of self-transcendence, finding meaning and purpose in life, and the essence of 

humanness are apparent in the following: "Existentialism calls for a recognition of each 

man as existing singularly in-his-situation and struggling and striving with his fellows for 

survival and becoming, for confirmation of his existence and understanding of its 

meaning" (Paterson & Zderad, 1976, p. 3-4). 

The influences of existentialism and the humanistic definition of nursing are 

apparent in the following: "nursing is concerned with how this particular man, with his 

particular history, experiences being labeled with this general diagnosis and being 

admitted, discharged, and living out his life with his condition as he views it in his world" 

(Paterson & Zderad, 1976, p. 5). 



The humanistic nursing definition of person applies to both the patient and the 

nurse. While Paterson and Zderad discuss uniqueness and relatedness, most of their 

definition of person must be extrapolated from existentialism. Freedom and 

undeterminedness is inherent in the definition of person in humanistic nursing (Paterson 
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& Zderad, 1988). Paterson and Zderad acknowledge the polarity of human beings, that 

while humans seem to have great potential, they also possess the limits of humanness 

(1976). The person as patient is referred to as "the nursed", and Paterson and Zderad state 

that all human beings have the potential to become patients because we may all come to a 

place beyond our ability to endure alone (1976). The person as nurse is one who 

responds to the needs of the nursed. The relationship between a nurse and patient must 

be based on "authentic commitment...It is an existential engagement directed toward 

nurturing human potential" (Paterson & Zderad, 1976, p. 15). 

Humanistic nursing is less concerned with a traditional definition of health than it 

is with comfort and "more-being." Paterson and Zderad question the wisdom of making 

health a nursing goal, since some of the most meaningful relationships between nurse 

and patients occur when health is not an option (1988). Existentialism sees thriving as 

the natural human state, and Paterson and Zderad acknowledge the need to remain open 

to the choices that patients make in their striving. These choices must be respected, even 

if the nurse disagrees with them or does not believe health will be promoted (1988). 

Because the natural human state is thriving, nurses and patients both are continually 



attempting to react to the world around them to become more. Indeed, the very 

foundation of Paterson and Zderad's "more-being" is the relationships between people 

(1976). Relationships are a series of changes and reaction to each other and the 

environment. 
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Environment is objective, subjective, and intersubjective reality in humanistic 

nursing. The environment is not completely defined within the metatheory. Paterson 

and Zderad state only that at least two worlds exist: an angular, inner world, and the 

objective world (1976). This could explain why two people who experience the same 

situation have very different reactions to it. The difference lies in the meaning one places 

on the situation (Paterson & Zderad, 1976). 

Intersubjective reality is the cornerstone of humanistic nursing. This reality is 

concerned with the relationships between people. Paterson and Zderad (1976) :frequently 

cite the philosopher Martin Buber in their writings. He believed there are three different 

ways of knowing. I-thou is the relationship that is the merging of beings. Paterson and 

Zderad (1976) called this "the between". I-it is the way knowledge is gathered, 

interpreted and analyzed. Finally, We is the sense of community all beings strive for. 

Buber believed it is only through relationships with others that human beings can come to 

know themselves and become fully human. Paterson & Zderad (1976) referred to this 

phenomenon as "well-being" and "more-being". Further, human beings are unique, but it 

is that very uniqueness that individuals have in common with others. 
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Paterson & Zderad (1976) further espouse the existential foundation of human 

choice and human accountability. This belief asserts that individuals are products of their 

choices, and they are accountable for those choices. While an individual may not choose 

to be in a particular situation, such as illness, the individual is responsible for their 

response to that situation (Paterson & Zderad, 1976). 

Relationships among the four metaparadigm concepts of person, nurse, health, and 

environment are not explicitly extrapolated in the metatheory. While relationships 

between nursing and person are discussed, most of the relationships are inherent in 

existentialism. Since so much of existentialism depends on people's choices and the 

meaning of those choices, the relationships among the four metaparadigm concepts must 

be dynamic within humanistic nursing. 

Humanistic nursing is most concerned with the relationship between the nurse 

and the patient. The nurse's primary concern is with the "more-being" of the patient. 

Paterson and Zderad ( 197 6) assert that a true relationship between a nurse and patient will 

enable the nurse to become more as well. Paterson and Zderad were less concerned with 

the doing aspect of nursing, as mentioned above. They state only that doing is the 

expression of being. The importance is placed on the nurse's presence with the patient, 

the empathy and comfort the nurse can provide (Zderad, 1969). 

Humanistic nursing is useful in framing the relationship between oncology nurses 

and their patients. Humanistic nursing is less concerned with health than it is with 
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comfort and "more-being." The goals of humanistic nursing are consistent with oncology 

nursing because some of the most meaningful relationships between oncology nurses and 

their patients occur when health is not an option (Paterson & Zderad, 1988). 

Existentialism sees striving as the natural human state, and Paterson and Zderad 

acknowledge the need to remain open to the choices that patients make in their striving. 

This is consistent with oncology nursing's role in assisting and supporting their patient's 

decisions as they move through the health-illness continuum. Based on the tenets of 

Humanistic Nursing, the author expected the oncology nurses to describe spirituality with 

values such as comfort, acceptance, and interconnectedness. 
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LITERA TORE REVIEW 
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This chapter reviews the literature on spirituality in nursing. The nursing 

literature has examined the concept of spirituality rather extensively, primarily from the 

viewpoint of the patient. Despite the repeated call for research on spirituality from the 

viewpoint of nurses, a gap remains in the nursing literature and is illustrated in this 

chapter. Concepts in the literature related to spirituality, including intuition, miracles, and 

hope are also reviewed. Finally, the literature on spirituality in psychotherapy, theology,. 

social work, and medicine is reviewed. 

Spirituality in Nurses 

The importance of incorporating the concept of spirituality into nursing's body of 

knowledge is well-established (Meehan, 1996; Reed, 1992; Walton, 1996; Groer, 

O'Connor, & Droppleman, 1996). According to Meehan (1996), spirituality has been an 

"omnipresent and singularly motivating force in nursing from its earliest origins and at 

the time of its founding as a modem profession" (p. 92). Indeed, nursing has a 

responsibility to understand the spirituality of human life and to understand its role in 

health and healing. Meehan ( 1996) further states that spirituality is not to be confused 

with religion. Spirituality has less to do with the traditions and ceremony of organized 

religion and more to do with moral values, how human beings treat one another, and the 

distinction between right and wrong (Meehan, 1996). 
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Reed (1992) suggested a paradigm for the investigation of spirituality in nursing. 

This paradigm is grounded in the world view of developmental conceptualism which 

values the dynamics ofhuman beings and their environment. The world view also values 

meaning and the evolution of consciousness. Finding meaning in life is integral to human 

health and development. Spirituality, then, is about a sense of intrapersonal, 

interpersonal, and transpersonal sense of connectedness. It is a resource for healing and 

finding meaning in various experiences (Reed, 1992). 

Walton (1996) wrote that "spiritual relationships can be a great source of comfort, 

provide healing energy and strength to the human being" (p. 237). Every relationship has 

the potential to be spiritual, depending on the participating individuals' knowledge of 

their own spirituality. Spiritual relationships are those that provide meaning in life, a 

sense of inner strength, and peace. Although the concept of spirituality can be difficult to 

define, it is rather easy to identify behaviors that prevent spiritual relationships from 

forming. These behaviors can include carelessness, a sense of superiority, and a 

degrading attitude. Spiritual relationships enhance the spirituality of the individual 

participants. Spirituality, according to Walton (1996), can "arise at any time and out of 

any situation, whether it involves pain, sorrow, or joy" (p. 242). 

Groer, O'Connor, and Droppleman (1996) proposed that nursing schools integrate 

spiritual care into their curricula. Common objections to including spiritual care in 

courses include the belief that spirituality is "so private or esoteric that it cannot be 
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articulated conventionally or so deeply embedded at a person's core that addressing the 

subject is invasive" (Groer et al., 1996, p. 475). Spirituality is deemed a subdiscipline of 

religion or metaphysics and therefore inappropriate for a nursing program. This view 

ignores the spiritual undertones of ethics, philosophy, and psychology. Spirituality and 

science have in common their desire to identify what is true and real. The authors 

propose a course based on a framework of holism, with emphasis on students' 

identification of their own spiritual beliefs. Finally, the authors feel that the "time is 

opportune for a college or university to propose a Masters of Science in Nursing degree 

with a concentration in spirituality" (Groer et al., 1996, p. 377). The integration of 

spirituality into nursing's body of knowledge must start with basic education. 

Identification of spiritual beliefs in nursing school would be a positive step in nursing's 

ability to truly provide spiritual care to patients. 

Although the North American Nursing Diagnosis Association recognized spiritual 

care, few nurses actually address this component of holistic care in practice (Price, 

Stevens, & LaBarre, 1995; Taylor, Amenta, & Highfield, 1995). This could be due to 

lack of time, confusion over the definition of spirituality, anxiety over including the 

nonscientific spiritual realm with science-based nursing care, or lack of education on 

which spiritual care actually entails. Price et al., (1995) suggest that the first step in 

solving these problems is to come to a comfortable understanding of what spirituality 

really is, and offers the hospice nursing movement as one example of spirituality in 
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clinical practice. Hospice care is concerned with forging relationships, a search for 

meaning, and a sense of self-worth. Spiritual care calls for receptive listening, and the 

assumption that both the nurse and the patient carry wounds through life and are in need 

of spiritual healing. Because nurses often report benefitting from spiritually-based 

caregiving, nursing burn out may actually decrease with the integration of spirituality into 

clinical practice (Price et al., 1995). While the assumption that both the nurse and the 

patient are in need of spiritual healing begins to address the spirituality of the nurse, this 

study fails to fully address spirituality from the nurse's perspective. 

The ideas, beliefs, and assumptions that nurses have about their patient can impact 

their ability to provide spiritual care. Kahn, Steeves, and Beno liel ( 1994) interviewed 

twenty-six nurses and determined that nurses viewed patient's methods of coping in three 

different ways. The first method was a rational, cognitive problem-solving response to 

illness. The nurses seemed to attribute this method of coping to science and placed a 

high value on it. The second method of coping was permeated with personal values. The 

final method of coping involved courage, spirituality, struggle, personal meaning, and 

acceptance. Nursing value of coping methods may have an impact on patients' ability to 

cope and accept their illness (Kahn, Steeves, & Benoliel, 1994). These findings suggest 

that nurses' spirituality may influence how their patients' perceive spiritual health and 

their ability to cope. This study does not, however, specifically address the spirituality of 

nurses. 
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Oncology nurses' views of the meaning of their work, their involvement with 

patients, and their spiritual practices have been explored in the nursing literature 

(Artinian, 1995; Cohen & Sarter, 1992; Larson, 1992; Taylor, Amenta, & Highfield, 

1995). Cohen and Sarter (1992) examined oncology nurses' view of the meaning of their 

work and found that they viewed their role as warriors against human suffering and death. 

Their role also includes helping patients and families face end of life issues and grieving. 

The role of oncology nurses is illuminated in the following: "Upon meeting a new 

patient, a small, frail, elderly woman, I was preparing to explain how I could assist. She 

lifted her hand slightly and spoke clearly, 'so you are to be my warrior"' (Larson, 1992, 

p. 861). While nurses' view of their role is very important, this article does not address 

the role spirituality might play in their practice. 

Artinian (1995) explored nurses risking involvement with cancer patients. An 

open-ended interview was used to explore the difference between usual relationships and 

special relationships formed with select patients. The basic psychosocial process of 

"risking involvement" was identified in the special relationships (Artinian, 1995, p. 302). 

Selecting special relationships seemed to be based on the vulnerability of the patient, 

initiation by the patient, and similar age and circumstance to the nurse. Nursing activity 

involved in special relationships included close observation, vigilant protection, special 

consideration, modification of personal schedules, and participation in death. Nurses' 

willingness to participate in additional special relationships seemed to be related to the 

resolution of grief and guilt involved in the previous relationship (Artinian, 1995). 
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Taylor, Amenta, and Highfield (1995) actually examined the spiritual practices of 

oncology nurses. A descriptive, cross-sectional survey was used in a sample of one 

hundred eighty Oncology Nursing Society members. Praying with patients, referrals to 

chaplain or clergy, providing religious materials, serving as a therapeutic presence, and 

listening and talking were all cited as spiritual care practices and interventions.. Indicators 

of need for spiritual care included anxiety, depression, patient requests, issues with death, 

hopelessness, and withdrawal. The authors concluded that, although spiritual care was 

provided, it was offered infrequently and with some discomfort on the part of the nurses 

(Taylor et al., 1995). This study clearly illustrates the need for research on spirituality 

from the nurses' point of view to increase comfort with the concept and provide resources 

for practicing oncology nurses. 

Spirituality in Patients 

The phenomenological method of inquiry has been used to examine spirituality in 

well adults (Barker, 1989; Bums, 1989). Common themes in these two studies included 

relationships with others, nature, self, and a power greater than self. The theme of self 

included purpose, satisfaction, inner strength, responsibility, clear values, individual 

identity, and service (Barker, 1989). The definition of spirituality was found to be the 

striving for being infused with the reality of interconnectedness in self, other human 

beings, and the Infinite (Burns, 1989). Suggestions on accessing personal spirituality 

included meditation, relaxation, and prayer (Barker, 1989; Bums, 1989). These studies 
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provide useful information on personal experiences with spirituality in well adults. Both 

samples were adequate in size for phenomenological studies and provide a framework of 

adult life experiences that can be useful in assisting nurses in providing nurturing support 

in adult populations. The concept of spirituality is quite familiar to the nursing profession 

(Fahlberg, Wolfer, Fahlberg, 1992; Robinson, 1994). Fahlberg et al., suggested that 

certain types of personal crises are actually opportunities for growth. These authors refer 

to personal crises as "spiritual emergence" and "spiritual emergency" (Fahlberg et al., 

1992, p. 46). Spiritual emergence is not indicative of pathology, but provides the 

individual with opportunity for introspection, deepened relationships, and personal 

transcendence. Robinson ( 1994) suggested that spiritual distress can manifest itself in 

high risk lifestyles, addictions, and violent behaviors. Achieving full health involves 

encountering and embracing the dichotomy of the mystery of life-giving and life-denying 

spiritual forces. Risky health behaviors might actually arise from a need to both probe 

and avoid probing the deeper understanding of health reflected on the polarity of good 

and evil. Spiritual distress at a community level can result in poverty, racism, sexism, and 

classism. Spiritual paradigms from holistic community care are needed to empower 

neighborhoods to take advantage of the healing potential of spirituality (Robinson, 1994). 

Although these studies illustrate the need for individual examination of spirituality, they do 

not attempt to examine spirituality from a nurse's perspective. 

Dombeck (1995) advocated the use of dream sharing groups as a means of gaining 

spiritual awareness. Active and empathetic listening to people's stories, including their 
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dreams, can be a powerful method of spiritual care. Most people are aware of the limits 

of their humanity and may struggle with the tension between that awareness and the 

possibility of self-transcendence. Individuals must also struggle with the dichotomy of a 

sense of connectedness and a sense of isolation. Suffering and healing are also part of the 

human experience. Despite the personal nature of dreams, they can be more fully realized 

in a social context and are therefore a potent resource for healing. A dream-sharing group 

must exist in an environment of trust in which each participant can feel free and safe. 

Each dream must be honored as a topic worthy of attention and respect. The facilitator's 

primary concerns are for the equitable distribution of time and the balance of individual 

and group needs. The group's purpose should focus on gaining new awareness, the 

modification of old perspectives, and spiritual growth. The author offers several 

examples of dreams and suggests that, by dream-sharing, "persons have an opportunity to 

become aware of what is of central importance to their human spirit" (Dombeck, 1995, 

p. 46). The use of dreams is an excellent method of spiritual awareness. Dream sharing 

groups may be a useful tool for nurses to increase their spiritual awareness, but again, this 

article does not illuminate spirituality from nurses' perspective. 

Spirituality in hospitalized patients has been investigated through interviews 

(Clark, Cross, Deane, & Lowry, 1991; Emblen & Halstead, 1993). The interviews 

focused on what contributed to meaning, what did not contribute to meaning, and what 

other acts or experiences could have contributed to meaning or hope. Participants 
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indicated nurses were important in their demonstration of caring, compassion, and 

empathy. Specific nursing behaviors, such as nurses' willingness to risk emotional 

involvement and share feelings, were cited as particularly important to recovery by the 

participants. Participants also found it helpful when nurses were respectful of their faith 

and personal beliefs and recognized God's important role in their recovery. These 

responses are particularly significant when it is recognized that over half of the interviews 

were conducted by nonnurses and the interviews did not specify health professional 

contributions to their recovery (Clark et al., 1991). Definitions of spiritual needs 

identified included religion, values, relationships, transcendence, affective feeling, and 

communication. Effective interventions identified included talking/listening, prayer, 

scripture reading, being present, and making referrals. Several different interventions 

may be necessary to meet an individual's needs (Emblen & Halstead, 1993). These 

studies are particularly helpful because of the specific effective interventions suggested 

by patients. The studies do not, however, fill the gap in the literature on spirituality from 

the nurses' perspective. 

Seventeen caregiver wives of dementia victims and twenty-three noncaregiving 

wives of healthy adults were compared to determine spiritual health (Kay & Robinson, 

1994). Caregiver wives seemed to use symbols such as God, and spiritual behaviors such 

as forgiveness and prayer. Caregiver wives seemed to meet the problems and joys of 

living according to their spiritual beliefs more often than noncaregiver wives. Caregiver 



wives engaged the use of prayer and sought spiritual guidance in making decisions more 

often. The findings suggest that churches may be a natural resource for caregiver wives. 

Spiritual reading materials, prayer, and forgiveness are resources nurses should keep in 

mind when assisting caregivers in their coping (Kaye & Robinson, 1994). Although the 

sample size of this study was quite small, the results illustrate the importance of the 

spiritual dimension in effective coping with illness in loved ones. 
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Reed ( 1987) examined spirituality and well-being in terminally ill hospitalized 

adults. Three hundred adults matched in age, gender, education, and religious 

background completed the Spiritual Perspective Scale and the Index of Well-Being. The 

results revealed a greater spiritual perspective in terminally ill hospitalized adults as 

compared to nonterminally ill hospitalized adults and healthy nonhospitalized adults. 

Spiritual perspective was positively related to well-being in terminally ill hospitalized 

adults. A larger number of terminally ill adults indicated a change toward increased 

spirituality when compared with nonterminally ill or healthy adults (Reed, 1987). The 

large sample size and the use of established tools on spirituality make this a useful and 

provocative study but does not attempt to provide information on spirituality from the 

perspective of nurses. 

The use of religion and spirituality as resources for coping with cancer has been 

examined (Jenkins & Pargament, 1995; Mickly, Soeken, & Belcher, 1992; Potts, 1996). 

These researchers advocated the use of open-ended questions when attempting to 
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determine religious or spiritual coping methods. These coping methods included a belief 

in God as a source of healing, the value and power of prayer, and the integration of the 

cancer experience within a larger life perspective (Potts, 1996). Patients with an intrinsic 

sense of religiousness seemed to have a greater sense of spiritual well-being than those 

patients with a more extrinsic sense of religiousness (Mickly et al., 1992). The clinician 

must be aware of the patient's perception of the coping methods and be willing to learn 

more about particular religious traditions. Clinicians must be accepting of even 

seemingly unusual beliefs or practices because they all may have a role in coping (Jenkins 

& Pargament, 1995). The willingness of healthcare providers to address both the spiritual 

and cultural dimensions of the cancer experience may enhance therapeutic relationships 

and promote healing (Potts, 1996). While these researchers advocate clinician acceptance 

and willingness, they fail to provide suggestions on how clinicians may become more 

accepting of their patients' religious, spiritual, and cultural beliefs and practices. Again, 

the variable of spirituality from the nurses' perspective remains unexamined. 

Related Literature in Nursing 

Because spirituality involves a sense of interconnectedness, related literature to 

spirituality in nursing must include intuition (Benner, 1984; Rew, 1989). Rew (1989) 

defined intuition as "a way of knowing that bypasses our usual reliance on logic and 

linear analysis'' (p. 56). The spiritual dimension and connection between people can 

become evident through this way of knowing (Rew, 1989). Rew suggested that intuitive 
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experiences occur for a nurse most often when they feel particularly close to a patient or a 

patient's family. This allows the nurse to be aware of subtle cues and experience a 

"heightened sense of awareness" (Rew, 1989, p. 58). Rew further suggested that as a 

profession, nursing must be able to synthesize rational analysis with intuitive and spiritual 

ways of knowing. This can be done by clarifying the concepts of spirituality and intuition 

in nursing, making these types of experiences and ways of knowing more acceptable to 

nurses and patients. Educational programs that address intuition in clinical practice can 

assist nurses in developing and utilizing their intuitive skills. Nursing education must 

embrace all ways of knowing to understand spirituality. Activities such as listening to 

music, physical exercise, journaling, relaxation, and guided imagery can promote 

individual spiritual growth and intuitive skills (Rew, 1989). This article is particularly 

useful because of the suggestions for specific activities to increase spiritual growth and 

intuitive skills. However, the gap remains in the literature for research on spirituality 

from nurses' perspective. 

Benner ( 1984) defined intuitive grasp as a direct comprehension of a situation 

based on a background of similar and dissimilar situations and the unification of 

knowledge and skill. Benner' s definition of intuition is not blind but is based on prior 

experience. Therefore, intuitive grasp is not possible without a background sufficient in 

many similar and dissimilar situations. Intuitive grasp is not to be confused with 



mysticism. Intuitive grasp allows for a holistic understanding of a given situation that 

surpasses building the situation up piece by piece and synthesizing those pieces into a 

whole (Benner, 1984). 
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Rushton and Russell (1996) examined the use of the language of miracles by 

parents and professionals. The definition of interpretation of miracles is dependent upon 

spirituality, religion, worldview, and culture. Miracles are "unexplained events or actions 

that challenge the limits of humans, technology, or apparently contradict known scientific 

laws" (Rushton & Russell, 1996, p. 64). Claims of beliefs in miracles by patients or 

families, particularly in the face of a seemingly hopeless situation, are often met with 

negative responses from caregivers. The authors suggest searching for common ground 

with the patient and family. This can be accomplished by the verbalization of a shared 

commitment to the patient's well-being and the acknowledgment of their beliefs. 

Caregivers must also assess the patient and family members' level of understanding of the 

reality of the situation. Caregivers must also attempt to understand exactly what the 

patient and family member mean by a miracle. The nurse has a responsibility to honor 

their faith and allow hope for a miracle (Rushton & Russell, 1996). 

Hope is another concept related to spirituality that has been examined in the 

literature (Ballard, Green, McCae, & Logsdon, 1997; Fehring, Miller, & Shaw, 1997; 

Herth, 1996; Raleigh & Boehm, 1994, Haase, Britt, Coward, Leidy, & Penn, 1992). 

Characteristics of hope include an anticipation of a positive future, mutuality, a sense of 



personal competence, coping ability, psychological well-being, purpose and meaning in 

life, and a sense of possibilities (Miller, 1992). The Miller Hope Scale is useful as an 

assessment of hope because it does not limit the measure and definition of hope to an 

expectation of goal attainment. The intangible dimensions of hope must be included in a 

general conceptualization and instrumentation (Miller, 1992). 
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The Herth Hope Index, interviews, and background data are useful in evaluating 

hope in a variety of populations (Herth, 1996). A recent investigation into hope in 

homeless families revealed a description of hope as a power within the self that 

encourages individuals to move beyond the present situation and envision a better future. 

Strategies that promoted hope include a sense of interconnectedness with others, personal 

attributes of perseverance, endurance, and courage, and the setting of attainable goals. 

Affirmation of worth and objects of hope were also cited as promoting hope. Depleted 

energy, hopelessness in others, devaluation of personhood, and multiple losses were 

factors that interfered with a sense of hope (Herth, 1996). 

Raleigh and Boehm ( 1994) developed a scale to measure hope in chronically ill 

patients. A large sample completed both the Multidimensional Hope Scale and the Beck 

Hopelessness Scale. Six important factors were isolated from the combined results, 

including being a resource to others, civic interest, spirituality, health, social support, and 

self-actualization. This seemed to make up a useful tool to measure hope in physically ill 

patients, but is in need of replication and more study (Raleigh & Boehm, 1994). 



37 

Levels of hope in newly diagnosed and recurrent cancer patients were recently 

compared (Ballard, Green, McCae, & Logsdon, 1997). Participants completed the Herth 

Hope Scale and answered the open-ended question "what gives you the most hope at the 

present time?" The results indicated that newly diagnosed and recurrent cancer patients 

did not differ in regard to the level of hope. Significant differences did exist between the 

two groups, however, in the type of hope utilized. Married patients and male patients 

seemed to experience higher levels of hope. The open-ended question revealed themes of 

family support, nonfamily support, faith, outlook, and health professional care. The 

authors concluded that patients with newly diagnosed cancer used their treatments and 

health care providers as sources of hope and support. Patients with recurrent cancer 

seemed to draw their hope from their faith (Ballard et al., 1997). This study clearly 

illustrates that patients seek hope and support from their health care providers as well as 

their faith. Health care providers have a responsibility to provide that hope and support 

and are more capable of doing so with an awareness of their own spirituality. 

The concepts of spiritual perspective, hope, acceptance, and self-transcendence 

were defined and clarified using recent literature (Haase, Britt, Coward, Leidy, & Penn, 

1992). Spirituality was recognized as an inherently human quality while spiritual 

perspective was identified as the individual variable in this concept. Spiritual perspective 

provides purpose and meaning in life, guidance of values, and self-transcendence. Future 

orientation, activity or energy, goals, and a feeling of uneasiness were all used to define 



hope. Outcomes of hope included a sense of personal competency, peace, and an ability 

to transcend (Haase et al., 1992). Acceptance was characterized by receptivity, 

satisfaction, and orientation to the present. Acceptance requires energy and an internal 

resolution of conflict. Self-transcendence involves reaching beyond self through the 

extension of boundaries. It is reaching beyond the self that can provide a sense of 

purpose. Future nursing research must focus on these concepts as dynamic and 

interrelated concepts (Haase et al., 1992). 

The relationships among spiritual well-being, religiosity, hope, depression, and 

other mood states in elderly people coping with cancer were explored in a recent study 

(Fehring, Miller, & Shaw, 1997). An intrinsic and extrinsic religiosity index, a spiritual 

well-being scale, a geriatric depression scale, the Miller Hope Scale, and the Profile of 

Mood States scale were all administered to one hundred elderly people with a diagnosis 

of cancer. A consistent positive relationship was found among intrinsic religiosity, 

spiritual well-being, hope, and other mood states. A consistent negative relationship 

among intrinsic religiosity, depression, and other negative mood states was also found. 

Higher levels of hope and positive moods existed in elderly patients with high levels of 

intrinsic religiosity and spiritual well-being (Fehring et al., 1997). This study exemplifies 

the clear relationship between hope and spiritual well-being but does not attempt to 

examine spirituality in nurses. 

38 
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Literature in Related Fields 

The discipline of psychology has also struggled with the concept of spirituality 

(Aponte, 1996; Frankl, 1962). Frankl (1962) advocated existential analysis in which the 

goal is to bring man to an awareness or consciousness of responsibility and spirituality, 

and indeed, to find meaning in one's life. Spirituality may be unconscious because it is 

the foundation of existence and therefore cannot be fully reflected upon or aware of itself. 

Individuals are centered around an existential, personal and spiritual core in an integrated 

whole. Transcending biological and psychological foundations and discovering the 

essence of self and others is the act of existence (Frankl, 1962). 

Frankl' s (1962) method of psychoanalysis, deemed logo therapy, confronts 

individuals with finding meaning and purpose in life. A frequent criticism of this method 

is that it demands too much of the patient. Frankl argues that individuals' very existence 

depends upon finding meaning and a sense of purpose in one's daily life. Logotherapy is 

based on existentialism and values the idea that individuals have the freedom to choose, 

to seek and create meaning in their lives. The therapist's role, then, is to assist the 

individual in finding ways to fulfill that meaning. 

Aponte (1996) presented the historical perspective of Karl Menninger's earlier 

efforts to find a sense of unity or understanding between the science of psychiatry and 

traditional religion. The author wrote about the conflicts psychotherapists encounter in 
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incorporating moral values and spirituality in practice in today's social climate of 

nebulous values and cultural warfare. Solutions proposed include education, training, and 

mentoring in clinical practice (Aponte, 1996). 

Review of the theological literature reveals a move away from the division of the 

various organized religions to a sense of embracing spiritual commonalities (Willard, 

1995; Mouw, 1995; Yancey, 1996). Willard (1995) suggested that people long to do 

more than "just believe the right things" (p. 16); they long for spirituality in their 

everyday lives. Spirituality can be viewed as a human dimension or a sense of a place 

inside the self which is capable of making contact with the transcendental. Spirituality 

can also be viewed as Christian, which embraces the ideas of accountability and 

judgement (Willard, 1995). Remembering God or a sense of spirituality in everyday life 

can be as simple as taking a walk or pausing at the top of each hour in a day to remember 

what a gift that hour is (Yancey, 1996). Finally, spirituality and social concerns are 

inseparable because a life that is truly spiritual is full of concern for fellow human beings 

(Mouw, 1995). 

The importance of spirituality has been acknowledged in the social work 

literature. Sermabeikian (1994) presented Jung's analytic psychology as a theoretical 

framework for understanding spirituality in individuals. Cowley ( 1993) favored 

transpersonal psychology as a framework for understanding spirituality in a world full of 

violence, addiction and spiritual malaise. The need to understand spirituality as a concept 



broader than religion or philosophy is emphasized. The social worker's ability to 

acknowledge and understand clients' spiritual beliefs can have a positive and therapeutic 

effect on the client (Sermabeikian, 1994). 

The concept of spirituality has recently begun to appear in the medical 

literature (Goldfarb, Galanter, McDowell, Lifshutz, & Dermatis, 1996; Maugans, 1996). 

Maugans ( 1996) suggested the mnemonic SPIRIT to assist physicians in taking a 
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spiritual history. Physicians must inquire about patient's spiritual belief system, personal 

spirituality, integration with a spiritual community, ritualized practices, and the practice 

of restrictions. The physician must be willing to become engaged in dialogue with the 

patient in regards to how their beliefs may effect their healthcare and terminal events 

planning. Maugans ( 1996) suggested that this type of interview is appropriate for anyone, 

but particularly for those patients who are experiencing chronic or life-threatening 

illnesses. Health maintenance visits are also deemed appropriate for the initiation and 

continuation of spiritual dialogue between physician and patient. Examination of the 

author's suggestions for providing spiritual care reveal a heavy reliance on religious 

concepts, such as sharing worship with patients to strengthen sense of community and 

utilization of pastoral care services (Maugans, 1996). 

A recent study examined medical student and patient attitudes toward the 

importance of religion and spirituality in the recovery process for dually diagnosed 

patients (Goldfarb, Galanter, McDowell, Lifshutz, & Dermatis, 1996). A modified 
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version ofFeagin's Orientation to Life and God Scale was administered to patients and 

students. From these results, a second series of items were developed and administered to 

compare patient and student perceptions of the relative importance of a religious and/or 

spiritual orientation in substance abuse treatment. A third series of items were also 

developed and administered to compare the nature of religious and health-related services 

on the unit in question that the students and patients most wanted to be improved. 

Results revealed medical students were significantly less spiritually and religiously 

oriented than the patients they were treating for substance abuse. The medical students 

also indicated that they do not believe that spirituality is an important component in the 

care of these patients. Because the strong sense of a higher power is well-established in 

successful twelve step programs, it is clinically imperative to educate medical students to 

incorporate spirituality into the treatment of addiction (Goldfarb et al., 1996). 



CHAPTER THREE 

METHODOLOGY 

This chapter describes phenomenology from a historical perspective and 

scrutinizes its usefulness in examining spirituality in oncology nurses. It also describes 

the sample, human subjects, and the procedure used in this study. Trustworthiness, 

credibility and data analysis are also addressed. 
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Munhall ( 1982) illuminated the logical incongruency between nursing philosophy 

and quantitative scientific inquiry. While nursing philosophy embraces individualism, 

uniqueness, and individual interpretation, traditional quantitative nursing research values 

generalizations and statistical analysis. According to Munhall ( 1982), qualitative 

research methods, including phenomenology, are more consistent with the philosophy of 

nursing. Phenomenology allows for subjectivity, shared experience, interrelatedness, and 

individual interpretation. Phenomenology is concerned with reality as it is experienced 

rather than contrived (Munhall, 1982). 

The phenomenological approach aims to describe experiences as they are lived 

(Oiler, 1982). The categorization or classification of an experience fails to describe it. 

Phenomenology cannot replace quantitative scientific inquiry. This method cannot 

predict or control variables. However, the nursing professional values individuality and 

is concerned with those who deviate from the norm. Phenomenology "most effectively 

can serve nursing's goal to understand experience" (Oiler, 1982, p. 178). 
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The phenomenological research approach was used to explore the experience of 

spirituality in oncology nurses. Phenomenology seeks to describe the experience from the 

viewpoint of those who are having the experience. This is especially useful in 

illuminating phenomena which may be invisible to anyone other than the individuals 

having the experience. Common themes are extracted from the participants in an effort to 

discover the essential structure of the phenomenon of interest. Phenomenology seeks to 

understand what is true and real to those having the experience (Guba & Lincoln, 1989). 

Phenomenological research has become crucial to nursing knowledge (Cohen, 

1987). Phenomenological study demands the examination of"the things themselves" 

(Cohen, 1987, p. 31). This method of inquiry trusts informants as opposed to theories. 

These informants are individuals who must be studied in their natural environment. The 

phenomenological tradition embraces the idea of intersubjectivity, or the belief in the 

existence of those who share common experiences (Cohen, 1987). 

According to Cohen (1987), the term phenomenology has had many different 

meanings and has been used in a number of disciplines, including religion, philosophy, 

and physics. The history of the phenomenological movement can be divided into the 

prepatory phase, the German phase, and the French phase. Prentano and Stumpf were the 

architects of the prepatory phase and sought to serve humanity by attempting to provide 

philosophical answers that organized religion could no longer supply. Their ideas of 

describing and clarifying prior to causal study were truly innovative for their time. 
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Brentano was the first to analyze the value of awareness of inner perception. Stumpf, 

who was Brentano's student, founded experimental phenomenology, a method in which 

knowledge is derived from the analysis of empirical material. Experiments could be 

conducted in reality and the imagination (Cohen, 1987). 

The German phase of the phenomenological movement was dominated by Husserl 

• (Cohen, 1987). His idea of phenomenology evolved over time to become the universal 

foundation of philosophy and science. He believed that science was in need of a 

philosophy to restore its connection and deeper human contact. Research for Husserl 

involved going to the beginning of all knowledge, to its ultimate foundation. 

Phenomenological intuiting is the ultimate test of all knowledge and is another important 

component of Husserl's phenomenology. This is logical insight and can occur in both 

experience and imagination. Phenomenological reduction is a two stage process that 

begins with reduction from particular facts to general essences. The second stage frees 

phenomena from all elements. This concept has evolved into the modern practice of 

bracketing of preconceived notions (Cohen, 1987). 

Husserl's students developed the concept of intersubjectivity, which embraces the 

idea of community and a common world (Cohen, 1987). His students also developed the 

concept of the world of lived experience. The world of everyday experience is not always 

accessible to individuals, in other words, what is commonplace is not noticed. 

Phenomenological study is necessary to really see what surrounds individuals (Cohen, 

1987). 
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The French phase of the phenomenological movement was dominated by Marcel, 

Sartre, and Merleau-Ponty (Cohen, 1987). Marcel saw phenomenology as one step in 

metaphysical reflection and never considered himself a phenomenologist. Sartre shared 

with Marcel an aversion to labels and never called himself a phenomenologist. Sartre's 

reliance on existentialism colored his ideas about phenomenology as he stressed 

individual's total freedom and responsibility for their world. He sought an objective 

approach to balance subjectivity. Sartre saw intentionality as being the essential feature 

of consciousness, and the best way for phenomenological research to learn about human 

consciousness is to describe experience, where consciousness exists (Cohen, 1987). 

Merleau-Ponty wanted to show that a science of human beings was possible 

(Cohen, 1987). Perception was the mainstay of this science. He contrasted the 

examination of perception using a phenomenological approach and a positivistic 

approach and was able to illustrate the added valuable insights that phenomenology 

provided. Phenomenology has continued to grow, probably motivated by the world' s 

inabiliry to understand phenomenon that science cannot fully explain. This is consistent 

with nursing values and illustrates the appropriateness of phenomenological study for the 

advancement of nursing knowledge (Cohen, 1987). 

The humanistic profession of nursing has focused on individuality and the belief 

in the freedom of individuals (Munhall, 1989). The nursing holistic view embraces the 

integration of individuals and stipulates that one cannot know an individual through the 
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sum of their parts. Nursing also values individuals as an open system that freely interacts 

with the environment and with other individuals. The uniqueness of individuals is also 

highly valued. The individual is the only one capable of interpreting their experiences and 

giving them meaning (Munhall, 1989). 

Munhall ( 1989) outlined the philosophy of qualitative research in nursing. These 

assumptions include individuals are open systems that create themselves by interpreting 

their own experiences through their existential choices. Individuals and groups of 

individuals have a variety of histories, presents, and futures. The individual and the 

world are constantly changing and evolving in a dynamic reality. The subjective 

experience of individuals is valued, and the only truth available is the interpretation of 

phenomenon by the individual. Experience is colored with social and cultural meaning 

(Munhall, 1989). 

Phenomenology is a philosophy, a perspective, and a method (Munhall, 1989). 

Phenomenology as philosophy involves consciousness as sensory awareness of and 

response to the environment. Consciousness must be thought of as life, as existence in 

the world through the body. The unity of mind and body is a way of experiencing and 

therefore eliminates the idea of a subjective and objective reality. An individual can only 

know about the world through the subjectivity of being in the world (Munhall, 1989). 

Phenomenology as philosophy embraces the concept of embodiment, which 

explains that through consciousness an individual is aware of being in the world, and it is 
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through the body that one gains access to the world. An individual's personal perspective 

at any point in time is based on their history, knowledge of the world, and openness to the 

world. Nursing's focus must be on the individual's interpretation of the meaning of the 

experience. Munhall (1989) outlines the Natural Attitude (p. 24) as a tenet of 

phenomenology as philosophy, which is a mode of consciousness that embraces 

interpreted experience. The interpretation and experience of the world is passed on to 

subsequent generations, which in turn become assumptions, unquestioned meaning about 

phenomena that become a part of the natural attitude. This natural attitude is largely 

unquestioned and accepted as reality. The experience of something that is contrary to this 

natural attitude can be very upsetting to an individual. Understanding this concept can 

help in understanding individual response to change (Munhall, 1989). 

Perception is an individual's access to experience in the world. The act of 

perceiving takes place through the body. Perception is dependent on context for 

interpretation of meaning. Perception of experience is what is important, despite what in 

reality may appear to be more true. If an individual perceives danger when, in fact, there 

is not danger, danger still exists for that individual. The reality of concern in 

phenomenology, then, is the experience as it is being lived by the individual (Munhall, 

1989). 

Phenomenology as research is the study of the world as an individual experiences 

it, not as they may conceptualize or theorize about it (Munhall, 1989). This type of 
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research is the study of the essence of an experience which provides insight and more 

direct contact with the world. Phenomenological research must be an attentive practice of 

thoughtfulness. There must be a wondering about the process of living. The meaning of 

a lived experience provides a broader understanding of what it means to be human 

(Munhall, 1989). Indeed, phenomenological research is a quest for what it means to be 

human. Phenomenological research has been called "the science of examples" (Munhall, 

1989, p. 25). Phenomenological studies often read as an example composed of examples. 

The deeper significance of the experience is illustrated (Munhall, 1989). 

According to Colaizzi ( 1978), phenomenology calls for dialogal research. This 

type of research calls for the researcher to be engaged in dialogue with the subjects. 

Colaizzi (1978) cautions, however, that dialogue can only occur among people of equal 

levels, without social or professional stratification. Dialogal research takes place among 

coresearchers. This allows the research to proceed in an environment of trust, which in 

turn allows the coresearchers to examine dimensions in themselves that might not 

otherwise be revealed (Colaizzi, 1978). 

This method is appropriate for the study of spirituality in oncology nurses because 

the spiritual dimension is profoundly personal and difficult to observe or define 

externally. A study based on the personal and subjective perspective of oncology nurses 

is practical and will lead to the enhancement of validity of the research. This 

qualitative method will provide information on many different levels and allow the 

richness of the experience of the participants to shine through (Haase & Rostad, 1994 ). 



Sample 

The purposeful sample of three individuals was selected from the staff of an 

inpatient oncology unit. The sample size was determined by the amount of data needed 

to complete a thesis. Participants were selected based on their particular ability to 

identify and openly discuss spirituality in their experience (Haase, 1987). No effort was 

made to control for participants' gender, education, age, religion, socioeconomic status, 

or cultural background. This is in keeping with the tradition of phenomenology, which 

seeks to identify common experiences among diverse participants (Haase & Rostad, 

1994 ). Although data saturation and redundancy were sought (Haase & Rostad, 1994 ), 

they were not attained due to the need to complete the study in a timely manner. Once 

selected, the participants were contacted prior to the interview to prepare them for the 

actual meeting and answer any questions they might have had. Informed consent and 

permission to tape record the interview were obtained (Guba & Lincoln, 1989) 

(Appendix B). 

Human Subjects 
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Ethical concerns arise in research to safeguard the rights of the public. The 

establishment of institutional review boards was part of the 1974 National Research Act 

(Schoen, 1988). These review boards have primary responsibility to safeguard the right 

of those who participate in research studies. It is the researcher's responsibility to acquire 

institutional review for the conduct of their study (Schoen, 1988). This researcher sought 

the review of the College ofNursing at the University of Arizona (Appendix A). 
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Because individuals have the right to self-determination, they have the right to be 

informed about the research they participate in. Informed consent includes a description 

of the potential risks and benefits of participating in the research. Munhall (1988) 

suggests that process consent is more appropriate in qualitative research. This is based on 

the process of consensual decision-making. The researcher continually renegotiates the 

consent as unforeseen events or consequences arise. This gives the participants the 

chance to withdraw or modify what they have originally agreed to (Munhall, 1988). 

Because the participants of this study are nurses, their true informed consent could be 

acquired. Their understanding of the research process and their own interest in the 

concept of spirituality as it applies to nursing allowed them to be truly aware of their 

rights, responsibilities, and risks (Appendix B). 

The cornerstone of ethics in research is the continual consideration of the 

informants (Munhall, 1988). The impact of the experience of being an informant on the 

participants was considered. The objectives of the research study and the potential risks 

were fully communicated to the participants. If conflicts developed, advocacy took 

precedence over the desire to advance knowledge (Munhall, 1988). 

Procedure 

A quiet, undistracting atmosphere was used to interview the participants. Every 

effort was made to help the participants be comfortable prior to the initiation of the 

interview. The interview was audiotaped at a time convenient for the participants. The 
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participants were provided with a written copy of the data-generating questions prior to 

the interview (Haase & Rostad, 1994). The data-generating question: "Tell me about 

your experiences with spirituality as an oncology nurse" began the interview. The 

participants were also asked: "Tell me about a time when you felt spirituality was absent 

from your professional life. This gave the researcher an opportunity to compare and 

contrast data and increase credibility (Guba & Lincoln, 1989). In keeping with the 

phenomenological tradition, the investigator used only probes such as "tell me more about 

that" and reflection of participants' statements (Haase & Rostad, 1994). This was 

important to ensure that the participants, as opposed to the interviewer, determined the 

content of the discussion. Participants were instructed to avoid the discussion of defining 

spirituality as a concept. The interviews continued until the participant was unable to 

think of anything else to say, approximately sixty to ninety minutes for each participant. 

The audiotapes of the interviews were then transcribed for data analysis. 

Data Analysis 

After the audiotapes of the interviews were transcribed, the data were analyzed 

using the Colaizzi ( 1978) method of phenomenological analysis. This method involved 

reading all the subjects' descriptions of the phenomenon, becoming very familiar with 

them, and gathering a sense of the whole. The next step was extracting significant 

statements from the original transcripts which directly pertained to the experience of 

spirituality. The transcripts contained some of the same or nearly the same statements, 
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and repetitions were eliminated. These significant statements were further analyzed 

through restatements. Restatements are the transposition of specific statements to a more 

general formulation. To determine the precise meaning of these restatements, formulated 

meanings were then developed. Formulated meanings are an attempt to spell out the 

meaning of each significant statement. This step called for creative insight, the leap from 

what the participants say to what they mean (Colaizzi, 1978). These formulated 

meanings must not depart from the original transcripts but must illuminate meaning 

hidden in context. 

Formulated meanings were then organized into a hierarchy of themes, theme 

clusters, and theme categories. This step also required a leap of faith as common themes 

emerged from the formulated meanings. These clusters were compared with the original 

descriptions of the phenomenon of interest to validate the clusters and examine any 

discrepancies that became apparent (Colaizzi, 1978). This process was done exhaustively 

until no further themes, theme clusters, or theme categories could be extracted. At all 

times during data analysis, great care was taken to capture the intent of the participants 

(Colaizzi, 1978) 

All of the theme clusters were examined to create a complete description of 

spirituality as it was lived by the participants in the exhaustive description. The essential 

structure, comprised of the integration of the results of the preceding steps, was returned 
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to the participants for validation. Because nothing new was revealed through the 

validation process, nothing further was incorporated into the essential structure (Colaizzi, 

1978). 

Trustworthiness and Credibility 

Several procedures were used to ensure trustworthiness and credibility of the 

findings (Guba & Lincoln, 1989). Credibility includes activities which increase the 

probability that credible findings will be produced. Each transcription was checked 

against the original tapes to ensure accuracy. Every step in the process of data analysis 

was validated by another experienced investigator, the thesis chairperson, to ensure 

accuracy (Guba & Lincoln, 1989). To ensure trustworthiness of data analysis, the 

researcher returned to each participant with the exhaustive description and essential 

structure. Although content could have been added or deleted according to their 

suggestions, the exhaustive description and essential structure were confirmed as accurate 

reflections of their experiences (Guba & Lincoln, 1989). 

Peer debriefing was utilized to help ensure credibility (Guba & Lincoln, 1989). 

This is the process of discussing findings, conclusions, analyses, and stresses with a 

disinterested peer. This disinterested peer, a colleague, assisted the researcher in 

understanding my own values and my role in the inquiry. This relationship provided an 

opportunity to try out emergent designs and reduce the psychological stress associated 

with the research (Guba & Lincoln, 1989). 



Progressive subjectivity is a technique designed to ensure that the research is a 

joint inquiry between the researcher and the participants. The first step of this technique 

is the bracketing out of beliefs and assumptions by the researcher (see Chapter One). 

This process was repeated at regular intervals throughout the study, through the 

relationship with the disinterested peer (Guba & Lincoln, 1989). 
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Transferability is the concept that the information illuminated in the study may be 

used in other circumstances, as determined by the reader (Guba & Lincoln, 1989). The 

provision of an extensive and careful description of the time, place, and context of the 

study provides a complete data base in order to facilitate transferability judgments for 

those who wish to apply the data to other situations (Guba & Lincoln, 1989). 

Dependability is concerned with the stability of the data over time (Guba & 

Lincoln, 1989). Changes in the emerging design are expected in the phenomenological 

process. Indeed, "far from being threats to dependability, such changes and shifts are 

hallmarks of a maturing and successful inquiry" (Guba & Lincoln, 1989, p. 242). These 

changes must be obvious to the reader so that the process can be explored, judged, and 

understood. 

Confirmability is the concept concerned with the assurance that the written 

interpretation of the experience is rooted in context and individuals apart from the 

researcher (Guba & Lincoln, 1989). The integrity of the findings must be rooted in the 

data. The data must therefore be tracked to the participants. This was done through a 

confirmability audit (Guba & Lincoln, 1989). 



56 

Munhall ( 1989) suggested that the researcher must seek the "phenomenological 

nod" (p. 189). This occurs when people nod in agreement when exposed to the data. The 

first nod must come from the participants of the study, the only people who can validate 

the essence of their experiences. The phenomenological nod can also come from the 

readers of the research. It indicates agreement and recognition. 

Phenomenological research must have resonancy. This is the concept that the 

written interpretation of the experience sounds correct and is consistent with past 

experiences (Munhall, 1994). The written interpretation must be reasonable and 

representative of the various dimensions of the experience. Recognizability is the 

concept in which an individual who has not had the experience recognizes some aspect of 

the experience and becomes more aware of it. The result of recognizability can be raised 

consciousness or an understanding of the experience that the reader had not previously 

considered. Phenomenological research seeks to bring ordinary experiences into 

consciousness, which leads to the reevaluation of beliefs and perceptions (Munhall, 1994). 

The written interpretation of an experience must be readable (Munhall, 1994 ). 

Because the goal of phenomenology is the understanding of experience, the writing must 

be easily understood, concrete, and interesting. Finally, the phenomenological study 

must be relevant. It must increase understanding, give possible interpretations, and offer 

meaning (Munhall, 1994). 



This proposal is logically consistent and grounded in the tradition of 

phenomenology. The phenomenological approach allows the richness of the experience 

to be illuminated. The research question was open-ended and sought the story of the 

experience of spirituality in oncology nurses. The Colaizzi (1978) method of data 

analysis allowed the experiences of the participants to be analyzed and placed in a useful 

context without losing their meaning. An awareness of the essence of what is true and 

real in the spiritual dimension for oncology nurses has been raised. 

57 
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CHAPTER FOUR 

ANALYSIS OF DATA AND PRESENTATION OF FINDINGS 

This chapter will present a description of the sample interviewed in this study. 

Four hundred thirty-three significant statements, restatements, and formulated meanings 

were placed into sixty-six themes, thirteen theme clusters, and four theme categories. 

The exhaustive description extracted from the data will be outlined. Finally, the essential 

structure of the data is submitted. 

Sample 

Veronica, the first individual interviewed, is fifty five years old and has been a 

registered nurse for over twenty years. She has worked in oncology for nearly fourteen of 

those years. Her educational preparation includes a Bachelor of Science in Nursing from 

a large southeastern university. She has been an Oncology Certified Nurse as bestowed 

by the Oncology Nursing Society since 1989. Veronica has worked on the same inpatient 

oncology/hematology unit for over nine years. Her many years of experience affords her 

an informal position of leadership on the unit. She is known and appreciated for her 

sense of humor and broad knowledge base. She is widely considered the backbone of the 

unit. Veronica is usually the source of comic strips and inspirational verses placed 

strategically on the unit to be seen and enjoyed by everyone. Veronica is the banjo player 

and comedienne at unit gatherings. She has been known to play her guitar and sing for the 

patients on the unit on her days off. Veronica and her daughter can be seen on the 
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unit on any given holiday passing out goodies and singing songs of the season. 

Although Veronica is not usually affectionate or demonstrative, she is known for giving 

thoughtful and timely gifts to coworkers who are down or troubled. Veronica participates 

in formal religion as a Presbyterian. 

Sophia, the second participant, is twenty nine years old and has been a registered 

nurse for over six years. She has approximately four years experience as an oncology 

nurse. Sophia earned a Bachelor of Science in Nursing from a small southwestern 

college. She is not an Oncology Nursing Society member, nor is she certified as an 

oncology nurse. Sophia has worked on the same inpatient oncology/hematology unit for 

over five years. Sophia is known as a gifted and talented nurse whose skills and 

compassion were found and not made. She often leaves the hospital hours after her shift 

has ended because she stopped to talk with a patient or family member. Sophia is known 

for her spontaneous hugs and infectious laugh. Although Sophia was raised in the 

Church of Latter Day Saints, she does not currently participate in a formal religion. 

Beulah, the final participant, is forty four years old and has been a registered nurse 

for over twenty-four years. Beulah has approximately seven years experience as an 

oncology nurse. Her educational preparation initially included a diploma from a small 

southern hospital. She later went on to earn a Bachelor of Science in Nursing from a 

southwestern university. Beulah has been an Oncology Certified Nurse as designated by 
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the Oncology Nursing Society for over five years. Beulah has worked on the same 

oncology/hematology inpatient unit for nearly seven years. Known as the individual who 

can get things done, Beulah also enjoys a reputation for being a cahning influence in the 

midst of crisis and chaos. Beulah participates in formal religion as a Catholic. 

Exhaustive Description 

The following exhaustive description includes four theme categories, thirteen 

theme clusters, and sixty six themes. 

TABLE 1.1. Theme Catei:ory One: The Missed Connection 

. . . 

Theme Clusters , Themes Theme Clusters · Themes 

1. We Are Only Human Avoidance 3. The System Does Not Negative 
Take Care of Us Experiences 

Doubt Nurses 
Without 
Spirituality 

Fear 4. No Connection Is Made Weaknesses 
Surface 

Panic Lack Of 
Connection 

Shame Too Much 
Stress 

2. We Do Not Take Care Nurses Do Time 
of Each Other Not Support Constraints 

Each Other 

The Facing 

Assistance of Illness 

Chaplains Without 
Spirituality 
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Avoidance was discussed by all three oncology nurses as a defense mechanism to 

evade emotional contacts. Veronica: "/ think it might even be sort of an avoidance type 

thing. I'm more comfortable in a way in an intellectual situation than an emotional or 

a relationship type. ". Veronica also noticed that some people avoid spirituality: "Some 

people avoid it entirely, and I don't undertand that ... But there are people that absolutely 

just back away from it entirely. I don 't know. ". Sophia noticed the lack of connection in 

caring for patients with large families: "/ feel like it's lacking if there's huge groups of 

family. The patient is dying, and there's twenty people in that room. There's no way that 

you can approach, especially if the patient is unconscious, it's so hard to approach them. 

You can't just stand there and give a sermon or give spiritual care to a group of people. 

I'm not good at it. I might get maybe the patient and their significant other or whatever. 

Just a very few people. Otherwise, I get uncomfortable. ". 

Beulah described herself avoiding situations in which the significant other is 

attempting to control the decisions of the patient: "I deal with this in a cold, matter-of

fact attitude. I have poor eye contact with the person who is trying to control. I spend as 

little time in that situation as possible, not withholding medication or anything like that.". 

Beulah also framed avoidance as an occasionally useful tool when faced with a situation 

the nurse is powerless to impact: "It's so terribly frustrating, so you react the only way 

you can cope. That is to pull away from the situation. ". 
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Doubt is the second theme in the We Are Only Human theme cluster. Doubt was 

often described as a struggle between a rational, scientific side and a more emotional, 

spiritual side. Sophia recounts her conflict in the following: "I think that one side of you 

has a rational, scientific mind. As a nurse, you are taught cells and systems and that we 

are all just a big compartment of little tiny cells, and those little tiny cells happened to 

form in a boiling ocean jive hundred thousand years ago ... I wonder a lot of times why if 

there is a God or there is something bigger than us, why would it put us through these 

things? All of our friends that we've become so close with, why and what is the purpose 

of this?". 

Doubt also crept in and made the nurses question their patients' strength as well 

as their own abilities. Beulah described doubt in her practice in the following account of 

facing a patient who had asked for an accurate picture of their diagnosis: " When they face 

you with that, the first thing you want to do is almost run out of the room like I can't. I 

can't lie to them, I can't tell them that they're going to make it. That's your first thought, 

they're not going to.". Beulah expanded on her doubts about her ability to stay with a 

patient in need: "At this stage in the game of my nursing career, it's almost embarrassing 

to say because you feel like I should have been able to do just about anything here, and I 

just felt like I just couldn't do this. ". 

Doubt was also framed as a healthy questioning of one's faith and beliefs, such as 

Veronica in the following: "I actually have a very intellectual side, a very thinking side. 
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I'm constantly questioning whether there is a God ... Well, I guess I could try to explain 

it this way. In South America there was a guy who was responsible for murdering 

Catholic women and children. They asked him, 'Did these Catholic ladies and children 

pray before you killed them?' He said, 'That's ridiculous. I have a strongfaith, too.' 

What he was saying was yeah, he was a good Catholic. But it was what you would call 

an unexamined faith. Your intellectual part of you can help you examine your faith.". 

The theme of fear had many facets in the nurses' description. Sophia was 

sensitive enough to notice the fear in her patients: "Just to let them know that hey ... there 

are times when they are reaching out, and they don't know what that is. They don't know 

what they are headed for ... But once that door is open ... It's almost like saying the word 

'cancer' or 'death'. Until you say those things, everybody is uncomfortable, nobody 

wants to get below the surface. ". Sophia also described her lack of fear at the thought of 

her own mortality because of her strong belief in life after death: "I'm not afraid of being 

alone. I'm not afraid of being in pain. I know there are things waiting for me, so it's not 

scary. ". Beulah expounded on her frustration at dealing with significant others who try 

to control her patient: "I guess all this happens out of fear. A fear that I will be sucked 

in under their control and exhibit bad behaviors as a caregiver. I don't like that.". 

Beulah's account of her practice included frequent feelings of panic and learning 

how to deal with those feelings: "Just like when a code is coming on, I do that because I 

find through much experience the way that I can get through those situations is to do 



exactly the opposite of what you would normally do which would be panic and run and 

go with your feeling that you can't do this. So I take a deep breath. I've had people 

comment, everyone's panicking. What are you doing? You should be like nuts here ... 

Sometimes it's a habitual thing that's happened to you in the past. It's almost like a 

prompter. It came back to the surface, and before you think about it, you react. The 

damage is done then ... Whatever the situation may be, you may worsen it. Whereas if 

you had stayed low key, it might actually work out a lot better. ". 
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Both Sophia and Beulah described feelings of shame when they were unable to 

meet their patients' needs. Sophia: "It's harder to live with myself to think that that 

person turned to me and expressed a need spiritually. They were hurting and I wasn't 

able to sit down and talk with them and go through their fears and try to kind of ease 

some of that for them. !feel like that's worse than anything.". Beulah: "You know it's 

absent when you have encountered a situation that you dealt with not nicely and not well, 

and you have a feeling of shame that you didn't do a good job. The shame comes from 

the fact that you actually hurt somebody. Not consciously meaning to, but you did it, and 

now the damage is done. You don't think about it all the time because there are many, 

many good things that happen in your life. But it sticks with you. ". 

The second theme cluster, We Do Not Take Care of Each Other, includes the 

themes of Nurses Do Not Support Each Other and The Assistance of Chaplains. The lack 

of support within the nursing profession seemed troublesome to Veronica, who brought 
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the issue up several times in her description of her practice: "We don't get much support 

that I think nurses could use in dealing with these issues and problems. You kind of have 

to wing it by yourself all the time. It's really hard.". Later, Veronica continues on this 

issue with: "/ just think that we could support each other more. I think, and this has been 

noticed in some of the nursing literature, that we, to some extent, are a secretive group as 

far as nurses go. One of the reasons is that we don't want to admit to other nurses that 

you're having a problem ... I think that the secrets that we have and the things that we 

need to talk about would really help us. ". Sophia conveys an environment of competition 

in the following: "If there's somebody else that's giving that service to them, I used to 

take it really personally. I felt like I had to be Mother Teresa for every patient on the 

floor.". 

The third theme cluster, The System Does Not Take Care Of Us, includes 

Negative Experiences and Nurses Without Spirituality. Veronica courageously admitted 

to having many Negative Experiences associated with being an oncology nurse. She 

visited this theme many times: "We have a lot of experiences, and negative experiences, 

too, and negative feelings. The profession doesn't allow you to vent physically. You have 

to keep going and doing more things with less. We 're just supposed to be the strong lady 

and just keep moving ... Another reason that you don't talk so much in a real depth way is 

because you're busy, and you have to keep moving. You're very busy oriented. You're 

very task-oriented.". One of the most disturbing experiences for an oncology nurse is 
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witnessing a brutal death: "It's really hard when nurses first see their first death, 

especially if it's a bad one, and the people are suffering, or they're bleeding out and 

don't look good, and the scene is really bad. That is really a terrible shock to someone's 

system. It's a shock to my system ... I don't know how to make it easier for anybody. You 

sort of have to get through it, but I'm sure there are things you could do or say to make 

it easier. ". 

One of the most negative experiences for Sophia was working with Nurses 

Without Spirituality: "Whereas, if I'm working with a nurse who is just purely medical 

and purely, I don't know, non-spiritual, I feel like I let myself become inhibited and think 

that maybe I should be that way more than this way.". Sophia further elucidates this 

theme with the following: "I've worked with nurses that don't have it, and I've never 

heard good things from their patients. I've never heard them to be the only nurse 

requested. I've heard, 'Please don't let that nurse back in my room.' I really feel like 

they've lost touch with their spirituality, or they have lost the belief that it's an important 

part of our job. They get too sidetracked with all the things that burn us nurses out and 

forget that is really what we are there for. ". 

Veronica cited chaplains as an important resource for nurses in helping them 

support themselves and one another: "We used to have a chaplain. I thought that was a 

really good thing. Somebody who can help you get over it. The patients need a chaplain, 

and I think the nurses need a chaplain, tool The nurses need a chaplain to reflect off him 
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concerns that you have, helping with issues of closure ... I think that if the chaplain also 

knew patients then you could maybe talk over with the chaplain your concerns about the 

patient, and they would be able to tell you some things, and you would be able to tell 

them some things. ". 

The third and final theme cluster in the Missed Connection is No Connection is 

Made. Themes included in this cluster are Weaknesses Surface, Lack of Connection, Too 

Much Stress, Time Constraints, and Facing Illness Without Spirituality. Veronica viewed 

her weakness as preferring a solitary life to one filled with human relationships: "I'd 

much rather stay at home and kind of sulk around.". Sophia felt her weakness in 

sometimes not attempting to connect with a patient: "There are certain days that you just 

don't feel like talking about it, and I have difficulty relating them, my experiences. 

Sometimes I get uncomfortable even bringing the subject up.". Beulah felt the absence 

of spirituality in her practice when she reacted without thinking: "Anyway, spirituality is 

absent when you blame someone else for what is happening. Almost any situation that I 

can look back on that has turned out adversely basically has been because I just reacted. 

Your anger surfaces about something.". 

The theme Lack of Connection was visited by Sophia in the following: "/ know 

with patients ... sometimes I can't give them that pep talk. Sometimes my experience 

doesn't seem to work for them. What a disappointment that is to me if l can't relate ... 

Sometimes !just don't jive with the patient. Sometimes their belief and my belief don't 
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match or something happens, but it always makes me feel like I've done them a disservice 

if I haven't been able to get up to their plane of thinking ... Spirituality lacks if I have 

personality clashes with my patients or their families. There's just certain people that 

you can't get into. They'll love another nurse on the floor, but for some reason, they 

don't love you. They won't talk to you and they won't open up to you ... l'm 

uncomfortable to go in that room then because we 're not able to touch on these deeper 

subjects. It's just service talk while you're in there hanging an IV or whatever. You know 

whether you're clicking or not.". Beulah felt her lack of maturity as a young nurse often 

prevented her from connecting with her patients: "Of course, I can tell you a lot about 

when I was young. , I think it was almost always absent.". 

Both Veronica and Sophia cited too much stress in their inability to connect with 

their patients: Veronica: "I would say that what happens to me is when I have difficulty 

in my spirituality and religious life is when I have a bad day, but too many bad days 

attack me at once. If I have too much stress that is on the home front and at work and so 

forth, you just get kind of blank, kind of blah.". Sophia felt spirituality was absent from 

her practice when: "I feel like it's lacking if I'm overworked, overstressed, or limited on 

time. Also if I'm having problems within my own private life, there are certain days when 

you can come into work and you think that you've got so much crap going on in the rest 

of my life that you can't give any further. When my cup is empty, then my patients are in 

trouble ... The problems with being overworked, there's just times that you're too busy to 
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get to, 'how are you doing with your illness spiritually?' I go home those nights and feel 

really bad. I do." 

Lack of time was frequently cited as a deterrent to making a true connection with 

patients. Veronica elucidated Time Constraints in the following: "Plus there's a time 

when, and things are still moving so fast, that you have a patient who has died you've got 

to go out and do this, that, and the other thing ... It's such a busy world out there. We 

just have to busy ourselves right along.". Sophia: "We run into a lot of problems with 

being short on time and all of that at work lately, I know, but there's a lot of people that 

are reaching out for that, and I don't have time to give it ... I think spirituality is very 

private, very subjective, and unless you've had time to formulate a relationship with 

somebody and understand what their beliefs are and what your beliefs are and how you 

then can communicate to just go in when it's such intensive needs that need to be given 

and taken care of then you ... that's when you feel it missing. ". 

The theme cluster is continued in the theme Facing Illness Without Spirituality. 

Veronica spoke very clearly of caring for a dying woman who had no spiritual life: "That 

lady was not a Christian, she had no spiritual life, and she was kind of a self-centered 

lady. She died a very terrible death. They said she kind of sat bolt up in her bed, her 

eyes got big, and it was like she was terrified, like she was seeing the devil herself. ". 

Sophia compared two women with similar diagnoses and similar age in the following: "I 

remember when we had two patients come in at the same time, two women about the 
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same age, all that stuff, with the same diagnosis of leukemia. One had wonderful family 

support, great strength and faith in God, and she made it quite a few years. The other 

woman was a negative woman, horrible, wrecked marriage, no belief in God, 

materialistic, didn't see beyond the rings around her fingers and the bracelets on her 

wrists, and she died two weeks later. Maybe there were complications. I'm sure there 

was a medical explanation for why one died and one didn't right away. ". 
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The Gift of Hope is the theme illuminated by Sophia in the following: "Sometimes 

they ask you about it. 'Do you believe in God?' just right out in front of all of them. You 

have to stand there and tell them what you think and tell them what you think is going to 

happen to their loved one. You better have the right answer or you have twenty people 

that are going to be really mad you. ". Beulah talked about discussing prognoses with 

patients without robbing them of their hope: "Of course there's a situation, this has 

happened more than once, but most recently when a patient who was getting 

chemotherapy for basically an incurable cancer. They look you right in the eye, and they 

say, 'What are my chances? Am I going to recover from this? I need to know. I need 

you to tell me the truth. ' It's so hard because what you feel is that you get the power to 

answer the question ... You tell the patient that there are always miracles. There are 

always people who are cured. You may or may not be one of these people. As long as 

you hold onto your hope, you will have a better chance of being one of those people who 

are cured. ". 

Intuition is mentioned only by Beulah: "Spirituality is itself when a situation is so 

intense, and you don't know how you'll get through it with a patient, but somehow if you 

just do it ... Your spirituality is that you have a hunch or you get an intuition. Having a 

hunch or intuition is a demonstration of spirituality at work. Somehow your mind is 

opened, and the thought enters that allows you to figure out what is happening and what 

to do in a situation or to take care of a problem before it becomes a problem. It's just a 
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hunch something is going to happen. I can't say that's ever fully based on experience 

because it isn't. A lot of times, especially when an oncology patient's body has been so 

ravaged with radiation and chemotherapy and they've suffered something throughout 

their system, their body organs, their minds, everything, that what would be immediately 

picked up in someone else cannot be in the oncology patient. It's like you have to guess a 

lot of the times. It's not just the textbook picture. ". 

Some relationships with patients are so special, they transcend the substance of 

this life. Sophia felt the power of a mother's love is so strong, she will postpone her death 

to spare her children the pain of watching her die: "That's not our physical body that's 

doing that. That's something bigger than just biofeedback or anything like that. That is 

the spirit. It's just not ready to leave yet. There's something that it needs to tend to or 

doesn't want to do.". Sophia expands this theme further with helping people die: "I've 

had a lot of people say, 'Thank you for helping me through, and when it's your time, I'll 

be there. I'll meet you there.' We'll kind of make a deal. Whoever dies first, meet me at 

the gates and I'll be there ... I hope that in the spirit world they can meet me there, and 

we can know each other. ". 

While discussing a feeling of relief when it became evident that a patient had 

other sources of comfort and strength, Sophia was also keenly aware of being some 

patients' Sole Supporter: "I'm sure that there's other places they can get that comfort, but 

there are patients who need us and need us wholly. We 're the only support they've really 
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anything like that.". 
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The oncology nurses saw their Human Connections as one of the most important 

thing in their lives. Veronica: "But I think the longer you're alive, at least for me, and 

seeing some of these nifty gritty things, is that probably the most important things that 

there are, are your human connections. ". Veronica found it a challenge to maintain her 

Human Connections but found them to be important in taking care of herself and filling 

her spiritual cup: "In my case, the most important thing I do is the thing that I like to least 

which is get out and be with people. That's probably the most helpful thing that the 

average person can do, but for me, it's one of the hardest.". Human Connections also 

meant relationships with coworkers to Sophia: "If you work with a nurse who you know 

has a strong spiritual base and a strong belief in what she's doing, then I feel more free 

to express my own spirituality and come to her with troubleshooting and discussion and 

that kind of thing. ". 

Veronica's description of close patient relationships emphasized the Human 

Connection, the common ground searched for with people in our lives: "/ had one patient 

that had learned he was terminal, and he couldn't have anymore treatments. He said 

something like, 'Well, I guess you see a lot of this. ' 1 said, 'Yes, but most of the ladies 

here are pretty good Christians, they're religious people, there aren't any atheists in the 

foxholes. ' He thought that was the funniest thing he ever heard. He just laughed and 
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laughed. But we understood each other, and we see it all the time, at the same place that 

I'm coming from was where we deal with this so, therefore, we figured out some way to 

deal with it.". Sophia recounted the development of special relationships with patients: 

"There's a funny little way that happens. It's just a tacit little moment in your shift, the 

way it happens. It looks like a light has switched on where you go from being patient and 

nurse to people talking about spirituality, what a big thing it is in our lives, but how 

much it gets ignored a lot of times, I think, and how afraid we are to express it.". 

Sophia further elucidated Human Connections in discussing cancer as a great 

equalizer: "It tears down all those barriers that we put around ourselves. I think that's 

one of the things I really like about being an oncology nurse is all the b. s. that we put up 

with in our daily lives really isn't important. It takes that down, and you can just get 

down to being people taking care of people.". Despite the stress and grief in her 

professional life, the Human Connections at hand in her practice was the essence of 

oncology nursing for Veronica: "On the other hand, if you feel like you need to do 

something/or folks, you wouldn't want to be a used car salesman. It wouldn't be very 

satisfying ... I wouldn't be much good as a used car salesman.". 

Sometimes, the Nurse-Patient Connection is so close it is detrimental to the nurse 

caring for the patient, as described by Veronica in the following: "I think in the beginning 

of my practice I would say a lot of times I fell into what is called the 'helper's pit'. This is 

a term used in the helping professions where the patient is in a pit and you're trying to 
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assist the patient, but if you get too connected to the patient, then you are pulled down 

into the pit, too, so you have the problem of the helper's pit.". Veronica goes on to 

describe how time and experience have helped her avoid the Helper's Pit: "I don't think 

I'm at the point where ... you know, I don't walk away from the pit, but I don't seem to get 

drug down like I used to.". 

Close Yet Removed is the theme described by all three oncology nurses in their 

effort to describe the necessity of caring for patients while also taking care of themselves. 

Veronica: "You have to be close to the people, but yet you have to be removed from the 

people in order to do the work that you're doing. You have to be there to understand 

this.". Sophia: "I think as an oncology nurse, we're in a bad situation. We see these 

people and get close to them and love them with all of our hearts, but we know what is 

coming.". Beulah: "We care for people on a regular basis at the most intimate time of 

their life. That's what's called the extreme of what we can actually cope with as a 

nurse.". 

Providing Comfort was seen as central to their role as oncology nurses. Sophia: 

"You need to go in and make these people comfortable. You need to go in and help these 

people come to terms with their own mortality, I guess.". Development of Special 

Relationships is the theme characterized by memorable patient encounters. Veronica felt 

these Special Relationships were beneficial to her: "I guess there is a rewarding side to 

the profession because I have seen some really strong spiritual people.". For Sophia, 
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Special Relationships sometimes developed under pressure as her first meeting with a 

patient was their last day on earth: "but that's the biggest challenge and sometimes the 

most rewarding moment of my career is when you've got eight hours or twelve hours and 

you've got to cut down any minutia around you and get down to death and how is 

everybody dealing with this. How's the mom? How's the dad? How's the husband? ... 

You probably face a million people every day, but there's always going to be those faces 

that mean something to you. I feel like the nurse that's with your loved one when they 

die, you will never forget.". 

One of Beulah's Special Relationships was described as a situation in which she 

felt she did her best to provide comfort and care: "Another situation, the patient was a 

DNR patient, but he was a middle-aged man with kids and family. He was dying of the 

most scary thing I think there is, an uncontrolled laryngospasm that nobody could do 

anything about no matter what. It was a very painful, awful death for him, yet it was 

something you were allowed to do to stay there and comfort his wife and him as well as 

you could through the whole situation. In the end of course, it was a bad death, but I 

just had the feeling that I did the very best I could for this patient and now he was at 

peace. It was just something special, but one of the hardest things I've ever had to do. ". 

Veronica described what she believed patients wanted in their nurse in the theme 

Technical Competence Before Self-Disclosure: "The angle that I come in is just trying to 

do a good technical job for people. Later on, after you have the basis for people being 
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comfortable with whatever you 're doing to them or for them, then maybe they will share 

things with you and talk about things with you. But I'm not a real talky person up front. 

Actually, some of the early studies they did in the Oncology Nursing Society, they asked 

the nurses and the patients what they wanted most. The nurses said that the patients 

want people who talk to them and explain their treatments and kind of a touchy, feely 

thing and that was not what the patients wanted. They wanted real technical sound 

competence in their nurse person, and these other things came later. That's kind of the 

angle that I come in at.". Beulah validated this viewpoint: "It's not just the textbook 

picture. You're always looking/or something to go wrong in some body organ 

somewhere else.". 

Drawing Strength From Patients was the theme encompassing the feeling that 

they can continue in their work because of the strength witnessed in their patients. 

Sophia illuminated this theme in the following: "Just in working with my patients, I get 

the comfort of my own just watching their behaviors. I get encouragement from my ... 

I see my patients and their spiritual strength ... But in the midst of all that problem, I see 

the spirituality in my patients rise up, and it bears its heart of any doubts I've got and 

just says there's something bigger than life and don't worry about what's going to 

happen here ... I think if they can live with it and if they can come to terms with it, then 

why am I questioning it. If they can find answers at such a troubled point in their life, 

then surely I can find answers in my own minuscule little problems in my own life.". 
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Societal Norms, the second theme cluster in the theme category of The Unity of 

Humanity includes the themes of Societal Values, Acceptance of Differing Beliefs, and 

Do No Harm. Veronica felt that the difficulties of being an oncology nurse are multiplied 

by living in a society that values youth and health: "Society as a whole doesn't think 

about death or dying or suffering, only when there is a problem in the family or within 

themselves ... I think the big thing, and very obvious thing, is that our population as a 

whole, even though we have people talking about merciful dying and Dr. Kevorkian, 

bringing things out and hospice and that, I still think it's a real denying society and very 

unrealistic. ". 

Veronica's Acceptance of Differing Beliefs was portrayed in the following: "I'm 

comfortable with that but I'd say I would be comfortable with a Buddhist person also 

and whatever thing they were doing, or a medicine man or whatever they're doing ... 

There are just so many different things in the world that people are exposed to, and 

people are so different in their cultures that I could accept just about any. I don't know 

if I'd be very comfortable with Satanism or anything really masochistic, but I could 

accept just about anybody's religious ways. I would be pretty comfortable, and I would 

be interested in how they were figuring things out in what they did ... I'm comfortable in 

supporting people in whatever religious or spiritual ways there are. Probably because 

I've worked through all this myself. ". 
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Among society's expectations for nurses is Do No Harm. Beulah's awareness of 

the potential to cause harm to patients is evident in the following: "There is always the 

chance that you could . . . The point is to help the patient, not to ever cause any harm to 

a patient or someone under your care. That's kind of our nursing creed, not to harm 

anybody. Do no harm, however you want to put it. That was a very unkind thing to do. 

The scary thing is how easily it happens. ". Beulah is also aware of the importance in 

not harming herself: "I'm not harmed, and I'm very important, too, because I don't want 

to do myself any harm. If I would end up doing myself harm, then I would leave the 

situation that I'm working in because that's bizarre to be self-destructive. ". 

Spirituality, the final theme cluster in the theme category The Unity of Humanity, 

includes the themes The Gift of Life, Life Imbued With Meaning, Sense of Oneness With 

Each Other, Little Things Mean A Lot, Essence of One's Being, and Mystery of Life. 

Sophia's experiences as an oncology nurse have helped her understand The Gift of Life: 

"I didn't understand what a true gift life itself is, no matter whose life it is. It can be 

some bum on the street or some doctor, like that one doctor we had, I mean it is 

precious to each and every one of us and the people that know us. ". 

Life is Imbued With Meaning for these three nurses, largely due to their 

experiences in oncology. Veronica related that, despite the stress and grief, her role as an 

oncology nurse is very fulfilling: "On the other hand, if you feel like you need to do 

something for folks, you wouldn't want to be a used car salesman. It wouldn't be very 



satisfying.". Sophia attributed the meaning in her life to her practice as an oncology 

nurse: "Everything about me is effected every day that I go into that job, but mainly, I 

think that before I became an oncology nurse, life didn't have a lot of meaning. It had 

meaning, but it didn't have the depth of meaning. ". 
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Sophia elucidated a Sense Of Oneness With Each Other in the following: "I think 

that spirituality isn't just talking about God and death and what happens to us. It's a 

sense of oneness with each other. Like we're all humans and we're all in this together. 

A 11 of our spirits are kind of united, and how I treat you just in every day to day things, 

I think, is a big part of what my spirit does. I've never been told that I'm a snotty person 

because it's mainly that I think my spirit says, 'Do unto others as you would have them 

do unto you.' I think that's a big part of my whole thing.". Beulah: "It's the feeling of 

a bond, and it's a joyful feeling ... That's our humanness.". 

Little Things Mean A Lot was touched on by both Sophia and Beulah. Sophia: 

"That's the other thing about oncology nursing ... the littlest things can mean so much 

'Oh, she put Vaseline on Mom's lips.' You would think I was the biggest genius and the 

best nurse in the world All I did was bring in a tube of Vaseline, but that makes their 

spirits feel better. They can look at this horrible night, what is a horrible night for a lot 

of people, and think that it really wasn't that bad. We all sat in there and she brought us 

some coffee and we were able to talk and she held Mom's hand and she shed a tear while 

Momma was dying. She brought in the morphine every two hours so I know she wasn't 
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having any pain. All of those things help their spirits rest easier, and I hope the dying 

person's also.". Beulah described Little Things in the following: "Spirituality is felt in 

doing the little things for people. You can get a glass of water for maybe a surgical 

patient who's going to be fine and go home, or you can get a glass of water or just smile 

at somebody or sit at the edge of their bed and hold their hand for someone who's 

dying, and there's so much more impact and depth to that experience.". 

Spirituality was seen as so much more than beliefs and values by these oncology 

nurses as they describe in the theme Essence of One's Being. Sophia: "/ remember 

watching babies born in school, and out comes this little ball of clay. It's blue. It's not 

really doing too much. You don't see anything there, and then they take that first breath. 

They pinken up. Their eyes get a life to them. All of a sudden you sense a personality 

there. You sense a spirit. I notice the same thing with our dying patients. You watch 

them. They're pale and sweaty, and they're breathing hard, but there's still something 

in the eyes. There's still a sense of spirit there. And then that last breath goes out, and 

you see a flatness come across the eyes, and I think it's too soon for any change in 

circulation or anything like that to have occurred, but it's just that instant, and you 

notice, like a lightening off them. You can see it go. You sense that one second there 

was Mr. Jones there, and the next, a split second, it's a body. That person is no longer 

there.". Beulah said simply: "I thought a lot about your spirit before the spirituality. 

My definition of that is basically, it's the essence of your being. It is your soul. ". 



83 

Spirituality cannot be defined or dissected, as the nurses describe in The Mystery 

of Life. Sophia described spirituality as an adventure: "Yes, because I think whatever ... 

if there is or if there isn't, none of us know and none of us will find out until we die.". 

Beulah offered the following: "Your spirituality or your angel or whatever it is, is also 

guiding you to find something occult ... The most wonderful thing is the mystery that you 

cannot take it apart and analyze it or discover what it truly is. You can only know that 

it is there in all its power, a wonderful mystery of life.". 
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Coming To Terms With Death is the theme in which the nurses describe ways in 

which they cope with the death of their patients. Sophia noticed behaviors in her patients 

that helped her cope with their impending death: "A lot of little things like that that I 

have noticed have just helped me come to terms with it ... So there is a scientist in all of 

us, but we've got to figure out how to deal with this thing we call death. ". Veronica 

offered: "I know sometimes I'll take the people's names down and put them in a little 

bottle. When I'm boating or something like that, I'll throw the bottle out. I just sort of 

wish them well. From floating down the stream of life, now they're floating down the 

stream of death. In some ways acknowledge that something has happened.". 

In her earlier years as an oncology nurse, Veronica found it very difficult to deal 

with the grief she experienced over the death of her patients: "There was a time I had like 

a closet and I would put these patients, after they died, in the closet. It was such a big 

closet. If I ever opened the closet, there would be so many people around that I couldn't 

deal with it. I suppose when people died, I just didn't think much about it or didn't 

resolve what happened, and they would go into that little closet. I'd think, 'gosh, I've got 

an awful lot of people in there'. But I don't seem to do that anymore. I don't put people 

in the closet anymore ... Somehow I'm able to deal with that and resolve that and kind of 

go on to the next .. .I don't think I put people in there quite as much as I used to. ". 

Resolution of Grief, Veronica found, came more easily with experience: "/ think I process 

what has happened faster and try to deal with it, maybe not at that time, but at other 
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times, I try to deal with it ... Actually, maybe trying to deal with it more than I did before. 

But exactly how I deal with it now, I couldn't exactly say. There are different things.". 

In the theme cluster Death Beckons, the theme A Beliefln Life After Death is so 

strong for all three nurses, it is looked upon more as fact than belie£ Sophia: "The only 

way that I can justify going back in every day is that I think that when they do die, I know 

they are going to another, and a better, place. ". Sophia further elucidated this belief with 

the following on patients who seem to delay death: "That's not our physical body that's 

doing that. That's something bigger than just biofeedback or anything like that. That is 

the spirit. It's just not ready to leave yet. There's something that it needs to tend to or 

doesn't want to do. Patients will wait for certain dates. They'll wait for an anniversary, 

or they'll wait for Christmas, or they'll wait for whatever. There's a certain day that 

they don't want to scar for the rest of their loved ones lives. So they'll sit out a death that 

shouldn't be sat out. You'll watch people go months and months and think, 'Aren't they 

dead yet?' They are just waiting for that one day to pass ... ! think a nurse at their 

bedside that can stand there and say, 'I saw this happen to a patient. ' or, 'I saw this 

happen in my own life, and I have no doubt that you're going to a good place. '". 

Because Death Beckons to the patients entrusted to her care, Sophia illuminated 

the theme Be Not Afraid in the following: "I'm not afraid to die because I've seen it 

happen. I know it's not a scary thing. I've seen people watch for other people. I really 

believe there's going to be somebody in my room to come and get me, asking me if I'm 
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ready yet and to pack up my stuff and go. I'm not afraid of being alone. I'm not afraid 

of being in pain. I know there are things that are waiting for me, so it's not scary.". 

Behaviors indicative of impending death are described in the theme The Journey 

Begins as Veronica offered in the following description of the behaviors of a dying 

patient: "They are going to wherever they are supposed to be going, and it won't be 

very long. ". Sophia, too, talked about behaviors of patients who are beginning the 

journey of death: "One night she almost died. She began doing these various things that 

I had not had any experience with before, but then as I've gone through my practice, I've 

noticed things that dying patients seem to do. They all kind of have a commonality, types 

of behaviors, things that they do. It was very fascinating to me but also very scary ... As 

I've worked, I've noticed these little things. A lot of patients that I've noticed will tell me 

things that they are experiencing, and I know it's the first time they have experienced it in 

their lives, but I see it a lot. Some of them are just ... as the patients nears the time of 

their death, they start to watch out windows and doors. They are definitely looking at 

something that I don't see ... I've seen people who maybe aren't quite as close to death as 

we all think they are, but they start to make plans for a trip. It's an imaginative trip. 

They're almost in a hallucinatory phase is what we usually think, but they say, 'I'm going 

to Europe; I've got to get my suitcases packed. I've got to get a map. I don't know which 

way to go. I don't know how to get there. ' It's all, I think, earthly symbolic for this really 

larger trip that they're going to be taking in the spirit world. I've had people say, 'Pick 
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me up in front of the hospital. ' They're aware of where they are, but they know they are 

also going somewhere. But they really are. ". 

Veronica described the theme Sparing Loved Ones Pain: "I had a minister one 

time. Well, he was kind of an untrained minister. He had lung cancer, and he used to 

kind of sing hymns before he went to bed. One night, he sent his wife home early. We 

thought that was kind of strange, and about two hours later, we found that he was sitting 

over his bedside table just as dead and blue as could be. There were a couple things 

there. I am sure he died singing hymns, and secondly, he sent his wife home so that she 

wouldn't be there when he died.". Sophia: "Another behavior that I've noticed is how a 

mother will not die in front of her children. How can she control that when she's finally 

at death's door and impending death? There are hardly any vital signs left, but she can 

keep breathing and keep her heart beating until the kids walk out the door, so that they 

won't see her, and she can spare them that pain. ". Signs of Impending Death were 

described by Sophia: "Then she went into Kussmaul breathing, no pressure, no urine 

output, no anything. !figured she was about gone. She wasn't ready, so she didn't go. 

They didn't pick her up that night. ". 

Sophia likened the human body to a coat: "Like my mom says, the body is like a 

coat. When you 're done with it, when you come in out of the cold, you just put that coat 

down at the side of the door, and you go on. It's like a little coat that protects you during 

the cold times here on earth. When you finally don't need it anymore, you just take that 
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coat off and hang it up on the rack and that's it. You left that body, that little outer shell, 

and that's really all it is anymore. ". 

Veronica talked openly about a Prayer For The Dying: "Sometimes when a 

patient has died, I will pray with the family about the patient and pray for support of the 

family. The interesting thing that I learned about that was that what it seems to do more 

than anything is to bring a closure. The people will be kind of milling around the bed, 

and then we hold hands, and we pray over the patient. The instant after the prayer is 

over, everybody just kind of breaks down and cries, and they turn from the bed. I've seen 

it over and over and over again. They'll be holding hands, they've prayed over the 

patient, they look at the patient, and then they'll turn away from the bed. What I finally 

realized is, it's kind of a closure. It actually says it in some way because usually in the 

prayers I say something like, 'God, greet this lady with open arms' or something like that. 

To them, it's a real closure.". Veronica also found it very sad when patients died alone: 

"That's always very sad to see people who die by themselves when they don't want to 

because it seemed like in the patient population back there, for some reason, we had 

people, I mean like every other person, who would be by themselves when they died. The 

existentialist's position is that you are alone, and it doesn't really matter if anybody is 

there or not, that ultimately the only thing that exists is in your head and that you can't 

really connect with other people on the earth. ". 
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Each nurse described a feeling of Privilege To Care For The Dying. Veronica: "I 

had to be the only person there with somebody else when they died, and I'm sure it was 

easier or better for them. ". Sophia described the feeling of joy and fulfillment in caring 

for the dying: "That was a big part of what I like to do. I like the treatments and all that 

and the acute care, but I think I get my most satisfaction out of helping the dying 

people ... There's a little part of my spirit that wants to help others to that other side, 

and she hasn't been able to do that for awhile. I don't know. Just what a nice feeling I 

had after helping them. I don't know what that is about me. I'll ask God when I meet 

him someday. I know other nurses feel the same way. There's that sense of being able 

to talk to them and their families and knowing that I'm a part of that huge step. I've 

always felt like I took a very privileged position to be able to usher people from this side 

to the other. ". Beulah recalled a social worker that she used to work with who said: "' We 

have the great honor to be with people and to share their experiences at the most intimate 

part of life which is death. It's a very, very special spiritual time. You feel the spirit of 

joy that you comforted another if you have the ability to do that which an oncology 

nurse is called to do. '". 

Veronica related the Death Experience: Seeing Angels: "or they will see angelic 

figures floating in their room ... But they are seeing something. They are definitely seeing 

things. Some of them are people that are not hallucinating. Their minds are still pretty 

clear. It's interesting that those are always fairly comforting situations. They are not 
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frightening or scary to the people. They will just comment on it. ". Veronica also 

described the Death Experience: Seeing Other People: "As far as the death experience, I 

have seen folks who I think have seen people in the rooms, have seen people that have 

died, sometimes see people they don't know. ". 

Sophia further elucidated the Death Experience: Seeing Other People: 

"Sometimes they speak to them. Sometimes they don't. Sometimes they include me in 

that. I had one patient say, 'Who is that out on the balcony? I think that's my dad.' I 

said, 'I don't see anybody. ' I thought he was having a drug hallucination or something. 

He said, 'That's my dad, but my dad has been dead for ten or fifteen years. ' I thought, 

O.K, now I know what we're doing here. I said, 'Well, you can go ahead and have your 

dad come in.' So he had his dad come in, and I gave them some privacy. When I got 

back, he was able to tell his dad that he was gay. There were some things that hadn't 

been resolved with his father in the living, and then he finally felt a little closure, and he 

was able to go on with his dying process.". 
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TABLE 4.1. Knowin& Where The Power Is 

1. The Search For Facing The 3. My Higher Power Belief In A 

Meaning Ultimate Higher Power 

Questions of Life 

Facing Own Calling Upon 

Mortality Higher Power For 
Assistance 

Searching For Good Done 

Understanding Comes From 
Higher Source 

River Of Life Call To The 
Profession 

Purpose In Life Use Of Talents 
and Gifts 

2. The Journey Of Personal Redemption In 

Growth Experience With Role 

Loss 

Long Process Of Beliefln Angels 

Growth 

Difficult Times 4. Refilling The Cup Taking Care Of 

Deepen Strength Yourself 

Participation In 
Formal Religion 

Filling The Void 
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The first theme in The Search For Meaning is Facing the Ultimate Questions of 

Life, a theme visited often by Veronica: "/ think in cancer nursing you're faced with 

ultimate questions which a lot of people don't have to deal with ... I don't know that you 

would say oncology nurses are any more spiritual than other people or religious than 

other people, but certainly we have to face the question, and if the question isn't 

answered, then we are more agitated with the work that we do. To a certain extent I sort 

of have answered the questions now ... I was very discouraged, and my family situation 

was very bad at that time. I was a very depressed person. I had that question, 'Oh Lord, 

why does this happen?' Then out the window came this beautiful sunrise, and that was 

the answer to my question, which was to say you cannot have birth without death and you 

cannot have life without birth. Ever since then I have never questioned that. It's like I 

got over some kind of hurdle and kind of went on to the next phase of things. ". Veronica 

further explained: "But certainly, like I say, you have those questions in front of you. 

Everybody's answer won't be the same. I know some nurses who are actually atheists. I 

don't think that's very helpful. But to them, it's like they have an answer, and what their 

position was, since they had to rely on human beings instead of a higher being, that they 

would be the person who could help the other people instead of God. I thought that was 

kind of self-centered, but it was an answer to them so they could go ahead and continue. 

If you're constantly questioning why there is suffering, why people are this way, why the 

higher being doesn't help them, you have to satisfy those questions in some way to keep 
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within yourself". 
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Sophia framed Facing The Ultimate Questions Of Life in this way: "You have to 

become strong in your own faith and strong in your own definition of it and your own 

beliefs because it's used every day. You've got to come to terms with your own because if 

you don't have a rock to stand on, how can you tell your patients to stand on this rock. 

This is how you do it ... as long as there's a God or a Buddha or a rock or something that 

that person believes in, it doesn't mater what you call it as long as they've got it in their 

lives.". Beulah's questions involved the following: "There's always the question why. 

Why are we chosen and why did this happen to us? How did we get here?". 

Veronica spoke about Facing her Own Mortality: "Of course, you question your 

own mortality, too. You're faced with that question, and you have to deal with that in 

some way, too ... I think I'm probably more ready for my own mortality than, say, my 

sister's because I've had to deal with the question and think about it and what it means 

and so forth. It took me a long time to get to this point, but I think I'm definitely more 

comfortable with that. ". 

Searching For Understanding at troubled points in life was illuminated by 

Veronica in the following: "It seems like each time you go through these low periods, it 

kind of gets easier. ". Sophia felt spirituality was beneficial in troubled times: "It gets us 

through these hard times, whether it be death or illness or whatever. ". Beulah found a 
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depth of understanding as she grew into her role as an oncology nurse: "You didn't have 

to be too ... like critical care nurses are known for their impersonality, just nursing 

machines. By the time I reached that point, I guess I was turning because it was like wait 

a minute here. I'm taking care of machines ... I was looking at what was happening with 

my patients' feelings and how they were handling really difficult situations in life. ". 

The River Of Life was an analogy visited often by Veronica: "People are 

just ... it's like we 're all in a big river here, and people are getting in at different places. 

Not only, say if you start the same trip and float downstream, you'll go down a different 

direction everytime. ". This theme is further elucidated by Sophia: "/ am sure as I 

continue being a nurse every day I learn something new. Every day another experience 

effects my beliefs and my feelings and my skills. ". Beulah searched for Purpose In Life: 

"There's a purpose to everything you do. Don't mess with it. It took me a really long 

time to learn the value of that. But that's how I found my niche. ". 

The Journey of Growth theme cluster includes the themes Personal Experience 

With Loss, Long Process Of Growth, and Difficult Times Deepen Strength. Personal 

Experience With Loss, Sophia: "/ remember the first time I really ... well my first 

experience with probably death in oncology experiences, my grandmother died. I was 

living with her, and she got pancreatic cancer and died six months later. We nursed her 

at home. Pancreatic cancer is a pretty bad one you know. She went from two hundred 

plus pounds to eighty nine pounds. She was always very energetic and ended up just 
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wasting away. I saw what that disease can do to such a woman who was so full of life. 

In the end, we were just so grateful that her life would end. I think that probably held a 

little bit of mysticism for me as I grew up then as everybody said, 'Well, can't you see the 

connection why you became an oncology nurse? ' I really couldn't until I kind of looked 

at that part. There must have been something happening then. ". Sophia also felt it was 

important to use that experience in her practice: "I think a nurse at their bedside that can 

stand there and say ... 'I saw this happen in my own life, and I have no doubt that you're 

going to a good place."'. 

Learning to deal with the stress of oncology nursing is A Long Process of Growth. 

Veronica: "It was a long growing process you might say. It didn't come overnight ... I 

don't think I'm at the point where ... you know, I don't walk away from the pit, but I don't 

seem to get drug down like I used to ... It seems like each time you go through these low 

periods, it kind of gets easier. ". Beulah: "How I got to this place ... I did many, many 

other things in my nursing career which prepared me to do that. Starting out in my 

nursing career, I was not mature enough. I would not have had the personal 

communication skills to do the job that I can do now ... I pretty much learned everything 

the hard way. You know I started out as a young whipper snapper and basically mostly 

the labor and delivery department. I didn't want to go there; I was angry, but it was the 

only job open in my little hospital in that little community. Bad attitude, went in, hated 

it, had a nursing assistant that hated me. In my mind I tried to undo everything that I 
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wanted to, however, I look back on that now and realize I had a bad attitude. What did 

you expect? But that all worked out fine. That was almost immediate gratification ... get 

the mother's through, nice little babies born. Very rarely did anything adverse happen. 

Then med/surg and critical care and all those things just kind of suited my personality 

because they were in and out ... Here's these poor people. I guess I was finally reaching 

a point in my life, maybe having had children or deaths in the family or things that 

happen in your life that just helped me get to the point where I could help other people 

through critical times. Some people can do that when they are very young and starting 

out in nursing. Not me, though. I know that was my limitation. I just couldn't ... It took 

me a really long time to learn the value of that. But that's how I found my niche ... As 

the years progressed, and we have reached the point in our life where we enjoy nursing 

and the spiritual aspect of it.". 

The final theme within The Journey Of Growth is Difficult Times Deepen 

Strength. Veronica: "That is a difficult time to work through, but eventually I think you 

do. Each time you do, maybe you get a little stronger ... It's sort of like when you are 

depressed, and you can't do anything. You have to make yourself do things. Sure 

enough, you have to make yourself go to church and open up your bible and try to study 

and try to pray. Eventually these things will reinforce you. ". Sophia: "There's something 

about it, the belief in higher power, the belief in life after death, and all of these things, 
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death or illness or whatever.". 
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My Higher Power is the theme cluster that includes the themes Beliefln A Higher 

Power, Calling Upon Higher Power For Assistance, Good Done Comes From A Higher 

Source, Call To The Profession, Use Of Talents and Gifts, Redemption In Role, and 

Beliefln Angels. Veronica discusses her Beliefln A Higher Power: "I always had this 

kind of funny feeling about that whole situation, the lady and what I saw and the way she 

passed away, the same day that I saw this sunrise thing. It was always kind of a weird 

thing. That was really odd how that happened. ". Sophia: "I'll ask God when I meet him 

someday ... !feel like I've got to deal with God. ". Beulah: "that is, you're given some 

unknown guidance from an angel or a higher power or whatever, you feel the spirituality 

... and therefore, take in the assistance of the higher power, to just somehow realize that 

they are helping you. ". 

The Beliefln A Higher Power is taken one step further in Calling Upon Higher 

Power For Assistance. Veronica: "Help me try to figure out this. Help me keep going, 

because this is a really rough job we 're in. Somehow assist me. Help me to do what I am 

doing ... I do sort of pray about it. I say, 'Lord, help me through this situation. What is 

it that we are going to learn from this? Help me do the best that I can in this situation.'". 

Beulah: "I've had so manyencounters that are so difficult. I do believe in angels as my 
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higher power that is to assume doing my job or what needs to be done ... I have to pray, 

I've got to do this. I have to do this. I let my angel in. That's what I believe in is my 

angel.". 

All three nurses conveyed a firm belief that the Good Done Comes From A 

Higher Source. Veronica: "In a sense, I don't approach the patient population with 

spirituality except this way, and this is probably a very individual thing also, that I don't 

think the good that I do for people comes from me. It comes from somebody or 

something else, and I am able to help a patient, give them advice, make them feel good, 

or make them comfortable in the treatment, this doesn't come from me, it comes from 

some other source, which in my case being a religious person, it comes from God. So 

unlike the lady who is an atheist, you know everything came from her, but I'm absolutely 

convinced that any good thing that I do comes from some other source. ". Sophia: "I 

think I do my job well, but I don't think it's because of me personally. I think it's because 

somebody meant for me to do this.". Beulah: "How is that you do or say just the right 

thing at the right time without knowing what's coming? You walk into an unknown 

situation, and somebody just asks you something. You're totally unprepared for it, and 

it seems like a question that you just couldn't answer, you just say the right thing. 

Somebody helped you. Something helped you do that. You can't just do that ... I guess 

I've reached the point in my life where I can do that. I can reach for my angel and get 

it done.". 
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The theme A Call To The Profession is described by Veronica: "If the Lord wants 

to move me along in this profession, I will certainly stick with it ... You're doing 

something that somebody else probably can't do. I don't think about that much. ". 

Sophia: "I've always felt like maybe I was meant to be a nurse. I don't think there's any 

other profession I could ever do ... Every time I start to run into problems, I think I was 

meant to do this, and whatever doubts I might have, this is the bigger job ... I feel a sense 

of duty to them. It's not just a job. ". Beulah: "This might sound, how would you say, 

rather above or something, but you really do have to be a special person and have 

special feelings and feel spirituality to work in that situation ... I feel that oncology 

nursing is the most important nursing there is. It's like the optimum level of nursing. ". 

The Use Of Talents And Gifts was seen as very important by the nurses, 

Veronica: "But then you have the notion that you are doing a lot. ". Sophia: "/ must 

have shown a talent for it. Who knows? But I've had patients tell me when I was 

eighteen years old working as a nursing assistant, 'How old are you? You're awfully 

young to be doing this and to do such a good job. ' I feel like it's a natural talent I have. 

I didn't just make it up. Somebody gave that to me. So !feel like I'm kind of down here 

doing His work ... I think I'm not just a regular nurse. I'm not just a regular person. I 

do a very big job.". Beulah: "It's a neat thing. It's something to be very proud of to be 

an oncology nurse that is well experienced because I tell the new people coming on, and 

maybe this is an aside, that once you have worked in oncology and once you learn this, 
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it's very scary now, but you will be the best and the smartest nurse. You will be so proud 

of yourself ... I like to do things well, and I like to be proud of what I do. That's very 

important to me. It was the way I was brought up. Use your talents. God gave them to 

you. It's very important that you do things well. ". 

Sophia sought Redemption In her Role: "I feel that my own relationship with God 

has probably strengthened a hundred times since I've become a nurse ... I might not go to 

church and I might not do all the things, but I'm going to try to take care of Your sick. 

Just save a good place for me, but I will do my best job with that. I might curse, and I've 

done a few bad things in my life, and I'm sorry about those and all that, and I promise I'll 

do good from here on out, but hopefully You'll save a special place for me because I'm 

taking care of these people that are suffering here, and I know You don't like them 

suffering. If I just go about my days and do no harm to other people, and then in my job 

I feel like I'm given a really great opportunity to really make some big points with the 

Big Guy, too. That's not the only reason I do it, but I think, surely You can excuse some 

of the things I've done because I treated her as if she were my own. ". 

A Beliefln Angels is discussed by all three nurses in their observation of 

behaviors in dying patients, and by Beulah: "Somehow an angel, and I believe in angels, 

I just plain do ... I do. I have to pray, 'I've got to do this. I have to do this. ' I let my 

angel in. That's what I believe in is my angel ... I'm Catholic and was taught from the 

time I was little that I have a guardian angel and that it kept me sane. I guess I believe 
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that because it's been ingrained in me. I have a guardian angel; I even have a picture of 

her in my head. That does somehow allow me to stay there and do what I have to do. 

After I get to that point where I have calmed myself and my angel has helped me, then I 

just consciously tell myself to just do it, and I do. I just go do what I need to do. In these 

situations that I described, that's exactly what happened. I do get through it, I think, 

because I always ask my angel for help; it goes all right. It happens all right. The 

patient is not harmed. ". 

The final theme cluster in the theme category My Higher Power is Refilling The 

Cup. This theme cluster includes the themes of Taking Care Of Yourself, Participation 

In Formal Religion, and Filling The Void. Veronica discussed Taking Care Of Yourself: 

"I don't have any real advice for nurses coming along except not to get too work 

centered. Try to live a full, complete life and get your exercise, time for yourself, and 

don't get too self-centered in the job because it will really drain you. It will take it out 

of you "." Sophia: "I really feel that's a part of being a nurse, and an oncology nurse 

especially, is you have to fill up your little spiritual cup now and then whether it means 

going to church on Sundays or going and looking at trees on the weekends or whatever 

it is. ". 

Participation In Formal Religion is discussed by Veronica: "Protestants recognize 

the struggle to believe. They will say, 'I believe in God. Oh God, help me in my 

disbelief' ... Well, this is the Presbyterian tenant that you will have scripture reading, 
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and you will think about that and then you will pray and meditate and then your worship 

and your connection with your church is very important. ". Sophia: "Anyway, the other 

thing is just that I don't feel that I've learned ... I used to think like ... I probably talk 

against everything my instructors ever taught me, but they teach you that it's very 

important to know the religion of your patients. It's on the card; it's there, everybody 

needs to know what religion this person is. Maybe in some situations that's important. 

I'm not saying it never is, but I don't feel that it really comes into play because on our 

floor, a lot of times, unless we've got somebody that is Jehova Witness and won't take 

blood from us or Jewish and needs to be buried by some certain day, whatever, there's 

things that come into play, the little civilized rules that our religions set up for us. ". 

The final theme Filling The Void, is explained by Veronica: "That's something 

Protestants believe in--that there will be an empty place in your life, and you just try to 

fill that up. You just continue with your prayers and your bible reading and your 

worship, and God will maybe fill that place back up again ... It's true what you say, if 

you continue in your religious life, then you will become filled back up again. There are 

times ... we realize that we have hit a rock bottom place. It's not always a bad thing 

because then there's something to fill up and allow your spiritual life to grow ... If you're 

intense and you're involved with it, it takes a big chunk out of you. You pay for what you 

get. It doesn't come for free.". Sophia: "Also if I'm having problems within my own 

private life, there are certain days when you can come into work and you think that 
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you've got so much crap going on in the rest of my life that you can't give any further ... 

I get encouragement from my ... I see my patients and their spiritual strength ... It comes 

from them. I gain my own strength from them. ". 

Essential Structure 

The nurses described a keen awareness of their human faults and shortcomings. 

They struggled with doubting their spiritual values and beliefs. They feared they will be 

unable to meet their patients needs or measure up to the demands of their role. The nurses 

panicked when they were faced with situations they were unsure of how to handle. They 

found themselves avoiding meaningful relationships when they encountered patients they 

could not understand or patients that made them angry. 

Strong descriptions of nurses failing to care for and nurture each other came 

through. The healthcare system came under attack as the nurses described the heartache 

of having no time to spiritually connect with their patients in an environment that does not 

value intangibility. Personal and professional stress sometimes prevented the nurses from 

forming meaningful relationships with their patients. 

The nurses spoke of the development of special relationships in which they 

provided comfort, maintained hope, and offered support for their patients. Their spiritual 

beliefs allowed them to use the power of their intuition in their practice and continue their 

special relationships beyond their earthly existence. A dichotomy of being close to each 



105 

patient yet removed from them was necessary in order to continue in their work. A sense 

of connectedness with others gave purpose and meaning to the nurses' lives and allowed 

them to draw strength from their patients. 

The nurses spoke freely of the common behaviors and experiences of their dying 

patients. The journey of death began with visions of angels or loved ones who had passed 

on to lead the way. The final curtain fell only when the patient was ready, with sparing a 

loved one the pain of seeing them die a parting gesture. The transition from this life to the 

next called for prayer and grief, but the care of the dying was considered an honor and a 

privilege. The body was likened to a coat that could be shed once the cold of earthly life 

came to an end and the light of spirituality could shine freely. 

Daily encounters with suffering and dying compelled the nurses to face their own 

mortality. A belief in a higher power helped them find understanding and meaning in their 

lives. Any good done for patients came from that higher power in a call to the profession 

of nursing. Although seeking redemption on some level, praise of their higher power was 

offered through the gift of effectively connecting with and caring for the suffering and 

dying. 



CHAPTER FIVE 

DISCUSSION AND CONCLUSIONS 

This chapter will review the conceptual framework used in this study. It offers 

a discussion and conclusions of the study, the usefulness of the methodology, and 

implications for further research. Finally, clinical implications will be offered. 

Conceptual Framework Review 
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Paterson and Zderad's Humanistic Nursing Theory (1976) continued to be a useful 

conceptual framework for the understanding of spirituality throughout the data analysis 

process. The belief that each nurse is a "noetic locus" (Paterson & Zderad, 1976) was 

helpful in understanding spirituality from the nurses' perspective. The nurses in the study 

validated the concept that nursing is "the gift of oneself' (Paterson & Zderad, 1976) in the 

theme Human Connections. Paterson and Zderad (1976) asserted that a true relationship 

between a nurse and patient will enable the nurse to become more as well, a sentiment 

validated by the participants of this study in the themes Human Connections, Drawing 

Strength From Patients, and Sense of Oneness W~th Each Other. 

Further, intersubjective reality is the cornerstone of humanistic nursing. This 

reality is concerned with the relationships between people. Paterson and Zderad's ( 197 6) 

reliance on the philosophy of Martin Buber reveals three ways of knowing. I-It is the way 

knowledge is gathered, interpreted, and analyzed. I-Thou is the relationship that is the 

merging of beings. "We" is the sense of community all beings strive for. Buber believed 
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it is only through relationships with others that human beings can come to know 

themselves and become fully human, which was confirmed by the participants of this study 

in the theme clusters The Unity of Humanity and Mystical Connectedness. 

Paterson and Zderad's (1976) five phase nonsequential method of nursology was 

particularly suitable to the research. The first phase, the preparation of the knower for the 

knowing, was the initial period of forming the research problem statement in my mind, 

choosing the appropriate methodology, and bracketing out my values, beliefs, and 

experiences. The second phase is knowing the other intuitively. This phase involves 

making oneself available to the other, and it is here that we "come to know" (Paterson, 

1971, p. 14 3). This was the period of collecting the data in the interviews, being truly 

present to the participants and listening to their stories without projecting my own 

thoughts and feelings. This phase also involved a validation of my own experiences as an 

oncology nurse. The third phase, knowing the other scientifically, involves observing and 

attempting to reflect on what is seen. This is the period of repeatedly reading the 

transcripts of the interviews and extracting significant statements, forming restatements, 

and formulated meanings. The fourth phase, the complementary synthesis of known 

others, is the phase in which similarities and differences are noted, and viewpoints can be 

expanded. This was the period in which the significant statements, restatements, and 

formulated meanings were placed into themes, theme clusters, and theme categories. 



The fifth and final phase of nursology is a succession from the "we" to the 

"paradoxical one" (Paterson, 1971, p. 145). This is where the nurse must attempt to 

actually unify and blend the multiple views that may be a part of self (Paterson, 1971 ). 

The process of data analysis has allowed this researcher to synthesize the participants' 

contributions into her own way of nursing. The data revealed remarkable similarities 

between my own experiences as an oncology nurse and the participants' experiences. 

The reader must now judge the research and attempt to unify and blend the multiple 

views presented. 

Discussion and Conclusions 
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Spirituality from nurses' perspectives has not been studied to a useful extent, as 

illustrated in Chapter Two. The data generated from this study identifies not only nurses' 

feelings and beliefs in regards to spirituality but also their ideas about what it means to 

provide spiritual care. This is particularly beneficial in adding to studies examining 

religion and spirituality as resources for coping with cancer (Jenkins & Pargament, 1995; 

Mickly, Soeken, & Belcher, 1992; Potts, 1996). 

Despite the repeated call for further research in spirituality, the profession of 

nursing has failed to examine this concept from nurses' perspectives. The data generated 

from this study, especially the theme Acceptance of Differing Beliefs, is useful in 

promoting acceptance of diverse spiritual beliefs and values. This could be particularly 

advantageous in promoting an environment of safety for self-disclosure and identification 
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of novice nurses' spiritual beliefs, as suggested by Groer, O'Connor, and Droppleman 

(1996). The nurses in this study expressed a long-term commitment to their profession. 

Despite the stress and grief, spirituality allowed them to draw strength from their patients 

and continue in their work. This is helpful in beginning to address such issues as nursing 

burnout and professional attrition (Price, Stevens, & LaBarre, 1995; Taylor, Amenta, & 

Highfield, 1995). 

The term spiritual distress, although quite familiar to the nursing profession, must 

be banished from use. Fahlberg, Wolfer, and Fahlberg (1992) begin to address the 

inappropriateness of the term in their reliance on the term spiritual emergence in the 

discussion of opportunity for introspection, deepened relationships, and personal 

transcendence. Spiritual emergence, or even spiritual awareness, is a more accurate 

description of times in an individual's life when they may be more aware of the spiritual 

dimension. The data from this study described an actual embracing of spirituality when 

the end of life is imminent. Far from being distressful, spirituality can provide comfort 

and a sense of well-being to individuals. 

Robinson ( 1994) suggested that spiritual distress can manifest itself in high risk 

lifestyles, addictions, and violent behaviors. Achieving full health involves encountering 

and embracing the dichotomy of the mystery of life-giving and life-denying spiritual forces. 

Risky health behaviors might actually arise from a need to both probe and avoid probing 

the deeper understanding of health reflected in the polarity of good and evil. Spiritual 
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distress at the community level can result in poverty, racis~ sexis~ and classism. The 

nurses in this study confirm the difficulty in finding spirituality in a society that often feels 

empty and devoid of morality. The term spiritual distress must be reserved for a culture 

that embraces violence, neglect, and intolerance and refuses to promote peace and 

common humanity. 

Cohen and Sarter's (1992) research on oncology nurses' views of the meaning of 

their work found that they viewed their role as warriors against human suffering and 

death. This concept was not substantiated by the nurses in this study. The data revealed 

the nurses believed their roles to be one of facilitating acceptance, promoting comfort, and 

easing pain and anxiety. The warrior is replaced by the comforter. 

Artinian (1995) explored nurses risking involvement with cancer patients and 

found that nurses' willingness to participate in additional special relationships seemed to 

be related to the resolution of grief and guilt involved in previous relationships. This was 

not substantiated by the data in this study. The nurses in this study reported a deep sense 

of duty and a commitment to care for each patient they encountered. Although they 

strived to resolve their grief, their memories are strong of special patients they had cared 

for and even loved. The nurses described a sense of shame when they knew they did not 

help a patient, but neither guilt nor shame prevented them from engaging in close 

relationships with subsequent patients. 
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Benner's (1984) definition of intuition included direct comprehension of a situation 

based on a background of similar and dissimilar situations and the unification of 

knowledge and skill. Intuition is never blind but is based on prior experience. In 

contrast, Beulah denied that intuition is necessarily based on experience: "Somehow your 

mind is opened, and the thought enters that allows you to figure out what is happening 

and what to do in the situation or to take care of a problem before it becomes a problem. 

It's just a hunch something is going to happen. I can't say that's ever fully based on 

experience because it isn't.". In the theme Good Done Comes From A Higher Source, 

Beulah asserted her belief that anything she is able to do for her patients comes from her 

angel, her higher power. 

Rushton and Russell ( 1996) examined the use of the language of miracles by 

patients and professionals. The definition and interpretation of miracles is dependent upon 

spirituality, religion, worldview, and culture. According to these authors, claims of beliefs · 

in miracles by patients and family, particularly in the face of a seemingly hopeless situation, 

are often met with negative responses from caregivers. On the contrary, the data from this 

study described the use of the term miracle to promote hope. Miracles are not out of the 

realm of possibilities for these nurses or their patients. However, the nurses promoted the 

sense that perhaps the miracle is the gift of life after death, not the prolonging of this life. 

The theme The Gift Of Hope confirmed the importance of the extensive 

examination of the concept of hope in the nursing literature. The nurses viewed sustaining 



112 

hope as an important part of their role. They accomplished this through their Human 

Connections and the use of positive language. The nurses believed they must maintain 

hope in their patients lest death beckon before its time. This confirms that nurses rise to 

the occasion in providing hope and support to their patients that are facing cancer 

(Ballard, Green, McCae, & Logsdon, 1997). 

Usefulness of Methodology 

The method of phenomenology was quite useful in this study. Colaizzi's (1978) 

method of data analysis allowed the colorful language used by the participants to be 

preserved. The process of validating each step in the research method with the 

experienced thesis chairperson (Guba & Lincoln, 1989) was particularly beneficial in 

illuminating the phenomenological approach. This researcher used the process of peer 

debriefing (Guba & Lincoln, 1989) to discuss findings, conclusions, and newly discovered 

biases. This was particularly advantageous to this novice researcher in learning to deal 

with the gravity of such profound data. 

Nearly continuous change in the emerging structure of the study was experienced 

by the researcher as the data was examined and analyzed (Guba & Lincoln, 1989). The 

integrity of the findings is rooted in the data through the participants validation of the 

exhaustive description and essential structure. While the readers will be the judge of the 

resonancy of this study, the data raised the consciousness of the researcher and the 

disinterested peer (Guba & Lincoln, 1989). 
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Implications For Further Research 

The lack of redundancy in the data generated demands the expansion of this 

research. Additional interviews to achieve saturation would add to the credibility, 

transferability, and dependability of the study. Although the sample was chosen based on 

the nurses' ability to describe their experiences with spirituality, the study is limited due to 

the heavy reliance on a Judeo-Christian perspective. 

Because this study examined spirituality only from the perspective of oncology 

nurses, it would be beneficial to compare and contrast the data with studies examining 

spirituality in nurses of other specialties, such as critical care or women's health. 

Similarities and differences would be useful in the selection and education of nurses of the 

different specialties. 

Further study is needed to illuminate how we can help nurses become aware of 

their spiritual beliefs. The sense of calling to the profession must be duplicated in a larger 

sample of nurses. Although it is believed that spirituality is something to be recognized 

and discovered rather than made or built (Nagai-Jacobson & Burkhardt, 1989), further 

study is needed to understand how we might facilitate this process. 

Perhaps most importantly, research is needed to find ways to help nurses cope with 

the difficulties of providing spiritual care in an environment that does not value that care. 

The identification of specific barriers to providing spiritual care is important. The research 

must also focus on changing the current healthcare system to include the importance of 

spiritual and emotional care. 
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Clinical Implications 

The theme the Call To The Profession brings to mind the heritage of the nursing 

profession. From early Roman Christians through the Dark and Middle Ages, nursing 

emphasized comfort and spiritual care. Nurses in medieval times were often women of ill 

repute who took up care of the sick to redirect or redeem their lives. Nursing, in its 

original form, was concerned with not only the care of the mind and the body, but the 

spirit as well (Barnum, 1996). The frank discussion of such themes as Facing The 

Ultimate Questions Of Life, Searching For Understanding, and Purpose In Life sets a high 

standard for a return to our historical roots of people taking care of people. An awareness 

of personal mortality and the mortality of others made the nurses mindful of the spiritual 

dimension. This awareness must be valued as we seek to educate novice nurses in 

providing spiritual care. We must also think about how we can identify and nurture a call 

to the profession of nursing. 

The visual imagery that comes to mind as the nurses spoke about The Helper's Pit, 

The Closet, and The Coat is very powerful. These images can assist nurses not only in 

self-knowledge, but also in the prevention of burnout and the resolution of grie£ The 

nurses spoke with certainty about the mystical events surrounding death in the theme 

category Death Beckons. Veronica discussed how unconventional these beliefs are in a 

society that values youth and health, despite the hospice and merciful death movements. 

The nurses discuss what a loving gesture it can be to choose to die alone in the theme 



115 

Sparing Loved Ones Pain. This is important to bring out to promote acceptance and 

discourage judging families who are not present when their loved one dies. This demands 

that we as a profession begin to discuss these beliefs and experiences in a safe and 

accepting environment to assist not only novice nurses in dealing with the reality of patient 

death, but also expert nurses in the prevention of burnout. 

The nurses' focus on themes of death and dying was surprising to this researcher. 

Although it is my belief that there is so much more to oncology nursing than caring for 

dying patients, they spoke so eloquently about the meaning of participating in end of life 

care. I was even more surprised when I reread my personal perspective, written months 

before. Oncology nursing is much more than the care of the dying, but the meaning of 

their work seems to be derived from the Mystical Connectedness nurtured by day to day 

contact with those individuals faced with the end of their lives. My belief, outlined in my 

personal perspective, that the good I do comes from my Higher Power was substantiated 

by the nurses in this study. This belief has been strengthened tenfold with the writing of 

this research as the words seem to come freely. 

These nurses are very aware that they are different from average people who may 

not think about death and dying, human suffering, or how life is truly a gift. Although 

they discuss Societal Norms, high ethical standards and what is right takes precedence 

over what is legal or acceptable. The participants spoke very strongly about their 

frustration and pain in not being able to spiritually connect with their patients due to time 
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constraints. They also spoke about working in an environment that does not value 

spirituality in the theme cluster The System Does Not Take Care Of Us. Ethical concerns 

arise as we listen to the personal struggle of these nurses in their attempt to resolve the 

dichotomy of trying to provide the care they are called to give and existing in a society 

that does not embrace what is right and moral. The healthcare system must take heed of 

the pain and grief in the nurses' voices at their forced abandonment of the true needs of 

their patients. Morality must begin to take precedence over financial gain. 
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You are being asked to voluntarily participate in a study exploring spirituality in oncology 

nurses. By responding to questions in an interview, you will be giving your consent to 

participate in this study. 

The interview will take place in a location convenient for you and will last approximately 

thirty to ninety minutes. The interview will be tape recorded. Your identity will not be 

revealed. Any identifying information will be changed. Confidentiality will be maintained 

in all reports of this project. The transcripts will be locked in a cabinet in a secure place. 

You may choose not to answer some or all of the questions. Any questions you have will 

be answered and you may withdraw from the study at any time with no consequences 

whatsoever. There are no known risks involved in your participation. 

The overall aim of this study is to help nurses understand spirituality and thus, enhance 

their ability to provide spiritual care to their patients. 

Thank you. 
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TABLE 5.1. Theme Categories, Theme Cluster, Themes 

Theme Theme Clusters Themes Significant Statements, 
Categories Restatements, 

Formulated Meanings 

The Missed We Are Only Avoidance 46,61,280,281,407, 
Connection Human 414,415,419,420,431 

Doubt 20,21,45,47,48,49, 
177,181,219,352,372, 
378 

Fear 191,203,213,320,337, 
339,343,347,366,373, 
417,428,430 

Panic 345,346,352,374,375, 
409,427 

Shame 250, 251, 410, 411, 412, 
413, 421, 433 

We Do Not Take Nurses Do Not 77, 78, 115, 116, 117, 
Care Of Each Other Support Each 118, 119, 127, 128, 136, 

Other 274,275 

The Assistance 79,80,81, 82,83,84,85 
Of Chaplains 

Negative 117, 119, 120, 121, 122, 
Experiences 123, 124, 125, 126, 129, 

130, 131, 132, 133, 134, 
137, 141, 142, 143 

Nurses Without 268,270,312,313,314, 
Spirituality 415 

Weaknesses 113, 209, 211,281,404, 
Surface 406,408,409,414,415, 

416,420 



123 

Theme Theme Clusters Themes Significant Statements, 
Categories Restatements, 

Formulated Meanings 

Lack Of 113,206,207,209,210, 
Connection 211,213,242,245,246, 

270,273,274,275,278, 
280,281,283,296,297, 
303,315,404,417,418 

Too Much 23,25, 146,147,238, 
Stress 239,240,242,243,244, 

247 

Time 37, 118, 123, 133, 135, 
Constraints 146,147,198,208,238, 

243,244,250,296,297, 
303 

Facing Illness 61, 105, 106, 107, 227, 
Without 228 
Spirituality 

The Unity Of The Nurse-Patient The Gift Of 282,346,347,350,351 
Humanity Connection Hope 

Intuition 335,337,338,339,340, 
342,344,360,362,363, 
364,365,429 

Relationships 195, 196, 197, 215, 216, 
Transcend This 217,289,290,291,292, 
Life 317 

Sole Supporter 221,247,248,249 

Human 3, 68, 91,111,112,119, 
Connections 138, 144, 184, 212, 214, 

236,237,269,275,276, 
279,284,285,297,305, 
306,315,316,332 

The Helper's Pit 3,4,8,29 
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Theme Theme Clusters Themes Significant Statements, 

Categories Restatements, 
Formulated Meanings 

Closed Yet 14,29,44, 175,300,325 
Removed 

Development 36, 86, 212, 284, 286, 
Of Special 287,288,289,316,334, 
Relationships 342 

Technical 63,64,65,66,365 
Competence 
Before Self-
Disclosure 

Provide 18, 67, 192, 258, 282, 
Comfort 284,294,295,383 

Drawing 179,180,182,183,184, 
Strength From 218,282,302 
Patients 

Social Norms Societal Values 10, 35, 321 

Acceptance Of 53,56,57,60 
Differing 
Beliefs 

Do No Harm 348,384,411,421,422, 
423,424,426,433 

Mystical The Gift Of Life 154, 155 
Connectedness 

Life Imbued 138, 140, 152, 153, 356, 
With Meaning 369 

Sense Of 86,91,226,304,305, 
Oneness With 306,307,329,330,358 
Each Other 

Little Things 293,294,295,332,333, 
Mean A Lot 334 
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Theme Theme Clusters Themes Significant Statements, 
Categories Restatements, 

Formulated Meanings 

Essence Of 262,263,264,265,266, 
One's Being 267,355 

Mystery Of Life 165,222,359,370,371 

Bridging The Trying To Say Coming To 41,42, 73, 74, 75, 76, 
Chasm Goodbye Terms With 174,178 

Death 

Resolution Of 38,40,44 
Grief 

The Closet 31, 32, 33, 34, 43 

Death Beckons Be Not Afraid 88, 104, 129, 130, 131, 
156,235,318,319,320, 
328 

The Journey 100, 101, 161, 166, 167, 
Begins 169,170,171,172,173 

Sparing Loved 87, 193, 194 
Ones Pain 

Signs Of 99,163,166 
Impending 
Death 

Belief In Life 98,159,164,165,176, 
After Death 195, 196, 197, 204, 215, 

216,217,223,229,255, 
259,261,265,266,267, 
317,319,320 

Prayer For The 69, 70, 71, 72, 73, 74, 
Dying 75, 76 

Dying Alone 87,89,90 
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Theme Theme Clusters Themes Significant Statements, 

Categories Restatements, 
Formulated Meanings 

Privilege To 2,92,252,253,254, 
Care For The 255,256,257,258,259, 
Dying 291,325,330,342,343 

The Coat 93,94,264,265,266, 
267,324 

Death 97,102,103,104 
Experience: 
Seeing Angels 

Death 95,96, 102,103,104, 
Experience: 162, 167, 168, 169, 170, 
Seeing Other 171,319 
People 

Knowing Where The Search For Facing The 1, 4, 6, 9, 11, 12, 13, 15, 

The Power Is Meaning Ultimate 16, 17, 26, 30, 58, 199, 
Questions 200,232,321,327 

Facing Own 27,59, 192 
Morality 

Searching For 12, 13, 58, 114, 150, 
Understanding 151, 198,201,202,205, 

218,224,232,234,271, 
327,393,395 

River Of Life 42, 54, 55, 150, 151, 156 

Purpose In Life 327,393,395,401,402 

The Journey Of Personal 157,158,159,204 
Growth Experience 

With Loss 
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Theme Theme Clusters Themes Signifcant Statements, 

Categories Restatements, 
Formulated Meanings 

Long Process 5, 28, 47, 59, 114, 131, 
Of Growth 132, 150, 151, 322, 386, 

387,389,390,391,392, 
393,394,396,397,402, 
405 

Difficult Times 24,109,110,224,271 
Deepen 
Strength 

My Higher Power Belief In A 107,129,220,221,223, 
Higher Power 225,257,308,309,310, 

311, 323, 336, 349, 351, 
357,367,368,400 

Calling Upon 7,39,225,339,341, 
Higher Power 354,357,375,376,377, 
For Assistance 406,430 

Good Done 18, 19, 62, 187, 323, 
Comes From A 349,351,354,361,367, 
Higher Source 368,382,383,385,425 

Call To The 139, 145, 186, 191, 254, 
Profession 301,302,326,327,330, 

331,394,403 

Use Of Talents 144, 160, 188, 189, 190, 
and Gifts 260,299,300,326,331, 

366,388,398,399,400, 
403 

Redemption In 144,185,190,309,310, 

Role 311, 322 

Belief In 97,102,103,104,336, 
Angels 341,349,353,354,359, 

376,377,379,380,381, 
382,383,385,406,430 
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Theme Theme Clusters Themes Significant Statements, 

Categories Restatements, 
Formulated Meanings 

Refilling The Cup Taking Care Of 148,149,241,384,432 

Yourself 

Participation In 4, 8, 21, 22, 50, 51, 52, 

Formal Religion 108,110,230,231,241, 

379 

Filling The 22, 50, 51, 109, 110, 

Void 111, 112, 143, 143, 148, 
149,180,182,239,240, 
241 

Note: Significant statements, restatements, and formulated meanings numbers one 

through one hundred forty-nine are from Veronica's interview; numbers one hundred fifty 

through three hundred twenty are from Sophia's interview; numbers three hundred 

twenty-one through three hundred forty-three are from Beulah's interview. 
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