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Abstract
Nurses in hospital dermatology departments must increasingly provide care for patients with skin cancer. Although the experi-
ence of oncology nurses in numerous specialties has been widely explored, no study has focused on the experience of nurses in
dermatologic oncology. We aimed to explore how nurses experience their care for patients with skin cancer. This is an inductive,
exploratory study employing semi-structured interviews and focus groups with nurses, followed by thematic analysis. The study
included purposive sample of 14 nurses practicing in different sectors of this dermatology department. Data were collected via
two focus groups of six nurses each and 14 individual, semi-structured interviews, both using a researcher-developed interview
guide. Interviews were transcribed and analyzed with thematic analysis. The most illustrative quotes were translated into English.
Nurses’ experiences of providing care in dermatologic oncology are organized around two themes: (1) their practices for these
patients and (2) their management of emotional distress as the major issue in care, especially at night. Our results show the
predominant place of relationships with patients in nurses’ practices and of their emotional distress due to their closeness to the
patients. Specific and original aspects have also been demonstrated with practical implications to be drawn for nurses’ supportive
care role: the distress engendered by the specific and harrowing experience of nurses dealing with skin cancer, which can be both
seen and smelled.
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Introduction

Nurses in hospital dermatology departments work increasing-
ly with patients with skin cancer. The incidence of most of
these cancers has increased in recent decades [1], including
those of squamous-cell and basal-cell carcinoma [2] and cuta-
neous melanoma, the incidence rate of which has quintupled
among white populations over the past 30 years [3]. Prognosis
varies according to the type of cancer and its stage at diagno-
sis. The 5-year survival rate for metastatic melanoma is 15%,
and the median survival time after multiple metastases ranges
from 6 to 9 months [4]; when treated with new immunother-
apy methods, the median overall survival is 23 months [5].
Melanoma is among the cancers with the highest overall mor-
tality rates. Moreover, even when their prognosis is favorable,
as it is for T cell lymphomas, these cancers strongly affect the
quality of life of patients and their families [4].

Throughout cancer patients’ healthcare pathway, nurses con-
tinuously serve as a resource person for them and their families
and must often face the patients’ deaths [6]. An abundant qual-
itative literature explores the experience of nurses providing
care to patients with cancer, dealing with a wide variety of
issues: nurses’ moral questions about administering
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chemotherapy [7], their difficulties of communicationwith phy-
sicians, and their concern about patients’ pain, sexual function,
and spirituality [8–10]. Nurses have also underlined the rela-
tional dimension of their work providing supportive care: the
positive impact of establishing a helping and trusting relation-
ship with the patient [11, 12], but also the painful experience
and emotional burden inherent in working with them [13].

None of these studies have focused on the experience of
nurses in dermatologic oncology. The aim of our study was to
assess the specific experience of these nurses as it reflects the
specificity of skin cancer.

Methods

Setting

This exploratory single-center study took place in the Caen
University Hospital Center dermatology department within
three work settings: outpatient clinic (participation in the “di-
agnosis report” visits, work-ups to assess staging or extension
of disease, and chemotherapy), day hospital (chemotherapy),
and full-time in-patient unit (management of inpatients with
advanced-stage skin cancer and of the side effects of their
systemic treatments, or the implementation of palliative care).
The Paris-Descartes University review board (CERES) ap-
proved the research protocol. All participants provided written
informed consent. Theoretical framework fits into construc-
tivist paradigm and the study, complied with the COREQ
guidelines [14], used a phenomenological approach.

Sampling and Participants

Sampling was purposive that is selective and deliberate, with
maximum variation, (i) to include nurses who differed in age,
years of experience in dermatology, and work settings and (ii)
to challenge the findings continuously by including partici-
pants who might invalidate what was previously found [15].
The researchers explained the study design in detail to all
nurses in the department and offer them three modes of par-
ticipation: focus group, individual interview, or both. The
study included all nurses that agreed to participate. Two nurses
refused to participate, one for personal reasons and the other
for lack of time.

Data Collection

Data came from two focus-groups and 14 individual in-
terviews. Both focus groups and individual interviews
used an unstructured, open-ended approach [16] with only
one introductory prompt: “can you tell us about your daily
life, your practice, and your lived-experience caring for
patients with cancer?”

Offering two data collection methods increased the chance
of nurses agreeing to participate. Focus groups were used to
create a process of sharing and comparing among participants
while individual interviews were thought to obtain rich and
detailed personal data of the nurse’s lived-experience.
Triangulation of data-collection methods—the use of multiple
methods of data collection to develop a comprehensive under-
standing of phenomena—is a rigor criteria in qualitative re-
search [17]. The combination between individual interviews
and focus groups has already been used in qualitative nursing
research and has shown to strengthen the quality of the stud-
ies, especially by enhancing data richness [18].

Our sample size was determined according to the principle
of theoretical sufficiency [19]. That is, data collection and
analysis were completed when the researchers determined that
the themes obtained offered a sufficient explanatory frame-
work for the data collected. Focus groups lasted around 2 h
and each interview approximatively 1 h. They were conducted
by a pair of experimented researchers (JS, a psychiatrist and
MO, a clinical psychologist, and MM and ML, dermatolo-
gists), from September through December 2015. The inter-
views, which have been anonymized, were recorded and tran-
scribed word-for-word, including the participants’ expressive
nuances. The transcript thus obtained was then analyzed.

Analysis

We used thematic analysis to explore the data [20]. This meth-
od can be used to analyze data from both focus-groups and
individual interviews. It enables the identification, analysis,
and reporting of the themes within the data. Our thematic
analysis was data-driven and used an inductive approach: a
process of coding the data without any reference to theoretical
notions or researcher’s preconceptions. Table 1 summarizes
the different stages of our thematic analysis. This process is
dynamic and iterative, with each new transcript leading to the
collection of additional data and to their subsequent analysis.
The objective was to identify the similarities and the differ-
ences between the accounts of each participant. The re-
searchers were thus led to discern the recurrent patterns but
also to integrate the new issues that emerged from the analysis.
Three researchers (JS, MO, and ARL) independently per-
formed this analysis with Nvivo 11 software to ensure its
validity by improving its relevance and consistency.
Moreover, results were regularly debated during research
group meetings. In cases of disagreements, the discussion
continued until a consensus was reached. In the results that
follow, extracts of the transcripts have been selected to exem-
plify the themes described. All personal information has been
removed, to protect the confidentiality of the participants. The
transcripts have been freely translated into English for the sole
purposes of this article.
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Results

Fourteen nurses participated in this study, in two focus groups
of six nurses each and 14 individual interviews. Table 2 sum-
marizes the participants’ characteristics. The nurses’ experi-
ence of caring for dermatologic oncology patients was orga-
nized around two themes: (1) the nurses’ practices with pa-
tients with skin cancer and (2) the role and impact of emotion-
al distress in these practices. The results are presented below
and relevant quotations from the transcripts in Table 3.

Nurses’ Practices: Seeing, Smelling, Doing,
Interacting, Being

The nurses’ practices with these patients could be separated into
five basic units: seeing, smelling, doing, interacting, and being.

Seeing

The nurses described having to look at the frightening, rav-
aged appearance of cancer and their feeling of dread on seeing
these prominent and unavoidable lesions on the face and other
body parts (Q1, Q2).

Q2: RN7 II: “Everything that’s visible, that is, the face…
it’s more… terrible because what’s left, at the most, you can
put a bandage, you can’t see it anymore…You cover the face,
it’s ok.”

Smelling

They explained that they sometimes could not contain their
reactions on exposure to the stench of these lesions (Q3). They
experienced their reaction as an inability to restrain their emo-
tions. The characteristics of the recurrent odor in dermatology,
although not specific to cancer, was here directly associated
with cancer and its prognosis (Q4).

Q3: RN5 FG1: “What’s a problem is when there’s a smell,
when it really smells awful… You can’t help but grimace.”

Doing

Some nurses underlined the technical aspect of their work
(Q5, Q6). Nonetheless, technical care that involves touching
the patient and these cancer wounds occupied a particular
place in their experience. On the one hand, they mentioned
the need to put a physical distance between the affected areas
and themselves during the care process (Q7). On the other
hand, these tasks can enable them to move beyond their initial
reactions to seeing and smelling the tumors and reaffirm their
role as healthcare providers (Q8, Q9).

Q6/RN 7 II: “They come to do chemo, it’s the technical
procedures first!”

Interacting

All participants emphasized the relational dimension of nurs-
ing.Most had an important relational role, both as the patient’s
main interlocutor and as a witness and mediator in the pa-
tient’s relationships with family and physicians. Most de-
scribed closeness to the patients, perceiving themselves as
the staff person to whom the patient felt the closest (Q10).
They provided support by their presence and their attention
(Q11). This relational concern extended to the patients’ fam-
ilies and friends. The nurses felt they were special witnesses to
the relationships related to care (Q12). They sometimes re-
ported communication difficulties between the patient and
the physician due to the patient’s inhibition toward the doctor
but also to the fear of the information the physician might
deliver to the patient (Q13, Q14). They were privileged wit-
nesses to the communication between patient and their

Table 1 Process of inductive thematic analysis

Activities Rationale

Stage 1 Repeatedly read each
transcript, as a whole

Develop a global picture of
the interview and become
familiar with the
interviewee’s verbal style
and vocabulary.

Each new reading of the
transcript might also
provide new perspectives.

Stage 2 Code the transcript by making
notes that correspond to the
fundamental units of
meanings

Take descriptive notes using
the participant’s own words

Stage 3 Take conceptual notes
through processes of
condensation, abstraction,
and comparison of the
initial notes.

Categorize initial notes and to
reach a higher level of
abstraction

Stage 4 Identify initial themes Themes are labels that
summarize the essence of a
number of related
conceptual notes. They are
used to capture the
experience of the
phenomenon under study.

Provide text quotes that
illustrate the main ideas of
each theme

Stage 5 Identify recurrent themes
across transcripts

Move from the particular to
the shared across multiple
experiences. Recurrent
themes reflect a shared
understanding of the
phenomena among all
participants.

And to produce a coherent
ordered

table of the themes, gathered
into domains of experience

During this more analytic
stage, the researchers try to
make sense of the
associations between the
themes found.
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families, which varied according to the types of relationships
within the family (Q15). They witnessed the quality of the
family’s presence: from extreme investment and omnipres-
ence to avoidance and even absence (Q16, Q17). Constant
presence was also perceived as a source of anxiety and fatigue
for the patient (Q18).

Finally, they perceived themselves as a mediator, an inter-
face, in the relationship between the patient and the physician.
They considered themselves more available and more ap-
proachable than the physician and therefore closer to the pa-
tient. This mediation consisted in comforting the patient after
bad news and in translating biomedical information (Q19). A
mediator’s role can be delicate, and the nurses sometimes
faced questions that seemed to them to belong to physicians,
especially concerning death (Q20). They also played the role
of an active mediator in the patient’s relationships with family
and friends, facilitating conversations (Q21).

Q10: RN 10 FG 2: “Most often, it’s us at ringside.”
Q19: RN 6 FG1: “We have to be the interpreter
sometimes…”

Being

Nurses also had to deal with questions about themselves, not
only as professional healthcare providers but also as individ-
uals (Q22, Q23). Similarly, the involvement of their own bod-
ies called attention to the importance of physical contact in
their relationships with patients (Q24).

Q22: RN 6 II: “I’m not just a robot who performs a
procedure; I’m a whole person, ok? When I go into
the room…there’s not only the nurse — there’s me,
Vanessa.”

Emotional Distress in Their Practice

Emotional distress occupied a central role in these nurses’
experience. A major issue in providing care was what they
could do with this distress and how they could handle it.

Nurses’ Emotional Distress

They reported emotional distress related to their management
of the relational distance and as a mirror of their patients’
distress. They also described what we might call the paradigm
of hospital nights.

Emotional Distress and Management of Relational Distance
The nurses reported that distress increased with their
closeness to the patient. They thus had to find the right
relational distance for each patient: sufficiently far to
protect themselves and close enough to be able to pro-
vide care (Q25). They underlined the importance of a
barrier in the relationship to protect themselves from
depressive and anxious emotions, to establish a clear
separation between their personal and their professional
lives (Q26, Q27). Some nurses described “keeping a
distance” and not becoming involved in a relationship
with patients as a voluntary process (Q28). Nonetheless,
most found themselves in situations where they were
too close and too involved; it was very difficult to
maintain an appropriate relational distance from the pa-
tient as the relationship developed, so that it became
increasingly hard to maintain the person/nurse barrier
(Q29, Q30).

Q27: RN 12 II: “I put a barrier, it’s the job! It’s not easy
but, there, when I leave sometimes, I’m going to think
about it a little, but, well, I have my life to live.”

Table 2 Nurses’ characteristics
Gender Age Years of experience

in dermatology
Work setting Participation

RN 1 F 33 11 OPDH FG1/II
RN 2 F 56 10 OP/DH FG1/II
RN 3 F 42 19 OP/DH FG1/II
RN 4 F 55 15 I FG1/II
RN 5 F 35 8 I FG1/II
RN 6 F 39 7 I FG1/II
RN 7 F 53 25 OP/DH/I FG2/II
RN 8 F 31 8 OP/DH/I FG2/II
RN 9 F 40 9 I FG2/II
RN 10 F 37 7 OP/DH/I FG2/II
RN 11 F 34 5 OP/DH/I FG2/II
RN 12 F 31 7 OP/DH/I FG2/II
RN 13 F 41 12 OP/DH/I II
RN 14 F 37 7 OP/DH/I II

RN registered nurse, OP outpatient consultations, DH day hospital, I inpatients, FG focus group, II individual
interviews
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Table 3 quotations

1. Nurses’ practices: seeing, smelling, doing, interacting, being

1.1 Seeing Q1: RN 3 II: “The body is eaten away, bitten into, you can see it, physically… for internal lesions, you can
imagine necrosis inside, but this, you really see it there… the cancer is there, it’s eating away, it’s growing.”

Q2: RN7 II: “Everything that’s visible, that is, the face… it’s more… terrible because what’s left, at the most, you
can put a bandage, you cannot see it anymore… You cover the face, it’s ok.”

1.2 Smelling Q3: RN5 FG1: “What’s a problem is when there’s a smell, when it really smells awful… You cannot help but
grimace.”

Q4: RN 8 II: “When I go into the room and there’s this smell, I cannot keep myself from thinking of cancer, of
what’s waiting for them… It’s not easy to hide our emotions from these patients because sometimes the smell
is too strong.”

1.3 Doing Q5: RN 1 FG 1: “We apply, we have the patient who’s been seen by the doctor, we apply the protocol…We are
the stingers!”

Q6/ RN 7 II: “They come to do chemo, it’s the technical procedures first!”
Q7: RN 1 II: “I take the material, like the tongs…a compress… I put it between me and the lesion, in fact.”
Q8: RN 2 II: “I try…to put myself in the situation of a professional and…to take care of people, of their bodies…

even though these sights aren’t very pretty.”
Q9: RN 13 II: “You have to touch there because…for the person, it’s important to not be disgusted, because…

that’s a part of them, and you have to take care of it.”

1.4 Interacting Q10: RN 10 FG 2: “Most often, it’s us at ringside.”
Q11: RN 3 II: “We try to be there to support them…especially to listen to them… Being there and paying

attention to their needs and saying to them, here, you are not alone because we are here… They do not
necessarily want to talk, they just need you to be there.”

Q12: RN 4 FG1: “They [family and close friends] come with the patient… They are part of managing the
patient.”

Q13: RN 2 FG1: “They can have lots of questions and then when the doctor comes, the questions do not”.
Q14: RN 4 II: “When the physician arrives, he [the patient] is afraid… Will there be good news, or not?”
Q15: RN 1 FG1: “There are families who only function by what they do not say… There are very open families

who say everything.”
Q16: RN 13 II: “There are families who are 100% invested, there. I remember one relative of a patient who slept

there, who heated up food, who washed the patient. Who was really there all the time, all the time.”
Q17: RN 2 FG1: “There are family members who totally avoid, who do not talk, who come very little, who are

afraid.”
Q18: RN 5 FG1: “She can never stay alone, calm… She told us that she was tired, that she had all the time in the

world and that she’d like to rest, in peace… She needs some privacy.”
Q19: RN 6 FG1: “We have to be the interpreter sometimes…”
Q20: RN 5 FG1: “We’re not supposed to give them important information like that. And I’m stuck with this

question. What should I tell them?”
Q21: RN 4 FG1: “The relationship between the two [patient and family member] is not simple. But finally, they

both know it. And so…we try to keep between them.”

1.5 Being Q22: RN 6 II: “I’m not just a robot who performs a procedure; I’m a whole person, ok? When I go into the
room…there’s not only the nurse— there’s me, Vanessa.”

Q23: RN 1 II: “We’re not just nurses, we are also men, women, and we understand their feelings.”
Q24: RN 7 II: “It’s dumb, but I touch him, I touch his hand, his foot…to show that I am physically there too.”

2. Emotional distress in their practice

2.1 Nurses’ emotional distress Emotional distress and management of relational distance
Q25: RN 4 II: “I feel that you should not cry either, but you have to show that you are sympathetic.”
Q26: RN 3 FG1: “We end up, nonetheless, putting a barrier between them and us… otherwise we would

necessarily be completely depressed, given everything that goes on here, we could not hang on.”
Q27: RN 12 II: “I put a barrier, it’s the job! It’s not easy but, there, when I leave sometimes, I’m going to think

about it a little, but, well, I have my life to live.”
Q28: RN 1 FG1: “When it can be difficult, that’s when we protect ourselves more. But finally, we give less.”
Q29: RN 14 II: “I try to not be too empathetic but it’s not always easy in fact; there are moments when you leave

the room in tears, because you are already attached to the person.”
Q30: RN 10 II: “They come regularly, you know their whole history, the whole family history, and so perhaps

you step back a little less and then, we are humans. So, we more or less have a chemistry with some patients,
with some families and sometimes it’s not always easy to keep our distance.”

Nurses’ distress: reflection of the patient’s distress
Q31: FN 2 FG1: “Personally I let myself be submerged by all these feelings… I was the same age so…really, I

identify with them.”
Q32: RN 1 II: “To say to yourself that one day it will be us, that it is also our fears of death.”
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Nurses’ Distress: Reflection of the Patient’s Distress Their dis-
tress thus appeared indissociable from that of their patients,
and they described it as “identification with the patient”(Q31).
They described in a similar fashion the patients’ anguish about
death and their own, and a distress associated with solitude for
their patients and themselves (Q32, Q33, Q34).

Q31: FN 2 FG1: “Personally I let myself be submerged
by all these feelings… I was the same age so…really, I
identify with them.”

Paradigm of Hospital Nights They reported the especially
anxiety-inducing atmosphere of the hospital at night for the
patients, as their feelings of anxiety and solitude increased and

the emotional experience intensified (Q35, Q36). Similarly,
the night appeared to be a paradigm of the stakes of their
own emotional management of their work (Q37).

Q36: RN 8 FG2: “The stress of the night!”

Strategies to Protect Against Emotional Distress

The nurses described both group and individual strategies they
used to cope and protect themselves from this distress and its
repercussions in their personal lives.

Group Strategies They underlined the importance of orga-
nized group support in structured settings, such as

Table 3 (continued)

1. Nurses’ practices: seeing, smelling, doing, interacting, being

Q33: RN 3 II: “In the evening, they hold my hand and then they say, “oh do not go.” I say, “you do not want to be
alone.” They find themselves alone in the room, facing themselves, and I think there are some who find it
hard.”

Q34: RN 7 II: “We do not just feel like we are all alone, we are all alone.”
Paradigm of hospital nights
Q35: RN 1 II: “Are they going to die during the night? It’s that. Are they going to wake up? It’s that. They do not

say, “are we going to die?” but rather “are we going to wake up?””
Q36: RN 8 FG2: “The stress of the night!”
Q37: RN 5 FG1: “The difficult situations, when it’s late in the evening, the doctors are gone, there’s a patient who

is not consoled; and we know we are going to take over for the night, and that they are going to have a terrible
night… Emotions are exacerbated… The night is going to be difficult… You feel it!”

2.2 Strategies to protect against
emotional distress

Group strategies
Q38: RN 7 FG2: “We talked about melanomas that were not good…And it’s true that there everyone might talk

some. That allowed some decompression in relation to that. Everyone could say what they felt…”
Q39: RN 14 II: “Wewere all living the same hell... We had this impression that we were not all alone. In our own

corner.”
Q40: RN 5 FG1: “Sharing between us is important. Sometimes, they (the patients) say things to us, it’s not easy.

Even for us. To be able to step back and not take it home with us, in quotes. It’s important to be able to share
and to say how we are feeling.”

Q41: RN 1 FG1: “The doctor is also a little our safety net.”
Q42: RN 6 FG1: “As a nurse I did not feel strong enough to do that all by myself. But with the doctor we tried to

help the child share with the patient.”
Individual strategies
Q43: RN 7 II: “It’s the advantage of experience; when I was younger, yes, I felt ill at ease. Talking about death

when you are 25 is harder than when you are 50, in fact. At 50, it’s still not easy, but you are a little more
thoughtful, let me say. We’ve maybe been faced with it more in our personal lives.”

Q44: RN 10 II: “So we need strength and we are going to try to give this strength to the patient.”
Q45: RN 5 II: “I also know my limitations, um, I know just where... I try to never be too familiar in the

relationship…to be professional and to not get into too personal a relationship. I try to be sympathetic, nice, to
have a sense of humor, to listen, but I’m not a pal.”

Q46: RN 10 II: “I’ve evolved, I’ve thought; I’m doing a psychoanalysis, now, it’s been 3 years.”
Q47: RN 6 II: “She was expressing my feelings with her psychologist terminology (…) She let me express in

words what I was feeling.”
When the experience overwhelms the strategies
Q48: RN 4 II: “It’s true that it’s not fair. Everything we did, it accomplished nothing.”
Q49: RN 3 II: “We do not have that many ways, or any miracle solutions.”
Q50: RN 9 II: “Sometimes I cried about it; I have the impression that I cannot help them any more now, cannot

give them any relief.”
Q51: RN 2 FG2: “I’ve changed precisely because of the melanoma because I just could not anymore; I’d reached

burnout… Personally I let myself be overwhelmed by all that.”
Q52: RN 10 II: “Two years after I arrived here, it was really not at all good, and because of oncology in fact.”
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departmental meetings and training days. These spaces
allowed them to express themselves, to share their difficulties,
and thus to not feel alone (Q38, Q39). They also reported
many more informal, spontaneous discussions, which they
considered to be an effective barrier that helped prevent work
from invading their personal lives (Q40). In addition, they
stressed support from physicians, whom they described as
“safety net” (Q41, Q42).

Q40: RN 5 FG1: “Sharing between us is important.
Sometimes, they (the patients) say things to us, it’s not
easy. Even for us. To be able to step back and not take it
home with us, in quotes. It’s important to be able to share
and to say how we are feeling.”

Individual Strategies The nurses also relied on individual
strategies, in particular their personal but also their profession-
al experience, for example, the need to be strong as a person in
order to be able to be strong as a nurse (Q43, Q44). This
required knowledge of themselves and of their limitations
(Q45). Some mentioned the utility of individual psychothera-
py as a space for self-reflection and verbalization of emotions
(Q46, Q47).

Q46: RN 10 II: “I’ve evolved, I’ve thought; I’m doing a
psychoanalysis, now, it’s been 3 years.”

When the Experience Overwhelms the StrategiesWhen these
strategies were not effective, some nurses reported situations
of emotional exhaustion, expressed in feelings of uselessness
and injustice against disease, and of helplessness and insignif-
icance in the face of disease and death (Q48, Q49, Q50). Some
described situations of burnout related to cancers with the
worst prognoses (Q51). They associated their work in derma-
tologic oncology directly with their exhaustion (Q52).

Q51: RN 2 FG2: “I’ve changed precisely because of the
melanoma because I just couldn’t anymore; I’d reached
burnout… Personally I let myself be overwhelmed by all
that.”

Discussion

Our results show some of the elements described for nursing
practice in general and for oncology in particular: the predom-
inant role of supportive care through relationships and the
issues linked to the emotional distress experienced by nurses
because of their closeness to patients. The interpersonal di-
mension of the relationship between nurse and patient has

already been pointed out [11, 12]. What we observe in our
population is compassion fatigue, where nurses, deeply in-
volved in the relationship and the provision of care, are
overwhelmed by their patients’ fears and anxiety [21]. It can
precede or accompany burnout syndrome [22]. Both condi-
tions have been explored among nurses [23], especially those
providing oncology care [24].

Two particularly original results merit comment here: (i)
the specificities associated with skin cancer and (ii) the dy-
namic interaction between individual and group stances as
effective strategies to protect against distress.

Experience with the appearance and odor of skin cancer is a
specific aspect of the work of the nurses in our study. They face
the harrowing experience of cancer that is seen and smelled and
must deal with its frightening and destructive visibility; it in-
duces anxiety and distress. These specificities have not been
reported in the literature. Only one study, which measured the
risks of burnout and satisfaction at work of dermatology nurses,
has concluded that they have a lower risk of burnout than nurses
in other departments [25]. Our results show the distress pro-
voked by this wrenching experience of skin cancer could im-
pede nurses’ supportive care role as it is a specific risk factor for
compassion fatigue or burnout in nurses in dermatology depart-
ments providing care to patients with skin cancer. This distress-
ful experience described here in this specific context can be
transposed to any other situations where oncology nurses are
providing care to patient with a cancer that can be seen or
smelled, such as advanced and recurrent breast cancer—with
the sight and fetid odor emanating from ulcerated tumors— [26,
27], extensive tumors of the head or neck—very often with a
fetid odor— [28], or rectal cancer [29].

The other original result is the dynamic interaction between
individual and group stances as strategy for preventing and
treating compassion fatigue in oncology nurses. The nurses
alternate between an individual stance (their person, their ex-
perience, their personality) and a group stance (their profes-
sional identity, their peer groups, their care techniques) to cope
with the anguish of their patients. In their narratives, they
oscillated continuously between the personal “I” and the pro-
fessional “we”; they understand care and their relationship
with their patient simultaneously as individuals and as a group
entity. This individual/group dynamic, not previously de-
scribed in the literature, enables nurses to maintain a good
relational distance and to avoid the invasion of their personal
space. When the emotional burden becomes too great and
individual nurses are too involved, they can use their profes-
sional group identity and the technical know-how that this
group shares. That is, to protect themselves from the anxiety
induced by the sight and smell of the cancer, nurses use their
work group as support and mobilize techniques of care, to
provide care. This dynamic individual/group strategy is differ-
ent from those previously described for preventing and
treating compassion fatigue in oncology nurses. They can be
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oriented toward the staff member personally (individual psy-
chotherapy, work/life balance), toward professional practices
(supervision time, seminars to develop awareness), and also
toward the nurses’ organization of work (patient/nurse ratio,
workload, work environment) [23, 24].

Our results also show the paradigmatic situation of hospital
nights. In this context, nurses cannot implement the dynamic
individual/group strategy and show more difficulties to pro-
vide supportive care to the patients with skin cancer. They are
most exposed to their solitude when they are least able to use
the group as support [30]. The physiological mechanisms as-
sociated with the circadian rhythm, which may intensify feel-
ings of fear, may be added to this [31]. This specific dynamic
of the experience of nurses at night is an original result of our
study, which has not previously been reported.

Our results allow us to consider specific clinical implica-
tions focusing on the issue of the odor of cancer. This odor is
distressful for both patients and nurses. Thus, oncology nurses
should receive specific training about management of mal-
odorous wounds, as solutions do exist [32], to overcome this
experience and be able to provide supportive care by creating
a collaborative process with the patient to deal with this spe-
cific issue. Moreover, this individual/group dynamic might
not be specific to dermatology oncology nursing care but
could also be described in various oncology nursing care set-
tings. Further research is needed. Complementary studies are
also needed to explore the specific experience of nurses on
night duty. Finally, future research on the experience of nurses
in dermatologic oncology could usefully examine the question
of sight and smell, which are associated with especially
anxiety-inducing aspects of nurses’ practices in this context.

Limitations

Our study has some limitations. First, in our sample, all the
nurses were women. Our results cannot be extended to the
experience of male nurses. Second, even thought our results
underline the preponderant relational dimension of healthcare
provision, this study examines only the perspective of nurses.
It is necessary to collect the experience of other protagonists in
this situation—dermatologists, patients, and family, to be able
to cross these different perspectives. Finally, this is a single-
center study from a single perspective.

The strength of our study lies in the triangulation of the data
collection methods simultaneously combining focus groups
and individual interviews. This method may have influenced
our results. The collection of data in focus groups and indi-
vidual interviews reproduced the individual/group dynamic
found in the nurses. We think that this combination of these
two methods had a heuristic function in our study and enabled
the emergence of the role of this dynamic in the nurses’ man-
agement of emotions and relational distance.
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