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Cancer survivorship is a process. More than 8.4 million
Americans are living with a cancer diagnosis, and
65% of those diagnosed with any form or stage of can-

cer have survived for more than five years (American Can-
cer Society, 2004). Because nurses are aging as a cohort, with
an average age of 45.4 years (Buerhaus, Staiger, &
Auerbach, 2000), these professionals are in a higher risk
group for the diagnosis of cancer. The National Coalition for
Cancer Survivorship (2002) defines survivors as people liv-

Nurse Experiences as Cancer Survivors:
Part I—Personal
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Purpose/Objectives: To uncover dimensions of nurses’ personal ex-
periences of cancer survivorship.

Design: Interpretive, phenomenologic.
Setting: Metropolitan area in the northeastern United States.
Sample: 25 RNs diagnosed with cancer. Average age was 50 years,

and 20 participants were less than five years from initial diagnosis.
Methods: Interviews. Analysis using methodology of Newman (1994,

1999) and Van Manen (1990).
Main Research Variables: Nurses’ personal experiences of cancer

survivorship.
Findings: Themes of the nurses’ personal experiences of survivorship

included the shock of becoming a patient and multifaceted dimensions
of the treatment experience, including time, coordinating their own care,
the struggle to maintain normalcy, uncertainty, nonclinical self-care strat-
egies, and encounters with caring and uncaring providers. Participants
identified the need for supportive relationships both in personal and pro-
fessional arenas throughout the survivorship process. The cancer expe-
rience became an opportunity for change in priorities.

Conclusions: Although nurse cancer survivors experience similar per-
sonal vulnerabilities to those of non-nurses, their vulnerabilities often are
affected by their knowledge of the healthcare process and content of care
with which they are most familiar. They also are affected by what they
know is at stake. This particular insider vulnerability is not cited often in
research literature and, therefore, is not recognized as a particular type
of need that should be addressed in cancer survivorship.

Implications for Nursing: Nurse patients need providers to be sensi-
tive to their information and support needs, which may vary because of
their professional experiences and personal resources. Findings suggest
that nurse patients may need supportive approaches that target their
unique vulnerabilities.

ing through and beyond a cancer diagnosis. When nurses are
diagnosed with cancer, the process of their survivorship is
one of living in two worlds, that of patient and provider. In
the age of evidence-based practice, what constitutes evidence
for excellent healthcare practice should include the voice of
the patient. Research that uncovers missing evidence of the
voice of nurses with cancer creates an opportunity to give a
voice to nurses who live with this experience. The healthcare
community also is responsible for investigating and respond-
ing to the needs of special populations of cancer survivors
such as healthcare professionals. According to Kayser,
Sormanti, and Strainchamps (1999), women in particular
experience more positive psychosocial adaptation to cancer
when they share their experiences through mutual relation-
ships. Because nurse survivors hold positions as “insiders” as

Key Points . . .

➤ Personal experiences of nurses can affect their cancer survivor-
ship.

➤ Healthcare providers should not assume that nurse cancer survi-
vors have fewer needs than other patients.

➤ Nurse cancer survivors have unique needs that require explora-
tion.
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healthcare professionals, the potential exists for a deeper un-
derstanding of the process of care delivery and patient needs
by engaging nurses in this inquiry. The aim of this study was
to uncover the dimensions of nurses’ experiences related to
their professional roles and their experiences of receiving
care as cancer survivors.

Literature Review
According to Farmer and Smith (2002), attributes and

themes of cancer survivorship have been addressed in the re-
search literature as (a) a phenomenon filled with complexities
such as physical and psychosocial development (Auchincloss,
1995; Breaden, 1997; Carter, 1989; Ferrell & Dow, 1996;
Leigh, Williams, & Stovall, 1998; Pelusi, 1997), (b) an indi-
vidual journey (Breaden; Carter, 1993; Dow, 1990; Ferrell &
Dow; Krause, 1991; Pelusi; Utley, 1999), (c) a process trajec-
tory that evolves over time (Breaden; Carter, 1993; Dow, 1990,
1991; Dow, Ferrell, Haberman, & Eaton, 1999; Gambosi &
Ulreich, 1990; Leigh, 1994, 1999; Leigh, Boyle, Loescher, &
Hoffman, 1993; Leigh et al., 1998), (d) a unique and deeply
personal experience (Auchincloss; Dirksen, 1995; Ferszt &
Waldman, 1997; Harrell, 1972; Loescher, Clark, Atwood,
Leigh, & Lamb, 1990), (e) a relational experience (Lee, 1997;
Ott, 1997), and (f) a specific dynamic concept that defines and
describes a state of being that changes over time (Utley).

Descriptive and research literature in general nursing, oncol-
ogy nursing, and general oncology publications give evidence
over a decade to descriptions and new knowledge regarding the
survivorship experience. In many cases, survivorship studies
address group or individual experiences from a variety of de-
mographic comparisons, including age, diagnosis, prognosis,
and trajectory of oncology care. However, much of the litera-
ture limits the meaningfulness, cultural relevance, and impli-
cations of the findings by not considering the effects of a par-
ticular occupational orientation on survivorship (i.e., healthcare
providers, specifically nurses). Few reports have been made of
nurses’ experiences of cancer survivorship. Autobiographical
essays have identified the professional nursing role as some-
what problematic, with examples of frustration with the health-
care team’s failure to listen or provide support and information
(“Is cancer different when you’re a nurse?,” 1982; Simon,
1978). Hamilton (1999) identified self-evaluation as part of her
own cancer survivorship, noting a renewed emphasis on what
was essential and important in her life. Other first-person nurse
essays and reports identify similar themes (“Is cancer different
when you’re a nurse?”; Nally, 1999; Scannell, 1985). These
nurse cancer survivors identified the self- and professional role-
enhancing perspectives they gained from being patients.

No research studies on nurses’ experiences of cancer sur-
vivorship were found in the literature. Also, no research re-
ports were found on other healthcare professional groups’
experiences of cancer survivorship. This study was designed
to answer two questions related to RN participants: What is
being a cancer survivor like, and what has this experience
been like for you personally and professionally?

Methods
Design

The study is based on phenomenologic concepts from car-
ing theory of Watson (1990) and the theory of health as ex-

panding consciousness of Newman (1994). The authors be-
lieve that caring is an essential component not only of health-
care practice but also in the conduct of cooperative inquiry.
Rather than a dispassionate stance for the researchers, this is
a form of engagement and full presence to listen to the stories
of participants. Newman challenged the somewhat artificial
distinction between research and practice when engaging in
narrative inquiry, because the telling of a story can provide
participants with insight and an enhanced sense of connection
in this partnership of exploratory research.

A phenomenologic design was selected to meet the aim of
the study. Researchers employed a method of cooperative
inquiry developed by Newman (1999). It is a form of partici-
pative research, in which the outcomes of research can take
the form of self-awareness and insight for participants and
knowledge for the professional community.

This article reports the nature of the personal experience of
cancer survivorship for nurses. Findings in regard to partici-
pants’ professional experiences are reported in part II (see
page 537). Participants shared their stories of living through
diagnosis, treatment, and survivorship. Researchers met with
participants for two in-depth interviews.

Sample
RNs who had been diagnosed with and treated for cancer

were recruited in the northeastern United States through print
and e-mail postings in major teaching hospitals and postings
in selected professional publications. Because qualitative re-
search sampling is a function of both the number of interviews
and the number of people involved, Morse (2000) suggested
a small sample size as represented in this study. Previous stud-
ies using this method (Endo et al., 2000; Jonsdottir, 1998;
Lamendola & Newman, 1994; Newman & Moch, 1991) con-
firmed the adequacy of the sample size for this study design.
Of the 25 RNs participating in the study, 23 were women. The
age range of the total sample was 33–66 years, with most of
the sample (n = 17) older than 46. The time from diagnosis
ranged from six months to 16 years, but most (n = 20) were
within five years of diagnosis. Cancer sites and types varied:
breast (n = 16), chronic myelogenous leukemia (n = 1), colon
(n = 1), esophageal (n = 1), Hodgkin’s lymphoma (n = 1), lung
(n = 1), melanoma (n = 1), mucoepidermoid parotid (n = 1),
ovarian (n = 1), and spindle cell soft tissue sarcoma (n = 1).
The nurses worked in a variety of healthcare settings, includ-
ing advanced practice, emergency care, intensive care, medi-
cal/surgical units, management, mental health units, commu-
nity health, school health, education, pediatrics, and oncology.

Data Collection and Analysis
Each participant was interviewed twice, in the research-

ers’ offices or at the homes of participants, depending on
participant preference. Each participant saw the same re-
searcher for both interviews. All interviews were recorded
on audiotape and transcribed. In the first interview, partici-
pants were invited to answer the research questions. Partici-
pants were invited to share writings or other modes of ex-
pression with the researchers as well. During the second
interview, the researchers shared their understanding both
in text using the participants’ own words and in a piece of
reflective artwork that the researchers generated. (A report
on the reflective artwork [Picard, Agretelis, & DeMarco,
2004] will be the subject of a future publication.) In the
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second interview, participants had the opportunity to edit,
clarify, or expand on their stories. Subsequent analysis ex-
amined the common themes across participants’ stories,
using Van Manen’s (1990) approach of a detailed line-by-
line examination of text, identifying sentences that captured
dimensions of the experience. Elements of meaning were
identified and considered in relation to the whole, with
themes generated across participants’ stories.

Rigor and Trustworthiness
Rigor was addressed through adequacy of data collected

from multiple data sources (i.e., two interviews, creative
materials shared by participants, and researcher field notes
and journals); dialogue with participants for validation used
to confirm that the interpretation of meaning was in keep-
ing with the participants’ reality; and regular meetings of
the research team using a reflexive process of dialogue as
they examined all data sources. Representativeness of the
data in describing process across participants was addressed
by creating a data grid to analyze themes across partici-
pants.

Findings
This article reports on the results of analysis across partici-

pants on the personal experiences of cancer survivorship.
Professional experiences are reported in part II. Themes of
survivorship included the shock of becoming a patient and
the multifaceted dimensions of the treatment experience,
including time, coordinating their own care, the struggle to
maintain normalcy, uncertainty, nonclinical self-care strate-
gies, and encounters with caring and uncaring providers.
Participants identified the need for supportive relationships
both in personal and professional arenas during and after the
treatment experience. The assets and liabilities of being both
nurse and patient were identified. Survivorship was identified
as an opportunity to reorder priorities and achieve a sense of
balance.

Shock of Becoming a Patient
Being nurses delineated participants’ role in the healthcare

environment. Crossing into the world of the patient, most
participants were unprepared for the feelings of vulnerabil-
ity associated with a cancer diagnosis. Throughout the pro-
cess of diagnosis, treatment, and survivorship, the role and
position as patients enhanced the nurses’ awareness of just
how vulnerable they can be. One nurse described how work-
ing in acute care colored her emotional response to the diag-
nosis.

Sometimes I think it’s more frightening as a healthcare
worker. . . . The reason I say that is because we see the
worst in the hospital end of things. So we see all the bad
outcomes. And health care . . . those colleagues that I’m
around, there’s sort of this bad aura around cancer. And
so . . . sometimes I think it adds to the fear as well as my
own knowledge.

Although appreciating the patient’s experience is a part of
nursing education and also a factor in patient quality review
and management approaches in health care, stepping into the
patient’s world made the theoretical come to life for partici-
pants.

And I guess I was like, oh, my God, all those things that
I read in those books, when I was a nursing student a
million years ago, that you kind of read it, you’re like,
okay, that makes sense, but the . . . loss of self, as you
know yourself, when you become a patient, you read
that in terms of your helping your patients get through
that. Or, for me, most of my professional career has been
helping parents get through their child’s illness, and I
didn’t. . . . The emotional impact of that became so
clear. . . . I had this feeling of, I guess, loss of control.

Being Nurse and Patient: Asset or Liability?
Being a nurse had its advantages and disadvantages. One

advantage for many of the participants (n = 14) was being able
to access resources and expertise within the healthcare system
that they knew well to expedite their care. Some nurses were
able to assemble their treatment teams themselves or with the
help of friends who worked in their care facilities.

A friend of mine is the transplant coordinator down
there. She picked all my team. So I did have, she picked
everyone she would want to go to, and the nurses down
there are really wonderful.

Other participants found that providers made assumptions
about their level of knowledge about their treatments by vir-
tue of being nurses. For almost all, oncology was not their
field.

I wasn’t prepared at all for—for anything. I think the as-
sumption was, I was a nurse, I must know what was
going to happen. And I found that very difficult. When
I was getting ready to be discharged in the morning,
when I asked about having a visiting nurse when I went
home, and he said, “Well, you’re a nurse, you should be
able to take it. You should be able to take care of it your-
self.” But you go home with a drain. You go home with
a Jackson-Pratt, you know. My first—my biggest fear
was that the first time I changed the dressing it was go-
ing to fall out.

Although nurses often wanted to access insider informa-
tion, they wanted to choose what additional information they
received. One nurse described the unhelpful experience of
being presented with scans of his inoperable tumor.

So I don’t want to see what you can’t take out of me. If
you can take it out, I’m right there. . . . I didn’t know
why she was bringing me back there and suddenly she
was showing me, and I was like, “I’m going to be sick.”

Time
Nurses described the importance of time and how it was

managed among suspicion of cancer, the diagnostic process,
and treatment. They felt an urgent need for the expedient
resolution of the diagnostic process.

I actually had started not at my own institution, another
institution, and I found that it wasn’t as quick and as
timely as I wanted, and that’s why I came here, and I
was admitted for my first cycle of therapy and every-
thing. . . . Things happened much quicker for myself,
and for me that was good. And I think for most patients,
time is of the essence. Because anxiety can really play
a big trick on you.
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Another nurse waited to hear a second opinion about her
questionable pathology report over the holidays.

People kept on telling me to be patient, and so finally on
January 2nd, when I hadn’t heard, I picked up the phone
and called the surgeon who had done the biopsy. And I
said, “You know, it’s been almost two months, and I
need to find out about what’s going on.” And he said,
“Well, I’ll call you back.” And the next day, he called.
Now, I know that that report was probably sitting on his
desk, you know. It just got probably lost in his holiday
stuff, too; but it’s amazing to me—that was the first in-
kling of the medical system—of working with the medi-
cal system.

Coordinating Their Own Care
Most nurses spoke about the need to be coordinators of

their own care, conveying information from one provider to
the other. They frequently commented on how much more
difficult this must be for lay people. Although some liked
being in control of their care, most wished providers had
been keeping track and speaking to each other.

I also had access to the hospital computers, so I could
look up my own lab work, which like, okay, that’s why
I feel so bad, you know. You know, you do have a little
inside information, you can say, okay, that’s past, now
I need my chest x-ray this month, I need this this month,
and I need this this month, you know, and she’d say, oh,
okay. It was almost, I was kinda directing a lot of it in
some respects . . . which I guess kind of gave me a feel-
ing of control ’cause you do lose a lot of control when
you go in the hospital, so I think, you know, that helped.

The appreciation of their insider role was not lost on par-
ticipants, who reflected on such a task for members of the
public.

I felt I had to coordinate my care, when my bloods
needed to be drawn, when I had to have my x-rays, when
I had CT [computed tomography] scans needing to be
done, it was like, okay, I guess I have to take charge of
this ’cause nobody’s keeping track.

Taking control was a coping strategy for many participants
at the time of treatment, but, in retrospect, it was not always
thought to be the best strategy.

I was so nauseous, but for whatever reason I didn’t dare
go and tell anybody because I felt as though I needed to
take care of the situation myself. You know, here I am
a nurse, and an oncology nurse at that, and I needed to
take care of the situation myself and I, you know, I just
remember having all those feelings about that and say-
ing, you know, how much I kind of wished I took some
of that time just to be the patient and maybe took a little
time off from work or, you know, something to transi-
tion me from the time of being a patient to the time of
just . . . I don’t think I ever took that time to be the pa-
tient.

The Work to Maintain Normalcy
Nurse participants worked to balance treatment, family,

and professional commitments. Nurses’ efforts to maintain
their work schedules as a means of maintaining normalcy are

described in part II. Although coworker and family support
contributed to their choice to continue work and active in-
volvement in family life, generally they made a personal
decision to regulate their energy and maintain their multiple
roles as they did before their cancer diagnosis. A particular
challenge was the ambiguity in their relationships with fam-
ily members. Instead of being the caregivers, they now
needed to receive care. This was not an easy role to assume,
and many who were parents expressed great concern for their
children, as well as for spouses and their own parents. Tell-
ing family members of their diagnosis was very difficult, and
treatment presented further hardships. One nurse, a mother of
a six-year-old, said,

He looked up at me and said, “Mommy, who’s gonna
take care of me when you die?,” and all of a sudden I
realized he knows a lot more than he’s let on, and that
threw me the most rather than anything else. [Describ-
ing a post-treatment day] He was there with me when I
was throwing up and everything, and he goes down on
the ground and covers his ears and says to me,
“Mommy, please don’t do this anymore,” and it was the
most difficult [crying].

Participants made great efforts to keep things as normal as
possible for their families. Fatigue, nausea, pain, and discom-
fort during treatment often prevented this from happening.

I would try to say, “Why don’t we go out for dinner
somewhere,” and I’d be feeling sick all the way, and
we’d turn around in the car and go back home. Because
I just wanted to be normal.

Experiences of Caring and Uncaring Behaviors
of Providers and Colleagues

Participants had mixed experiences of caring and uncaring
encounters with providers and colleagues. Caring was expe-
rienced as both compassion and competence. Compassion
was experienced as being known as a person to the provider.
Simple gestures such as e-mail contact, inquiring as to their
feelings, or visiting them when hospitalized were highly
valued. When the element of compassion was present, it
could make all the difference in getting someone through
treatment. One nurse had to have a therapeutic abortion of
her first pregnancy upon diagnosis.

(My oncologist is) just so wonderful. And then the on-
cology fellow, he and I are similar age, and his wife just
had two babies, or within two years had two babies. So
we’re in the same life phase, and I think he could really
relate to me. And he would always go through the medi-
cal, “What are you having for symptoms, how are you
managing it,” and, you know, “Are you doing okay, are
you getting through this?” And he’d always say to me,
like, scan to scan, you know, he knows I would like to,
at some point, even if I could, bear one child, and he
doesn’t let me lose that hope. He talks about that every
visit. It’s not out of the question, maybe we’ll get there.

In most instances, coworkers provided elements of sup-
port, with varying modes of expression. Some coworkers
provided postoperative care or home care, took nurses to ap-
pointments, or simply kept in touch through cards, letters, or
e-mail.
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My work group was probably the biggest surprise be-
cause I knew that they would be supportive, but I had no
idea to what extent. But they sent me all kinds of pre-
sents, and they would call all the time, and when I was
in the hospital, they’d come and see me, and I would
walk on the unit, and they would all run up to me, and
I just felt so loved and so protected.

Participants identified professionals as uncaring when they
lacked compassion and did not treat them as individuals. Such
encounters created distress. Some nurses changed providers to
ensure that their care was given competently and compassion-
ately. They valued the establishment of a relationship as the
context for the provision of care. During short hospital stays
for surgery or other treatments, this element of relationship
often was missing, but the need for compassion still existed.
Lack of sensitivity to a patient’s experience during painful
procedures created suffering and a sense of isolation.

I had a resident come in and take my, I had two Jackson-
Pratt [JP] drains, he came in and did not introduce him-
self to me. He said, “I’m going to take out your JP,” and
he took them out, and I have never felt such pain. But I
was by myself, and I think that was the only time I was
alone because I didn’t have a family member stay over-
night with me, and I was alone and I just started to cry and
I hadn’t until that point. And I just felt like he was so cold
and if he had just taken two more minutes to kind of say,
“Is this an okay time” or “I have to do this, it’s going to
be uncomfortable,” anything. But he just kind of came in
and went to work, which was really a bad way to do it.

The participants valued being fully informed about all as-
pects of their care. Although information may have been
correct and accurate, it may not have been caring or helpful
to share with the people undergoing treatment.

One person said to me, a nursing person, years of expe-
rience, she said, “How are you doing?” I said, “You
know, I have a really good attitude,” I said, “You know,
in my family, and I know that, uh, you know, my mother
survived, and my uncle, and . . . you know, I feel like my
surgeon just really feels like he went way beyond where
we had to and that it’s just, you know, we really got it.”
She said to me, “Well, do you know the survival rate? I
said, “Well, what are you trying to say? I shouldn’t be
optimistic?” And she said, “Well, you know,” she said,
“Yeah, you just, uh, it’s good that you’re feeling so good
about it, but,” she said, “you have to be realistic, too.”
And I’m thinking to myself, “Is that the right thing to
say to somebody?”

Continuing Need for Support
The majority of nurses described the need for continued

support throughout treatment and beyond. With few excep-
tions, they identified a number of supportive people in their
personal lives who sustained them. However, a lack of sup-
port from others sometimes triggered feelings of isolation.

See, I’m cognizant of all of this, but still I have to turn
around and feel it. And I realize a lot of people don’t
want to go here with me at all. . . . Sometimes I feel like
I should call a friend. They really deflected a lot of
things that I was feeling, maybe because they were

afraid. . . . Sometimes I just need to explore what hap-
pened. . . . I don’t want an answer; I don’t want them to
fix this for me.

Although some nurses found joining support groups unnec-
essary because of their high level of personal and professional
support, a small number did participate in support groups.
Many nurses felt uncomfortable thinking about joining a for-
mal support group despite their need for such support. They
struggled with taking on the personal role of a cancer survivor
with that of their professional role as nurses. They were un-
comfortable sharing feelings of frustration with the healthcare
system during their care because it was part of a system to
which they belonged. They also found themselves taking care
of others in the group. This caused them to further identify as
nurses and became a barrier to getting their own support needs
met. Some participants raised concerns about support groups
not matching their survivorship perspectives. Some thought
that their cancer diagnosis and treatment were different from
other group members and that identifying with others in the
group was difficult (e.g., having lung cancer when most mem-
bers in a group were surviving breast cancer treatment).

Uncertainty
Uncertainty took the shape of fear of cancer recurrence and

the worry of interpreting bodily symptoms as something more
serious than they would have otherwise. Pain in particular cre-
ated a sense of unease and worry. Uncertainty drained partici-
pants’ energy and created anxiety. One nurse discussed the
energy required for each medical follow-up appointment.

Someone likened cancer to a pink elephant, and the pink
elephant initially is right there in front of your face, you
know . . . and then as you get better, the pink elephant
maybe goes to another room. And then as you get much
better, the pink elephant goes down the street, but it’s al-
ways there and you always know it’s there. And, I think
that, as you approach appointments, the pink elephant
[from] down the street, you know, comes in the living
room again.

Others expended large amounts of energy to keep hopeful
and felt the added burden to do the same for friends and fam-
ily so that loved ones would not worry. Whether recurrences
happened or participants felt as if they were looming in the
future, the awareness of needing to integrate the unknown
into life was a part of the survivorship process.

I’ve always wanted that feeling that I don’t have to
worry about it any more or to think about cancer, and it
just hit me all of a sudden that I’m always going to have
to think about it.

Nonclinical Resources: Attending to the Whole Self
Most nurses used nonclinical strategies and resources.

Many discussed the importance of personal commitment to
prayer and participation in services in their respective faith
traditions. They appreciated prayers received from others.
Other complementary or integrative therapy strategies in-
cluded yoga, therapeutic touch, meditation, writing and read-
ing poetry, journaling, and acupuncture. The benefit of
nonclinical interventions was surprising to some of the
nurses, although they had suggested these ways of coping to
many patients in the past.
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If anybody had ever told me that two hours of medita-
tion and art and writing was going to be something that
I was going to find helpful, I would have told them,
“You’re crazy.” And it sort of calms you just by helping
you put things into perspective.

Survivorship as an Opportunity
Many of the participants saw cancer survivorship as a

“wake-up call,” an opportunity for change and reflection.
Reflecting on what is most important in life, making choices
to use time wisely, and balancing personal and professional
commitments had significant benefits for their personal
wellness.

I think everybody experienced something new, and it’s
. . . I mean, it’s a strange thing to say, but I’m a little bit
thankful this happened. A little bit. Not enormously. But
a little bit thankful that this happened because it did
make the transition that was necessary.

The ability to experience illness as an opportunity was
influenced by the level of support in the person’s life. With-
out support, the process could be overwhelming and alienat-
ing. One participant whose husband also had cancer and died
shortly after her treatment felt particularly alone struggling
with her survivorship process. She tried to put the experience
behind her and does not talk of the complexities of her own
illness or the death of her husband to others: “I mean, I’m
basically at the point where I don’t even like to tell people
because it’s kinda too much.”

Participants spoke about their sense of renewed spirituality
and faith as a result of the experience. The nurses expressed
their faith in a variety of ways, through prayer, worship, and
relational connections to families and faith communities.
Nurses talked about having strong spiritual backgrounds and
thanking God each day for things that were taken for granted.

This brought me to another level, and I do something on
a daily basis that I didn’t do before. . . . I have a guide
book that I read every day and use like a thought, and I
make a special effort, you know, effort to connect on a
spiritual level, and this is comforting, very comforting.

Discussion
The personal vulnerability inherent in coping with the

shock of a life-threatening illness requires much energy and
support. Perhaps this vulnerability is different and more in-
tense for nurses than non-nurses. This intensity is related to
high levels of knowledge and experience in the process and
content of care that nurses easily can recognize, as well as a
unique understanding of what is at stake. Nurses know what
is missing from care and may know where to resolve what is
missing through a specific healthcare facility or the system
in general. Some nurses can seek out a caring, interactive, or
sensitive caregiver by reputation or direct experience. This
is something that would be difficult for a non-nurse to do. A
non-nurse would know only what they experience as a con-
sumer at face value without a context, ideals, or a “memory”
of direct caregiving.

Constant mental comparisons get “played out” for nurses
in the trajectory of their own care based on needs to be in
control that are reinforced in the workplace. The need for
control over care expectations with which they are familiar

is perhaps more frightening for them than for other cancer
survivors. Ferrell’s (1996) findings of the need for control as
an element contributing to a survivor’s quality of life was
reflected in these findings. For example, although nursing is
a science situated in the context of other sciences, the view
of a tumor on a scan as a miracle of science betrays the spirit
of the professional who uses science regularly to control
problems and issues in practice. Experiencing uncaring en-
vironments and perhaps healthcare providers is equally be-
traying.

Aspects of care that are critical in nursing practice, such as
timing and coordination, create unique dilemmas for nurse
cancer survivors. Because of insider knowledge, nurses are
more aware of the normal time necessary for biopsy results
to be available. They know that not hearing any news may
mean the news is not good, lost, or part of a long list of things
waiting to be completed in a healthcare provider’s office.
Nurses also know what is needed in their care. An intense
vigilance can exist to match care approaches they know with
what is offered or received. This vigilance can be a burden,
and the experience may be disappointing. What also may be
a burden is the reality that nurses expect and take pride in the
extent of their healthcare and science knowledge. Every
nurse does not specialize in oncology care. Tension may
occur when a nurse is considered knowledgeable when really
he or she may be in the same position as a non-nurse in deal-
ing with confusing and new treatments.

Another unique burden is the feeling that nurses need to
personally orchestrate a provider plan that requires making
all of the connections with personal and professional rela-
tionships to craft the best cancer care team. Although the in-
sider experience allows nurses to use their professional au-
tonomy more freely to accomplish this task, it also requires
extra energy and work while in the midst of surgery and other
treatments.

The data in this study give evidence that, like other cancer
survivors, nurses describe their experiences as complex, af-
fecting their personal and relational lives. The findings sup-
port the conceptualization of health within illness (i.e.,
within suffering and pain, personal and spiritual resolution
occur to find balance in a new way [Moch, 1989]). Cancer
became a stimulus for personal reflection, changes in priori-
ties, and connections with the world. Dow et al. (1999) and
Fredette (1995) reported similar findings in the identification
of meaning, balance, and wholeness as factors in the quality
of life of patients with cancer. Ferrell and Dow’s (1996) re-
search concurred that a transition occurs to a different life by
virtue of the cancer experience. These findings reflect the
life-changing potential of a serious illness such as cancer.
The brush with mortality for the nurse participants created a
new appreciation of the limited nature of time and the need
to reflect on choices of how to use time and resources wisely.
Pelusi (1997) suggested using Reed’s theory of self-transcen-
dence to describe the process, and Halldorsdottir and Hamrin
(1996) used the term “redefinition of self.” All speak to the
nature of change brought about by the elements of uncer-
tainty and mortality into the lived experience of being in the
world as a cancer survivor. The importance of spirituality
and prayer as areas of growth and exploration also was re-
ported widely in the research literature on cancer survivor-
ship (Dow et al.; Ferrans, 1994; Ferrell, 1996; Fredette;
Vachon, 2001).
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An important finding in this study was the nature of encoun-
ters with healthcare professionals. Some participants had new
insights about the role of caring and compassion in treatment.
Like the findings of Ferrans (1994), Ferrell and Dow (1996),
and Pelusi (1997), caring providers were a source of comfort
in very challenging situations. Halldorsdottir and Hamrin
(1996) and Watson (1990) identified caring competencies,
including being open and perceptive, having genuine concern,
being truly present to the patient, and having the courage of in-
volvement. The issue of uncaring providers is not cited often
in the cancer research literature, nor are the consequences of
such behaviors for patients. Halldorsdottir and Hamrin and
Halldorsdottir (1996) found uncaring behaviors similar to this
study: a focus on task instead of person, a lack of recognition
of the individual, and the impact of behavior on the patient.
Uncaring encounters create a sense of mistrust, disconnection,
discouragement, and distress for patients. The participants in
this study changed providers based on experiencing uncaring
behaviors and were clear that such behaviors created distress
and depleted energy needed for healing and well-being. Frank
(1991), a sociologist and researcher of patients’ experiences,
commented on the energy required to manage a lack of sensi-
tivity to the care needs of patients in his firsthand account of
receiving chemotherapy. He and his wife did not tell their
oncology nurse about their social support needs because they
were not sure that she could bear their story and also because
the setting did not give them the privacy they needed to share
it. He was clear that such a strategy took energy that he needed
to heal from his treatment. Caring practices in oncology care
are health promoting, a means of conserving energy.

Limitations
Participants were self-selected and may not be representa-

tive of nurse cancer survivors. Conclusions cannot be gener-
alized to the population of all nurses experiencing cancer, but
the findings give pause for reflection on the nature of this
experience for nurse colleagues. Also, the majority of partici-
pants were within five years of diagnosis. A future study
might examine the experience for people further out from
diagnosis. These participants were a homogeneous group,
with only one Asian member. Future studies might examine
other cultural groups or nurses from other geographic areas.

Implications for Nursing
The findings suggest the importance of identifying caring

practice needs specific to nurse cancer survivors. Consider-
ation of compassionate care directed to issues of control and
expectations versus care realities is a key area for creative
interventions directed toward nurses seeking to explore
wellness and healing as cancer survivors. Consideration
should be given to open and candid provider conversations
about the shock of transitioning from a professional world to
a personal world of cancer diagnosis and survival. Conver-
sations should include addressing the issue of needing to
have control over orchestrating care that may need to be
transitioned to being cared for collaboratively. Thoughtful
time needs to be given for provider and nurse patient reflec-
tion related to the relationship between positive ideals and
memories of a nurse’s own caregiving practices and what one
actually receives in the healthcare system. Lastly, the find-
ings suggest the importance of including conversations with
nurse cancer survivors about their faith-based resources dur-
ing treatment, as well as creating mechanisms to give hon-
est feedback and guidance when nurse patients experience
uncaring behaviors.

Conclusion
Nurse cancer survivors had a deep appreciation of the

life-altering dimensions of this illness experience. They
highly valued support to successfully navigate the survivor-
ship process. Participants learned that caring behaviors in
clinical encounters are subtle yet essential for health and
well-being. The artificial boundary of the human world of
the patient and that of the nurse was dismantled, allowing
for a deeper appreciation of this lived experience. Survivor-
ship presented an opportunity for change and reflection on
quality of life. This knowledge can broaden clinicians’ per-
spectives on the experiences and care needs of their nurse
colleagues.
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