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NURSE STRESS AND PATIENT DEATH

by Judith Gray

Sixty—nine nurses wWere asked about their experience of
caring for dying patients,the areas of distress,management
of their own feelings and the availability and use of
formal and informal support.The nurses worked in one of
three settings chosen to reflect a high, medium and low
number of patient deaths : a palliative care unit;the acute
assessment wards of a geriatric department 3 and the
continuing care ({(long-stay) wards of the same geriatric
department.

The incidence of anxiety and sitress were measured
using the McMordie version of Templar®s Death Anxiety
Scale, and a number of instruments designed to assess
reported stress in the nursing task. Short and longer term
costs of stress were assessed using bGoldberg’™s General
Health Guestionnaire,.the nature of G.F. consultations and
illness reports.

Experience of stress was not directly related to the
number of deaths.Might staff in the palliative care unit
reported higher levels of stress than day staff in caring
for dying patients,and continuing care staff reported more
stress than acute ward staff.Night staff generally felt
less appreciated and were less well supported at work than
day staftf.As stress increased,so did the number of coping
methods used.No long-term costs were identified and it was
concluded that the methods uwused by these statf to manage
the experience of stress were successful,and this was a
competent, coping group.

A number of recommendations in relation to the
training and support of staff are made,together with
indications for further research.



ACKNOWLEDGEMENTS

I would like to thank my academic supervisor, Daphne

her support and encowragement 1in  carrving

5

Shepherd, +0

resgarchs for her patience when progress wWas

W

throuah thi

law: and for her guidance and inspiration which snabled a

0

steady movement towards a conclusion.

i

d also like to 2xpress my appreciation to the medical
r

10 nuwrsing statf of Hospital 1 and Hospital 2 for

i
their time and help in setting up the study: to the ward
tat+ who welcomed me into thelr teams: and finallv to all
n

nNose whno agreed To be interviewed.

1 would also like to thank the following organisations for

113

financial support

Fing Edward’s Hospital Fungd +or London - Educational

Bursary Scnhneme ;

The Social Workers Educational Trust.



Introduction

Chapter 1 : The Nature

Introduction
Defining Stress

Fozitive and

i

I
]
)]

inl
G

~Hase
al

F

el
4}
[
r+
o
0r
t
ot

L O

s h cal

It
O
o

[min

>
|
it}

D

W

A& Faradiam

i

Cooing Hehaviou

Coping Disposit
Multiple and 51

Coping Jutcomes

Hurnout
Successful Copi
Support

The Efficacy o+
Social Suoport
Measurements of
Life Events

ot

Epidemiclogical

Socoupational 35t
The affective R
as Stress
fhie Meaning of
Care of the Dvi

Death Attitudes

Goccupational

CONTENTS

1)
t

of ress s

MeEgative fAspects of Stress

d Definition of Stress

‘=rspective to Detining

Definition of Stress
rs
ions and Strategies

rngle Coping Technigues

ng Strateqgies

Health

rt
it
[S)

Outcome - Men

Studies

Stress and Nursing :
ress in Nursing

ole

or

Death

ng

and Anxiety

Stress.

[n
o
O

0.

L

o B
L ]

fx)

=Jp

o.

o.7=
p.
D.3
e

.

BoR

oo

~4

~4

P

_
w

19

T

A



[

CONTENTS

Death Attitudes and Anxiety in Nurses
The Hospice Concept

Stress in Terminal Care Nursing

Care of the giderly

eriatric Nursing

The Applicability of American Research
Meed tor Research
The Costs of Stress

Futuwre Developments

ors

Host Fopulation:Hospital

(=
The Host Fopulation:Hospital 2

iitial Contact

I : The Instruments Useao
The Guestionnaire
Measures of Stress

I : fAnailysis of Results

T
-
]
[w]
b
1y
=
iy
0
by
0
or
it
1]
=
<
1]
%
J
1
i
4
t
ot
1
=
u}
it
rt
foy
u]
3

i
5
13
5
1
M
-
<
pui
i
a
]
]
Y
0
rt

Hospital 10— The Falliative Care Unit

i
(1]
r+
ot
I
3
"t
Ju
o}

hul
[
Pk
s
ﬁ'
ot
]
a

pa.4z

womow
Bopok
o @

oo
Ln
I D!

w
I-

[0t W w]
- oA
Do Y E

[%}
o
U

FA—
[ I s o]

U
~
P

ju)
~J
I

)
~4
-4



CONTENTS

Hospital 2
The Acute Assessment Wards
Ward A — The Environment
The Fatients
Ward B
The Continuing Care {(Long—-Stay} Wards
Ward C — The Environment
The Observation Week
Ward D
Night MNuwrsing Sta+tf
Three Days from a Diary
Week 1l:wWard T — Continuing Care
Week Zrard A — Acute Assessment
Might Duty

'

Week I : Hospital 1

‘"

Might Duty

5 : The Subliecis

Balancing Demands and Capacity
Comparison of Working Hours
Age

-

Relationship Between Gualification and Age

£

Multiplicity of Demands
Marital Status
Dependent Childrasn
Working Hours 0F Respondents with
Children
Jther Dependents
Attitude of Family to the Job
Training for FPresent Fost
Mursing Experience
Number of Years MNursing Experience
Length of Time in Present Job

Voluntary and Involuntary Farticipation

0. 109
p.l046
p. 107
p. 108

p. 108

o
mn

paio
p. 108
p. 109

p.iil



CONTENTS

Chapter & : Care of the Dying p.115
Introduction p.115
Nursing Care of the Dying p.113
Definition of Dying Status p.116
Role Change p.118

General Care p.118
Psychological Care p.11%9
Inferred Psychological Need p.l120
Time Spent with Dying Fatients p. 121
Time with Relatives p.122
Other Changes in Role p. 124

Chapter 7 : Reactions to Death p.126
Introduction p.126
Explanations that Ameliorate the Impact p. 129

of Death
The Emotional Impact of Death on Staff p.131

Chapter 8 : The Awareness Situation p. 136
The Range of Responses p. 138
I : Staff Who Would not Talk to Patients p. 138

about Dying
11 : Respondents Who Gave Conditional Answers p.141
II1 : Respondents Who Would Talk to Fatients p.143
about Dving
Conclusions p. 144
Attitude to Talking about Dying and p.144
fualification
Fatient Awareness p. 146
The Awareness of Other Fatients p. 152
Conclusion p-154

Chapter 9 @ Feelings and Their Management p. 135
Relationships with Fatients and Experience p.135

of Upset

u
4

Categorisation of Responses p.1



The "Frotfessional" Lroup
The "Involved" Group — Avoldancs
The “Involived" Group — Open Reaction
The Effesct of a Death on Staff’'s Work
Chapter 10 : Results of Hypothesis Testing
Hypothesis 1
Hypothesis &
Hypothesis =
Hypothesis 4
Hypothesis S
Hypothesis
Avpothesis /
Hypothesis 2
Hwpothesis 7
Hypothesis 10
Hvooihssis 11
Hypothesis 12
Hyoothssis 13

Denial of Upset

The

The

CONTENTS

"Frofessional " Group

"Iinvolved®

Giroup

Acknowl sedgement of Upset

Hypotnhesis 14

Hvpothesis

T L o S M v e o o A = v
* [ * 1 t = * » a Y [

¥

158
158
159

L L [ bt
OO O N U O
1, | ol Pt P

-
£~
o

Chapter 11 : Summary of Findings
I - Findings That Wers as Zxpected

g

]

¢ 1]
|

Findinas Contrary to Expectation

-

g

or
i

Hypothesized Relationsnips that Were

Not Supported



al
1]

3

CONTENTS

-1

ey

ielationsnip D252

ol
8]
a
!
-+

p.Z54

0. 254

The Fesooncents 0. 254
. - et . . PR =3 - — - AET LT
Mumbesr of Deaths and Magnitude of Stress oL 258
CoOmoDal-ison wWwith Hecesroh 0. oo

3
1T
]
'
]
o]

I
[
et
4]
"

s
3
[w}
M
r.

L

LomDarison HEetwaea

The Findings 0. esd

arg - x g i “ g A - LSy

FROTOEE Tnat WEre Sl1ifl ol ar T {OF fi= K | NLQH_ D 25/
B oup

fiu S e

(1 €4 D25

The Task 0.Z71

al
[y
i
3
]
[
it
"
i}
o
"

b
v}

[ I
[V
(] -
SO

o]
I

S I

()
S
]

L

T

o
b

iy}
fd

[w}

Forrmai ana Supports R
- - . - ey
08 W{orE — ome SouUunasry In I R

Support Networks D.294

Staft+ 0.295

Frovision and dse of Support Sroups g.298



CONTENTS

Chapter 12 : Conclusion and Recommendations

Summary of Findings

The Experience of Stress

The Experience of Support

Stress in the Nursing Task

Stress Management

Sutcome of Stress Management
Implications
Recommendations

Indications for Further Research

p.302
p.302
p.302
. 2035
PS03
p. 03
p.Z04
D204

0. =6
0. S09

p.311

0. 556



APPENDICES

Appendix 1 — Introductory Letter
Appendix 2 — Guestionnaire

Frotessional Data
Management of the Dving
Support

Life Event Guestions
Religious Belie+

General Health

fippendix I — Templer’™s Death Anxiety Scale

Appendix Za — Mean Death Anxiety Scale
Scores

fppendix 4 — Nursing Situations

Appendix I - Nuwrsing Tasks grouped by

Category

Appendix Sa - Mean Scores/Rankings @ Nursing

Situation Categories

Appendix & — Death Situations

Appendix 7 — Job Satisfaction

fSppendix 8 — General Health Luestionnalre

Appendix 7 — Life Events Scoring

Gppendix 10a - Admissions, Discharges and
Deaths — 1983

Appendix 10b - Admissions, Discharges and

Deaths — 1984
Appendix 1ia - Bed Occupancy and Length of
Stay
Appendix 11b — Number of Ceaths per Bed
lic

- Average Length of Stay

s

Appendix

Appendix 12 - GF Consultations
Appendix 13 — Coping Methods
fpppendix 14 — Time of Death

p.>11
p.312
p.312
p.312
p.315
p.317
D.3>1

0. 520

re

p.32

p.321

p.I22

p.524

Pale

ey

p. 33

0. 248

p. 348
0. 549

0. ol

=

3w -2d

bl

e R b ]



AL

T
58]

i

-

-

[u]

I~
il

ot

3.

o
5]

ou



TABLES

Table 13 : Feelings of Upset and Behaviour Following p.1358
Fatient Death
Table 14 : Distribution of the “Open Reaction” p.l163

Involved Respondents According to Staff Group, by

Fercentage in E£ach Group

Table 15 : Coping Response and Freguency of Use p. 165
Table 1& @ How Staff Thought Deaths Sffected Their p.167
Work, Showing Mumbers and Fercentage for Each Group

Table 17 : MNumber and Fercentage of Respondents Who p. 168
Said Fatient — Death a&ft+ected How They Felt fmbout

Their Work

Table 18 : Number and Percentage of Staff in Each p. 169
Groun Who Had Never, Sometimes or Often F=lt They

Had Had Encuagh

Tapis 19 : Factors Which Contributed to Sta+f D. 171
Feeling They Had Had Enough

Table 20 2 Correlations of Death Anxiety Scals with . 175
Nursing Situation.,Death Zituation and Death-Relatead

Nursing Tasg Scores using Fearson’s ¢, for the Whole

Samplie

Tabie 21 : Correlation of Stress Scores  Using D.176
Fearson’s v, +or Sub-Samclses

Table Z2 @ Total Arnnual Deaths +or Lach Ward +or . 177

1985 and 1984



fo
[

ot

[x}

soed

i

an

=y

BN
T

1
)
X))

A8

W

i

TeE2m%

o~

0.1

e

Foups

n

[§%}



TARBLES

L
I

Estimates of Deaths

Relationship Between Experience of Death

Gutcome Measures Using the Mann—Whitney

Test

Taple 26 : Mann—whitney Test for lllness Reports
Over a Fericd of One Month

Tabieg 37 : T-Test / Anviety Scores for 1) Nom —
pelievers and 27 Weekly Church attenders

Table 9 : Differences in Level of Death aAnxiety -
i) Non—oelisvers Z) Those with Uncertain Belief
Table 40 : Importance of delistf and Chuwrch

Tagies 41 : Relationship Fetween Religious Belisf and
Reported Dxperisncz of Upset AT Fatient Death
Table 42 @ Relationshi Between dumoer  of Coping

Coping Methods and

the Mann—ihitney

)
.

T

203

206

207

208

bt
ot
I

B2
P
L1



TABLES

Table 44 : Results of T-Test to Compare Levels of
Stress in 1) The Reaction and No Reaction/Avoidance

Groups; 2) The Reaction and No Reaction broups

Table 45 : fAssociation Between Availability of Close
r

es Using the Mann—Whitney

n
oy
il
+
-t

550

T»

able 44 : O etwWwesn  Svailla
Family Supporit and Stress Measures Usin

or Mann—#hitney

17 : Relationshio Hetween Stress Scorss and

Gabi1lity to Discuss Home Worries at Work

Table 49 : Stress Scores ang Ability to Switch OFf

Tabise SO @ DiscusSsion OF Worries st Home ang/ o BoEE
i T oam BN Y g raml omb § e o emde Lgimemi e iSO T ST 3 —
Tablis 51 @ FReglartionsnipo Betwesn DUupport at ®WOre and
Stiress

e e 5 T U - P ey — U C o s
Taple SY @ Incdividuai Death ATE1etyY and Deatn

DN s s om e T e ; ch g e o s e e g ek D g g e ™o
SILUISTI0N L CenmE WOl v Discriminatea Betwesn uav

ahd Night Stat+

Tapie : Stress Messure ltems Which Differsntiata
Hospital 1 Day and Night Statff

Table S3b : Strosss Measwe Items Which Differentiate

Hospital 2 Day and Night Staff

Lo Zan Tan
R

224

~ e

227

R



-
il
s
I

o

W]
a3
i

.‘ -
+

fry
ot

i

Pt

m

o
ek

i1}

m

+
i

T =m
=]

1

By
1

-
03
o
1]

oy

:-C).V
s

P -

: Differsnces Between Night Staff,Hosoita

igspital o on Deatn Situation items

i)
<&
[y
r
[}
4
.,*.’
B,
w}
Wi
=]
ok
rt
il

0
i1}
t
)
tn
A
fa)
o
h
M
bt
o}
3
=
rt
m
3
1}]

. Wiz=n for Frovision of Support fMeeting At
1
s Svaiiapbiiityv ano Use of Statf Support O

Night Statf in the Sampie as & Whole

s Famelinn appreciated ov Lol izagues
y Correlations  Showing  Strengtho of

« measn  Scorss -  Mwsing  Situation
: Mumbsr of

N - ; -
i

: Distribution of Deaiths

among Day

et

ey

D/

et o

T3

e by
0w loana

e
i JE o

T3
i,
L
l-



m
b

Y]

n
e

S
-

sy
o

i 8 Fowr

2 1 Fercentage of

Drroups from

g. S 3 FPercentage of
the Five Groups in ©h
g. 4 @ pNumbsrs of Full

Hospital

n
';T

FIGURES.

a. T : pumbsr of Respondents in
G. & 1 Number of Staff  with L
rzing Experisnces

g. 7 5 Monthly Deaths for Zach S
May 1784

G. © : Feligious Belief — Al

g. % @ pumber ot Staft

4 and

i
n

T

g. 10 2 Attendance at  ano  Use
scuss Worries at Work

g. 11 : Use of Support from S
rrised or dpset

g. 12 : Conceptualisation and
ress

[=1n

Measuwrsment

M
I

[

e

u}

i

o
i

U

fir

+

]

N

“h

AU STY

w i ol

[

0

M
by

o+

a

T

o.

!

P
-
-

Lh
L

1300

102
104
IR e
i 4o
1¥%s
Pt
LT

213

[y

b

]
e
w



FIGURES.

Fig. 13 : Number of Admissions Discharges and Deaths p.35

for 198% : Hospital 1, Palliative Care Unit

Fig. 14 : Number of Admissions Discharges and Deaths D. 335

for 1983 : Hospital 2 — Ward A, Acute Assessment

Fig. 1S : Number of Admissions Discharges and Deaths 0. 340
for 1983 : Hospital Z - Ward B, Acute Assessment

Fig. 1& @ Number of Admissions Discharges and Deaths 0. 541
for 1983 : Hospital 2 — Ward C. Continuing Care

Tig. 17 : Number of Admissions Discharges and Deatnhs 0. 242
for 1987 : Hospital Z - Ward D, Continuing Care

[P

Fig 18 : pumber of Admissions Discharges and Deaths  p. 245

for 1984 : Hospital 1, Falliative Cares Unit

Fig. 19 : Mumper of Admissions Discharges and Deatns 0. S84
for 1784 @ Hospital Z - Ward A, Acule AZSessment

Sig. 20 : pNumber of Admissions Discharges and Deaths  p. 345

L

P84 : Hospital £ - wWard B, fAcuts Assessment

“+
0
"3
-

Fig. 21 : Mumber of Admissions Discharges and Deaths p.i46
for 1984 : Hospital 2 — Ward C. Continuing Care
Tig. 22 @ dumbsr of Admissions Discharges and Deaths 0. 47

=~

- Ward D. Continuing Care

N
0
i
a
ot
,*1
Fi
-

for 15984



INTRODUCTION

The expansion of the modern Hospice movement in the last
twenty or so years has coincided with a growing interest, at
least among some professions, with the subiect of death.
Hospice care of the seriously ill and dying equates with
the principle of total patient care : that is care of the
patient®s material, physical, psychological and spiritual

needs, together with those of his family.

At the same time, the appearance of literatwe and research
about the psychological needs of dying patients began to
make its impact on the field of patient care. Kubler—-Ross
(1970} found that when she succeeded in penetrating the
reserves of the medical profession, and began to talk with
dying patients, they frequently welcomed the opportunity. An
awareness of the psychological comfort brought to patients
who were able to discuss fears and anxieties, and the
isplation that results from a "conspiracy of silence" led to
a growing identification in the hospice movement of the
importance of promoting an atmosphere of open awareness. In
conjunction with this there developed also an understanding
of the potential stress to nuwsing staff who worked closely
wiih dying patients and were required to manage
conversations of this natuwre, particularly i1if they were

without the appropriate training and support.

Terminal care nursing in a hospice context became synonymous
with the provision of an open ethos, and whilst the
notential benefits and stresses were recognised, in general
the assumption has been made that hospice care is good care
and +that the programme devised is right : for patients,
tfamilies and staf+. in particular, the stressful nature of
the wori has been recognised and, it is claimed, provided

+or.

In adopting what may be regarded as something of a
pioneering role in promoting quality of total care rather

than cure in nursing the dying, hospice care challenges the



traditional medical view of death as a failure. However, it
may also come to be regarded as somewhat select, enjovying
perhaps better material swroundings and staff to patient
ratios than many hospital wards. Whilst it may be hoped that
the experience and knowledge gained in these specialist
settings will usetully inform the care of dying patients
el sewhere, there is also a danger that hospices become
regarded as privileged elite areas of care, which have
little relevance to the general day—to-day realities of

patient care.

Although much anecdotal material has been reported about the
stressful nature of working with terminal illness and death,
there have been no previous British studies which examine
this topic in depth, and little research in this area in any

country which uses a comparison group.

The present study set out to explore some of the issues
referred to above, by examining the experience of staftf who
are involved 1in nursing dying patients in three settings.
The +irst was a National Health Service palliative care unit
which was set up and runs in accordance with hospice ideals
and practice. The other two were the acute - assessment
wards, and long—-stay f{or as staff preferred, continuing -
care) wards of a geriatric department. The three settings
between them represented respectively a high, medium and low
rate of monthly deaths. The researcher was interested to
understand the esxperience of these nurses in caring for
dying patients, to see what was happening and how they

coped.

The study starts with an overview of the general literature
on  the nature and meaning of stress, its potential
consequences as well as possible mediating factors, and a
review of some research instruments designed for its
measurement. It proceeds to a review of the literature and
research relating to occupational stress in nursing; the

meaning and impact of patient death and death anxiety; the

M



hypothesized costs of this kind of stress; and

methods which have been recommended to mediate
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upon which ars based the main reconmendations, together with
suggestions +or future research. The i1nstruments used,
together with additional supporiing data appear 1in the
appendices.

Far sase of re=sading, the protocol has been adopted
throughout of referring to staff as she and patients as he.
In addition, the following abbreviations have been commonly

SRMN — State Registered Murse; SN — Staff
SEM / EM — State Enrolled Nurse;

NA - Auxiliary Nurse:

5GP ~ General Practitioner;

JBCNS — Joint Board of Clinical

abbreviations are explained in the text

Nurses

Nursing Studies.

when they are



CHAFPTER 1

THE NATURE OF STRESS

Introduction

Since the early work of Hans Selye and others in the
1930°s, a massive body of writing and research has been
produced on the subject of stress.Over recent vyears it has
become popularised as a topic of interest and concern,and
articles may as equally be found in weekly magazines as
in weighty scientific journals, offering stress measurement
scales and advice on stress reduction. Stress has become a
fashionable subject for research with many areas of modern
life seen as potential stress research material.
Terminology, such as *Type—-A behaviour®™ and *hurnout”,
originating in stress research has become part of evervyday
language; and there has been a gradual acceptance of the

existence of a relationship between stress and health.

From the plethora of research that has already been carried
out on stress, apart from major works, the writings and
research to be referenced here will be limited primarily to
those which date from 1970. Unless otherwise indicated, they

will be of American origin.

Defining Stress

The term stress has been widely and variably used, and it
is by no means esasy to reach a comprehensive definition or
framework. Indeed, Singleton (1974) suggested that such an
attempt was undesirable at the then present stage of
knowledge, while Mason (1973) pointed to the existing
confusion over terminology. Definitions of stress have
included reference to external and internal stimuli, and/or
responses at the level of physiological 7/ biological,
psychological and / or psychosocial behaviour, depending on
the interests and orientation of the researcher; whilst in
everyday language stress most usually is taken to be some
force or stimulus external to and acting upon the subject,

or to indicate an emotional state. However stress is



defined, Monat and Lazarus (1977) gave emphasis to the
importance that in any study its meaning should be clearly

defined.

Fositive and Negative Aspects of Stress

It may be useful to start by recalling that Selye {1974}
suggested that stress cannot be avoided. Its absence, in
fact, is death. He further suggested that stress is not a
uniformly negative concept, but may give rise to feelings
of pleasure, satisfaction, and enjoyment, for which he
coined the term “eustress”. Stress may equally be
associated with unpleasant or damaging consequences, which
Selye distinguished as "distress". These have generally
received more research attention, and stress tends to be
equated with the occurrence of noxious stimuli and harmful
conssquencas. Selye (197%) noted that an insufficiency of
ztimulation may be as harmful as an excess. Unused muscles
may underge atrophy, too little input to the sensory
nervous system may lead to boredom and, in extreme cases,to
hallucinations and other mental disturbance. He pointed out
that stress "possesses prophylactic and therapeutic value;
it can induce non-specific resistance to a great variety of
potential pathogens”. In other words, the experience of

stress can have a protective and immunising function.

4 Response—Hased Definition of Stress

One approach to the study and definition of stress has been
the specification of a class or classes of response which
can be used reiiably as evidence of stress. Selye (1974)
defined stress as the "non—-specific response of the body to
any demand”. In early experimental worik with animals he
noted a stereotyped physiological response pattern to a
range of different stimuli. Selye’s observations of the
sztress reponse led him to ascribe the term "General
Adaptation Syndrome” to what he suggested was in fact a
szquence of responses, which he was able to relate to
concomitant measwrable physiological with biological

changes. In the study of stress in human subljects,

]



responses involving changes in atfect, cognitive
functioning, motor behaviour and physiology have been used
as measures of stress. Theorell and Rahe (1974) reported
the use of measures of biochemical composition of urinary
output, in a study of myocardial infarction, while Fenz
{1975) used a combination of measures of cognitive and
physiological responses. Lindemann (1944),in a study of
acute griet, reported responsea patterns involving
physiological, behavioural, affective and cognitive
changes. Other researchers, Parkes (1973) in a study of
adult grief, Kubler-Ross (1970) in a study of awareness of
impending death, and Bowlby (19353 in research into
childhood separation, have all identified sequential
response patterns which seem to closely parallel at the
level of psychological response the physiological response
pattern described by Selye. However, although these would
seem theretfore to be fairly universal psychological
phenomena, Selye’s concept of stress as a non—specific
physiological response has been questioned {(Mason, 1973).
Moreover, low correlations have been found between
different measures of arousal used to indicate stress and
Schalling (1975 is not alone in suggesting there may be
systematic individual differences in the experience of, and

response to, stress.

There are, therefore considerable difficulties in deftining
stress in terms of a response that can be measured.
Knowledge of the complex physiological and biological
mechanisms invoived in responding to stress is in its
infancy, although it seems unlikely that all responses are
totally undifferentiated. Nor is it yet possibie to be sure
to what extent and how response is mediated by defense
mechanisms, repetition or persistence of stress over time,
gither at a biophysiological or psychological level. In
short, stress defined in terms of a global response is
difficult to test since there is no certainty that what is
being measured is the same on all occasions and for all

subjects.



A Situational Perspective to Defining Stress

An alternative approach to the study of stress has been to
use a situational definition. A wide range of real - life
and experimentally contrived situations have been studied.
Some, by the very nature of the extreme and
life—-threatening experiences to which people are exposed,
will be unanimously identified as highly stressful.
Bettelheim®s (1243) account of life in a concentration
camp, or a disaster such as that experienced by some of
Lindemann®s subjects, readily meet such a criterion. Other
situational stresses described include the threat of
surgery (Janis, 1958) and making a voluntary parachute Jjump

{(Fenz).

Within the laboratory., a wide range of artificially induced
stimuli have been designated stressful by the researcher.
Fhysical stresses such as the use of electric shocks
reported by Meichenbaum (1973), and the manipulation of

ischaemic pain {(Johnson, 1975) have been used by some

researchers. Others have focused their attention on
manipulating situations which might be described as
psychologically stressful. Steiner (1%9270) reported on

psychological discomfort in the form of discordance; while
Sales (1970) reported on the experimentally induced fear of

failure.

However, one important characteristic which distinguishes
the situational stresses described above, and particularly
the real—-life from the laboratory situations, relates to

ne degree of choice the individual has over his presence

ri
in

b

nd participation. The power that an individual can
exercise to remove himself from an unpleasant experience,
or the extent to which he is powerless to influence events
over which he has no control, will give rise to very
different experiences of anxiety, and perhaps lead to very

different behavioural responses. In this sense the



experience of stress in a concentration camp will be very
different from that in a laboratory aor when about to
undergo surgery. However, although serious illness was one
of the life events identified by Paykel, Myers, Dienelt,
Klerman, Lindenthal and Pepper (19469) as discriminating
significantly between depressed patients and controls, the
degree to which an individual remains at the mercy of
events can influence the experience of stress and perhaps
its outcome. Janis, for instance, was able to demonstrate
that an experimental group of patients about to undergo an
operation who were given advice and information regarding
post-operative pain, but otherwise treated no differently
from a control group.,. achieved better post—operative

recovery.

In a similar way, in the research to be described here, the
nurses working on the ward with the highest number of
deaths had all chosen to work in that situation, in full
awareness of the high number of deaths they would
experience. Moreover, death of patients was also defined as
part of the nursing task. it seems probable that these
nurses would be less likely to experience feelings of
powerlessness than staff on other wards where death is not
expected and where goals are more cure, maintenance or
discharge oriented. On those wards death may be seen, less
as part of the task than failure of the task. The feelings
of stress may therefore be both qualitatively as well as

quantitively different.

The study of stress using a purely situational perspective
is therefore problematic. individual appraisal of a
situation as stressful has been related to the process of
evaluating the degree of threat or potential harm,which
might include +the imminence of threat, the degree of
ambiguity associated with it, and its power for harm. The
inherent stress in one situation, such as life 1in a
concentration camp, would seem to be very different

qualitatively and quantitatively from that of an operation,



a laboratory experiment or a parachute jump. At the very
least, the situational approach would seem to require the
development of a hierarchy or scale of severity of stress.
A number of such scales have been constructed which deal
with the problem in this way, and these will be reviewed
later. The problem of individual variations in response to
stressful situations still remains, however. fAs Janis
observed, the intensity of individual pre—-operative fears
had little to do with the objective seriocusness of the

operation.

A Psychological Definition of Stress

Attempts to account for individual variations in response
have led to an elaboration of the concept of stress, with
the introduction of a psychological perspective and the
specification of intervening or interacting variables. In
these terms,stress has been defined as a transactional
process between the individual and the environment.
Fersonality factors such as intelligence, ability to learn
from experience, coping dispositions, level of training and
skills have all been considered important. McGrath (1970)
and Mechanic (1970) both defined stress in terms of a
"substantial imbal ance™® o “discrepancy” between the
demands of the situation and the ability or capacity of the
indiwvidual to meet them. HMechanic and Sells ((1970)
considered motivation important. The individual’s beliefs,
qoals and value systems and the consequences +for these of
an ineffective response wers seen as determining the nature
and intensity of the individual’s involvement in the
situation and 1its relative definition as stressful.
Mechanic suggested a definition which also takes account of
the "sgcio—emotional" level of the subject, his confidence
and esteem, while Selis and McBrath alsoc highlighted
factors external to the individual, including social
pressure, demands and constraints relative to the freedom

to choose between behaviours that are required, permitted

and forbidden.



A Paradigm

McGrath proposed a four—stage sequence of events,
incorporating the various aspects of stress which have been
discussed, and 1n which time was regarded also an important
parameter. This might be illustrated figuratively as in the

model in figure 1.

Fig. 1 : A Four - Stage Model :

ENVIRONMENTAL AFPRAISAL /
TIME > DEMANDS / > FPERCEFPTION
STRESSOR (S) oF

DEMAND

4

/ ;

/ !
/ EXPECTATIONS ;
; EEL IEFS :
: "ENVIRONMENT ;
.‘ FERSONALITY Y
; POTENTIAL CONSTRAINTS ':
; TRAINING COP ING ;
; EXPERIENCE ;
RESFONSE

CONSEGUENCE -
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It seems clear that any definition of stress which fails
to take account of the complex interaction between
situation, response and the many possible intervening
variables has limited applicability in reality. However,
the model illustrated in fig 1, based on MchGrath™s four
stages, incorporates the various parameters of stress
aliready discussed in the definitions of stress : the
obiective or external demand or stress which may then be
subisctively appraised as stressful, or not, depending on
the balance between the demand and the subiject’™s ability or
capacity to meet it — his personality, including beliefs,
values past experience and so on; the temporal aspects of
stress are included in anticipatory worrying, planning and
preventive coping; in the duration of stress; previous
experiencs, and future learning. It is this +four stage

model which forms the basis of the present study.

Coping Hehaviours

The way in which stress is coped with may be as important
in determining the consequences as the stress itself.
Coping may take place betore, during and atter the
condition of stiress, and 15 directed toward preventing,

=1
alleviating or responding to the consequences of stress.

Mochrath incorgorated a Ffeed - back loop intoc his
conceptualisation, and regarded time as a important
element, through which response and consequence  were
evaluated, leading to further coping behaviours. Thus man

is seen as essentialily active, adaptive and coping rather
than merely passive or reactive. Manat and Lazarus (1%977;
defined two maln categories of coping response : direct
action, such as fight or flight, which alters the
relationship with the environment; and palliative modes,
invoiving defensive reappraisal, aimed at relieving the
amotional impact of stress. Direct action might i1nvolve
avoiding the consequences or meeting the demands at a

tolerable cost. Palliative modes might alter the subliect’s

perception of the demand, his capabilities, and / or the

11



consequences. They might be intrapsychic, such as the use
of denial and repression, or somatic, such as the use of

drugs and relaxation.

Fearlin and Schooler (1978), in a study of potential
strains in four major life roles., identified three groups
af response : those which changed the situation; those
which controlled the meaning of the event before it became
stresstul; and those which functioned to accomodate the

stress when it emerged.

Coping Dispositions and Strategies

S5ince personality is thought to be relatively stable over
time, some researchers have considered that a knowledge of
underilying personality traits should facilitate the
prediction of coping responses, and that these behaviours
would be relatively stable from one stresstul situation to
another. A number of personality traits have been
researched, including : ego controlsconformity to group
pressure; and coping versus avoliding tendencies. Findings
have been contradictory at times and Cohen and Lazarus
(1972, in a study of active, ongoing coping strategies in
stressful situations concliuded that psychological traits
including coping styles showed limited ability to predict

Denaviour.

Muitiple and Single Coping Technigues

Having 1identified a wvariety of coping strategies and
dispositions, a logical question would seem to bDe whether
subjects who use a single or preferred coping technigue
have an advantage over those who use a range of strategies.
In this respect, the research evidence 1s equivocal.
Steziner (1970} identified mroup of subiects who showed a

a
nt preference +or one of fouwr coping responses, and

S1

n
8]
3
n

te
a second group who showed no clear preference., but used a
range of responses. When faced with a s=situation of
interpersonal disagreement, the Ffirst group experienced

less psychological stress, measuwred by galvanic skin



response, than did the second group. However, Pearlin and
Schooler found that the most effective response depended on
the area / source of stress, and that people seemed to
experience less stress where they had a variety of coping
mechanisms in their repertolire. Burke and Belcourt (1974)
identified five categories of coping response but found
that responses were both effective and ineffective under
dif+ferent conditions. This would seem to suggest that a
repertolre of Coping responses was necsssary. However, most
studlies use very different measures of stress as welil as
stressful  stimuii, and Lacey (1949;) found that the
correlations between different measures of arousal used to
indicate stress tended to vary both within and between

subiects.

To a large =xtent therefore, the evidence relating to the
significance of factors thought +*o have a bearing on
outcome appears i1nconclusive, particularly in relation to
aspects of personality. Similarly., whilst common sense
would seem to dictate that subliects with a variety of
CooIng behaviours at their disposal would have an

s

ntage, the research evidence is eguivocal.

b
I

Coping Outcomes
e degree to which harmful conseguences can be mitigated,
avolded or prevented would seem a reasonable criterion

against which coping could be assessed. However, Monat and

Lazarus {(1977) cautioned as to the problematic nature of
such  sjudgement=s, suggesting that they depend on  the time
perzspective taken, the level of analysis, for example,

gical, psychological or sociological, and the
eid by the person mnaking the Judgement. Mchrath
also warned that normative dichotomies such as healthy -
unftealthy are more complex  than might appear at  first
sight. Appar=sntly esffective responses might have short or
long—term secondary conssquences. Wolff, Friedman, Hofer
arnd Mason {19464, in a study of 21 parents of fatally ill

children, found that denial was effective 1in reducing

[,
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stress, as measured by levels of hormone secretion in the
urine, only in the short term. Similarly, Janis found that
the group exhibiting antiety—free behaviours
pre-operatively were the only group to show overt hostility

and aggression toward staff post-operativelvy.

Burnout

Selye observed that continued exposure to stress reduced
the capacity of the subject to adapt, so that resistance
i owered, leading to exhaustion and/or death. In recent
years, much research attention has been directed toward
identifying signs and symptoms of this particular stage in
the sequence in human subliects, for which the term burnout
is popularly used. Interest has been directed toward
subjects whose occupatiaon, for example policeman or air
traffic controller, or personality are thought to expose
them to intense and recurring risk. Occupations involving
the delivery of personal health and welfare services have
received particular attention. Maslach (1974) suggested
that people working intensely with the problems of others
wera particulariy at risk of burnout. She identified
patterns of response which included distancing, cynicism
and lioss of concern for others. Freudenberger (1975
described physical signs of burnout such as fatigue,
headache and minor i1llness; henavioural signs such as loss
of temper, over—-confidence and lability; and nsychological

signs such as boredom, resentment and discouragement.

Cherniss (1980 focused on motivation, defining burnout as
"psvchological withdrawal from work”, sa that what was once
regarded as a calling becomes a Job. Maslach and Jackson
L1979 identified high personal cost including physical

A

1
i

lness, fraguent use of drugs and alcoheol, and damage to

j—

personal  and family relationships. Institutional costs
included low morale, impaired performance, absenteeism and

high turnover.

Successful Coping Strategies

Given the potentially high costs of failure to cope, much

14



of the research literature also seeks to identify both
successtul caping behaviours and external resources
available to the individual +to potentiate coping. Hall
. quoted by Burke and Weir (1980}, in a study of role
conflict in universityv—educated married working women,
found that behaviour which involved altering the
expectations of others regarding appropriate benaviour for
oneself (Type I behaviowr) was positively correlated with
satistaction. Type 111 behaviour,which invalved changing
the quantity and/or guality of one’s own behaviour to meet
ail upectations correlated negatively with satisfaction.
Moward, Rechnitzer and Cunningham (1973} found less stress
among groups who made greater use of techniques to build
resistance to stress, such as sle2ep and exercise, and who

talked things through with peers on the Job.

Support

The avalilability of support, baoth at work and home has been
avtensively researched for its role in  enhancing coping
capacity or buffering the sffects of stress. The evidence
suggests the relationship is not  straightforward. Fayne
{1980} suggested support can be divided into two categories
: material, sSUCh as money, machines and esguipment; and

csychosocial, which wmight be cognitive, 2motional or

r

behaviowral. Proavision of support might be formal and/or
formal. Formal provision.he suggested required rules,
regulations and specialists and is usually feasible only in
a relatively large organisation. Informal support i1s more
fomasible in smaller organisations, where size faclilitates
ring., but it also would depend on whether
secple want it to happen. Payne found that managers viewed
pportive those aspects of their work environment
=

vchologically close to them, such as  the work

Burke, Weir and Duncan (19780, in a Canadian study of
s

informal helping relationships in work organizations found



that status dictated to whom an individual would go for
help, and that the prevailing ethos was one of
non—involvement. In the same setting, Burke and Weir (197&)

found the typical profile of the effective helper was

someone vyounger, of the opposite sex and outside the work
orrganisation. However , Firth (1982} in a study of
supportive behaviour among nuses, found that such

beraviours were perceived primarily in relation to personal
rather than organizational support. Effective support was
described in the context Ffirstly of communication skills,
in particular, attentiveness and positive, constructive
responses, rather than position or Hperience; and only
secondarily in terms of the action taken. However, it may
be that any study which locks at the nature of support at
work also needs to take account of the prevailing culture
or organizational climate. Buwrke et al (1976) suggested
that informal helping would be both more valued and more
prevalent in a participative organizational system. Whilst
the size and hierarchical structure of both hospitals and
manutacturing aorganizations may militate against
participation, stable ward or departmental teams in either
field may promote it, given a favourablie management =thos.
However, the cCconseguences of not feeling valued or
consulted in a service industry such as a hospital may be
more serious and more immediate in  human terms, since it

may be harder to care for others.

Caplamn (1974) described the role of the family, indeed its
srimary function, as being to provide personal =ocial
support, providing its members with emotional, practical
and material help in a network of reciprocal obligations
and acceptance. Cobb (1976) conceived three categories of
social support : relating to emotional support, the sense
of being cared for:; esteem support, that one is valued; and
the sense of belonging to a network of communication and

mutual obligation - social support.

16



The Efficacy of Social Supports

Mekinlay (1973) in a study in  Secotland, found that the
availability of social networks influenced the use of
health service facilities in opregnancy. Utilizers of
services were Ffound to have a less readily available
rmnetwork of supports, in which they were less tightly
=smbedded, while the friends and relatives of
urnder—-utilizers functioned as lay consultants. This would
seem to suggest that the availability of formal networks
may make good the lack of, or complement, informal supports
hut does not displace them. Gore (1978), in a longitudinal
study of unemployed married men found evidence of greater
stress in  men with lower levels of social support and
concluded that social support appears to have a buffering

wever, Mettlin and Woel+tel {19274) suggested that

i}
+T
'+ '
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n
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L
X]

a2 large social network may be counter—-productive. They
found that respondents wiih  an wtensive and iverse
communication network experisnced higher levels of stress
than those whose network was less diverse amd less

eriensi ve.

& number of studies have suggested that social supports
nave a moderating effect on life stress and illness. Lin,
En==21, Simeone and Kuo (1979) found a strong negative
rorrzliation between social supports and illness symptoms.
In a British study, Brown and Harris {(1%78) found that the
presence or lack of a close confidant was corucial for women

W  fRad o weather a ocrisis. Women with no confidant ran a

neariy tTen times grsater than women who had a
inlayson {1974 in a study in Scotland,. found
evidence to  =suggest that the lang—term favourable outcome
follawing myocardial infarction Was related to the
availablity of an extended suppori network, inciuding lay

orsultants. Nuckolls, Cassell and Kaplan (1972) found that
where women had high life event scores for a period before
and dwring pregnancy. those with high psychosocial assets

had significantly fewer complications than women with low
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pevCchosocial assets. However, Schaefer. Covne and Lazarus
{19817 found their data questioned that social supports

meciate the effects of stressful esvents.In a vear long

study, Lhey measursa separats  asSpecte of SOfial sSunport.
WL On They rdentitlag Aas =0ci Al NetwWor K, amotional .
informational ang Langilinlie suppnowt. Thesir data snowed  that
serocomived social supDort and non —  loss  lite  evenits had
additive effectz on levels of depression and

segative morais. Smotional support correlateg significantly
and inverssely with negative moralses informationai sSUpport
- N

and  depre2ssi0n. iney conciuded tnat the conceot and

mzaswrement  oFf  S0C1al supporT needsg to be Ns1oerably
refined.

It may oe conciuded Thnat A simpls Stisuius -0 Response
moael will  not suffioe tor research into stress. Wntd

.
exposuwre  to certain  sets of events may  tend  toward
m

. 5 - - . D .
increased  vulneraoiliiov, the final outoome i teras of
pngdlvidual g8in or loss, mastery oF Iutftering, wWill gepena
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pathway that stress and emotions which are coped  with
d =] the longsr term conseguences of

) u]
ohvyvsicali or mental ill—-healith. It is the purpose of this
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ta look at measures whici have been developed to
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The SRE has been used extensively to investigate the

association of life changes with iliness. Early studies in

i1}

particular were retrospecitive. Rahe and Arthur (19468), 1in a
d

v of illness experience and 1ife change, coliscted

e i [y

LmneEss onlv. Aahe and = {1974 compared the jife change
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multiple sclerosis in Israel, Antonovsky and Kats (1967)
used matched controls, limited their guestionnaire to items
dealing with primarily objective, factual data and carried
ocut a separate analysis of what they termed ‘“serious
crisis” data. Rane (1572) reported two prospective studies.
In the first,.American naval personnel provided information
on recent life changes, and 1illness information was
collected later +rom medical records during a six — month
cruise. Life change scores weres found to be predictive of
near—iliness reporting. Highest correlations were found for
older, usually married subliects. &lthougn yvounger, single
personnel reported more i1llness episodes, this was least

4

well predicted by their lite ange sScores. In a second
study, of underwater demolition team trainees, mostly young
and single, attention was paid to the kinds of illness, and
sarticularly the severity, that subJjects reported. Life

change scores were found to best predict reiatively severe

illinesses, but not minor ones.
Other researchers have designed longitudinal studies to
£ ms of retrospective blas. Myers, Lindenthal,

T examined the relationship

o d
twean life svents and mental status, using a &Z-:i1tem

be

checklist. They interviewed subiects twice, with a two-year
interwval, although at =ach point in time, inftormation was
gathersd retrospectively. They found a clear relationship
setween changes in the occcwsnce of life events 10 the

two—vear period and changes 1n psychiatric symptomatology.-

Cl

Usimg a tighter prospective sign., Thearell (1974) carried
out & week by week study in Sweden, using a revised version
of the SRE to calculate weekly life adiustment scores.

i

Those were related to weekly measurements of catecholamine
output in wine. Significant positive correlations were
found betwesn catecholamine output and life change scores,

but the effects varied with personality.

A number of criticisms of the selection of items in the SRE

has also been made. Ander, Lindstrom and Tibblin (1974)
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cautioned that the maximum score obtainable by men in their
study depended on their social situations, particularly
whether they were married, had children and were working.
Hence the scale might not be a very accurate measure for
certain age groups,such as the young and elderly. Ander et
al suggested calculating a percentage score based on the
number of events applicable. Hudgens (1974) also criticised
the items selected, suggesting contamination of results
could occur using the SRE because as many as 29 out of the
4% items could be regarded as either symptoms or
consequences of illness. In a similar vein, Dohrenwend
{1974) identified three categories of events: those which
are confounded with a psychiatric condition; those which
consist of physical illness or injury; and those which are
independent of either physical or mental health. He
suggested that if one is interested in the aetiology of
iliness these classes o+ event should be kept separate

analytically.

The Meaning of an Event

A number of researchers have criticised checklists 1in
general for their failure to take account of the meaning an
event might have to the individual, and hence the
uncertainty whether like 1s being compared with like. A
fnumber of alternatives have been proposed, and meaning has
been variously conceptualised as upset, desirability and
threat over both short and long-term, as opposed to the
amount of change /7 adiustment criterion used by Rahe and
Mis colleagues. Johnson and Sarason {1979 criticised the
SRE for ignoring the meaning and impact of life 2vents on
the subiect and for the loss of individual variability whnen
a group rating is used. They constructed a scale to reflect
both the impact and desirability of items, which were rated
on a scale from -3 to +3, yielding a total positive and
negative change score. Brown also criticised the SRE for
the vagueness of its items and identified two further

saurces of . error which would invalidate research results of
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both retrospective and prospective studies ~ indirect
contamination and spuriousness. He considered much life
event research, by ignoring the meaning of events, to be
vulnerable on both counts. Since the psychological meaning
of an event cannot be avoided, he suggested it must be
controlled for in the research design. Following a British
study on depression and schizaphrenia, he reported the
development of a scale in which the class of event was
recarded on a standard schedule, and the surrounding
circumstances about which information was to be gathered
waere specitied 1in advance, to avoid respondent and
interviewer bias. The additional information gathered at
interview was then used by & committee to rate sach event
for degree of severity based on the "contextual threat®, in
the long and the short term. Thus the meaning of an =svent
was excluded at the interview stage and reintroducead in a

controlled way at the rating stage. Brown and Harris

(19738}, in & study of psychiatric in- and out-patients, and
a random control sample of women drawn from the same local
population as the patients, found that only events rats

3

zevare on long—term contextual threat were related to the

onsst of depression.

Favkel ancd his collszagues conceptualised the meaning of
life svents 1in  terms of upset, rather than change /
acjustment. in a matched control study with depressed

satients, Faykel, Myers, Disnelt, Klerman, Lindenthal and

Fepper (194%) guestioned whether certain events might be
=

Mo significant than others in relation o subsequent
mental beslth cutcomes. Using a &sl—-item modified version of
rhe SRE., it was +Found that depressed patients reported

three  times as  many events as controls. However, whe
ficant differasnces bSetwesn the two groups were in the
e freguent reporiing by the patient group of events
~lassed as exits from the social field (losses), and events
classed as undesirable, rather than entrance asvents. In a
further study, Faykel, Frusoff and Uhlenhuth (1971) found

considerable agreement between subjects rating exit events



as high for "upset"and entrance events as low. When the
same events were rated and compared for both degree of
upset and adiustment, (Paykel and Uhlenhuth, 1272), all
eantrance events were scaled signifticantly higher for
adiustment than upset. They concluded that "upset” was a
parameter more relevant to the consideration ot events as a
precipitant of depression, and that adiustment might be
more  relevant in considering psychosomatic disorders. In a
further study to validate the 61-1item zcals
cross—cul turally, Faykel, McGuiness and Comez (1973)
compared the ratings ascribed by two matched samples of
American  and English subjects. Overall, the two groups
ranked events very similarly, and they concluded that a
single scale would suffice for either population. English
subiects tended to scale events more highly than Americans
put  to have experienced fewer in the last vyear. They
considered that differences between the two countries on
individual events could be understocd in terms of known

differences in life patterns.

Fimnally, a number of researchers  have compaired these
various approaches to the conceptualisation and
measurement of stressful life eavents. Ross and Mirowsky
(197%9) compared a number of life—event weighting schemes,
inciuding those used o measure for change and
undesirability. They found that simply adding the number of
unagesirable events was the best pradictor of 111l health
measured by psvchiatric symptomatology. However, Dohrenwend
R in another study to compars different ways of
conceptualii=sing and scoring items. found that the weighted

sgcial change measuwrs yielded the highest correlations with

In summary, the scaless that have been developed to measure
stressful stimuli defined as life events can be divided
into those which conceptualise stress as related to the
degree of change or adiustment involved, and those which

conceptualise stress in terms of its psychological impact —



upset, desirability or undesirability. A number of
significant criticisms have been levelled at some of the
studies, particularly earlier ones. in general, however
stress has been conceptualised and measured, a correlation
nas been found with life events and a variety of health

cutcomes.

Measurement of DOutcome — Mental Health Measures.

Although the studies on life events have shown that stress
is implicated in a range of psychiatric disorders, the
relationship 1is by no m@means straightforward. A better
understanding of why some people seem to be more at risk,
and how such risk is distributed in the community, together
with the advantages of being able to identify high-risk
zubiects, in the interests of preventive medicine, has
contributed to a focus in some research on the development
aof mental health rating / screening scales. There are a
wide range of instruments for the measuremennt o+ mental
mealth in existence, which zsem ta  have been developed in
. Some hava been developeda within  the

=
context of epidemicliogical field studies, and have Dbeen

designed and tested For their ability to fdiscriminate
mental iliness in the general population. Other messures
Save ceen developed for use primarily as  diagnostic and

=
~mzsarch  instruments wiith known psychiatric
=i

o
11" pecple, usually

although they may also discriminate "we

they have not been designed or tested for this. The
advantage to strsss research  is that such tools provide a
means  of measwring  ons aspect ot the outcome ar
ConsSequenc of stress.

ael (1943 investigated the relationship

sorder and socioculturxsl factors in an

b

iy
tween mental di
urban community. Data was gathersd using the Home Interview
Survey, which included 120 mental health items. Rating 1.
made by two pesychiatrists, was based on answers to these

questions. This rating was then used in conjunction with



sociocultural and demographic details to vyield Rating 11.
Interview material was also used to rate respondents for
"Gross Typology". such as neurotic  traits. The same 120
items were also presented to two groups of “known well" and
"yrown 111" respondents. Twenty two items werae identified
as clearly discriminating between the two groups at a level
aof confidence esqual to or better than .01. These items also
discriminated between non—patients and out-patients
ijdentified in the community sample. Langner (1962) reported
the scale was developed to provide "an indication of where
neople lie on & continuum of impairment in life
functioning." Respondents in the community were divided
into well and impaired groups on the basis of Rating II.
Using a cut-off score of T / 4 the scale was found to
correctly identify S4.4% of respondents as impaired, and
micsclassified 1% of well respondents. However, Goldberg
(19772) calculated an overall misclassification rate for
Langner’®s 22-Item Scale of Z20%,based on a 257 incidence of

mental ill-health 1n the population.

Leighton, Harding, Macklin, Macmillian and Leighton {19633
used trained research assistants to gather data using a
structured interview which included 75 health oriented
gquestlions, the Macmillan Health Opiniton Survey (HOS) .
Interviewars also made their TWN assessment of the
respondent’s manner. Data was assessaed by Four
psychiatrists to yield a doint evaluation of mental health
status. The HOS was standardized on a group of psychiatric
in-patients and a group of respondents from A& farming
community. Sixty—four rspondents from the main swvey were
also given a thirty minute psychiatric interview. These
respondents were assigned two ratings, categorizing them as
well, doubtful or sick on the basis of the psychiatric
interview and the HOS score. Comparison of the two ratings
yvielded a misclassification rate of 147 i+ ratings of
doubtful were excluded, but this would otherwise have been

much higher.
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Gurin., Veroft+ and Feld {19603 reported a natiocnwide
American survey in which respondenis were i1nterviewed about

maior sources of satisfaction and dissatisfaction i1n the

roles of marriace, parenthood ano  work. BExoerience of
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Goidberg (1972) reported on the

administered questionnaire,

Huestionnaire {GHG) . designed
oevyohiatric 1llness in an Engii
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development of a self -
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CHAFTER 2

OCCUFATIONAL STRESS IN NURSING

Occupational Stress and Nursing

Mursing has in common with many other occupations that it
is carried out within an hierarchical and buweaucratic
organisation. Hence, its staff are likely to experience
stresses not  unigue to nursing, including conflicts
t delivery of a professional service within a
atic =atting. Other stresses may be more inherent

raturese of the worlk itssif.

Studiss of other oocupations have shown  stress o be

ed, among other things. with role conflict,overlioad
and ambiqguity {Kahn, 1973):; workload and overload {(Salss,
17700 iow status, inadequate technical resources and

vy for pecple rather than

talal

2lated to responsibili

Lt

r = t
things {Parasuraman and Alutto, 198133 leadership styie
t

.’W

ional practices (Rizzo, House and Lirtzman, 197
or infarmation and Sarning

o
d Seppeson., 1777):;  and ftask level

murses Lo feelings of powerlzssnes 71y +found
= =zZi1anificant oorrelation Detwesn role ciarity and
voiuntary rrover, Dropensity to leave, work satisfaction
arnd iob tension.

That nursing 1is regarded as a stressful occcupation 1s

evidenced by a growing body of research literature, which

i

e=rribes both the sources and the results of stress. In a

a3

;

tish study, Menzies (1%&6), reporting on a detailed

[
foi v

I



study of the problems of student nurses, noted high rates
of sickness, absenteeism, anxiety, depression and voluntary
withdrawal from nursing. She concluded that these resulted
from the psychological distress associated with the nature
of the work, in particular learning to cope with i1lliness
and deaths; and from interpersonal and organizational
etrains within the system. Although many changes have been

maces in nursing since then, a number of more recent studies

D

have also shown nursing to be stressful relative to other

Il'l

osccupational groups. In two American studies, Colligan,
Smith and Hurrell (19773 +ound a disproportionate
incidence of mental health out-patient consultations among
hospital and health care professionals including nuwrses;
whilst Sterling and Weinkam (1974), in a study of the
incidence of smoking by ococupatlaon, found that nursing
ranked 15th. out of more fthan seventy female occupations.
in = British study of self— poisoning and self—iniury,
Bancroft, Skrimshire, Reynolds, Simkins and Smith (19735)
+ound that, in women, nurses ranked among those

nccupations with the highest rates.

the results of these studies suggest  that nursing is
upation relative to others, most o+ tLthe
rature on the sources of streass 1in nwsing

ave emanated from the United States. fa)

0}
-5
1}
i
Qg
-

v common approach to the study of nursing stiress
has been to look at arsas of nursing care in wnich stress
iz generally considerad to be high, such as critical /
intensive cars Nursing. and more reacently, hospice and

— - 3 .

terminal care. Hay and Bken (19723 and Skinner (1980}
documented a range of environmental, physical and
psvchological stresses in critical cara nwsing, including

migh standards of competence and autonomy, a heavy and

-

fluctuating workload,responsiblility for critically 1ll
patients, intsrpersonal stress with other staff and with
patients® families, and frequent deaths. Campbell {(1980)
reported similar stresses on a coronary care unit, but

suggested that the more concretg problems were superimposed



on the more pervasive, underlying problem of death anxiety,
which was less readily acknowledged. Leatt and Schneck
{1980) carried out a study which called into guestion the
unigqueness of critical care stress. They found considerable
agrzement among head nurses from a number of specialties as

+t5 the sources of stress on their wards.,

However , Stenhie (1981 criticised  much critical care
research literature for a number of shortcomings, including
tihe use o+ anecdotal evidence, lack of a theoretical base,
failure to use obisctive measuwrsments of stress or Lo make
byroad Ccomparisons with other arsas of n*nuwrsing. She
challenged the sometimes unquestioned assumpition  that
critical care nursing is stressful, or more siressful, than
osther zars=az of nwsing.

The findings of a number of :omparativé studies, in which
stress 1s more carsfully measured, call into guestion  the
inherent stress of critical cares nursing, but suggest a
mumber of factors which may nhave a mitigating influence.
Duwtbury  and . in a comparative study of
turnover rates, found identical patisrns betwesn  adulit and
reg—rniatal intemnsive care and general infant care units.
Comsiderable variations between a numbsr  of neo-natal
intznsive care wunits in different haspitals suggested local
factors might bDe  important, though these were not
identi+ti=ao., Given the very f2w  studiss which have used
ohisctive measurss of sitress, one such was carrisg out by
Jobnson (127%:, using a measuwre devised v  Spielberger,
Sew-sch andg Lusnens, the Etate-Terait  Anxisiy Inventory

c El
Taly, which defined two types of anxiety. State Anxiety

waz concaptualissd as  a  transitory emotional state, which
might  wvary A intensity ang fluctuate over time. Trait
Anxisty rataerread to relatively stable individual

differences in proneness to anxiety and hence a tendency to

respond to situations perceived as  threatening with a

raised State Anxietv. In a comparative study of the effect
t

v on seif-disclosures between patients and staff on



surgical, medical, psychiatric and critical care wards, she
found both types of anxiety to be higher among staff on
medical and surgical wards than on the critical care ward,

although the difference did not apparently reach the level

of statistical significance. Possible reasons for the
difterences between these wards were not discussed.
&1 though not ail correlations wer e statistically

significant, Johnson found a consistent trend toward an
association between higher levels of anxiety and lower

levels of disclosure.

In a comparative British study of staff from four intensive

care units, four general specialties, three renal units,
c

and a number of medical and a surgical warg, Michols,

[wi

ringtord an

p Searlie {1981) found high levels of
satisfaction on 21l wards sycept one, which was known to be
experiencing difficuities. There was broad agresement
hetween wards as to sources of dissatisfaction, with most
reported in relation to lack of support from superiors,

actions +to mistakes,workload and feedback. Un the unit
snown o be  having oroblems thevy found poor relationships
with medicai staff, lack of sense of support and
self-worth, a feeling of being treated badly when mistakes
occwired and  that the ward organization was seen as
breaking down. They conciuded that psychosocial factors

inclugding aroup cohesiveness, the structure and
acceptibility o+ authaority, and the guality of
communication and support weres as imporiant determinants
of job satisfaction as types of ward. PMonl, Denny, Mote and
Coldwater (1982), in a study 04. two intensive care units
and two general medical units found that one i1ntensive care
uriit was significantly dissimilar From all three other
LMits, with consistently more favourable scores on  more
than hal+f the subscales. They concluded the only variable
to distinguish this unit from the others related to staff
support, and in particular to the attitude of the head

nurse, who was known to openly recognise the stressful

u
J



nature of the work, to encourage mutual support, and to
respect the professionalism of her staff. In a six—month
longitudinal study of stress, Farkes (1980a and 1980b)
followed first vear students in a British School of Nursing
through two allocations to medical and surgical wards. She
found significantly higher levels of anxiety and depression
in students on medical wards, who alsc reported less
satisfaction with their work. Farkes suggested that these
differences might be accounted +or by inherent ditfesrences
in the maturs of the work on  the surgical and medical

X

wards. Patients on the latter reguired longer periods of

rare, wers less likely to improve, and more likely to die.
She suggested that the "affective role” is more important
on  medical wards, but ails it makes greatesr emotional

demands on the nurcse, with fewer tangible rewards.

The literature would seem, therz=fore, te suggesit  that a

proper understanding of nurse  stress demands that 1t be

placed in the overall context of the Job, including the

i
ward and its organization, cCoping techniguess and rEsSgources.

Some studies, however, suggest that certain stressas may oe
inherent 1n r Y
need to reiate to seriousiy il and dvying patients.
orevalling  atmosphers o support  or lack of 1t, anag the

.i:
att:tude and isadership style of the nuwrse 1n char
f

=)
wars seem to e significant factors discriminating "good”

WwEros and

The Arfective Hole
Duint {1573 described how students  learnt to manage what
couald @ reqarded as the affective role 1n relation Lo

o
dying patients. In an sxamination of the curriculum of five
schopls of nuwrsSing, she +found that most courses focused on

tzmaching life-saving goals and techniques. Students were

taught to ogserve and report on physical signs  and
symptoms. Although most courses had some  teaching on

peychological care, there was no requirement for students

—rew
RS



to report an this, and the separation between classroom
teaching and ward practice meant that the teaching often
led less experienced students into conversational
difficulties with patients. Students tended to
underestimate the intense feelings of grief they would
experience when they became involved with dying patients.
ew found support from other staff, but turned toward
lassmates or boyfriends as a socunding board and for
dvice. Buint pointed to the tension that existed between
he role and behaviour associated with feelings of grief,
and the expected role behaviou of the Temergent nurse”.
More experienced students had well-developed strategies for
handling such situations, which i1included contact and

conversation management., guarding or avoiding tactics.

The need for the nurse to examine her own feelings and
attitudes 1if she is to meet the psychological needs of the
patient 1s emphasized in a study by Gow (1%982) of trained
graduate nurses. One of the most frequently reported
unhelpful responses identified by these nurses was "Felt
inadequats to enter 1nto patient’s problem because had not

personally resoived the issue". Along with "felt guilty but

could not communicate" and "felt pressured (within seld)
into doing things rather than coping with feeling

elements”, 1t was the most Ffrequently mentioned response

seen as unhelpful in situations involving dving patients.

Death as a Stressor

Medical and scientific advances this century have brought
about considerable changes in the pattern of mortality as
well as a reduction in mortality rates for significant
parts of the population. It 1s no longer common, in this
COUMTI Y., fou- a chiid to die before reaching adulthood, and
most of us can expect to live not only longer, but also to
a healthier old age. Together with increased geographic
mobility and changes in the pattern of family living, these
factors mean it is not unusual for an  individual to reach

middle age before he experiences his first personal loss
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man’s psyche as capable of reaching into "obscurities far

beyond the scope of our understanding.”

Other groups., like the stoics of ancient times, regard
death as the end. This has been variocusly used to Justify a
"live for today" approach to life, and as the guiding
principie behind the humanists’ view of man’s coming of
age, his responsibility for himself. For others, however,
rhe meaning of life and death is confused and uncertain.
Doubtful belief and unfamiliarity, perhaps, conspire to
make death into, what =ome writers have referred to as, the
modern taboo. No culture remains static, however, and Jdust
as the nuclear bomb can force confrontation with the
reality of death, so a growing body of literature about
death and our manner of caring for the dying, highlights a

reaction against the taboo.

Care of the Dying

Concomitant with an increasing ability to postpone death
nave come changes in the way in which death and dvying 1is
managed. Technological advances have led to the growth of
new specialisms, and the expectation +that the medical and
nursing professions, the new experts, will use these skills
Teo prolong 1ife and cure the previously incurable.
intrinsically., however, death then becomes imbued with a
zense of professional failure. Cartwright, Hockey and
Anderson (197%) reported that over half of all deaths 1in
tre U.K. occur in NHS hospitals rather than at nome,
further distancing the experience of death for the
surviving familvy. in 1984 and 1985 (OPCS Monitor: the
picture was similar, with only Z2% and 314 of geaths
respectively occurring in private homes, and dust over 58%
i MHS hospitals. With the growth of nursing and rest homes
to provide far the care of the elderly., it seems likely
that the number of deaths in private homes will continue to

decrease.

The implications for health-care professionals are

2
o



twofold. Few will have had any contact with death prior to
entering their chosen profession. Their attitudes,
retlecting as they will, those of their families and of
society 1in  general, may be unhelpful and inhibiting,
and this may be +further reinforced by the prevailing
professional ethos surrounding death. However, as more
people than ever die in hospital, the care of the dying and

the management of death become increasingly the province of

groups of professionals - a sSpecialism with its own
mystigue which serves to set them apart. Reynolds and
Falish (1974) suggested that the social and psychological
costs for oost-holders wer e high, involving social
stigmatization; fzcing the holder with the need to deal
with anx<iety assocli ated with reminders of his own

mortalitys: and requiring him to deal with emotionally upset

1]

Lien

[

ts. FKasper (19&3) identifi=sd one way of cooing used by

t

wedical students, i the development of counterphobic

o

defenses, hrrough which they desensitized themselves, if
not to death, at 1least toc "the symbols of death which most
oecpie Tind distwbing”; & training which stresses

"scientific obliectivity® and "inhuman perspective".

Many writers have recorded the isolation and conspiracy of
silence which can surround the dying in  hospital, as they
become an uncomfortable reminder ta staff of their failure
c arle, #Argongizzo ang Eutscher {(19746) suggested
that in order to function effsctively in meeting the needs
ot  the dying, cars-givers needed to examine their own
attitudes to death. They must, said Hubler—-Koss, be able to
c2 their own dving with eguanimity. In contrast to the
isolation, Benoliel {19746, described very clearly the
rsing role in caring for the dving 1 the nurse providing
the patient with continuity of contact with at least one
persan who cares for him & a human  being; with an
oppaortunity to know, understand and participate in
decisions: being a source of confidence and trust,
concerned to understand the subldective meaning of the

disease experience for the patient.



Much of the literature about death tends to make the
assumption that death is stressful, and that this has been
further increased by a variety of cultural, epidemiological
and demographic changes over the last century.bivers of
cars to the dying are thought to be particularly
vulnerable, therefore, because they are caught between
professional expectations and their own and societies’

e
attitudes to death.

Death Attitudes and Anxiety

Technigues for the measurement of attitudes and anxiety
about death and dving were identified by Kurlycheik (1978/9)
as falling 1into one of four types : projective technigues,
and physiological measures, both of which have tended to be
used to assess subconscious attitudes or fears, and neither
of which 1s sasily administereds; gquestionnaire and
interview procedures, which tend to make interpretation and
standardization difficult; and rating scales of various
El1ngcs. The latter two have been the most commonly used.
Various factors or dimensions of death anxiety have been
taken 1nto account by researchers, 1ncluding fear of dying,
fear of death of self and of others. Typicaily, however,
attitude toward death has been treated as unidimensional,
in terms of f=ar, anxiety or concern, rather than as multi

- dimensional, having perhaps positive and negative

Death anxiety and attitudes have been researched in a wide
variety of groups in relation to & numaer of parameters
thought to be significant. Feifel (1934) noted a religious
trend among elideriy males vetsrans who said death was most
feared 1n ©old age, whilst Gibbs and Achterberg — Lawlis
(19738) found that strength of religiocus bpelief was
associated with a decrease in conscicus fear of death.
Feitfel (12&65) and kKubler—-Ross both reported anecdotal

evidence _that nearness of death in itself was not

(A
o



associated with greater anxiety. They both found that
subjects welcomed the opportunity to discuss openly the
seriousness of their illness and their feelings regarding
death. However, Hinton (1963} in a Britisn study which
matched seriously ill with dying patients, found that the
latter group were mors commonly depressed and anxious Than
he

patients who were aware that their illness might be fatal.

ot

controls, and that depression was more common in

Howsver , the Bibbs and Achterberg — Lawlis study also used

matched control groun. Cancer patients wers found to

o]

core significantly lower on death anxiety, measured by

w

Templar® s Death Anxiety Scals, (DAS).

Lonetta, Flisming and Mercer (197%) administered the DAS to
five groups — LCanadian and Morthern Ireland students,
graduate nursing students, funeral service students and
members of the iUnitarian rFezillowship, the groups bDeing
chosen to represent differesnt wperience ot and attitude
rowards death which might be thought to influence death
anxiety. Although & number of concerns  unigue to some

groups  were found, death anxiety was not signiticantly

gifferent between the groups. Lattaner and Havsiip (1984-5)
simiiarly found no significant differencss in death anxiety
between subliscts working in death - related and non -
death—r=lated ococupations. MeMordie {19727, in a

comparative study of the DAS and two modifications ot 1t,

founc that females scored higher on all versions than did
males, whilst Lester (1984-3) found few difterences bDetween
the sexes using the bLester — Collett scale. Templer, Ruf+t

and Franks (1971 also found significantly higher scores in

n c
fzmale groups but no differences in relation to age.

fesessment of attitudes towarc death has, then, Dbeen
undertaken in & number ot ways — physioclogical and
projective techniques being used when the focus has been on
unconscious attitudes: and interview / guestionnaire data

and rating scales at other times. While these latter have



been more commonly used, rating scales also have the
additional advantage that they allow for comparison between
groups. In general, the approach to measurement has been to
regard attitudes toward death as negative and

unidimensional.

Death Attitudes and Anxiety 1n Nurses

Campbell (1980) , in an American study.suggested that
anxziety about one’s own death was "the most ubigquitous and
intense personal response in those caring for critically
ill patients®. In a similiar wvein, Cundey (1981, 1n an
article on nursing in FEritain, considered that an
"imability to cope with dying, death and bereavement is a

maijor contributor to stress.”

Foita {(1%63) found nurses perceived death as predominantly

peaceful , controllable and oredictable, a natural
termination of the life process”. However, 1t was also
perceived with a high degree of anxiety, and Folta
suggested that the scales used tapped different aspects of
death anxiety, relating to death of other and death of
=elf. Hopoing (1977) found that positive attitudes to death
correlated with belisf in a “"supreme being’”. However,.,nurses
who had opted +for & course on malignancy were also found to
have more positive attitudes to death than a control group.
suggesting that attitudes may be an important varliable 1n
self — selecting for work with tne gving. Stoller (19807,
and FPeariman, Stotsky and Dominick {(196%9), found that more
nighly gualifiea nurses evidenced more unease in handling

ted to dvying opatients. Pearliman also found

e

si1tuations

i

21ia

that statf with less experiencs OF death showed less unease
and a more open attitude toward handling situations
involving cdying patients. However, Denton anc Wisenbaker
(1977 and Hopping found a negative relationship between
personal wperience of death and death attituges or
anxiety. Ross (1978), and Gow and Wiiliams in a Canadian
study (1977), found that older subjects showed less death

anxiety than vyounger nurses.
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The degree to which death 1s a stressor for nurses remains
uncertain and the evidence of these studies is conflicting.
In general there has been a lack of agreement in the way
measurement of death anxtiety has been conceptualised, and
researchers have been interested to explore different
variables thought to intluence experience of stress in this

area.

The Hospice Concept

The hospice movement 15 concerned primarily with the
orovision of cars for patients with a terminal illness,
mostly cancer, but aiso neurological disease, where the
emphasis has moved from cure to care. In the provision of a
comfortable and relaxed atmosphere and environment, the aim
i3 to achieve ‘'something between a hospital and  the
patient’s own home; combining the skiils of one with the
warmth and welcome, the time available .... af the other™,
(Saunders, 192773 . Dving 1s accepted as a natwal and
dignified process, in which careful diagnosis and treatment
of  sSvymptoms, including pain., are of prime i1mportance

i, without rECoOur se to denumanizing,

o
.

{Baines, 198
ite-prolonging teschnolagy. {(Ryder and Ross, 1977y, A
halimarkd of hosplice care 1 the creation of an atmosphere
i which patients and statt are free to be open and honest
withh  @ach other, (Manning, i984). High standards of
ohvsical care and total partient care inciuding emotional
support and recognition of The needs of the family are all

valued goais, 5

P
e AP

unders, 1 731 Daunders., Walsn and Smith,

a
1781 Manning., 1984:.

Stresse 1n Terminal Care Nursing

The encouragement of statf i1nvolvement with patients and
families, the high number of deaths and the high 1deals all
contribute to make staftf potentially highiy vuinerablie to
stress. A number of studiess nave identified a range ot both
satisfying and stressiul experiences 1in  terminal care

nuwrsing. though few have used obiective measwes of stress.
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Vachon (1978) suqggested that stressors external to the
individual combine with motivations for entering the work
to influence the experience of stress. She also commented
that constant euposure to death can affect persoconal and
social litfe and relationships. Thomas (1983) defined some
of the satisfactions and stresses in this work, counting
among the latter poor symptom controil, helplessness in the
face o+ death and repeated loss through death of patients
one  had become  involved with. Moser and Erikorian (15823
found that stat+f identified cars of patient and family as
sowrces aof both most stress and most satisfaction, while
Donovan {1981) found that interpersonal conflicts accounted

for 26% of the stress responses, a high proportion relating

o gatient and Ffamily care. Friel and Tehan {1980)
conceptualised stressors as =SHogenous and Sngdogenous. AMong
the +fogrmer, they considered the natwe of terminzal illness,

e

noiuding distressing  sSymptoms  and dying patients: among
the latter, high ideals. axaggerated expectations held by

the nuwse of hersel+ and her role, the pressure of limited

time 1in which to achisve goals, reminder of  one’s  own
mortality, and cConflict bDetween ideals and reality
particulariy when death does ot it with the accspied
ideal.

A number of gther studies have attempted to measure siress
more objectively, wiith the use of a wvariety of rating

nurses to rate 55
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nurrsing tasks For degr=e of stress. The two areas rated
ssful as a group were those tasks which reqguired

zta++ to meet the emotional needs of paitients, and duties

relating to the deaih ot a patient. Vachon, Lvall and
Freeman {1978} comoared sitress on two  active cancer

treatment  wards  anc A newly opened palliative care unit
{FCLY, using boldberg’s General Health Guestionnaire. Staff
o the PCYU were found to have levels of stress twice as
Righ as nuwrses on the other two wards, one of which was

also new. Levels of stress were nearly as high as those



found among a group of newly widowed women. In contrast,
Barstow (19803 found that levels of stress, measured by
Spielberger’s State—-Trait Anxiety Index (STAI), were lower
than the established norms in a group 1n-patient and a
group of home - care nurses. Stewart, Meverowitz, Jackson,
Yarkin and Harvey (1982), in a comparative study of stress
in oncology, intensive care and cardiac wards and 1n
operating theatre staff, found similarities between all
groups on  short -  term stress such  as  physical  and
emotional tiredness. Oncology nurses, however., wers found
to experience mors stress on long—term factors such as

infiuence of the Job on personal relationships than did

other nuses.

Studies of stress in terminal care nusing can be divided
into those which areg anecdotal, tending to assume the work

s stressful, and those which use objective measures of

pde

stress and hence isznd themselves more readily to comparison
with other areas of nursing. The findings are somewhat
contradictory.

Care o+ the Elderly

The medical care of the eiderly was established as a
speciality in its own right following the introduction of
the National Health Service 1in i¥48. At that time,
geriatric departments took over what Hodeinson (1975;

~aterr=a2d  to as a two—tier system of care, with higher

—

ztandards and greater prestige in the acute care facilities

compared to the relative neglect of chronic care areas.

The integration of each intc one department of geriatric

]

medicine led to a more unified approach and philosophy  to

™
i

provision o+t care. This was reflected 1in the

i

o

development of new and effective methods of care, depending
an careful investigation, treatment and rehabilitation
{(Exton - Smith and Crockett, 19249 Amulree, 1951s:3 .,

directed toward improving or maintaining abilities.



More recent trends toward greater emphasis on domiciliary
and community care of the elderly seem a natural extension

of this responsibility. A variety of facilities including

day hospitals, out - patient clinics, home visiting and
liaison with primary care teams, and of supportive
community services, have developed with the aim of

preventing hospital admission or minimising length of stavy.

fAgainst this background, Hodkinson emphasized the

importance of the therapeutic environment 1in which the

individual patient’s wishes and goals have special
importance:; the creation of as home — like an atmosphere as
possible, particulariy in long - stay wards: a maximum of

puman interest and a minimum of regimentation. Friedenberg
(19761, nowever, considered that much energy was expended
on geriatric long — stay wards in denying the reality that
they were places for patients to go and die. fdccepting this
fact., a second goal of patient care should be the creation
of an environment in which the patient can die in peace and
dignity. At the stage of terminal illness, Denham (1983)
alsao emphasized good nursing care, that life should not be
1nappropriately prolonged, an open, unembarrassed attitude
toward death and death with dignity. Thus, the role of the
nurse on the geriatric ward is frequently seen as similar
to that of the hospice nurse, meeting the total needs of

her patients - social,. psychological and physical.

Stress in beriatric Nursing

A library search using the key words stress, nursing and
eriy did not brimg to light any studies on stress in

staff caring +or elderly patients, which suggests that it

iz not an arsa which has commanded research attention. One

may of course hazard a guess as to what might be sources of

stress the comparatively low status of this area of

A

nwsing perhaps; the often poor resources; the lack of
dramatic interventions and cures; the dead-end nature of

the work: and the often mundane and routine nature of the
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care required +or patients who may be cantankerous,
unappreciative or unresponsive. Set against these less
attractive features, geriatric nursing may be seen as an
expandng and challenging field, offering opportunities for
muiti — disciplinary work in which the contribution of each
member of the team is an essential and valued part; the
satisfaction of working with the “whole patient’; and the
characters and wealtnh of vperience of the eiderly
themselves. In the absence of any hard evidence, the dearth
of stress research in geriatric nursing compared to an
almost super — abundance of material on stress in intensive
cars nursing suggests that the nursing care of the elderly

is generally assumed to be a low stress area.

Coping Strategies

Glaser and Strauss (1965 developed a conceptual framework
which centred on the "awareness context® for understanding
the interactions between stat+ and dving patients, and
identified coping responses at several levels -
psychologicail, interactional and organizational. Rules
surrounding  the haospital’s golicy about giving information
to patients, and the organization of the delivery of care
circumscribed and legitimated nursing  behaviours such  as
avoldancs and control of conversation. Murses were

considered to o mast vuinerable in the Ysuspicion” and

"opeEnt awareness contexis. The development of Tcollective
moods”  helped staff anticipate and deal internally with
patient death. This inciuded wvarious labeliliing and
~elabpelling  technigques, so  that death WAS sean as
Sesirable, inevitable, wrong or a relief. Enight andg Field

also noted that contral  of INTormation WAaS
reinforced organizationaily, by the division of labour on
“he wards, such that those who had the status and knowledge
to  answer patients’ guestions had least patient contact.
This enabled stat+f to cope by maintaining a degree of

distance +rom the threat ot death and its implications.

cins (1979) identified fow coping responses used more

(]
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than 304 o+ the time by subijects in her study. The first
tended toward “direct action' that clarified the perception

of stress as understood by others, or used information

aCgulreag in orevious simiisr situations. As fThe perception
_ “ . . _ ke tE

ivrces ievyei s =18 STatTt

the uss  of paiiiative  modes ot

T3] o inciuding Dumour, FationalizaTion,. reiasase ot
1984 and
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(19811 reported a reduced turnover i1n statf compared to the
previous vyear, at a time when the hospital as a whole
experienced an increase; and Sheehan, Donnell, Fitzgerald,
Hervig and Ward {1981~-2) found that the presence of soccial
supports helped new nuwsing students cope with life changes
and nad a significant sffect in minimizing accident / error

rates.

Conclusions
Most of the research and literature on the sources of
stress 1N nuwrsing appears to have emanated from the United
States. Many of the studies suplore stress in particular,
specialist areas of nursing 1n  which stress is assumed to
be highs: typically, intensive care and cancer wards, wheres
iife and death i1ssues are2 to the Foare. Factors in the work
environment, interpersonal relationships and patient care
have been identified as +requent sources o+ stress., both 1n
specialist and general areas of nwsing. However, a high
proportion of studies are anecdotal in natuwre, making an &
griori” assumpiion of high stress which 1s not alwavs
supported by the evidence of the relatively few comparative
studies which have used oblijective measures. There 1s
recurring evidence to suggest that statf, both medical and
T EIing, superience the care of dying patients as
ziressful, a situation which is commonly coped with by
oliding or minimising exposure to 1t. Yarious measures of
death anxiety, which have peen correlated with expected
significant wvariables such as age,training and sxperience,
have produced conflicting results. Levels of death anxiety
among nursas 4o ngh appear  to differ signiticantly from
other groups,. aithough unigue areas of concern  have Dbeen

found.

Stre2ss in Terminal Care
However, 1+ the care of dying patients is stressful, then
staftf working exclusively in this area would be especially

vulnerablie, and one might ¥pect to find significantiy



higher levels of stress. There are a number of ~American
studies which describe the stresses and the satisfactions
af nursing terminal cancer patients. Again, these are often
anecdotal, and few use objective measures of stress. Where
these ares used, the evidence for high levels of stress

appears =quivocal.

The Applicability of American Research

The applicability of the results of American and Canadian
research cannot be taken for granted when considering
British nursing. ifferences in training, in the
organisation and delivery of health care, and 1n social
attitudes and milieu, mean that the experience of stress
may be very different. Comparisons, if they are made at
ail., must be made with caution and supporied with evidence
from British studies. What British research has been done
tends to report high levels of stress, which has Dbeen
related to interpersonal and organizational factors, to
support and leadership style, and to the nature of the

task. There is some evidence that British nurses, like

their American counterparits, regard patient death as
stresstul and  that they tend to cope by avoidance,
minimising contact and controlling the conversatlon,

methods which are often effectively supported by ward
structure and organisation. However, such methods of coping
would clearly be antipathetic to the goals of hospilice care
where open communication about death is esncouraged.
However, there is some research evidence that hospice
nurses may fingd the care of dying patients no less
distressing than their colleagues in other areas. though 1t
would be oremature to conclude that these nurses are highly

stressed in the absence of other indicators.

Need +for Ressarch

In spite of the rmumber of people who die in some form of
institutional care, and the growth of units which
specialise in caring For the dying., relatively little is

known about the prevalence or nature of stress in this area
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of nursing. While an extensive body of literature attests
to the stress inherent in this work, there has been limited
systematic research, either in Britain or elsewhere. in
general, in other areas of nursing care, where well -
designed research has been carried out, oreviousliy held
assumptions of high stress have not been consistently

supported.

The last decade has witnessed & rapid and world-wide growth
in the hospice movement. Research emenating from such units

has made a significant contribution to medical knowliedge

about what constitutes good pain and symptom control, as
well as to a better understanding of the psychological
reeds of dving patients and thelir families. Our

understanding ot statf nesds, however, rests on largely
untested assumptions about the source and natwe of strass
and how to manage it. Althnough there ars a few American and
Canadian studies which address themselves to this area of
research., pritish studies appear to be virtually
non—sxistent. There is a need for empirical evidence based
onn Britisn research to test the wvalidity of these
assumptions and the effectivensss of stress management.
The Costs of Stress
The potential costs of siress are high. to the
organisation, to staff themselves, and ultimately to the
tients as well. Thers 1is evidence that stressful
zituations tend to be avoided, and the ultimate avoidance
abl to statf is  to remove themselves from the work
L tuation. This would be retflected 1in the level of
sickness, abszentesism and staff twnover. Where theses are

=t to the service., to the detriment of
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1tz stficiency a the standard at which patient

cars Can be orovided.
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Nurses who Find care of the dying stressful  may manage
their anxisty by reducing patient contact., confining their

care to meeting physical needs and the neglect of
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psychological needs. They may be less able to distinguish
between their own needs and those of the patient,
responding by jollying along patients and giving false
reassurance when this is not appropriate. There is also
some evidence that high levels of anxiety in nurses adds to
the stress of hospitalisation for patients and adversely
affects such factors as recovery rates (Revans, 1976). It
seems likely, too, that nurses under stress will tend to
see patisnts in Categoriss rather than as individuals with

their own anxieties and difficulties.

Futurs Developments

The cuwrrent crisis im the Mational Health Service, with the
continuing cut - back in funding and the low morale among
nursing staff makes it more than ever imperative that a
better understanding is achieved of the factors which
contribute to nurse stress, and concomitantly to nurse work
satisfaction. Nor are hospices, with their traditional
supply of voluntary funding, immune from the problems which
now beset the public sector service. #As calls on voluntary

funds bhecome more numerous and diverse, their budgets too

are suffering cuts and restrictions.

I

taken place in the provision of hospice care will be able

rt

seams unlikely that the rapid growth that has already

to continue, and certainly not at the same pace, in the
present climate. Indeed, it may be that hospice nursing
will also be hit by the staff cuts that are being
sxperilienced iR the NHS generally. This has clear
implications Ffor the level of care that is provided, the
sthos that surrounds it and the experience of stress among
staff. It seems unavoidable that the provision of the as

ed training facilities for this type of work, will
creasingliy have to vie for funds with patient care. In
this situation, it becomes imperative to develop a better
understanding of the costs to staff and the provision of
appropriate back - up services, if the standards and goals

r

c
of patient care are not to be put in Jjeopardy.



CHAPTER 3

METHODOLOGY

Introduction

fs the review of the literature in the previocus chapter has
shown, there is a lack of soundly based empirical research
to explore the often held assumption that caring for the
terminally ill is stressful, or more stressful, than other
areas of nursing. Much of the work that has taken place
does not use obliective measures of stress and is frequently
anecdotal 1in nature. Although an understanding of the
sources of satisfaction and stress, such as offered by
Friel and Tehan (1980) or Thomas (1983) is important, they
cannot in themselves be taken as sufficient evidence for
the existence of stress. Among the few studies that have
used obliective MEBASUIBS, the results are somewhat
contradictory, Vachon et al {(1978) finding high levels of
stress in a Canadian study, whilst in an American study
Barstow (19800 found stress below the expected norm.
However, differences in the social and cultural milieu and
the delivery of health care make it unwise to generalise
the findings of aAmerican and Canadian experiences to the
British scene. Apart from the study by Wilson (1983) there
appear to be very few British studies. The present study
set out to fill this gap by looking at the experience of
stress among nurses working in two different areas of
nursing involving terminal care in two hospitals.
Information was collected on social and professional data
by interview, using a semi — structured gquestionnaire,
and by standardised stress measures, in the form of pencil
and paper ratings which were completed separately. It was
hoped that a comparative study would vield evidence about
the existence and nature of stress in this area of nwsing,
suggesting how the nursing task might be facilitated and

sztress, where it exists, alleviated.

I PROCEDURE

Two dilemmas presented themselves at the start of the
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study. The first was in relation to the size of the sample,
which needed to be a manageable number, sufficiently large
for meaningful analysis, but small enocugh for one person to
carry out all the interviews. The second problem concerned
the choice of hospitals. The National Health Service
palliative care unit of Hospital 1 represented a natural
choice both because of the nature of the work and the
researcher’s close working links with staff. Following a
series of discussions with senior medical and nursing
staftf, agreement to proceed with the research was given,
together with permission to interview staff while they were
on duty. The Nuwrsing Officer in charge of the geriatric
unit on the same site agreed that members of her staf+f
could be approached with a request to participate in a

pilot study of the guestionnaire.

Personal contact with a member of staff working on the
geriatric wards of Hospital 2 who expressed an interest 1in
the research led to a meeting with their nursing officer.
FPermission was negotiated to interview staff on the
long-stay (continuing-care) and the acute assessment wards

in the geriatric department, as well as night staf+f.

The Host Population : Hospital 1

At the time of the study, the palliative care team of
Hospital 1 consisted of a total of 35 nursing statf,
excluding the Nursing Officer. These included two sisters,
staf+ nurses, state enrolled and auxiliary nurses. Twenty -
two were day staff and thirteen were night staff. The
latter group were employed to work exclusively in the
palliative care unit. Although there were other units on
the site, it was  policy not to move staff to cover
shortages elsewhere. It was also, at that time, part of the
policy not to employ students and learners 1in the

palliative care unit.

A decision was made to include the night staff as a

separate group. It was the researcher’s observation that,
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although regarded as an integral part of the palliative
care team in Hospital 1, night staff lacked the variety of
contact and potential support that was readily available to
day staff, and seemed to function in some ways as a
separate group. Additionally, night nursing has received
very little attention in the literature and consequently
there is scant knowledge about the stresses or otherwise
for this group of nurses. However, it seemed possible they
would be sufficiently different to warrant separate
attention.

The Host Fopulation @ Hospital 2

The geriatric department consisted of &5 day staf+f
including 8 sisters at the time of the study, and 42 night
staff, including two night sisters. The department had
seven wards, four of which were continuing — care (long -
stay’ and three acute assessment wards. There were also
four nursing officers, one for the acute assessment wards,
one for continuing - care and two night nursing officers,
who had responsibility for the whole hospital. The nursing
group included state registered nuwrses (SRNs);  state
enrolled nurses (SEN"s): and auxiliary nurses (NA"s). Day
staftf were appointed to work on either an acute ward or a
continuing care ward. Although they could expect to be
moved to cover shortages within their group of wards. in
practice this was rare. There was also a policy of rotating
day staff between the acute and continuing — care wards at
approximately yearly intervals as a way of managing stress,
although this seemed not o operate routinely. As it was
thought that the experience of terminal care nursing on a
long - stay ward would be different from that of an acute
ward in several pertinent respects, it was decided to itreat

day staff in Hospital 2 initially as two separate groups.

fis night staff from Hospital 1 were to be treated as a
separate group from day staff in that hospital, a
comparison group of night staff was required from Hospital

2. However, night staff in Hospital 2 were organised



differently from both the other night staff group and their
day time colleagues in Hospital 2. Although they regarded
themselves as being appointed to one ward, in practice they
were frequently moved to cover shortages on another ward
within the department and on occasions outside the
department. It was therefore not possible to treat night
staff as assigned to one ward as with day staff. For this
reason,it was decided to treat the 42 night staff within
the geriatric department as one group and to disregard the

ward to which they were (nominally) assigned.

A second constraint was placed on the selection of staff
from Hospital 2 by Hospital 1°s policy of not employing
students and learner nurses. It was assumed that the
nursing task on a teaching ward would be different in a
number of important respects, such as the amount of direct
patient contact / involvement for qualified staff. It was
therefore decided to exclude the teaching wards within the
geriatric deparment, two of which were acute assessment and
two continuing - care wards. This left three wards, one
acute assessment and two continuing care from which

respondents were to be selected.

Selection

Based on the decisions described above, +five staff groups
were identified. Figures available for the staff groups of
Hospital 1 and the continuing — care and night staff groups
of Hospital 2 suggested that, apart from night staff 1in
Hospital 1, it should be possible to obtain a sample size
of 15 for each group, and 10 for the night staff group of
Hospital 1. It subsequently became clear that it would not
be possible to obtain a sample of 15 acute - assessment
ward staff without including a teaching ward. It was
decided, therefore to give priority in selection to sta+ff
from the non - teaching ward and to make numbers up to 15
from one of the teaching wards as necessary, excluding

staff in training from selection. Day staff from Hospital 2
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were therefore finally selected from four wards, 2 acute

and 2 continuing - care.

The host population for each group was further stratified
according to qualification, in order that in this respect
also the final sample should reflect as nearly as possible
the proportions of gualified staff of both grades and
unqualified staff in the population from which the sample
was drawn. Figure 2 shows the population from which the
five groups were drawn, and the break down of qualified to
unqualified staff. Fercentages were rounded up or down to

the nearest whole number.

As can be seen from the size of each group, within the
stratifications applied, random selection was only possible
to any extent Ffor group 3, night staff from Hospital 2.
Within each group,. the number of respondents of each grade
necessary to reflect the distribution of gqualified to
unqualified staf+ in the host population was calculated. A
dice was then thrown to determine the order in which
subiects were to be approached uwuntil the required number
for each grade in each group was obtained, including a
reserve list in case of refusal. In the event, a total of
80 nurses were approached in order to obtain the intended

sample size of 70. Nine nurses declined +to take part,

giving a refusal rate of just over 117 .They were :

day nurse from Hospital 1

night nurses from Hospital 2

B

~

acute ward nurses from Hospital 2

[

long—-stay ward nurse from Hospital 2

o

In addition, the researcher failed to establish contact,
beyond the sending of the introductory letter, with one
night nurse from Hospital 2, by the approach used. Pencil

and paper scales were not returned by four subjects, one



from Group 2, 1 from Group 4 and 2 from Group 5. The
difference in the rate of refusals between the two
hospitals was not significant. The distribution of refusals
across the groups suggests that the final sample may be

regarded as representative of the population as a whole.

0f the 70 respondents who agreed to take part in the study,
interview material was subsequently available for analysis
from &9 subjects, and in respect of the standardised

measures, from 65 respondents.

The research sample from Hospital 1 represents 7174 of the
total nursing population, day and night staff; and from
hospital 2 the sample represents 5S6%Z of the geriatric
nursing staff group, day and night staff from which the
sample was drawn. Within each group, the size of the sample
in relation to the total population from which it was drawn

was as follows :

Group 1 - Hospital 1,15 Day staf+ - 68.2%
Group 2 — Hospital 1,10 Night staff - 76.9%
Group 3 - Hospital 2, All Wards,

15 Night staff - I5.7%
Group 4 - Hospital 2,Wards A and B,

15 Acute ward staff - 68. 2%
Group 3 - Hospital 2Z,Wards C and D,

153 Continuing - care ward staff - 88.2%4 .

initial Contact
All respondents were first contacted by a standard letter
which introduced the research {(Appendix 1). This was then

followed by a telephone call, or occasionally by personal
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contact, when the nurse was on duty, giving an opportunity
for questions, prior to being asked for a decision on their
participation. If they agreed to take part, a date for the
interview was arranged and the pencil and paper rating
scales were sent to them. All but six of the paper and
pencil scales were available for collection at the time of
interview, and one was subsequently returned by post. In
general, interviews lasted for between one and two hours,
depending on the extent to which respondents expanded on
their answers. On a number of occasions, an interview had
to be ended prematurely due to unforeseen work presswes :
once on the continuing — care ward; twice on the acute ward
and once each for night and day staff in Hospital 1. It was
not possible to complete two of these interviews, both on
the acute ward; in one case repeated difficulties in
finding a suitable time for the respondent were deemed
unproductive by the researcher; in the second case dus to

illness.

IT THE INSTRUMENTS USED

1. The Guestionnaire

Development and Piloting of Ouestionnaire

The questionnaire was developed in consultation with
palliative care medical and nursing staff and geriatric
care nursing staff Ffrom Hospital 1. The pilot study was
carried out during November / December 1983. Twelve nurses,

-

representing all grades and including 3 night nurses, from
the geriatric wnit on the site of Hospital 1 were
interviewed using the questionnaire. At the time of
interview, they were also asked to complete a number of
pencil / paper scales. These included Goldberg’s General
Health Guestionnaire; Templer’s Death Anxiety Scale items;
and a life—-events scale, based primarily on exit and loss

events, as identified by Paykel et al (196%9).

The pilot study showed that although good rapport was
established, the interviews were longer than was generally

acceptablie. The wording and arder of questions was



satisfactory, but the use of a paper and pencil checklist
for gathering information on life -~ events was
unsatisfactory, since respondents interpreted items

differently, seeking clarification from the interviewer.

It was therefore decided to gather the life-events
information by interview rather than standard checklist,
and to present the standardised stress measures for
completion prior to the interview, including new material
that became available from the study by Wilson (1983). The
amendments were tested using a further group of five
nurses. As well as a generally shorter interview time, the
method of presentation of the pencil / paper scales was
shown to be viable, the time taken to complete the tests
ranging from 10 - 30 minutes. Reports from those involved
suggested the time taken depended on whether the nurse was
able to give the tests her undivided attention. Respondents
who helped in the piloting of the questionnaire were not

included in the final study.

The final version of the questionnaire (see appendix 2) was
therefore designed to achieve a balance between gathering
information that was as comprehensive as possible, but
which would also be economical in use, particularly as
regards interview time, which was a majior constraint. The
questionnaire was designed to collect information in the

following areas :

a) .demographic details;

b).material relating to the experience of nursing dying
patients, including aspects of communication with and about
the dying; experience of upset when a patient dies and ways
of copings;

c).aspects of support at home and work,formal and informal;j
d).other sources and signs of stress, such as jab
satisfaction, workload, and staff shortages.

e).life event stresses.



2.Measures of Stress

The range of measures used to assess the nature and effect
of stress among nurses, with particular reference to the
management of dying and death, can be grouped into five

categories :

i).Self — Report measures of anxiety, situational stress,
or upset:

Life Events Stress Score:

The Death Anxiety Scales

The Nursing Situations Scale;

The Death Situations Scales

Material Gathered at Interview Relating toc Upset;
ii).Self - Report measures of the outcome / consequence of
stress :

The General Health GOuestionnaire.
iii).0Objdective measures of the outcome / consequences of
stress &

Sickness reports over one, three and twelve months,

Consultations with Beneral Fractitioner (GFP) in the

six months previous to interview;
ivi.Ward statistical data from hospital medical records.

v).Interview data from semi - structured guestionnaire.

Self - Report Measwes

a). Life Events

Within the interview itself 13 guestions, together with a
number of supplementary guestions about stressful life
events were presented in the manner described by Brown and
Harris (1978). The qgquestions asked about the occurrence in
the last vyear of events described by Paykel et al (19469) as
either 1) undesirable and losz events, or as 2! entrance
and exit events, such as birth, marriage or death.
fdditional information was gathered about the surrounding
circumstances. The items checked were subsequently scored
using the mean score of English respondents, reported by
FPaykel, McBGuiness and Comez, (1973), for equivalent life

events. (Appendix 2 and 9)
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b).Death Anxiety

The level of stress experienced in nursing the dying
might reasonably be thought to be related to the degree of
anxiety about death / dying itself. Templer’®s Death Anxiety
Scale (DAS) was used to measure death anxiety. The DAS is a
15 - item scale intended to reflect a wide variety of
personal experiences, such as general concern about death,
fear of corpses and fear of the process and manner of
dying. Its design, validity and reliability were reported
by Templar (1970). It has the advantage of being a widely
used, tested and established scale, and has been assessed
as having "the most normative data available of all death
attitude measures" (Kurlychek, 1978). However, a se&arch af
the literature revealed few reports of the use of any death
anxiety measure, including the DAS, with a British
population. The one study found, reported by Lonetto et al
t1979) incorporated a group of students from Northern
Ireland, and four other groups of Canadian subjects.
Results indicated more similarity than difference in the
response patterns of all groups. However, in view of the
political situwation there, and cultural differences, the
Northern Ireland group may not be representative of a U.K.
or British population generally. However, as the DAS has
been widely used and tested, it was decided to use it in
preference to other scales. In its original form Templer’s
DAS was designed for a response using a true — false
classification for each item. However, it was decided to
present the scale in the Likert farmat tested by McMardie
11979). Each item was presented for rating on a scale from

>

1 - 7, but without the “undecided option offered by
McMordie. McMordie reports that the internal consistency of
the scale was significantly improved in a Likert format and
the scale was more sensitive in discriminating between high

and low scorers. (Appendix 3)
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c).Nursing Situations

Nurses were asked to rate a variety of work situations for
the degree of stress associated with them. A modified
version of the 35 - item scale, developed by Wilson (1983),
with a British group of hospice nurses was used. Thirty -
three items were selected to include a variety of tasks
related to the management of various aspects of death /
dying, and the emotional / psychological care of patients,
both of which areas receive considerable emphasis in
hospice philosophy. Additional i1tems were chosen to
reflect the overall range and content of the nursing task,
and included items relating to general and administrative
nursing duties. Respondents were also given space to
include and rate any other task of their choosing. Rating
was on a scale of 0 - 10, and respondents were also asked
to indicate the frequency with which they dealt with each
situation in their 4dob, on a scale of 0 (never) to 3
(frequently), (Appendix 4). Items were grouped for analysis
according to the nature of the task. The categories used

are shown in Appendix S.

d). Death - Related Nursing Tasks

Embedded within the 33 nursing situations were 7 items
which referred to tasks specifically related to dying and
death, which a nurse might be expected to meet and cope
with.These items were treated as an additional measure of

stress for the purposes of analysis, (Appendix 3)

@) .Death Situations

Respondents were also asked to rate 20 situations, designed
by the researcher to reflect the range and variety of
deaths that the group of nurses 1in this study might
encounter. Situations ranged from “death of claose relative,
2.g. parent’ to “death of Russian leader Andropov?, which
it was anticipated would be rated, respectively, very high
and wvery low, and included an “any other’ option. In

effect, the first two items were expected to mark the



boundaries of the scale for each respondent. The scale was
from © -~ 10, and respondents were asked to tick those

situations they had experienced. (Appendix &)

f).Jdob Satistfaction

Nurses were asked to rate a number of statements, which
were devised by the researcher, pertaining to Jaob
satisfaction, on a 7 — point scale similar to the DAS
scale, (Appendix 7). Use of the statements as a scale was
later abandonned, but individual statements have been used

as an indication of Jjob satisfaction.

Self - Report Measure — Outcome

g).The General Health GQuestionnaire

The 30 - item, shortened version of the General Health
Questiocnnaire (GHE), developed by Goldberg {1972) was used

to assess the current level of psychological distress among

nursing staff. The questionnaire was designed to be
sensitive to recent changes 1in well - being, and has the
advantage that it is a well - established measure, which

has been developed and tested for use on a British
population, including a general population. It was chosen
because in addition, it has been shown to discriminate
between well and non — well populations, and is easy to
understand. use and score. It has also been used in at
least two other studies which look at nurse stress, (Vachon
et al, 19783 Farkes 1980Ca, 1980b) Goldberg reports on the
testing of a number of versions of the GHE, for which
comprehensive test data are available. Using a cut — off
point of 4/5, on a population af general practice patients,
Goldberg reported an overall misclassification rate of 11%
for the 30 - item version. As the measure was to be
presented in conjunction with a number of other tests, a

siight loss of accuracy was deemed to be acceptable for the

saving in time, represented by choice of the 30 -~ item
version. Respondents were asked to score each item
according to their experience of it on a four - point scale



ranging. for example, from “more so than usual’® to “much
less than usual®. The General Health Guestionnaire (GH&)
scoring system, (0, 0, 1, 1) was wused in the manner

reported by Goldberg. (Appendix B)

Obiective Measures — Outcome

n). Illness Reports

The number of days illness reported over one, three and
twelve months has been taken as an obiective measure of
general well — being among staf+. It was intended to
support this from records of staff sickness / absenteeisnm.
However, as the information was recorded differently by
each staff section, it proved difficult to extract the
statistics in order to make meaningful comparisons, and the
attempt was abandonned. Reliance therefore had to be placed
on respondents® recollection of sick leave over these time
periods, with consequent loss of some objectivity and

reliability. (Appendix 2).

In addition, dwing the interview subiects were asked 1f
they had consulted their GP in the last six months, and if
so, the reason for the consultation. The reasons given were
subsequently categorised according to whether they were
probably, possibly or not stress - related by an
independent GF. They represent his subiective opinion, and
as such, might have been differently rated by someone with a
different view of the relationship between 1illness and

stress. (Appendix 12)

i).Statistical Data

Statistics relating to the number of admissions,
discharges and deaths were collated for each ward in the
study., together with bed occupancy rates, to gain an
overall impression of activity on the ward, and the
comparative exposure to the assumed stress of patient

death, (Appendices 10, 1la, 1lib, % 11c).
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III ANALYSIS OF RESULTS

The results were prepared for computerisation and analysed
using the Statistical Package for the Social Sciences,
8PSSx (Norusis, 1983), in the first instance. For
convenience, however, some additional analyses were run on
micro — computer, using statistical programmes in Basic

from the text by Cohen and Holliday (1982). hNumerical data

were variously analysed using, where appropriate,
parametric or non ~— parametric tests. Where distributions
approximated to normal . these included the One—Way

Analysis of Variance, the T-Test and Pearson’s Product
Moment Correlation Coefficient. Where distributions were
skewed or the sample size was small, the Mann-Whitney Test,
the Kruskall-Wallis one way analysis of variance and
Spearman’s rank order correlation coefficient were
employed. Frobability levels reported on the Mann—-UWhitney

test have all been corrected for ties.

Non numeric data were analysed using cross — tabulations;
the Chi — Square (X?®) statistic was used to measure for
the strength of association between variables. In reporting
probability levels, Yates® correction has been employed
throughout. Some primarily descriptive data was also

available.

IV HYFPOTHESES

A maior assumption which this study sets out to test 1s
that experience of patient death is stressful to nursing
statf and will have consequences in terms of health and
well — being unless dealt with appropriately. However,
although staff may become close to and fond of patients it
seems unlikely that patient death will have the same impact
for staff as events which bear more directly on their
personal lives and those of their families. Research on
stressful life events has shown that these can have
deleterious consequences for physical health (Wyler et al,
1971; Rahe and Roma, 1974; Ander et al, 1974), and for
mental health (Paykel et al, 1969; Brown, 1973; Brown and
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Harris, 1978). Therefore this study will first test the
hypothesis that:

1.There will be a positive correlation between staff
reports of stress and life events and that this will be

particularly evident in relation to health measures.

In the literature on the sources of stress in nursing,
there is considerable anecdotal material that patient death
and repeated loss through death of patients is stressful to
nurses, (Campbell, 1980; Cundey, 1981; Thomas 1983). Two
studies of stress among hospice nuwrses which have used more
obiective measures of stress have shown contradictory
results, (Vachon et al, 1978:; Barstow, 1980). However,
neither study used measures designed to tap for death
anxiety. This study will therefore test the following
hypothesis:

2.Nurses who are innately more fearful of death will
experience greater stress in nursing situations involving

death / dying.

Research on the effects of prolonged exposure to stress on
staff involved in the delivery of personal health and
welfare services suggests that these groups of workers are
especially prone to burnout (Maslach, 19786) which is coped
with by methods including avoidance and psychological
withdrawal. This might indicate, therefore, that the more
experience nurses have of death the more likely they are to
begin to withdraw and to become innuwred to the associated
stress. However, studies of the relationship between death
anxiety and experience of death suggest a positive
correiation between experiencs of death and death anxiety,
{Denton and Wisenbaker, 1977). Pearlman et al {(1969) found
that nursing staff with more experience of death showed
more unease and less open attitudes in handling situations
involving dying patients, and Feifel (1963} found that

doctors had a greater fear of death than medical students.

1=Y-)



This would suggest that staff in the caring professions may
not in fact become innured psychologically to the
particular stress represented by patient death. The

following hypotheses will be tested:

Z.Nurses faced with death most frequently will experience

greatest death anxiety.

4.Duties which require the nurse to deal with
situations involving death / dving will be perceived as

more stressful than other nursing duties.

The volume of literature on stress in some nursing
specialties, such as intensive care, compared to the
relative lack in other arsas, suggests the possibility that
not only number of deaths but perhaps type of death may be

seen as affecting the experience aof stress:

S5.Certain deaths will be perceived as innately more
stressful by some groups and not by others, and it will be

possible to identify these.

6.0bjective measures of the outcome of +the subjective
experience of stress will be directly related to the number

of deaths experienced on the ward.

Both McBGrath and Mechanic suggest that the experience
of stress is related to an imbalance between the demands of
the situation and the ability to meet those demands.
Although one might expect trained nursing staff, therefore,
to be better equipped than untrained staff, Pearlman et al
(19269 found higher levels of anxiety about discussing
death with dying patients among trained nurses. Haowever,
they also had more experience of death and were in favour
ot a greater training input in this area. It is therefore
possible that nurses experience stress because they do
not possess the appropriate skills for managing death /

dying situations successfully, particularly in the area of
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psychological need. The study by Gow (1980) of trained
nurses also tends to support this possibility, with
respondents reports of feeling *inadequate’, “unable to
communicate® although wanting to and unable to deal with
the feelings involved. In the context of this study, it is
anticipated that Palliative Care (PCWU) staff at all levels
of grade, including NA’ s, will have had more opportunities
for learning these skills, either by direct observation of
good practice or classroom teaching. The following

hypothesis will be tested:-

7. Trained nurses will be less stressed than unqualified
staff, but across all grades PFCU staf+ will be less

stressed than nuwsing staff in the geriatric department.

Mechanic (19703 and Sells (1970) suggest that an
individual®’s beliefs, goals and value systems contribute
to the definition of a situation as stressful. The

following hypothesis will be tested:-—

8.Nurses with a strong religious belief will be less
stressed tham nurses with no religious belief, who will in

+urn he less stressed than nurses with uncertain belief.

Coping behaviours, repertoires and coping styles and their

stfectiveness, nave received considerable research

i

ttention, although the results appear contradictory.
Steiner (1970) +Found that subliects who used a single,
nreferred coping response wers 1ess stressed than those who
used a range of behaviowrs; However, the results of studies
by Burke and Belcourt (1974) and Pearlin and Schooler
{1978) suggest that respondents who have a repertoire of
coping mechanisms available to them, will be at an
advantage in coping with the experience of stress. It
SEems, therefaore that although there may exist a
relationship between stress outcome and coping, the
direction of the relationship is uncertain. The following

hypotheses will therefore be tested :
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Fa). Staff who use a range of coping behaviours show less

esvidence of stress.

b)) . Alternatively, statf who use a single method of coping

will be less stressed.

In much of the literature on attitudes to death there is
often an assumption, more or less implicit, that fear and
denial of death is in some way destructive or harmful,
(Kubler — Ross, 1970). Wolff et al (1764) demonstrated the
longer - term benefits of a reality -~ based acceptance of
death rather than denial. It seems likely therefore that
the repression of death anxiety, for example in the form of
denial or avoidance,will not only affect patient - staff
interaction, but will also have deleterious consequences in
the longer — term for the mental and physical well - being

of statf themselves:

10. Staf+ who use denial or avoidance as a method of coping
with stress will show greater evidence of death anxiety
than colleagues who use any other means of coping, and this
will Ffuwther be shown both in the stress ratings assigned
to situations involving death or dying and the longer -

term health consequences.

In general, stress research suggests that social support is
an important intervening variable in the perception and /
or experiences of stress and stress outcome (Caplan, 1976

Gore, 19783 Srown % Harris, 1978:; etc). The results of

some ressarch, however question the role of support as
a moderating variable {(Schaefer et al, 1981; Mettlin %
Woefel, 19745 . However, these last two studies

conceptualised support in terms of a network of helping /
supportive relationships, whilst the Brown and Harris study
found that wvulnerability was related, amongst other

factors, to the availability of an intimate and confiding
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relationship. Although by definition all the respondents in
this study had work outside the home, in view of the nature
of the hypothesized work stress, it was considered that the
availability of the kind of relationship described by Brown

and Harris might nevertheless be a crucial variable.

11. Nurses who have available support within an intimate
confiding relationship will show less evidence of stress

than staff who have no such relationship.

Although Howard et al (1973) reported that compartmental -
ization of work and non -~ work life was associated with
1 ower symptoms, it Was considered that such
compartmentalization by nurses in this study, who were
having to manage emotionally distressing situations, would
not be helpful. The better their own worries and stresses
could be shared and understood across the boundaries
between home and work, the less stress would be evidenced

at work. The following hypotheses were tested:

12. Staff who feel able to seek support at work for home -—
related worries will be less stressed than those who keep

home problems separate.

13. Staff who seek support at home for work - related

ctress will show less evidence of stress than those who

keep work problems separate.

14. The highest levels of stress will be reported by staff
who do not discuss their worries either at  home or work;
whilst the least stress will be reported by those who are

able to discuss worries both at home and work.

1t was the researcher’s observation that day staff
generally had a wider range and choice of support than was
available to night staff. The numbers of night staff on
duty on each ward were fewer than during the day, there was

less rcontact with the night sisters who had responsibility
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for more wards, and other disciplines were not readily

available. The following hypothesis was therefore tested:

153. Night staff will show greater evidence of stress than
day staff and this will be especially so where deaths are
high.

The research literature suggests that additional aspects of
support which are also important in ameliorating the
effects of stress include : availability and use of formal
support groups (Epting, 1981; Weiner and Caldwell, 1981;
Sheehan et al, 1982 - 3); and the relationship with, and
support and understanding of, senior staff (Mohl et al,
1982; Nichols et al 1981). The following hypotheses will be
tested:

16. Staff who do not attend formal support groups will show

greater evidence of stress.

17. Nurses who receive support from senior staff will show
iess evidence of stress than nurses who do not receive, or

who do not feel they receive,such support.

Finally, the esteem aspect of support, identified by Cobb
(1976}, was tested in relation to the respondent’s role as

a professional in the eyes of her colleaques :

18. Nurses who feel they have the esteem of their
professional colleagues and feel appreciated at work will

show less evidence of stress.

In addition to these hypotheses, the relationship between
stress and a number of social and demographic variables
will be tested against the anxiety / stress rating scales
used. The variables will include age; marital status:
presence or absence of dependent childrens; nursing
qualification; number of vyears nursing experience; and

number of years in present job.
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CHAPTER 4

WARD OBSERVATION - PARTICIPATION

Introduction

Frior to carrying out the
1985,
the three
as a nursing assistant.
zsetting.
observe a comprehensive

nurses® and patients’

gach ward was said by staff

interviews,

the researcher was able to spend a

One

range

routines.

during May and June

week on each of

types of ward working alongside permanent staff

night was worked in each

The researcher was therefore able to assist in or

of tasks constituting the

The tenor of the week on

to be Ffairly typical, with

Hospital 1 experiencing a recurring busy period.

During the three weeks, a

impressions was kept

material for this chapter. It
invidious comparisons, but
the wards functioned, and the

resembled and

which has

differed from one anocther.

of and

the

record experiences

heen main source of

is not the intention to make
rather to look at how each of
which they both

ways 1in

For convenlence,

patients usually will be referred to as “he’ and nurse
subjects as “she’.
The wards were located in two hospitals, which were

different from each other in

the palliative care unit was situated on a

o+t

the

to

site on outskirts

exclusively

completely from three health

the centrs of a town,offering

in its healtn district. As

disease of old age, there was

population of each hospital.

clder rather than a

referrals tending to peak 1n

range. However, patients

department of Hospital 2 were

younger

zeveral respects.Hospital 1,
semi - rural
town, offering a service

cancer patients drawn primarily though not

districts. Hospital 2 was in

a service to elderly patients
predominantly a

cancer 1is

some overlap in the patient

Hospital 1 tended toward an

age group with patient
the 50 - &9 vyear old age
referred to the geriatric

by definition rarely under &5

and particularly on the continuing care wards were often in

their 70°s, B80°s

and even 907s.

Some of these were likely



to have cancer. possibly alongside other problems of old

age.

he wards was, therefore, part of a larger whole
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a time when the NHS has to find a way of meeting the needs
of an increasingly elderly population. by governmental cuts
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left entirely o The Nursing otfiosrs, if ConsSultation with
stat+. 1T was agr==c  only  Lhat Ine waros sncuid not

Co-nDer ate. However., this may &lsgo  have made 1t more
Sifficult Tor  them 1o exorsss  gbenly  any  ogoubts or

T Aallowing  an ouitsider To see them at
W . Althouch  the same may  nhave beesn truse  for  the
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v acity, of the team, the +fact that
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someone who was not an outsider on this ward. Additionally,
the palliative care nursing team were very used to
interested visitors coming to work alongside them on the
warrd and this must have made it, not only sasier to accept,

but also =asier to know how to involve the researcher.

in oractice, there was some rasarvation  and uncertainty
from staff  on the ageriatric wards as to the

-
ne planning meetings had taksen place with the

nursing officers and ward sisters, and it was  the latter
WO Cconveved o staff the expianation for the resesarcher’s
prezsence. It was therefore her ungerstanding and acceptancs
which intluenced the ressearcher’s reception by  the ward

statt, and her prssencs on the ward at the start oF tne

wesk whicn vTacilitated inteagration.

O the continuing cara ward, the sister  w
Lhie researchier arrived, and tock responsiblility for
introducing her to the team and explaining the work of the
ward. The researcher was given an QDo TUniTyY To Sxolain
Ner presence ang di1sScuss her My

o
Was oGssible fo re—smohasizs the wish
I

oossibility of a two - way exchange of experisnces a
.f

ficuities, which subseguently became less formal.



se whom the researcher had not met

+ r
Was in charge of the acute assessment ward on arrival. She

s@emea very uncliear about why Lhe resssarcher was  there or
what to  do  with  hier. aithough she $agd oeen sdpecting
=omeOhE& wWho was coming  "to observe whiat we  do’. The

researcher sat Tor some tims at the sdgs of

u g
iy

intsEresting o WSetul . However , [he researcher +ound ©

Lo Convey and

Tiv. T morE Cime o LRis
& if TEam. and 1t
WESH  TNaT & SOAr1ng of Y1SWS
oiace.
2xperieance  on The oalliative
CECE ward WasS MUch SAasier. FirsStiv. DBCAUSESE She wWas airesady
“nown well 1o 2l manbsrs 5+ the sxtenced
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a5  an  ouisiger. Thouwgnh Junior [uwrsing Stard were not
sCtively consulted as Lo wheiner sne shouid work  with them
on the wardes, they wers clizarly pleased tThat the researcher
zhiould De sutficiently interssted in their contribution Lo



the teamwork to want see it hersel+t. Secondly.the team as a
whole.and the nurses in particular, frequently had visitors
from a variety of professional backgrounds, who came to
imarn Dy wWorking as pursing assistants alongside them.
Thereiore they were more used +to enabling an ungualified
and inexperienced Dperson tp it into the nursing team,
zhowing them the ropes. and nelping them with the

X

wnfamiliarity of the tasks. There was moreover, & limited
Siwrring OF roiles on rhe palliative care unit. Some tLasks

such as talking to patients and families wers not the
n

+

art discipline but wWwouid be

i

axclusive provincg o ]

<

nerformed by whosver wWas sither available, felt able or had

Lﬂ

rhe relationship oF appropriate nowledoge. Other task
though di+ferentiated by role would occassionalily  be
performed oYy athers becauss they Were +the nearest and most
avallable. Thus. althouagh not an every day ocourrence, it
was not unknown for  Lhe doctor oF SOoCial worker to fetch a

commode from the siuice. felp with feeding or accompany a

patient to the toilet.

Observer BHias

A4S a participant — ODSErver. che aim was to  observe,
wperilence ang record facts and feelings in an obiective &
way as possinie. In gractice. it was extremely gifficult
Aot o make vaiue judgements, particulariy maving certain

iovalties to ob mospital and & commitment to 1ts practice

i

~ience of working on thess thiree

and ohiiocsobny. Tne 2ZHDEe

wards hichiightea for +he observer — resgarcner some ot the
salues and bpeliets oY which =he worked. The suspension of
value — Judgement  was not uriform. Some things 1T wWas
oossibi® to  tolerate which 1in ather circumstances but
Zimliar SEBLLINO=E. would nave been abnrorrent: other things
maQE SnE ancomTortacie €O chserve; same things it felt

o guestion and others not. The differesnt ways in
one observed and understood, or did not were
Landoubtedly dug  to & vVaril iety of influsnces = personalitys

orofessional packground, training and experience; life
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supEriences: work pressures and philosophy.

Nurses, both because of their uniform and their trainind,

are sanctioned to cross the usual boundaries of physical
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mg out  wunpleasant o ver
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w
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and perspective of people, to find others working in very
different ways. It was difficult to hear patients responded
to in terms of labels - the stroke in bed nine: that very

ittles time was spent on thes acute ward in getting to know

the patient or in trying to understand why sne might be
git+icuit:  and that veEry littie time was given to
relatives, to  talk to them or to explain what was
happening. 4t times statf were naturally rushed and had to
do thin g fficuit or demanding Datient

ngs guicklyv, and a di
-

"
]
ol

uiac cause exira wWwork oF progiems for staf+. Nevertheless,
D a

hie happenec less on the tive care ward, where the

=

work  pressures wers2 at  lsast comparable to those on the
acute ward. The difference ssemed, theretore, to be one of
Zxpectation and perhaps lack of training in some areas. For
ezample, on the acute ward the mornings appeared very
rusned,. but the atternoons, when visiitiing was allowed, were
very quiet. However, sven 1in the afterncons. when 1t woulag
fave been easier To spend time with patients, tnis did not
seem Lo happen very o¥ten. Statf alsoc seemed to experience
difficulty in knowing how to approach families, and  this

nior nurse on

was usually regarced &as  ithe task of the se
duity . Mevertheless, staff =eemed aware oFf ditficulty 1in
this area anc in  the 1nterview talking to patients and

famiiies was often mentonsed as & gap in training.

& Falliative Care Unit

Hosorital 1 Wwas one of & nuwnber ot similse uniits. ourocoss —
Duiit bv the dMational Society for Cancsr Relist i the
17707s  and  hanged over o the RNationai Hesitn Servics
{(NHSS . Which ook responsSioliiliy +OF stat+1ing and sunning
costs. Lharitable supbort was svigesnced ooth oy the hiiagh
material lsvel of The original orovision, ang thne continued
axpansion of the sxisting service,and thse Drovision of new

faciiities, for sxample in the arsas ot davy — care and
education. It comprised a single - storey building with 25
beds arranged in four bays of five beds and five single

rooms. The hospital was sited in a seml — Frural position,.
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on the edge of a south coast  town, in the grounds of a

geriatric nospital. It was one of a growing number of

similar NHS units., which sspoused the hospice onillosophy 1n
O&

ofrering cares Lo tients 1 the terminal  stages  of
iliness. Unlike other nospices. Hospital 1. bv the time of
The study, Was caring sHclusively for cancer patients.
Most  of i1ts patients were drawn Trom the three
sSuFFrounding fealith gistricis, T ough retsrrals from

bood gein and symptom Control were a top priority, togeinsr
Wit support in 1ts brgadest sense, tor patient andg family,

z1 though mor = gitficult for statf. the ones They
reminisced about were often those who nad fought in their
Wi way Lo the sno. Thers was & 2 strong renabilitative
LPoUT ., wWhich enablied many patisnts ©o return hone for
JAFYING isnoghths of rime, ofisen mores mobile, gaintres andg
abie o participate in family  life thnan had oeen possible

CaFe. gireat importance was attached to recognising and
treating each patisnt as an incividual, anog also as part of
3 famiiv. in oractics, this @meant  that  2ach oatisnt was
orseted by  name &t the goor of the uniit on arrival. Dy oa

armc hiE paritner. nelping the oatisnt o settle in ang feesl
waloome, o relax ang allay  someE of  hiis and nis famiivs
TEAMS. The imoorTancs that was attached ©o not  rushing a
catisnt Lnroucon & Dath oF Oress1ing wWhen he wanies to talx
about his illness ang anHisties was mplicliilv supported by
the staffing leveis. and recognised by the nwrses in the
way the workload was shared oetween them. Enguiring aftter
the whereabouts of & nurse, one was as likely to be told

that she was “"sitting with Mr.w.” as that sne was doing his
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dressing.

Hospital 1 specialised 1in  pain and symptom control.
Tatients, male and female. were aamitted where appropriate,
for a two — week programme of assessment, treatment and,

rehabilitation: Ffamilv relief; and terminal care. Fatients

might range in age +rom 13§ years., upwards. Although nurses
might care on  any one day for patients of both sexes, the
bave were not mixed — sSex.

Statfing

At the time of the study, the multi — discipiinary team
comprised 2 full— time consultant physicians: a part — time

r~

clinical assistant; nursing officer; 2 warg sisters; and a
team of thirty - thrse stare - registered, enrolled and
auxiliary nurses to provide a +ull - time equivalent nurse
: gatient ratio of i:1l, over 24 hours. There were no
student / learner nuwses. UOther staff included a part -
time chaplain: 2 part — time social workers: part — time
physiotherapist and 2 aildes: fuli ~— time occupational
therabist and 2 aldes: together with reception, clerical
and house - keeping statf. in agdition to in — patient
care, & team a+ o home —  care nursing sisters

provided support, advice and a link wlth the unit Ffor

anoroximately 70 patients currently in their own homes.

)

Up to 8 of these patients might alsc attena the unit for

C

dav—care agnce a week, ine nome - careg Si1sters were not

includes 1n the study.

megs and the best staff : patient
ratio, although unlike the other waras this included night
riiload fluctuated depending oOn nNow moblle and

self - «ca patients wer=. During the observation week,
=

thers were Tients, rising to 2% andg then falling to 21

~ . 5 ~

by the end of the week. f these, onlivy one was reasonably

mobile and self - caring. Thrae were xpected to die and

regquired two -~ howly turns, and during the week & others
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began to deteriorate, and later died. During the week there
were 4 deaths and 7 new admissions, both of which add to
the nurses’ workload, 1nciuding Lime spent with reiatives
explaining procsdures. The week spent on this ward was Dy
far tne busiest of the Tnrse nursing stat+ had not

hed wasning. bathing and carrying out other necessary

-+
b
-3
-

n

natient care by the end of tneir morning shift (1.30 p.m.o,
something which never happened on the other Two wards., ang
which those staff when asked could not understand. Statdf
fe@lt that the week was not sntirely tvpilcal of the

worrklcad. although thev regularly exoerienced similar bDusy

e Environment

ati1ent accomodation  was l:gnt and  spacious, Jiving onto

a pleasant garden area sguioDed  wlth garden furniturs  and
children’s play equipment. The pullding was gesidaned o
incorporace two  internal  planted courtvards, praviding
adgitionail interest and light. A large day arsa was

furmished with teievision., stereo and +ish  ftank. The unit
WAz Carpetsg throughout, and thers were numer ous
0 plants around, with the aim of creating as
nomelike an environment Aas  possible. A light
armd oieasantiy furnished room wWas available for statf
coffee ana iunch breaks, and at the ftime of the study was
aiss vused Lo give privacy o ramillies folliowing
Dersavement. Kitecnen and canteen facilities were shared
Wi the rest  of the nospital. put the unit ailso had  a
=mall bitohen ofF 1Es oOwn. aho a tea - bar run Dy
Clunteers, adiacent To the dJay area. Fharmacy and oinsr

TreaTtment

&
+

The geriatric desartment at Hospital 2 constituted part

e

fn

a comprehensive range of facilities, centred on two lar



hospitals in a second town, providing for the medical care
of the elderly within the NHS, for that Health District.
Additional non - acute beds were available in local
cottage hospitals. At the fime ot the study. the

geriatric department consisted, in practice, of seven wards

offering in — patient facilities, a dav centre and out -
npatient clinic, for which two consulitants had overall
responsibility. A walting list operated for the three acute
acsessment wards and the fouwr long — stay wards, which had
71 and B0 beds respectively. A nome assessment was
offered Dy the consulitants where necessary. jogether
with the other hospital, the department serveg the whole

aof the Health District.

The hospital was sited in tne centre of thne town and had
developed on both sides of a main road. having., theretfore,

arn east and west wing. The main hospital was on The western

s1de, and the I acute - assessment wards were to be found
here. The 4 continuing —~ care wards were located in the
east Wing, in what were originally isolation wards. There
WAS Some Lranster oOf patisnts between the geriatric

department and other specisities in the nospital, between
e

th acute and +the continuing — Ccar2 warads within the
deparTment anda 1in  other hospitals, ana between the
department ang the community — Lo patients’ own homes,and

ro private ang Local Authority residential accomodation.

@ Acute Assesszment Wards

2 primary goai of the acute assessment wards wWas the
reful diagnosis and treatment of elderiy partients at
an  acute stage of illness, with a view to renhabilitation
ang return to the community. The more visible presence
o+  medical and ancillary staff underliined the greater
treatment orientation, on these wards. In addition to the
two consultants, there were, at the time of the study, a
reglistrar angd Junior houseman, physiotherapist,

occupational therapist and social workers available at



various times on the wards, although none of them worked

exclusively on any one ward. Nursing staff comprised a
nursing officer, and each ward had at least one sister,
state registered, enroclled and auxiliary nurses. Two

wards had student or learner nurses. Each ward had its own

housekeeping staff and ward clerk. Each consultant
held twice — weskly ward rounds, and there was a weekly
multi — disciplinary meeting. The two wards taking part in

this study will be described separately.

Ward A — The Environment

Ward A was a detached, single - storey building,
situated at the perimeter of the hospital. Because of
its location, 1t was only occasionally used for
emergency admissions, such as heart or stroke cases. These

were usually admitted to one of the other two wards, which

were situated near to resuscitation facilities. The ward
was located in what was previously a G6G.FP. unit for
mothers and babies. It was consequently modern, light

and airy, with plenty of space in bathrooms and toilets. It
had 20 beds, including one single room, which was used
generally for more 111, though not necessarily dvying,
patients. Two beds were used to provide shared — care on
a month in / month out basis. A large day room at one
end of the ward was equipped with television, armchairs and
tables, at which patients were encouraged to sit Ffor
meals. This vroom led ontc a patio ar=sa. The room was
also used For those patients receiving physiotherapy.
Additional facilities on the ward included a relatives
room and a self - contained flat, which was occasionally
used as part of a rehabilitative programme. The latter was
sometimes used by staff for coffee or lunch Dbreaks,
particularly if they wanted to smoke. Dtherwlise breaks were
generally taken in sister’s office, which although a
reasonable size, was adiacent to the ward, with limited
opportunity for privacy and relaxzation. There were no

students or learners on this ward.
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The FPatients

While patients on this ward often had similar disabilities
to those on the continuing — care ward, there was a wider
variation in the degree of incapacity. A substantial
minority, eight, were virtually self — caring and had been
admitted from home with a variety of problems, or sometimes
several minor problems, which were troublesome rather than
incapacitating at that stage — for example, blood pressure,
fainting attacks and falls, dribbling incontinence and
gther uwrinary or bowel problems or a suspected cancer. All
of these were expected to be discharged to their own homes
and had been admitted for investigations. They needed no
renabilitative input. A second group of patients was rather
more incapacitated, often with similar diagnoses which had
been complicated, for example, by the effects of a stroke.
These patients were generally expected to be able to return
to the community and received most of the rehabilitation on
the ward,both to maintain their current capabilities and to
improve or restore others. A third group of patients, 3 in
all, needed more help than one person could give and would
not be able to return home. They had either been placed on
a waiting list for a long — stay bed or were likely to be,
and this m@might be in the same hospital,. another hospital
nearer their own home, and in some cases to a private aor
local authority home for the eiderly. This group was fairly
frail, unable to stand alone, transfer, wash or feed
without help. There were 18 patients at the start of the
observation week, and during it, one admission and one

death.

Ward B

Ward B was a large, traditionally built ward on the first
floor of the main hospital building. It had been divided so
that its 24 beds were arranged in two side wards of Six
beds, with a single room and a number of offices on either
side of a corridor. This led to a larger main ward, where

the more ill patients were nursed. In general, moving to a



side ward indicated that a patient was progressing well,
whereas the single room was used for dying patients when
possible. Ward B was the acute male ward and the only
exclusively male ward in the study. Because of its
central location, it regularly took emergency admissions
and at any one time there might be a number of patients on
drips or monitors. This ward had & number of student
and learner nurses, who were not included in the
study. and consequently fewer auxiliary nurses. The
sister in particular was likely to spend more time 1in
teaching and less in direct patient care than on Ward A. As
with Ward @A, there was a large day room at the end of the
ward, which was used in a similar manner. A =mall office
adiacent to the ward could be used for breaks, but as the
ward was nearer to the staff canteen and coffee lounge
these were more often used, and staff were able to be

right away from the ward.

The Continuing-Care {(Long-Stay) Wards

One male and three female wards, with 20 beds
gach, provided long — term care for elderly patients who
were no longer able to care for themselves, or who needed
more help than was available in +the community. Staff
preferred the name “continuing - care’, in order to get
away from the idea that patients were admitted merely té
await their death. In generai, patients were much older
than those on the acute wards. Although care was directed

3

award maintaining or improving the patient’™s general

rf

condition., staff regarded the ward as home for most
patients, and the aim was also to create a home—-iike
atmosphere. To this end, visiting hours were more relaxeds;
relatives could help with patient care; patients might go
out with relatives for an afternocon or week — end at home;
a hairdresser visited the wards regularly; and staff
occasionally arranged trips in the hospital mini - bus.
Although patients were rarely discharged to their own
homes, a few improved sufficiently to be transferred to

residential care in the community. & number of beds were
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used to provide shared - care, on a month in / month out

basis.

Although the two consultants had overall responsibility for
the wards, day to day medical cover was provided as
required, by visiting General Practitioners, onto whose
iists patients were placed, the aim being to minimize a
hospital - like atmosphere. For the same reason,
consul tants did not hold ward rounds, avoiding
interruptions to ward routine by their visits. unlike the
acute wards. Physiotherapy was provided for a few selected
patients 1in a room adjacent to one of the wards, and
patients attending also had an opportunity for diversional
therapy at the same time. Nursing staff comprised a nursing
officer, and on each ward, state registered, enrolled and
auxiliary nurses. One ward was without a sister at the
time of the study. Student and learner nurses worked an
two wards, which were not included in the study. The
wards shared a ward clerk,and each had its own
housekeeping staff. The two wards which participated are

described separately below.

Ward C — The Environment
Ward C was a 20 bed female ward.The traditional long,
high - ceilinged ward had been adapted to make two

smaller areas, with a narrow nursing station and day rooam
in the middle. The more alert patients were generally put
one end and the more poorly or dependent ones the other.
Each end had a bathroom and toilet, although as the
latter were quite cramped, if a patient required help, this
was wusually at the axpense of privacys, in the process of
manoceuvring to and from wheelchair and toilet. The majority
of patients required at least one and sometimes two
helpers. Doors from each section opened onto a small
grassed area and pavement alongside the hospital road. Not
all patients could be fitted into the day room,which was
quite small. Its use at mealtimes required considerable

organisation by staff and more able patients tended to
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return to their bedside at other times. A number of
patients left the ward, twice a week for physiotherapy, and
these also received diversional therapy at the same time.
Staff were very consciocus of the lack of good facilities
and spoke with longing of the more spacious day — rooms on
other continuing care wards, as well as the more spacious
facilities and modern equipment. Staff generally used the
nursing station or an equally small staff changing room for
their coffee break, and the former also tended to be used
for sister’s office. Two beds were used on a month in -

month out shared care basis.

The Observation Week

This was said by staff to be fairly typical as far as the
worikload was concerned. Two patients were "poorly"” and
expected to die, one who had been on the ward for &
vears, the other only recently transferred. Both died
during the week and two new patients were admitted. In
general, patients on this ward were much older than those
on the acute ward, and only one, a frail 92 year old, was
ambulant and relatively self — caring. Tasks tended to be
at a fived part of the day. Thus most patients would be
given bowls and heiped to wash and dress before breaizfast
at %a.m. The only exception to this was patients who were
due for a bath, which was given later in the morning. To
cut down on the workload, and to be more like home, sister
had decided that patients should only be bathed twice a
week, and beds were only stripped once a week unless
spiled. All except one patient required help to get in and
out of bed, and with dressing and toileting. The progress
of bathing was regularly hampered by the supply of hot
water running out when the boiler broke down. This happened
twics during the observation week, and was not unusual.
However, by 1la.m. most of the work would be complete and
staff would put on records in the day room. Mealtimes were
often long - drawn out because 4 - 5 patients required
fairly constant or total help. and the majority were slow.

Afternoons were quieter, with some patients having visitors
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or a rest, and one lady fairly regularly went out with her
husband. Staff began to prepare patients for bed about &
p.m., attending to the more poorly patients first, while
the other patients stayed up beside their bed watching
television until 10 p.m. As there were rarely more than two
night staff on duty, and all these patients needed help,
they were frequently quite tired and anxious to get to bed
by the time the night staff had finished their routine of

drinks and toileting.

On this ward one of sister®s principles was that no patient
was incontinent. By careful observation of the patients?
routines staff should be able to know what time individual
patients needed to be taken to the toilet. Al though
toileting was a laborious procedure, it was certainly less
time - consuming than changing a wet patient and much less

upsetting to the patient concerned.

Ward D

Ward D was also a female ward with 20 beds. Previously
two long wards on each side of an entrance hall, one was
used as a day room, tfrom which doors opened onto a patio
and grassed area. Patients were encouraged to sit  at
tables, which were laid in the day room at mealtimes, and
to stay there during the day. A few patients left the
ward for physiotherapy and diversional therapy. A number of
rooms led off the entrance nall and were used for a
variety of purposes, including office and staff rooms. At

the time of the study, this ward was without a sister.

Night Nursing Staff

At the time of the study, 13 night nwses were emploved at
Hospital 1 and worked exclusively on this unit. It was
policy not to move nurses either onto or away from the
unit to cover staff shortages. These nurses were
therefore regarded, and had been appointed solely, as part

of the hospital team. Hawever they did not have their own

89



night nursing sister, and received this support from the
two night sisters who were employed as part of the

geriatric nursing team, and who had a roving brief on the

site.

Forty - two night nurses wer e employed within the

geriatric department of Hospital 2. This included 2

sisters, who worked to a night nursing officer (NNO? who

had overall responsibility for the nursing care for the
entire hospital. Although nwses were assigned to one ward
they could expect to be moved to another ward within the
department and occasionally elsewhere in the hospital,
at short notice, to cover staff shortages. The NNO held
nightly meetings with the sisters from all departments
early in the shift, one function of which was to monitor

staffing needs at ward level.

Although in general the pace on all wards at night was
slower than during the day. more patients in Hospital 1
required attention and the night though slightly busier,
also passed more gquickly. It was also much later into the
shift before all patients werse settled, partly because
staftf also had to fit in a drug round at 10 p.m. Drugs were
also given about 2 a.m. to some patients. The family of one
patient who was dying stayed the night and required some
staftf attention. Otherwise, the routine on each ward was
very similar. The night sister visited all wards at least
once dwing the earlier part of the shift, and again
towards morning. Staff started to wake patients about 6 of
clock with a drink and, in Hospital 1, the early morning
drug round. On each ward the night started and finished

with a hand - over meeting betwesn nurses on each shift.

Three Days from a Diary
A selection of entries from the records kept of the
researcher’ s week on each ward conveys a flavouwr of the

experience, both the similarities and the differences. Day



4 on each ward, a Thursday, has been chosen because it was
well into the week®s placement on each ward, and in each
case it was the last day worked before doing a night duty
on Friday. On each ward, the shift worked was an early one,
in the case of Hospital 1, from 7.45a.m. to 1.15p.m.; and

on wards A and C of Hospital 2 from 7.350a.m. to 1.350p.m.

Week 1 : Ward C - Continuing Care

Arrive 7.30a.m. -~ Night nurse preparing to hand over to
staff nurse when I arrive. Remainder of staff (3) prepare
for first tasks of the day. Patients have already had a cup
of tea and those able to wash themselves have been given

bowls.

7.30 - Asked by SEN  to help Mrs.A. to +finish washing,
commode and dress. Staff busy, seem happier to ask me and
to let me get on with it today. While Mrs A. on commode,
asked by NA to help take Miss F to toilet. Manouevring in
and out of wheelchair takes some time. Return to Mrs.A.,
remove commode and return to help complete dressing. I am

much slower than other staff.

When Mrs.A. ready, she sits in  wheel chair by bed. Help
Mrs.S. complete her dressing. More able than Mrs A., Mrs S.
tells me she gets frustrated when she cant do things -
especially needs help with pants and stockings. Shows me
the equipment the OT has given her to help with stockings,
zips and shoes. She hopes she will eventually be able to go

home.

8.00 - 8.30 : Staff are already taking patients into the
day room in readiness for breakfast, and this is almost
complete by the time I have finished with Mrs.5. who
decides to stay beside her bed. She will be going for
Physiotherapy / occupational therapy at fa.m. and is

looking forward to this.

B.30 - 9.00a.m. Help give out cups of tea, cereal, porridge
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etc. Offer to feed E. whom I have also had guite a lot to
do with and who has a reputation for throwing cups and food
onto the floor. I am beginning to understand her speech and
find she 1is quite capable of letting me knaw what she

wants.

?.00a.m -~ 4 patients to physio. Clear breakfast things
away. SN asks if I would like to help her bedbath a patient
who is expected to die. Controlled horror at the physical
wasting and paperiness of her skin. SN seemed very gentle.
I felt gquite clumsy. SN shows me how she dresses heels to

alleviate bedsores and applies lotion to areas ot skin.

The boiler has broken down and so there is not enough hot
water to bath patients whose turn it is today, unless fixed

by the afternoon.

SN has put on some old — time records in the day room. Some
of the more alert patients read, occasionally some talk to

each other, otherwise limited stimulation or activity.

10.Z20a.m — approx. Coffee hreak. I am in the middie of
talking to a patient and NA comes to fetch me. We talk
about getting fond of patients and having favourites. Staff
feel this happens but alsoc seem to think that it should
not. We talk about a new patiesnt who may be admitted today
- staff are concerned that she may be too heavy to manage
without a hoist. Nursing Officer is to assess. SN offers to
take me to see the continuing - care wards and the
physiotherapy department after coffee. She talks
enthusiastically about the facilities on the other wards,
where she spent time during training. Also what she would
like to begin doing with the patients on £ ward, such as

geccupational therapy and games, 1§ they had more space.

12.00 — 12.30p.m. — Help give out lunch, again feed E and

give assistance to Mrs M.



12.30 = Morning staff finish lunches, except 5N, who gives
report to afternoon staff, which I attend out of interest.
Discussion of whether to move Mrs.T's bed - described as an
intelligent but unhappy 1lady coming to terms with a
mastectomy and CVA, frustrated by her considerably reduced
abilities. Staff feel she will be better with more able and
aiert patients. Also wonder whether she should be referred

for more physio, to give her hope.

Finish about 1.1S5p.m.

Comments -~ Felt quite tired today, but 1less so than
Tuesday. The morning passed quite quickly. Found lack of
stimulation and repetitiveness of tasks difficult to
manage. Some patients show great fortitude — how do they

bear it. Sense of freedom each time going off duty.

Much sadness, mostly unspoken, below the surface. When it
is constantly on show and patient does not respond to
kindness, comforting etc. as with Mrs.T. this became very
difficult to bear though staff seemed not too worried by it
- seemed to cope by doing what they could and then ignoring
it? Also difficult and distressing for other patients to
bear. This was probably the most difficult thing about this

week.

Seems difficult to achieve balance between encouraging
patients to do as much for themselves as they are able
(firmness) and recognising when to give more help than is
usually necessary. Role reversal in relation to relative
age also difficult to adiust to. Finding balance ot respect

for individual without treating an 80 year old as a child.

Week 2 : Ward A

Arrive 7.30a.m - Night staff preparing to hand over to day
staff. All attend - S on duty excluding self. Discussion of
patients and tasks which are allotted. More mobile and

ambulatory  patients had already washed themselves and



waiting for breakfast.

8.00 - B.Z0a.m. : Staff go off to Ffinish washing those
patients who need heip and to begin to move patients into
dayroom +or breakfast. As not given anvything to do, felt at
a bit of a ioose end. Asked if any help needed - helped

move less independent patients to day room.

8.30 - 9.00a.m. : Help to serve breakfasts and feed Mrs.D.

who is very slow.

?.00 —- 10.30a.m. : Junior doctor on the ward again this
morning. OFffer to help NG with bed — making. She later asks
i+ I would ilike to help with bathing a patient., Several
patients not dressed. Help Mrs.F to dress and go to toilet.
Sister busy preparing for doctor’s ward round, which I was
invited to attend on Tuesdavy. This doctor™s patients stay
on the ward. Others encowraged to go to day room if well
enough. Feel a bit spare — so talk to Mrs.G who is waiting
to see the doctor, and Mrs.J who is having radiotherapy on
alternate davs. Help NA to prop Mrs.B in her chair. She
kesps slipping., is uncommunicative and has a reputation for

being “spiteful”’

10.30a.m. — Realise staff, except sister, have gone for
coffee break so Join them. Still do not feel guite accepted
by group. Staff are discussing a patient who was discharged
- thers seems to have been a muddle up in the arrangements
made with her daughter who was not there when the ambulance
arrived. Staf+ say this was zister™s Jjob — they don™t have

a lot to do with families.

11 = 12 noon : NA asks me to help bath Mrs.L. We talk about
what I am doing on the ward, and why she is working there.
She tells me there are very few Jjobs avalable elsewhere.
She is looking for experience and plans to apply to train
to become qualified. Try and talk to Mrs H. who is poorly

and remains in bed. She appears quite distraught, whining
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and crying but seems to become calmer. I am later told that
she is always like that, she has a psychiatric history and

should be in a mental hospital.

12 - 1.00p.m. : Help serve lunches and feed Mrs.H. who is
meant to be able to feed herself but has great difficulty
and is very slow. Patients and staff seem to find her

difficult.

Finish approx. 1.15p.m.

Comments — More nursing procedures on this ward. Staff very
busy all morning and especially when there 1is a doctor’s
round. Afternocons by contrast very slow. Some patients have
visitors then but not all. Staff seemed to spend less time
talking to patients. even in the afternocon when they were
more free. They do not seem comfortable with relatives -
there zeems to be a "them and us® divide and staff feel
criticised by relatives. Difficult for researcher to
comment from a different perspective because not feeling

very much part of the group.

Patient group more mixed, some very alert and able, some
less so and some very disabled physically and mentally.
Much easier to spend time with the former than the latter
group. Hard talking to patients who don’t respond and very
difficult when they appear unconsoclable, especially if you

can’t find out why.

Felt torn between wanting to spend time talking to
patients, two in particular, who seemed unhappy and were
regarded as difficult, and feeling the disapproval of staf+f
who thought they were playing to a new face. Both likely to
become long — stay patients and hence also inappropriately
placed on this ward. Possible conflict between the needs
of long — term patients and how staff perceive their role

on an acute assessment ward.
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Night Duty

The night hours on both wards seemed very long and rather
tedious, although not difficult to stay awake. Relief when
1t was time to start waking patients for tea and start of
the day’s routine. Night sister on my first night takes me
to see some ot the other acute wards and for a talk in her

office.

Week 2 : Hospital 1

Arrive 7.45a.m. — All staff, & + sister and self, to
sister®s office +or Night SN's report. Divide into two
teams with team leader designated by sister. Each team

takes one half of the unit.

B8.00 a.m. — We =it down briefly on our own with team
ieader to discuss and allocate tasks. 12 patients for the
team I am in. They include one young patient, fairly self -
caring but in pain; one reasonably mobile and two who are
able to go to the day room later. One new patient,
confused; another with pain and anxiety; one paraplegic;
cne who needs help with everything because of severe pain
which has not responded so far to treatment; and one who is

dying.

Team leader goes to each patient to ask how they are - the
rest of us help the housekeeping staff who have already
started to serve breakfast to patients, in or beside the
bed. Help feed Mrs.C. and then Mrs.0 who is sleepy. Help

clear breakfast trays.

P.00 ~ 12.30 : Helped with commodesibathed Mrs.D with hAg
gave two bed baths on my own ! including changing a
colostomy ! Sat with Mrs. L for a while as she was confused
and restless. Coffee break — later than usual and only ten

minutes; very busy morning.
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12-15 - 1.30 p.m. : Helped with lunches. Sat with Mrs.K and
gave her some help until her husband arrived; and then took

over from another nurse and fed Mrs.C.

Finish 1.30p.m. approx. Morning passed quickly, felt

satisfied but tired.

Comments — Although this ward had more staff on duty, statf
were busy all the time and on at least two mornings
barely had time to stop for the coffee break. Several
patients died during the week, one on the bay where the
researcher was on duty and so very involved in caring for

him.

As someone who was not a nurse but temporarily engaged in
some of the nursing tasks, the most personally stressful

areas were 3

Caring for someone who was dying as they became less able

to communicate their needs;

Sitting with a dying patient for any length of time,
especially if they were uncomfortable, restless, or their

breathing was noisy or erratics

Being present when Mr.5 died - this seemed very unreal and
also very undramatic - one moment there, the next, gone.
The sister’s presence and concern for everyone, including

the researcher was very reassuring.

Having to physically restrain a very confused patient who
was previously a bright and alert gentleman which seemed

humiliating (for him);

Although present at several deaths and helped straighten
patient®s body at the time of death of one patient ready
for relative to see, the researcher was rather glad not to

be asked to help with 1laying out and washing the body,
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which she personally would have found the most difficult of

all tasks.

Night Duty

Might hours were also quite long on this ward, although it
took staff much longer to settle all patients, and the task
was not finished until after midnight. Several patients
nesded intermittent attention during the night, and the
rejlatives of one patient who was dying also stayed the
night. HBecause theres was less activity than during the day
and fewer staff about perhaps, swprisingly their presence
felt somehow more intrusive to the researcher and also the

responsibility for them seemed greater.

Thers was on all wards a greater sense of isoclation, of
being cut off or maroocned from the rest of the world at
might. This felt slightly different in Hospital 1 from
Hospital 2, perhaps partly because there were three staff
an duty rather than two, and this felt more of a group, and
also because the researcher was allowed to help and felt
welcomed in Hospital 1. Night staff were pleased to find a
member of the day ancillary team taking an interest in
their contribution. In Hospital 2 she felt more superfluous
than on days and was probably at best tolerated. It felt
strange to have less permission to become involved on wards
where the researcher had worked during the week and knew

the patients, but was treated as a stranger.
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gups > and I have the lowest proportions of fully gualified
a

+F (SKM" s}, but the ratioc of qualifiesed to wunqualified

stat+ is compensated by the inclusion of S5EN’ s, who were to
some exXxtesnt used interchangeably wiith SRNs. Thers were no
signficant ditferences found in the numbers of SRM' s, SERN’s
and MNE's  bDetwesn Lh2 two hosolitals.

Baiancing Demands and Capacity

Achrath (197G anc Mechanic (1979) suggest Lhat sitress  may
oDe detined as an  imbaiance oetween the demands made onn the
SUD I2|CT ang The '5’_XD_JECT..F: CapaClity to meet he demands.

nus de+ined, a numoer of factors may oe regarded as

influsncing ingivicual Capacity: Trainings experiencess;
r

4t the time of nz =tudy, davy statt on all wards worked one
T ThreEe shifis, an =zarlivy, late or ail - dav snitt. anag aiil
ZLAa+YT WOoOULD wWors a oombinaticn of any of these three shitis.
The nours were simiiasr o &1t wards and  i1in &1l cases the
gariy  =sniti  was  ihe shorTest. Mighit stats in Hospital 1

worues a 2 twelve hour shift oand 1im Hospiltal Zoan sleven hour

shi+T., @ach wWlin a one  Lour  DreEal during tne nighit. Fuailo -

z:ime statd woresg altsrnatsly three and four £i1ghts  a wesi.
For The purposss of Ehis stuoyw, Thersfors part —  time  has

Pt

gart —~ Time stat+ on night duty than day shift; 5 were SR s,

11 weras NEa' s, The number and distribution of part

P ostat+ is given in Figure 4:
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There were significantly more part-time staff in the sample
from Hospital 1 than from Hospital Z. Although the sample was
not seiected to reflect the proportion of part- to full-time
statft 1n the host populstion. as the figures on  page 57

SHOW . the sample sels d +From each nwsing group in the

cte
populiartion as a whole. other than Group T represented well in
excess af S0 of & group on @ach ward. It sesns

pront

1 +
etars, that the differences 1in the sample
ct real differences in  the population of sach hospitail,
and thes policy in Hospital i of appointing part — time staff
1

s of managing =2xposure to stress.

It might be anticipated that older sta+ff, hecause of their

Qreater maturity and experience of life would have developed

more skills and therefore be better equipped to cope with
stress, inciuding str2ss 1n relation to death anxiety (Ross,
19785 Gow and Williams, 1977). Figqure 5 shows the numbers of
respondents by age group in each of the five sub—-samples

r E0 — 39 years: and < 4 vyears or

o

a) unager IO years:

oclasr, at tne time of the study.

Az Figure 5 shows there is  a oreponderance of vounger staff
on the continuing - cars and acute assessment wards  of
Hospital Z. The mean agss for 2acnh group were :

Oroup 1. 39.7 vears:

Group 2, 40.5 vears:

oroug . 3B.& vears:

L
3
J
~
m
0
5
u

The differsnces bDetween Hospital i ang Ho

i

oital = =

1l

particulariy marked between day staff of =ach hospital,
whilst the night stat$ of Hospital 2 are more like Hospital @
staf+ in respect  of age distribution and mean age.

Significantiy mors Hospital 2 than Hospital i stat+ wers
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Fig. S.

Numbers of Respondents in Each Group

by Age :
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Hospital 2
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6% ¢ Group 3,
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tound to be under the age of 20 yvears: X2 = 7,45;
~.013 and significantly more Hospital 1 than Hospi

were aged 40 vears or  more: 1% = 5,267 df = 1:; p= L.025,

groups 1.2 and 3: =2 = 11.53%; df=i: p - 305y, and

signiticantly more stat+t 40 years and older in groups 1,2 and

[

S X2 o= 1Z.6Z2: dFf o= 1 o- o= o4 005, I+ the relationship
between age ang geatn anxiety reported in the studies by Ross
(1978, and Gow and Williams (1%77) iz true for this sample,
then 1t should be expecisd that Hosgital 1 staff and night

numbers of Susiivisg (Husl: ano Unousiifieg {Unouai stat+
(Riatet-t g1 SERrs anc 40 vears anc over 1n 1). Hospital l:oanag
1 so=pital 2.
Ffocross a1l gracss, =i1gnificantiy more  sTartt iy HOoOSpiTal i
o 4t e, [P Y P [——— e, — = o prsy
wWerse agE 49 vears oF gader @ AR o= 5.,
therae was a sStrong  trend towsara mors o
- e -
: A= = D.Z&y df = 1.
Differences 1in agse wers ifnersfore relatsd oprimarily to

s
n



gualification, with Hospital 1 emplovying significantly more
older, unqualified staff. This may be in part a reflection
of the policy in Hospoital 1 of emploving more part — time
staff which, like nignht  duty. makss 1t more possible for
ol der, married statf with families to work. It may aliso
indicate a policy of employing older staff, to provide a
balance between youth and gualification on the one nand and

maturity and life sxperience on the other.

Taple 1 :

Numbers o+ Hospital Staf+ Under 40 and 40 Years or More in

Hospital 1 and Hospital 20
Hospitai 1 Hospital 2
Gual ungual Total Gual Unagual Total
Age
40 4 2 i1 19 14 T3
40 + & 3 14 7 4 11
Total 15 10 25 26 is 44

The numosr o+ gemants external +to the 1ob tTo which the
ifdividual may DE subiect can  De sEen &as a function of the
complexity o+ his Familial, social and commnunity

involvement. However, for the purposes of this part of the

study. only interactions 1in which the subisct nas a



responsibility and emotional involvement will be defined
as a demand, with the potential to contlict with the
demands of the icb. As Mettlin and Hoslfel (1974} point

aut, the opressnce of

i1}
it
rt
"
i
o}
i)
n]
e
1]
e
rt
m
]
1
oy
<
m
Ut
[w}
mw n
=]
13
et
o}
1]
rt
3
0
%

SouUroe

pumbers of married zLatr. Howevesr, of 25 night
statr+ 19 wers

stat+t wWorEing

COMDAS0 TO == 3 = 7. df = 1i: p = <.01.

iz apoesr ih Suty arfers, i1f not a preferred




n) . Dependent Children

There were 24 respondents who had dependent childiren,

P
rt

gdefined as under 18 vyears,iiving hiome. (Z5% of the
Samole) . There were no significant differences cetwesn the
hospitalis 10 the number of staff who Had dependent

chiildren, [cr,. surprisingly pernaps, bDetween gay and night

staf+. The lack of differsnce between day andg nighit staff
in This rEspect may o=  partly due o the fact tnat night
zta+v+ wers xlsS0 older, and more may hnave nad  children who

ciLWorElng Hours of Respondents wilih Dependent Children

04 the 24 nurses wnho nad chilidren undgder ig  at nome, i7
worseo gart 02— time, 11 inm Hospital 1 oand &6 in Hosoital 2.
Tre remaining 7 werse +full — time statf, ano all were
working  1a Hosobital 2. This gifference between Lhi2 two
mospitais 1nm this emploviment pattern of statt with
dependent children was +ound to statistically
zigrificant: o = .0Z5., Fisner’s Exact Test. The saven statf
wWitn onrldeen wno woreEed fTulil - mimE may D8 regardea as
motentiaily the most vulnersble Lo contiicting Jemands.

zoneone 10 this catsgory., and came Trom ail groubs exosEnt
Groun 5. Thers was no ditference  betwsen  the grouos,., noe
Etwesn NoOsCitals.

=) ,Attituce oF Family to the Job

Timallv.all respondents wers asked apout  tne  attitude  of
their  familivy to  their Job  and whether they minded them
working.Cornfdlict in this arsa was seen as another potential
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stress. Only 2 nurses answered this guestion 1n the

t—

atfirmative, ane from Group 2 and one Ffrom Group 5. A

milies’ attitude to their Jdob

i
n
Pt
]
fud
o
m
(%]
i
B2
b

further 10 nurses

HAS  mixsd. 2 From 8 FTrom Z. There
wers no significant di ; petwesn the two hosplitalis.

- 4. — . 1 s e - " St
o WO & sart — ftime i Hosopital 1. but Frii i -  time it
. FeEsgest Lo T IMDARCT oFf thsse facnors on

if = Oiiysdtion OF MINIMISIng styrzEss anond

Dusy & NewWw Nwses was ‘onhrown 1n &% the dgesp endg” ang founc

T (&0% nad, in group

. On the same ward. it was the practice +or new night
statt to spend usually 2 wesks working a day — time
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shift, prior to going onto nights. 8 night statf (80X had
been i1ntroduced in this way. In addition, & J.B.C.N.S5. (how
Emnglish Nursing Board, E.N.E.) course on the care oOf
the Terminal iy 111 was introducsd, for which gualitied

staff oniv were siigibisg. In Group 1, 7 (F0%L: and 1n G6roup
i o

2. % TO%T of gualifieda stat+ nag completed such & course
st the time of interview. Ln this  respect. dav staft were
Setter rrained <o the oo than were night  statdt in

ii). Eight stat+ (S3%2 in Group 3 said thev ha recelved
some form of incduction. This nad been a month on day shift
for one NA with 16 2 vyears esxperiences , who thought she had
Seen "iuckv., as there wers two good sisters wWho neiped me a
lot." The remainder had been on & course within a month

receilved anv  form OFf 1nduction., two had trained  1in the

hospirtal and sa&id  they dig not need 1t ana 3 had
consiaerable previous experience. Four would still have
welocomen A period  oOF induction. and taking sole charge ot
&  HMAFT Wa3  spoantanegusliy  mentioned as a =gource of
particuiar anxiety for  whlon they wWouid mave weloomad

iiii. In SBroup 4, four responaents (274 saidg

i
tarting, =< nagd waitsed i3 months and 2 /7 Svears
t

1vely, presumably because the course or & placs on
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it was not available when they started. OFf the qualified
staff, 4 had attended a student to staf+f nurse course,
while the fifth had spent a week designed to introduce her
to the role of a ward sister, in particular, meeting heads
of other departments. 5She had also attended a two - week
course on “Death, Dying and Rereavement’® at the School of

Nursing.

ivi.In Group S, nine staff (644, five NA’s, one SEN  and
three S5RN° s, had attended formal induction courses, similar
to those outlined for Group 4. OFf those wha had not
attended such a course, one NA had previous experience on
the ward and a second was expecting to go on a course
shortly; one 5EN had previous experience and another had

started before such courses were available.

There were no significant differences between the haospitals
in the numbers of respondents who had / had not received a

period of induction.

S.MNursing Experience.

aj .Number of Years Nursing Experience

rRespondents were also asked how many vyears nursing
experience they had. For all groups, vyears spent away from
nursing have been excluded, while for qualified staff, years
in training have been included, in arder that the
totals may be more readily compared with those for
unqualified stat+. Figure & shows the numbers of staff in
each of the +ive groups who had less than four vears
nursing experience, firstly regardless of qualification, and
then taking gualification into account. SRN°s and SEN®s have

again been combined into one group.
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Fig. 6.
Number of Staff with Less than 4 Years Nursing Experience
1) In the Whole Sample, N = 16: 2) Among Qualified Staff, N=8;
3) Among Unqualified Staff, N=8 :

18, H=16
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65 : Group 5, Unqualified Staff




Only 16 out of 69 respondents had less than 4 years nursing
experience. Half of these were in Group 35 which stands out
in Figure & as having more than twice as many staff,
(N=8B) ,compared to any other group, with less than four
years experience, both qualified and unqualified staff: and
significantly more staff with 1less than 4 years experience
than all other groups combined: X2 = 9.37; df = 13 p = <.005.
At the other extreme, Group 2, night staff from Hospital 1
are observed to be the most experienced group, having no

staff with less than four years nursing experience,

b).Length of Time in Fresent Job

In addition to length of nursing experience generally,
respondents were also asked how long they had been in
their present Jjob. Responses were categorised into al.less
than one year; b). 1 - 4 years; and c). more than 4 years. Of
69 respondents, 11 (16%) had less than one year’s experience
in their present Job. (Group 1, day staff Hospital 1 had no
staff at that time with less than one year’ s experience in
their present job). S1% of the 6% respondents (35 in all) had
between 1 - 4 years experience, and the remaining 23, or 33%
had more than 4 yvyears experience. There were no
significant differences between hospitals. All groups had at

least 40% of statf in post for between 1 - 4 vears.

All groups therefore, appear to have enjoyed a period of
relative stability at the time of the study. and this
applies particularly to Group 1. Additionally, =ach group
had a core of staff with over four years experience. In some
instances this included staff with many years experience in
the same post. In Group 2, five nurses (3Z3%) had ten or more
vears experience in their prssent Job and of these two had
been over 15 years in the same job. One nurse in Group 4 had
14 years superience, and one nurse in Group S reported 10
vears in the same iob. Hospital 1 had been open for only
just 7 vyears at the time of the study. Three nurses from

Group 2 and one from Group 1 had worked there from the

beginning and all were part-time.
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6.Voluntary and Involuntary Participation.

A number of researchers have suggested that in a situation of
stress, the degree to which the subject’s presence and
participation is voluntary may influence the perception and
experience of stress. It was known, prior to the study
that all staff in Groups 1 and 2 would have elected to work
in Hospital 1. However, it was thought likely that as staff
in the other groups worked in a large general hospital, they
might be subiect to rotation to / from other wards possibly
at short notice. In practice, for Groups 4 and 5 at least,

this rarely happened.

All respondents were asked whether they had chosen their
present Jjob. Fifty-three respondents (77%4) said they had;
twenty — four or 96%Z of Hospital 1; twenty - nine or 61% of
staff from Hospital 2. Fourteen respondents said it was the
only Jjob available at the time : one from Hospital 1, night
staff group; the remaining thirteen from Hospital 2, of whom
eight were night staff. Although these respondents would
seem likely to be the least satistied, in fact only one,
from Group 5 said she did not enjoy her Job and was ready to
ieave. A further 14% of +he sample, ten respondents, all of
whom were fairly recently gualified, said availability was
the main reason they had taken the job, but it had also been
included on their list of iob preference, albeit not first
rhoice. The nwses in this study, therefore, appeared to be
fairly content with their jobs. There were no differences in

this respect between the two hospitals.

In summary, with respect to the demographic data which it was
thought might be associated with the experience of stress,
few differences were found. Where significant differences did
emerge, the direction of the difference was always in favour
of potentially ameliorating stress in those groups where it
was hypothesized stress would be highest; either Hospital 1,
where the number of deaths was highest; and / or among night

staff, who were likely to be more isolated.
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CHAPTER 6

CARE OF THE DYING

Introduction

The next four chapters will look at the more descriptive
and qualitative data that was gathered during the study. A
number of open — ended questions were asked about the
experience of nursing dying patients, the answers to which
wer e often too diverse to classify for statistical
analysis. These have been broken down into the main types
of response 1in order to give an indication of both the
frequency and range of responses. Direct quotes will be
used to give a Fflavour of the replies, and to preserve
anonymity respondents? identity numbers assigned at the
start of the study will be reported. The groups from which

the respondents quoted came may be identified as follows :

Hospital 1 — Group 1 : 001 — G20
Group 2 : 021 - 030
Hospital 2 - Group 3 : 301 - 320
Group 4 : 201 - 210 (Ward A)

211 - 22 {(Ward B)
101 - 110 (Ward D)
111 - 120 (Ward O)

w

Group

NURSING CARE OF THE DYING
0f special interest in the interview was the nature of the
nurse — patient relationship, and in particular the nurse’s

awareness of the psychological needs of dying patients.

Hospital 1 had been planned and set up to meet the needs of
a specific group of dying patients,so defined by their
medical diagnosis and prognosis. It held allegiance to a
particular and well - defined philosophy of care in which
the patient’s psychological needs were regarded as having
equal importance to his physical needs, each influencing
the other, and in which the “open - awareness’ context of
Glaser and Strauss was seen as the optimum, toward which

one worked. As nursing staff were socialised into the
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ward’s expectations and practice, one would expect staff
in Hospital 1 to be more aware of these needs in their
patients and more apen in their management of conversations

related to death and dving.

The orientation of Wards & and B was toward diagnosis and
treatment, wiin tThe axpectation THaT patients would eiliner
o= gischarged to Tne communiiv. or 1+ this were ot

compatible with their cars — needs, to & long — term care

snavironment. While =some patients might be sagmittec i1n the
lasc stage of & Chnronic illiness to die, these wWards,
particularliy wara 2, ai1s0 Toor amergency sdmissions, the
might be uncisar, Dol fOr  whom  actlve, 1NTerventionist

~ather than oEvohological nssds of  the patient were more

LikEly o 08 UuBDermosT. ThRoudd th iatTsr coula secome
FElSYART AS Lhe natient rEdovyeres and necame awars ot what

Mac been nappening to  him. AN T open — awareness’ approacn
~a0 mor been institurionalised  into the management of the

WATTE , =na hencs NoT AnTo ceath F dying — rslated

o
go  homeE. TNe  DNILOSOoDNY  #as  one wWwnloh emonasized whe
—rmation Of = home — like Soviconoment. and  at the Time of
fhm iPtErviEWs ThisS was STiil i the orocess of evolution.
x oF Taving . alitnough
WRS I definea Sooroach Lo
AoouT deatn and dving.

c
by Glaser and Strauss {12657 . There is a sense

im which all the patients carsd for by the responcents may



he regarded as dying. Whether siderly or vyoung., they have
sach entered hospital with either a disease of acute onset,
or & chronic disease with recent symptoms of acute onset,
ail ofFf which have implications for their future iite
sxpectancy. Their position on the dyving tralectory 135 Lo
some sxtent a matter of medical diagnosis, of treatment,

rative, and of Drognosis. it is also a
., less readily detined +a
n

a

cto
e — stvle, onvs

inciuding medical complications, 11+ ical
strenginh,. temperament, will-power and support. A patient’s

Y may move in either
ponds oF tails to respond
s a 4determination to fight

12
the illmess. Thus. althougn one might expect & gradual

geteriaoration Gfoward death over time, the rate of this 1is

However , ohes s . a time when the likelihood of death
i

i =]
becomes recognisably closer. The patient grows weaker and

more poorly., oerhaps  stops  eating.slesos more and may be

iEss  @asily  roused. perhaps si1pping into & sTat af
unconsciousness. At this stage stadd will pe alert  for
changes 1n the gatisrn of orzacthing oF pulse rates which

Therse was sense 10 wilch resgondents in both Hospital 1

oY

and wards C anc D recognlsed Tnls ionger dying trajectory

ana appiied 1t To Thelr patients M1z  was suggested by

remnar s L as Y1 have never nurssa Datients wWno wers not

n
n
I

dyving, or “evervone is aying whc comes 16 here® - staff
from Hoepital 1: zna “31T°s a one way streset’ or “they must
oW Tnev are not going out S¥o=Eot gead”? istatd from grouons
4 anc 5. However, perhaps  becauss  the  gving  tralectory
was in general ilonger for patients on wards O and D Than in
Hospital l.the +formsr patients were not  referred  to as
dying. unless they had moved into the last stage of the
dying trajectory. Although patients i1n Hospitai 1 were seen

as dving, staf+ distinguished between those on an =zarlier
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and those on the later stage of the trajectory. For
patients on the earlier part of the trajectory the goals
of staff on Hospital 1 were frequently similar to those

sharsd by staf+f on wards L and D.and warags & and B: that

iz, £o maximise the patient’ s potential for independence,

-
m

leading to discharge where possib

Within the interview :T was thersfore imoortant to be clear
which sStage was Deing discusseg,since both were of interest

in the context of the study.

poncents were asked wnetner thelr role changed and
scts of thelr role were 1moortant wnhen caring o
gving patisnts. A majority of all staff thougnt their roie

r a1d  Theilr role daid not
change. tThres from Grous 1: one  from Group Z3 gneg from
Sroup 43and  four Ffrom  Brouo  S. Six owerea2 M.ATs, andg three

were E.N7s.

FiGT e Ao, we have The Same responsiplliity for Total cars.
i am o+rten asked 1o Sif wWiin  patlents, DUt Dernaps tnis
napoens pit more at thne sno. 2speciallv if nopbodv 13 wWiltn
Trem. {PAT

. I would like to spend more Time  W1ILh

f@pl ban 14 smomeone diss on thelr own.

N Thing 1S hece o 1T ifOvings. Lo likEe O
sme 511 pertients 1o0r CLSan ang comtortabls. 1o Tallk Lo Them
Bven 1T they Srs unconscious. t (NAD

0+ tnose responosnts  who  Thought theilr role g1ag change, a
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&
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i.General Care
Fernaps not sworisingly. many of the respongents thouaght



they spent rather more time generally, caring for the
patient, than they did at other times. There were no

significant differences in how many respondents mentioned

this aspect of care, sither between hospitals between
grades or between day and night staff.
RE10: "You take mors time doing the patient. You make sure

+ in pain, that they look

Pt
i}
o
o

fie patient looks mics and

ot

cared for. You ars  trying to do as much as you can ino the

short time they have lefit.” {NAD

= ctive, more passive. Tne
nursing role is to keep the patient comfortable,peacetui.ld
T

with The patient 1s more relaxed,

5 uppermost and Ccertainiy  easier to

u
physical care. All combinations o

are aving) you spend a iot  longer

Wwith them. You give Them a thorougn bed bath. moutn ana sye

care, thRings that ars (ot gons  aniless  They &g rexily
necessary or the patisnt is gving.” (N&S

I secome moOFe ohvsically  involved, with twrning.,
mouth — Carse ang so on ... 1omove nesrsr to the patient at
ths =no stage. 1 +eel & sanss of responsibility that basic

s wers also aware of

I T
d  this wouid zgem to be re
€

number of respondents who said they spen
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/ ar talking with patients who were dving. 514 ot the
sample or 35 respondents spontanecusly gave this reply., of
Wi g were Trom Hospiital 1oand 17 from Hospital 2.

ReEplies were fested o & assSoclation Detwesn response

sta++. The only signiticant associaticon was with hospital,
wWiith more stat+ Trom HosSpDital i,pernhaps presdictably, giving
this response @ A% = S.77: of =13 p= <.025.

M11i5: “I4 vou kHnow They are dving you try and fing timé 1o

]
sSit with them — 11 MUsSt be guits frighisning. 25

peEcialiy 1+
they know Lhey ars dying. wWe usually manage to do this.”
CIF
more Lime  S11Ting and LTalEing ..... Lhev
ness the comTort ot having Someone S1titing withh Them
pecause Lhey may DEe frightensd. (SRMN

= SO001T1IOnaAL HAT U TG COUnT Fespandents Wi
FETSrTEl SDONTAansous LY Lo Lhe HinGs at peEvonol aOgi1Cai niesd
Thsy WEES mesTing . FEDrssSsSnting 4317 of thie

The goals change. oUW ars more ConceSrned wiitn DaRTient
ComToirT. LT TRSeY shiould not o atraid, bDe  peacetul. You
give IThem SLenty oF opportunity To talk 1+ they want to and
e SONSCIoUS — L0 FEASSUWEE Tham what it will be likel®

Interreag Fsyvchological Meed
It was not always clear whgther a particular nurse’s

rESpOnse  was in fact a retisction of her own needs,or what
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she thought her own needs might be, in this situation, and
which she proiected onto the patient.In categorising
response to / awareness of psychological needs, an attempt
was made to make this distinction. It was not, for instance,
sufficient for a respondent to comment that the patient

“must  be frightened®, and a further category, infterred

=]
osychological nesd, was coreated for  cOomments iike this.
=]

Sourteen respondents gave answers whilch o coul

of answer and nospital  was statistically signiticant xi=
= 5.2y 9f = 13 p = 0TS with significantly more staff
from Hospital 7 making statements whicn interred  a
neychoiogical nesd from  what  they anticipated thelr own

il

211 Y14 the patient 1 conscilous,thney  mignt like you

there. [t must be awful +to die alone, I would hate that

mysslif. iMAD
RiiZ: "i’a like someone to be with me 1f 1 was daving.”

i
m
pa

Time Spent with Dying Fatients
Twenty — eight respondent

4
acles to spend more Time Mmore  Time  wWith GYing patients.
There wers RO ditfersnces  Detween  he NosSDiTals

m1veEn wWhyY a nurse was not able to do this wers 3SNoOrTages of
ztaft+ and the neesds ot other D
The way nurses talkeg abodt tnh

aspects of caring for the dying very satl

ohvsical caring., and it was frustrating not to be able to
dgo it in what thev regarded as the proper  way. As one
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nurse commented:

s "Mursing the dving 15 the most  important part of
nuEsing. ey can’ it odo anything +or themselves, 1t is

HiiZ:s It would bDe nices o oe abls to speEnd more time
S1TUING WILN DaTients whno ars dyving, out wiith only thrse on
JOU Cantt do 1t.? {SEM:

¥I4 o vou oan Soend LThe  Time, The Datisent sstiiss

PweElnTy

il
£ i



Table 2 : The Number of Statf in Each Grade Who Said They

Spent More Time with Fatients®™ Relatives :

Mors Time

Mentioned Not Mentioned
SHRN ié ]
SEM 7 13
NG = 25

SRiNTs  were th most likely to say thelr role changed 1in

=
this way., followed by SEN' s, while NA&'s were ieast likely
i

i
n
)
i
n

to give this answer o £2 = 17.43: o+

- x :l S I

+
may oOfF Ccourse oe & roflection of the amount oF Time ai

-y and dive Lhe Felatives a break, masg su they are
oreparec. ang that the rest o7 the family ars aware.’ {3
Talking to relatives oOf & 4dying Satient wWas most usually
ceen as the responsipility OF Sme  oST Senior nuwrse o
duty. However, seventeen resgondents, TEY, of  Lne  sampis,

would like more help 7/ training about Now to  Taik  to
relatives. Five of thess worked in Hospital 13 Z SRNTs.1
SEN and 2 NA&Ts; the remaining 1% were from Hospital 23 X

SRN' s, B SENs, and 2 NATsS. Ferhnaps surprisingiy. given the

o
et



higher emphasis on this area at Hospital 1 and the greater
learning opportunities, the lower number of Hospital 1
¥ was not statistically signitficant. However, as
dyootnesis 4 shows, The Mursing Situation items relating to

3 —

ranked nigh  on

h
o

r
it
=
n
z
m
3
1(

n
ziress, segond highest by fow groups. and highest by Group

rELAT1IoN Lo Lhiglr Own work  Ccolleagues. In particular, they
made 1t Lhelr DUSIinEss Lo be awars 1t a Colleague  was
particuliariy tong  of & patient, ano SO Mighi bDe uoset when
SERTN SCCWred. hey were  Siso awars when this mignt oe a
first  experiencs  of  geath for & stafd  memoer. being
CrEs&TEs  To give tnem time  and  nelo o geal witn the

155 "You help voungsr staf+ who may not nave seen a death

it can o2 a . it wou ve nurssg them
S iong time. i
~Q1Z: YA large part of my FOIS2 1% AlS0 1O SUDDoF STat+. OV
DEinc, 1 hopg. &Dorcacnatbis, Taiking to ans another. 1401
FEALIESO ZOMSONE WaSs vuinsraols I would Take the inltiative
- U Ry j— g 3 i - - ine i — i = . o ot e id
in MARING MYSelit avaliabis. we do 11T +or sacn other.
Fimal iy, Aalitnougn not 8 Frols Shanoe, a  number  of  nursss
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R20Z: "Yes, you act more sympathetically. You are & lot
guieter when nursing the patient. You try and get what they
want, go out of yowr way, for exampie, i+ they want a cup
ot tea."” {(SRINI

RIOS:  “You are more caring — you know it’s their last few
days. You are more sympathetic, ©oboth in what vou feel and
what you do. You kEnow the patients who always want things

our when they are dying you become softer with them.”

it is clear that many of these nurses regarded the time
etar

re death as & special time and that often  they +ound

oefo
satisfaction inm being able to give that extra o1t ot care,
particularly physical care.
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pu

Introduc

sarc +g understand from

The re

U]

The wh s =. SCENCWL 20ges oD81ng arTECted
oy DaTient =i Ther

T, The proportion OF FEsSponocents ansSwering In TNils way was
Zimil&as 1n of Lroup 1

.
fIu]

o

th

Re reEmaining 198 responhdeEnts

gave answers which were
I

t would,of course, be
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difficult to ascertain whether respondents answering in this
category genuinely were not upset or whether they were coping

by the use of denial. However, as much of the literature into

w
u]
“+.
e
1y

stress and burnout suggests, denia 2lings rather than

ackHnNowi sdgment and appropriats coping action  can lead  to
.

phvsical and mental s1gMns ov st ach, 197&; Hartl,
i

o I+ subiecis wers using =  would

I

1

dernial ., theretores, O
gxpect to i1dentity other reacticons on the nealth measuress
usd. TNR1S wWill De sxplored turither in Hypotnesis 10.

2 18 respondents who fell within the ‘predominantliy no’

sxuperiencad a range of +teslings,. other than upset, from
saONEss Lo reliet and gladness when the Datisnt  wWas seen as
TEV1Tg suttersd. Girme nurse sxpressed  Thls Fange very

ROGL I feel very moved, but often mor
flave said. I fesl sadness for a +ellow human being, out I
also orten see a2 triwmph over the disease —  th =]

- P M — e Ln e T e N e o PN K N P om oo a—
LOFoUan whnat was 1277 oOF Lhsldy 11vVes as Lest

T e s . o iy E™ - i o~ e E ki, i ot — T e ) = F oy I kY
iay Them out and tess WeEL L Sone. 2000 TOr you. (SR
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P17 d never seen

that he knew ...

you have

rt

don’

anyone old before. It upset me more to

I try and treat them all alike. The
doesn’t really affect how vou Feel. I
they ' ve peen 111, if they dgo. 1173 &
get upset.” {SEM?

mi0Z: "Sometimes 1 am
fond of who died when
He thers. " {(SEND

T

patient I

atfected. There wWwas a Was

I was of+ — dutv.l would have l1iked to

128



ROOL: "Sometimes I

close, very involved

npart of the end.
good-bye, or [ wasn’
MOt 211 respondents
ROi14: "Sometimes 1T
gutr 1 wouidn’™ i want
to nurse them, but 1
here.” {SEMNS

RECE: "1t aftfscts me
whitie I°m offt. They
but they looik for Yo
Explanations That Am
Respondents mention
which weres svoked D
couid  oe regarded a
1mpact ofFf deatnn on ¢
less upsetiing.

1. TTheywe nag Lhis
OF the 44 statt owh
they +T&it 1835 ubDsSS8
gdisc unlsss there we
SEen A% MOFS ZCCELTA
RTOS: "ItTs  sas:isr
partisnt ... They ars
life, so 1t s not 50
Rioie "They nave
MUST ENOwW They e N
must have accepted t
{(N&

eel cheated. I+ you have become very

in the physical care,l would like to be

T

Sometimes [ haven’t sald my personal

s i

t prepared for 1 {SRND

]

=

i fono of patlient

want

o
1

whiern they died. I wou

they gidn’t die while ['m

sed i+ they

[T

go

@ YOUPr Darsnis,

(NAD

at Death

impact

of feelings and thougnhts

patient. Many of thess

a reguction of the

it more actentable and

5 {4i% said

fay

igerliy patient

DeEath wWa
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glease’
.F

{17) From all groups described death as a

-+
-
]
3

nappy releass from o oa life that was miserables. or

suffering or oain. Thess represented Z54 of a1l respongents:

Deatn 15 sac anyway — it's & i1

'i:
rappy ralease. Manyv  or th

1t s EY m are riddied with
arthritis, o 1n A ot of Air. LOTS are generally

v to ilose them, but you also think 1t7s

fo¢ the bhest, thers’ s no more suffering ... 1 Just accept it

as mart or the lifs cycie.” AN
*ogsualiv [ wish for  them to  dis  gecaus 1t is
distressing to sS=e them alive. Then they are out of pain and

=]
at peace ... By the time they die ... they are not the same

Fil4: “The wnole thing. oeing therse to comtort the patient,if
vouve  done  your  best and they die peacsfuliv, 1t7s5 a nice
tesiing. {2

I4 wE naven’t got the medicines  right and  you feel

i
b
st

s omen & mesSs. that 1T more 41Stressing. fou f vou have

tarlieac. i

43, " bod s wi1lil’

OF those with & resligious faiitn, one respondent  explained
now this helpesd her Cope wlith death:—
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ROQZ: "I don°t believe Bod allows anyone to die unless it’s

the right time." (SRN)

The Emotional Impact of Death on Staff

1. Fear of Death

While no nurse acknowledged she was afraid of death, only
seven spontaneously said they were not afraid of death, four
from group 1, one from group 2, and two from group 5. Four of
these had a very committed Christian faith, one a firm belief
in an afterlife, one a more ontological and the seventh a

humanistic philosophy of life and death:

ROOP: "Its part of life - we are all born, live and die. I
believe 1life goes on afterwards, but for everything, birds,

trees etc. Why should I be bhetter than that 72" (NA)

A further two nurses considered that working with the dying
had altered their attitude toward dying to a more positive
one : one from Group 2 and one from Group 3. Neither of these
had clear religicus beliefs, but one said she believed in an

afterliife.

RZ12: "I really believe there is an afterlife. Most of them
look - nice, peaceful.It helped me to face the possibility of
my own death. I dreaded nursing the deaths, I didn™t know

how 1 would react."™ (NAQ)

2.Feelings of Deference

It was clear that for many staff, death was regarded as a
special time, which should be treated with deference as a
mark of respect to the patient who had died. 18 respondents
{(26%), from all groups,spontaneously made comments that could
be categorised in this way. In one way or another, all the
camments related to management of the patient’s body after
death, including laying out the body. Several nurses from
Hospital 2 commented on what they saw as the impersonal

and hurried way in which the body was dealt with "nowadays".
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RI0&: "There should be more respect for the dead body. It s
parcelied up very guickly. There should be more time to lay
ocut, to comb the halr, wasn the hands and face. 1 try to do

nis

. but vou have to get them out o frees the bed.” {SRM)
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made to maks the bod
sut  the bhody of patisnts thney wers fond ot as the last it
they could do for them, oF Derhaps as A wWay of saving geod -

bye, nine respongsnts, (154 =of a1l statt: :

SThEFE WaS & YOung patlent who gisd —  we  Wasnhed her

n a whits nigntv.®With her iong

]

and dicd nher hair. Then we put

mair. she icoked lovely. Her Drother wanted to see her s2arly
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and =]

Ttners=, again from Hospitai 2 scoke with postaigia of The o1d
vE. ang wWoula no doubt nave anvied the gr

= =3
which stats +From Hospital 1 wers able to approacn this part

ot
8
il
5
]
-5
-

: agc YOou L&1s T ana wWaigsgd snead
—f{ Trem o the mortuary, &nd LBt tnem wiith a flowar i Lhelr
T=1 T S I alwavys comb ang fiutt up Lngelr nNalr, DUl Thelr
Testh 1 and Ty 1o mave tnem 100k nicE,andg 1 aiways
say & Draver. LZEMI
Z.Sslf-GuesTioning
1+ was oot unusual foOr respondents To 0 Through & Sericd o
- pusstioning., of thinking over what nappened  atfter A

. It sometimes seemed 22 1F Lhi1s Was & Necessary oart of

“uis nad three deaths 1n ong night - they were atl
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horrendous. You ask vourself 1+ you could have done more, you

feel guilty i1t happened.® {NAD

RZ1%:2 "You +feel happier if you know vou have done evervthing

Yo can, you contt teei guiltv.” (SRN?

n

“You think of all  the things vou could have done ...
n}

bt
rt
ut

iike a family, yvou say things. mavbe vyou are a pit

8 {MAD

1
¥
0
I
vt

Gillieg to this was a +seling of z=elf ~ blame or personsi

~osponsibility for a death which nappened unexpectedly, such

=z when a nurse was tending tc & patient. Three nurses

by

B
h

eferred to sSuch an incident, which in eacn case nad been

zariy 1in their nurse Training.

04 tne  total agroup. 14 respongents (Z0%) mentioned feeling a
sense of relief atter a deatnh. This was invariably associated
with the feeling that pain or suffering was also over. The

raspondents came equally from Sroups 1,Z2.4 ang . Thers wers

rone from Group .

15 1] fmel relieved — they are no longer surfesring - 1t7s

tne final stage of what we ars  Trvying to  achisve 16 our

“Tiites  oOften With this age  group vou  teEeRl relleved
when they die. SHMI
Fiié: “1 =ay { mustn’f get upset, put I 4. but I also have a
rapiing ot reiist.’ N

Z.5Ssnse of Numbness

feeling ot relief., respondents +F squently

fe well as  a
mentioned a sense of disbelief, numbness or shock. This was
particularly the case when a patient deteriorated nd died

unexpectediy. This was referred to by 15 participants, {(Z22%7 .



Rl

who came equally from all groups except Group &, where none

mentioned this feeling.

tient, someone who was

can’t take it in. "

FOO4: Y14 1t7s sudden 1T shocCks vou, you feel numbp. {SRM)
=O1Y: Y"Somestimes [ Just feel numb ang  that 15 worse. iney

weres soeclal To Someong an

{SEM
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2715 *Therse was a patient wno dieg recentiv

kriew anc Eept Saving "1 gont want to be a nuisance’ ... It
WAE STi1ll & Snocs wnen ne gired. CSEN

wWhile onLy four responodsnts  Feactead with o a  sanse of
uniustress at fimes, two from Srous 2, one eacn from Groups 1
a e

her 7 =rafd wers aware That thev fsit moody or

1rritabis atruer & SEatnn. Sometimes  on the wardg. Sometimes
carer, AT nome. Mo o respondents from Groups 3 oanc 4 wers in

with me.

ziam the goor and they Enow. (Mg

i€ thers nas been a8 Sun OfF 4Eaths ... YOw dons
ot et to ovfsr. Then s111v littie things &t nome
Crving over the SorntiaEss. OF Yyou DeCcome SRAandv.
ZGiT: YIS won are Sa0 and want To burst o 1nto tears. The oells
ar= sti1il going. nave o get an, Lt does affect vou andg
‘ou may De =napoy at home latse.© {5EMN)

There was alsoc a +feeling that it tencded to affect the ward

stmosphere generaily. particulariy 1+ thers had been a run



of deaths, with staff tending to feel more dissatisfied,tired

and irritable over littlie things.

7.Feeling Despondent

& further 15 respondents (2327, described feeling rather
subdued, guiet and ilow or despondent after a death. They were
aware of being guieter or less jolly for a while with other

partients.

The responses given by these nurses will be taken up again
irn the discussion, and looked at 1n the light of the current

knowledge available on bereavement.
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THE AWARENESS SITUATION

Much has besn written about the isolation and pretence
[ES T —_— o— x - g e e ke e T e T (e oAy

Tiiat ST ounag The dving DatTientc ‘Fublesr—Ross, 1767;
Blas=sr ang Sirauss, 19465y, imaving rim zione wWith
UnMsSpoken fears and anzisties. Ong  of the interests in this
rFESOSEC WAaRS o sEe Lo wWiST extent the resoondents
in study Telt comfortable to apen up discussion of
de hew o o, Bt i o - G o e e — o i — i -y v 5 G s o e o

e STHSErwWwlsSe Ta000 sUuDaedct o Oving 7 Oeatita

i

was supected that more statt  from Hospital i than
Hosoital £ would attended such a course because of
its direci relevance to The of The WOk, andg this
wass  indesd So. 0 Hospits: Loall the SRMTs ang Zoout of 4
SENT = 1n Grouo 1 {day =stat+! nad been on this course; out

= and no SEM s from Group Z.niagnt statt. In

1ant statd nag o=en on Lhls Tyoe of Courses
= =z, one from Grous 4 oand one from GDroup S nad attenaed

i

ALl rEsoondents policy On
their  wWard ao told. and
how they would times that
nurseEs wers  un a policy,
suggesting that z=ituations



should be managed, it was by no means clear to all statf.
it may be also that respondents were confused by the
reference to policy. and the formality that implied. Their
an=wers show +that respondents tended to manage 1in the
manner with which they felt personally comfortable. Ten
resoondents, two from Hospital 1 and  eight from Hospital 2
zaid they had not had the superience of patients wanting

+o taik aboutr dving and five respongaents fram Hospital 2

gquaiitieg their answer by saving they had limited
sxperience of patisnts asking. Although respondents
freqguently gave muititiple responses, nevertheless, 1t was
cossible to classify their answers firstly into one of

three categories : those who would pursue the conversation
with the patient: those who gave a aqualified yes; and those
who would pot. foOr whnatever reason. Tablie 3 shows the
distribution of responses bpetween  each nospital. For
Simpliclty. rocsponses have bDeen labellied as Yeg®,
ronditional’ and ThNo’ . Respondents who zaid they hnhad no
e of patients wanting to talk about dying have

=zified as saving “No’ .

niirm I+ a Dying Patient Asked i1+ He
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i
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i
i
=
a
[
o
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-
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-
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o
s Dving F Ciassification ot Fesponses in Eacn Hospital

A
i

Hospital 1 Hospital 2
=51 12 =
Congitional 5 11
po = g



The difference in pattern of response between the two

haospitals is statistically highly significant,as might be

wpected given the differesnt ethos and staff experiences:
i~

FEnce rRmains

=1
-
il

N

P
ey
.4..
It

i

2 = 15.3%9: o+ = 23
n

o
r  when responses ars re—catsgorised To group the

"Yes® and S Coonditional’ responses togesther: X2 o= 1005621 df
= 13 p = <.0035.

The FRangse oF Ses00Onses

The range of responses Logeiher  witn ThHe  numbers and
cercentage of subliects giving The Catsgory oF EEpOonse 1n
sach hRosSpital., 1S discusszac selow. It shouwlg e DO0rne 0
mind Thart respondents FreauEntiy QSvVe Multipis rasoconses.
For szample., SOmMe Ss10 Lhey would change The subisct or S5ay
ssmetning to kesn  The  mooo light, Sux wouia  Aaisgo tell
Zister. These have bDeen cilassitiec as “Mo'=. Oohers nave

saicd that they wouia ©2il & Jatient, OUL WOULC aiso intorm
zicter or doctor - categorisad as ‘Yes®: whilst others nave

Zaid thmat rThey woulg pratsrs o TEll DUt wWowic nave Lo talk

convercsation acout  dying mav  be opensd  Up. ang this
e T

raspandent  has thersfore been classified as a TihNoT.
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respondents inciuded 4 SRiN's, 11 BEN's and 18 NA's. Their

responses were classified into the following categories :

1. Sta+tf Who Regarded Talking apout Dving as Mot Their

here were 17 respondents in this category. The three from
a

Hospital 1 wers ail nursing auxiliaries. ©OFf the 7
subsects from Hospital 2. none were SR s; S were SERNTs and

4 wers MAs. All said they would refer the patient to a

]

more Senlor LuWrsEs oOr o The gootor.

“1t upsets me 11 patients comment on dying. I pass it
on o to the stat+ nurse. I don’t know what to say. and 1t’s

'

3

I

noT owrs place To say anvihing. ® (i

RIO1: "Uptz of doctors hide it from the patient. We have to

00 by whnat the doctor savs. {EMN

Eighteen respongenis gave answers whioh ingrcatedg their

s To a comment about dving from & patient was
to move the conversation ORTo another toplo. The kinds of
response  agiven Dy these [nurses  were Those which tended

toward reassurance:; and those which tended toward making a

Wwhc  gave answer=s  1in thess categorigs. However, Thls does
ot mean that Lthis  approacn wWas Never usec, and 1t may be
that statf would De unwiiling o agmit  rEsponding I Thils

1) . Reassurance.
Eight raespondents dealt in this wavy witn situatons in which

patients starited to talk about dying. hey came from alil
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3

three staff groups from Hospital 2,and included 2 SEN’s and

b MAT s,
Since patients on wards A, B, O, and D tended to be zeen

as hRaving & longer 1i1fs  expectancy than patients in

T e ey ol e 4 Z - . e e 3

I comfort thesm. makes  them sel tney won’i Ds ajionsg
ang that 12711 De slrignt. woulid  veamsurs Lhnem Thay
WErE noT aving. Bl

Training
onditions vyou. wWe nad no guidelinsSs as studenis. We always
Ragd to say we'd ask  sister or  docior. Ferhaos that’'s my

detence mechanism. ({SRNJ



=Z04: *1 mad a patient who sald she was going to die, and
she did later that night. 1 tried to make lignt of it, not
=0 much a Jjoke. I said “there’s no space up there +for you
vet’. Personallv, 1 ftnink you should be able to tell a
patient 1+ they want IO Enow. {NFA 2

This tvpe of responss would  seem To pbe related more to

Hospital than gualification, put  bearing i minc the

i, one woulid not expeci to

t
L
o

oreavaliing sthos of Hosoizd

way,., and ingeed in The

i}

f{ind respondents answering in  Thl

ES
~ontest  af ward expectations, LN1s would bDe  seen as a

orofessionaiiy uncesirable response.

ii Fesoonaents Who gave Congifional Answers
Thars wars 19 rasponcdents who  gave  an answer WRLECD was a
comblTioRAal Cves’ but which inglcatea that the way in which

Fme  SLtuatlon was managec by tne ouwrses gepencea on other
tactors or  Cconsioerations.
account what the patient alre2aay knew Or had oeen tola by
rhe doctor: whether the d4doCcTtor 1n particular wouloc agree
cn  EARe puFSe pursulng  SUCh & CoOnYerSationiang whnetner The

rEsopohnodent nerssit el

it

in This category inciuged 4

it Siw regpondents said rmev  would oniy  oursue the
~apversation with fthe patient 1+ the patient sir2agy =ENew

wo  oOFf  this  group.both

WwEre from HospiTal 1 nhe remaining four were from

Hospital 2o~ Two SHNT 3, oRe SEM ang one NA. A further twWo
Aurzss, ons SEM o ana one SEM. oonn from Hos 1tal Z said they

o
WOl a mave o o rarsr 10 Tne goctor firsT anda wouio need his

“IF you Encw TnRe Datisnt rmailv wants to know, I would

teil, but I woula nave TO ra+ar  back to  tne doctor



first.® {SRN?

ROO6: 91 wouldn’t tell a patient if he didn’t already know,
but I would pass it on to someone else ... 1 fteel more
confident than when 1 first started.” {SEM)
REO&6: I usually ask whether the patient 1 awars {(he 1is

=
dvingl. It’s not our olace to be tne first to teil Them, out
a

ok
o
-
3
1]
i1
[
e
ri
o
2
3
¥
]
3
n)
]
3

El I wouig perso

sn0 Two SENT s from Hospital @0 said it would depenc on the

they had witn The

sari12nt, oOrF on how they thought the patient would react ©
meirng told. One of the SEN'sz also saic 1t would depenc on
the Soctor’s agreement. & furIner six staff from Hospital X
zal1d  then wonlo  exolore  why  the patlisent was aseing aNd
depending on this might teil tne patient or refer the

Mors =Senior  cerson. They wers S MeTs. 1 SER
=rc o SHEPMNT s,

s URigrmally . would pass 1T over s & sTavt nurssa, Dut
<+ i1t 1= zomecne [Tve managss o reiate o L owoulio do ot
TwESidi. OBDEROIAG ON wWhat Lnsv nag ailsagy ScEen  Toid. Or
4OUL S SuggesT They S2e Sisisr or & 2ocTor. (MR
Ii.Four NETsS. s:3: From i, sa10 Thevy would answer
=2 patient’ = QuSsTions Lo tne best, or limit, o+ their
i r to  someone mors

I aon®+ wanT  tO JumD in with both feet. I+  the
a

catiant brings  he  Cconversation to me and staris taiking
apour The iliness,then [ wilil talk about it 1f it’s not Too

14%



technical.otherwise I would ask sister to come and speak to

them.” {NA&)J

The respondents in this group set more conditions on their
decision wnether to talk to a patient about dying, saving

that they would talk to the patient 1f he was already

aware of nis situation and Mad talked to a doctor or
trained nurse. Ctherwise, they would discuss with senior
statt First. Sometimes, thelr reaction would also depend

on the relatichship the nurse had formed with the patient.

Fespondents in this group wers less  likely o have a first
discussion with & patient, particularly without prior
reforence to a more senlogr member of staft, or a doctor,
than the next group to bDe discussed.

111 rRespondents wWho wWould Talk to Fatients apout Dying

Ther= wers seventeen respondents, from all five groups. who

saird they would oursue a conversation apout dying wnhnich a

patient acttempted to open up, and would tell a patient wno

asked wnether ne was dyving. Only five of these respondents
1

weres +from Hosnital 2. and all were SRN z. OFf the twelve

nin

from Hospitatl i, Z were ZDRN s, T owere SgiNT arnd Z were

Ih

-

ISR

srat+, alrthougn this did n mean tThey acted 1in 1s0lation.
They kenz nemessives informed and 10 Twrn ointormed others
acout the  currsnt state Of the patisSnts’ insE1gnt

susreness. among these staff,in tTaiking ADOULT SYIing ToOA

GaTisntT, tNe aporcacnh ussd was most usualiy one ot gentie
Bunloration OFf how aucn the patisnt kENew, ®Wanta2a 1o ©now o
susnectasd.

R0 “Earh satient is  an individual so I wouldn’™t treat

-

rhnem the same. It would also depend on  what had gone on

before. 1 would ask them what +they thought and why. It

14%



someocne hasn’'t faced it before 1 ask why they think they

are dying — you let them teil you. If 1 am unsure what

they want to know, I try and get them to answer their
own ouestions. {SRMN)

F1o1: *iIt desends on the patient.l ask wny they think they
are avina. You should pe  honest but not biunt. I wouwia ask
now they rt=2el and I agree They re gooriv.” {SRMNG

O pursu a conversation which

E
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+ore depenged on & numoer of
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Thne glarionsnhnip Detween
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T BMDESrISeRcCE oF wnderstanding.

e o o Stat+ or  Lhe QoUiTor it
wanting o talk and Thgy +t&2it
clearly refliects the +act that

Hi

s

W

Training Than the nosSoitad and  SLhos in wWhiiln They
WO e, fapie shows the JisStribution of FeEsconses in

e
o
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relation to the nurse’s gualified status.

Tabple 4 : Nurse Gualification and Whether They Would Taik
to Fatients about Dying:
Status RN SEN M Total
Response
Yes iz =z 2 ié
Congitional 5 7 a8 20
Mo 4 il 1g R
Total 21 26 28 &7
AR = 20.7ir df = 43 o = <.000.
The X2 showed & sirong  association betwesn ESOONsEe ang
guaiification. & comoarison of Tne residuals 3Nows Lhat the
largest difference bDetween LThe obssrved and The SXHpecied
~esponse rate Was for SRNTs  answering “Yes® {(Resigual = o+
Ta1is whiilst MNATs were the most likely To  answer o
FResigual =+ d.047 ano SRMNTs least  likely  to say Mo’
{ = - &,
The gquestion THat  FEmainsd wWwas whether Hosoital o
ot wWAaS more Strongly associated wiltihn FE2sponse.
This was et 2asy  to answer  pecause the size of the
sampile meant Shat the numbers of staftt of each grade in
=aich hosoital o wers  sSmall  when  comparsd  for type of

response. Taple S shows @ 1). the percentage of respondents
&

¥ to a patient about dving
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said they would or

(Yes / Conditional’: 2). the number who
mights and 3). those wno =zaid “Na’, for each grade in each
hospital.
Tablie T : Staf+ who would / fight Fursue Conversation about
Dyving and Statf who Woulg Mot DY Grade and Hospital :
Hospital 1 Hospital 2
Response SRN SEM NE SR SEN MNE&
i.woulagsMight
fs & A L0 i = =1 2z
Z.woulasMiant
{pi=} B4 = & F = 4
Z.woulao hNot
- 1 4 = 11 14




felt were either wanted or acceptable to the interviewer.
However, a number of additional guestions were asked which
allow & degree of cross -~ checking of responses. All
respondents were asked  whether they thought dyving patients

WErE usSualiy awars that thevy weres dying (at the stage when

consclious) and  whsther theaey aver wanted to

Fesponcents  wWere  asksd fFirst whnether  they thoudnt aving
patients wers awars of the fact  they wWers dying. labie &
SROWS The number of resgondents 1h @Aach groud wWno reolied
1y. No / Rarely: 2. Sometimes: ang 5. Mostiy. One 7 don’t

KMowW® response was received., from a nurse in Group 4. This

agroun of cuestions  was  thersfors  answersd by only 48
U EES. ~SFCBEnTAages arse gilven 1n carenihesis.

Tabie & : The Awarsness oF Dying Fatisnis &8 FErceived oY
MUFSIng Stafdf,Showing NuhoSr and Fercentadge 1in S3Ch Sroup @

Hosoital I Hosoital 2

mrEsoonse

MO Rarely

o b 1 [T e
SOmMetTldoes i Loy} I A

Mostly 24 1953 25 L5 7

X2 = 9.9Z; gf = 13 p = <.0L.



& predominance of staff thought patients were mostly or
sometimes aware of their dving status. The way in which
respondents  answered this guestion was significantly

wEnty ~ four statd from Hdosoitail

associated wiih HOSOLILS

thought they

¥ OEMEW. Smong

The meEans oY which stat+r xnew this wers variouws and
sometimes uncisar,. It might Se by things The oatient
=513, Inlg did, Inlay indesd stopped doindg. Five
Foeoondents., Two from  Grous 2 - mospiial 1., and three vrom
HosoiTal ore if SACnh gQroup. Said they JUust sensed

T e o

STO7: YYou dust Know. 1tTs nothing they sav.’

T2 & oundg tNnem. 1f Wouls pe difficult
POT TS DAave - LR
LUSLSL 1Y NOWeYEr. FESOORCOsRTs wers  abie o exoand on

= moEolTal <+ ang 28 H4%) of HosoDinal ©
sta++, NS CETWEST 15 sSiganitioant
o = : gf = 13 i® = Z.14.

ROCES: "{They) pick up S51gnais from tne  family, from



sgeing others poorly. Sometimes vou know by things they

say, 0Or their attitude changes, they become very guiet
and withdrawn, or verbally aggressive, they stop doing
things or get cross with their families.™ (SEN)

However, responcents alssc  said  thev knew because  of
thinos the patient said: 18 of 25 Hospital 1| nurses (7240
and 22 of 43 staff from Hospital  d. (51%) . The gifterencs
1€ Aot statisticalily significanty X2 o= Z.04: df=i.

NidZI: “Most sav something in & Foundabout way, for =xample
"17ve sesen my daughter for the last time’ .Most have usually
opeen rignt.” {MAG

=Olg: ‘when  they say 7 the doctors have never tolg me

v did I wouldn’t want
to know' , oF they stop talking  about  home, oF make oOnlvy
=

INOorT-Term oLan

Nesgondents weres also asked whether patients wantad +p talk
about avinG., i1n LOSir eXperience. ANSWer

into i

i).MNg / Harsliy /7 Not in my eXpoerliences, N

-

JL.oometimes. No= 273 — {Yes)
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nhow trained and untrained staff replied to this guestion.
The percentage of nurses of each grade answering yes and no

is given in parenthesis.

7 s Number anc FPercentage of fach Grade of Stat+s in
Eacm Hospiitsl wWho Said Fatients Wanitsed artgd Did Not Want to

Tals Sbout Deatn s

Hospital 1 Hospital &
{—F-..:-‘TE
SR SEM M SRMN SEM I
Resgponse

=5 2 (59 IS0 & L& Z 175} Zoii4: Z i1l
NG O 3OS0 4 {4407 31255 12 (&1 16 1893

1iilUsSTraTes, Pt s=twesn grages was contributed
orimariiy OV 0 STaTTE i1 HAOsSoital 2. Thne difference 1in

rosponse hetween  oOrades was alsc testsad, therefore, taking
AOSpiTal 1NTO ACCOunT. dwing o the small numbers involved,

ang because of the marked di++ference between SRMN and other



grades in Hospital 2, it was decided to group together SEN
and NA grades and to maintain SRN grade as a separate group

for this analysis. Table 8 shows how many staff of each

.

grade answered ‘Yes / Sometimes’® or "No / Rarely’ in each

ospitai. Fercentages +for each group are again snown 1

H
parenthesis.

Table 8 : Number and Fercentage of 1) SRN's and Z) SEN and
pA Staff Saying FPatients Wantea (Yes) / Did Not Want {(No)
to Talk about Dving in Each Hospital
Hospital 1 Hospital 2
SR SEMN/NA SRM SEN/MNA
Yes 8 (892 F (S64) 5 {75 4 (133
NO 1 {117 Fooi44; IOiZE) 2B (8B)

significant only for staff in rfospital 2 @ X% = 13.8%; a+

1]

Irn aeneral, oualifisd stat+ of S5RN grade in botn NOsSpitals
Tients as Wantinv * talk abour dving at

ssponcents  who repliea “often’

T
il
it
oy
3
iy
m
i

RS from Hospital 1. In addition, staff of SEN
anc MA gracdes in Hosoital 1 owere ftar mors iikely than thelr

CcOouUnTErparts 10 Hospltal 2 to perceive  or have experienced

catisnts a5 wanting to  talk about dving ‘somerimes’ . as
miaht De expectea from the differing ethos. i+, as the

ot
bt
rt
iy

raturs suggests., patients respond to cues from their

he cifferencs 1N resSpoOnsSe Detween grades was  sStatistically



carers that dyving can be discussed ,then 1t would seem that
the guaiified {5RM) staf+ 1in  this sample, and stat+
generally i1n Hospital 1, at least mostly felt competent to
manage such & conversation. Althouaghn 1t cannot be ruied out

that thess statt wWers responding in & sociaiiv, oFr cernans

oroftzssionally acosptapls way, rRSOONENLTES wWere sencoursged
T CGlLSCUES SCTU&L SHDSKr I SNoes aro 0ot To Taik
pvpotneticaily.

The dAwareness o Jtner FPatisents

in order ©To  brosgsen the  Aassessment o TREe aWarsness
situstion on the wards, statt were alzo asyed  about The

a
dvinag. Onlv 2 nurses, opoth from Hospital 1, thought other

WErE NOT SWar®. 1nNS maiority of sStatd. FifLy -
twa, oF 734 of the sample., 2a1d otner ocatisenis «Were awars:
St whnom 23 wmere from Hosoital 1oand 29 from Hosoiitar Z.015
nurssEs, (28%y. =il +rom SO Tal = Thought they wers
SOMBTIMEes RWairse: — Most otiten, this was tnhnougnhnt o depend
an how “with o 1t7 the other patient was and so ablie to

The apility of patisnts on IAsS o owargs Lo Take in
=il nave ocesn
2Rt on Lne
ppeEar to De

HES WO RIng On

woulia te2ll other patients when someone on the ward was
=]

helr answars are shown 1n table 9 below @



P
o
s
o
-0
)
Q

You Tell Other FPatients when Someone 1s Dying

Hospital 1 Hospital =
Hesponse
P =5 °E 10
Conaoitional - =0
Mo - 4

AlThouan The numosr of respondents  saving Tney would not
tell was verv =mali. & large number ot nNuses said Thev

—ray

would only teil if the patient asked (4I4 of the sampiel,

aill from Hospirai =. when ‘Concitiocnai ~ o anag TNo’ resoonses
wera combined and  compared  witn TYes’  2sDonses, The
ciffaroncs SCetween nosSpiTtals was statisticaily s1gnificant
: A% = Z4.94:; gt = i3 o = L1, as pernaps should be
ewpectac, given the ward setnos. 1T wWwas 1n Tact praciice +or

staf+ im Hospital 1oto tell orher patisnis wWHEN SOMEOoNes wWas
-
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whnom +riendsniss so=En T nave  torasc H 8
answering ves’ comoares  TO  AOReE on INe SCUTE Wards. ana
ohly 2 i The nighT statt group.

Sesoondents wers aiso askea whether OLher DAaTtients usuaily
Wanteo to talk apout aving. The replies are Snown in taplie

10, and have besn categorisec into No, SOMETINESs ang ves.
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Tabie 17 : Do Other Fatients Want to Talk About Dyving? :

Response Hospirtal 1| Hospital 2 Total

g
I
o
~}
]
ot

Sometimes i3 =2 35

=11 = = 1=

Taral =25 a4 &5
12 = 4.3Z: af = Z: op = < .0IZE.

The faliurs to findg & significant cifterence between statf
o7 /EICVYING  grades 1n Hospital i. and tne +inging of

o
W
-3
0o

o
signiticant diftersnces generally between Hospital

moire oftrten f=it

-+
-+

= oy ey ey Do e - i 2 + 3 H =
L ZBUGOSST LTOSLT GED1ITa: i T3

A =E1ng S i I T1IZ&aTICH HMas nOT Thne Oniy ., nor ne MosT
SLTO. Ratner, 10 Hosoital 1, a1l Stat+t+t nad seen

ot

zupsrience of INRS Managsment oF Oving. S0 0 That theres would
De Mors opoortuniity oOLh Lo oractics one’s  own ski1lls and

Lo ooserve and learn from agthers.,



CHAPTER 9

FEELINGS AND THEIR MANAGEMENT

i Reiationsnips with Fatients and Experience of Upset
pe expecisd that nurses who DbDecome involved with

 with some patients, will be more upset
when tThaose partients g1e. Aail respondents were asked
whetner- they +found  they Decame  more invoived with some
patients or alwavs formed & normal professional

relaT10NSHID, and whether they were upset when patients

ciad.In coding. & gistinciicn  has beEen maintained DeTween
usual and once — oft reactions. Tnhe range of  reEsponsas

receivec fell imntc the following categories:

;) L Rosponcents who detinec their relationshio Wwith patients

ped -

n
rofessional’ and aid not become 1nvoived. This group

e}

&S
inciuded respondents nevertheless wno said thney 1i1ked some

patients more than others, (N=12):

R

i

pondents whe  sSaid They necame invoivea® Wil

=
patients they nursed, OF more 1nvoived with some opatients,

NurFsZes in  the latter catecory talked of feeling close o

hers wers no Sififersnces in the

Wiho derined Thelr r2liationshnid as TharotYessionas’ and those
who cefinea 10 2= inwolvea .,

; .
Hawving metinsg To natients, all

=
r thev usually felt upset

=
when a patient gied. Tabis 11 shows the Dreakaown of their

P
om
&l



Table 11 : Experience of Upset and Nature of Relationship

with Fatients :

Involved Frofessionait Moo=
Mo lipset i3 = ig
P + s i =
Lpsat o 23 7 =1
Moo= 57 12 &9
=2 = 1.903 df = 1:

The assSocisaTtion oDeTwesn Lhe naturs ot Ine relaTionSn1D WiITh
DaTlents ans Lhe IuDnerience O UWDSEeT 12 NoL 31gnitvicant.
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Table 12 : Numbers of Respondents Reporting ‘Upset® and

By

Mot Upset® in Each Staf4 Group as a Fercentage of that

Group :
Group
i 2 = 4 =]
N=135 N=1a N=1S N=15 =14
Upset 10 (&7 F (201 9 {&0) 11 (730 1Z (B&)
Mot Ubpset 5 (Z35 1 (1iGgy & (40 4 {(Z7F 2 {14

The responses of subiects whno described their reilationship

n

as ‘professional’ and those  who described it az “involved

Wwiil De deait wWwlin separatelv 1nh Sach Section.

Responcents were catsgor:sed depending on  whnetner they

112c,and wWitnin
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describea  themselves as normally oDenaving atier & deartn.

SNOWE INEe NUMDers in 2ach catsgory

fE TNO Reaction’ group are  tne  eight resoongents ciassed
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SE USING I8rs coplng responses 1n Hypotnesis g:ang together
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Table 13 : Feelings of Upset and Subsequent Behaviouwr
Following Fatient Death :
Not Upset Upset Total
Fmaction & 45 51
Mo FHeaction = - ]
Avordance 4 & 10
Feasction
Toral ig 51 &9
i.0en1al of Upsst
18 responcents  stated  that thsy  did  not,. or  g1ig  non
USUS1 1Y sxpsrlencs UDs2T when a patient disd. They

helr FeRsSoChses were

grounec into  thirse CsTegoriss o No Heaction. {N=873
VoL cance Feaction. (Pi=4::  ang HEBacTion. LME&T . rive
oesoroed Their FELIATIONSA1D wiith patients as
. . s .

crofezsional’ and 13 as Cinvoivesa.,

AN TProfsszional Lrroun

Thesa 5 respongsnis reEpresent 74 Of  Tne  Total samplis. Of
The fiwve, Thrse talked apout  Satient gsath 1N 8 WAaY wWhioh

sugoested that, 1n spiite of cenwving any teei11ings of  upset.
they did react to thne deatn of patients. Reactions  which
were mentiloned 1nciuged 1ntrospecticon, prayer, talking to
one’s own family and humowr. The ostner two

r !
talrxed of carrving on as usual, and no ways of coping. such
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as thinking about 1t later, were identitied.

RG1T: "I don®t feel upset,but sometimes I think about it
later.You think,hav i done snough?Could I have done any

mora7" {NAD

I think you nave come here to do & Job  and  vyou

"t pe hers if vou can’t put it behind vou.” {SEN)
FZii: "You do the necsssary, puil  the curtain and carry on
as 1+ nothing has naopened.” (NAT

. The Involved broup

responoents in  this group, & described Dartterns
of menaviour that indicateg they carried on as usual. Tnese
4. together with tne Z  responcents  1n tne ‘professional’
groun. apove, wno did not supsequentiy ldentity  coping

ohnsTitute ThosSe Cilassed as  using Iero  coping

-1

reactions

3

s w =

reaction’ grounp iN=8):; and 8 of the 18 “no reaction /
o

avoldance’ group. oy

I =ry ©o  iay thnem out. Not because 1 1ike 1t but
mercause 1TSS MY reEsponsiolliv. On & warg lixEe tnis. you are
Ty my Mm1nc

i
later, but I rea.lv don’®  think &bout 1t a great deai.”

(SENT
ROOY: t 1 feel sad when anvithing diss ... I don’t go nome
and think apout 1t. 1 dontt oecome MorsDic ... 1 FE81L 1T 1S

¥

right, =0 1t oocesn’i gertwrd  me, althougn 31T 1T Was

somenoady Special Iomay Thinke aDout 1T iatsr — Dut 1 el
evervyoody nas done thnsiv best. (RiG3)

The remaining 7 nurses in this grous rao0oriedg d4sing one or

more of the +following benaviowrs,folliowing a ageatn :



alking to collieagues: {N=2)
ailk to family or +riendss; {(N=22}
Thinking about the death,either at the time ar later: {(N=4)

Taking = break 1f time permitted — Time—out: (N=1)

The 4 nurses who talkeo or kEseping Dusy,., did S0 in such a
o

Wway ©niat 1T was  clszas thiat this was a3 ploy used I
avicid fthinking of the deatn, nNot 3lwavs successfuily. Thnevy
nave oDeen Ciassed  as using & 2 oredominantiy Cavoidance
response’ , and constitute 4 of the 18 “no  reaction /
avoigancs’ group of Hvpothesis 10,

I fry ang HsSen busy. it"s peTisr to our 1t out of
s ming. ang not 18t JOUrSEelT get UpsSet apout Tnings st

i keep DUSY ... IiT73 moT +talr to sShiow vour =m
not fair on patisnts or other statf. Youw' ve got to be nard,

cernans vouw ger nardeneg to  1it. Mavbe i1nsige vou fe2l mors

uoSET TRAan Yo SNcW. 1 asusily ting 1T Ccomes  DAaCE Lo me
wheEn I7m o1 oen. I I S £ iittie praver The Sioturs
D1 SADDESRI S, (oEMg

P SLUTMMaT 1 28 TNEe maturs ot response o+ tTne 13 nurses wihis
=210 hnay 010 NoD @XDEriencs Teei11ngs oOFf upsset.Denaviours
~SET = i

oo i mEslT IO 3

— R e T a
-+ m R LT L Lot = E
R T T
fond 2a 100 .

2en Tnhne +five stat+d  grouns is given
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in +table 12, page 156; and the breakdown of coping
categories in Taple 13, page 157. Forty - four described
their relationship to patients as “involved’,and 7 as

‘professionalt.

0Ff the s=even staf+ who said thev did not become involved
W1th patients DUt were upset when & patient diec., one said
she coped nYy kKeeplng busy at The Time Dbut Thougnt about it
iater. Her rossponse was concsidered  to De gualitatively
different from others who said thevy kept busy and she was

thersfore not cilassed as using pregominantiy an Tavoldance

response’ thrz= cthers alilso said they thouwght about 1t
larter:all seven said they talked to colisagues and tnree

zald they would also talk to familv or frisncs.
H105: ?1 keep busy &C the time. [ tend To wait untii I get

nome anc then [ thind about i1ft. Mayvbe talk 1t over fthe nextc

=

day. at work. The busier vou are ne 2asier 1t 1% to susn

it aside., but I do think about 1t anvway ... You feel saa

ang vour ming TLOaTs oackE o 1T {SRMN?
FGEi: YWe are i+t To QUFrSeilves, we have o DacH Zadcn onner
on onignts. Iowouic TaiE T the night sister and we Talk

with 2ach other. 1 don’t usually take wori nome wWiin me ...
I can switcn off unless 1t’s a2 voung person.’ (&

+ is harder to sSwitch of+ 1+

pomf

wou a0 home. This 18 the right
atmosphers to stav 10 ownen someone has Just gieda. |l dorn’ t
fes:l 1t s nv famiivos jon to lisSTen ang support ... Yo ve
SoOT to Thlne aboui 31if - 11 wili COME D&CK 1NTo vour mind.
P&

0. The “Invoived’ Group — 1. Avoligance
Cartyv—four responaesnts (&44%) sSaird they pecame involved with
patients ang often +teit upset when they dled. U+ these, &

ar 9% of the total sample saig they re2acted by keesping busy
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at the time and trying to put it out of mind. They were
classed as using a predominantly “avoidance’ response, and
are &4 of the 18 "no reactionsavoidance’ groupn in Hypothesis

i9. Thie class of reaction did not alwavs seem a sufficient

reegonse by itssli. donse cenaviouwrs included fesling
Tear+tul (pM=3Lr; tarking tTo colleagues  (N=4)3 talking fo
tTAMIlY OF Trienos (M=I): smoking MN=EL.

373 UMy ovamily ENGW wWhen L get in. 1 Take 1T GOomE Wlih me

SLI&M TNE O00 . Trey Enow, anc 1 mignt comment on 1ht.®

1E BA0 any wav. YoOU SonT T o wWorry acout 1T. You

sEe S5O many disSTressing Things vyou would maxe voursel+d 11l
i+ vou trnought about 1T Too muenh. iy

OJET ... DT You fesl o a D1t down
w o . . T A el : i AR
T owvow Daven T nag Taime Lo DUt 1T out of your ming. (MBS
miTooeTner., T en FESCONCENTES Wers Classitled a5 Us1Ing &
DregomInant iy Tavoidance resgonssT, o genving upset

Timvoilvest oy Torofessional’ ., who o gig et subseg

o
ceEhave by meening DUusy as x way Ot avoiding thinking about
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b). The *Involved® Group — ii). Open Reaction

There were forty—-five respondents in all, (65%4L) of the
total sample, who said they became involved, and who often
or usually felt upset when a patient died, who identified
responses which did not indicate avoidance or attempted
avoidance of these feelings. The distribution between the
five staff groups is shown in table 14, with percentages

shown in parenthesis.

Table 14 : Distribution of the “0Open Reaction’ Involved
Respondents According to Staftf Group, by Fercentage in

Each Group :

Group i 2 = 4 5
(N=15) {N=10) (N=15) (N=15) (N=14)

10 (&7 7 (90) 5 (33 F? {60) 11 (79)

Overall, there were no significant differences between
hospitals in the numbers of staff expressing an ~open

g

reaction’. However, significantly fewer Group I respondents

fell into this category than either their night
counterparts in Hospital 1 : X2 = 5.68; df = 13 p = 4.025;
and also fewer than their than their day - time colleagues

in Hospital 2 : X2 = 4.85; df = 1l;p = <.005.

Although these nurses acknowledged that they felt upset
when a patient died and did not deal with their feelings by
trying to ignore them, this is not to say that they always

showed their feelings openly at work. Rather, they were



aware of those feelings and did find a way of expressing
them. In fact, six respondents (14% of the group) said they

tried not to show how they were feeling at work:

R211: "At the time I appear perfectly normal. I carry on
and it doesn®t show.I might cry later at home if it was
someone I was fond of. I would talk to my husband ... I+ 1
Lnew other staff felt the same I might talk to them, and I
would think it over by myself later, when there is more

time to relax.” (NAY

RZ0Z: "You mustn’t show your feelings. You mustn™t Dbreak
down. I cry later, by myself, not at the time. I wouldn®t

talk about it at home.” ({SEN)

RO24: "It*s alright to show you’re sad,but it doesn®t do
to show your feelings too much, especially to the other

patients.” {SRN)

Respondents categorised as using an  open reaction in the
involved group were asked about the timing of their

reaction to a death, whether it was at the time or later:

45% smaid they reacted at the time; (N=20)
257 said they reacted later; (M=11)

IT0% =aid they reacted both at the time and later. (N=13Z3

Thirty—-nine respondents (89%4 of this group) reported using

more than one coping response. Table 15 shows the coping

164



responses used and the frequency with which they were

mentioned.

Table 15 : Coping Response and Frequency of Use :

Coping Response Frequency (N=)

Talking to Colleagques 42

Talking to Family 24

Talking to Friends 12

Tears 24

Introspection 25

Fraver 8

Time — Out g

Laying Out Body 4

Talk to Senior Staf+/Doctor 4

Humour 6

Other S
*Other® included having a giass of wine later, and talking
to the patient™s relatives.
In the five cases where a single response was reported,

that response was introspection, either at the time or

later. A selection of the range of answers is given below:

ROZO: "One advantage of being on nights - you do get a
quiet period and you can talk about it. We quite often talk
amongst ourselves ... We can talk and have a cry and then
it*s finished. I also talk to my husband. He s a good

sounding board."™ (SRN)
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ROZ29: "] walk home — it’s a long walk. It’s a rule I have.
Then I have a bath. If I go home quickly, have a bath and
go to bed, I dream about it all again. I do a lot of

walking and thinking while I walk.” {(SEN)

K3I12: "You think about it again later, especially on long ~
stay — it’s like your gran. I talk to my family ... but

we (staff) don’t talk among ourselves very much."” (NA)

RO1S: "My faith helps. I usually talk here more than at

home. FPeople are very supportive, they always know."” {SRN)

Ri1&: "I can talk to my friends, but I live alone. I  have
no — one at home to talk to. It sometimes helps 1f I lay

them out.” {NA&»>

Rk210: "If I have the cleaning up to do, see the body or the
relatives off the ward, I don®t cry much - but i1 feel
cad ... sometimes I go home, I go to bed and try to sleep
and can’t. It keeps coming back to you.At home it°s treated

more as a Jjoke.” {(NA)

-

II The Effect of a Death On Staff’s Work

All respondents were asked whether they thought their work
was affected when a death occuwrred. The majority of staff,
(74%) said their work was not affected. A mimority (N=18)
thought it was. Table 16 shows how this guestion was
answered by staff in each of the five groups. Answers have
neen categorised as “Yes’, ‘Sometimes® and “No’. Numbers

are shown with percentages in parenthesis for each group:
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Table 1&: How Staff Thought Deaths Affected Their Work,

Shawing Numbers and Percentage for Each Group :

Group
1 2 = 4 S
N=15 N=10 N=15 N=15 N=14
Effect On Work
Yas 2 (13) - 1 (7) & (40) 1 (7))
Sometimes 2 (13 I (30) - 1 (7) 2 (14)
No 11 (74) 7 (70} 14 (93 8 (53 11 (79)

For the majority of respondents who said it affected how
they worked, the effect was on their mood. and they were
conscious of feeling sad or subdued as they carried out
their nursing duties. Two respondents, both in Group 4,sa1d

they tried harder with other patients:

R212: "Yes, it’s very traumatic. it takes longer to get
back into the swing of things. You feel a hit dejected -
keep thinking back to why and wondering if you had done all

you could * {SRM)

ROO7: "Yes, for the rest of that day.It’ s not that you give

any less care,just that you feel more drained,tired.” (NA)

R111: "I go and talk to the other ladies more." (SRN)

Respondents were also asked whether patient-death atfected

how they felt about their work. Again,while a majority said
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no*, a few, fourteen (20%) of the whole sample, said it
did sometimes. The respondents giving this answer were to
be found in all groups : two (13%) in Group 1; five or S0%L
in Group 2; three or 207 of Group 3; two {13%) of Group 4:
and two (14%) of Group 3. While the actual numbers in
gach group are small, it is of interest to note that in
Group 2, Hospital 1 night staff, there is a tendency for
more nurses to report that patient death affected them 1in
this way. Because of the small numbers involved, it was not
possible to carry out a meaningful comparison between Group
= and their day-time colleagues, nor with Group 3. the
other night staff group. However, it was possible to
compare responses of bGroup ? staff with the remainder of
the sample as a whole. Numbers with percentages 1in

parenthesis answering “Yes affected, and “No® not affected

are shown in Table 17:

Table 17 : Number and FPercentage of Respondents Who said

Satient-Death Affected How They Felt About Their Worlk :

Group =2 All Other bGroups
Affected
Yes S (50 7 {15
No S (S0 S0 (85)

The difference in the number answering this guestion in the
aifirmative between Group 2 and all other groups Wwas

statistically significant @ X& = 4.5&4; df = 13 p =
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RO29: "Sometimes I wonder why I do it, but it doesn’t last

long.”™ (SEN)

R208: " ... it"s nice to see patients get better and go
home. Sometimes it makes me think of changing Jobs, to

another department.” {(NA)

RO19: "It sometimes makes me feel 1 should be moving on. If
I start feeling like that I think it’s time for a change -

I want to give my best." (SEM)

All staff were also asked whether there were ever times
when they felt they had had enough .Two respondents thought
they had not been on their ward long enocugh for that. Table
i8 shows the number and proportion in sach group who said
they had never, sometimes and often felt they had had

encough.

Table 18 : Number and Fercentage of Staff in Each Group Who

Had bMever ,Sometimes aor Often Felt They Had Had Enough =

Group
1 2 3 4 5
N=13 N=10 N=15 N=15 N=14
Response
Never & (40 4 (40) 8 (33) & (40 9 (&4
Sometimes 7 (47 5 (S0) & {40 9 (&0 2 (14)
Often 2 (13 1 (1 1 (7 G I (20
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Thirty-six respondents (52%) answered this gquestion in the
affirmative. They were 10 SRN's, 10 SEN"s and 16 NA s,
There were no significant differences related to either
hospital or gualification, although Group S nurses from the
continuing care wards were slightly less 1likely to express
these feelings. Respondents gave a variety of reasons for
feeling as if they had had enough, and as some of the
quotes show, it was usually a combination of circumstances

which led staff to feel this way.

R209: "Only if I'm really rired and the patients are very
demanding. I always manage to get myself out of it. I don’t

1pook at it too seriously.” {NAJ

R104: "Not when patients die, but because we are short -
staffed, sometimes we can work 10 or 11 days on the trot
... 1 can’t give my best. Things get on top of me. 1 carry

on, but it’s too long. ™ {(NA)

R1o1l: "after a run of deaths vyou get depressed- there are

new patients to get used to.The workload gets very heavy.

It°s frustrating — you can’t give all the care vyou want.”
{SRN)

ROZ2S: "MNerasionally. There have been periods when we have
been particularly short - staffed, perhaps I ve been under
strain at home as well, or I have felt unwell.” (NA)

R20&4: "When you’ve had a run of deaths — it seems to be all

disposing of dead bodies.You feel down—hearted.I wonder why

i am doing this job, and then something happens to make you

glad you are." (NA)
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ROO8 : "Sometimes I think I ought to get another job. It’s
not just the job,it’s everything else as well. You can cope

with anything if your private life is O.K." (NA)

Table 19.below, shows the range of reasons given by staff
for feeling they had had enough and how often the response

was given :

Table 19 : Factors Which Contributed to Staff Feeling they
Had Had Enough :

Reason Given Frequency

Run of Deaths 25
Workload/Staff Shortages 15
Tiredness 13
Lack of Consideration 8
Rundown /Unwell 4
Fatient/Staff Attitudes 4

(4

A Particuiar Death
Shiftwork

hJ

Clearly thersz were usually a number of factors which
contributed to staff feeling ready to leave. Nevertheless,
rhece staff had not yet acted on these feelings. Nurses
frequently commented on the positive aspects of their Job
too., sometimes actively remembering or naticing these after
a bad spell. Others caommented on the importance of a
break, or the use of holidays so that these feelings were

kept in perspective:
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RO29: " I’ve reached a point when I feel I need a
holiday, when I feel the whole world is dying of cancer, or
is sick. I try to space my holidays so that I get a week

every two months.” (SEN)

That no staff have as yet acted on their feelings when they
have had enough would seem to indicate that they were not
long— lasting, especially as sixty - two respondents (0%
said they enjoyved or really enioyed their job. Only seven
{10%) of the sample continued to consistently express mixed
feelings., about their Job, three saying it was boring or
lacked stimulation. All three worked in Hospital 2, two on

the night staff.
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CHAPTER 10

RESULTS OF HYFOTHESIS TESTING

HYFOTHESI i

There will be a positive correlation between at+t reports
of stress and life events and this will be particularly
avident in relation to health measures.

A1l respondents were asked whethsr they had experienced in
the last twelve months any of a number of life events which
may be described as loss, exit or undesirable events, (sse

appendices 2 and 23

Resulits were available for 68 respondents, with a minimum

score of o and a maximum score of &5, The mean score was
2Z.56. & one — way analysis of variance showed thers were

™ ignificant differences between the groups in scoring

m

-

for life events.

Recent life event scores were correlated, using Pearson®s

P

product moment correlation coefficient, with General Health

Ouestionnaire scores and with the number of days 1liness
reported over one, three and twelve months. Mo significant
correlations werse found.

in addition, recent life event scores wers correlated with
the other stress measures usad in  this study -~ the Death
finziety Scale; the Mursing Situations and Death — Related

pursing Situations scales; and the Death Situations scale,
using Fesarson’s product moment correlation ceoefficient.

Again no statistically =3

"

RLE with DAS r - 169 p = .09 N = 64
RLE with DSIT r = .195 p = .06 N = 64

.
~4
(2]



However, a strong positive corelation was found between
recent life event scores and number of coping methaods

(COFPING) =

75 p o= 012 N = 68

i
|
-~

RLE with COFPING

This would indicate that respondents in this study who had
higher RLE scores and had therefore experienced more life
strosses also used more methods of coping in  dealing with
upset related to death at work. Why this should be is not
immediately obvious. It might be that respondents with mora
experience of stress had learnt more methods of coping, or
that they needed to use more methods in order to

effectively deal with stress.

The failure to find any correlation between life events and
the stress measures used here suggests either that any
stress experienced by this group of respondents was being
wpressed in a way not susceptible to measurement by the
instruments used here, or that the experience of stress was
being successfully coped with. The hypothesis 1s not

substantiated.

HYFCTHESIS 2
Nurses who ars innately more fearful of death will
axperisnce greater stress in nuwrsing situations involving

P

eath 7/ dving.

0.

Templar’™s Death fnxiety Scale (DASY. as modifisd by
£

the +form of a seven — point

3

cHordie for prasentation 1n
scais=,. was used Lo SG55e5S innate fear of death,
{Appendix = that nurses scoring high on

wperience greater stress in

]

o
the Death Anxiety Scale would
Aursing situations an the ward, particularly those
involving the care of dying patients. Nurses wers therefore

asked to rate for the degree of stress 19 situations
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involving the death of a patient, Death Situations Scale

(DSIT) on a scale from O - 10, according to the degree of

stress the situation would cause them, (ABppendix &).
Additionally, subliects were asked to rate, on a scale
from O - 10, IZ Nwrsing Situations (NSIT), embedded amongst

which were 7 Death — Related HNursing Task items {(DNT).
These seven situations were item numbers 2, 10, 146, 20,

24, 24 and 3Z2. (See Appendice 4 & 5). A total stress

s
2 was calculated on each scale for all respondents. The

=Cor
total Death Anxiety Scale score for each subiect was then
correlated, using Pearson’s product moment correlation
coefficient r, with the total Nursing Situation, Death

Situations and Death — Related Nursing Task scores. For the
sample as a whole, statistically significant correlations
wara2 found beitwesen the Death Anxiety Scale and =ach of the

a
thres other measuress (Table Z0):

Table 20 @ Correlation of Death Anxiety Scale with buwrsing
Situation,Death Situaticon and Death-Related MNMursing Task
Scores Using Fearson’s r,for ths Whole Sample :
Variable with Variabls o= F=
DAS MEIT G 3512 « 1
DAS DEIT 3.2834 PR
DAS DNT L4119 LO1

Fearson’s r  was calculated alszo for the same pairs of

variables for sach of the five sub-samples. hNo significant

correlations were found for Groups 1., 2 (hospice day and
night staff!? and S (the geriatric department continuing
cars wargsi. The correlations for Iroups I{geriatric
dept. night staff) and 4 {geriatric dept. acute ward staff)
ar2 shown in table 21 : |

-
~§
w



Table 21 : Correlation of Stress Scores Using Pearson’s r

for Sub-samples @

Grour Variable with Variabie o= Fo=

= DAS NSIT 1. 5944 .05

= DAS ONT (. 76355 .1

4 DAS D817 0. 5665 .05
These data suggest that Hypothesis 2 1is only partially
subsrtantiated., and that the experience of stress in working

4 =mituations mav be mediated by other
factors, independent of the nurse’s fear  of death. This

will pe discussed later, in Chapter 12.

2d with death most +freguently will sxperliencs

Definition ang Measursment of Stress Stimulus

In the context of this= studv, patient death is defined as
the stresssiul stimuius o condition  of threat. Two
measzures oF exposurs  to patisnt  deaih were used, both

n]
inCluging  the monihs whien the rEssarch was  beind carrisd
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As can be seen, the wards fall into three groups fairly

readily,of high - Hospital 1; medium - wards A and EBE; and
law - wards C and D. & marked difference can be seen
between the annual totals in 1983 and 1984 for ward

A, which stands out as the only one to show a drop in
deaths. Although the reason for this remains uncertain, 1t
may reflect a change in bed - use, perhaps an increasing

tendency not to admit emergency cases to this ward.

2).The second method used was to ask each nurse how many
deaths had occurred while she was on duty in the previous 2
and 4 weeks before the interview. (In the case of staff who
had been on leave, the same period immediately preceding
their leave). In practice, staff had no difficulty
remembering deaths during the previous two weeks, but could
not always remember over a longer period. A number of staff
in Groups 1 and 2 in particular had difficulty 1in
specifying how many, and this seemed particularly to be so
when these had been fairly numerous. This method of
measurement gives a more immediate and more individual
measure of recent exposure to patient death. Table 24, on
page 179 shows the number, with proportion in parenthesis,
of statf and the number of deaths they reported as
gccuring in the two previous weeks, in each group. It
should be remembersd that day staff in Hospital 2 in fact
came from four wards, and for this analysis the wards are
alsoc indicated.The 15 staff in bGroup 4 came from Wards A
and B, reported in the table nelow as 4A and 4B; the
fourteen staff in Group S came from wards C and D, shown
as SC and SD. 1t should be borne in mind that recall may
not be accurate. This is a factor which is examined further

in Hypothesis 6.
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Table 24 : Percentage of Staff and Deaths Reported in the

Frevious Two Weeks in Each Group and on Each Ward :
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It is clear from the variation of experience within groups
that a high number of deaths on a ward does not
automatically mean high direct exposure to patient death,

although it increases the probability of it.0On the other

mano., even i+ the nurss 1s not ol duty  at  the time of
cEath. hecauss of the way the work was organised, she
will almost certainly have nelped in the care of that
patient at some tilme. Each ward operated & patient
Father than task — oriented  system of care where possible.
Sutr nurses did nobt o work  exclusively with any group of
patients. Uther than night staf+ in Broup 3. Wi wer e
o e oftan moved netwesn wards, they were therefors
likely to know the majority of,if not all, patients on
tmesir  ward. Thus. altnough direct involvement at the

.
rime of death may Rave a greater i1mpact than a death

n the nurse’ s absencs, sSome
peychological accomocation to the death may still have to

ne made.

is valid. then nurses  in Hospltal i 111

e

Wi
=uR151t  the grsatest anxiety.,as measured oYy the Death

SrvieTy Scaie., ang the scales used to rat for strsss 10

et

MU S 1 =ituations on  the ward. MNurses on Wards & and

R S L e - b

rate comDarabls to That ot HoOsDR:

The T-7Test +oF ingenengent sambias ‘poolen variances uniess
otherwlss 1ncioat=al. was used to test for giffersnces
hotween gQroud means on ~ne Death AnXisty Scale, Death

g Task scalies.
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+ound to be statistically signiticant are discussed

below.
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a). Group 4 had a siagnificantly higher Death Anxiety Scale

scores than the nurses exposed to the high death rate -

Group 1.

5).Day staff as & group 10 Hospital 2 were also found to

scors signiticantly  higher on the DAS than day statt 1in

Ho=spital 1.

Ditferences Setween nurses working  1). in  the npigh-ratesd

WaFD ans low—rated wards, and 21 . i the medium and 1ow -

Ffatec waros. however, failed to reach significance.

Z.Combarison of the scoring of the Death—Relateg Nursing
lso showed that nuwses wWorking

Task i1tems (see appendix 5 3l
G

Aurses in Hospital 1o hign — exposwre) — Grouos 1oand 2z
T = =Z.01 H gr = &d: o = L0UE5: {one—taiied). {he
differsnces wers s1lsSo found to  oe  highly significant wnen
day statf only 1 each Hospital were compared. The
findings are2 shown i Tabls 26

Taple ©5 : Comparison of Scoring on DNT Items — Day  Startt,
Srouns 1.4 and 3o

Fpa VPR, E — Yoy T 'S e

o OuUD P I==1n] i i= =
4 Bt g, - A s
H 2207 R ~-2.44 i

27 @ = st =3

& & D R P
4 -y i = A -y B
i e w f e — .t PR S8 )
oy —
i T - i
4 ey ~ 3 3 -
H 2.7 2z —i.6Y NS
4 3G.2



in all cases, where significant differences were found they

consistently in  the dirsction of higher reports of

stress anong Hospital £ Sroucs
iow on BExposure o patient

trend ftoward LowWer Scorss  among  Hospital i day statt
sgainst nigher scores reporied by HOSD1Tal I day statf: T =
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The T-Test was also carried out to look for significant
di+ferences between the continuing care and acute
assescment ward staff in the scorinag of individual Death

Situation items. Table 27 shows the items which

discriminated significantly between the two groups.

. - o - - o
Item o oun FMean Score oF = F= X
. - - - e -
i 4 5.858 Z4 -2, 2% G inE
.
5 7 .08
7 4 4,43 Z4 -Z.73 O, 01
5 &.00
g 4 4,21 24 -2.80 .01
5 &L 08
— . —~ - o
i7 R 24 ~-Z.15 O, i
- PR
= 5.17

18 4 5.57 =4 -Z.19 i, 0
S 7.ES
¥two—talies prooapilitv.poolied variance.
Whers a sSignificant 4qlitsSrsSndcg& Was founc., resocondents on
the continuing cars2 wards as & groupb consistently rates

tnese items as  significantly more stressful than their
colleagues on tThe acutsa wards.fpart from experiencing geatn
iess Frequentiy on the continuing care wards,ons of the

most obvious differesnces 1s in the average iength of time
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Situation Scale were grouped into 7 cateq

the nature

Cateqgory i
Category Z
Cateqgory 3
- .
Category 4
Paadioy N =
Lategory o
- .
Catsgory &
Category 7

Hypotnesis
2ACH Jroub

grouos +

ey

TEans

B

B

25000

INTOrmatlon

ories according to

of each column.

e
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.
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Sopondent

[ I = P A

~N o
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of the task (see appendix 3):-—
- FPhvsical Care —items 3, 4,21 22,23,33.
—~ Medical Care —ltems 5,7.2
~ Emotional Care - Items & .9 ,12,19,23.28.
—~ Communication — Items 13,15.
- Deatn—Related — Iltems 2.10,14,20,24,26,29, 32,
- administration/Office Work — Items 8,11,17.18.
-~ Miscellaneous — ltems i,.,14.30,351.
L was tested bv calculating a mean scare for
af i1tems., and ranking these for ®ach of the five
respondents. The mean score for  each  grous of
sgpondent group 1s glven in appendix Sa. Taple 2
res the rank order of the categories across the
groups. The numbper ot respondents from  whoam
was obtained 1n each group 1s gdiven at the Tob

: Catsgorised MMursing Situatlions  Hanked ACross
rroups 1
Ry RESFONDENT GROUF
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he table shows a nigh degree of agreement bDetween
=

death -
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related items 1= ranked f~ighest oy 4 groups ang second

nighest by the reEmaining  Qroup. LaTSgorias L. amotional

SRS, and 7. miscesllansous, are als50  almost unaninbusly

]
&
ot
]

and sSUupRoDorT ot

more

NIt =
thi=z sStoopes. and  ihese

Diaceg 10 Lategory s,
IEe Oone, igess unitormity OfF

SEOORGEnRT i=s
DERIEE-- ShOTalned ars =W 1 i oDage

an



Table 29

Nursing Situation Scale - Group Rankings

Score, Item 29 Recategorised,for Comparison with CW.

af Mean

1 = 3 4 = CW %
{N=14) (=5 (N=15 (N=145 (N=13Z) (N=16&)
i 5 S 5 4 5 7
2 & & 4 5 4 &
= 1 = = = z 1
4 4 & & & 7 5
5 2 i = 1 1 z
b 7 7 7 7 & =
7 = = H z = 4
X Ranxlngs obtained by Wilson,o..using a S4-item scale
from whicn the items used nhers have bDeen Taken.
0+ tre Mursing Situation items, & (-T2ST SHoOWS Ohily 1TeEms
16, T4, 24, andg 2% ciscriminate between nosSoiT&l 1 oand
HoSD1 &L SLATT in the girection of n[lgher  Siress
resorted by Hospital 2 statrf. All thess  1tems +aii into
TETEQONY S Death - Related items. e statisticaiivy
zignificant resuits ars shown in tabls 30 @
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which respondents were asked to rate for degree of upset on
a scale from O ~ 10. As with the Nursing Situations, for
each of the five staff groups., a mean rating was calculated
for each item, and the items were arranged in rank order
for each staff group. Table 21 shows the five items ranked
as most stressful, and the four ranked as least stressful

by each group of respondents.

Table 31 : Ranking of Death Situation Items by Each

Respondent Group :

Rank Respondent Group

FPosition 1 2 3 4 S

Death Situation No.

most 1 4 4 4 4 4
stressful 2 13 13 13 13 13
3 16 16 16 16 6

4 3 ) & 12 16

5 1) 12 12 ) 12

16 11 10 15 i4 17

17 8 8 19 19 15

least 18 15 15 14 15 14
stressful 19 2 2 2 2 2

The Most Stressful Deaths
Across all groups, there was a high level of agreement

as to which items were among the five most stressful. These
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were, perhaps predictably :

DSIT4 ~— Death of close relative;
DSITIE - Death of a child;
DSIT16 - Death of patient who has young children; and

DBITé6 — Death of patient who is similar age to vou.

These were so rated by all five groups: and

DSIT12 — Death of patient who is distressed; so rated by

four groups.

DSITZ — Death of a Patient Who Has a Great Deal of Paing

stands out among the five most stressful death situations,
as being so rated by Group 1 nurses only. It was ranked
7th. by GBroups I and 5, and considerably lower on stress by
Group Z, night staff who placed it 13th., and Group 4,
acute—assessment ward staff who placed it 13th. The reason
for the higher ranking by Group 1 staff may be that for
this group of nurses in particular, such a death would be
seen as failure — a failure to achieve one of the primary
goals of patient care in their specialization. Why it was
not similarly ranked by Group 2 night staff is less clear.
it may be that they had lessz experience of patients dying
in pain, perhaps because night medication was adijusted to

aensure as far as possible a pain — free and comfortable

night.

The Least Stressful Deaths
The greatest unanimity as to the least stressful deaths was
found for items Z and 15, which were ranked within the

ieast 4 stressful situations by all groups :

DSITZ — Death of Russian leader Andropov:

DSIT1IS - Death of patient who wants to die.

DSiT14 - Death of patient within 2 days of admission; -

was ranked as among the fouwr least stressful by all
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Hospital 2 groups only. One might speculate that the
slightly greater stress attributed to this situation by
Hospital 1 staff might be an indication of the value
attached to getting to know the patient. When there is time
to do this, staff would be in a better position to tailor

the care to the patient’s needs with greater certainty.

DEITE - Death of an elderly patient - similarly
discriminates the two hospitals, being ranked within the
four lsast stressful by both Hospital 1 groups only. It may
be a reflection of the different patient populations of
which the staff groups in each hospital had actual, current

experience.

DSIT11 — Death of Patient Who Remains Conscious to the End.
The staff in Group 1 are alone in ranking this among the
fouwr least stressful situations: whereas Groups 2 - 5 show
a fair degree of agreement in the ranking of this item,
ranging from &th to 9th most stressful. Although the reason
for this is unclear, one might hypothesize that on a ward
where the prevailing ethos is one of being able and having
the means at one’s disposal, to help the dying patient, the
continuing ability of the patient to communicate with staf+f
is a positive advantage in achieving good pain control, and
in being able to identify accurately and respond to other
needs. This does not explain why this item should be ranked
as considerably more stressful by night staff on the same
ward. However, the easier availability of medical and
ancillary staff during the day obviously increases the
range of resources at hand for nuwsing statf, whereas night
staff are more immediately dependent on their own
resources. During the day there are more distractions
available to patients, whether treatment, activities or
talking to each other. More significant, however, may be
the differing goals of day and night staff. The main goal
of the latter is that the the patient to have a
comfortable night’s sleep. Consciousness may be equated

with wakefulness and discomfort, distress or anxiety. This
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may be experienced by night staff as a failure to achieve

good patient - care.
DSITIO - A prolonged though not uncomfortable death — was

ranked within the four least stressful by Group 2 only.
Again, perhaps this is indicative of the particularly
lonely responsibility of the night staff group. However, it
was  ranked as only slightly more stressful by the other

groups, among which it ranged between 12th. and 15th.

Deaths About Which There was Least Agreement in Ranking

There was a wide disparity in the rankings of three
situations — DS8ITs 3, 11 and 18, which had a range
respectively of 11, 2 and 7 places apart overall. DSITs =

and 11 have already been discussed.

DSITi8 - Death of a Fatient While You are Washing / Turning

Him - was ranked as more stressful by Groups 4 and 5 who

placed it respectively as 8th and &6th most stressful. In
the preparatory stages of the research, the researcher was
told by a number of nurses that their own feelings, in a
death 1like this, were of shock if the death was
unexpected, and personal responsibility for causing the
death. This was particularly so if the nurse concerned were
relatively inexperienced at the time. It may be that staff
in Groups 1 and 2 perceived this kind of death as less
stressful because all patients were known to have a limited
life expectancy. A similarly low ranking might be given to
this item by Group I, night staff, if they perceived
themselves as fairly unlikely to experience a death in
these circumstances, because they would be less likely than

day staff to be washing such a patient.

in ranking items in the manner described, a considerable
amount of information is inevitably lost. Therefore, the T
statistic was calculated to identifty items +for which
differences in scores between the groups were statistically

significant. 0Of the Death Situations, only item 8, death of
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an elderly patient, was found to be scored significantly
differently by Hospital 1 (H1) and Hospital 2 staff, with
Hospital 2 (H2) staff scoring this as more stressful. When
the total sample is divided according to whether they are
day or night staff, then item 18, finding a patient dead
unexpectedly, is the only item to be scored significantly
differently, with day staff scoring this as more

stressful. The results are shown in Table 32.

Table 32 : DSIT Items which Differentiate between Groups :

Item Mean Score DF T= P= x

8 H1 3.13 &3 -2.68 0.009
H2 4,39

18 Day 5.78 &3 2.02 0.048
NMight 4.54

X pooled variance,two-tailed probability.

One may concliude, therefore, that some types of death are
more stressful than others, that these can be identified
and that there is broad agreement between groups as to
those which are most and least stressful. However,within
this broad consistency, there remains a considerable
difference in the ranking of some situations, and a
significant difference between subgroup scoring on some

items. Hypothesis 5 is substantiated.
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HYPOTHESIS &
Obiective measures of the outcome of the subjective
experience of stress will be directly related to the number

of deaths experienced on the ward.

The two methods used to measure axperience of death were
described in Hypothesis T 2 one relying on hospital
statistics, the second on subject recall. Both approaches
showed significant differences between groups / wards and
/or hospitals. Outcome measures were tested against the
results yielded by both these methods, and the relationship

between recall and subjective experience will be discussed.

Accuracy of Recall

As the death - rate 1in relation to bed - occupancy figures
have already been reported elsewhere (see appendix 11 and
Hypothesis 3) these will not be discussed here. Interviews
started at the end of January 1984. The monthly ward deaths
from January to May, the months during which interviews
were being conducted were as shown in Table 33, while
Figure 7, on page 1946 shows the average number of deaths
for the same period for the palliative care group {(Hospital
13 the acute-assessment groups (Hospital 2, wards A % By ;s

and the continuing care groups (Hospital 2, wards C % D).

Table 37 : Monthly Deaths For Each Ward:

Hospital Hospital 2 / Ward

1 A B C D

Month
Jan 21 7 14 = 7
Feb 38 4 7 1 1
Mar 26 & 14 G 1
Apr 27 7 16 1 2
May 23 3 15 it O



Fig. 7.

Monthly Deaths for Each Ward :
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Since the dates of death were not recorded at the time of
gathering these statistics, 1t was not possible to gauge
thie Aacouiracy Nt recall of respondents. However, the
supisective sypsrience  of iot of deaths or few may be

EY
mores important than the actual numbers. A number

emergec when the responses were examined -
1 A1l nursss wers abis o give an answer that they
regarded  as & reasonable reflection of the fact when asked

~ow manv deaths thevy had nursed in the last two weeks.

= fecall was less accurate  over fouwr weeks, ang tnis
apmeared to be as much a function of the number of deaths
as ot time. Thus, eignt aay staff and Ffour night staff
worbking in Hospital 1 oreplied with a “don’t know’ when asked
tns Aumbar oF deaths they nad worked with in  the last four

weshs, whersas thers were onlv two ‘don’t know’ responses

-

from staff working in Hospital 2., one night staff., and one

1
it

LT E WAY G
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4 3 Estimates aof Deaths:
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1) The 30 — item, shortened version of the GHE - General
Health Guestionnaire, as developed by David Goidberg, (See

Aopendix Si.

ast month,

o

27 The number of davs 1liness over the

tne last tnree months., and the last vear, as reporoed by
resoondgents, (Aooendix £ .

Z1 The npatwe of BF consulitations  in the last six months,
fappendix 1Z:.

Thess +1rst  +four measurss were correlated against the

numoer ot deaths reporited by each respondent over Ttwo ang

four weexs, uwusing Fearson’™=s groduct  moment  correiation

coetricient. TDonT it En responses  were sxoiuded from the
caiculartions. In none of the cases does the correlation

reach the ievel of statistical significance.

werae divided

]

Wlih reepect To GF consuliiations, responagsnt

iEo LwWo groups s
a

l.those whio had consuited their 5F in the last =1 months
+or & problsm that was rated as getinitiely. probDaly or

eg their oF 1n the last
=i¥ months. oF who had consultsed their GBF for 32 probiem

Using & cut — off point Firstly of up to two andg over fwo

th=. ano Tnen un o five  ang over five deaths. the X%

By running the Kruskal -

The nvoothesis was further tested
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Wallis one - way analysis of variance procedure to test for
significant differences between the means of the five
groups on the General Health Ouestionnaire scores and the
number of days illness over one, three and twelve months.
The results did not reach the level of statistical
significance, and it 1is concluded that the differences
within the groups were greater than the differences between
groups. In each group, there were a few respondents whose
scoring on each scale was noticeably higher than the group
norm. However, perhaps because their numbers were smalli, 1t
was not possible to identify any other characteristics
which significantly distinguished them from the sample as a

whole.

Finally, the hypothesis was tested by running the Mann -
Whitney test on the General Health Guestionnaire (GHG)
scores and the number of days illness over one (ILL1),
three {ILLZ) and twelve (ILL3) months for the following

sub-samples:

a).All hospice staff v. all geriatric staff : (H1 v HZ) 3

b).Hospice day staff v. geriatric day staff : {Groups 1 v

4

D I

:“0

~%

€} .Hospice night staff v. geriatric night sta+f : {(Groups 2

v 3

It was expected that hospice staff, because of the higher
number of deaths on the ward, would experience greater
long—term stress as measured by these variables tham would

other staff groups.

Of these tests, three results reached the level of

statistical significance. They are reported in Table 35.



Table 35 : Relationship Between Experience of Death and

Stress Outcome Measures Using the Mann—-Whitney Test :

Staff Mean
Group Variable N= Rank I= P= X
1 v GHE 15 16.97 -1.84 033
4 % 5 26 2Z.33
2 GHE 9 16.11 ~2.42 . 008
3 15 10.33
2 TLL1 10 10.55 -1.72 . 043
3 15 14.63

¥ P = one-tailed probability;

Z — corrected for ties.

Of the results that were significant, day staff in Hospital
1 reported less stress on the General Health fluestionnaire,
than did Hospital 2 day staff. Among night staff, the
direction was reversed on the General Health Gluestionnaire,
with hospice staff reporting greater stress. However,
Hospital 2 night staff reported more illness over one month
than did Hospital 1 night statf. It would seem, therefore,
that the level of stress, at least in relation to patient

death, is not directly related to illness reporting.

In the light of these results it must be concluded that
there is no evidence to suggest that the subijective stress

reported by respondents has an outcome in illness or



absence from work. It woulo appear that nurses found a way

of coping. Hypothesis & is not supported.
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Table 36 : Mann—-Whitney Test for Illness Reports over a

FPeriod of One Month :

Statff Mean
Group N= Rank i= = %
A1l Gual’g Day Staf+ =5 19.26 —1.43 . 052
v
All Ungual’d Day Sta+tf 17 24.79
HZ — A1l Gual’d Staff =25 18.74 -2.0G62 L0023
v
HZ — @All Ungual’d Staff 17 25.56
HZ — Gual’™gd Dav Sta++ 15 11.76 —i.704 L0229
v
Ungual ™ d Day Staf+ 1z 16.88
¥ D = gne-taiisd probabilitv.
L Ccorrscited for Tiss.,
These resuiis suggest that., among staff working on the
geriatric  wards, ungualifisd stat+f regorted faving
SigniTicantly more  Gcays of+F  dues to 1lliness 1m kEne last
mohLh Lhan guai:tied staf+. However, when the number of
davz 1liness over one @month 18 corrslated with the Deatn
Anxisty Scais,. Deatn Soaise ang  Senseral  Healtn
Guasstionnaire sSCorss, US1g Fearson’ s LOFF el ati on
Losfficient. e reEsuits do not reacn & lsvel of
statistical signiticance. The failurs to fing a significant
correlation betwesn these measures suggests that the

- =1
differesncs in number o+ davs of+ due fto i1llness between
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gualified and ungualified statf omn the geriatric wards may

be related to some factor other +than death anxiety. It was

s

not possible to identify this factor in  the study carried
c
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was found in the Death Anxiety Scores between these two

groups.Data was available +for 35 out of 36 possible
respondents 1in these two categories for the DAS,.DSIT,and
DNT measures and for 34 respondents for the GHA. The

results are given in Table 37.

Table 37 : T-Test / Anxiety Scores for 1) Non-believers

{(N=21) v. 2) Weekly Chuch Attenders (N=14)

Variable Statistic P =x DF
DAS T= 1.83%{(pv) .05 33
DSIT T=—1.1085(pv) NS 33
GHE U= 128 N1=20

1=~0.5422 NS N2=14
DNT =—0.3522(pv) NS I35

pv=pooled variance

¥ one—tailed

In addition,respondents® replies to the question “"do vyou
ever feel upset when a patient dies 7" were categorised
into two groups, ‘ves or sometimes®, and “noe’. The chi -
square test showed that the difference just failed to reach
the level of statistical significance, although there was a
tendency for those who held a strong religious beiief to
report feeling upset. The results are shown in table 38,

over, page 207.
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Table 38 : Self - Reported Upset and Strong Religious
Belief v. No Belief.

UPSET NO UPSET TOTAL

STRONG BELIEF 13 1 i4
NO BELIEF 13 9 22
TOTALS 26 10 36

The results suggest that non - believers tend to experience
greater free - floating death anxiety than those with a
strong religious commitment. However, the other measures of
anxiety used do not show the same +trend. The Death
Situation and Death - Related Nursing Task scores,designed
to measure anxiety in the practical nursing situation,
show no significant difference between the groups. This
would seem to suggest that in  the day - to - day care of
patients who are dying, mechanisms for coping with anxiety
are operative, or that anxiety is not experienced. On the
cther hand, respondents with a strong religious belief are
more likely to report feeling upset by the death of a

patient.

Z2.To test for differences in level of death anxiety between
non - believers {(Category 1, N=22) and those with uncertain
beliief (Cateqgories Z & 3, =25) the T statistic was also
calculated far the Death Anxiety Scale (DAS), Death
Situation (DSIT), and Death - Related Nursing Task (DNT)
scales, and the Mann—-Whitney was used to calculate the 7

statistic +For the General Health QGuestionnaire (GHEY . In



line with the findings of earlier research, 1t was
anticipated that non - believers would show less anxiety
than those who were uncertain. Data was available for 44
respondents on each measure except the DNT, for which 43
responents supplied information. The results are shown in

Table 39 below :

Table 39 : Differences in Level of Death Anxiety — 1) Non -

Believers 2) Those with Uncertain Belief :

Variable - Statistic F= (one-tailed) DF
DAS T = —0.3555{pv) NS 42
DSIT T = ~1.2671(pVv) NS 42
GHG U= 162.5 N1=20

Z = -1.9102 . 028 N2=24
DNT T = =1.8322{(pVv) .05 41

pv=poocled variance

Although equivocal, in 1line with other research, the
results tend to suggest that respondents whose beliefs are
uncertain experience greater anxisety than do those who hold
no religious beliefs. This was true for both the death -
reliated nursing tasks and also at the more generalised
level of death anxiety measured by the Death Anxiety Scale.

1."
The X% test showed no significant difference in the report

of upset between these two groups.

3.In order to assess the importance of how strongly a
belief was held, as measured by church attendance, the T
statistic was calculated for the Death Anxiety Score, Death
Situation and Death -~ Related Nursing Tasks for respondents

grouped as follows:



a).Those who expressed belief,regardless of church

attendance, categories 3,4 and 5, N = 335;

b).Those who expressed belief and attended church

occassionally, or weekly, categories 4 and 5, N = 193

c).Those who expressed a belief and attended church

weekly — category S, N = 143

against all others. Data was available on all measures for
&7 respondents. 0f these measures, only the Death Anxiety
Scale distinguished significantly between the groups. The

results are shown in table 40,below.

Table 40 : Importance of Belief and Church Attendance in

Moderating Anxiety Levels

Definitive Mean
Characteristic Variable Score T= # P= % DF
a) Beliet DAS S53.77 -1.47 a.146 &1
All Other 59.21
b} Ch.Attendance DAS 49 .89 2.31 0.025 &1
All Other 58.91
c) Weekly church
Attendance DAS 48.57 2.27 Q. 027 &1
All Other 58.37
# T = pooled variance;

two—tailed probability.

»*
T
i
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These results suggest that to hold (or to state that one
holds) a religious belief is not in itself sufficient to
mediate against anxiety. BGoing to church, whether more or
less regularly is more important in moderating the

experience of anxiety in working with the dying.

In addition, the relationship. if any,between reported
upset at the death of a patient and the holding of
religious belief and church attendance was tested using the
X=. The results showed an association between upset and the
nolding of a religious belief {categories %, 4 and 3) as
opposed to no or uncertain religious belief {categories 1
and 2). The distribution of responses is presented in Table

41.

Table 41 : Relationship Fetween Religious Belief and

Reported Experience of Upset at Patient Death :

Upset Mot Upset
Belie+f
Yes I3 4
No / uUncertain 18 12

I

X2 = &.14, df

1, p = < .025.,



Rather more respondents than might be expected, who held no
or uncertain religious beliefs, reported no experience of
upset, and more respondents than expected who held
religious beliefs, regardless of church attendace, reported
feelings of upset when a patient died. Church attendance in
itself, whether weekly or less frequently, did not show a

significant association with reported upset.

In conciusion, the results are somewhat equivocal.
Respondents with no religious belief had significantly
higher Death Anxiety Scores than weekly church attenders,
but this was not reflected in higher anxiety scores on
measures related to working with the dying. Respondents
whose beliefs were uncertain reported significantly higher
anxiety in the performance of death - related nursing tasks
and had higher General Health Guestionnaire scores, but
only in relation to those who had no religious beliefs.
However, the Death Anxiety Scores support the hypothesis,
suggesting that respondents with a strong religious
commitment experience less generalised death anxiety than
non - believers, who in turn experience less anxiety in
performing nwsing tasks related to the dving than
respondents whose beliefs are less certain. Strength of
belief as measured by church attendance of at least once
every two months, usually combined with some other
reiigious activity, such as prayer, appears to be the
important defining characteristic in moderating stress
levels. Alternatively, it may be that church attendance
reflects a higher degree of social participation, which in
turn moderates against the experience of stress. In
contrast,self — reported upset in relation to patient death
was associated with presence or absence of religious belief

but not with church attendance or non ~ attendance.



HYPOTHESIS <9
al).Staff who use a range of coping behaviours will show

less evidence of stress.

b).Alternatively,staff who use a single method of coping

will be less stressed.

Staff who said they were usually upset when a patient died
were asked what they would normally do if they felt upset.
Twelve methods of coping were identified and the number
used by each respondent was counted. Figure 9, on page 213
shows the frequency of the number of coping methods used. A
small group of nurses {N=8) indicated they were not
affected, and carried on as usual. These are described as
using zero coping methods, for this analysis only, the

"No Reaction®™ group.

Excluding respondents who reported no coping methods,
the T statistic was then calculated to see whether staff
who used more than one coping response were more likely to
be successful in moderating the effects of stress than
those who used only one coping response. None of the

results approached the level of statistical significance.

The T-test was then run using a number of different cut—of+f

points: —

1-2 coping methods v more than two methods:

1-3 coping methods v more than three methods.

The stress measures tested included the Death Anxiety 5Scale
{(DAS) ., Death Situations Scale (DSIT). and Death - Related
Nursing Tasks (DNT). The General Health Guestionnaire
(GHGEl) , was also tested, using the Mann-Whitney test. The
results which approached significance or were significant
are shown in Table 42. on page 214. Full data on these

items was available for 58 respondents.
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Table 42 : Relationship Between Number of Coping Methods

and Stress Scores:

No. of Coping Variable Mean T= DF p=*
Methods

1-2 DSIT 100.5 ~2.04 56 . 044
e 109.87

1-2 DNT 27.46 -1.99 56 . 056
2 35.00

Mean Rank I=x*

1-2 GHEl 24.94 ~-2.25 N=28 L0235
2 FZ.T7Z N=30

1-= GHEl 26.23 -3.12 Ni=45% 002
3 40.81 N2=13

* two-tailed. # pooled variance.

Looked at from this perspective the results are more
equivocal, and show that respondents who report the use of
multiple methods of coping also report higher stress scores

on some variables as shown in Table 42, above.

The question of whether individual coping methods in
themselves would be protective against higher reported
stress levels was then addressed. The T-test was used to
compare the mean siress scores on the Death Anxiety Scale
(DAS), Death - Related #Nursing Tasks (DNT), and Death
Situations (DSIT) for all respondents who reported using
each of the coping methods recorded, with the mean scores
of those who did not report use of that coping method.

Additionally, the Mann-Whitney 7 statistic was calculated



to test for association between coping method used and the
General Health Guestionnaire (GHGA) and illness reports over
one, three and twelve months. 0OFf the coping methods
tested, those +Ffound not to significantly discriminate
stress scores, and which might be regarded therefore as
nelther ameliorating nor worsening the experience of
stress were:

Talking to Friends

Humour .
Table 43Za) shows the coping methods for which statistically
significant differences were found using the Mann—-Whitney
test. The coping methods found to discriminate significantly
included talking to family ({TLEKFAM) 3 Introspection
(INTRSPEC); and PFrayer. The stress measures which were
discriminated included General HMealth Guestionnaire (GHQ) ;
Death Anxiety and Illness over twelve months (ILL3). For
each coping method the number of respondents using the
method for whom data were available is the second of the

two numbers shown under the column marked “"N=7.

Table 4Z%a : Relationship Between Coping Method and Stress

Measures Using the Mann-Whitney:

Variable Coping N= Mean Rank Z F= x
Method
ILLE INTRSFEC Non Users 34 Z1.6 -2.14 L0333
Users 21 22.17
GHA TLEFAM Non Users 39 27.73 -2.21 027
Users 22 36.8
DAY FRAYER Non Users 52 3.7 ~-3.06 . 002
Users g 13.13

¥ two—tailed probability



Table 43b) shows the coping methods which discriminated
between the stress scores of users and non — users, and the
siress variables for which statistically significant
differences were found using the T-Test. A negative T value
indicates a higher stress rating by those who used this
method of coping. In the column headed “N=" the number of
respondents who used this method of coping for whom
information was available for this analysis is the second

number given.

Table 4Zb : Significance of Coping Methods in Protecting

Against Stress :

Coping
Variable Method N= Mean DF T= = X
DAS TLECOL Non Users 22 48.32 57 ~Z.24 001
Users 39 &G. TS
DSIT " *  pon Users 22 .05 39 -3F.32 0]
Users 29 109.10
DSIT TEARS Non Users 37 28.95 59 =-Z2.23 LS
Users 24 110,04
DNT " Mon Users 36 27.94 38 -1.84 036
Users 24 I5.13

¥ one—-tailed,pooled variance

TLKLCOL - Talking to colleagues
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The results are somewhat equivocal, suggesting that
some coping methods - Talking to colleagques; Talking to
family: and Tears are associated with more stress, others -

Praver:; and Introspection are associated with less stress.

> >

The two groups might be loosely labelled Externalised
and *Internalised ° types of coping response. Because of
low numbers, it was not feasible to break down the results
further to explore the possible effects of other factors.
No other coping response was found to be significantly

associated with the stress ratings.

It would seem that there 1is some evidence to support
hypothesis 9b), suggesting that nurses who use fewer
methods of coping experience,or at least report, 1l ower
levels of stress than those who use more. Some methods of
coping were associated with higher reports of stress,

whilst others were associated with lower levels.

HYFOTHESIS 10

Staff who use denial or avoidance as a method of coping
with stress will show greater evidence of anxiety than
colleagues who who use any other means of coping, and this
will further be shown both in the stress ratings assigned
to situations involving death or dying and the longer -

term health consequences.

Nurses were asked whether they ever felt upset by the
death of a patient and were classed as using denial or
avoidance if they answered no, and no coping ra2sponse wWas
identified later (N=8), or if they said they reacted by
keeping busy or putting it out of their minds (N=10). On
occasions these two groups have been combined for analysis
and will be referred to as the “no reaction / avoidance
group® (N=18). The respondents who identified other methods
of coping, will be referred to as the “reaction group’

(N=51). Using the T test, significant differences were
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found in the stress ratings attributed by the ’reaction
group® when compared to the "no reaction / aveoidance group:;
and using the Mann-Whitney, when compared with the “no
reaction® group. Data was not available for a small number
of respondents who fell within these cateqgories. The stress
variables +or which statistically significant differences

were found are shown below in Table 44.

Table 44 : Results of Tests to Compare Levels of Stress in
1) The Reaction and No Reaction / Avoidance Groups ;

Z) The Reaction (N=43) and No Reaction (N=7) Groups :

Test Variable T/ I = DF / N P= x
T-Test DSIT I.32 6= . 001
T-Test DNT 2.41 62 .02
M- W DNT -2.49 45 036
M- W DSIT ~3.43 45 . 001

7
¥ P = pooled variance,

two—tailed probability

The results show that the higher Death Situation and Death
— Related Nursing Task scores are among respondents in the
reaction® group and that the difference is statistically
significant.These nurses reported higher levels of stress /
upset which they were aware they experienced at patient

death or soon after and they found some way of expressing



what they felt. This finding is reversed when the 1llness
reports aver three months are compared, using the
Mamrn—wWhitney test to compute the Z statistic.Although the

tatistical signiticance
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The XZ measure showed there were no significant differsnces
in the availability of contact / support from sither friend
or family associated with Hospital. nor in reglation to

FeEenondes

Intormation was

)

i
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) P R LD D e v e g e e o o ORI
e SiTvYETaeEnifiss wers rvTounid.
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2. The Mann—-Whitney test was used to examine Ffor a
relationship between all stress variables and availability

ot support for the following respondent groups @

A. 1} respondents with N0 support; and
1i} respondents with daily contact:
G. 1} reEspondsnits wiith monthly oF less contact:; and
11) respondents with more than monthly contacts
. 1 FesEpondents witn  less than weekly contact,

inciuding no OF 1nTresguent contact: and

1
11) responcents with weskly oF more contact.

Tre results ALDFSaRChing statistical signifircance are
oresented in Table 43, whiich sShows tThe numoer of
reEspondents in each grouo for whom 1Nformaiion  wWas

avallablis +or each analvsis (M).
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tor respondents who have more frequent contact with their

sources of support also to report more stress. The
exception to this was a tendency +tor respondents who had
mor 2 +reguent contact with family support to report lesser
ExpErience ofF recent general 111 - hEalth on the benerail
HAexioh duestionnaire (GHO) . However, this result did not
rEach the  level ot statistical signifticancs. Whilst the
FEEults AaFs2 diFticult Lo inTerprat, ang saomg  assoCiation
mEy have pesen found oy chance, the tindings sugoest  that

Lo g e e i e d p— e e S e e
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SoUroes oF Supbort, whether close friend oF familv, tend
5

T reRort @mors stress associated wWiith the nursing task.
However, avaiiabiliiy of support from friend or  family
would seem Lo orotect  resoondents  against SNorT — Term
meslth  consegusncess., as reflected in the  General fiealth
JUSSLIONNAalTe. The Longer—isSrm consSequencses — over a period
ot ftwelve months -~  appsar  to be less  favourable. in
SEMET AL . a1l though OOl Few associations were found,
the data tengds not to suppDort Hypothesis 11,
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The T-Test was used to compare stress scores between Groups
1 and 2 +for the Death Anxiety Scores (DAS)., Death
Situation (D5IT),and Death — Related Nursing Task (DNT),

with the ores woulid be lower. On

)

tenaaed Lo Feport 1cwe
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i
respondents reports would achieve

one variable,

thiree months,

a lower mean rank. Only

ILL2 - number of davys 1illness 1in the last

reaches the level of statistical significance

and the diresction 13 as predicted. The result is shown in
Taci=s 48.

Tablzs 45 : SBhort Term Iliness Report and Ability To Discuss
Home Worriss at Work o

Yariaoie Group Mean Rank N= i= F=x
ke 1 I7.0 20 -1.7% 03
=z F0. 3 45
¥ one—-tali=sd, corrected tor ties.
AL though these results shnould be  treated wiith  caution.
taxeEn Togeihisr Lhevy  suggest  that staffd who wWould  s2ek
supoort  at wior: oy home  wWorriss  report higher siress
scores  in Lhe nuwrsing Situation, and might  therefors be
SESN 25 SHIDL arE=ater &MHistv. it coulg ecualiv ope
suagestord  that chey ars more COnSCiously awars  of thesir
AN IST1IES WO I E2:  gaore re2ady to report them and to taxe
active StesS o &lisviate  Them. Which is, 1n Tne siightly
ionger term, mors erfective.as suggestsd by LhE [ ower mean
rank of the shorit — term 1:11lhsess  sCors. The possitbiiity
that statf who pave worries at home mav  have a lower
threshold to stress sxperisnced at work alsc cannot be
T
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. although work may also be used as a wav of Coping
ng

d
with worries at home by helpi to put them out of mind.
- n

Howesver, respondents wera ot asked whether they had
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fiad.
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those who did not failed to reach the level of statistical
significance for the Death Anxiety Scores, Death Situation

and Death -~ Related nNursing Task scores. However, the

Mann—Whi tney test showed statistically significant
ditfersnces in the ranking o+t the bGeneral Health
LZusstionnairs 5HL and snort — term 1ilness scores. but
wers somewhaltl contradictory. Those who found it easy to
switch off achieved & lower mean rank on the GHE scores,
but had a higher mean rank on the number of davs illness
reported over  one (ILL1l) and  three CILLZ) months. The
resuits ares set out in Table 49.
Table 4% : Stress Scores anag Ability to Switch OFF
brous 1 — Easy to - switch off; Group 2 — Difficult.
Variable oroup Mean Nanr L= F=X
GHG 1 27.9 ~2.74 . D03
2 IF.E
Lt 1 7.1 —-1.77 . 358
2 29.3
Lz i 7.5 -1.32 .04
=z 29 .1
£ One—Tairled Frobability
Thers are a numder of possiple explanations for  the
interaction bDetween these variables. Since the GHE asks for
an asssssment oFf general hesith over recent wesks,ons might
gxopect more  Ccorressondence wiih o short - term 1llness
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reports, pariticularly over one month. However, it may be
that illness report is as much a method of coping as &
measures of stress, and that reporting 111l in some way
serves to mitigate the sxperience of stress as  measured by
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Freedom (DF) where the T-Test was used: and the Rank (R)
and MNumber (M) of respondents in  each group where the

Mann—Whitney was employed.

Tabis 50 : Discussion of Worries at Home and/or Work :
Cat=goory M5/R Variable Statistic DF/M F= XX
i W 11.04 DNT I=—1.78 13 MRS yES

4 S5.50 =
I 27.85 ILL: L =—1.57 37 - 058
i 2 Z4.76 23
I v 106,53 CDSIT T = 2.61 36 LO15%
1% 2 ?1.40
$% Uns-Tailed Frobability,. pooled variancs;
A separats varlancs.

G e e e g e e o )

= TEsnafiagen

who discuss home wWorrles at work AND work  worries  at home
{category I3 report nlgher  SLress sCcores for death
sitizations (D5I7), suggests one might expect to find an
adaitive effect in the interplay of these two aspects  of
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Taple 31 : Relationship Between Support at Work and Stress
Test Support M= Yariable GF T= F= X
at worlk
i i = Yes 45 DEIT &1 2.132 025
2 o= NO 18
2 1= Yes 35 D3IT 48 2.012 S i
2 = NG 15
2 1 = Yes IS5 DAS 48 RS S L 005
2 = No 15
¥ F= poolesg variance, one-talied ocrobabilityv.
It was anticipatesd that stats Wi o used supDoort at WO
miaht sSHpeErisncs Howesver , as  the +indings 1n
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outcome measures. This  suggssts  that stafd  who needed

support sougnt it and were effective in  ameliorating the
oossible conseguences of stress. [t may be that when higher
sSLress are support at work i1s
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Table a2 : Individual DAS and DSIT Items which

Discriminated Between Dav and Night Staff :

— - B IS =t
Item Mlean = = oF F= X
T ™ a0 g ~o i d LT o
Cass Day 4,75 2.3 —Z e 57 o= L3111

[ . pree - %

Might S5.92
Ty e [ e s - 4 =¥ ey L -~
DADT PaY e 1.17 —L w7 a5 L1 1

rid
-t
[in}
or
|”'I"
od
.
(-
Lo

T3 T —~~ 4 % T
IS Uay 4,27 i.5% &5 .
i e e
Might 3033
UsiTis  Dav S5.78 i.41 2.02 &3 024
Night 4.54
¥ one—tailed orobagiiit I D00l 80 YAarianos.

stress on : items: LDSITE, death of an elderliy patient:
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ey b o . P o~ - — - - - g — 3 o aa ek

TLFNIngG Nim. Whiltle sone assoCiations wolii d he “oected To

differences between night and day staff on any of the

measurss used. However, 1t should be borne i1n mind that in

oTr
bt



testing a wide range of variables, some statistically
signiticant differesnces would be expected to occur by
chance, and 1t seems clear that the groups were more alike

than not.

Z.Comparison of Day and dMignhnt Stafts Groups Within the Same
=

Hosprtal. The guestion nexit to be asksd  was whether night
stat+ in =ach hospital wers mores like or unlike tTheir
day—time oolissaguss 10 the same hospital.

Tabie S53ad : items which Dit+ferentiate

T T oe=m Tt R b OF T= = Z
Ty i EaY IS AT —_ = I - 3
[0 o B vay 4. L sl F R e oo IS4

R - =7 2,
Might SV A
T ia ¥ LRI B )
T T
R
Ty T T A Fymons P 1T T - Ty il &
f IPRwU N g § Sy U S R rap ) .
g - T
M1 OMT Fa S
ST T4 s . - -7 Bt o - ¥
Ymiiii Hay w3 S s Tl RS
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Table 5S3b} H Stress Measure Items which Differentiate

Hospital 2,Day and Night Staff :

item Group Mean Score DF T= =X

osIT Dav 1097 g Z. 54 0, 001
Might FO.4

DsiTg Davy 5.08 % .19 LI T
Night F. 20

DSiTY Davy .19 9 2.43 Q.1
pNight 4,47

DSIT11 Davy &.44 =9 2.72 0. 005

Night  4.47

DSITiZ Davy 7 .04 39 2.1% .02
MNignt S5.&60

DEITiS Day .04 55 2060 1, 0T
Mignt 7wl

DSiTi7 Day 4.45 3G 3,017
Night .27

p5iT1is Dray &. 38 57 E.FE 0, G305
Night A0

LCAST Day 4. 44 iy e .18
Might F.0

¥ One—-tailled probabilitv.pooled variance;
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Death - Related Nursing Tasks (DNT) scales, Table 34 :

Tablie 54 : Compariscon of Stress Measures Among Day Stat+ 1n
Hospital 1 (H1) and Hosoital 2 (HZ)Y =
broup Variable Mean F= T= DF F= X%
Hi oa5 4% .0 1.54 JEE A = L4
H 8.2
Hi DSIT G, 7 Z. 13 —-Z.06 39 L0
HZ 109.7
Hi DNT 22.7 1.37 —Z.44 A -0
Mz 4,3
¥ one—-tailed probabiliity,pooled variance.
However, comparison of these scores  petwesn The LwWwo niant
stat++ groups in Sach hospiital showed oniy  one  significant
ditference. That was 1n the scoring of the Death Situations
sCcale {DEITH. and wuniiee the day statf groups. the highsr
SaooreEs wWwers resoried oy HMospirial stat+. F 15 one — ftailiea
orobability, oooleg variance,:
Groun Yarianis Mean = T= DF =
Hi oeiT 1092 1L28 A =22 . 324
= Fii. 4
DEIT 1tems wars rurTher analvses to identify disfaresncss in
FESLONEs DeTwssn day statd o 1n Hospital i no Hospital 2.
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diffaerences reached the level of statistical significance.
Table S5b) gives the same intormation on differences

between the two Day staf+ groups.
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Fig. 10.

Attendance At and Use of Meetings to Discuss

Worries at Worlk :
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2. Responses were also collapsed into the following

combinations of two groups :

a) Respondents who said they would not discuss worries at
meetings were compared with respondents who said they

would or might discuss their worries;

b) Respondents who said they would not or that they might
discuss their worries were compared with those who said

they would discuss work worries;

c) Respondents who did not attend meetings or who did
attend but would not use the meetings to discuss
worries were compared to those who did attend and said

they would or they might discuss worries.

For each of these combinations the T-Test was used to
compare the Death Anxiety Scores; Death Situation: and
Death—-Related Nursing Task scores. General Health
Guestionaire scores and the number of days illness reported
between groups were compared using the Mann-Whitney test.
No statistically significant differences were found between
the scores in any of these groups, either for attendance

at, or use made of, meetings.

3.-A one — way analysis of variance on the same stress
variables also showed that,among staff who attended such
meetings, the use they made of the meetings alsc did not

significantiy affect stress scores.

It would appear that.,contrary to expectation and the
literature on support groups, Hypothesis ibo is not

supported by the data and should be rejected.

At the time of the interviews, three meetings were
available to staff in Hospital 2, which were organised

across wards according to grade. These meetings had been



established only fairly recently and increased support was
one of the goals stated by the nursing officer. It is clear
from Figure 10, that very few nurses who attended meetings
regarded them as somewhere they would choose to discuss

warrd / work difficulties. A variety of reasons were given :

Availability of viable alternative N=2
Fear of standing out in group N=3
Ward loyalty N=2
Not purpose of meeting N=1
Do not know others well enough N=Z
bGroup not seen asz helpful N=2
Frefer one to one N=7

In addition, although thers had been a staff support group
available formally on a weekly basis to Group 1
respondents, which was intended as the comparison for this
guestion, by the time of the study the group had more or
less ceased to meet and support was provided either

individually on a formal basis, or informally.

Therefaore, all respondents were also asked whether they
thought it would be heipful to have support meetings on the
ward attended by staff of all grades. Table 56 shows the

replies received :-

Table 36 : Wish for Provision of Support Meeting at Ward

Laevel :

Response N=
No ?
Yes 40
Already Available Informally 13
Missing 7
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Thus, although little use seemed to be made of staff groups
for support at the time of the interviews, there was fairly
substantial enthusiasm for the provision of such meetings

at ward level.

HYFOTHESIS 17
Nurses whoe receive support from senior staff will show
less evidence of stress than nurses who do not receive, or

who do not feel they receive, such support.

Nurses were asked to identify who in the hierarchy would be
the appropriate person/s to look to for support and whether
they would go to a senior colleague, defined as Nursing
Officer or above i+ they were worried or upset. The
responses to this question are presented in Figure 11. The

following response categories were identified :

N
i

1 = Yes ; Qualified / Conditional Yes ;

3 = No ;: 4

No ~ one identified.

Responses were collapsed into three combinations of two

groups -

1). Yes (N=43) ; No (N=13).
2. Yes (N=43)

3. Yes / Qualified Response (N=54) 31 No (N=13).

Mo / Qualified Response (N=24).

An analysis of all the measwres using both the T-Test or
the Mann—Whitney as appropriate, did not show the support

of senior statf to be statistically significant.

It was clear from the responses received in answer to this
question, that respondents had not always thought of senior
staff being available in such a formal way. Hence, thirteen
said there was no-one whose job it was and four said they
were not sure. However, in discussion, only two respondents
failed to identify someone in  the system who would / could

be available, both from Group 3.



Fig. 11t.

Use of Support from Senior Staff if Worried or Upset :
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Knowing that someone was available, however, did not mean
they would necessarily be used. 56 staff said they would or
probably would feel able to talk to the person/s
identified. In this respect, significantly fewer night

staff identified someone they would talk to - Table S7.

Table 357 : Availability and Use of Staff Support for Day
and Night Staff in the Sample as a Whole :

Day Staff Night Staff
Available 4z 14
% Would Use
Not Available 2 11
or Would Not Use
X2 = 13.81; df = 13 p = <£.005.

in this respect the two hospitals were more alike than not,
with both night staff groups feeling less supported than
their day time colleagues. This will be discussed further

in Chapter 12.

However, since there were no significant differences in
the stress reports of staff who said they did receive
support from senior staff compared to those who did not, it
must be concluded that Hypothesis 17 is not supported by

this data.



HYPOTHESIS 18
Nurses who feel they have the esteem of their professional
colleagues and feel appreciated at work will show less

evidence of stress.

The relative emphasis on social / emotional support,
in this study is not to deny the relevance of esteem in the
sense of professional esteem / worth in the eyes of one’s
colleagues. Respandents were asked if they felt appreciated
by their work colleaques. Their answers, shown in Table 58,
below, were categorised as vyes / sometimes and no /

predominantly no. Responses were available for &7 subjects.

Table 58 : Feeling Appreciated by Colleagques :

Day Staf+ Night Staff Total
Yes 39 14 53
No 4 10 14
Total 43 24 57

In both hospitals, night staff were significantly less
likely than day staff to say they felt appreciated. Being
appreciated by their day staff colleagues seemed to be as
equally important as being appreciated by other night

staff. Overall, staff from all groups thought it was
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important to be appreciated by their colleagues, and
strong feelings emerged about this aspect of staff support.
Among the 14 staff who felt unappreciated, +five said they
felt appreciated by patients, and in both groups staff drew
a distinction between appreciation by patients and by
colleagues. Respondents seemed equally to be divided
between saying it was important to feel appreciated, and
that it should not be important even though it was. This
will be discussed in greater depth in Chapter 12. However,
no significant differences were found between the stress
scores of staff who said they +felit appreciated., and those

who saild they did not. Hypothesis 18 is not substantiated.

u3

OCIAL and DEMOGRAFPHIC DATA
The availability of a range of social and demographic data
for each respondent made it possible to examine whether

these characteristics had an influence on stress scores.

1. Respondents were divided into two groups according to

the following criteria :

Marital Status - Living with partner / Single

Children Under 18 at Home — Yes / No

The T statistic was calculated For the Death Anxiety Score;
Death Situation; and Death ~ Related Nursing Task measures,
to test for significant differences between the groups. In
addition, the Mann—-Whitney test was used to lonk Ffor
differences between the groups in response +to the General
Heaith Guestionnaire and the one, three and twelve months
illness repaorts. None of the differences between the groups

was found to be statistically significant.
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2. Additionally, the Pearson product moment correlation
coefficient was calculated to measure the relationship
between AGE, number of years nursing experience (EXPYRS),
and number of years in present iob (YRSINJOB) with the
Death Anxiety Scale (DAS), Death Situation (DSIT) scores,
and Death — Related Nursing Task (DNT) scores; while the
same demographic data were tested using Spearman’®s rank
order correlation with the (GHEG) General Health
Guestionnaire scores and number of days illness reported
over one (ILL1), three {(ILL2) and twelve (ILL3) months. In
no case did the relationships reach the level of
statistical significance, although in two cases a

clear trend emerged, as shown in Table 59 :

Table 39 : Correlations Showing Strength of Relationship

Between Demographic Data and Stress Measures :

Demographic Stress N= corr = P= X
Variable Variable
EXPYRS + DSIT &0 - .234 . 061
YRSINJOB *=* Lz 67 . 208 . 092
AGE == L2 &7 - 025 . 843

¥ Two-Tailed Probability
* Pearson’s rg

** Spearman’s rho.

Respondents with more years nursing experience (EXPYRS)
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tended to score less on the Death Situation measure; but
the longer the subject had been in her present job the more
days illness she tended to have had in the last three
monthd. As Table 39 also shows, this latter relationship
could not be explained by the age of the respondent, (p =
. 843 . However, again 1t must be borne in mind that the
Death Situation score may be measwing a different aspect

of stress from that measured by the illness reports.

The sample size was not sufficiently large to allow a more
comprehensive analysis of the interaction of the various

social / demographic variablies.
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CHAFTER 11
SUMMARY OF FINDINGS

— FINDINGS THAT WERE AS EXFECTED

I
A majority of nurses in  this study reported feeling upset,

i

at  least sometimes, when a patient died. This was +true
regardless of whether nurses defined their relationship
with patisnts as predominantly professional, oFr as one in
which they saw themselves as involved with patients in a

more personal wavy.

Nurses who reported feeling upset were also more likely to
flave higher stress scores on the measures associated with
nursing care of the dying. However, reactions to the death
of a patient were varied and, perhaps surprisingly, were
reminiscent of normal bereavement responses  identified by

other research.

A strong positive association was found between the holding
of religious belief and reports of stress and upset when a
patient died. With respect to death anxiety, the crucial

variable seemed to be chwch attendance.

Death - Related nursing tasks were ranked as most stressful
oy fow aof the five groups of staff, the excaption being
day staff from Hospital 1 (Group 1), who ranked them as
second most stressful. Items relating to emotiocnal care
were ranked as most stressful by Group 1 and as second most

stressful by all other groups.

DY

)~ FINDINMGS CONTRARY TO EXFECTATION

=
4

Coping measures which might be regarded as making use of
social supports were associated with reports of higher

i than lower stress. Tears, Talking to Family /

n

=R

~
¥

Friends, and Talking to Colleagues were all associated with
figher stress scores; use of prayer was associatsd with
lower death anxiety: and introspection with less illness

ovar one year.



Aciross all groups, a surprising amount of agreement was
found as to the deaths regarded as most and least

stressful.

No direct relationship was found betwesn number of deaths

and stress. Day staff in Hospital 1§ reported the least

stress; while staftf on the continuing care wards, who

sxperienced the lowest number of monthly deaths, reported
o

25 than nurses on the acute Wards.

sSLr

1
i

I1 b)Y — HYPOTHESIZED RELATIONSHIPS THAT WERE NOT SUFFPORTED
No  association was  found betwesn  the availability of

/  confidant or family and any of
=]

There was no evidence to substantiate the assumption that
iin

g was inhersntly

openness  in the management of fees

"good", mor that denial / FEDFESSIon was Yhad".

Mo correlation was found between =ither woirk  stress in
relation to patient death or recent life svents, and any of
the stress outcome variables.

Mo corr=2lation was found in  sither di

and any of the sitresss variable

i
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lower stress in relation o =ituatri

- FINDINGE WHERE DIRECTION OF RELATIONSHIF WAS NOT

E
Reports of higher stress and high recent life event scorss
re associated with the reported use of more rather than

fewer cCoping responses.



As a whole, significantly fewer night than day staff were
able to identify someone in their hierarchy to whom they
would +Feel able to talk if they had problems. Night staf+f
were also significantly 1less likely to feel appreciated at

wor k.

Night staf+f in Hospital 1 were more likely to report higher
stress than either their day - time colleagues in the same

-

hospital or the night staff from Hospital Z.

Staf+ who reported using methods of coping which included
seeking support at work, and staff who said they would
discuss their worries across the boundary between home and
work showed a consistent trend toward higher stress scores
on the death stress measures. A reverse trend was noted for
these groups on the stress outcome measures. Staff who
found 1t easy to switch off Ffrom work had significantly
lower Dbeneral Health Guestionnaire scores, but also had

significantly more days illness over one and three months.
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CHAFPTER 12

DISCUSSION OF FINMDINGS

UNDERLYING ASSUMFTIONS

Therse are two Ffundamental assumptions +that have been

operative throughout the study and which form the backdrop
gainst which the findings will be assessed. The first is

&
that an "open" ethos is desirable. This is defined as  an

atmosphere in  which staff and patients are free to engage
(] G

it & dialogue about the implications and / or fears
t to their illness and possible

t is not identical to the "open awarene2ss context”

described by Glaser and Strauss (1965), though it certainly

L potential. Rathsr, it signifies on the part of

tion in relation to the
t

o explore and

make sense of whait they are told to  the extent that they
want and need to do so. This places considerable
responsibility on staf+ to understand and respond
ADDFD

bal and non — verbal cues that

w and when +to help the

oken, and so unconfirmed,

Jh such  an ethos is regarded as beneficial for

rauss, 1963; Fubler-Ross,

1970; Benoliel, 1974 the impact on  staff of gutting the
1y

beftore their own

stressful. This leads o ifhe second assumotion made. 4n

cpEn acknowladgment by staff of their own feslings of upset
ST BLress  1s  mors desirabls 1o relation o "Healthy!
cutcome for themselves, than an attamot o deny o cover

THE RESFONDENTS
Examination of the characteristics of staff in both

nospitals showed that the groups were more alike tharn not.



Where there were differences these seemed more likely to
operate in favour of optimising coping resources and
minimising the ®perience of stress for staff in Hospital
i, the posited high stress group. bGiven this similarity
between the staff in each hospital, the two groups differed

primarily in relation to the nature of the nursing task in

i

hich each were engaged, and the way 1in which it was

conceptualised.

In hospital 1 the primary task was the care, rather than
cure, of patients in the terminal stages of cancer. In
practice, nwsing staftf of all grades were required to be
awars of, and / orF to treat, both the physical and
emctional pain of the patient and his family. In the
management of emctional pain, opening up the channels of
gocd =nd honest communication betwesn patient and Familvy,

atient and staff, arnd Ffamily and staftt were considered

o o
B

sirabie and helpful goals. Service delivery, therefore,
was conceptualised along the lines of the "open awaresness"
zituation described by OGlaser and Strauss (1965, and
lly accepted as the hospice idesl. Due to the nature
task, this hospital experienced a considerably
figher number of deaths than did Hospital 2, and it was
pected that this group of staff would be the most
stressaed.  However, there wers a number of measures
incorporated into the system which were designed to
amzliorate the sffects of stress. These included a 131
eful statt selection: no rotation

rom other hospitais; a balance between maturity,
rience; no learner or student nurses;

generous ratio of part — time staff, including those with
+

el
families: and organiza nal recognition of the importance

g o

of staft+ supporit, both formal and informal.

In Hospital 2, on the continuing - care side of the

geriatric department, the goals were similar in  many



respects to those of Hospital 1: care rather than curej
creation of a homely atmosphere; maintaining optimum
runctioning; and the importance of family relationships to
the patient. The main differences lay in the generally much
longer time patisnts would be expected to remain  in
ts. Staff sxpected that
nts would eventually die in hospital,
generalily slower deterioration the
average length of stay was much longer and the number of

.
deaths per month was 1ow.

8n the acute - assessment side,the task was in some ways

less clear, involving as i1t did the assessment and
treatment of medical conditions and their impact on

&
functioning in elderly patients, and the treatment of
dical gmergency  admission: in  the sams age group.
Concurreant  goals might also include maintenance of present
i+ functiconing or  rehabilitation to  an improved

1 )
level, with a view to discharge back into the community, or

whers thig was not possible, to a long - stay bed. In the
lattsr cass, this wmight involwve an sxtended stay on the
wairag until an slitsrnative bed Secame availablse. The ward
ethos, howsver, wWas gearsd more towara treatment  and
renarilitation than longer — fterm care. These wards had a

This study set oul to  show that a strong positive
ralationship sxistsed oestween a high  number ofFf  patient
deaths and the esyperience of siress in nursing. Much of
the literatuwrs on the subsect  of stress in nursing

Cundey, 1981; Gow % Williams, 19773 Menzies, 12703 Farbkes,

i g
Flaser % Strauss, 19465:; Manning, 1984; Stedeford, 1584;
Vachon, 1978; etc., assumes  both care of the dving

o
gernerally and hospice nuwsing in  particular, to be very
= e



Fig. 12.

Conceptualisation and Measurement of Stress :

DEATH FATIENT
ANXIETY - DEATH .

a b H
COFING H
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H QUALIFICATIONS H

: EXFERIENCE H
A\ ABE 'W
TRAINING :

: FORMAL AND  INFORMAL H

H SUFFORT H

} DEMANDS H

: RELIGIOUS H

; BELIEFS H

' d c H

GHE s NSIT
ILLNESS DSIT
REFORTS DNT

GF CONSULTATIONS

Given the pre—existing level of death anxiety (al), siress
was conceptualised interactively along a time — continuum,
in which the originating stimulus was patient death (b).
Respondents selected worked on wards which could be readily
categorised as being low, medium  and high on =2xposwre to
this stimulus. It was expectsd that the amount of stress
{c}? reported in response to patient death, and longer term
outcome {(d) would show a positive association with (&) and
(o . It was hypothesized that & number of intervening
variables would be related to both the experience of stress
and 1ts consequences.
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NUMBER OF DEATHS AND MAGNITUDE OF STRESS.
Comparison with Other Hospice Research

B 5

The major Ffinding of this study is that. aithouagh
=

t a
majority of nurses from oth hospitals ported +feeling
d

o

upset when a patient died, the magnitude of death anxiety
caring for thess patients was not in a direct

relationsnio to the number of deaths. What emerged was a

ratner more compiex patisrn. In particular, the finding., in

& Canadian comparative study, by Vachon et al (19783, that
nalliative cars nurses wers the most highly stressad group,

iz not supporitsd by thess resulits.

&7 =
Yachon et al, 1978). neither the sample

Tz nor Tha AacTual zTress scorss tound were guotsed.,

-
in Lhe study  reporitsd ners, wherz anly thres

A =second possiblility is that the groups in  these two

rJ
&
o



studies are not comparable, and indeed this would appear
to be so in & number of important respects. In this study
stat+ were working in a unit which had been open for seven
vears at the time of the interviews, the respondents were a
well — established staf+ group. with a good balance between
levels ot “perience, matuwrity and gualification. By
contrast, the stat+ in the Canadian study worked in a newly
opened palliative cars unit. However, it should be borne in
mind also that whilst their 1nitial scores were high, their
distress was reported as decreasing over the ensuing vear.
In addition, the material reported in the present study was
gathered some 7 - 10 years later than the Canadian study,
and the results found here may also retlect the extra vears
of collective esxperiences about how to cope with this kind
oFf work stress, as well as how better to select and support
statf.
The third possibility 13z that the staf+ interviewed in this
study were a coping group. 0Overall, respondents from
Hospital 1 were very clearly shown not to be signiticantiy
more stresszed thanm Hospital Z statf. On neither the General
& nor the Death Anxiety Scale weres
ant differences found betwesn the hospitals.In fact
the Death Anxiety scores of Hospital 1 staff tended to be
to reach the level
c ition, the mean Death
Anxiety Scale scors for Hospital i statf was found to be
=1

ignificantly lower than that of MocMordise’s original sample

for females { see appendix Jar. The mean sScore of hospital
2 statf mors nearly approximated  that of MoMorgies’s
subiects. Where signitficant gdifferences wers found in the
aother stress /7 andiety scores betwesn [osSpitals. the
ditterences were consistentiy i the gpoosite direction
from that expected, with higher stress reportec oy Hospital
2 staff. No significant differences were found betwesn the
hospitals on  any of the str

=
ess  oputcome variables. The
general trend of alil the st s measures suppoarts the
"

=
supposition that this i1s a coping gQroup.

M
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It is fair to conclude, therefore, both that the groups
from the Canadian and this study were not conpletely

na
comparable, and that the respondents in Hospital 1|0 of this

a
study were a coping

[In]

OouD.

However, it has alsc been suggested iVachon, 1978) that a
desire for masiery over paln and death., oOrevious personal
Experience and a suspicion that one mignt develop the

motives for working in this kind of
that the Job iz in some way used
g d

&z a means of mans xiety, in which case,

i
anxiety might not be lower, or it might be managed at a
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higher level of awareness. MWhether such motives were
amangst  the unspoken or unconscious ones in this group was
rot possible to determine. Apart from three nurses who had

108t & friend or relative through cancer, they did not

-

reature  amongst  the reasons given as influencing the
decision to apoly for a job in that nospital. The Death

i~

Andlety Scale does not purport to  measure  UncCOnScious

anxiety. However, a small correlation with galvanic skin

response, one test used to assess unconscoious anxiety, was
reported by Follack 1279, which suggests some overlap
between consciocus and whconscious anziety. as  might be
sHpacted.

The Death fArhxisty Scale reflects pgprimarily conscious
verbaiized anxiesty. [t is possible that it does not aive a

true measur2 of death anxiety, which may be dealt wiith by

Ci

Feopreszsion and denisl. Thesse might indeed be considers
likely coping mechanisms in a society where death is still
a relatively taboo topic. On the other hand if, as
Stedetorc {1584 ang Vachon (19783 reEcommend., i is
important for  staff  to  be  aware of  their own arsas of
i+~ knowlsdge

=
anag retlection might well be gualities sought at  the stage

of the initial interview. Since the subiects in Hospital 1
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)} they have very strong defences against the anxiety so

.

that they are not threatened by constant exposure. One must

wWwongder , nowever, how easy it would be for respondents in

the ssConG and third categories to maintain a
oeEvOhoicgicaily comfortabls position TOF 1ong. while
SUSTAININgG the kind of relationship that would enabie
patisnts o deal with fhesir own fsars. Without some
res destn andiety, they woulo saem
tThs

= 1=
w ot
ng  and  meeting onlv iy onvsical nesedss
a5 briet & Lime poEsibile 1N direct patient

2862



Although this study showed that Hospital 1 staff tended to
have lower death anxiety scores than Hospital 2, it was not
possible to know whether the level of subiects”® death
antiety was higher at the time they started their present
job. and had become lower, or whether those who had elected
to stay rather than leave were those with lower anxiety.
OGnly four respondents had scores that were more than one
standard deviation above the mean, and only one was more
than two standard deviations above. One had been in her
cwrent dob for less than one year, and the other three for
over four  vyears) two were nursing auxiliaries; and three
were night staf+. No correlation was found between death
anxiety and the length of time respondents had been  in
their dJjob. There was & tendency, however, toward slightly

more  i1llness reports over a twelve -  month period by

ut

respondents who had been longer in their jobs. While the
implications of this cannot be stated with any certainty,
1t does suggest that in the longer term there may be indeed
& toll on staff, which a larger study might be capable of

detecting.

The differences in death anxiety scores suggests that the
possibility that the staff groups from Hospitals 1 and 2
werz not  comparable with respect to their attitudes toward

death cannot be ruled cut.

However, as has already been suggested, the relationshinp
55 —  yfeportin was ot

o

between numbsr of deaths and str
straightforwars in this study. Di
]

“+

=)

f found to be
t, not only on which hospoital respondents worked

d t

in, but aiso whether thev were staf+ in that

TAF

roup of findings in this study relates to

o

[43]

STRESS AMONG NIGHT
The second malor g
the pattern of stress identified in the night statf groups.
Since a search of the literature did not bring to light any

information about stress in night nurses, no criterion
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xisted against which to Jjudge the present findings., and no
assumptions as to the extent or direction of stress were
made.The findings reported here are new,therefore. and fill

& gap in the literature in this ar=a. The two night staff

grouos from Hospitals 1 oand 2, were tresatsd separately, and
the results compared, firstly with those of sach respective
group of day staff, and secondly with =ach other.

DL in @wingd when asessing

Fingings

1. where signiticant ditfersnces wers +ound betwesn oay and
night statt in Hospital Z. ey wers Cconsisisnitly in Lne
SirEction T lower strsss among night sta$f. By contrasz,
fronT Statvt in Hospital 1otended To scors i the dirsction
ot higner Stress tnan their day - time Ccolleagues.

L. wWhile day staff in Hospital 1 scored significantly lower
o 21l four stress measures than  day staf+ in Hospital 2.
whiere  significant differences were found between night
s=taff, 1t was Hospital 1 staff who reported more stress.
zsze Hypothesis 15)



Extrapolating the pattern of results from Hospital 2 to
Hospital i, one might expect night staff to report less

than their day — time colleagues, in Hospital i1.1In
fact they reporit more. However, first 1t shouid bDe
remembered  that, in spite of a considerably higher death

r oHossital 2. night  staf+ in Hospital 1. by and

=] Fi osignificantly highesr  stress  overall
than nursss in Hospital Z. Moy were the outcome stress

i b o P, b JOS i T e e e T ey s e e el Jo—— -y
zTress 10 the managesment of Death Situations. ihis requires

deaths. However, A2lthough there wers fzwer deaths in the

might shift pericds, 1t should be porne in mind that night
£

worked & longer shift of 12 hours, and there were

always fewer of them on duty. Day staff worked one of three

b
o~
cn



overlapping shifts of six or eight hours. Theretore,
1

although there were slightly fewer deaths at night,

=+

nevaertheless the effect on staff might be greater. Against
t

Ris, however, the total number of hours worked overall
would be the same for aill full -

W ¥ d
ime  statf, and in addition & masority of night sta

e e Y i~ e - P A S e o, oen g e g B - o, -
Concluced that the gresater sirsss reporte iy ight sta
was nol associatsd  with more  geaths occurring &t night.
fan) - - e — . . e —_— = e e — i F S, - — o — o ok e
Statistics relating to time of death ars regorted in detail

.

oe Imminent. Meverthelsss, the nionbt

-
othier ancillary staff in the dav time means that the nurss
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can call directly on a more comprehensive range of
specialist skills as  an adijunct to her own. The night
nurse, in contrast,has to carry the responsibility for

nswering the family’s queries, anxieties and distress

il

fh the responsibility towards the dying patient and

rt

A1long wi
the other patients, at potentially the most difficult time
for the family. Unless dying is prolonged, she may not have
met them before and is wunlikely to know them well. Yet,
& emotional care of the family was reqgarded as

zgually part of the task as the care of the gving patient,
re alsc the areas rated as most stressful by staff

UpsS. it seems hardly surprising that the group
necusly experienced both & high rate of

h and minimal support shouwld present as the

most stressed group. Essentially. they were on their own.

Factors that were Similar For Each Night Staff Group

+ cowse, a number of these factors apoplied to night
staff in Hospital 2. They also worked permanently on rnight
shift: were less likely to come into contact with other

1piines: and tended at times to  feel unvalued by day

Working at nignhnt can be & lonelyv and isoclated business.
e number of statt on guty on sach wa

was smaller than the day — time staff

=
at the range
of contacts and sources of support available to them are
considerably fewer than those available to day staff.

Night staff Ffrom both hospitals had a night sister who held



a roving brief to them, calling in wuwsually in the early
part of the night and again towards morning. She was,
therefore, their primary source of support in an emergency,
unless i1t was necessary to contact or call in the doctor.

al i spoke warmiy aof the
supoort that was given them from  these sowces. The night

stat+ of both hospitals said they knew that 1+ they callsd
o

for help /7 support. for example bDecause they were Yrushed
aorf thneir fTest"  or th WaS & Cr1sis, 1t would bDs given.

nursing  sisters, with a roving orief,would be ables to be
avaiiabie to staffd would e ditfersnt from that of the day
TISLErs, WhNo had Spoecitic vreEsgonsSibllity o one wars only.
This woulg be even mores truse 7or nursing officsrs. Comments
made Dy & NUMDer of respondents referring appreciatively to
the readiness of senior stats o “roll up their siesves’
and nelp WS MECSSSAr Y., and thelr awareness  and
appreciaticon or  sStat+s’ neesds. DeEing i1nterested and reEady
o listen, suggssted  that The availability ang invoivement

AN AFEa 1 wniih, peocause of the paripatetic natuwrs oF Lhe
G o5t Torolie, might stafy in Doth hospitals wouig
sesm Lo Ge disadvantaged in comparison to day staff.

Whiie Statt 1in &il groups  were able to igentify somscone in
the nisrarchy who wight be approached, among Hospital 1
mighnt statrtd  there was clearily uncertainty about whom they

should agprogach. Seven namsd the day sister and /0 oF



nursing officer as available within the hierarchy, al though
four of these thought they would be unlikely to use these
people, whilst +five alsoc additionally named the night

sister or night nursing officer, and two named no — one.

ARithough the provision of night sister Ccover was similar in
oot hospitals, and staftt in Hospital i spoke
appraciatively o the support given by her., there was
nev

.*Z
vertheless a senses in which she was not seen as being
ter, and of it being nobody’™s Job to  be

availabie specifically for them.

Ditferences Between the Night Staff Groups

In view of some similarities between the night statf agroups

i each hospital, how then cann the differsnces in the
experience of reported stress be  accounted for. Most
importantliy,  of course, night statf 1in Hospital 1
gxperienced a considerably higher rate of deaths than night

staff in Hospital 2. In conjuncticon with this, Hospital 1
night staf+ shared a commitment *to & culture of patient

care which the literature consistently recognises as highly

demanding Dot personalily and professionally. Their
gxpectations of themselves in relation to oatient and
family Cars would be commensurately frigh, and the sense of
fTailure when these wers not met

therafore potentially more
ntion to devaiue the care

ther to imt out the

T
u]

i t
greater potential for stress when staff have been unable to

achieve ithe goais to which they have commitied themsel ves

=
contributas towara an  suzplianati ot the 1ower stress

wty
reported by night staff on the stress scales relating  to
re of dying patients. Where staff are moved about they

1

kely to form close relationships with patients,

ey
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nor to feel commitment to a particular ward ethos. In
addition, it was uncommon for families to stay overnight in
~

Hospital 2 when a patient was dying, so that responsibility

tfor managing the anxieties and needs of Families in

addition to patient care wWas rars.

Ut on & ilimb — & forogotten army — & Dit them and us Y.
o8 esSpetiaily vaiued and aporeciated occasions

when other disciglinss in the toam had made an =+40rt 0




Christmas party, these were at times more suitable to day

than night staff.

As a group they were also not without their own ideas about
how their situation could be helped. Seven thought that
meetings, on not more than perhaps a monthly basis, either
Jointly with day staff at a time when they could attend,
for examplie early evening, or which different members of
various disciplines from the day staff would attend in
rotation,would be helpful. Six thought they should have
their own night sister appointed, whilst a further six
thought that more planned regular contact with members of
the day team, particularly the doctors and nursing officer
would be helpful. At the same time, they recognised that
finding a time early in the night shift might be difficult.
Apart from the "hand - over"”, they were rarely able to sit

down together before midnight.

THE EXFERIENCE OF STRESS IN THE NURSING TASK

1.Talking to Fatients

Ferhaps predictably given the ethos of Hospital i, this
group of staff felt more able to discuss patients® fears
about illness and death with them, and some staff were
cleariy very experienced and very sensitive in this area.
Whilst in Hospital 1, whatever their grade, staff were more
likely to report having this kind of discussion with
patients, in Hospital 2 this was more likely to be seen as
the responsibility of senior nursing staff and / or the
doctor. Given the sensitive nature of this area of patient
care, it would seem unwise for a nurse +o embark on this
kind of conversation unless she was very sure of her own
skills to do so, and had at least tacit support from her
professional system. The implications of an open ethos are

considered below.



It was not possible to be sure to what extent the answers
given to this question reflected professional desirability.
It would be perhaps less acceptable, especially in Hospital
1, to admit difficulty in this area. Similarly, it was not
possible to be sure to what extent staff in Hospital 1
actually discussed with patients in the way they reported.
Indeed, Wilson (1983} in her cbservation of staff - patient
interaction in a similar unit reported that staff spent
less time with patients who were known to be dying. Skills
in talking to patients and / or relatives was an area
identified by 17 respondents as one where they felt
deficient and wanted to learn more. They represented 20% of
Hospital 1 and 27% of Hospital 2 staff, and in this
respect,surprisingly, there was no significant difference

oetween hospitals.

There was also a tendency among some staff in Hospital 2 to
see families as a "nuisance", and not to recognise the
anxiety or concern which often underlies the demands that
tamilies make. Where a nursze’s training and the ward
orientation is primarily toward patient care staff may lack
the skills, permission or understanding to respond more
appropriately to the needs of relatives, losing an
oppartunity to teach them how to cope in a more positive or
less anxious way to hospitalisation. However, knowing the
right thing to say is not straightforward. Young nurses who
retain their idealism, when faced with reality, may tend to
judge situations and families as good or bad, lacking the
experience and understanding to recognise the grever
complexities that exist for the family. Moreover, families
may find that when they talk to staff they may be given
different and conflicting advice. There needs to be good
communication on the ward about what Ffamilies have been
told already, and the patient®s current situation.

However, talking to patients and families is equally, if
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not more, the art of listening; and of knowing how to
respond and what to do with what is heard. This is a matter
of modelling by senior staff, as well as training and

experience.

Implications of An "Open" Ethos

It is generally accepted in the literature {(ubler - Ross
1970) that the right timing, in talking with a patient
about his fears in relation to his illness and death, is
crucial, and the right time for the patient is the time he
chooses. The first lesson Kubler — Ross related 1learning
was how, in trying to set up a time which suited the
professional carers when a patient indicated he wanted to
talk, the moment was lost. This means that if a patient
indicates a desire to talk, this must be seen as having a
higher priority than many other nursing tasks. 0On a busy

ward it may also have implications for staffing levels.

Anecdotally, it is often related that patients choose to
whom they will talk, who may or may not be a qualified
member of staftf. If an unqualified or non - nursing member
of staff is chosen, this may indicate a wish to share fears
without the risk of confirmation, or it may signal a
preliminary "testing of the water". While the medical signs
are open to anyone to interpret for themselves, patient,
family and staf+, traditionally in British hospitals only
the doctor has the right to define the patient’s condition.
However, as knight and Field (1981) found in their study of
an acute surgical ward, the amount of direct patient
contact and care relates inversely to seniority. The most
Junior staff are the ones who spend most time with
patients, and so are most likely to be the personnel first
approached by patients wishing to talk. Doctors, on the

other hand, are usually the least available sta+f members.



Knight and Field described a routinization of
communication between staff and patients, restricted mainly
to technical matters. This, they suggested, ensured
consistency in what patients were told: "absolved" the
doctors from having to deal with patients as individuals
which would necessitate making individual decisions; and
ensured that members of staff did not come into conflict

over what patients should be told.

Implicitly, the creation of an ‘“open" ethos confronts and
transforms the traditional medical and nursing attitudes to
death and dying, in which death is seen, first as something
to be fought, using all the medical and technological
ingenuity available, and secondly as a failure. The
philosophy of the "open" ethos within Thospice" care,
however, proclaims death as a natural part of the process
of life. Rather than regarding it as a failure of medical
care, different goals are seen as becoming appropriate, in
which staff work with patient and family toward a ‘“good"
end. What this means may vary from person to person, but it
includes maximum freedom from pain, as well as maximising
the autonomy and control the patient has over what is
happening. That is the ideal. The day to day reality,
however, may also represent a considerably more fraught
struggle with the emotional and physical realities of the
unacceptable, and sometimes the unachievable, which it may

or may not be possible to voice.

The creation of an "open" ethos will require more open
communication between staff of all levels; whiist the
doctor may remain the one to define the patient’s
condition, he may have to give up the right to be the only
one to share it with patient and family:; decisions will
need to be made about what is shared with patients by whom.
Guint (1973) pointed out that although the staff she

interviewed were taught how to care physically for the



patient, and sometimes psychologically, they were rarely
given any training and preparation in how to cope with
conversations about death and dying. and their own feelings
engendered by this different level of intimacy. Even though
the degree to which staff are given responsibility may
differ, some preparation will need to be made available to
all staff, including domestics, if the right atmosphere of
trust and support is to be engendered. Organizatiocnally,
some provision will need to be made which will recognise
and legitimate both the presence and expression of a range
of feelings which staff will experience, including those
least easily expressed — protest and anger. This may mean a
readiness sometimes to place the need for a member of staff
to cry or talk above the needs of ward routine; to provide
a space in the week when staff can question the doctor
about decisions that have been taken; and perhaps a regular

time for staff to meet and look after their own needs.

In Hospital 1 staff learnt first and Foremost on the Jjob
from the modelling of more experienced staff, in particular
nursing and medical staff, how to conduct conversations
about their illness with patients. Further training on this
aspect of care was offered only to qualified staff, of both
SRN and EN status, when they attended the post - gqualifying
ENE course on caring for the terminaily 1il1l. Nine of the
ten qualified day staff, and one of five elegible night

staff had been an this course, or its equivalent.

In Hospital 1, of nine NAs for whom responses were
available, two said that if a patient wanted to talk about
his illness / death. they would refer the patient to the
sister or doctor; two said they would talk with the
patient; and five said they would talk things over with the
patient to the extent of their own knowledge, but would ask

the doctnr or sister to see the patient if more specific
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medical information was required. Of four EN’s who had had
the experience of patients asking., all said they would
pursue the conversation with the patient. However, in both
groups there was a consensus of opinion that it was not
their job to be the first to tell the patient. All said
they would let +trained staff know the patient had been
asking. A1l nine SRN s said that, depending on the patient,
they would tell what he wanted to know. Most often, they

described conversations in which "you let them tell you“.

However, while 9&% of respondents in  Hospital 1 thought
that patients were mostly aware that they were dying. 32%
said patients either did not want or rarely wanted to talk
about the implications of +their illness, and &0% said they
only sometimes wanted to talk. Without talking to patients,
it was not possible to know whether this was a reflection
of staff sensibility to patients’ actuail wishes, or a
misperception which indicates staff were less comfortable

with such conversations than they were prepared to admit.

Z.Aspects of Patient Care

An assessment of the degree of stress associated with the
different aspects of the nursing task was made using 33 of
the items developed and tested by Wilson (1983) on a group
ot hospice nurses. The items selected represented a cross —

1on of the nwsing task (see appendix 4a). Twenty -

[t}
ot

ec
hr

U

rt

e items related to direct patient care and were divided

into four categories : physical, medical, emoticnal and

("

|
death - related nursing tasks.

The findings of Wilson, whose subliects rated emotional care
tasks, followed by death-related tasks as the most
stressful, are supported by the findings in this study. The

death - related nursing tasks were ranked as most stressful

Y]
~4
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by four of the five groups, and as second most stressful by
the fifth group, day staff in Hospital 1. Five of the eight
death - related items were found to be scored significantly
higher by Hospital 2 staff. Items relating to emotional
care were ranked as most stressful by day staff in Hospital
1 and as second most stressful by all other groups.
However, differences in the scoring of emotional care items
by each group were not significant. For all staff,it would
seem, the provision of good physical and emotional care

when a patient was dying was regarded as highly stressful.

An examination of the mean scores of individual Nursing
Situation items showed that the following situations were

rated among the five most stressful by more than one group:

Nursing Situation Staff Groups
2 - Informing relatives of death by phone All
26 - Talking to bereaved relatives face to face. 2,3,4,5
23 — Dealing with an aggressive patient 1,2,4
29 - Responding to alarm of a monitoring machine 3,4,5
4 ~- Dealing with a breathless patient 1,2
12 -~ Dealing with an angry patient 1,2
22 - Nursing a patient connected to a machine 1,3
32 - Taking dead body from mortuary and preparing 4,3

for relatives viewing

Apart from item 22 which was placed in Category 1, physical

care, though perhaps also implies critical illness even

though death may not occur, all the above items were in
— |~

categories I (emotional care tasks) and S (death - related

tasks).

The finding that these two areas are so unanimously

regarded as most stressful would seem to have very clear



indications for both the training and support needs of
staff, particularly those working with the dying, but also
wherever there is an eupectation that the nurse should be
aware of and able to regpond to the emotional /
psychological needs of patients and their families. It must
be a high priority, surely, to ensure that all staff, in
whatever branch of nursing they work, have the skills,
understanding and support to respond appropriately, and not
defensively or fearfully, to these demands. The fact that
Hospital 1 staff did not differ significantly from Hospital
2 in the way they rated emotional care items, and that
Hospital 1 night staff did not differ significantly from
Hospital 2 in their rating of death—-related nursing tasks
suggests that these remain difficult areas of care for all

stat+.

In terms of the Death Situations seen as the most
stressful, there was also considerable agreement across all
groups 1in the ranked placements of the Ffirst six most

stress+tul situations @

Mean Ranic

Death of close relative. 1
Death of a chiild. 2
Death of a patient who has young children. .2

Death of a patient of similar age to subiject.

L) B Y

Death of a patient who is distressed.

~

Death of patient you have nursed a long time.

The agreement in the ranking of these situations, linked
with the finding that emotiocnal care and death - related
nursing tasks are consistently rated by all groups as the
most stressful aspects of nursing, suggests that it may be
possible to construct a profile of vulnerability, and that
there will be times, regardliess of the type of ward worked

on, when statf are more at risk.
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3.Age, Oualification and Experience

The literature suggests that the relationship between age,
gqualification and experience, on the one hand, and stress
in the management of death and dying is not clear. The
experience offered by 1life is a variable factor. Younger
nurses may have less experience of 1ife and death, so being
able to cope more successfully by the use of repression and
denial. If this is so, when challenged by the experience of
patient death they may feel greater psychological
discomfort than older staff. The latter, in contrast, may
have had to make some adiustment to the reality of death
which experience and matuwrity bring. Apart from their
nursing experience, all things being equal, 1t seems more
likely +that older staff will have experienced and coped
with personal bereavement, and have made adjiustments to the
possibility of their own death than yvounger staff. On the
other hand, the fact that their own deaths, relatively
speaking, are nearer may make the experience of patient
death more personally threatening to older staff. However,
it may be also that staff who choose to work with the
eiderly and dying do so because they have some personal
experience of death, which influenced their choice of dob.
In this case, the euperience of stress will be mediated by
other factors, such as the wish to prepare for future loss,
to gain 3 sense of mastery, toc make reparation or repayment
of a Ffeeling of indebtedness associated with a previous
personal loss. Seven respondents, from all groupns except
Group 3, spontanecusly mentioned the death of someone close
to them as influencing their decision to take their present
Job. In addition, however, forty-one respondents had some
personal experience of death. Surprisingly,.in this study
there was no indication that younger staff had less
experience of death in their personal 1lives, and this was

true for both hospitals.



Gow and Williams (1977) in a comparative study of attitudes
toward death and dying,.found that nurses 40 years and older
had more positive reactions to the care of the dying than
did their younger colleagues. This study found no such
association with age. Although the reasons for this are
unclear, 1t may be that any possible correlation was

overshadowed by the stronger association with hospitai.

The finding in the present study of a positive association
between open attitudes and experience of nursing dying
patients conflicts with the study reported by Fearlman et
al {19649). They Ffound that staff with more nursing
experience of death felt more uneasy with regard to the
management of dying patients than did less experienced
statf. However, the respondents in the current study with
most exposure to patient death, unlike Pearlman’™s subliects,
worked 1in a context which specifically recognised the
potential for stress and made efforts to support the staff
involved. In the Pearlman study, staff with more experience
of nursing the dying were alsc more likely to be gqualified
and to have longer nursing experience. The present study
found a negative association between gqualification and one
of the stress measures, for Hospital 2 staff only, with
unqualified staff tending to report more illness over one
month. With the exception of night staftf in Hospital 1 (see
Fig.b, p.112, and discussion p.264 onwards), staftf with
longer nursing experience tended to report less stress in
relation to death, but the longer they had been in their

resent Jjob the more likely they were to report more days

3

liness aover one year. Whiles thezse findings only partialiy

[

conflict with those of FPearlman et al, they do suggest that

the relationship between experience and stress is complex.



IMAGES OF NURSING

The complexity of the nursing role is encapsulated in
the two prevailing images of the nursing ethos which
simultaneously reflect an inherent and persisting paradox.
This is also to be found in the character and figure of
Florence Nightingale herself. On the one hand,
historically, a "masculine", army - like efficiency and
discipline, born with the origins of nursing alongside the
battlefield, became the paradigm along which nurse training
and management developed. The profile of this nurse is
someone who retains strict control over her feelings and
carries on with a trained and practised efficiency whatever
the crisis, in a role that is primarily instrumental or
goal - oriented, and concerned with getting people well.
Coexisting with this is the softer mirror image of the
nurse represented by "the lady of the lamp”. This aspect of
the role, traditionally associated with the more mothering
attributes of emotional expressiveness, reflects the
dimensions of caring and nurturance. In a society where,
predominantly, girls continue to be socialised into
expressing these latter aspects of their personality, it
seems probable that it is the maternal, nurturing image of
the nurse’s role, and a desire to care for others, which
has always attracted girls into the profession. There they
then find themselves required to take on a more "masculine®
role, holding back feelings that they may have been ill -
prepared to experience, whilst working with optimum
efficiency. For the individual as for the profession, the
dilemma is one of how to maintain the two roles in balance.
Whereas in families the dual but complementary aspects of
these roles have traditionaliy been shared between husband
and wife, in the nurse they have been brought together. For
Florence Nightingale, the long - term health costs were
high. In modern — day society it is becoming perhaps more
acceptable for women to give expression +to both the male

and female parts of their personality. Nevertheless, the



cost of holding both in balance, of moving From calm
efficiency to expressive sympathy, to deal with both the
physical and the emotional pain of the patient will be high
without proper recognition and support. The alternative may
be, as seems to be happening in some other professions, a
growing split between the institutionalisation of
efficiency, in the form of a bureaucratic organisation,
distanced from the service user, and the nurturance of the
service — provider whose position is at the bottom of the

hierarchy.

Management o+ the Dual Role
Reflecting the apparent duality in the role described

above, nurses were asked to define the nature of their

relationship with patients as either ‘Ypredominantly
professional” or ‘“predominantly involved ". A majority,
3%, described their relationship as ‘'"predominantly
invoived". Regardless of how they described their

relationship. however, a majority of respondents, 74%, also
said they felt upset, sometimes or often, when a patient
died. The role of the nurse as someone in control of her
feelings was epitomised by comments such as "You carry on

.
{

because you have to" ; here are other patients who need
you"; and "You mustnt show vour feelings, you mustn’t
upset the other patients”. However, the number of
respondents who denied feeling upset and did not identify
some outlet for their feelings was small (N=8), whilst a
further 10 who were identified as using a predominantly
avoligance response, nevertheless found szome outliet for

their feelings in response to patient death. At the same

et

ime, respondents who did feel upset when a patient died
fraguently commented that they did not allow their feelings
to interfere with the care of other patients. In the
discussion that follows, a distinction is drawn between

feelings and behaviours, which are examined separately.
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COPING RESPONSES

Though there is general acceptance that the consequence of
stress is to a greater or lesser extent determined by the
way in which it is coped with, there is less agreement as
to what constitute effective coping methods. Indeed, Wolff
et al {1964) showed that what was successful in the short
term was not necessarily so in the longer term. Coping has
been conceptualised along a number of parameters. Monat and
Lazarus (1977) defined two categories of coping response.
The first, such as fight or flight they defined as altering
the subject’s relationship with the environment. This would
seem to be the same as the first of the group of three
categories identified by Pearlin and Schooler (1978),
responses which change the situation. In the context of
this study, since these subjects are still in their iobs,
they have not, at least as vyet, sought to change their
environment by using the form of flight offered by leaving.
However, the respondents who used avoidance responses may
be regarded as representing a different form of flight from
the anxiety of dealing with death. Since respondents were
not aobserved in their management of dying patients, this
study is dealing with reported behaviouwr rather than actual
behaviour. This may not be the same. Had nurse - patient
contact been observed, as it was by Wilson (1983), this
study might also have found that in  all groups flight in
the form of avoidance was a more significant coping
response  than was reported. 0Or it may be that avoidance
forms part of a repertoire of responses, which is used by
most staff at some time. Only one ward, B, took emergency
admissions where the medical and nursing procedures might
be defined as fighting death. On all other wards, while
staff might seek to influence the manner of a patient’s

death, i1t was not otherwise fought.

The second category defined by Monat and Lazarus wWas
that of palliative coping, invelving what they described as
defensive reappraisal, such as denial, aimed at relieving

the emotional impact of stress. Similar coping modes were

[
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identified by Pearlin and Schooler as those which control
the meaning of the event, before it becomes stressful, and
those which Ffunction to accomodate the stress when it
emerges. Both these modes of coping were identified in this
study. The use of denial, and comments such as, “they’ ve

had their life”, “they had no - one’, of the eiderly: and

» -

it’s a relief, they areg +ree From pain® indicate the
former kind of coping whilst tears, talking., praying and so

on suggest the latter.

Denial as a Defence

In general, the attitude toward dying and death most
advocated is one of openness and honesty in dealing with
the reality, whilst an assumption seems to be made that
denial is 1in some way "bad" or at least unhelpful. Whether
in fact this is really so must surely be seen in relation
to the overall context of care, including the sometimes
competing and differing needs and perspectives of patient
and staff, the short and longer term implications for each,
and the degree of support available for the management of
awarsness and honesty. The usefulness of repression and
denial of anxiety and upset should not be undervalued.
Indeed, Freud (1900/1952) regarded this method of coping as
having a positive functieon, in serving to protect the
individual from the intense anxiety inherent in becoming
aware of unresolved or unacceptable conflicts and thoughts.
The need for denial, then, should not only be recognised
but aliowed for and respected. It is in this area that the
psychological management of death and dvying, for both staff
and patients is at its most complex, and never more so than
when verbal denial is accompanied by behavioural ansiety
indicating the inadequacy of current defence mechanisms.
Whether or not staff would express it in this way, in
Hospital i this reasoning seemed to underly both the
importance attached to discussing with applicants at the

interview stage how they thought they would cope with so



many deaths, and the policy of not rotating staff into the
hospital from other units. Staff worked there because they
were thought to be able to cope. There was, however, no
policy for enabling staff to move on easily in the event
that they should become leszs able to cope or had selection
proved wrong. Were this to be the case. a member of staff
would have to go through the process of applying and being

accepted for anaother post.

Was there any indication from this research whether +light
modes, represented by avoidance, control of meaning by use
of denial, {(the "no reaction® group) or accomodation
responses, used by the “reaction group’® were more or less
effective 7 Although the numbers of the "no reaction’ group
and the combined ‘no reaction / avoidance® group were
smalil, there was no indication that statf who denied
feeling upset, or whose first reaction was to avoid
thinking about a death, managed less well or experienced
adverse health consequences compared to their colleagues.
In fact, the ‘reaction® group were f ound to score
significantly higher on the Death Situation and the Death -
Related Nursing Task scales, that is, the short - term
measures of stress associated with the care of the dving.
No differences were found between the groups on the Death
Anxiety Scale, the General Health (Ouestionnaire scale, the
nature of G6.F. consultations, or in the number of days
iliness reported over one, three and twelve months.
However, reports of iliness relied on the memory of the
respondents, which may or may not have been accurate. A
more objective record of illness and a larger sample may
have produced a more conclusive result in either direction.
Nevertheless, regardless of the method used, the
respondents in this study were competent and coping. The
main difference between these groups., therefore, related
only to the degree of awareness of feeling upset or

stressed.
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Feelings Aroused by Patient Death
Staff spontanecusly identified a range of feelings when a
death occurred, both at the time and later. Since these
were not asked about specifically., the numbers referring to
any one reaction were smali. Nevertheless, it is
interesting to note that the ways in which staff talked
about their responses to patient death were reminiscent of
the range of reactions identified by Parkes (1975) as
typical of the normal bereavement response. These included:
shock and disbelief; numbness; deference and awe;
irritability and sense of uniustness; relief and
acceptance; guilt and sels - questioning; despondency and
sadness. This suggests that wnen staff have been
particulariy close to a patient, or a death is regarded as
especially stressful or upsetting to staff they may
“perience a mild Fform of bereavement. If this is s0, it
will be important to allow an opportunity for the
expression of grief in the staff group. Failure to
recognise  and make provision for this need may have a
detrimental effect on staff and ward morale. One nurse on
Ward D reflected that after a succession of deaths morale
was low and there had been a 1ot of bickering, which was
only Finally resoclved by talking about the deaths that had
taken place. A number of respondents (12, or 174 of the
sampie) alsoc spontanecusly referred back to their first
experience of patient death in nursing. This had been
frequently a formative avent, influencing how they
responded subsequently in similar situations. The
management of staff feelings at this time would therefore

seem to be a crucial but at times somewhat overlooked area.

COFING BEHAVIOURS

In order that the range and volume of data to be gathered
Dy  interview should be manageable, it was decided for
practical reasons to simplify the concept of coping to a
count of reported behavioural responses. Twelve coping

behaviours following the death of a patient were identified



by respondents. Only spontaneous replies were recorded, and
when subjects had difficulty in formulating an answer they
were invited to think back to what they did the last time a
patient died, or the last time they had been upset by a
death. In this way it was hoped to tap the subijects”® usual
or predominant response(s), though it may be that they also
used other methods which were not mentioned. The range of

coping methods identified can be found in Appendix 13.

Given the number of coping methods and the range of stress
variables against which they were being tested tor
significance, it is possible that some results would be
shown to be significant by chance. Moreover, attempts to
dichotomize the responses according to concepts considered
pertinent to the overall method of coping were problematic.
Whilst some responses such as talking to family or friends
were obviously social and others such as introspection were
not, responses such as prayer or tears could clearly come
into either category. In the discussion that follows it was
decided to classify responses according to whether they
represented a method of managing feelings by externalising
or internalising them. Ultimately, however, the only way of
dividing into two groups reliably depends on the context
within which feelings are managed. Thus, for example,
prayer may be seen as an internalised way of managing
feelings, but in the context of a prayer group, may become

externalising.

With these reservations and difficulties in mind, a number
of 1interesting trends emerged. Subjects who reported use
of internalised methods of coping tended to do well : those
who made use of prayer had significantly lower Death
Anxiety Scale scores; whilst subljects who reported use of
introspection reported significantly liess illness in the
last twelve months. Use of externalised methods of coping
such as tears, talking to family and talking to colleagues
were associated with higher stress scores (see pages 215 -

216). Subljects who sought support within their own work



setting had significantly higher Death Anxiety Scale and
Death Situation scores than those who mentioned other ways
of coping. Overall, these results would seem to suggest
that people who use externalised, and usually socially -
oriented coping responses, and hence make use of their
avalilable network, experience greater stress. This would
seem to confirm the findings of Mettlin and Woelfel (1974),
that a large social network is counterproductive, and that
these responses are less successful in ameliorating
stress, or indeed that they may add to it, in a kind of
group - escalation perhaps. Alternatively, it may be that

respondents who use internalised ways of coping have

greater inner resgurces. However, no significant
associations were found between the types of coping
behaviour used and longer — term outcome. Therefore, it

must be concluded that, however staff responded to death,
they did so in a way which they found effective for them.
Moreaver, staff who referred to the use of prayer or
introspection rarely used only these methods. Relatively
few staff used only one coping method, so that overlap
between internalised and other ways of coping was not
unusual. Whiie these findings do not directly support the
results of other research, such as that of Gore (1978), or
of Lin et al (1979) that social supports have a buffering
effect, again it should be remembered that very few
respondents in this study appeared to be poorly supported,

and any potential impact that might result from lack of

support therefore is unlikely to show.

Use of Few versus Several Coping Behaviours

Contrary to expectation, the use of several coping
responses was found to be neither more nor less effective
than wuse of few. Use of several coping responses was
associated with higher stress scores, on the Death
Situations, Death — Related Nursing Tasks and General
Health fiuestionnalire scales. However, since very few
respondents scored 5 or more on the General Health

Questionnaire, no significance can be attached to the last
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finding, paricularly since no association was found with
any of the other outcome measures. It is not possible to do
more than speculate as +to the the meaning of the
relationship found between stress and number of coping
methods. It may be that one is observing here a trial and
error effect, as people search for the most effective
coping mechanism for them. If this were so one might also
expect to find a negative correlation with age and / or
experience, as people go through the process of identifying
the strategies that they Ffind most successful for them.
However, no correlation was found with either age or
experience. Alternatively.,the results could be understood
to suggest that individuals using one or two preferred
coping strategies have an advantage over those who use
several, as was suggested by the research of Steiner
(1970). However, GSteiner categorised coping strategies
differently from the straight count used here, and measured
stress using galvanic skin response in laboratory
situations of interpersonal disagreement, a somewhat
different research design from the present one. Had the
coping behaviours counted here been categorised
differently, it 1s possibie that different results would
have obtained. However, gathered and used as they were in
this study, no association was found between number of
coping strategies used and 1long — term outcome. It may be
that for individuals who experience higher levels of
stress, or perhaps generally as levels of stress increase,
there is an advantage in using a broader range of coping
strrategies. For the respondents in this study at any rate,
the evidence strongly affirms that they were a coping and
competent group of nurses. As stress events increased, so
did the number of coping mechanisms used, and For this
group of subliects the strategies used, whether few or

several, were largely effective.

One of the aquestions posed in this study has been
whether open expression of feeling 1is either helpful or

perhaps a disadvantage? Is an “open’ ethos more or less



beneficial? This study was dealing with reported stress.
What these results show is that staff who acknowledged
feeling upset were also more likely to report upset or
stress in connection with duties related to death and
dying, as measured by the Death Situations and Death -~
Related Nuwrsing Task scales. It also demonstrated that

they were not significantly more or less anxious about

[

eath than staff who used denial or avoidance. In other
words, those who reported more stress did =zo because they
were in touch with their own feelings of stress. Those who
did not report stress did not because they were not in

touch with it, and so could not report it.

One of the dilemmas of any research into stress concerns
the interpretation of the apparent absence of stress, and
its overlap with repression and denial. However, since no
significant differences were found on any of the outcome
MEASUI 2S5, this would suggest that the respondents in this
study, whatever method they chose for managing stress, were
successful in mediating its consequences. In this study,
the assumpiions made about the wvalue of externalising the
expraession of feelings have not been substantiated but nor
have they been shown to be fallacious. Rather, the results
suggest that gresater recognition should be given to the
value and place of denial as a coping response. Support is
lent to this view by recent research findings,., reported in
The Times {(Jan. 1l&th. 1989}, which suggest that persons
infected with the AIDS virus and who tend to deny to some
extent the seriousness of their situation by  thinking

positively may live laonger.

However, in diwviding the sample according to the use
respondents made of denial or avoidance without regard to
actual exposures to patient death, like was not being
compared with like. It was not possiblie, because of the
small numbers involved, to compare the stress scores of the

"reaction” and “"no reaction" groups in each hospital. It
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may well be that when exposure to death is high, as was the
case in Hospital 1, that a "no reaction” or "avoidance"
response would have more serious consequences for staff,
and as has been pointed out, this staff group was both
seliected and self - selecting. This argument of course
makes the implicit assumption that respondents who deny
feeling upset are wusing denial as a way of coping with
feelings of upset or stress that were nevertheless present
but beyond the conscious experience of the respondent.
Since more specialist instruments which purport to tap
unconscious anxieties were not used, it was impossible to
know to what extent this was so for these subijects.
However, Pollack (1979/80) reported that Templer found a
significant but small correlation between the Death Anxiety
Scale and galvanic skin response to death related words,
one measure used to tap unverbalized death anxiety at a
level below conscious awareness. It may well be that
subjects who said they were not upset or stressed by
patient death in fact were not; or that whatever the degree
of their anxiety, conscious and unconscious, at the level
of patient death to which they were exposed, these subiects

were coping.

Recent Life Events (RLE)

Undesirable and exit events only were recorded and scored
using the weightings assigned by English subijects in the
cross — cultural comparison study by Paykel et al (1975).
Ferhaps suwrprisingly, no significant correlations were
found between recent life events and either the General
Health Guestionnaire scores or illness reports. However,
other parts of the study show the respondents to be a well
~ supported group, who were less vulnerable on a number of
tfactors which may be important in determining the outcome
of trauma associated with life events. A significant
positive correlation was found between RLE scores and
number of coping methods used. This finding is in line with

the positive correlation found between reports of stress in



the nursing task and number of coping responses used,
suggesting that degree of stress influences the range of
coping responses used, and that the effect of learning from

previous experience of stress is less significant.

Religious Belief, Church Attendance and Stress

A strong association was found between the holding of =2
reiigiocus belief and reports of feeling upset when a
patient died. However, with respect to Death Anxiety Scale
scores, church attendance, whether weekly or less
frrequently, appeared to be the crucial variable, rather
than religious bDelief per se, non - church attenders
scoring significantly higher on this variable. Although the
difference between group means was not significant,
respondents who wers uncertain about their beliets tended
to have a higher Death Anxiety Scale score. These findings
largely accord with those of Hinton (19477, who found among
dying patients that those who had a strong religiocus faith
and attended chwrech frequently were most free of anxiety.
Those who stated frankly that they had no religious +aith
were the next most confident group, whilst those who
professed a faith without practical observance, the "tepid
believers”, were found to be significantly more anxious

than either of the other two groups.

The concept of support has been described by Caplan (197&)
s comprising a variety of elements, inciuding emotional,
ractical and tangible / material support. Cobb (1974}
identi+i1ied aspects of support  that he iabelled as
emotional, esteem and networik support, the latter implying
a network of communication and mutual obligation, which may
be regarded as related to belonging. In  the context of the
work setting, Payne (1980 also identified Fformal and
informal support, suggesting that the former is usually
only feasible in large organizations and depends on rules,
regulations and specialists. Informal support, by contrast

he regarded as more feasible in smaller organizations where



size facilitates interaction and caring, whilst Burke et al
(1976) suggested informal helping would be both more valued
and more prevalent in an organization which valued

participation.

The nature of the support on which this study focused was
primarily emotional support.and its availability at work
and outside. That other aspects of support, such as the the
availability of proper and sufficient equipment +For the
task, and adequate staffing levels are important 1s not
denied. Indeed, as a number ot staff pointed out, it is the
shortage of provision of practical and tangible supports
such as  these that can transform a tolerable degree of
stress into the intolerable. However, whilst their
importance iz noted, these aspects of support have not been

the obiect of enquiry in this study.

Formal and Informal Supports

Both hospitals were part of a sufficiently large
organisation for formal supports to be available, with
varying proximity to the staff concerned. In particular,
bevond the level of the ward these were seen to include the
senior nursing officer, the occcupational health sister, and
the nursing officer.0f the three, among day statf, the
nursing officer was seen as the person most likely to be
approached. She was also the one most likely regularly to
be seen around on the wards by staff, and to know the statf
by rname. Among night  statf, the night sister filled a
similar role, while more senior staff were more distanced.
Additional formal support was available through group

mestings for some statf in both hospitals.

The organization into wards, with a stable and identitiable
staft+ group., also facilitated the provision of both formal
and informal support at ward level, at least +for day staff.
Among day staff, the ward sister was universally seen as
someone to whom staff would be able to go for support.

Approaching sister, however, was generally seen as more
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formal than talking things over with another nurse on the
ward. Whether a nurse would use one, both or neither of
these sources of potential support, however, seemed to be
partly a matter of individual preference and partly also a
function of the relationships staff formed at work. Whilst
some made it clear they would be unlikely to turn to
zomeone at work for support if they felt really upset about
something concerning their professional lives, others said
they would choose someone whom they felt close to. Still
others preferred to sort out feelings related to the 3ob at
work, not seeing it as the responsibility of their family.
Aamong the deciding factors guoted as influencing these
subiects choice of person to approach, understanding,
trust and confidentiality were the most often cited.

Availability was also imporitant.

The Waork -~ Home Boundary

Although the results failed to reach the level of
statistical significance, there wWwas a consistent trend
toward higher stress reports by respondents who said they
would {(or probably would) fesl able to discuss home worries
at work, and for those who said they would discuss work
worries at home. The reverse trend was found for the stress

outcome variables H the General Health fuestionnaire and

nd

the number of days iliness reported over one,thres  an

twelve months, suggesting that as a way of coping, this
tended to be effective. However, the only result that was
statistically significant was For the number of davys
illness reporited over threze months, with subljects who would
not  discuss home worries at work reporting significantly

mores days illiness.

Additionally,., whether categorised by the coping method used
or in relation to the home ~— work boundary as discussed
here in relation to home and work worries, statf who sought

suppoart at work reported higher levels of stress than other
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staff. However, no significant differences were found in
the outcome variables. Again, it must be concluded that
staff who were aware of stress took action to deal with it

effectively.

Staff who reported that generally they found it easy to
switch off from work once they had finished also had
significantly lower General Heaith Guestionnaire SCcores,
but significantly more days illness over one and three
months than staff who found it less easy or difficult to
switch off. No differences were found in the reports of
Death Anxiety, nor on the Death Situation and Nursing Task
scales. Respondents who said they would feel able to
discuss worries in both directions across the boundary
between home and work tended to report higher stress scores
but lower stress outcome scores, suggesting that they coped
effectively with the stress experienced. Very few
respondents maintained a boundary between home and work
that was impermeable in both directions. These findings
would suggest that as stress increased, subjects possibly
sought more ways of coping, and that they managed to do so

eftectively.

Support Networks

To a greater or lesser degree, these staf+f belonged to two
networks - a professional network, and their kin and
friendship network. Finlayson (1976) noted that while the
wives in her study would accept practicai help from a
variety of socurces, thevy, too, were more selective when
choosing someone in whom to confide. In  the present study
no direct attempt was made to measure the extent of network
support available to subjects. The focus, rather, was on
the availability of a confidante, as was shown to be

significant in the research of Brown and Harris (1978).

The usefulness or otherwise of a confiding relationship
seems likely to depend to some extent on how it is used and

the understanding upon which it is based. While the
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relationship may be based on an expectation of reciprocity,
it is in other respects unconditional. It provides at one
and the same time a ready and sympathetic "listening ear",
which facilitates the ventilation of feelings, whilst
counteracting what might in other circumstances be a sense
of isolation. It may or may not provide an opportunity to
retlect upon events from a different perspective, depending
on the experience and sensitivity of the confidante. Used
less positively, however, it is possible that a confiding
reiationship may fuel a sense of injustice, anger or upset,
leading to an escalation rather than a relaxation of

feelings, which may be less helpful.

This study did not explore how a confiding relationship was
used, mersly 1ts avallability. No association was found
between the stress wvariables and the availability and
frequency of contact with =ither a confidante, or with
family suppori. This should not be surprising. perhaps.
Brown and Harris identified having a Jdob, whether +full or
part — time, outside the home as a protective factor in the
presence of an sxisting vulnerability. All  these subiects
by definition feil into this category. Brown and Harris
identiftied three major wvuinerability factors : absence of a
contiding relationshipsloss of mother before the age of 11
{not recorded 1n this study’; and the presence of three or
more childrern under fowteen at home. Only three
respondents in this study had either 1little or no support
from either ciose friend or family:; and only three
subijects, all night staff, had three o more children who
were aged 14 or under at home. 0+ these, two had Four
children under 1C, both were part — time and one scored 23
on the General Health Guestionnaire. The failure to find
any correlation between stress and the vuinerability
tactors in this study may be because the number of subiects
whno were vulnerable on these factors was small. Nor was 1t
possible to test whether working full — time or part — time
with voung children was actually protective, because

relatively few respondents had children of that age. These



subjects were, then, very different from those interviewed
in the Brown and Harris study. Nevertheless, the use made
of coping behaviours with a social support element,
particularly as stress increased, indicates that support

systems were equally important for this group too.

Support From Senior Staff

#4131 but two staff were able to identify someone in their
hierarchy whose Jjob it was to be available 1in a support
role. OFf these, 56 staff said they would feel able to talk
to the person(s) identified. However, significantly fewer
night staff came into this category. In this respect the
two hospitals were more alike thanm not, with both night
staff groups feeling less supported than their day time
collieagues. Neither group had a night sister who was
immediately available to them on the ward, since in both
hospitals the role of night sister was peripatetic in
nature. If support was required, therefore, the onus was on
the nurse to decide between sending for the night sister,
or waiting until she came. While a night nurse would be
inclined to asik for support in relation to patient care, 1t
seems less likely that she would take this step if she were
feeling upset and needing support for herself. Rather, it
seems more likely that the extent to which senior staff,
whether sisters or nursing officers, are regarded as
pffering /7 or used to provide this latter kind of support
may be directly related to the time they are available on

the ward.

Only four respondents said they would talk to senior staf+f
{(higher than sister) if upset foliowing the death of a
patient. Whilst the reason Ffor this is unclear, it is
possible that talking to the ward sister, who 1is more
readily available, at least to day staff, may be seen as
less formal, and hence perhaps more acceptable, than going
to the nursing officer, which might involve the greater
formality of leaving the ward, knocking on doors and

perhbaps making an appointment.



The relative emphasis on social / emotional support,
however, is not to deny the relevance of esteem 1in the
sense of professional esteem /7 worth in the eyes of one’s
colleagues. Respondents wers asked if they felt appreciated
by their work colleagues. In both hospitals, night staf+f
were significantly less likely than day staff to say they
felt appreciated. Being appreciated by their day staff
colleagues seemed to be as equally important as  being
appreciated by other night staff. Overall, staff from all
groups thought it was important to be appreciated by their
colleagues. Although no significant differences were found
in the stress scores of staff who felt unappreciated,
strong feelings emerged about this aspect of staff support.
Aamong the 14 staff who felt unappreciated, Five said they

elt appreciated by patients, and in both groups staff drew

~h

& distinction between appreciation by patients and by
colleaques. Respondents seemed to be equally divided
between saying it was i1mportant to feel appreciated and
thinking that i1t should not be important, even though it

WAS.

It is difficult to explain with any certainty why 1t was

fa
T

at the need +or appreciation should have been so
important. At one level,of course, it signifies recognition
by one’s professional peers and superiors of one’s place in
the team., and of one’s professional competence and
pxpertise. A second possibility, however, relates to the
strong ethos that swrounds death, which traditionally in
both medical and nursing training is seen as a failure. The
hospice model espouses a positive attitude to death.
Nevertheless, all staff have trained within the orbit of
traditional medical and nursing attitudes and methods.
Though they may have {found them to some extent
unsatisfactory, it is possible that they continue to
»perience a residual sense of failure when a patient dies,

which may not normally become articulated. In this



circumstance, it would be important to hear from others
that vyou were doing a good job. It might also be expected
that staff who had received additional specialised training
in the care of the dying would see appreciation as being
less i1mportant than untrained staff. In this study, staf+
were asked whether they felt appreciated, but a number also
commented on its importance. 0Ff those who did, there was no
evidence to suggest that it was not equally important to
trained as to untrained staff. This would seem to suggest
that underlying professional attitudes to death are not
greatly changed by the post - qualification ENB training
course. If the suppositicn is correct, that there remains a
residual sense of failure when a patient dies, +for both
trained and untrained staff, it will be crucial that
management maintain a method of both monitoring and

enhancing staff esteem.

Frovision and Use of Support bBroups

A number of American studies have demonstrated positive
benefits to staff and organisation resulting Ffrom the
provision of staff support groups. Epting (1981) found that
the use by staff of paid recovery days declined following
the introduction of weekly staf+ support groups; and Weiner
and Caldwell (1981} found a reduction in staff turnover.
However, there appears to be a dearth of British studies in
this area, particularly those which use obljective measures
of assesssment. When this study was in the design stage,
Hospital 1 had regular weekly staff meetings which were
attended on a voluntary basis by any of the medical,
nuwsing and ancillary staff. These were led by someone
outside the unit with a psychotherapeutic background. It
was thought unlikely that meetings on this basis would be
availablie 1in most other hospitals, and the original
intention was to compare a staff group where such meetings

were avaiiable with one where they were not.
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However, Hospital 2 had recently instigated meetings, run
by the nursing officer, for staff of each grade on the
continuing — care side,whilst on the acute assessment side
only staff nurses and sisters had their own separate
meetings. By the time the interviews took place. the
meetings in Hospital 1 had become less regular, the
*ternal leader no longer attended, and the use to which
they should be put was in the process of debate, not then

resslved.

Contrary to expectation, neither attendance at these
mestings, nor the way in which staff felt able to use them,
appeared to be related to the stress variables. However, in
the light of the developments described above, the final
research design did not make it possible to test in  a
properly controlied way, Lthe affectiveness or otherwise of
zupport groups S meetings in providing a medium for the
management of stress. This Ffinding should therefore be
treated with caution. The ressarch nevertheless highlighted
a number of issues which it may be relevant to consider

when contemplating their provision.

ile there is substantial support in the literature for

-

h
the use of groups as a source of statf support {(Hartl.
o

s

t
7F3 Vachon, i978; WVachon et al 19783 Weiner % Caldwell,

198173, in this study sta¥f+t 1in both hospitals were
reluctant to use the meetings to discuss other than patient
or practical matters. They often said they felt exposed i
they spoke out in the group, and there was a tendency to
stay with what wmight be regarded as safe, or non -
naersonal, issues. Many of the examples of use of groups in
the literatwre come Ffrom American studies, and it is
possible  that this finding reflects in part a cultural
dif+erence. GOf ten papers reviewed in the literature search
which discussed the use of groups as a means of coping with
nurse stress, only one was Hritish. Most made reference to
the use of a specialist with a mental health orientation

to convene and run them. This person was most usually an
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outsider, though Vachon (1978) refers to the use of a
specially trained team member. At the time of the study
none of the groups was led by such a person. This, together
with the lack of reguliarity, and the newness of the groups
in Hospital 2, may also account for the reluctance to use
the groups as compared to the reported usefulness of groups

in other papers.

Comments made about use of groups suggest a number of
concerns which need to be consciously addressed in setting
up a support group. In professions such as medicine,
nursing and social work where traditionally carers are
expected to be strong, and a show of feelings may be
assaciated with weakness, this part of the group contract
needs to be openly and explicitly redefined. It may
nevertheless remain difficult +or senior members of staff
to be more open about their feelings in front of Jjunior
staff; Junior staff may feel over - awed and exposed in
front of senior staff; while to provide a group for Jjunior
stat+f only may seem to imply that only they have a need +for

support, leaving the needs of other stat+ unmet.

I+ a group convener / facilitator is used +from outside the
nursing or medical hierarchy, that person®s role and
responsibillity must be carefully and clearly negotiated and
accepted by those who do not attend as well as those who
do. The question of group confidentiality,the areas in
which 1t can and cannot reach decisions, and what and how
matters should be fed back into the hierarchy for action,
will &ll need to be considered and agreed., by the group and

those outside it.

How the group is used may well be affected both by who is
or 1s not inciuded and by the frequency of meetings. The
less +requently a group meets, the longer 1t will take to
build up the trust necessary for staff to share matters of
importance. Since nurses work on a shift system, this will

also be compounded by the changing group membership from



one meeting to the next, unless staftf are expected to give
a commitment to attend reguliarly regardless of their shi+ft,
or will be given time off in liesu for attending when they
are off - duty. Staff From Hospitai =2 xpressed
reservations about talking in  their groups +or three

&
primary reasons : fear of exposing themselves: not knowing

[ ]

y

he octher group members very well; and dislioyalty to their
wh ward. A majority thought that a meeting for all grades

a

he preferable, and some

Jond
a.

of statf on the ward wou
indicated that this already happened informally during
hand-over. In Hospital 1, while many of the staff who
attended the group regretted its irregularity, there was

o some Teeiing  that it should be used maore for

W

al
dizcussing patisnts and for teaching purposes.

i}

It was clesar that in neither hospital were the groups

le sesen by statf as the +irst sowce of support, and
2 not seen in that way at all. It seemed

ies  about the use of groups in =S0OME  Way
t

= From seeing them as a resource. That

302



CHAPTER 13

CONCLUSIONS AND RECOMMENDATIONS

Summary of Findings

In the madjority of the literature about hospice care, a
general and recuwring assumption is made, that this is a
highly stressful area of nursing., due to the nature of the
nursing task, the way in which it is expected to be carried
out, and the nigh number of patient deaths to which staff
are exposed. However, hospices are most usually established
with these aspects of the care task in mind, and a number
of steps to alleviate stress had been incorporated into the
system in the course of establishing and managing Hospital

1.

This study set out, primarily, to examine whether the
experienceg of stress 1in relation to patient death was
indeed high, as suggested by the literature, and also
whether the methods introduced to mediate the possible

effects of stress were successful.

l.Experience of Stress

The most significant finding in this research was that day
staff in Hospital 1 were the least stressed group. Night
staff in Hospital 1 reported considerably more stress than
day sta+tt, and in this they were more like respondents
from Hospital 2. No significant differences were found in
the amount of death anxiety experienced by the subliects in
any of the groups. although there was a tendency for day
stat+ in Hospital 1 to report less. The findings suggest
that the factors incorporated intoc the nursing structure in
Hospital 1 to mediate the efftects of exposure to a high
number of patient deaths were successful for day staff
onlv. Since the appointment policy and the staff
characteristics were the same / similar Ffor both day and
night staff groups. the explanation has to be found

el sewhere.
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The second finding was that, overall, the continuing care
ward staff reported significantly greater stress and upset
in situations relating to the care of dying patients than
did any other group. The number of deaths per month on the
continuing care wards was considerably lower than either

those of the acute wards or Hospital 1.

2.Experience of Support

The respondents in this sample in all groups were generally
well supported by peers and Family, and no significant
correlations were found in relatiom to the stress measuwres.
However, significantly more night staff than day staff from
both Hospitals reported feeling less appreciated at work
and were less able to identify someone in their hierarchy
to whom they would be able to go for support than their day

colleagues.

I.5tress in the MNuwsing Task

All groups reported that caring Ffor the emotional needs of
their patients, and caring for dying patients generally
were among the most stressful parts of their Jdob. This was
true for both Hospitals, though day staff in Hospital 1

—
{

ted death - related nursing tasks as significantly less

El
tressful than did other groups, and put these tasks second

t

to meseting the emotional needs of patients. A high
oroportion of staf+f From both hospitals commented
spontanecusly on the importance of feeling appreciated.
This was examined in greaater depth for Hospital 1 staff.

The esxpected differences between staff who had received

aining for their Job and those who had

4,.5tress Management

Statf who reported higher levels of stress in the nursing
task were more likely to twn to others Ffor support,
talking to family,friends and collesagues, and reporting the
use of tears, than to use methods which were possibly of a

more solitary or reflective nature, such as prayer or



introspection. They were also more likely to report using
more rather than fewer ways of responding to the experience
of stress or upset following the death of a patient. This
did not appear to be the result of a trial and error
effect, and no correlation was found with either age or
experience. It seemed that as stress increased, so did the

need to use more rather than fewer coping responses.

S.0utcome of Stress Management

The respondents in this study were by and large a competent
and coping group who predominantly acknowledged their
feelings. However, regardless of whether the chosen coping
method was acknowledgement or repression and denial, and
whatever the number of coping responses used, these
subjects were successful in ameliorating the longer — term

consequences of stress.

Implications

As has been discussed, the respondents from Hospital 1 and
Hospital 2 were more alike than not on a number of
characteristics. Where differences were found, it was
thought these would be more 1likely to operate in the
direction of mediating the experience of stress for
Hospital 1 staff, the group which experienced the highest
number of deaths. The primary difference between Hospital 1
and Hospital 2 staff was 1in relation to the nature of the

nursing task and the philosophy behind it.

That the day staff in Hospital 1 should be found to be so
clearly reporting less stress than Hospital 2 staff in
splite of the high number of deaths indicates that the
policies and supports already built into the system were
indeed effective, and this must be an encouragement to all

concerned.

However, the same cannot be said for night staf+f. As a
group they were subject to the same careful selection

procedures and induction process. In regard to sta+ff



characteristics at the time of the study, the only way in
which they differed noticeably from day statf was in the
number who had attended the post - qualifying course on the
care of the dying and beresaved. Although many staff from
all groups said talking to patients and relatives was an
arga in which they would welcome mare training, in view of
the finding of higher levels of stress in the night sta++f
group, they should perhaps be given priority over day staff
where this is seen as an essential part of the nurse’s

rolie.

A comparison of the night staff groups showed that as a
whole they felt significantly less appreciated, and less
well - supported by their hierarchy than did their day time
colieagues. The night staff in Hospital 2, however,
presented as the least stressed group. It may well be that
the sense of being unappreciated and poorly supported is
not significant if the level of stress 1is low. An
examination of the amount of support available to the night

riends / confidante and family

-+

staf+f groups Ffrom close

5

showed that they did not differ in this respect from their
day time collsagues. Therefore, in a ward where there are
factors suggesting high levels of stress, the appreciation
and supporit of work colleaguss and bierarchy become the
crucial variables. The night staff 1 Hospital 1 did not

have easy access to the broad range of support benefiting

day staff. The elements of this included the ready
availability of a wider range of professionals Ffrom the
nursing hierarchy and ather disciplines upon  whose

specialist skills day nwsing staff could draw to help
support patients and families; the provision, albeit
sporadic  at that time, of a staff support group: and their
own Nursing  sister  and nursing officer with whom they had
regular, daily contact. Frequently the ward sisters could
be observed to be invelwed in providing direct patient care
during the day, which seemed to be an important factor in
making them seem more approachable by staff for their own

needs. Therz was, therefore, among night staff, a sense of

206



not quite belonging, and also the feeling that there was

something good that as a consequence they missed out on.

Statf who had attended the relevant post-gqualifying
training on the care of dying patients were found equally
with staff who had not attended such a course to consider
it important to feel appreciated by colleagues in their
work. The suggestion was advanced that this reflected a
residual but unarticulated sense of failure when patients
died. I+ so, this would suggest that the existing courses,
whnile effectively addressing the practical skills needed,
are less successful 1in accomplishing more fundamental

changes in attitude.

The second important finding to emerge from this study was
that ot higher stress reports in  the management of patient
death from the statf on the continuing care wards, which
had by far the lowest number of monthly deaths, in
comparison to the staff on the acute assessment wards.
While staff on the acute wards tended to be younger, there
were no other significant differences in the
characteristics af these two staff groups, and the
difference would again seem to be related more to the
nature of the nursing task, in this case the provision of

long —~ term care, substituting for home and family care.

Recommendations
These respondents as a group identified the follawing types
of death which nurses might be reqguired to manage as
potentially the most stressful :
Death of a child;
Death of a patient with young children;
Death of patient of similar age to subiect;
Death of a distressed patient;

Death of a patient nursed for a long time.

While not all these situations applied to the nurses in
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this sample, they may nevertheless be suggestive of the
nursing specialties in which staff may be particularly
vulnerable. In addition, nurses rated "death of relative"
as the most stressful situation of all. Though one would
not expect a member of staff to nurse a relative in a
professional capacity, there may well be high expectations
and demands from the family on a nurse at such a time.
Together with the high rating given to "death of patient of
similar age to selif", this suggests that there may be times
when 11ndividual nurses are more at risk. The provision of
good supporit at work, where stress is high, has been shown
to be a crucial Factor in this study. Although not all
respondents said they would talk about home worries at
WOor i, this is nevertheless one area where communication
across the home — work boundary is most important. Among
the few respondents who had experienced a personal loss,
where there had been lack of support and understanding at
wor e, they had been left feeling quite bitter. The

hallenge to management iz not only to be aware but to

A

respond in 8 way that values both their nwsing skilis and

N

thelr coping abilities. Often this will reqguire no more
than a verbal recognition. However, there may be accasions
en 1t will be helpful to move staff to a less stressful

arsa of work, if this can 2 achieved without diminishing

b
their informal support systems and professional esteem.

Returning to the night staff group in Hospital 1, while it
may nat be very gractical to institute formal  support
giroups, there are a number of measuwres which could be
instigated to strengthen their support systems, ameliorate
the effects of stress and resduce the sense of isolation
reported by these staff. Ferhaps the most dramatic zstep
would be to do away with a separate group of night staff
altogether, and implement a rotating shift system, at least
for  an xperimental period. Failing this, there remain a
number of alternatives. The first would be to appoint as a

matter of routine, a night sister to have responsibility



for this group of staff, so that there is a clearly
identifiable person toward whom they can turn for support.
It would seem to the researcher, in view of the stressful
nature of the work, important that this person should also
have some links built in to her peer / senior day staff
colleagues so that her own support needs are recognised and

do not go unmet.

A greater sense of belonging might be fostered by moving
night staff onto day shift, and vice versa, Ffor short
periods at reqgular, perhaps six — monthly or vyearly,
intervais. In addition, it might become a recognised part
of the duties of senior staff, and those from other
disciplines, to take regular turns in working into the
early part of the night shift, so that they become known
and hence available to night staff. An arrangement could he
agreed whereby this was a recognised part of the workload,
with altered hours of work for the davy(s) in question.
Where this had happened informally, night staff were very
appreciative, and saw this as recogition of their
importance to the team. The fact that the researcher was

seeking their views was similarly valued.

The role of groups in supporting staff is more problematic.
They were not seen by these staff as an important source of
support, which they felt able to use freely. However, this
may in part reflect the fact that in Hospital 2 the groups
had been set up only recently, whilst in Hospital 1 their
history had been srratic. In spite of this., some members of
staff spoke of missing their regularity,. and it may be that
1+ some of the problem areas identified in Chapter 12 could
be resclved, staff would begin to lose some of their
reserve about using these groups. In high — stress areas,
however , it would seem desirable to have an outside

convener for the groups, rather than for this task to fall

without support on a member of the care team.



Finally, support to the night nursing team as well as to
families outside of the 2 - 5 working day could be made
available by bringing into operation an "on - call® system
whereby the social worker would come in to support families
at or around the time of death where such a need was
identified. In this way skilled social work support to
complement the skills of the nurse would be available at a
crucial and perhaps formative stage in the process of loss
and grieving. This is not in itself a new idea. 6Gill
Lonsdale (197%), in a report on help offered to parents of
handicapped children, described how she worked in this way
for a twelve — month period. I+ this is recognised as an
important part of the service in supporting families, it
should be possible to make provision in the working week
for time off in lieu, so that this does not become a source

of stress for the social worker.

Indications for Further Research

The research reported here is the first comparative study

of stress in hospice nursing staff in  this country. The
finding that the stress af patient death can be
successfully mediated 1s important, but nevertheless

requires corroboration  from Ffurther studies. In addition,
one of the features of “hospice” care is the heterogeneity

of its provision, which besides free — standing buildings,

-

ncludes hospital support and home care  teams, run within

Ly
Q

the National Health Service and the voluntary ssctor.

or

t

n

wther research nesds to be undertaken to identify the

11}

sperience of stress and its management for these teams,
whose characteristics may be very different from those of

the unit descripbed here.

[}

The literature arch nighlighted an absence of information

W
1]

about the experience of stress among night nursing staff.
While none of these staff worked the kinds of mixed shifts
that have been identified in occupational research as
highly stressful, ilittle is known about the stress for

night nursing staff, who in  this group felt significantly
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less appreciated and supported than day staff. While in
certain situations the relative isolation and different
pace of night nursing may be welcome, there may be times

when these, and other factors may be less than helpful.

Finally, this study also highlights the apparent absence of
research or knowledge about the experience of stress and
support needs of staff who work with elderly patients.
Certainly, as the numbers of the elderly in the population
increase, and the time they spend in some form of
institutional care likewise lengthens, it will become
increasingly important to understand more about the

stresses and rewards of this area of nursing care.
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APPENDIX 1

INTRODUCTORY LETTER

Dear ......

Care of the Dying - Staff Stress and Support
I am carrying out some research into stress in nursing and
ways of dealing with it,duwring the course of which I shall
be talking to nurses in a number of different types of
unit. I am registered at Southampton University and the

research will contribute to a higher degree.

has kindly given permission for me to contact
members of staff to invite them to be interviewed,and for
the interviews to take place during working hours,provided
this can be arranged at a time convenient to the needs of

the wards.

The sample has been drawn at random from the staff list for
the Unit and vour name has come up in the sample.I would be
very grateful for the opportunity of +talking to vyou about
your nursing experiences and vour views,which will be very
valuable. Naturally, vyour participation is voluntary,and if
you decide to take part,yvour information will be treated in

contidence.

I will contact vyou by phone on the ward,during the next few
days and will be pleased to answer any gquestions you may
have.If you are prepared for me to interview vyou,we can

make arrangements at that time.

=

can be contacted dwring the day at s

telesphone . internal z2itension or most

evenings,Fridays and weekends on .

I look farward to meeting you.

Yours sincerely,



APPENDIX 2

GUESTIONNAIRE
PROFESSIONAL DATA
l1.Date of Birth
2.8ualifications : Year Obtained
Educational Nursing

Z.Number of years Nursing Experience

4.iength of Time in Present Job

S.Full or Part-time

6b.What Factors attracted vyou to vyour present job?

Was present Job chaosen?

7.Did you have a period of induction when you started?

8.1+ no, would this have been welcomed?

In what areas?

F.With euperience,is this a branch of nursing that vyou

eniay? Does it live up to vour expechtations?

MANMAGEMENT OF THE DYING

One of the consequences of becoming a nurse is that there
will be times when vyou have to look aftter dying patients.
Would vyou mind if we talked a little bit about vyour

experience of this aspect of nursing care?

10.How many patients have you nursed who have died :
a).Within the last 2 weeks?

b).Within the last 4 weeks?

A
[y
8



11.Does your role change in any way when a patient is

thought to be dying? How?

12.1s there any policy about what dying patients are told

on your ward?

1Z2.In your exuperience, are patients who are going to die
aware of this, even though they may not have been told?

How do you know?

Most Some NMone D/

i4.Do you find patients ever want to talk about it?

What concerns them most?
Yeg Mo Sometimes D/K

15.What about other patients - are they usually aware when

someone 15 dying? What concerns them most?
Yes No Sometimes DK
i4.Do they ever want to talk about it? What concerns them

Yes No Sometimnes D/K

iy’

bt
]

s

vour experience, is 1t easier or more difficult to

nurse someone who is dying, or is there no difference?

1B.What i+ the patient knows he is dying?

19.Whatever your own views, when a patient dies who has the

same religious views as your own, how do you feel?

Prompt =

Is it Easier to accept More upsetting
No different Don™t think about it this way
D/K Other



20.Do you find that you sometimes get more INVOLVED with
some patients, or do you always form a normal PROFESSIONAL

relationship with all your patients?

21.Do vyou think the kind of relationship you have with a

patient affects how you feel when a patient dies?

22.Do you ever feel upset when a patient dies?

Explore circumstances.

2Z.In what ways are you affected by the death of a patient
which occurs when vyou are not on duty? O are vou not

affected?

24.If VYES to .22, What do you do when vyou are feeling
upset by a patient’s death? Perhaps it would help to think
back to the last time you felt like this — what did you do

then?
25.Does it affect vow work?
Z6.Does it affect how yvou feel about vour work?

27.Are there ever times when you feel you have had enough,

when it really gets you down?

28.70 what extent do vou think vyour needs as a carer should

be recognised, or do you think vyou should be expected to

get on with the Joh?

29.In vyour experience of nursing dying patients, what do

vou think has helped you most? Least?

30.Are there any changes vyou would like to see made in the
way this aspect of nursing care is managed in yvour branch

of nursing?

ng



31.In retrospect, do you think your own training in the
care of the dying was adequate, or do you think there were

gaps?

PART 11 - SUFPPORT

I would like to move on now to talk about the kind of
support you may or may not have available, and how relevant

this is to your Job.
32.1F vyou are feeling bad about something, or you have a
problem, is there anvone whose Jjob it is to be available to

talk things over with at work?

33.I1f NO, do vou think it would be heipful to have someone

like that available?
34.If YES, Would you ever use this person in this way?

35.1F NO, why not?

36.1f YES, what sort of problems would vyou feel able to

approach this person with?

Frompt - Personal Fatient

Family Colleague

37.00 you attend any meetings at work?

38.1If vyou were worried or upset about something at work,

would you talk about it at any of these 7/ this meeting/s?

I, I+ NO, why not?

40.Do you think it would be helpful +to have regular

meetings on the ward where staff could discuss problems 7
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41.1Is there anyone else at work with whom you might talk

things over if you had a worry / problem? Specify :

42.1Ff vyes, what particular qualities does this person

possess?

4Z.0verall, is yours a good ward to work on?

44.If YES, what makes it good?

45.1+f NO, why is it not good.what would improve it?

46.Do you think you get good support on your ward, or could

it be improved? E.g. 7
47.Do you feel appreciated at work?
Yes No FPatients Staff
48.1f you had any worries/problems at home, would you talk
them over with anybody at work? Is there anyone you would

confide in?

47.1Ff you have any worries/problems at work, would you talk
them over with anyone outside work — family 7 Friends?

Specify :

S0.Would you mind if I asked you a few gquestions about your

home and social life - away from work?

3i.Are you married? Married Single
Widowed Divorced
Separated Cohabiting
Other

S2.Do you have children? At home Away

Number Married



53.How old are they?

S54.1s there anyone else who is dependent on you or toward
whom you have responsibilities?

Specify frequency of contact :

S4.0ao you see any of the staftf yvou work with socially?

33.Do you have any specially close friends or people vyou

might confide in? Specify frequency of contact :

36.What about within your family — do you have anyone there
you would confide in or turn to for support? Who?

Specity frequency of contact :

37.0o your family mind you working?

S38.Does your Job infringe on your home life in any way?

37.7T0 what extent are you able to switch off from work when

you go home?

Easy Takes Time Mot Able To

Would vyou mind if I asited you a few guestions about events
that may or may not have happened in your own life in the
last 12 months -~ that is things not directly concerned with

wWor k7

& Hazs anyone in your family been sericously i1l in the last
12 months - yourself, husband, children, parents?

How serious was 1t7?

Was it an emergency? Has anyone been in hospital?
How involved were you?

What changes were involved for you?



61.Has anyone in your immediate family died in the last 12
months? What about close friends?
How involved were you?

what changes were involved for you?

52.Have there been any changes in the composition of your
household in the last 12 months?
Has anvone left home to — work? join the forces?
go to college?
What changes has that meant for you?

Has anyone married - what did you think about that?

6i.Have any significant relationships within vour family
come to an end - for example by divorce or separation?

A broken engagement?

A close friend (someone you feel able to confide any
worries or problems with complete trust) - whom You no

longer see as much / or at all?

64.Have there been any difficulties in any of vour
relationships in the 1last vyear, e.g. tension or more

arguments than usual - with family / boy+friend estc.?

65.Has anyone in the family had a baby / lost a baby

through miscarriage / stillbirth?

66.Have vou moved house in the last 12 months? Why was this
- did it live up to expectations?

Have you made new friends / been able to keep 1in touch with
old ones?

Has it led to changes in how often you see any significant
persons (confidants)?

Has it meant taking out a larger mortgage - 1is  this

difficult or a worry?
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&7.May I ask a few gquestions about vyour financial
circumstances?

Have you had any money worries in the last 12 months?

Have you had to go without things vou need?

How have vou tried to manage the problem — e.g. taking on a
igan: not able to meet on—going commitments, such as rent

or mortgage?

68.Has anyone in yow family been unemployed in the last
year? How long?
How easy will it be to find anything else?

What changes have been involved for vou?
69.Has there been any crisis / emergency i1nvolving vou or
any other member of your family in the last vear {(e.g

accident, burglary)?

70.Have you had any bad news, ftor example about an illness

that has been going on for some time?

71.Has anything particularly disappointing happened over

the last 12 months that you haven®t already mentioned?

72.Have you had to make any important decisions in this

time?

RELIGIOUS RELIEF

7I3.Would you mind if I asked vou & few questions about

religious belief?
Do vou hold any religious belifs?
If YES, to what extent and in what way are these put into

ractice? Specify fregquency :
P

Church attendance Frayer Other



GENERAL HEALTH

74.Have you consulted anyone about your health in the last

& months? If YES, was that for anything in particular?

75.Do you have any special health problems?

7&.How many days illness have you had :
In the last month
In the last I months

In the last vyear

77.D0o you smoke? If YES, how many?

Has this increased recently?

78.00 you drink {(alcohol)?

I+ YES, how regularly? Has this increased recently?
79.Do you normally finish work on time, or are there
occasions when you have too much to do?
I+ YES, how often does this happen?
How do you feel about it? Do you get time off in lieu?
80.0ne way to manage a heavy workload is to establish
priorities between things that must be done and things that
can be safely left. Do you ever have to do this?

Most of the time Sometimes Rarely/Never

Bl.What sort of things get left? How do you feel about it?

BZ.What opportunity do you have to unwind when vou get home
=]} 3 Y =

from work? Explore.

B8iZ.How do vou spend your spare time? Hobbies / interests.

84.1Is there anything you would like to add?

Do you have any comments to make? Thankyou.

“
8]
Yoot



AFPFENDIX 3

TEMPLER®S DEATH ANXIETY SCALE

Flease read the following statements and circle a number to
indicate how strongly you agree or disagree that each

statement is true for you.

Strongly Agree Strongly Disagree

= 2 1 G 1 2 =

1.1 am very much afraid to die.

3

- The thought of death seldom enters my mind.

4

-1t doesn’t make me nervous when people talk about death.

4.1 dread to think about having to have an operation.
3.1 am not at all afraid to die.
6.1 am not particularly afraid of getting cancer.

o

. The thought of death never bothers me.

I am often distressed by the way time flies so rapidly.

%]

Z.1 fear dying a painful death.
10.The subiect of life after death troubles me greatly.

I am really scared of having a heart attack.

as
fus
»

e
rJ

I often think about how short life reaily is.

i

iZ.1 shudder when I hear peopie talking about World War II11.
14.7The sight of a dead body is horrifying to me.

15.1I feel that the futurs holds nothing for me to fear.

The mean scores of =ach of the five groups of nursing statf
in the sample is shown in Table &0, below, columns 1 - 5.
Columns & and 7 give the mean scores for females reported
by MchHMordie for the Templer/McMordie Scale, test and

re—-test, {(McMordie (197%9). The second row shows the



standard deviations for the same groups:

Table &0 : Mean Scores on the Death Anxiety Scales :

1 2 3 4 S b 7
49 .00 57 . 60 54.47 60.00 57 .40 2.20 600357
13,02 12.3%9 16.38 16.21 16.87 12.81 14.72

APPENDIX 4

NURSING SITUATIONS

I would like to know about the kinds of situation in vour
work that you find stressful. You may not find all the
situations listed below are stressful. Imagine a scale
ranging from O - 10: O = no stress; 10 = very great stress.
Flease read each item carefully and decide how stressful it
15 to vyou. If you have not experienced the situation
described, then try to imagine how stressful you might find
1t. If you think the situation described is not very
stressful, assign a low number; it more stressful, then

give it a higher number.

I would also like to know how frequently vyou encounter each
situation in your work - some you may not have to deal with
at all. FPlease put a number in the left-hand column

labelled frequency :-—

O = not at all

1 = rarely (2/2 times a year at most)
2 = sometimes (once or twice a month)
Z = frequently (more than once a week)



Frequency Situation Rating ¢ - 10

l.Having to answer the phone when already
occupied with patient care.
XZ. Informing relatives of the death of a patient
{by phone).
F.biving a bed-bath.
4.Dealing with a breathless patient.
S.Dressing a tumour that has broken through the
skin surface.
&.Dealing with a withdrawn patient.
7.Manual removal of faeces from the bowel.
B.0ffice wori
Z.Dealing with a confused patient.
¥10.Talking with a patient about their fears
about dying.
11.Writing the kKardex.
12.Dealing with an angry patient.
13.Talking with a patient’s relatives.
i4.Communicating with a patient who is unable
to speak.
153.Talking to a doctor about a patient.
¥l4&.5pending time with a patient who is dving.
17.6iving the ward report.
18.Dealing with the admission of a patient.
19.Dealing with a tearful patient.
¥Z0.Being presesnt when a patient dies.
21.Dealing with a vomiting patient.
2Z2.Nursing a patient connected to a machine (or
monitor;}.
23.Dealing with an aggressive patient.
¥24.Laying out a patient (last offices). —
253.Dealing with a patient who can do nothing
for himselt (not dving).
¥26.Talking to bereaved relatives (face to face).

Z27.Catheterizing a patient.

]
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Frequency Situations Rating O - 10

28.Dealing with an anxious patient.

Z29.Responding to the alarm of a monitoring
machine.

Z0.Dealing with a patient complaining of pain.

Fl.Answering a patient’s buzzer alarm.

IZ2.Taking dead body from mortuary and preparing
it for relatives viewing.

ZZ.Dealing with incontinence.

Any other circumstance yvou would like to mention?

Please describe and rate :

Any comments you would like to make :

APPENDIX S

NMURSING TASKS GROUPED BY CATEGORY

Group 1 — Physical Care : Items 3, 4, 21, 22, 25, 33.

bBiving a bed-bath.

Dealing with a breathless patient.

Dealing with a vomiting patient.

Nursing a patient connected to a machine {(or monitor).
Dealing with a patient who can do nothing for himself (not
dying).

Dealing with incontinence.

These tasks have been categorised according to the primary
aspects of the intervention.However it is recognised that

some of them may also contain an emotional-~care component.

o
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Group 2 — Medical care : Items 5, 7, 27.

Dressing a tumour that has broken through the skin surface.
Manual removal of faeces from the bowel.

Catheterizing a patient.

broup I - Emotional care : Items &, 9, 12, 19, 23, 28.
Dealing with a withdrawn patient.

Dealing with a confused patient.

Dealing with a tearful patient.

Dealing with an aggressive patient.

Dealing with an anxious patient.

Group 4 - Communicating with doctors/relatives : Items 13,15,

Talking with a patient’s relatives.

Talking to a doctor about a patient.
Group 5 — Death-Related Care : Items 2,10,16,20,24,26,32.

Informing relatives of death of patient {by phone).

-

alking with a patient about their fears about dving.

1

Spending time with a patient who is dying.
=

(]

ing present when a patient dies.

H

Layving out a patient {(last offices}.

alking to bereaved relatives (face to face).

-

-

~

king v dead body from mortuary and preparing it for

o)
In]
i

ve

1]

viewing.

[y

a
relat

Groug & — Admin/OFfFfice work Items 8,11,17,18.
Office work.

Writing the Karde:.

Giving the ward report.

Dealing with the admission of a patient.

2
M
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Group 7 ~ Miscellaneous : Iltems 1,14,29* ,30,31.

Having to answer phone when already occupied with patient
care.

Communicating with a patient who is unable to speak.
Responding to the alarm of a monitoring machine *

Dealing with a patient complaining of pain.

Answering a patient®s buzzer alarm.

¥Also categorized with Group 5 and excluded from this group

for analysis.

APPENDIX Sa.

MEAN SCORES / RANKINGS : NURSING SITUATION CATEGORIES

Table 61 shows the mean scores for each group of
respondents on the Nursing Situation items, categorised as
above, with NSIT 29 placed in category 5, death-related.
Column & shows the mean ranks accorded by the nurse
subjects in the study by Wilson (1983), but with NSIT 29 in

category 7, miscellaneous.

Table 41 : Mean Scores : Nursing Situation Categories.

NSIT Nurse Group
Category

1 2 = 4 o] Ci*
i 2.14 2.469 Z.2Z 2.83 2.5 7
2 1.83 2.87 .59 Z2.81 .09 &
5 I.52 4,02 4.22 4.35 .86 1
4 232 2.30 a0 2.08 2.07 b
S I.38 4.21 4.48 5.71 4.75 2
& 1.40 1.58 2.52 1.5 2.24 =
7 2.78 3.06 .79 3.92 5.07

* Rank placings only.

0
¥
~



AFFENDIX &

DEATH SITUATIONS

I would 1like to know about the kinds af deatn that are
upsetting. Do you feel egually upset by all deaths, or do
some upset you more than others. FPlease tick the box that
applies to you.

H i Egually upset by all i__ 7 Some more than others

The list below describes a number of different situations.
They are not necessarily listed in order of how upsetting
they might be. Imagine a scale ranging from 0 — 1i0: O = not
at all upsetting; 10 = extremely upsetting. Read each item
carefully and decide how upsetting it would be for vyou. If
you would not find it very upsetting , then assign a low
number; if more upsetting, then give it a higher number. If
you mave  not perienced situations, try and imagine how
upsat  vyou might feel. Flease put a tick heside those
situations with which vyou are familiar at work. The first

item has been completed as an sxample.

DEATH SITUATIONS

Experienced Situation Rating 0 — 14

Death of patient you are fond of

1.Death of patient you have nursed a long time.
2.Death of Russian leader Andropov.

Z.Death of patient who has a great deal of pain.
4.Death of close relativel{e.g.parent).

S.Death of patient who has no family.

&.Death of patient who is a similar age to you.

—r ey
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DEATH SITUATIONS

Situation

Experienced Situation Rating 0 - 10

7.Death of a difficult patient.

8.Death of an elderly patient.

?.Finding a patient dead unexpectedly.

10.4 prolonged though not uncomfortable death.

11.Death of patient who remains consciocus till the end.

12.Death of patient who is distressed.

13.Death of a child.

14.Death of patient within 3 days of admission.

15.Death of patient who wants to die.

16.Death of patient who has young children.

17.Death of a confused patient.

18.Death of a patient while you are washing/turning him /
her.

19.Death of patient within 2-3 hours of admission.

ANy other circumstance you would like to mention 7

Flease describe and rate :

Any comments you would like to make :

AFFPENDIX 7

JOB SATISFACTION

Below are a number of statements which describe how peaople
might feel about their jobs. Read each statement carefully
and decide how strongly you agree or disagree that the
statement describes how you feel about your Job. I+ vou
very strongly agree with the statement, circle 3 on the

Agree side.If vyou strongly disagree, circle 3 on the

T
e



JOB SATISFACTION

Disagree side.If vyou only slightly agree or disagree,
circle 1, and so on. I¥f vyou neither agree nor disagree

circle O.

Strongly Strongly

Agree Disagree
I really enioy my ob. 3 2 1 & 1 2 =
I used to enijoy my Job but now = 2 1 O 1 2 3

itz an effort to come to work.

There are often times when I 3 2 1 O 1 2 =
think of leaving

I would leave this job tomorrow 3 2 i 8 1 = 3
if I could find something else.

On the whole I iike my work. = 2 1 G i z 3

AFFENDIX B

THE GENERAL HEALTH GIUESTIONNAIRE — 30 ITEM YERSION

Flease read this carefully:

We would 1like to know if vyou have had any medical

complaints, and how your health has been in general, over

the last few weeks. Please answer ALL questions on the

fcliowing pages simply by underlining the answer which vou
think most nearly applies to you. Remember that we want to
know about present and recent complaints, not those that

vyeu had in the past.

It is important that you try to answer ALL the questions.

Thank you very much for your co-operation.



HAVE

GENERAL HEALTH GUESTIONNAIRE

YOU RECENTLY:

1.-

been able to con
centrate on what-—

ever you re doing?

iost

over

been

less

much sleep

warry?

having rest-

disturbed

nights?

been managing to

keep yourself busy

and occupied

been getting out

of the house as

much

been managing as

well

as usual?

as most

peaple would in

yoaur

felt on the whole

stoes 7

You were doing

things well?

Better
than

usual

Not at
all

Not at
all

More
S0
than

usual

More
than

usual

Better
than

most

Better
than

usual

2]
i
b

Same
as

usual

No more
than

usual

No more
than

usual

Same as

usual

Same as

usual

About
the

Same

About
the

same

Less
than

usual

Rather
more
than

usual

Rather
more
than

usual

Rather
less
than

usual

Less
than

usual

Rather
less

well

Less
well
than

usual

Much Less
than

usual

Much more
than

usual

Much more
than

usual

Much less
than

usual

Much less
than

usual

Much less

well

Much less

well



HAVE

GENERAL HEALTH QUESTIONNAIRE

¥OU RECENTLY

8.-

10.-

11.-

been satisfied More
with the way vyou Satisg-
have carried out fied
vour tasks?
been able to feel Better
warmth and affec-— than
tion for those usual
near to you?
been finding it Better
gasy to get on than
with other people? usual
spent much time More
chatting with time
peaple”? than
usual
felt that you are More
plaving a useful S0
part in things? than
usual
felt capable of More
making decisions 50
about things? than
usual
felt constantly Not at
under strain? all

o
M

About
Same as

usual

About
the
same as

usual

fbout
the
same as

usual

ARbout
same as

usual

Same as

usual

Same as

usual

No more
than

usual

Less
satis—
than

usual

Less
well
than

usual

Lecss
well
than

usual

Less
than

usuai

Less
useful
than

usual

Less
than

usual

Rather
more
than

usual

Much less

satisfied

Much less

well

Much less

well

Much less
than

usual

Much less

useaful

Much less

capable

Much more
than

usual



GENERAL HEALTH QUESTIONNAIRE

HAVE YOU RECENTLY

15.- felt you couldn’™t

16.-

17.-

18.-

1

F.—

overcome your

difficulties?

been finding life
a struggle all
the time

been able to enioy

your normal day-to

~day activities?

been taking things

hard?

been getting
scared and panicky

for no good reason?

been able to face
up to your

prablems?

Mot
all

at

Naot
all

at

More
S0
than

usual

Not at
all

Mot at

all

More
S0
than

usual

7
(A
G

No more
than

usual

No more
than

usual

Same as

usual

No more
than

usual

No more
than

usual

Same as

usual

Rather
more
than

usual

Rather
more
than

usual

Less
s0
than

usual

Rather
more
than

usual

Rather
more
than

usual

Less
able
than

usual

Much more
than

usual

Much more
than

usual

Much less
than

usual

Much more
than

usual

Much more
than

usual

Much
able

less



HAVE

GENERAL HEALTH GUESTIONNAIRE

YOU RECENTLY

ol
g

b e S

S

St -

found evervything
getting on top

of you?

been feeling
unhappy and

depressed?

been losing con-
fidence in yowr-—

self?

been thinking of
vourselt as a

worthless person?

felt that life is

entirely hopeless?

been feeling hope-
ful about your own

future?

Not at
all

Not at

all

Mot at
all

Not at

More
S0
than

usual

7
L
5

No more
than

usual

Mo more
than

usual

No more
than

usual

No more
than

usual

No more
than

usual

About
the
Ssame as

usual

Rather
more
than

usual

Rather
mare
than

usual

Rather
more
than

usual

Rather
mora
than

usual

Rather
more
than

usual

lLess
S0
than

usual

Much more
than

usual

Much more
than

usual

Much more
than

usual

Much more
than

usual

Much more
than

usual

Much less
than

usual



GENERAL HEALTH QUESTIONNAIRE

HAVE YOU RECENTLY

27.- been feeling More About Less Much less
reasonably happy S0 same as so than
than usual than usual
usual usual
28.— been feeling Not at No more Rather Much more
nervous and all than mare than
strung—up all usual than usual
the time? usual
29.—- felt that life Not at No more Rather Much more
isn’t worth all than more than
living? usual than usual
usual
30.~- found at times Not at No more Rather Much more
vyou couldn™t do all than more than
anything because usual than usual
your nerves were usuai
bad 7

Golidberg (1972) reported an overall misclassification rate
of 11% for the 30 - item version of the General Health
Guestionnaire, with a cutting-off point of 4 / S. This
compares to a reported misclassification rate of B8.5%

the &0 — item version with a cuting—-off point of 1

The GHE method of scoring ( O, O, 1, 1 ) reported by
boldberg was used, that is scoring from left to right
across the columns. The scores +for each item were then

summed to give a possible minimum score of zero, and a

maximum af thirty.

(A
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APFPENDIX 9

LIFE EVENTS SCORING

Used Rank Event Mean Score
% 1 Death of child 19.53
X 2 Death of husband / wife 1i?.14

3 Being sent to gaol 17.76
X 4 Death of close family member 7.5S
X 5 Serious financial difficulties 17.58
& Husband or wife unfaithful 17.2
kS 7 Miscarriage or stillbirth 16.96
g Court appearance for serious offence 16.94
3 Business failure 16.68
4 10 Marital separation due to arguments 16.57
X 11 Unwanted pregnancy 16.48
X 12 Divorced 14.29
13 Fired 15.93
* 14 Death of close friend 15.70
b 4 15 Serious illness of family member 15.52
3 ié Unemployed for one manth 15.43
X 17 Increased arguments with husband
or wife 15.01
X 18 Serious personal physical illness
{in hospital or one momth ofF wori) 14.467
19 Involived in a ifawsuit 14,47
20 Fail important exam or course 14.328
21 Losing or being robbed of personally
valuableobiect 14.34
22 Demotion 14,323
X 23 Serious arguments with resident family
member {(eq children’ 15.97
24 HBegin extramarital affair 1Z2.70
b 4 25 Taking a large loan (more than haldf
annual salarvy) 13.64
£ 26 Increased arguments with fiance or 3.29

boy+friend / girlfriend
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LIFE EVENTS SCORING

Used Rank Event Mean Score
3 27 Break engagement 15012
X 28 Increased arguments with non -

resident family member eg in-laws,

relatives 12.69
¥ 29 Child marries without appraval 12.46%9
30 Increased arguments with boss and
co-workers 12.28
X =1 Separation from significant person
{eg close friend) 12.01
X 32 Moderate financial difficulties

{eg increased expenses,debt

collectors) 11.90
A Frepare for important exam 11.41
X 34 Marital separation not due to
arguments 11.33
35 Menopause 11.19
X 6 Move to another country 11.14
b 4 37 Son enlists or draftted in forces 10.82
* 8 New person moves into home
{eg relative, lodger) 10,13
59 Retirement 10,65
40 Change in work hours {(overtime,
second ldob,less hours) ?.468
41 Change in work conditions {(new dept.,
new boss, recrganization) Z.46
b 4 42 Cease going out with steady bovyfriend/

girifriend (aftter at least 3 months? 9.36

4% Change in line of work .24
X 44 Move to another city 8.57
435 Minor legal offence {(eg parking 8.31

ticket, speeding)

X 46 Marital reconciliation 7.946
X 47 Chiid ieaves home (eg college) 7.85
X 48 Wife becomes pregnant 7.08
X 49 Birth of child (for mother) 7.03
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LIFE EVENTS SCORING

Used Rank Event Mean Scare

S0 Change school, college or university &5.79

X 51 Birth or adoption of child (for father) &.49

52 Begin full or part time education 5.91

53 Fromotion =5.89

X 54 Move within same city 5. 50

 § 55 Marriage S.44

36 Finish full time education S.26

¥ 57 Minor personal physical illness

{requiring doctor’s attention? S5.20

% 58 Become engaqged 4.25

X 59 Child engaged S.72

X &0 Wanted pregnancy E.T7G

3 &1 Child marries {(with approval} Z.14
The 1life event questions were presented within the
interview in the format shown 1in  the guestionaire (see

appendix 2). Answers were then compared and matched against
the &1 items asterisked from the list above. The items
marked with an asterisk (X)) indicate those items which were
matched, the scores of which were then assigned to the

answers given by respondentsz in this study.

ADMISSIONS DISCHARGES AND DEATHS

Appendix 10a (1-5; figs. 13 - 173 shows +the number of
admissions, discharges and deaths for 1983, on each of the
five wards on which subjects worked; while appendix 10b
{1-5; +igs. 18 ~ 22} givee the same information for 1984.
It shouid be noted that, for the sake of clarity of
presentation, the vertical scale of Figures 17 and 22 has

been reduced by 75%.



APPENDIX 10a - 1

13.

Number of Admissions, Discharges and Deaths for 1983 :

Fig.
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APPENDIX 10a ~ 2
Fig. 14.
Number of Admissions, Discharges and Deaths for 1983 :

Hospital 2 -~ Ward A : Acute - Assessment.
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APPENDIX 10a - 3

Fig. 13.
Number of Admissions, Discharges and Deaths for 1983 :
Hospital 2 - Ward B : Acute - Assessment.
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APPENDIX 10a - 4

Number of Admissions, D

M
16

14
12

M_p

P

Fig. 16.

ischarges and Deaths for 1983 :

Hospital 2 - Ward C : Continuing - Care.
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Fig. 17.
Number of Admissions, Discharges and Deaths for 1983 :

Hospital 2 - Ward D : Continuing - Care.
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Fig. 18.

Number of Admissions, Discharges and Deaths for 1984 :

Hospital 1 ~ Palliative Care Unit.
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19.

Number of Admissions, Discharges and Deaths for 1984

Fig.

Hospital 2 - Ward A :

Acute - Assessment.
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Fig. 20.
Number of Admissions, Discharges and Deaths for 1984 :

Hospital 2 — Ward B : Acute — Assessment.
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Fig. 21.
Number of Admissions, Discharges and Deaths for 1984 :

Hospital 2 -~ Ward C : Continuing - Care.
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Fig. 22.
Number of Admissions, Discharges and Deaths for 1984 :
Hospital 2 - Ward D : Continuing - Care.
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AFPENDIX 1la.

BED - OCCUPANCY AND LENGTH OF STAY

Statistics an the percentage bed occupancy were gathered

from the medical records for each ward. They were :

Hospital H 1 H2 - Ward

A E c D
No. of Beds 25 20 24 20 20
Bed 198= 76.8 ?6.7 4.5 F&.7 3.7
Ocecupancy 7
Bed 1984 81.8 2.2 P9 4.4 ?7.8

Occupancy %

APPENDIX 1ib.

NUMBER OF DEATHS FER BED

For the number of deaths to be truly comparable betwesn
wards of different size and occupancy, the number of
deaths per bed was calculated taking these factors into

account using the following formula :

NO. OF DEATHS X BED OCCUPANCY %
NO. OF BEDS




APPENDIX 11b.

Number of Deaths Fer Bed :

Hospital 1 Hospital 2 ~ Ward
A B [ D
1983= F.62 4.72 4.49 D.77 .72
1984 11.12 2.81 4.93 0.80 .78

AFFPENDIX 1lc.

This was calculated using the formula :

AVE. LENGTH / STAY = TOTAL NO. OF OCCUFIED EED DAYS

TOTAL DISCHARGES (INCL. DEATHS)

Average Length of Stay in Days :

Hospital 1 Hospital 2 - Ward
& B C D
1983 .93 21.67 20.96 1746.48 223,35
1984 12.99 21.%8 18.83 141.33 218.03
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APPENDIX 12

GF CONSULTATIONS

The range of reasons for which subjects had consulted their
GF in  the 1last six months were rated by an independent
GF for the possibility that they were stress — related as

follows :

REASCON GIVEN AT ING
Weight problem Fossibly
Migraine Possibly
Arthritis No
Asthma ‘ No
Backache Na
Urinary / Kidney problem No
Allergy Mo

Hay +ever No
Headaches Frobably
Heart / Circulatory Froblems No
Tumowr /7 cyst NOo

Cough No

Coid No
Tension Yes
Viral infection No
Respiratory Tract infection No

Knee / elbow pains Mo

Eve infection Mo
Middle ear infection / vertigo No

D % C Mo
Chicken pox Mo
Hysterectomy No

Routine check up No

12
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REASON GIVEN

Corneal ulcers
Falpitations related to menopause
Mood Swings and headaches
{(on steroids post kidney transplant)
FPhlebitis
Cystitis
Skin rash
Elood pressure
Hyperlipidoemia
Varicose veins
Fibroids
ballstones
Rib pains
Gynaecological problems
FPost menstrual tension

Feriod problems

AFFENDIX 13

CoF

[
o

METHODS

Coping methods which were classified as

RATING
Mo
FPossibly

Possibly
No
Na
Mo
Mo
No
Nao
po
Mo
No
Fossibly
Fossibly

Fossibly

EXTERNALISING

TLECOL - Talking to colleagues
TLEFAM — Talking to family

TLEFREM — Talking to friend/s
SNRSTAF — Talking to senior ztaff
TLEOTHET -~ Talking to other sta++
TEARS - Tears

TEAMMEET - Discuss at team mesting



APFPENDIX 13

COPING METHODS

INTERNAL ISED methods of coping :

INTRSPEC — Think it over/ introspection
FRAYER — Fraver

DIFFICULT 7O CATEGGORISE, less clear cut :

TIMEQUT - Taking a break / cigarette or coffee
HUMOUR — Use of humour, Jokes
ALTMETH — Other methods

SUPPORT AT WOREKE these methods of coping included:

Talking to Colleaques;
Talking to Senior Sta+ff;
Talking to Other Staff:

Using the Team Meeting.

"Other methods®™ was a catch-all category, and included
talking to relatives of the patient: having a glass of

wine.

Eight respondents gave an answer that was classified as
"no reaction” - these were subiects who said they kept
busy, or put it out of their mind, and who did not
subsequently identify a reaction that suggested they were
in fact coping with the death in some other way, usually

later.
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APPENDIX 14

TIME OF DEATH

At the time of the study, although time of death was
recorded on nursing notes and the death certificate, it was
noct noted on the hospital’s statistical returns. The
researcher did not have access to these notes and no
attempt was made to collect this information dwring the
interview period. From &pril 1987, time of death started to
be included on statistical returns, and it  subsequently
became possible to collect information on the time of death
for seven months, From April to October 1988 for Hospital
1. In respect of three months, April, July and October, the

nformation was missing for what was considered to be an

ot s

unacceptably high number of deaths. & comparisan of the
numbers and time of desath was therefors made ortly for the
months of May, Jumne, August and September. Table 62 shows
the number of deaths for the 12 months in each of the years
1987 and 1984, and for seven months in 1988. Statistics on
the numbers of deaths were not readily accesszible to  the

researcher for the other five months in 1988,

Table 42 : Mumber of Deaths per Month for 1982, 1984 and
1988, Hospital 1 Onivy :
Year AFR MAY  JuUN JUL  AUG  SEF GCT Tatal
1983 2= 21 2 28 =2 0 ié 182
1984 27 2= 21 & =4 20 & 197
1988 19 24 24 i7 25 11 19 139



The X2 showed that the number of deaths for these seven
months in 1988 was significantly less than for the same
seven months in 1983 and 1984 : X2 = 10.5: df = 25 p =
<.01. Although figures relating to the number of admissions
were not collected, it was known to the researcher that a
restriction had been placed on the admission of geriatric
patients in response to fimancial stringencies in the
Health Service. However, a comparison of the number of
deaths over the twelve months in each year for 19835, and in
1984; and a comparison of the number of deaths for the
seven months from April to October in =ach vear for 1983,
1984 and 1988, showed that for none of the vears 1in
question did the number of deaths vary significantly in
relation to the month of the vyear. it was therefore
considered reasonable +to use statistics for the four
months, May, June, August and September, in 1988 to see
whether there was a significant difference in the number of
deaths experienced by night sta¥f; Table &% shows the
distribution of deaths between day and night shifts, based
on the null hypothesis that deaths were spread evenly and
there would be no difference between the number of deaths

for day or night staff:

: Distribution of Deaths FEetween Day and Night

Day Might Total Time Not Recorded
Ubhserved =8 31 =% 16
Expected 34.5 4.3
XZ = 0.72 ; Not significant
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No significant difference was found between the number of
deaths occurring on day and night shifts, nor when number
of deaths was recorded and compared in two — hour blocks
of time over twenty - four hours. The assumption has been
made that time of death has been accurately, or relatively
accurately recorded by day and night staff. This may not be
s0 for the recording of deaths in the night. If the patient
Nas been settled and is aslieep, oF assumed asleep, some

time may well elapse before the death is discovered, and

e s

this seems more likely to be the case at night than during

the day. Similarly, a vulnerable group of staff may be less
likely to know the exact time of death because they may bhe
less likely to check patients regularily. However, with the
appirroach of the morning routines, 1t seems unlikely that a
death woulid not be noticed before day staff came on duty.
So while the exact time of deaths over 24 hours may not be
totally reliable, the way in which they divide between the
day and night shift should be, because part of the routine
would be to check on patients in order to hand over

accurats information.

It is therefore concluded that night staff were not exposed
to & greaater number of deaths than day staf+, and the
reater stress that they repart cannot be explained in this

Way .
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