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Background: This phenomenological-hermeneutic study is about the experiences of physicians in the Oncology Intensive Care Unit of the Careggi University Hospital, in Florence. The Oncology Intensive Care Unit is a place of great emotional impact and can be create stressful situations. The emotional labor can lead to the development of cynicism, depersonalization and emotional exhaustion. The objective of the study was to learn about and come into contact with the experiences of operators who operate in a highly specialized and critical context.

Method: A semi-structured interview was conducted on 11 physicians in the Oncology Intensive Care Unit of careggi hospital. The interviews were transcribed and subjected to content analysis using the phenomenological-hermeneutic method. The results concerning the emotional involvement of doctors were placed in three macro categories: difficulties, what helps and needs.

Results: The interviews highlight the difficulty doctors have in coming into contact with the potentially deadly disease and a further aggravating element appears to be the identification with the patient himself. This condition of difficulty can lead doctors to commit medical errors or to reduce the quality of care.

Conclusion: The results that emerged provide a more detailed understanding of the landscape of emotional reactions of working with the cancer patient in the intensive care unit. In light of the high emotional burden and the inherent possibility of developing burnout in this target population of health care workers, knowing the main critical issues and needs reported may facilitate a more effective tailored intervention.
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Introduction

The Intensive Care Unit (ICU) is among the most advanced units in a hospital, where it is possible to take care of patients with high care complexity. It has the most sophisticated technologies necessary to implement, in a multidisciplinary context, maneuvers to restore or maintain compromised vital functions (De Gaudio and Lanini, 2013).

Practices implemented within a care system of this caliber include haemodynamic monitoring (which refers to the control of blood flow through the cardiovascular system), glycaemic control (as hyperglycaemia damages the immune system, increases endothelial cell apoptosis and causes mitochondrial dysfunction) and oxygenation monitoring (Bersten and Soni, 2010).

There are different types of ICUs: general ICUs and specialized ICUs. In the former, healthcare professionals take care of patients suffering from a wide variety of diseases. The latter, on the other hand, are ICUs that only or predominantly deal with certain diseases. The main types of specialized ICUs are cardiology, neurosurgery, pediatrics, trauma and oncology ICUs. The Oncology Intensive Care Unit represents one of the levels of care and treatment for patients suffering from oncohaematological diseases and presenting organ dysfunction, significant comorbidity or another particularly critical condition. The Oncology Intensive Care Unit is a place of great emotional impact, where people often live a long time before dying, so the professionals working there have to define, on a case-by-case basis, the boundary between the need to intervene in order to preserve survival and the need to avoid futile treatment. It is therefore a complex structure, where medical knowledge, nursing care and instrumental resources meet very high-quality standards and where difficult choices are made (De Gaudio and Lanini, 2013). It is also a place where meaningful relationships are created between the staff, the patients and other family members. The emotional burden of healthcare professionals, who work frantically in a time suspended between life and death, is elevate and the staff must be able to care for the whole person, facing a variety of overt requests and unexpressed needs. The resuscitator’s work in this context is particularly onerous and requires continuous adaptive effort.

The intensive care unit (ICU) can be full of stressful situations for patients, family members, and caregivers. ICU professionals may be emotionally affected by end-of-life issues, ethical decision-making, observing the ongoing suffering of patients, medically unresolving care, lack of communication, and demanding family members of patients. These dynamics can lead to the development of burnout (Embriaco et al., 2007; Van Mol et al., 2015).

Burnout is a term used for a long-term exhaustion with diminished interest usually in the work context, is much more than stress alone, the construct has been defined by Maslach (2009) in 3 dimensions: emotional exhaustion, cynicism and depersonalisation, reduced sense of professional efficacy. Emotional exhaustion refers to the feeling of constant fatigue, the person may feel emotionally drained, without energy and unable to manage their own emotions and those of others. Depersonalisation includes negative and impersonal attitudes and behavior, it may refer to distance and indifference toward colleagues and patients. Finally, low personal achievement refers to decreased work ability, inefficiency and dissatisfaction with work activities (Montgomery et al., 2019; Alvares et al., 2020).

Burnout brings with it numerous repercussions both on a personal level (substance use and abuse, relationship breakdown, sleep disorders, etc.) and on a professional level (consequences on patient satisfaction, reduced quality of care, more frequent medical errors, higher costs for the hospital, etc.) (De Hert, 2020).

The causes of Burnout are multifactorial, generally ascribable to hard work rhythms, salary considered inferior to the workload, great responsibilities, incompatibility with private and work life, feeling of not belonging to the work context (Da Costa and Pinto, 2017; Gonçalves et al., 2019). Several causes can be found as aetiologic factors, distinguished into external (great work pressure, difficulty in collaboration, contradictory instructions, scarcity of resources, absence of social support etc.) and internal (idealistic expectation, perfectionism, always wanting to please other people, suppressing own needs, feeling irreplaceable etc.) (Kleiner and Wallace, 2017; De Hert, 2020).

Working in an intensive care unit, due to the inherent characteristics of the ward, can lead to a greater likelihood of developing burnout than other health professionals, in one study (Guntupalli et al., 2014) it was shown that out of 151 healthcare professionals in an ICU, 54% showed emotional exhaustion, 41% depersonalization and 40% low personal achievement, the results are in line with the literature where the percentage of burnout in ICUs varies from 0 to 70% (De Hert, 2020), working in an intensive care unit was found to be an important prognostic factor for the development of burnout in workers (Alvares et al., 2020). In a review (Chuang et al., 2016) it was shown that in ICU healthcare professionals the Burnout rate varies in a range from 6 to 47%, in the domain of emotional exhaustion the range is between 25 and 61%, in depersonalization between 19 and 45.5% and in low personal achievement between 6 and 59%; whereas being younger than 40 years, being single and childless, having a large workload, night shifts and making end-of-life decisions correlated positively with higher scores on the MBI (Maslach Burnout Inventory).

With regard to the oncology field, a recent review (Yates and Samuel, 2019) pointed out that 32% of oncologists showed emotional exhaustion, 24% depersonalization and 37% low personal achievement, burnout positively correlated with being single, young, poor psychological care, difficulties outside the work context, excessive demands in the work environment as well as a stressful work environment.

A separate consideration concerns decision aids (DAs), tools that support patients in making informed and deliberate decisions about treatment options, which have also been shown to be effective in reducing distress among healthcare professionals. This reduction is mainly due to the decrease in cognitive load and decision conflict that these tools offer. In the oncology context, decision aids play a crucial role in supporting complex therapeutic decisions, considering the multiple factors influencing cancer management, such as tumor characteristics, patient conditions and personal preferences. A study by Green et al. (2019) showed that the use of personalized decision aids for cancer patients improved the quality of clinical decisions by reducing the emotional burden among oncologists through greater clarity and better communication with patients. DAs have been shown to improve the accuracy of risk perception, increase knowledge of possible decisions to be made, change decisions to undergo invasive procedures and elective surgery, and lead to more realistic expectations about the effects of treatment on disease. This is partly due to the increased awareness and better understanding by patients and their proxies of the risks and benefits associated with the decisions to be made (Muehlschlegel et al., 2015).These tools can therefore help to make informed decisions based on the patient’s personal values, thus reducing the emotional burden on healthcare professionals, as well as improving doctor-patient communication (Giles, 2015; Stacey et al., 2017). Despite these promising findings in the literature, however, further research is needed regarding application and standardization in various cultural contexts and in the rigor of studies (Lei et al., 2023).

The results in the literature show that the Burnout syndrome must be recognized and much attention devoted to it due to its numerous implications on clinical practice and quality of life.

From 2017 to 2018, the Chair of Group Psychodynamics of the University of Florence, in collaboration with the Chair of Anesthesia, Resuscitation and Pain Therapy of the University of Florence, promoted a phenomenological-hermeneutic study on the experiences of physicians in the Oncology Intensive Care Unit of the Careggi University Hospital (at Pavilion 16 - San Luca Nuovo), in Florence. The reasons related to the choice of using the phenomenological-hermeneutic method for the analysis of the content that emerged is to be found in the very object of the work: to give space to the participants’ emotions, to encourage them to report on an experience considered unique and placed on a side closer to the world of life and personal experience.

The aim was twofold: on the one hand, to get to know and come into contact with the experiences of operators working within a highly specialized and critical context; on the other hand, to provide them with support, prompting a greater awareness of their resources and the possibilities of mobilizing them (Lauro Grotto et al., 2014).

The results that emerged allow for a clearer picture of clinical work with the oncology patient admitted to the ICU, taking into consideration the subjective experience of the health worker. Attention to both the difficulties experienced and the needs reported can be useful material in delineating what the main critical issues are, representing a reference point for factors that may underlie burnout, thus allowing for a more tailored intervention.



Materials and method

In the present study, all 11 physicians working in the Oncology Intensive Care Unit of Careggi Hospital decided to take part in the study: six of them were senior doctors, males, aged between 45 and 60, one of whom was the head of the Anesthesiology Department, while five were resident doctors specializing in anesthesia and resuscitation (two in their first year, two in their second year, and one in their third year of specialist training, males, aged between 27 and 32).

Inclusion criteria were: being physicians, working in specialized ICU in contact with cancer patients, having work experience of at least 1 year, knowledge of Italian language.

Exclusion criteria: non-medical healthcare personnel (e.g., nurse), working in the department from less than 1 year, having no contact with oncology patients, lack of consent. The research team conducted an introductory meeting with the staff of the ICU during the morning briefing session: the research team was introducted to the staff members, the aims of the research was discussed, and the successive phases were co-organized. The agreed research plan consisted of four phases: an exploration phase, the testimony collection phase, the content analysis phase and restitution phase.


Exploratory phase

In the exploratory phase, supervision meetings were held with the ward’s reference figures. The aim was to understand and share the characteristics of such a complex context from an organizational and operational point of view, but also to have some containers for the psychological and emotional burden resulting from contact with “this world.” These encounters were fundamental in that they enabled the researchers to become familiar with an unfamiliar and fascinating, yet complex and burdensome context and in order to create a relationship of trust with the team. Moreover, the information thus acquired was useful both for recruitment and for developing the outline for conducting the interviews;

The themes included in the interview were the following:

• The current job (current role, professional background, motivations that led to this choice, difficulties, what is gained from it).

• First contact with the patients and their family members.

• Duration of the care process.

• Definition and communication of the therapeutic plan (who makes the decisions and how they are communicated).

• Problematic conditions or practices, and experiences and feelings associated with them.

• Decision-making and operational roles.

• Relationship with the patient and their family (conflicts within the families and how to handle them).

• Precautions taken toward the family and other patients in anticipation of the patient’s passing.

• Life experience in the 24 h following the patient’s death.

• Feelings experienced upon the patient’s death. Group or personal elaboration of the experience.

• Resources and problems related to patient management: organizational and emotional elements.

• Relationship with other staff members (sharing).

• Description of a relevant experience.

Finally, all the practical issues, such as scheduling the interviews at the most suitable way for the participants, could be resolved by consensus during this introductory phase.



Testimony collection phase

Having obtained informed consent and research readiness, the doctors were interviewed individually by the researchers (1 senior researcher and 2 junior researchers), all having received appropriate training in the qualitative methods applied, and in particular in the in-depth interview methodology. This tool allows the interviewee to range over the topics and freely recount life experiences. The interviews were audio-recorded and stored by the research team in encrypted form. The interviewees were able to express - without restriction - their experiences, thoughts and opinions, solely guided by the questions posed by the researchers.

The interviews took place in a confidential and suitable context for listening (the meeting room). No limits were set on the duration of the interviews, respecting the participants’ availability (Lauro Grotto et al., 2014). Most of the interviewees expressed themselves casually and enthusiastically, making it clear that the interview was also useful for themselves.



Processing of results

The written narratives were read out several times individually by the group of researchers (2 seniors and 2 junior) thus beginning the processing process according to the phenomenologic-hermeneutic content analysis method proposed by Montesperelli (1998). The processing of the results was done through inductive method: at first, the individual interviews were processed; tt a second time, the senior researcher traced the differential and peculiar aspects reported by the individual interviewees and were proposed to the other researchers to identify the relevant elements in all the reports, thus reunting them within conceptual categories. In this way, content related to the same themes was systematized into a series of containers. The categories into which the writings were divided, according to the standards defined by the COREQ (Consolidated Criteria for Reporting Qualitative Research) Check List (Tong et al., 2007), have a phenomenological character in that they emerge through the criterion of evidence (Lauro Grotto et al., 2014). The narrative units that emerged from the accounts organized into a series of phenomenological categories (Mantovani and Spagnolli, 2003; Smith, 2003; Reid et al., 2005) were then structured based on an analysis of the unraveling and meaning-making processes of participants’ experiences.

The divergent views of the research team during the analysis and category construction phase were addressed and resolved consensually in an inclusive approach to the different readings. All the interviews were conducted in Italian and only later, during the writing of the article, translated by a native speaker translator, while no back-up translation was done, as according to the authors there was no ambiguity in the proposed translation.

Here we will focus on the results concerning the emotional involvement of doctors, which were placed in three macro categories: difficulties, what helps and needs.



Restitution phase

The results were then fed back to the Oncology Therapy team during a group seminar that took place in three meetings lasting 2 h each: the phenomenologic categories were analyzed and discussed by the participants. As a further development of the research plan the request was advanced to have a specific exploration of life experience during the course of the anesthesiology and resuscitation training.




Results


Difficulties


Difficulties in finding a balance between the professional and private spheres

Balancing work and private life is very complicated.


Op.6 “It’s not always easy to unplug, because sometimes you see certain things you say ‘oh my God’, really unpleasant things, people who have really had it all in life.”
 

Within the ward, strong bonds can be created between patients and caregivers. These relationships, which are a valuable resource for caregivers, involve a great deal of emotional involvement. Such involvement is experienced as threatening:


Op.7 “..I used to think that, the way I am, I would be more impressed by the practical side of certain invasive procedures, but I’ve noticed that the thing that I take home the most, that stays with me the most and has the most impact is the psychological aspect of people, of the relationship that is created, it’s not the practical side at all.”
 

The search for a work-life balance becomes even more difficult when caring for terminally ill patients:


Op.1 “Obviously caring for a terminal patient has an impact, as long as you are here and you are busy you are upset about it but you have to get on with the work and everything, but the moment you leave here, for example I keep thinking about certain things, and that definitely has an impact on my mood in general.”

Op.8 “End-of-life cases leave me with something negative inside, and even when faced with patients who are difficult to manage, who complain or who are even aggressive, I have to say, “I understand!,” and if I see people who are resigned, I honestly feel even worse, and sometimes I see people lying in bed looking into space, and all these things together obviously have an emotional weight. A lot of times you tell the patient, ‘Be patient, try to bear it!’, but it’s really not easy at all, especially knowing that he’s sick, he’s not going to get better, and I do not know how long it’s going to last.”
 

One never gets used to the death of a patient and each time a strong pain resurfaces:


Op.4 “There is a continuous overlap between private life and work life, because always having to deal with this kind of patients, and often with patients at the end of life, tends a little bit to attach to you the feelings, the emotions of a workplace. I was once asked “What do you feel when a patient dies?” and I said “I feel like I’m falling into a black hole,” and that’s exactly what it is.”
 



Immerse yourself

Healthcare professionals must constantly come into contact with the finiteness of the human being:


Op.11 “A big difficulty is that you see so much death and so you have constant contact with mortality, with the concept of mortality, which then also brings you back to your own mortality. Then there is the also human frustration of seeing the suffering of family members.”
 

It therefore becomes impossible not to think about one’s own death:


Op.5 “I happen to think “I wonder if when I get older I’ll end up here as a patient too!” because it’s inevitable, there’s a lot of things that affect you in here.”
 

Mirroring is even more powerful when witnessing the death of a person who has characteristics in common with the carer. As in the case of this interviewee who cared for one of his colleagues on the ward:


Op.7 “Lately I’ve been thinking about a patient who was hospitalised here for a long time, a colleague by the way, so personally I’ve been empathising more with this situation and being faced with a terminal illness, seeing the person in pain, who is sick and you do not even know if he’s going to get better, the thought of this person remains inside and you think about it even when you go home.“
 

Or when a patient is the same age as the health professional:


Op.10 “I see at least one of my peers a month coming through here in a neoplastic situation, even a very compromised one, or in an End of Life state, and I cannot help but think ‘if it happened to him it can happen to me’ but the next step is ‘it’s not happening to me, all the more reason to try to be well’, so it can also be a good thing to realise that things do not always happen only to others.”
 



Emotional involvement in the end of life: the young oncohaematology patient

End-of-life care of young patients is experienced as a strong injustice:


Op.3 “It is normal for the child to bury the parent, the reverse is against nature. These cases here are the ones one can take home. Because good or bad when the patient dies with very advanced neoplasia, advanced age, big comorbidities, the patient comes to us after a long history of illness, it fits. But for example, I remember a 30-year-old guy that we had here who we sent back to haematology because he had a hyper-acute phase that we managed in a certain way to bypass, then I know that he died ten days later from leukaemia that he discovered overnight because of a stomach discomfort. So here’s a healthy guy who’s basically fine, has a stomach discomfort and then it turns out he has huge lymph nodes and he’s basically a goner, we try chemo, we try pneumonia but in short we all feel it’s an injustice here.”
 

It is really difficult to deal with the death of a young patient after a long journey of suffering:


Op.7 “Dealing with terminally ill patients honestly affects emotions and fatigue a little bit in my opinion, and many times they are elderly patients who have had something from life for better or worse, but sometimes there are young patients who often come from haematology, on whom a lot of work has been done, who are fond of them, and seeing them die is heartbreaking.”
 

These are stories that leave deep marks:


Op.10 “I’ve had some situations that objectively I could not shake off, cases in which the patient was haematological, so very young, because it sounds bad to say it but the slightly older patient is a different management, then the family member can live the situation in all its emotional spheres but for us the impact is a little less strong, when you have a slightly younger patient the alarm goes off immediately, then if the patient does not have a positive course even more so, because the news we have to give to the parents becomes more and more loaded, heavier. I remember several cases of this type where one goes away, finishes his shift, but has not completely freed himself, you are left with this negative feeling.”
 

They are pervasive experiences that cannot be relegated to the confines of the hospital:


Op.8 “Getting used to dealing with certain types of patients at the end of life, especially haematology patients who are very young and have a history of serious illness is quite complicated from all points of view, especially from an emotional point of view, it is very difficult to stop thinking about it once you leave here.”
 

Dramatic stories to which the mind cannot help but return:


Op.2 “You take the sick home, there is nothing to do. For example, there was a patient who died in December when I wasn’t there because I was convalescing, a haematology patient with two small children and a husband who was trying to take his own life every two minutes, then there were times when she seemed to be dying and times when she was better, even the last time I saw her I was convinced she was out of danger, but then she died, and this is a nail I drove into my head.”
 



Difficulties in processing experiences

Once out of the hospital, the doctors try to put a damper on the pain, but pain if unrecognized is like water under the ground, sooner or later it resurfaces:


Op.9 “Our problem is that then you realise that even outside it’s not that people want to hear about dying patients in intensive care, so it’s a topic that you can bring up if you want, but at a certain point you realise it has no appeal. However, the idea as soon as you leave here is to disconnect completely and not hear a bad word of any kind, and this thing here is objectively not the best. You actually try to push these feelings away rather than process them, and in the long run I do not think that does any good. It’s aggravating.”
 

Constantly operating in an emergency context makes it even more difficult to process experiences of loss:


Op.2 “Often you cannot process the whole situation, I personally feel a sensation like being shot out of all these painful emotions, because maybe there are five, six or seven other patients next door that I have to manage. Maybe the alarm rings at that moment, the nurse says ‘Look that one over there has a problem!’, and I have to go, so there is this impossibility to process our pain, our sorrow for a patient who is dying.”
 




What helps


The importance of anesthetist rotation

As was repeatedly emphasized by the interviewees, working in the ICU constitutes a constant challenge, not only technically but also emotionally. It then becomes salvific to be able to alternate work in this ward with work in other contexts:


Op.10 “I realise that in intensive care, in my opinion and from what I see, dealing with patients who tend to become chronic leads to a risk of losing sight of what is really important, i.e., there is a risk of two excesses: either of getting worked up and saying “Absolutely, I said he’s going to make it, so he has to make it!,” or the opposite, of letting go a little and saying “He′s not going to make it anyway.” Whereas having a turnover and doing occasional shifts on the ward allows you to have a fresher outlook, to have that sometimes right and more objective outlook despite the non-continuity, and that for me is a great resource.”
 



The improvement of some patients

In the face of great technical and emotional commitment, the achievement of an improvement in the patient’s clinical picture and/or his or her recovery is a fundamental motivational drive:


Op.7 “What, however, gives me the impetus to go on is definitely the improvement, that is, when you see that our activity brings a real benefit to the person who then recovers from a critical condition, it is a great satisfaction. And I have seen many people leave so this improvement is perceptible.”

Op.8 “Seeing the results even on critically ill patients that you progressively see them improve is a great satisfaction, you see that the procedures you do and the therapeutic efforts lead to a good result, for example haematological patients or septic patients who sometimes stay in intensive care for quite some time, and to see them progressively improve and then leave here in a completely different condition to the one they entered is a great motivational boost because it means that the effort you make has a return.”

Op.9 “We actually do battles in the operating theatre, against illnesses and difficult situations, so when you see the satisfaction of the patient and the relative, these little things are the ones that push you to go on looking for another event like that, which you never know when it might happen because in the midst of so many bad days a good day appears.”
 



The importance of experience

As one doctor on the ward reported, after so many years of working in this field, one slowly comes to realize that the result of good work does not always coincide with the patient’s recovery, but that sometimes when recovery is not possible, it is appropriate to focus on the patient’s quality of life:


Op.9 “Unfortunately, our work is also this, it’s not that every day we have a positive result, we work on a borderline area, our patients are always serious and when they come to us they are critical, so we have to deal with borderline situations and unfortunately we can often lose. This is something that you understand little by little over the years, because at the beginning, when you come in, you do not really understand this aspect, you come in thinking you are going to revolutionise the world, but then you realise that many situations unfortunately have their own course and you can do relatively little in terms of out how. Then you realise that maybe the results can be other, such as the management of a patient in terms of quality of life.”
 



Receiving letters of appreciation for end-of-life care

Some interviewees stressed the importance of knowing that the work they do is recognized by the families, even when the patient has passed away.


Op.8 “Here I realised that even the experiences which ended badly from the clinical point of view, with a deceased patient, carry with them a trove of family members who send notes and thank-you notes even for a long time. And in the letters they more or less all say that on the whole they remember this period as a positive experience because they realised that more than that could not be done, but the context was such as to make the moment as less traumatic as possible, with a protection and closeness on the part of the operators, and this I find very gratifying.”

Op.10 “One thing that is really nice is to receive feedback from relatives of deceased patients, because these gestures of affection and gratitude determine the fact that you go beyond medical treatment!”
 



The importance of having a psychologist on staff

The presence of a dedicated psychologist for patients and their families is a valuable resource:


Op.9 “In my opinion, if you want to do it, you have to do it by a professional in a structured way, otherwise it loses its effectiveness a little bit, and this, in my opinion, is an Achilles’ heel that is not insignificant, also because I realise that it is also a bit dangerous, because if you cannot manage the emotions that one has while speaking in an interview, then a word may come out that is not good, you may appear nervous and then the family member may perceive this nervousness and turn it into an inadequate treatment of the patient because the doctor is nervous and therefore certainly does not treat the patient well. In other words, misunderstandings can be created, dynamics that do not exist but then inevitably seem real, seem absolutely real. We have the psychologist, J., who gives us a big hand, so when we have a critical family situation or a young patient, we give J. a ring, and he is always available and supports us by making a pathway with the family member separate from us, where we are not present. We, the operators, however, remain uncovered, I mean, ‘And then who will take care of us? Surely we need an external contact person who can be contacted whenever one wants, and who is available to the operators, that would be a great help. I do not know if there already are, but if there are they are apparently not publicised channels. I’ve been saying this for a long time, that sometimes I feel a bit lonely, objectively speaking.”
 




The needs


Need for a specific university education dedicated to caring relationships

Most Italian universities do not provide specific teaching in the field of care relationships in their curricula for future health professionals. Healthcare workers therefore find themselves catapulted into a reality with a strong emotional impact, without any tools:


Op.8 “Initially, we come here and we are completely unfamiliar with it because we do very little practice in the university course, and immediately facing an environment such as intensive care where you have to deal with critically ill patients and often also with patients to be accompanied at the end of life, requires a pathway. Then maybe it’s also a subjective thing and different from person to person, because there is no way in which these aspects are brought to attention in the training course, it’s not planned.”

Op.9 “..we do not come out of medical studies prepared on these aspects, we come out very uninformed or at least much more inclined to the clinical and practical aspect of the work and less to the relational aspect. For example, if at the beginning I set recovery as a goal for a patient and I do not achieve it, the fact that this person has experienced a month, a month that he might not have had, in which he has managed not to feel pain and to be in contact with his family, here the importance of this aspect is not immediately understood, in my opinion. In other words, the inauspicious outcome at the beginning was a little frustrating because it cancelled out a little bit the effort one put into it, so one was always asking oneself “where did we go wrong?” or “what else can we do?” In reality, if one then rewound the tape and re-read it, one could see a lot of moments in which the patient had been cared for, his pain had been controlled, he had had moments of human and less professional contact, more relational contact, especially for long-term patients because slowly one overcomes that barrier that exists at the beginning, which is automatically established in the first days between doctor and patient..”
 



Need for a structured activity where experiences are shared

Living day after day in close contact with the suffering of patients and their families can be wearisome. For some, the need to find a space where they can share their experiences with colleagues is strong:


Op.1 “In here I would say there is no way to process experiences, or at least, in the circles I have frequented I have never found a reference or even the sensitivity to create one. Vacuous attempts, but really occasional and very limited so I would say no. In general, I believe that in the UK there have already been working groups within intensive care units for a few decades to improve both the quality of life of those who work there and also the quality of communication, but I’m not sure. If there were weekly meetings, for example, decompression chambers one hour a week on Wednesdays from fifteen to sixteen we meet, with whoever wants, and we talk about the working week and everything that happened, it would be very useful. But I do not know if culturally in Italy we are very prepared to do that.”
 



Need to play down with colleagues

Other medical practitioners, on the other hand, find benefit in being able to deal with emotionally burdensome issues by downplaying them:


Op.10 “Regarding the need to process certain situations that are a bit heavier in terms of emotional burden, I prefer to talk about it with colleagues because for strange ‘karmic’ reasons outside my reference figures are all people who tend to be anxious/hypochondriacs. On the other hand, with some at work, human relationships of immediate understanding are created. In practice, codes are created between colleagues, a specific language so that sometimes you do not even need too many words, or you even manage to express things with apparent cynicism, knowing that in reality you use that cynicism to lighten yourself and on the other side there is also the understanding of saying ‘you told me in a cynical way, I’ll answer you in an equally cynical way, I understand that it’s difficult to understand how someone can sometimes be ironic about very serious facts, but between colleagues, we understand each other because we all have this way of interpreting things and irony is often very useful.”

Op.11 "One sometimes tries to make jokes, to play it down, and I think it's normal because otherwise it's not easy to stay in contact with this kind of thing all the time, but it's not with malice, even saying "that patient is a bit of a pain in the ass", doesn't have a negative meaning because we are all aware that even if the patient complains all the time, that's OK, so these are attitudes that serve a bit to process, and also to buffer the climate that can be created."
 



Need to share one’s experiences with others

Some interviewees need to be able to tell what they experience inside the ward, to those outside the ward:


Op.4 "I tend to really need to share both the good and the bad, and in very critical cases I realise that sometimes I really need to say "this happened today, this thing here has triggered me", and I realise that sharing has a positive impact on my mood, my mood improves because it's as if I can lighten the emotional load of certain experiences a little. Then I keep thinking about it, but talking about it with someone who maybe says 'I understand you, it affects me too', it makes you feel less alone in a feeling. I also need feedback to understand how someone else deals with such a strong emotion."

Op.7: "I need to process things, to metabolise them, then of course after a few days this feeling subsides, but I sometimes need to talk about it with someone outside of here, often in the family, it's the only way not to keep it all inside, of course in anonymity and all, but I tell them how I lived through these harrowing experiences for me."
 



Need for overlap between private and working life

A doctor feels the need to integrate the experiences of his professional life with the experiences of his private life:


Op.4 “There is no such thing as a pass. I have as many pants and socks in my work locker as I do at home, I shower as much here at work as I do at home, I work as much here as I take work home, I travel with my lunch bag where I have as much food as I have in my fridge at home. There is not a continuity but almost an overlap. And having a continuous overlap between your private and working life makes you appreciate what’s outside much more, in the sense that you often stop for a moment to reflect and say thank you and say “thank goodness I’m able to get out of this place today and go away!,” because always having to deal with this type of patient tends a little bit to attach to you the feelings, the emotions of a workplace. So to be able to maintain contact but experience it in an alternative way through what’s out there is a ray of sunshine in your day. But there’s no story, you must have realised it yourself, there are people here who hate this place but cannot do without it, I mean they just cannot get away from it.”
 



Need to devote oneself to the vital aspects of existence


Op.4 “I’m very open with people, and I really feel the need to talk to people, I spend my Sundays when I’m free talking to perfect strangers, that is, all the people passing in the middle of the street are fine with me, really! Then I always want to be outside and not in artificial light and artificial air, if it’s cold it’s fine, if it’s hot it’s fine, the important thing is that it’s not a constant temperature and constant light, I really want to get away from that. And then I go in search of what makes me feel good so food basically, lots of food and fresh air! It’s something that has to bring balance back into our lives, because in here you completely lose your spatial references. So getting out of here reminds you that it’s spring outside, reminds you that it’s daytime, reminds you that you are here and now!”
 





Discussion

In the literature, it is known that working in hospital and care settings positively correlates with the burnout syndrome and, in general, with the onset of stress and emotional difficulties (Embriaco et al., 2007; Paiva et al., 2018); this evidence is most pronounced in the oncology setting and especially in the intensive care setting, where Chuang et al. (2016) estimate a burnout rate ranging from 6 to 47% in healthcare workers working in these areas.

In the present study, the results obtained emphasize, through the testimonies collected, the main aspects related to working with cancer patients in intensive care, highlighting the operators’ experiences of the resulting difficulties, help factors and needs, which represent the three main macro-categories that emerged through the processing of the interviews (Montesperelli, 1998; Lauro Grotto et al., 2014).

The results show how working with cancer patients in intensive care brings the physician into constant contact with both the physical and psychological suffering of the patient, which inevitably leads to an emotional involvement that is sometimes difficult to confine to the work environment. The difficulty of managing emotional involvement in working with the cancer patient has been reported by Copur (2019) as one of the predisposing factors to practitioner burnout, sometimes leading to complications in the private sphere. In the present study, an experience related to practitioners’ difficulties was the confrontation with the topic of illness. Indeed, working constantly and on a daily basis with life-threatening illnesses, sometimes already terminal, leads the practitioner to continually confront the theme of death and suffering. Sometimes the patients’ medical conditions contemplate little margin for hope in recovery, leaving them powerless in the face of the inevitability of the disease’s progression. The constant confrontation with similar situations and the inability to intervene effectively represents a stress factor, which may correlate with the onset of anxiety and depression in the healthcare worker (Eelen et al., 2014), where the worsening of the disease and the death of the patient represent a major emotional criticality (Teixeira et al., 2013; Copur, 2019). In the present study, another factor that emerged as a difficulty was identification with the patient, a phenomenon that may be favored by the presence of characteristics in common with the professional, such as the same age or performing the same job. The emotional involvement of professionals was even more difficult to manage when the patient was young, for example in haemato-oncology, confronting the doctor with a condition of injustice and powerlessness; this critical issue has emerged in other studies in the literature (Nolan et al., 2020).

The analysis of the results revealed several subcategories of protective factors (helping factors), one of which is the possibility of shift rotation. Reduced workload, especially at night, is negatively correlated in the literature with the onset of burnout (Yates and Samuel, 2019; Montesperelli, 2001; Ramírez-Elvira et al., 2021). This result is in line with the literature that highlights that flexible work shifts are protective for the development of burnout (Maglalang et al., 2021). The improvement of the patient’s clinical picture represents another protective factor, in fact it allows one to observe in practice the feedback of the efforts made, not to perceive oneself as helpless in the face of the unchanging condition of the hospitalised person, where a perception of passivity and helplessness, correlates with a higher perceived stress in the caregiver (Eelen et al., 2014; Caruso et al., 2012).

Another protective factor that emerged in the results was the importance of work experience, in fact, the ability to understand the nuances in the relationship with in-patients, as well as the real possibilities of intervention, seems to develop with experience in the field and is an element that helps to set achievable goals. This finding is in line with the literature, which shows that there is a negative correlation between burn out and seniority (Chuang et al., 2016; Yates and Samuel, 2019). Contact with patients’ relatives and recognition for the work performed by both patients and relatives has also been reported as a positive factor, which seems to correlate with higher job satisfaction and to be protective in the development of Burnout (Caruso et al., 2012).

Finally, having the possibility of psychological support within the staff, thus a space to confront and contain workload anxieties, was a helpful factor, correlating positively with the perceived well-being of the health worker; this finding is in line with the literature on the subject (Yates and Samuel, 2019).

With regard to the needs that emerged from the analysis of the interviews, the need to implement appropriate care relationship and communication training in one’s studies was emphasized, a need that is often neglected in favor of specialized medical training; the need for care relationship training has also been reported by other studies in the literature (Girgis et al., 2009; Howlett et al., 2019); communication difficulties with patients and family members can in fact hinder achievable care goals (Piggott et al., 2019).

One need highlighted in numerous interviews was the need to find a space in which to share one’s work experiences with other colleagues, thus the possibility of defusing to channel and manage the emotional reactions elicited by contact with hospitalized patients. Indeed, in the literature, the lack of perceived support between colleagues and a climate of sharing and support correlates positively with the onset of burnout (Maslach et al., 2001; Wåhlin et al., 2010; Yates and Samuel, 2019; Haruna et al., 2022).

Finally, from the analysis of the interviews it emerges how the intensive care context represents for the operators an all-encompassing sphere, both from the point of view of the hours of work performed, and from the psychological point of view, being rich in sensations and emotions that can hardly be relegated to the work environment alone. Some interviews showed how the intensive care environment, precisely because of the pressing work and emotional load, represents a different space–time dimension, a bubble that for its peculiarities often isolates the person from the external environment.

Therefore, one need that emerged was the possibility to devote oneself to the vital aspects of the experience. Indeed, the positive re-evaluation of personal life, taking advantage of the possibility to enjoy its positive aspects, as well as the possibility to reconcile private and working life, represents an essential and protective need for the practitioner (Shanafelt et al., 2015; Ramírez-Elvira et al., 2021).



Conclusion

The present phenomenological-hermeneutic study explored the emotional experiences of physicians working in the Oncology Intensive Care Unit of the University Hospital of Careggi. The interviews revealed how constant contact with the physical and psychological suffering of patients, often in terminal conditions, leads to significant emotional involvement that is difficult to manage.

It is essential to develop psychological support programs and continuing education to help physicians better manage the emotional burden and prevent burnout. In addition, promoting a healthier work-life balance can help in improving the overall well-being of physicians while ensuring optimal quality of care for patients.


Clinical implication

The results of the present study extend and deepen the analysis of life experiences of a group of physicians in an Oncology Intensive Care Unit. The issues and difficulties that emerged indicate the need for implementation of dedicated psychological services and staff sharing moments. We believe that attention to the issues that emerged and compliance with them within the institutional setting may be a protective factor to prevent the development of the clinicians’ burnout, therefore providing an indirect support to good clinical practice.



Study limitations

An initial limitation of the present study may be considered to have interviewed only physicians, not including other healthcare personnel, which may nevertheless have brought out additional clinical implications and nuances useful for understanding the general working climate. A further limitation is having considered the subjective experience of physicians in working with cancer patient, without having explored the effect of using artificial intelligence and decision aids in clinical practice (Triberti et al., 2021): despite the fact that these tools certainly influence the emotional factors examined in working with the patient and family members, none of the participant spontaneously mentioned this issue during the interview. It is hoped that further studies will fill this gap.




Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

Ethical approval was not required for the studies involving humans because this is a qualitative research that explores the subjective points of view of healthcare workers. Participants are free to report their experiences according to their decisions and needs. The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

DT: Conceptualization, Investigation, Methodology, Project administration, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. BC: Conceptualization, Investigation, Methodology, Visualization, Writing – original draft, Writing – review & editing. CC: Conceptualization, Investigation, Methodology, Visualization, Writing – original draft, Writing – review & editing. GV: Conceptualization, Investigation, Methodology, Visualization, Writing – original draft, Writing – review & editing. IL: Conceptualization, Investigation, Methodology, Visualization, Writing – original draft, Writing – review & editing. AB: Conceptualization, Investigation, Methodology, Visualization, Writing – original draft, Writing – review & editing. AA: Conceptualization, Investigation, Methodology, Visualization, Writing – original draft, Writing – review & editing. SR: Writing – review & editing, Conceptualization, Investigation, Methodology, Visualization, Writing – original draft. RL: Writing – review & editing, Conceptualization, Investigation, Methodology, Project administration, Supervision, Validation, Visualization, Writing – original draft.



Funding

The author(s) declare that financial support was received for the research, authorship, and/or publication of this article. This work was supported by Philip and Irene Toll Gage Foundation.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

The author(s) declared that they were an editorial board member of Frontiers, at the time of submission. This had no impact on the peer review process and the final decision.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 Alvares, M. E. M., Thomaz, E. B. A. F., Lamy, Z. C., Nina, R. V. A. H., Pereira, M. U. L., and Garcia, J. B. S. (2020). Burnout syndrome among healthcare professionals in intensive care units: a cross-sectional population-based study. Rev. Bra. Ter. Int. 32, 251–260. doi: 10.5935/0103-507x.20200036 

 Bersten, A. D., and Soni, N. (2010). Oh. Manuale di Terapia Intensiva[Oh’s Intensive Care Manual]. 6th Edn. Italy: Elsevier.


 Caruso, A., Vigna, C., Bigazzi, V., Sperduti, I., Bongiorno, L., and Allocca, A. (2012). Burnout among physicians and nurses working in oncology. Med. Lav. 103, 96–105 

 Chuang, C. H., Tseng, P. C., Lin, C. Y., Lin, K. H., and Chen, Y. Y. (2016). Burnout in intensive care unit professionals: A systematic review. Medicine 95:e5629. doi: 10.1097/MD.000000005629


 Copur, M. (2019). Burnout in Oncology. Oncology 33:687522:11.


 Da Costa, B. R. C., and Pinto, I. C. J. F. (2017). Stress, burnout and coping in health professionals: A literature review. J. Psychol. Brain Stud. 1:4.


 De Gaudio, R., and Lanini, I. (2013). Vivere e morire in Terapia Intensiva: Quotidianità in Bioetica e Medicina Palliativa. Firenze: Firenze University Press.


 De Hert, S. (2020). Burnout in healthcare workers: prevalence, impact and preventative strategies. Local. Reg. Anesth. 13, 171–183. doi: 10.2147/LRA.S240564 

 Eelen, S., Bauwens, S., Baillon, C., Distelmans, W., Jacobs, E., and Verzelen, A. (2014). The prevalence of burnout among oncology professionals: oncologists are at risk of developing burnout. Psychooncology 23, 1415–1422. doi: 10.1002/pon.3579 

 Embriaco, N., Papazian, L., Kentish-Barnes, N., Pochard, F., and Azoulay, E. (2007). Burnout syndrome among critical care healthcare workers. Curr. Opin. Crit. Care 13, 482–488. 

 Giles, K. (2015). Decision aids for people facing health treatment or screening decisions. JBI Evi. Imp. 13, 112–113.


 Girgis, A., Hansen, V., and Goldstein, D. (2009). Are Australian oncology health professionals burning out? A view from the trenches. Eur. J. Cancer 45, 393–399. doi: 10.1016/j.ejca.2008.09.029 

 Gonçalves, A., Fontes, L., Simães, C., and Gomes, A. R. (2019). “Stress and burnout in health professionals” in Occupational and environmental safety and health. eds. P. M. Arezes, J. S. Baptista, M. P. Barroso, P. Carneiro, P. Cordeiro, N. Costa et al. (Cham: Springer), 563–571.


 Green, M. J., Peterson, S. K., Baker, M. W., Harper, G. R., Friedman, L. C., Rubinstein, W. S., et al. (2019). Use of an educational computer program before genetic counseling for breast cancer susceptibility: effects on duration and content of counseling sessions. Genet. Med. 5, 20–25. doi: 10.1097/01.GIM.0000159905.13125.86


 Guntupalli, K. K., Wachtel, S., Mallampalli, A., and Surani, S. (2014). Burnout in the intensive care unit professionals. Indian J. Crit. Care Med. 18, 139–143. doi: 10.4103/0972-5229.128703 

 Haruna, J., Unoki, T., Ishikawa, K., Okamura, H., Kamada, Y., and Hashimoto, N. (2022). Influence of mutual support on burnout among intensive care unit healthcare professionals. SAGE Open Nurs. 8:23779608221084977. doi: 10.1177/23779608221084977 

 Howlett, M., Mostofa, M., Talbot, J., Fraser, J., and Atkinson, P. (2019). P065: emergency department staff perceived need and preferred methods for communication skills training. CJEM 21, S86–S87. doi: 10.1017/CEM.2019.256


 Kleiner, S., and Wallace, J. E. (2017). Oncologist burnout and compassion fatigue: investigating time pressure at work as a predictor and the mediating role of work-family conflict. BMC Health Serv. Res. 17:639. doi: 10.1186/s12913-017-2581-9 

 Lauro Grotto, R., Papini, M., and Tringali, D. (2014). I tumori cerebrali infantili: relazioni di cura[Childhood brain tumors: care relationships]. Santarcangelo di Romagna: Maggioli.


 Lei, Y., Zhou, Q., and Tao, Y. (2023). Decision aids in the ICU: a scoping review. BMJ Open 13:e075239. doi: 10.1136/bmjopen-2023-075239


 Maglalang, D., Sorensen, G., Hopcia, K., Hashimoto, D., Katigbak, C., Pandey, S., et al. (2021). Job and family demands and burnout among healthcare workers: the moderating role of workplace flexibility. SSM – Popul. Health 14:100802. doi: 10.1016/j.ssmph.2021.100802 

 Mantovani, G., and Spagnolli, A. (2003). “Metodi Qualitativi in Psicologia” in Bologna [QualitativeMethods in psychology] (Bologna: Il Mulino).


 Maslach, C. (2009). Comprendiendo el Burnout. Ciencia y Trabajo 11, 37–43.


 Maslach, C., Schaufeli, W. B., and Leiter, M. P. (2001). Job burnout. Annu. Rev. Psychol. 52, 397–422. doi: 10.1146/annurev.psych.52.1.397


 Montesperelli, P. (1998). L’intervista ermeneutica. Milano: Franco Angeli.


 Montesperelli, P. (2001). L’intervista ermeneutica. 2nd Edn. Milano: Franco Angeli.


 Montgomery, A., Panagopoulou, E., Esmail, A., Richards, T., and Maslach, C. (2019). Burnout in healthcare: the case for organizational change. BMJ 366:l4774. doi: 10.1136/bmj.l4774


 Muehlschlegel, S., Shutter, L., Col, N., and Goldberg, R. (2015). Decision aids and shared decision-making in neurocritical care: an unmet need in our NeuroICUs. Neurocrit. Care. 23, 127–130. doi: 10.1007/s12028-014-0097-2 

 Nolan, G., Dockrell, L., and Crowe, S. (2020). Burnout in the Paediatric intensive care unit. Curr. Pediatr. Rep. 8, 184–188. doi: 10.1007/s40124-020-00228-3


 Paiva, C. E., Martins, B. P., and Paiva, B. S. R. (2018). Doctor, are you healthy? A cross-sectional investigation of oncologist burnout, depression, and anxiety and an investigation of their associated factors. BMC Cancer 18:1044. doi: 10.1186/s12885-018-4964-7 

 Piggott, K. L., Patel, A., Wong, A., Martin, L., Patel, A., Patel, M., et al. (2019). Breaking silence: a survey of barriers to goals of care discussions from the perspective of oncology practitioners. BMC Cancer 19:130. doi: 10.1186/s12885-019-5333-x 

 Ramírez-Elvira, S., Romero-Béjar, J. L., Suleiman-Martos, N., Gómez-Urquiza, J. L., Monsalve-Reyes, C., Cañadas-De la Fuente, G. A., et al. (2021). Prevalence, risk factors and burnout levels in intensive care unit nurses: a systematic review and meta-analysis. Int. J. Environ. Res. Public Health 18:11432. doi: 10.3390/ijerph182111432


 Reid, K., Klowers, P., and Larkin, M. (2005). Exploring lived experience. Psychology 18, 18–23.


 Shanafelt, T., Hasan, O., Dyrbye, L., Sinsky, C., Satele, D., Sloan, J., et al. (2015). Changes in burnout and satisfaction with work-life balance in physicians and the general US working population between 2011 and 2014. Mayo Clin. Proc. 90, 1600–1613. doi: 10.1016/j.mayocp.2015.08.023 

 Smith, J. A. (2003). Beyond the divide between cognition and discourse: using interpretative phenomenological analysis ni health psychology. Psychol. Health 11, 261–271. doi: 10.1080/08870449608400256


 Stacey, D., Légaré, F., Lewis, K., Barry, M., Bennett, C., Eden, K., et al. (2017). Decision aids for people facing health treatment or screening decisions. Cochrane Database Syst. Rev. 4:CD001431. doi: 10.1002/14651858.CD001431.pub5 

 Teixeira, C., Ribeiro, O., Fonseca, A., and Carvalho, A. (2013). Burnout in intensive care units - a consideration of the possible prevalence and frequency of new risk factors: a descriptive correlational multicentre study. BMC Anesthesiol. 13:38. doi: 10.1186/1471-2253-13-38 

 Tong, A., Sainsbury, P., and Craig, J. (2007). Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups. Int. J. Qual. Health Care 19, 349–357 

 Triberti, S., Petrella, F., Gorini, A., Pappalardo, O., Sebri, V., Savioni, L., et al. (2021). Augmenting surgery: medical students’ assessment and ergonomics of 3d holograms vs. CT scans for pre-operative planning. EAI Endorsed Trans. Pervasive Health Technol. 7:e5. doi: 10.4108/eai.8-1-2021.167844


 Van Mol, M. M. C., Kompanje, E. J. O., Benoit, D. D., Bakker, J., and Nijkamp, M. D. (2015). The prevalence of compassion fatigue and burnout among healthcare professionals in intensive care units: A systematic review. PLoS One 10:e0136955. doi: 10.1371/journal.pone.0136955 

 Wåhlin, I., Ek, A. C., and Idvall, E. (2010). Staff empowerment in intensive care: nurses' and physicians' lived experiences. Intensive Crit. Care Nurs. 26, 262–269. doi: 10.1016/j.iccn.2010.06.005 

 Yates, M., and Samuel, V. (2019). Burnout in oncologists and associated factors: a systematic literature review and meta-analysis. Eur J Cancer Care 28:e13094. doi: 10.1111/ecc.13094 


Copyright
 © 2024 Tringali, Carli, Chelazzi, Villa, Lanini, Bianchi, Amato, Romagnoli and Lauro Grotto. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/xhtml/Nav.xhtml




Contents





		Cover



		The emotional involvement of physicians in the Oncology Intensive Care Unit: a phenomenological-hermeneutic study



		Introduction



		Materials and method



		Exploratory phase



		Testimony collection phase



		Processing of results



		Restitution phase









		Results



		Difficulties



		Difficulties in finding a balance between the professional and private spheres



		Immerse yourself



		Emotional involvement in the end of life: the young oncohaematology patient



		Difficulties in processing experiences









		What helps



		The importance of anesthetist rotation



		The improvement of some patients



		The importance of experience



		Receiving letters of appreciation for end-of-life care



		The importance of having a psychologist on staff









		The needs



		Need for a specific university education dedicated to caring relationships



		Need for a structured activity where experiences are shared



		Need to play down with colleagues



		Need to share one’s experiences with others



		Need for overlap between private and working life



		Need to devote oneself to the vital aspects of existence















		Discussion



		Conclusion



		Clinical implication



		Study limitations









		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Conflict of interest



		Publisher’s note



		References



















OPS/images/cover.jpg
’ frontiers | Frontiers in Psychology

The emotional involvement of
physicians in the Oncology
Intensive Care Unit: a
phenomenological-hermeneutic
study












OPS/images/crossmark.jpg
(®) Check for updates







OPS/images/logo.jpg
, frontiers Frontiers in Psychology






