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Sixty-nine nurses were asked about their experience o-f 
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 ; and the 
continuing care (long-stay) wards of the same geriatric 
department. 

The incidence of anxiety and stress 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 Goldberg's General 
Health Questionnaire,the nature of G.P. consultations and 
illness reports. 

Experience of stress was not directly related to the 
number of deaths.Night 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 staff.As stress increased,so did the number of coping 
methods used.No long-term costs were identified and it was 
concluded that the methods used by these staff 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. 
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; î iursinc ,( ~i Cl broup KanKinqs 

p. 189 

items Dv Eacn p.lvu 

Mesponoent broup 

;aoie : ueai 

Between Groups 

yituarion :ems Which Differentiate p.194 

Table 33 : Monthly Deaths for each Ward p. 195 



TABLES 

Table 34 : Estimates of Deaths p.198 

Table 35 : Relationship Between Experience of Death p.201 

and Stress Outcome Measures Using the Mann-Whitney 

Test 

Table 36 : Mann-Whitney Test for Illness Reports p.203 

Over a Period of One Month 

Table 37 : T-Test / Anxiety Scores for 1) Non - p.206 

believers and 2) Weekly Church Attenders 

Table 38 : Self-Reported Uoset and Strong Religious p.207 

Belief v. No Belief 

Table 39 : Differences in Level of Death Anxiety - p.208 

1) Non-oellevers 2) Those with Uncertain Belief 

Table 40 : Importance of Belief and Church p.209 

Attendance in Moderating Anxiety Levels 

Table 41 : Relationship Between Religious Belief and p.210 

Keoorted Experience of Upset at Patient Death 

Table 42 : Relationship Between Numoer of Coping P.214 

Methods and Stress Scores 

Table 43a : Kelationsnip between Cooing Methoos and a. 

Stress Measures Using the Mann-Whitnev 

Tabic 43b : Significance of Cooing Methoos in p.zl6 

Protecting Against Stress 



TABLES 

Table 44 : Results of T-Test to Compare Levels of p.213 

Stress in 1) The Reaction and No Reaction/Avoidance 

Grouos; 2) The Reaction and No Reaction Groups 

Table 45 : Association Between Availaoility at Close p.221 

Friend and Stress Measures Using the Mann-Whitney 

Test 

Table 46 : Association Between Availability of p.222 

Family Support and Stress Measures Using the T-Test 

or Mann-Whitney 

Table 47 : Relationship Between Stress Scores and p.224 

Ability to Discuss Home Worries at Work 

Table 48 ; Short Term Illness Report ana Ability to p.225 

Discuss Home Worries at Work 

Table 49 : Stress Scores and Ability to Switch Off p.227 

29 aoie 30 : Discussion ot Worries at Home anb/ur Work y. 

Table 5i : Relationship Between support at Work and 

Table 52 : Individual Death Anxiety and Death p.^^j 

Situation Items which Discriminated Between Day 

and Nignt Staff 

Taole 53a : Stress Measure Items Which Differentiate p.234 

Hospital 1 Day and Night Staff 

Table 53b : Stress Measure Items Which Differentiate p. 235 

Hospital 2 Day and Niqht Staff 



Table 54 : Comparison of Stress Measures Among Day P"2o/ 

Staff, HosDital 1 and Hosoital 2 

Table 55a : Differences Between Night Staff,Hosoital p.̂ ._-.S 

i and Hosoital 2 on Death Situation Items 

Table 55b : Differences Between Day Staff,Hospital i p - ̂ --.9 

ana Hospital 2 on Death Situation Items 

Taole 56 : Wisn for Provision of Suooort Meeting at p. 

Waro Level 

Table 57 : Avaiiabilitv ana Use of Staff Suoporr for p.Z46 

Day ana Night Staff in the Sample as a Whole 

"aole 58 : feeling Appreciatea ov Uoi 1 cr-ciaLii P.Z4/ 

Tacie 59 : Correlations Showing yLrength of 

Relationship Between Demographic uata ana stress 

Measures 

Tacle 60 : Mean Scores on the Death Anxiety ycaies 

Table 61 : Mean Scores - Nursing Situation 

Catecories 

Table 62 : Number of Deaths per Month - 1983, 19y4 p.^5:, 

ana 1988, Hospital 1 only 

Table 63 : Distribution of Deaths Between Day and p-.-.ô  
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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 subject 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 literature 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 

isolation 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 nursing staff who worked closely 

with dying patients and were required to manage 

conversations of this nature, particularly if 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 

potential 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, 

families and staff. In particular, the stressful nature of 

the work has been recognised and, it is claimed, provided 

for. 

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, enjoying 

perhaps better material surroundings 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 usefully inform the care of dying patients 

elsewhere, 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 staff who 

are involved in nursing dying patients in three settings. 

The first 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 (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 experience 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 



hypothesized costs of this kind of stress; and a variety of 

methods which have been recommended to mediate its effects. 

The methodology followed in the study can be found in 

Chapter 3, which describes the instruments used, how the 

results were analysed and the hypotheses which were tested. 

This is followed by a report of the study itself, starting 

with the experience of the researcher on the wards, as a 

participant - observer, before moving on to compare in 

greater detail the demographic characteristics of the 

subjects. This leads into a more detailed consideration, in 

the next chapters, of descriptive and qualitative data 

relating to the care of the dying, reactions to death, 

management of conversations with patients about their 

situation, and management of respondents' own feelings. 

The results of statistical analyses in the testing of 

hypotheses are reported in Chapter 10, before proceeding to 

a summary, which is followed by a more in - depth 

discussion, of the findings. The study concludes in Chapter 

13 with a look at the implications of the research findings, 

upon which are based the main recommendations, together with 

suggestions for future research. The instruments used, 

together with additional supporting data appear in the 

appendices. 

For ease of reading, the protocol has been adopted 

throuqhout of referring to staff as she and patients as he. 

In addition, the following abbreviations have been commonly 

used in the text : 

SRN - State Registered Nurse; SN - Staff Nurse; 

SEN / EN - State Enrolled Nurse; 

NA - Auxiliary Nurse; 

GP - General Practitioner; 

JBCNS - Joint Board of Clinical Nursing Studies-

Other abbreviations are explained in the text when they are 

used. 



CHAPTER 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 years 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 burnout , 

originating in stress research has become part of everyday 

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 easy 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 (1975) 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 / 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 

de-f i ned. 

Positive 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 

consequences. Selye (1979) noted that an insufficiency of 

stimulation may be as harmful as an excess. Unused muscles 

may undergo 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. 

A Response-Based 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 reliably as evidence of stress. Selye (1974) 

defined stress as the "non-specific response of the body to 

any demand". In early experimental work with animals he 

noted a stereotyped physiological response pattern to a 

range of different stimuli. Selye's observations of the 

stress reponse led him to ascribe the term "General 

Adaptation Syndrome" to what he suggested was in fact a 

sequence of responses, which he was able to relate to 

concomitant measurable physiological with biological 

changes. In the study of stress in human subjects. 



responses involving changes in affect, cognitive 

functioning, motor behaviour and physiology have been used 

as measures of stress. Theorel1 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 grief, reported response patterns involving 

physiological, behavioural, affective and cognitive 

changes. Other researchers, Parkes (1975) in a study of 

adult grief, Kubler-Ross (1970) in a study of awareness of 

impending death, and Bowl by (1953) 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 therefore to be fairly universal psychological 

phenomena, Selye's concept of stress as a non-specific 

physiological response has been questioned (Mason, 1975). 

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 defining 

stress in terms of a response that can be measured. 

Knowledge of the complex physiological and biological 

mechanisms involved in responding to stress is in its 

infancy, although it seems unlikely that all responses are 

totally undifferentiated. Nor is it yet possible to be sure 

to what extent and how response is mediated by defense 

mechanisms, repetition or persistence of stress over time, 

either 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 (1943) 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 Jump 

(Fenz). 

Within the laboratory, a wide range of artificially induced 

stimuli have been designated stressful by the researcher. 

Physical stresses such as the use of electric shocks 

reported by Meichenbaum (1975), 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 (1970) 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 

the degree of choice the individual has over his presence 

and 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 
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experience of stress in a concentration camp will be very 

different from that in a laboratory or when about to 

undergo surgery. However, although serious illness was one 

of the life events identified by Paykel, Myers, Dienelt, 

Klerman, Lindenthal and Pepper (1969) 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 

power1essness 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 in a 

concentration camp, would seem to be very different 

qualitatively and quantitatively from that of an operation. 
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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. As Janis 

observed, the intensity of individual pre-operative fears 

had little to do with the objective seriousness 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. 

Personality 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 imbalance" or "discrepancy" between the 

demands of the situation and the ability or capacity of the 

individual to meet them. Mechanic and Sells (1970) 

considered motivation important. The individual's beliefs, 

goals and value systems and the consequences for these of 

an ineffective response were seen as determining the nature 

and intensity of the individual's involvement in the 

situation and its relative definition as stressful. 

Mechanic suggested a definition which also takes account of 

the "socio—emotional" level of the subject, his confidence 

and esteem, while Sells and McGrath also 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 o-f events, 

incorporating the various aspects of stress which have been 

discussed, and in 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 
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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 McGrath's four 

stages, incorporates the various parameters of stress 

already discussed in the definitions of stress : the 

objective or external demand or stress which may then be 

subjectively appraised as stressful, or not, depending on 

the balance between the demand and the subject'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 

experience, and future learning. It is this four stage 

model which forms the basis of the present study. 

Coping Behaviours 

The way in which stress is coped with may be as important 

in determining the consequences as the stress itself. 

Coping may take place before, during and after the 

condition of stress, and is directed toward preventing, 

alleviating or responding to the consequences of stress, 

McGrath incorporated a feed - back loop into 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 essentially active, adaptive and coping rather 

than merely passive or reactive. Monat and Lazarus (1977) 

defined two main categories of coping response : direct 

action, such as fight or flight, which alters the 

relationship with the environment; and palliative modes, 

involving defensive reappraisal, aimed at relieving the 

emotional impact of stress. Direct action might involve 

avoiding the consequences or meeting the demands at a 

tolerable cost. Palliative modes might alter the subject's 

perception of the demand, his capabilities, and / or the 
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consequences. They might be intrapsychic, such as the use 

of denial and repression, or somatic, such as the use of 

drugs and relaxation. 

Pearl in and Schooler (1978), in a study of potential 

strains in four major life roles, identified three groups 

of response : those which changed the situation; those 

which controlled the meaning of the event before it became 

stressful; and those which functioned to accomodate the 

stress when it emerged. 

Coping Dispositions and Strategies 

Since personality is thought to be relatively stable over 

time, some researchers have considered that a knowledge of 

underlying personality traits should facilitate the 

prediction of coping responses, and that these behaviours 

would be relatively stable from one stressful situation to 

another. A number of personality traits have been 

researched, including : ego control;conformity to group 

pressure; and coping versus avoiding tendencies. Findings 

have been contradictory at times and Cohen and Lazarus 

(1973), in a study of active, ongoing coping strategies in 

stressful situations concluded that psychological traits 

including coping styles showed limited ability to predict 

behaviour. 

Multiple and Single Coping Techniques 

Having identified a variety of coping strategies and 

dispositions, a logical question would seem to be whether 

subjects who use a single or preferred coping technique 

have an advantage over those who use a range of strategies. 

In this respect, the research evidence is equivocal. 

Steiner (1970) identified a group of subjects who showed a 

consistent preference for one of four coping responses, and 

a second group who showed no clear preference, but used a 

range of responses. When faced with a situation of 

interpersonal disagreement, the first group experienced 

less psychological stress, measured by galvanic skin 



response, than did the second group. However, Pearl in 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 repertoire. Burke and Belcourt (1974) 

identified five categories of coping response but found 

that responses were both effective and ineffective under 

different conditions. This would seem to suggest that a 

repertoire of coping responses was necessary. However, most 

studies use very different measures of stress as well as 

stressful stimuli, and Lacey (1949) found that the 

correlations between different measures of arousal used to 

indicate stress tended to vary both within and between 

subjects. 

To a large extent therefore, the evidence relating to the 

significance of factors thought to have a bearing on 

outcome appears inconclusive, particularly in relation to 

aspects of personality. Similarly, whilst common sense 

would seem to dictate that subjects with a variety of 

coping behaviours at their disposal would have an 

advantage, the research evidence i s equivocal. 

Coping Outcomes 

The degree to which harmful consequences can be mitigated, 

avoided 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 judgements, suggesting that they depend on the time 

perspective taken, the level of analysis, for example, 

physiological, psychological or sociological, and the 

values held by the person making the judgement. McGrath 

also warned that normative dichotomies such as healthy — 

unhealthy are more complex than might appear at first 

sight. Apparently effective responses might have short or 

long-term secondary consequences. Wolff, Friedman, Hofer 

and Mason (1964), in a study of 31 parents of fatally ill 

children, found that denial was effective in 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 anxiety-free behaviours 

pre-operatively were the only group to show overt hostility 

and aggression toward staff post-operatively. 

Burnout 

Selye observed that continued exposure to stress reduced 

the capacity of the subject to adapt, so that resistance 

lowered, 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 subjects, for which the term burnout 

is popularly used. Interest has been directed toward 

subjects whose occupation, 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 (1976) suggested 

that people working intensely with the problems of others 

were particularly at risk of burnout. She identified 

patterns of response which included distancing, cynicism 

and loss of concern for others. Freudenberger (1975) 

described physical signs of burnout such as fatigue, 

headache and minor illness; behavioural signs such as loss 

of temper, over—confidence and lability; and psychological 

signs such as boredom, resentment and discouragement. 

Cherniss (1980) focused on motivation, defining burnout as 

"psychological withdrawal from work", so that what was once 

regarded as a calling becomes a job. Maslach and Jackson 

(1979) identified high personal cost including physical 

illness, frequent use of drugs and alcohol, and damage to 

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 
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of the research literature also seeks to identify both 

successful coping behaviours and external resources 

available to the individual to potentiate coping. Hall 

(1972), quoted by Burke and Weir (1980), in a study of role 

conflict in university-educated married working women, 

found that behaviour which involved altering the 

expectations of others regarding appropriate behaviour for 

oneself (Type I behaviour) was positively correlated with 

satisfaction. Type III behaviour,which involved changing 

the quantity and/or quality of one's own behaviour to meet 

all expectations correlated negatively with satisfaction. 

Howard, Rechnitzer and Cunningham (1975) found less stress 

amonq groups who made greater use of techniques to build 

resistance to stress, such as sleep and exercise, and who 

talked things through with peers on the job. 

Support 

The availability of support, both at work and home has been 

extensively researched for its role in enhancing coping 

capacity or buffering the effects of stress. The evidence 

suggests the relationship is not straightforward. Payne 

(1980) suggested support can be divided into two categories 

; material, such as money, machines and equipment; and 

psychosocial, which might be cognitive, emotional or 

behavioural. Provision of support might be formal and/or 

informal. Formal provision,he suggested required rules, 

regulations and specialists and is usually feasible only in 

a relatively large organisation. Informal support is more 

feasible in smaller organisations, where size facilitates 

interaction and caring, but it also would depeno on whether 

people want it to happen. Payne found that managers viewed 

as most supportive those aspects of their work environment 

that were psychologically close to them, such as the work 

itself, col leagues,boss and secretary. 

Burke, Weir and Duncan (1976), in a Canadian study of 

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 (1976) 

found the typical profile of the effective helper was 

someone younger, of the opposite sex and outside the work 

organisation. However, Firth (1982) in a study of 

supportive behaviour among nurses, found that such 

behaviours were perceived primarily in relation to personal 

rather than organizational support. Effective support was 

described in the context firstly of communication skills, 

in particular, attentiveness and positive, constructive 

responses, rather than position or experience; and only 

secondarily in terms of the action taken. However, it may 

be that any study which looks at the nature of support at 

work also needs to take account of the prevailing culture 

or organizational climate. Burke 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 

manufacturing organizations may militate against 

participation, stable ward or departmental teams in either 

field may promote it, given a favourable management ethos. 

However, the consequences 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. 

Caplan (1976) described the role of the family, indeed its 

primary function, as being to provide personal social 

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. 
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The Efficacy of Social Supports 

McKinlay (1973) in a study in Scotland, found that the 

availability of social networks influenced the use of 

health service facilities in pregnancy. Utilizers of 

services were found to have a less readily available 

network of supports, in which they were less tightly 

embedded, while the friends and relatives of 

under-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 

but 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 

effect. However, Mettlin and Woelfel (1974) suggested that 

a large social network may be counter-productive. They 

found that respondents with an extensive and diverse 

communication network experienced higher levels of stress 

than those whose network was less diverse amd less 

ex tensive. 

Social Support and Illness 

A number of studies have suggested that social supports 

have a moderating effect on life stress and illness. Lin, 

Ensel, Simeone and Kuo (1979) found a strong negative 

correlation between social supports and illness symptoms. 

In a British study. Brown and Harris (1978) found that the 

presence or lack of a close confidant was crucial for women 

who had to weather a crisis. Women with no confidant ran a 

risk nearly ten times greater than women who had a 

confidant. Finlayson (1976) in a study in Scotland, found 

evidence to suggest that the long-term favourable outcome 

following myocardial infarction was related to the 

availablity of an extended support network, including lay 

consultants. Nuckolls, Cassell and Kaplan (1972) found that 

where women had high life event scores for a period before 

and during pregnancy, those with high psychosocial assets 

had significantly fewer complications than women with low 
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psychosocial assets. However, Schaefer. Coyne and Lazarus 

(1981) found their data questioned that social supports 

mediate the effects of stressful events.In a year long 

study, they measureo seoarate aspects of social supoort, 

wnicn they identified as social network, emotional, 

informational anc tangible suoport. Their data snowed that 

oerceived social supoort and non - loss life events had 

direct and additive effects on levels of depression and 

negative morale. Emotional support correlarea significantly 

and inversely with negative morale; informational support 

correlated with positive morale; and tangible support 

correlated significantly and inversely with negative morale 

and depression. They concluded that the concept and 

measurement of social support needeo to be considerably 

-ref 1 ned. 

It may oe concluded m a t a simple Stimulus — > Resoonse 

mooel will not suffice for research into stress. While 

exposure to certain sets of events may tend towards 

increased vulnerability, the final outcome in terms of 

individual gain or loss, mastery or suffering, will oepend 

on the complex interaction of many factors, oiological, 

physical, psychological and social. 

Measurements of Stress 

Stress research has concerned itself with the ooservation 

and / or measurement of stressful stimuli, of short—term 

physiological ana other changes, and the supposed longer 

term consequences f or individual well—oeing. McGrath 

(197^-) suggesteo tnere was evidence for the effect of 

psychosocial as well as pnysical stimuli on neuro—endocrine 

function which can in turn influence a large number of 

physiological processes. It is thought to be through this 
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pathway that stress and emotions which are coped with 

maiadaptivsiy can lead to the longer term consequences of 

physical or mental ill—health. It is the purpose of this 

section to look at measures which have been developed to 

Q u a n t i f y stress a t opposite ends of this spectrum — 

stressful stimuli in the form of lire events; ana stressful 

outcome in the form of mental health. 

Life Events 

The usefulness of a life cnart as a tooi in meoical 

oiagnosis was advocated Dy Mdoiph Mever as eariy as tne 

1930's. However, it was the worK of Holmes and Kane in the 

1950's and aO's that stimulated interest in life events as 

a quantitative measure ot stress and their oossioie use as 

a tool in estaolisning oreoictive and causative links, 

which would contribute to u.nderstanaing the aetioiogv 01-

various somatic and osvcMiatric iiinesses. ine two main 

methods of assessment of life events have been tne use 01- a 

etandara check—list ana a semi—structureo interview. 

Although a numoer of checklists have been compiled, a major 

issue concerns the conceptualx satxon or stress : its 

measurement and meaning. Holmes and Masuoa (1974) commented 

tnat although there was wide variety in tne osycnoiogicai 

siqnificance ana emotion tnat resoonoents attacneo to 

events in tneir Scnedule of -ecent experiences , eacn 

event; nac in common that 1 maae necessary or was 

associatec" with some sort ot aoaptive or cooing oenaviour 

on the oart o-̂  tne indivicuai. In constructing the Social 

feaojustment Rating Scale (SRRS), therefore, the 

z:-r^5sfulness Of an event was concsotuai 1 seo as tne degree 

Change or adjustment necessary to accomooate to the 

event. The 42 items each nac a weighting assigned to them, 

tased on a group mean score taiculated when tne SRRS was 

aev-ei ooso. The ^eignting tf ai 1 items experienceo by an 

^noividua! was summed to g i v e a total stress score 

exoresseo as life change units (LCUrs). 
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The SRE has been used extensively to investigate the 

association of life changes with illness. Early studies in 

particular were retrospective. Rahe and Arthur (1968), in a 

study of illness experience and life change, collected 

information from naval personnel for the previous tour 

years, scoring their data in six month periods. They found 

that life change scores gradually increased over the two 

SIX—month oeriods prior to illness and remained eievated 

for the two six—month periods after illness. Wyier, Masuda 

ana Holmes (1971) investigated the relationship between 

quantity of life change and seriousness of illness, where 

illness fell into certain defined categories ano was of 

recent onset or recent exacerbation of a chronic illness. 

They found a highly significant positive correlation 

between life events and illness "magnitude'' -ror chronic 

illness only. Rahe and Romo (1974/ compared the ii+e change 

scores of survivors of coronary heart disease (CHD) with no 

orevious illness. survivors with a history or previous 

illness and sudjeccs who had died from CHD. Life change 

scores for all three groups were found to be significantly 

elevaceo f or cne six—month perioo o n or ro liiness wnen 

compareo to the six—month period a year earlier. Subjects 

who aied from CHD had significantly higher scores than the 

ocner two groups, while survivors with previous illness had 

sionificantly hiqher scores than those with no previous 

However, retrospective stuoies have a number at snort — 

comings. Brown (1973) criticised them in general for what 

he termed " a i r ec t contamination^, where knowleoge o-r tne 

oredicted variaole, illness, might influence measurement ot 

the independent variable, life events. Althougn causai or 

orecictive links oetween both variables may exist, 

ccncamination of this sort would invalidate anv ciaim to 

have estaolished a link. 

A number of studies have been designed to overcome the 

oroolem of retrospective bias. In a retrospective study of 
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multiple sclerosis in Israel, Antonovsky and Kats (1967) 

used matched controls, limited their questionnaire to items 

dealing with primarily objective, factual data and carried 

out a separate analysis of what they termed "serious 

crisis" data. Rahe (1972) reported two prospective studies. 

In the first,American naval personnel provided information 

on recent life changes, and illness information was 

collected later from medical records during a six - month 

cruise. Life change scores were found to be predictive of 

near—illness reporting. Highest correlations were found for 

older, usually married subjects. Although younger, single 

personnel reported more illness episodes, this was least 

well predicted by their life change scores. In a second 

study, of underwater demolition team trainees, mostly young 

and single, attention was paid to the kinds of illness, and 

particularly the severity, that subjects reported. Life 

change scores were found to best predict relatively severe 

illnesses, but not minor ones. 

Other researchers have designed longitudinal studies to 

overcome problems of retrospective bias. Myers, Lindenthal, 

Pepper and Ostrander (1972) examined the relationship 

between life events and mental status, using a 62-item 

checklist. They interviewed subjects twice, with a two-year 

interval, although at each point in time, information was 

gathered retrospectively. They found a clear relationship 

between changes in the occurence of life events in the 

two-year period and changes in psychiatric symptomatology. 

Using a tighter prospective design, Theorel1 (1974) carried 

out a week by week study in Sweden, using a revised version 

of the SRE to calculate weekly life adjustment scores. 

These were related to weekly measurements of catecholamine 

output in urine. Significant positive correlations were 

found between 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 

43 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 

illness these classes of event should be kept separate 

analytical1y. 

The Meaning of an Event 

A number of researchers have criticised checklists in 

general for their failure to take account of the meaning an 

event might have to the individual, and hence the 

uncertainty whether like is being compared with like. A 

number 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 / adjustment criterion used by Rahe and 

his colleagues. Johnson and Sarason (1979) criticised the 

SRE for ignoring the meaning and impact of life events on 

the subject and for the loss of individual variability wnen 

a group rating is used. They constructed a scale zo 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 

sources of error which would invalidate research results of 



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 schizophrenia, he reported the 

development of a scale in which the class of event was 

recorded on a standard schedule, and the surrounding 

circumstances about which information was to be gathered 

were specified in advance, to avoid respondent and 

interviewer bias. The additional information gathered at 

interview was then used by a committee to rate each event 

for degree of severity based on the "contextual threat", in 

the long and the short term. Thus the meaning of an event 

was excluded at the interview stage and reintroduced in a 

controlled way at the rating stage. Brown and Harris 

(1973), in a 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 rated 

severe on long—term contextual threat were related to the 

onset of depression. 

Faykel and his colleagues conceptualised the meaning of 

life events in terms of upset, rather than change / 

adjustment. In a matched control study with depressed 

patients, Paykel, Myers, Dienelt, Klerman, Lindenthal and 

Pepper (1969) questioned whether certain events might be 

more significant than others in relation to subsequent 

mental health outcomes. Using a 61—item modified version of 

the SRE, It was found that depressed patients reported 

three times as many events as controls. However, the 

significant differences between the two groups were in the 

more frequent reporting by the patient group of events 

classed as exits from the social field (losses), and events 

classed as undesirable, rather than entrance events. In a 

further study, Paykel, Prusoff 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 adjustment, (Paykel and Uhlenhuth, 1972), all 

entrance events were scaled significantly higher for 

adjustment than upset. They concluded that "upset" was a 

parameter more relevant to the consideration of events as a 

precipitant of depression, and that adjustment might be 

more relevant in considering psychosomatic disorders. In a 

further study to validate the 61-item scale 

cross-culturally, Paykel, McGuiness and Comes (1975) 

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 

subjects tended to scale events more highly than Americans 

but to have experienced fewer in the last year. They 

considered that differences between the two countries on 

individual events could be understood in terms of known 

differences in life patterns. 

Finally, a number of researchers have compared these 

various approaches to the conceptualisation and 

measurement of stressful life events. Ross and Mirowsky 

(1979) compared a number of life—event weighting schemes, 

including those used to measure for change and 

undesirabi1ity. They found that simply adding the number of 

undesirable events was the best predictor of ill health 

measured by psychiatric symptomatology- However, Dohrenwend 

(1973), in another study to compare different ways of 

conceptualising and scoring items, found that the weighted 

social change measure yielded the highest correlations with 

psychiatric symptomatology. 

In summary, the scales 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 adjustment involved, and those which 

conceptualise stress in terms of its psychological impact -



upset, desirability or undesirabi1ity. 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 

has been found with life events and a variety of health 

outcomes. 

Measurement of Outcome — Mental Health Measures. 

Although the studies on life events have shown that stress 

is implicated in a range of psychiatric disorders, the 

relationship is by no 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 

subjects, in the interests of preventive medicine, has 

contributed to a focus in some research on the development 

of mental health rating / screening scales. There are a 

wide range of instruments for the measuremennt of mental 

health in existence, which seem to have been developed in 

one of two ways. Some have been deveiopeo within the 

context of epidemiological field studies, and have been 

desiqned and tested for their ability to discriminate 

mental illness in the general population. Other measures 

Save been developed for use primarily as aiagnostic and 

research instruments with known psychiatric patients and, 

although they may also discriminate "well" people, usually 

they have not been designed or tested for this. The 

advantage to stress research is that (^^:h tools provide a 

means of measuring one aspect of the outcome or 

consequences of stress. 

Epidemiological Studi 

Langner and Michael (1963) investigated the relationship 

between mental disorder and sociocultural factors in an 

urban community. Data was gathered using the Home Interview 

Survey, which included 120 mental health items. Rating I, 

made by two psychiatrists, was based on answers to these 

questions. This rating was then used in conjunction with 



sociocultural and demographic details to yield Rating II. 

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 

"known ill" respondents. Twenty two items were identified 

as clearly discriminating between the two groups at a level 

of confidence equal to or better than .01. These items also 

discriminated between non-patients and out-patients 

identified in the community sample. Langner (1962) reported 

the scale was developed to provide "an indication of where 

people lie on a 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 3 / 4 the scale was found to 

correctly identify 84.4% of respondents as impaired, and 

misciassified 17. of well respondents. However, Goldberg 

(1972) calculated an overall misclassification rate for 

Langner's 22-Item Scale of 20%,based on a 25% incidence of 

mental ill-health in the population. 

Leighton, Harding, Macklin, Macmillan and Leighton (1963) 

used trained research assistants to gather data using a 

structured interview which included 75 health oriented 

questions, the Macmillan Health Opinion Survey (HQS). 

Interviewers also made their own assessment of the 

respondent's manner. Data was assessed by rour 

psychiatrists to yield a joint 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 survey 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 

yielded a misclassification rate of 14% if ratings of 

doubtful were excluded, but this would otherwise have been 

much higher. 
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S u n n , Veroff and Feld (1960) reported a nationwide 

American survey in which respondents were interviewed about 

major sources of satisfaction and dissatisfaction in the 

roles of marriage, parenthood ana work. Exoerience of 

psychosomatic ana anxiety svmproms was also recorded. 

Mental nealth assessments were made from a cnecklist of 2U 

items arawn from Macmillan's hOS and rne Langner and 

Micnael stuoy. However, tnev decided not to use the 

validated on a national population, performing instead a 

factor analysis on significant subgroups within the sample. 

They identified two factors which seemed to represent 

psycnological expressions of dysfunction and two which 

reoresented somatization of aistress. Amongst other things, 

tnev -^ound that women expressed more symotoms tnan men on 

all four factors; and older people exoresseo more symotoms 

Crcwn ana Crisp (1966) developeo a 48-item self-rating 

scale designed for use as a diagnostic, prognostic and 

Derogatis, Lipman ana Uovi \lv7cJ reoorteo on the 

svmotom dimensions^. The scale was oesigneo as a ciinicai 

ana research tool to tao symptomatic behaviour in 

Dsvcniatric' out-patients. It was not designed for use on a 

community oopuiation. 



Goldberg (1972) reported on the development of a self -

administered questionnaire, the General Health 

Questionnaire (GHQ), designed to identify non—psychotic 

psychiatric illness in an English population. The original 

questionnaire of 140 items was presented no three groups of 

100 responoents each, identified as normal, mildly ill and 

severely ill. A factor analysis was carried out on 93 items 

selected for their aoility to discriminate reliably between 

The well and severely ill qrouDs, ana on this basis a final 

list of 60 items was constructeo. The questionnaire was 

adminisrereo in a numoer of versions of different lengths 

to over 6000 respondents. Of these, 650 were also given a 

psychiatric interview, to establish tne questionnaire's 

validity and reliability. Goldberg reporteo an overall 

misclassification rate of 9.7% 

for the aO-item version. 

Mental health / ill-health has been regarded as one 

indication of stress. Mental health measures can be divided 

into two types : those wnich nave oeen oevelooed in a 

survev of the general population for use as a screening 

device; and those which have been deveiooeo primarily an 

General Health Questionnaire is one of che former, and has 



CHAPTER 2 

OCCUPATIONAL STRESS IN NURSING 

Occupational Stress and Nursing 

Nursing has in common with many other occupations that it 

is carried out within an hierarchical and bureaucratic 

organisation. Hence, its staff are likely to experience 

stresses not unique to nursing, including conflicts 

relating to the delivery of a professional service within a 

bureaucratic setting. Other stresses may be more inherent 

to the nature of the work itself. 

Studies of other occupations have shown stress to be 

associated, among other things, with role conflict,overload 

and ambiguity (Kahn, 1973); workload and overload (Sales, 

1970); low status, inadequate technical resources and 

stress related to responsibility for people rather than 

things (Parasuraman and Alutto, 1981); leadership style and 

organizational practices (Rizzo, House and Lirtzman, 1970); 

lack of variety, poor information and learning 

opportunities (Sarata and Jeppeson, 1977); and task level 

(Herrick, 1972)-

Brief, Van Sell, Aldag and Melons (1979) and Kramer (1974) 

found role conflict in nurses associated with the 

discrepancy between their expectations of their role and 

those of their supervisors and the organisation. Pearl in 

(1962) found that the way authority was exercised, and the 

accessibility of authority figures, was related in some 

nurses to feelings of power 1essness; and Lyons (1971) found 

a significant correlation between role clarity and 

voluntary turnover, propensity to leave, work satisfaction 

and Job tansion. 

That nursing is regarded as a stressful occupation is 

evidenced by a growing body of research literature, which 

describes both the sources and the results of stress. In a 

British study, Menzies (1966), reporting on a detailed 
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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 illness 

and death; and from interpersonal and organizational 

strains within the system. Although many changes have been 

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

have also shown nursing to be stressful relative to other 

occupational groups. In two American studies, Colligan, 

Smith and Hurrell (1977) found a disproportionate 

incidence of mental health out—patient consultations among 

hospital and health care professionals including nurses; 

whilst Sterling and Weinkam (1976), in a study of the 

incidence of smoking by oocupation, found thar nursing 

ranked 15th. out of more than seventy female occupations. 

In a British study of self— poisoning and self—injury, 

Bancroft, Skrimshire, Reynolds, Simkins and Smith (1975) 

found that, in women, nurses ranked among those 

occupations with the highest rates. 

While the results of these studies suggest that nursing is 

a stressful occupation relative to others, most of the 

research and literature on the sources of stress in nursing 

appears to have emanated from the United States. A 

particularly common approach to the study of nursing stress 

has been to look at areas of nursing care in which stress 

is generally considered to be high, such as critical / 

intensive care nursing, and more recently, hospice and 

terminal care. Hay and Oken (1972) and Skinner (1980) 

documented a range of environmental, physical and 

psychological stresses in critical care nursing, including 

high standards of competence and autonomy, a heavy and 

fluctuating workload,responsibility for critically ill 

patients, interpersonal stress with other staff and with 

patients' families, and frequent deaths. Campbell (19SO) 

reported similar stresses on a coronary care unit, but 

suggested that the more concrete problems were superimposed 
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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 question the 

uniqueness of critical care stress. They found considerable 

agreement among head nurses from a number of specialties as 

to the sources of stress on their wards. 

However, Stehle (1981) criticised much critical care 

research literature for a number of shortcomings, including 

the use of anecdotal evidence, lack of a theoretical base, 

failure to use objective measurements of stress or to make 

broad comparisons with other areas of nursing. She 

challenged the sometimes unquestioned assumption that 

critical care nursing is stressful, or more stressful, than 

other areas of nursing. 

The findings of a number of comparative studies, in which 

stress is more carefully measured, call into question the 

inherent stress of critical care nursing, but suggest a 

number of factors which may have a mitigating influence. 

Duxbury and Thiessen (1979), in a comparative study of 

turnover rates, found identical patterns between adult and 

neo-natal intensive care and general infant care units. 

Considerable variations between a number of neo—natal 

intensive care units in different hospitals suggested local 

factors might be important, though these were not 

identified. Given the very few studies wnich have used 

objective measures of stress, one such was carried out by 

Johnson (1979), using a measure devised by Spielberger, 

Gorscn and Lusnene, the State-Trait Anxiety Inventory 

(STAI), which defined two types of anxiety. State Anxiety 

was conceptualised as a transitory emotional state, which 

might vary in intensity and fluctuate over time. Trait 

Anxiety referred to relatively stable individual 

differences in proneness to anxiety and hence a tendency to 

respond to situations perceived as threatening with a 

raised State Anxiety. In a comparative study of the effect 

of anxiety on self-disclosure 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 

differences between these wards were not discussed. 

Although not ail correlations were 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, 

and a number of medical and a surgical ward, Nichols, 

Springford and Searle (1981) found high levels of 

satisfaction on ail wards except one, which was known to be 

experiencing difficulties. There was broad agreement 

between wards as to sources of dissatisfaction, with most 

reoorted in relation to lack of support from superiors, 

reactions to mistakes,workload and feedback. On the unit 

known to be having oroblems thev found poor relationships 

with medical staff, lack of sense of support and 

self—worth, a feeling of being treated badly when mistakes 

occurred and that the ward organization was seen as 

breaking down. They concluded that psychosocial factors 

including group cohesiveness, the structure and 

acceptibi1ity of authority, and the quality of 

communication and support were as important determinants 

of job satisfaction as type of ward. Mohl, Denny, Mote and 

Coldwater (1982), in a study of two intensive care units 

and two general medical units found that one intensive care 

unit was significantly dissimilar from all three other 

units, with consistently more favourable scores on more 

than half 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 



nature of the work, to encourage mutual support, and to 

respect the professionalism of her staff. In a six—month 

longitudinal study of stress, Parkes (1980a and 1980b) 

followed first year 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 also reported less 

satisfaction with their work. Parkes suggested that these 

differences might be accounted for by inherent differences 

in the nature of the work on the surgical and medical 

wards. Patients on the latter required longer periods of 

care, were less likely to improve, and more likely to die. 

She suggested that the "affective role" is more important 

on medical wards, but also it makes greater emotional 

demands on the nurse, with fewer tangible rewards. 

The literature would seem, therefore, to suggest that a 

proper understanding of nurse stress demands that it be 

placed in the overall context of the job, including the 

ward and its organization, coping techniques and resources. 

Some studies, however, suggest that certain stresses may be 

inherent in the nature of the work, particularly in the 

need to relate to seriously ill and dying patients. The 

prevailing atmosphere of support or lack of it, and the 

attitude and leadership style of the nurse in charge of the 

ward seem to be significant factors discriminating "good" 

wards and "less stressed" wards. 

The Affective Role 

Quint (1973) described how students learnt to manage what 

could be regarded as the affective role in relation to 

dying patients. In an examination of the curriculum of five 

schools of nursing, she found that most courses focused on 

teaching life-saving goals and techniques. Students were 

taught to observe and report on physical signs and 

symptoms. Although most courses had some teaching on 

psychological care, there was no requirement for students 



to report on 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. 

Few found support from other staff, but turned toward 

classmates or boyfriends as a sounding board and for 

advice. Quint pointed to the tension that existed between 

the role and behaviour associated with feelings of grief, 

and the expected role behaviour of the "emergent nurse". 

More experienced students had well—developed strategies for 

handling such situations, which included contact and 

conversation management, guarding or avoiding tactics. 

The need for the nurse to examine her own feelings and 

attitudes if she is to meet the psychological needs of the 

patient is emphasized in a study by Gow (1982) of trained 

graduate nurses. One of the most frequently reported 

unhelpful responses identified by these nurses was "Felt 

inadequate to enter into parient's problem because had not 

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

could not communicate" and "felt pressured (within self) 

into doing things rather than coping with feeling 

elements", it was the most frequently mentioned response 

seen as unhelpful in situations involving dying 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 is no longer common, in this 

country, for a child 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 



through death of someone close to him. Kastenbaum (1977) 

stated that larger numbers ot the population in this than 

any previous generation have little or no experience of 

death. 

The Meaning of Death 

In spite of modern man's increasing ability to exert 

control over his environment, wahi (1965) commenteo tnat 

death remains the one area wnere ne is uitimareiy 

cowerless. Pernaos because the boundaries of death nave 

been ousnsd back, in our culture we are able to talk of the 

oea%n of a young person as 'unrimely" and "tragic", but to 

accept as more natural that of an old person. Kastenbaum 

sugqesred thar we have a sense 01- tihe rignrness 01- aearn, 

of there oeinq "a first in line", which enables us to 

distancing ana repression of death leaos in aauirs %o an 

it can be controlled, that 1r is somehow caused, deserved 

or earned, and therefore is avoidaole. Hence the need 

that we could", or the angry eearcning to explain "wny me". 

that the critical factor for each of us will be "how eacn 

of us relates to the knowledge that deatn is certain", and 

death if we are rrui y to live. Carl uunq \lv6o; aiso argueo 

adopting a specifically religious viewpoint, talked of 



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 variously used to justify a 

"live for today" approach to life, and as the guiding 

principle behind the humanists' view of man's coming of 

age, his responsibility for himself. For others, however, 

the meanina of life and death is confused and uncertain. 

Doubtful belief and unfami 1ianty, perhaps, conspire to 

make death into, what some writers have referred to as, the 

modern taboo. No culture remains static, however, and just 

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 

have come changes in the way in which death and dying is 

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 

to prolong life and cure the previously incurable. 

Intrinsically, however, death then becomes imbued with a 

sense of professional failure. Cartwright, Hockey and 

Anderson (1973) reported that over half of all deaths in 

the U.K. occur in NHS hospitals rather than at home, 

further distancing the experience of death for the 

surviving family. In 1994 and 1983 (Or'CS Monitor) the 

picture was similar, with only --2/. and c. 1% of deaths 

respectively occurring in private homes, and just over 

in NHS hospitals. With the growth of nursing and rest homes 

to provide for 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 
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twofold. Few will have had any contact with death prior to 

entering their chosen profession. Their attitudes, 

reflecting as they will, those of their families and of 

society in 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 specialism with its own 

mystique which serves to set them apart. Reynolds and 

Kalish (1974) suggested that the social and psychological 

costs for post-holders were high, involving social 

stigmatization; facing the holder with the need to deal 

with anxiety associated with reminders of his own 

mortality; and requiring him to deal with emotionally upset 

clients. Kasper (1965) identified one way of cooing used by 

medical students, in the development of counterphobic 

defenses, through which they desensitized themselves, if 

not to death, at least to "the symbols of death which most 

people find disturbing"; a training which stresses 

"scientific objectivity" 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 to staff of their failure 

to cure, Earle, Argondizzo and Kutscher (1976) suggested 

that in order to function effectively in meeting the needs 

of the dying, care-givers needed to examine their own 

attitudes to death. They must, said Kubler—Ross, be able to 

face their, own dying with equanimity. In contrast to the 

isolation, Senoliel (1976) described very clearly the 

nursing role in caring for the dying : the nurse providing 

the patient with continuity of contact with at least one 

person who cares for him as a human being; with an 

opportunity to know, understand and participate in 

decisions; being a source of confidence and trust, 

concerned to understand the subjective meaning of the 

disease experience for the patient. 
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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.Givers of 

care to the dying are thought to be particularly 

vulnerable, therefore, because they are caught between 

professional expectations and their own and societies'' 

attitudes to death. 

Death Attitudes and Anxiety 

Techniques for the measurement of attitudes and anxiety 

about death and dying were identified by Kurlychek (1978/9) 

as falling into one of four types : projective techniques, 

and physiological measures, both of which have tended to be 

used to assess subconscious attitudes or fears, and neither 

of which is easily administered; questionnaire and 

interview procedures, which tend to make interpretation and 

standardization difficult; and rating scales of various 

kinds. The latter two have been the most commonly used. 

Various factors or dimensions of death anxiety have been 

taken into account by researchers, including fear of dying, 

fear of death of self and of others. Typically, however, 

attitude toward death has been treated as uniOimensional, 

in terms of fear, anxiety or concern, rather than as multi 

- dimensional, having perhaps positive and negative 

aspects. 

Death anxiety and attitudes have been researched in a wide 

variety of groups in relation to a number of parameters 

thought to be significant. Feifel (1956) noted a religious 

trend among elderly male veterans wno said death was most 

feared in old age, whilst Gibbs and Achterberg — Lawlis 

(1973) found that strength of religious belief was 

associated with a decrease in conscious fear of death. 

Feifel (1965) and Kubler-Ross both reported anecdotal 

evidence that nearness of death in itself was not 
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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 British study which 

matched seriously ill with dying patients, found that the 

latter group were more commonly depressed and anxious than 

the controls, and that depression was more common in 

patients who were aware that their illness might be fatal. 

However, the Gibbs and Achterberg — Lawlis study also used 

a matched control group. Cancer patients were found to 

score significantly lower on death anxiety, measured by 

Templar's Death Anxiety Scale, (DAS). 

Lonetto, Fleming and Mercer (1979) administered the DAS to 

five groups - Canadian and Northern Ireland students, 

graduate nursing students, funeral service students and 

members of the Unitarian FellowshiD, the groups being 

chosen to represent different experience of and attitude 

towards death which might be thought to influence death 

anxiety. Although a number of concerns unique to some 

groups were found, death anxiety was not significantly 

different between the groups. Lattaner and Hayslip (1984—5) 

similarly found no significant differences in deatn anxiety 

between subjects working in death - related and non -

death-related occupations. McMordie (1979), in a 

comparative study of the DAS and two modifications of it, 

found that females scored higher on ail versions than did 

males, whilst Lester (1984-5) found few differences between 

the sexes using the Lester — Collett scale. Tempier. Ruff 

and Franks (1971) also found significantly higher scores in 

female groups but no differences in relation to age. 

Assessment of attitudes toward death has, then, been 

undertaken in a number of ways - physiological and 

projective techniques being used when the focus has been on 

unconscious attitudes; and interview / questionnaire data 

and rating scales at other times. While these latter have 
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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 in Nurses 

Campbell (1980), in an American study,suggested that 

anxiety about one's own death was "the most ubiquitous and 

intense personal response in those caring for critically 

ill patients". In a similar vein, Cundey (1981), in an 

article on nursing in Britain, considered that an 

"inability to cope with dying, death and bereavement is a 

major contributor to stress." 

Folta (1963) found nurses perceived death as predominantly 

peaceful, controllable and predictable, "a natural 

termination of the life process". However, it 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 

self. HoDoing (1977) found that positive attitudes to death 

correlated with belief in a "supreme being". However,nurses 

who had opted for a course on malignancy were also found to 

have more positive attitudes to death than a control group, 

suggesting that attitudes may be an important variable in 

self — selecting for work with the dying. Stoiler (1980), 

and Pearlman, Stotsky and Dominick (1969), found that more 

highly qualifiea nurses evidenced more unease in handling 

situations related to dying patients. Peariman also found 

that staff with less experience of death showed less unease 

and a more open attitude toward handling situations 

involving dying patients. However, Denton and Wisenbaker 

(1977) and Hopping found a negative relationship between 

personal experience of death and death attitudes or 

anxiety. Ross (1978), and Gow and Williams in a Canadian 

study (1977), found that older subjects showed less death 

anxiety than younger nur; 
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The degree to which death is 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 anxiety has been conceptualised, and 

researchers have been interested to explore different 

variables thought to influence experience of stress in this 

area. 

The Hospice Concept 

The hospice movement is concerned primarily with the 

provision of care for patients with a terminal illness, 

mostly cancer, but also neurological disease, where the 

emphasis has moved from cure to care. In the provision of a 

comfortaole and relaxed atmosphere and environment, the aim 

IS to achieve "something between a hospital and the 

patient's own home; combining the skills of one with the 

warmth and welcome, the time available .... of the other", 

(Saunders, 1977). Dying is accepted as a natural and 

dignified process, in which careful diagnosis and treatment 

of symptoms, including pain, are of prime importance 

(Baines, 1981), without recourse to denumanizing, 

life-prolonging technology, (Ryder and Ross, 1977). A 

hallmark of hospice care is the creation of an atmosphere 

in which patients and staff are free to be open and honest 

with each other, (Manning, 1984). High standards of 

physical care and total patient care including emotional 

support and recognition of the needs of the family are all 

valued goals, (Saunders, 1977; Saunders. Walsn and Smith, 

1981; Manning, 1984). 

Stress in Terminal Care Nursing 

The encouragement of staff involvement with patients and 

families, the high number of deaths and the high ideals all 

contribute to make staff potentially nighly vulnerable to 

stress. A number of studies nave identified a range of both 

satisfying and stressful experiences in terminal care 

nursing, though few have used objective measures of stress. 
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Vachon (1978) suggested that stressors external to the 

individual combine with motivations for entering the work 

to influence the experience of stress. She also commented 

that constant exposure to death can affect personal and 

social life and relationships. Thomas (1983) defined some 

of the satisfactions and stresses in this work, counting 

among the latter poor symptom control, helplessness in the 

face of death and repeated loss through death of patients 

one had become involved with. Moser and Krikorian (1982) 

found that staff identified care of patient and family as 

sources of both most stress and most satisfaction, while 

Donovan (1981) found that interpersonal conflicts accounted 

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

to patient and family care. Friel and Tehan (1980) 

conceptualised stressors as exogenous and endogenous. Among 

the former, they considered the nature of terminal illness, 

including distressing symptoms and dying patients; among 

the latter, high ideals, exaggerated expectations held by 

the nurse of herself and her role, the pressure of limited 

time in which to achieve goals, reminder of one's own 

mortality, and conflict between ideals and reality 

particularly when death does not fit with the accepted 

ideal. 

A number of other studies have attempted to measure stress 

more objectively, with the use of a variety of rating 

scales. Wilson (1983) asked hospice nurses to rate 55 

nursing tasks for degree of stress. The two areas rated 

most stressful as a group were those tasks which required 

staff to meet the emotional needs of patients, and duties 

relating to the death of a patient. Vachon, Lyall and 

Freeman (1978) comoared stress on two active cancer 

treatment wards and a newly opened palliative care unit 

•;PCu) , using Goldberg's General Health Questionnaire. Staff 

on the PCU were found to have levels of stress twice as 

high as nurses on the other two wards, one of which was 

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



found among a group of newly widowed women. In contrast, 

Barstow (1980) found that levels of stress, measured by 

Spielberger's State—Trait Anxiety Index (STAI), were lower 

than the established norms in a group in-patient and a 

group of home - care nurses. Stewart, Meyerowitz, Jackson, 

Yarkin and Harvey (1982), in a comparative study of stress 

in oncology, intensive care and cardiac wards and in 

operating theatre staff, found similarities between all 

groups on short - term stress such as physical and 

emotional tiredness. Oncology nurses, however, were found 

to experience more stress on long—term factors such as 

influence of the job on personal relationships than did 

other nurses. 

Studies of stress in terminal care nursing can be divided 

into those which are anecdotal, tending to assume the work 

is stressful, and those which use objective measures of 

stress and hence lend themselves more readily to comparison 

with other areas of nursing. The findings are somewhat 

contradictory. 

Care of the Elderly 

The medical care of the elderly was established as a 

speciality in its own right following the introduction of 

the National Health Service in 1948. At that time, 

geriatric departments took over what Hodkinson (1975) 

referred to as a two—tier system of care, with higher 

standards and greater prestige in the acute care facilities 

compared to the relative neglect of chronic care areas. 

The integration of each into one department of geriatric 

medicine led to a more unified approach and philosophy to 

the provision of care. This was reflected in the 

development of new and effective methods of care, depending 

on careful investigation, treatment and rehabilitation 

(Exton - Smith and Crockett, 1949; Amulree, 1951;), 

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 stay. 

Against this background, Hodkinson emphasized the 

importance of the therapeutic environment in which the 

individual patient's wishes and goals have special 

importance; the creation of as home — like an atmosphere as 

possible, particularly in long — stay wards; a maximum of 

human interest and a minimum of regimentation. Friedenberg 

(1976), however, 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. Accepting 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 '.198-3) 

also emphasized good nursing care, that life should not be 

inappropriately 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 Geriatric Nursing 

A library search using the key words stress, nursing and 

elderly did not bring to light any studies on stress in 

staff caring for elderly patients, which suggests that it 

is not an area 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 

nursing 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 for 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 

multi - 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 wealth of experience of the elderly 

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 

care 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 staff and dying patients, and 

identified coping responses at several levels -

psychological, interactional and organizational. Rules 

surrounding the hospital's policy about giving information 

to patients, and the organization of the delivery of care 

circumscribed and legitimated nursing behaviours such as 

avoidance and control of conversation. Nurses were 

considered to be most vulnerable in the "suspicion" and 

"open" awareness contexts. The development of "collective 

moods" helpec staff anticipate and deal internally with 

patient death. This included various labelling and 

relabelling techniques, so that death was seen as 

desirable, inevitable, wrong or a relief. Knight and Field 

(1981) also noted that control of information was 

reinforced organizationally, by the division of labour on 

the wards, such that those who had the status and knowledge 

to answer patients' questions had least patient contact. 

This enabled staff to cope by maintaining a degree of 

distance from the threat of death and its implications. 

Oskins (1979) identified four coping responses used more 



than 50% of the time bv subjects in her study. The -first 

tended toward "direct action" that clarified the perception 

of stress as understood by others, or used information 

acquireo i n orevious similar situations. As the perception 

of stress increased, nurses' anxiety levels rose and staff 

increasingly reported the use of palliative modes of 

coping, including humour, rationalization, release o+ 

feelings and avoidance or suppression. 

A number of writers, Hartl (1979), Stede+ord (1984) ana 

vacnon (1978) have emphasized that coping begins with a 

healthy concern for self, which includes acKnowledging 

areas of oersonal vul r.eraPi 11 ry and stress. H a m suggested 

a number of techniques which might be useo to reduce 

stress, including exercise, relaxation and aiet. Some of 

the coping strategies suggested require a comoination of 

oersonal ana organizational recognition of stress as weii 

as a commitment to ics alleviation. Warren outlined 

a stress management programme which incorporated sessions 

for teaching staff to recognise the sources and signs of 

stress. nealth maintenance, ana stress - reducing 

techniques. Donovan <1961) recommenced teacning ot time 

management and conflict resolution strategies, use of 

relaxation ana counselling. Others nave suggesteo that niqn 

stress areas of nursing should be recognised in the pay 

structure, easy transfer to other wards, paid recovery aays 

and, particularly ooouiar in American stuoies, the 

provision of formal supoort grouos. The use ot support 

groups seems to be widely recommenqed as an interventionist 

and preventive method of coping which wouio aiiow and 

encourage the ventilation of feelings, teacn oetter ways oi-

handiing interpersonal relationshios, and ennance -reelings 

of 1noividual and group worth. Few stuoies, nowever, seem 

to use objective assessment criteria in recommending the 

benefits of group support. Among those tnat nave, toting 

(1961) reported that the use of oeer group meetings reduced 

the number of paid recovery days used; Weiner ana Caidwell 
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(1981) reported a reduced turnover in staff compared to the 

previous year, at a time when the hospital as a whole 

experienced an increase; and Sheehan, Donnel1, Fitzgerald, 

Hervig and ward (1981-2) found that the presence of social 

supports helped new nursing students cope with life changes 

and had a significant effect in minimizing accident / error 

rates. 

Conclusi ons 

Most of the research and literature on the sources of 

stress in nursing appears to have emanated from the United 

States. Many of the studies explore stress in particular, 

specialist areas of nursing in which stress is assumed to 

be high; typically, intensive care and cancer wards, where 

life and death issues are to the fore. Factors in the work 

environment, interpersonal relationships and patient care 

have been identified as frequent sources of stress, both in 

specialist and general areas of nursing. However, a high 

proportion of studies are anecdotal in nature, making an 'a 

priori' assumption of high stress which is not always 

supported by the evidence of the relatively few comparative 

studies which have used objective measures. There is 

recurring evidence to suggest that staff, both medical and 

nursing, experience the care of dying patients as 

stressful, a situation whicn is commonly coped with by 

avoiding or minimising exposure to it. Various measures of 

death anxiety, which have been correlated with expected 

significant variables such as age,training and experience, 

have produced conflicting results. Levels of death anxiety 

among nurses do not appear to differ significantly from 

other groups, although unique areas of concern have been 

found. 

Stress in Terminal Care 

However, if the care of dying patients is stressful, then 

staff working exclusively in this area would be especially 

vulnerable, and one might expect to find significantly 
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higher levels of stress. There are a number of American 

studies which describe the stresses and the satisfactions 

of nursing terminal cancer patients. Again, these are often 

anecdotal, and few use objective measures of stress. Where 

these are used, the evidence for high levels of stress 

appears equivocal. 

The Applicability of American Research 

The applicability of the results of American and Canadian 

research cannot be taken for granted when considering 

British nursing. Differences in training, in the 

organisation and delivery of health care, and in 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 supported with evidence 

from British studies. What British research has been done 

tends to report high levels of stress, which has been 

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 counterparts, regard patient death as 

stressful and that they tend to cope by avoidance, 

minimising contact and controlling the conversation, 

methods which are often effectively supported by ward 

structure and organisation. However, such methods of coping 

would clearly be antipathetic to the goals of hosoice care 

where open communication about death is encouraged. 

However, there is some research evidence that hospice 

nurses may find the care of dying patients no less 

distressing than their colleagues in other areas, though it 

would be premature to conclude that these nurses are highly 

stressed in the absence of other indicators. 

Need for Research 

In spite of the number 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, previously held 

assumptions of high stress have not been consistently 

supported. 

The last decade has witnessed a rapid and world-wide growth 

in the hospice movement. Research emenating from such units 

has made a significant contribution to medical knowledge 

about what constitutes good pain and symptom control, as 

well as to a better understanding of the psychological 

needs of dying patients and their families. Our 

understanding of staff needs, however, rests on largely 

untested assumptions about the source and nature of stress 

and how to manage it. Although there are a few American and 

Canadian studies which address themselves to this area of 

research, British studies appear to be virtually 

non-existent. There is a need for empirical evidence based 

on Sritisn research to test the validity of these 

assumptions and the effectiveness of stress management. 

The Costs of Stress 

The potential costs of stress are high, to the 

organisation, to staff themselves, and ultimately to the 

patients as well. There is evidence that stressful 

situations tend to be avoided, and the ultimate avoidance 

available to staff is to remove themselves from the work 

situation. This would be reflected in the level of 

sickness, absenteeism and sraff turnover. Where these are 

high, so IS the cost to the service, to the detriment of 

its efficiency and therefore the standard at which patient 

care can be provided. 

Nurses who find care of the dying stressful may manage 

their anxiety 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 patients in categories rather than as individuals with 

their own anxieties and difficulties. 

Future Developments 

The current crisis in the National 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 become more numerous and diverse, their budgets too 

are suffering cuts and restrictions. 

It seems unlikely that the rapid growth that has already 

taken place in the provision of hosoice care will be able 

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 

experienced in the NHS generally. This has clear 

implications for the level of care that is provided, the 

ethos that surrounds it and the experience of stress among 

staff. It seems unavoidable that the provision of the as 

yet limited training facilities for this type of work, will 

increasinqly 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 

of patient care are not to be put in jeopardy. 
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CHAPTER 

METHODOLOGY 

Introduction 

As the review of the literature in the previous 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 objective measures of stress and is frequently 

anecdotal in 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 objective measures, the results are somewhat 

contradictory, Vachon et al (1978) finding high levels of 

stress in a Canadian study, whilst in an American study 

Barstow (1980) 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 American 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 questionnaire, 

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 yield evidence about 

the existence and nature of stress in this area of nursing, 

suggesting how the nursing task might be facilitated and 

stress, 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 enough 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 

staff, agreement to proceed with the research was given, 

together with permission to interview staff while they were 

on duty. The Nursing Officer in charge of the geriatric 

unit on the same site agreed that members of her staff 

could be approached with a request to participate in a 

pilot study of the questionnaire. 

Personal contact with a member of staff working on the 

geriatric wards of Hospital 2 who expressed an interest in 

the research led to a meeting with their nursing officer. 

Permission was negotiated to interview staff on the 

long-stay (continuing-care) and the acute assessment wards 

in the geriatric department, as well as night staff. 

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 staff, 

excluding the Nursing Officer. These included two sisters, 

staff 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 in the 

palliative care unit. 

A decision was made to include the night staff as a 

separate group. It was the researcher's observation that. 

52 



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 Population : Hospital 2 

The geriatric department consisted of 65 day staff 

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 nurses (SRN's); state 

enrolled nurses (SEN's); and auxiliary nurses (NA's). Day 

staff 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 to 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 treat 

day staff in Hospital 2 initially as two separate groups. 

As 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. 

Select!on 

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 in 

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 staff 

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 qualified 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. Percentages 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 for group 3, night staff from Hospital 2. 

Within each group, the number of respondents of each grade 

necessary to reflect the distribution of qualified to 

unqualified staff in the host population was calculated. A 

dice was then thrown to determine the order in which 

subjects were to be approached until 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 11% .They were : 

1 day nurse from Hospital 1 

4 night nurses from Hospital 2 

3 acute ward nurses from Hospital 2 

1 long-stay ward nurse from Hospital 2 

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 
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-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. 

Of the 70 respondents who agreed to take part in the study, 

interview material was subsequently available for analysis 

from 69 subjects, and in respect of the standardised 

measures, from 65 respondents. 

The research sample from Hospital 1 represents 71% of the 

total nursing population, day and night staff; and from 

hospital 2 the sample represents 56% 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 staff - 68.2% 

Group 2 - Hospital 1,10 Night staff - 76.9% 

Group 3 - Hospital 2, All Wards, 

15 Night staff - 35.7% 

Group 4 - Hospital 2,Wards A and B, 

15 Acute ward staff - 68.2% 

Group 5 - Hospital 2,Wards C and D, 

15 Continuing - care ward staff - 88.2% 

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 pressures : 

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 due to 

illness. 

II THE INSTRUMENTS USED 

1. The Questionnaire 

Development and Piloting of Questionnaire 

The questionnaire was developed in consultation with 

palliative care medical and nursing staff and geriatric 

care nursing staff from 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 unit 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 Questionnaire; Templer's Death Anxiety Scale items; 

and a life-events scale, based primarily on exit and loss 

events, as identified by Paykel et al (1969). 

The pilot study showed that although good rapport was 

established, the interviews were longer than was generally 

acceptable. The wording and order of questions was 
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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 (198-j). 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 major 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 coping; 

c).aspects of support at home and work,formal and informal; 

d).other sources and signs of stress, such as job 

satisfaction, workload, and staff shortages. 

e).life event stresses. 
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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 Scale; 

The Nursing Situations Scale; 

The Death Situations Scale; 

Material Gathered at Interview Relating to Upset; 

ii).Self - Report measures of the outcome / consequence of 

stress : 

The General Health Questionnaire. 

iii).Objective measures of the outcome / consequences of 

stress : 

Sickness reports over one, three and twelve months. 

Consultations with General Practitioner (GP) in the 

six months previous to interview; 

iv).Ward statistical data from hospital medical records. 

v).Interview data from semi - structured questionnaire. 

Self - Report Measures 

a). Life Events 

Within the interview itself 13 questions, together with a 

number of supplementary questions about stressful life 

events were presented in the manner described by Brown and 

Harris (1973). The questions asked about the occurrence in 

the last year of events described by Paykel et al (1969) as 

either 1) undesirable and loss events, or as 2) entrance 

and exit events, such as birth, marriage or death. 

Additional information was gathered about the surrounding 

circumstances. The items checked were subsequently scored 

using the mean score of English respondents, reported by 

Paykel, McBuiness and Gomez, (1975), for equivalent life 

events. (Appendix 2 and 9) 
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b)- Death Anxi ety 

The level o-f stress experienced in nursing the dying 

might reasonably be thought to be related to the degree of 

anxiety about death / dying itself. Tempier'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 search of 

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 

(1979) 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 situation 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 format tested by McMordie 

(1979). 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 55 - 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 items 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 job, 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 5. 

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 5) 

e).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 in this study might 

encounter. Situations ranged from 'death of close relative, 

e.g. parent' to 'death of Russian leader Andropov', which 

it was anticipated would be rated, respectively, very high 

and very 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 O - 10, and respondents were asked to tick those 

situations they had experienced. (Appendix 6) 

f).Job Satisfaction 

Nurses were asked to rate a number of statements, which 

were devised by the researcher, pertaining to job 

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 job satisfaction. 

Self - Report Measure - Outcome 

g).The General Health Questionnaire 

The 30 - item, shortened version of the General Health 

Questionnaire (GHQ), 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 in 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, 1978; Parkes 1980a, 1980b) Goldberg reports on the 

testing of a number of versions of the GHQ, for which 

comprehensive test data are available. Using a cut - off 

point of 4/5, on a population of 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 

sliqht loss of accuracy was deemed to be acceptable for the 

saving in time, represented by choice of the ^O - item 

version. Respondents were asked to score each item 

according to their experience of it on a four - point scale 
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ranging, for example, from 'more so than usual' to 'much 

less than usual'. The General Health Questionnaire (GHQ) 

scoring system, (0, 0, 1, 1) was used in the manner 

reported by Goldberg. (Appendix 8) 

Objective Measures - Outcome 

h). Illness Reports 

The number of days illness reported over one, three and 

twelve months has been taken as an objective measure of 

general well - being among staff. It was intended to 

support this from records of staff sickness / absenteeism. 

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, during the interview subjects were asked if 

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 GP. They represent his subjective opinion, and 

as such, might have been differently rated by someone with a 

different view of the relationship between illness 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, 11a, lib, & 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, 

SPSSx (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). Numerical 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 Kruskal1-Wal1is one way analysis of variance and 

Spearman's rank order correlation coefficient were 

employed. Probability levels reported on the Mann—Whitney 

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 

avai1 able. 

IV HYPOTHESES 

A major assumption which this study sets out to test is 

that experience of patient death is stressful to nursing 

staff 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 Romo, 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 nurses which have used more 

objective 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 

hypothesi s: 

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, 1976) 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 innured to the associated 

stress. However, studies of the relationship between death 

anxiety and experience of death suggest a positive 

correlation between experience 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. 
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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 

fallowing hypotheses will be tested: 

3.Nurses faced with death most frequently will experience 

greatest death anxiety. 

4.Duties which require the nurse to deal with 

situations involving death / dying 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 areas, suggests the possibility that 

not only number of deaths but perhaps type of death may be 

seen as affecting the experience of stress: 

5.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.Objective measures of the outcome of the subjective 

experience of stress will be directly related to the number 

of deaths experienced on the ward. 

Both McGrath 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 

(1969) found higher levels of anxiety about discussing 

death with dying patients among trained nurses. However, 

they also had more experience of death and were in favour 

of 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 Sow (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 (PCU) 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 PCU staff will be less 

stressed than nursing staff in the geriatric department. 

Mechanic (1970) 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 than nurses with no religious belief, who will in 

turn be less stressed than nurses with uncertain belief. 

Coping behaviours, repertoires and coping styles and their 

effectiveness, have received considerable research 

attention, although the results appear contradictory. 

Steiner (1970) found that subjects who used a single, 

preferred coping response were less stressed than those who 

used a range of behaviours; However, the results of studies 

by Burke and Bel court (1974) and Pearl in and Schooler 

(1978) suggest that respondents who have a repertoire of 

copinq mechanisms available to them, will be at an 

advantage in coping with the experience of stress. It 

seems, therefore 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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9a). Staff who use a range of coping behaviours show less 

evidence of stress. 

9b). Alternatively, staff 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 (1964) 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,wi11 not only affect patient - staff 

interaction, but will also have deleterious consequences in 

the longer — term for the mental and physical well - being 

of staff themselves: 

10. Staff 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 further 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 experience of stress and stress outcome (Caplan, 1976; 

Gore, 1978; Brown & Harris, 1978; etc). The results of 

some research, however question the role of support as 

a moderating variable (Schaefer et al, 1981; Mettlin & 

Woefel, 1974). However, these last two studies 

conceptualised support in terms of a network of helping / 

supportive relationships, whilst the Brown and Harris study 

found that vulnerability 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 (1975) reported that compartmental -

ization of work and non — work life was associated with 

lower 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 

stress 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. 

It 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 contact 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: 

15. 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 

less 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 colleagues ; 

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 children; nursing 

qualification; number of years nursing experience; and 

number of years in present job. 
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CHAPTER 4 

WARD OBSERVATION - PARTICIPATION 

Introduction 

Prior to carrying out the interviews, during May and June 

1983, the researcher was able to spend a week on each of 

the three types of ward working alongside permanent staff 

as a nursing assistant. One night was worked in each 

setting. The researcher was therefore able to assist in or 

observe a comprehensive range of tasks constituting the 

nurses' and patients' routines. The tenor of the week on 

each ward was said by staff to be fairly typical, with 

Hospital 1 experiencing a recurring busy period. 

During the three weeks, a record of experiences and 

impressions was kept which has been the main source of 

material for this chapter. It is not the intention to make 

invidious comparisons, but rather to look at how each of 

the wards functioned, and the ways in which they both 

resembled and differed from one another. For convenience, 

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 several respects.Hospital 1, 

the palliative care unit was situated on a semi - rural 

site on the outskirts of town, offering a service 

exclusively to cancer patients drawn primarily though not 

completely from three health districts. Hospital 2 was in 

the centre of a town,offering a service to elderly patients 

in its health district. As cancer is predominantly a 

disease of old age, there was some overlap in the patient 

population of each hospital. Hospital 1 tended toward an 

older rather than a younger age group with patient 

referrals tending to peak in the 50 - 69 year old age 

range. However, patients referred to the geriatric 

department of Hospital 2 were by definition rarely under 65 

and particularly on the continuing care wards were often in 

their 70's, 80's and even 90's. Some of these were likely 



to have cancer, possibly alongside other problems of old 

age. 

Each of the wards was, therefore, part of a larger whole 

and was obliged to operate witnin tne context of needs, 

policies and priorities of the community, as 

ooerationalised by the Regional Health Authority and the 

District hosDital service. Thus, whilst some of the goals, 

difficulties and constraints were internal to the wards and 

susceptible to staff influence and control, others were 

liTiDosed on them from outside. 

It would be difficult and unfair to divorce the level of 

provision in the palliative care cancer unit and the 

geriatric wards from the relative emotional impact of eacn 

speciality on the community as a whole. Dying of cancer, 

with the attendant association of premature ana painful 

aeath is ana was more noteworthy tnan dying of olu age. 

Voluntary cancer organisations come hign in the league 

table of donations to charitv- In the field of palliative 

cancer care such organisations, sometimes in oartnersnio 

With the National Health Service, have oeen aDle to make a 

significant contriDution both to the nature and the level 

of care, and tne ohilosophy benino it. Along with tne 

injection of funds to build and provide such specialist 

units came an extension of the philosophy of total patient 

care from the Hospice movement, with its empnasis on 

quality of life, and death with oignitv; and accompanying 

it, a more scientific aoproacn to, and experience of, 

symotom control pioneered within the mooern hospice for 

this group of patients. 

By contrast, the geriatric service nas always tended to be 

the poor relation in the NHS in its share of the provision 

of resources. Not infrequentlv accomodated in Puildings 

once the workhouse, and rarely too priority in the 

modernisation or provision of purpose — built facilities, 

its more limited resources have been further stretched, at 
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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 

in expenditure. With the current trend toward community 

care, some areas are beginning to exoeriment creatively 

with provision for the elderly who might otherwise be in 

hospital. However, the level of needs of a substantial 

minority are likely to remain sucn that residential / 

hosDital provision will remain the only viable means of 

meeting the amount of heip reauirea. 

It is not the intention to imply that modern, purpose -

Duilt accomodation eouates with better care: merely that 

how and wnere a community spends its money is a reflection 

of Its priorities and concerns, ana thereov oerhaps 

inoirectly of its support for the staff, as well as the 

patients, involved in various types of care. 

Problems of Observer - Particination 

The observation / participation weeKS were arranged, at the 

reouest of the researcner, in consultation, primarilv, with 

the nursing officers concerneo, following a departmental 

meeting with the waro sisters attenoeo Dv tne researcner. 

Selection of the wards within the geriatric aeoartment was 

left entirely to the nursing officers, in consultation with 

tneir staff. it was agreeo only that the wares shouid not 

have pupil nurses. 

At this szage, several memoers of suaft were expressing an 

entnusiasm and interest in tne relevance of the research to 

tneir own needs within the oeoartment and were eager to 

co-ooerate. However. this may also have made it more 

difficult for them to exoress ooenly anv doubts or 

reservations about allowing an outsider to see them at 

work. Although the same may nave been true for the 

oalliative care unit, where the researcner was a working 

member, in a different capacity, of the team, the fact that 

nursing staff knew the researcner was more likely to have 

made it easier for the palliative care team to accept 
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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 alongsioe them on the 

ward and this must have made it, not only easier to accept, 

but also easier to know how to involve the researcher. 

in practice, there was some reservation and uncertainty 

from staff on tne geriatric wards as to the researcher •'s 

presence, ihe planning meetings had taken place with the 

nursing officers and ward sisters, ana it was tne latter 

who conveyed to staff the explanation for the researcher's 

presence. It was therefore her unoerstanding and acceptance 

wnich influenced the researcher's reception by the ward 

staff, and her presence on the ward at the start of the 

week whicn facilitated integration. 

on ~he continuing care ward, the sister was on autv wnen 

the researcher arrived, and took resDonsiD111 ty for 

introducing her to the team and explaining the work of the 

ward. The researcher was given an opoortunity to exoiain 

her presence ana discuss her involvement on tne wara. It 

was possible to re—emphasize the wish to Pecome as actively 

involved as was feasiole in working alongsiae staff, rather 

tnan to stano around observing, which would oe,no doubt 

disconcerting ana threatening to staff and patients. Staff 

were active in suggesting help with nursing tasks and 

anxious to proviae the researcher with as wice a ranoe of 

experience as possible. Thus, while sister made tne initial 

suggestion to help with washing and dressing patients, and 

later with bathing, nursing auxiliaries also pegan to 

suggest help with feeding or toileting, and the researcher 

was gradually trusted to do more on her own. The process of 

integration and acceptance was further helped when sister 

invited the researcher, on the first morning, to talk about 

her own unit and work to staff over coffee, opening the 

possibility of a two - way exchange of experiences and 

difficulties, which subsequently became less formal. 
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By contrast, a staff nurse whom the researcher had not met 

was in charge of the acute assessment ward on arrival. She 

seemed very unclear about whv the researcher was there or 

what to do with her, although she nad oeen exoecting 

someone wno was coming "to observe what we do". The 

researcher sat for some time at the edge of the team while 

staff discussea and allocated nursing tasks, out was not 

introduced to tne team and conseauently tnere was no 

opportunity to explain ner presence at tnat stage. The 

researcher having explained that she hoped she could be 

used as an extra pair of hands rather than merelv observe, 

was taken onto the ward to help with breakfast. When the 

ward sister came on duty later in tne oav, the researcher 

was taken on an introductory tour of the ward, calking 

about their facilities, goals and difficulties. The 

researcher was given the freedom to decide wnat she wanted 

to see ano to make suggestions as to what would oe 

interesting or useful. However, tne researcher found the 

Idea of active oarticioation more difficult to convev and 

freauently felt superfluous. As there was no formal 

incividual as the opportunity arose, ano likewise nao to 

herself available. Conseouentlv. mucn more time on tnis 

ward was spent in negotiating a olace in tne team, and it 

was not until tne end of the week tnat a snaring of views 

and exoeriences began to taxe place. 

Bv contrast, the researcner s exoerience on the oailiative 

care wara was much easier. Firstly, oecause sne was already 

known well to ail members of staff as part of tne extended 

/ ancillary care team and therefore oia not pose a threat 

as an outsioer. Though junior nursing staff were not 

actively consulted as to whether sne should work with them 

on the wards, they were clearly pleased that tne researcher 

should be sufficiently interested in their contribution to 
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t h e t e a m w o r k t o w a n t s e e it h e r s e l f . S e c o n d l y , t h e t e a m a s a 

w h o l e . a n d t h e n u r s e s in p a r t i c u l a r , f r e q u e n t l y had v i s i t o r s 

f r o m a v a r i e t y of p r o f e s s i o n a l b a c k g r o u n d s , w h o c a m e t o 

l e a r n dv w o r k i n g a s n u r s i n g a s s i s t a n t s a l o n g s i d e t h e m . 

T h e r e f o r e t h e y w e r e m o r e u s e d to e n a b l i n g an u n o u a l i t i e d 

ana i n e x o e r i e n c e d p e r s o n to fit into t h e n u r s i n g t e a m . 

S h o w i n g t h e m t h e r o b e s , and h e l b i n g t h e m with t h e 

u n f a m i i i a r i t y of t h e t a s k s . T h e r e w a s m o r e o v e r , a l i m i t e d 

b i u r r i n a of r o l e s on t h e p a l l i a t i v e c a r e u n i t . S o m e t a s k s 

s u c h a s t a l k i n g t o p a t i e n t s and f a m i l i e s w e r e hot t h e 

e x c l u s i v e p r o v i n c e of a n y o n e d i s c i b l m e b u t w o u l d b e 

p e r f o r m e d b y w h o e v e r w a s e i t h e r a v a i l a b l e , f e l t a b l e or h » d 

t h e r e l a t i o n s h i p or a p p r o p r i a t e k n o w l e d g e . O t h e r t a s k s , 

f h o u p h d i f f e r e n t i a t e d b y r o l e w o u l d o c c a s s i o n a l l y b e 

p e r f o r m e d by o t h e r s b e c a u s e thev w e r e t h e n e a r e s t and m o s t 

a v a i l a b l e . T h u s . a l t h o u g h not ah e v e r y day o c c u r r e n c e , it 

w a s not u n k n o w n for t h e d o c t o r or s o c i a l w o r k e r to f e t c h a 

c o m m o d e f r o m t h e s l u i c e , n e l b w i t h f e e d i n g or a c c o m p a n y a 

p a t i e n t t o t h e t o i l e t . 

Observer Bias 

As a participant - oDserver. tne aim was to observe, 

experience and record facts and feelings in an oojective a 

way as possioie. In oractice, it was extremely difficult 

not to make value judgements, particularly having certain 

lovalties to one hospital and a commitment to its practice 

and philosophy. The experience of working on these three 

wards highlighted for the observer - researcner some o+ the 

values and beliefs by which she worked, .ue =usoension 
t uniform. Some things it was 

value - judgement was nu 

pOSSl•i 

Similar seguing 

to tolerate which in other circumstances but 

would nave been abhorrent; other things 

m a d . one u n c o m f o r t a b l e to observe; some things it felt 

oc^sible to question and others not. The different ways in 

wnirh one observed and understood, or did not were 

undoubtedly due to a variety of influences : personality; 

professional background, training and experience. 
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experiences; work pressures and philosophy. 

Nurses, both because o-f their uniform and their training, 

are sanctioned to cross the usual boundaries o-f physical 

closeness in the oer+ormance of their duties, often 

carrying out unpleasant or very personal tasks. R e m a p s 

because of both personal and professional experience, the 

researcher found it less difficult to cope with the 

physical aspects of caring tnan sne had anticipated. While 

there were some tasks that were not enjoyable, there was 

nevertheless a sense of achievement in having been able to 

carry them out - tasks such as bathing, feeding and 

toileting - and surprise that patients so readily allowed 

her to do it. Many aspects of the nursing role however are 

an extension of the mothering role, and ail humans carry 

with them ana snare a common fund of the experience of 

being mothered: and in the case of many of tne patients and 

of the researcher, also the complementary role of 

motnerinq. However, her acceptance by patients was 

undoubtedly aided also by the practice followed on all 

MMree warns of oiving the researcner a white coat to wear, 

wnich became ner uniTorm and in a sense perhaps passport to 

acceptance, although sne also tooK the opportunity to 

explain to patients where possiple why she was working on 

the ward. 

The researcner was also surprisea at her reaov acceptance, 

at t h e time, of t h e p r a c t i c e on tne g e r i a t r i c w a r d s of 

s o m e t i m e s not putting u n d e r p a n t s on p a t i e n t s during t n e dav 

- a p r a c t i c e that in t h e r o l e of a r e l a t i v e sne nad found 

p a r t i c u l a r l y a b h o r r e n t , and, indeed o e m e a n i n g . H o w e v e r , the 

difficulties facing staff where there are perhaps 17 out of 

20 patients needing some help with toileting ana only tnree 

staff a v a i l a b l e , a r e u n d e r s t a n o a b l e . 

was also difficult as a participant - observer, coming 

with some knowledge of alternative approaches to patient 

and family care, and with a different professional training 

78 



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 

little time was spent on the acute ward in getting to know 

the patient or in trying to understand why sne might be 

difficult; and that very little time was given to 

relatives, to talk to them or to explain what was 

happening. At times staff were naturally rushea and had to 

do things quickly, ana a difficult or demanaing oatient 

could cause extra work or problems for staff. Nevertheless, 

this haopenea less on the palliative care ward, wnere the 

work pressures were at least comparable to those on the 

acute ward. The difference seemed, therefore, to be one of 

expectation and perhaps lack of training in some areas. For 

example, on the acute ward the mornings appeared very 

rushed, but the afternoons, when visiting was allowed, were 

very quiet. However, even in the afternoons, when it would 

have been easier to spend time with patients, tnis did not 

seem to happen very often. Staff also seemed to experience 

difficulty in knowing how to approach families, and this 

was usually regarded as the task of the senior nurse on 

duty. Nevertheless, staff seemed aware of difficulty in 

this area ana in the interview talking to patients and 

families was often mentoned as a gap in training. 

The Ward Environment 

Hospital 1 - The Palliative Care Unit 

Hospital 1 was one of a number of similar units, purpose -

built by the National Society for Cancer Relief in the 

1970's and hanoed over to the National Healtn Service 

(NHS), which tooK resDonsiDi1itv for sta+fing and running 

costs. Charitable support was evidenced Doth ov the high 

material level of tne original provision, and tne continued 

expansion of tne existing service,ana the provision of new 

facilities, for example in the areas of day - 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 semi - rural position. 
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on the edge of a south coast town, in the grounds of a 

geriatric hospital. It was one of a growing number of 

similar NHS units, which espoused the hospice onilosophy in 

offering care to oatients in the terminal stages of 

illness. Unlike other nospices. Hospital 1, bv the time of 

the stuoy, was caring exclusively for cancer patients. 

Most Of its patients were drawn from the tnree 

surrounding health districts, through referrals from 

hospital physicians and general practitioners. 

Goals of Care 

Good pain and symptom control were a top priority, together 

with support in its broaoest sense, for patient and family, 

with a view to maximising the quality of life tnat remained 

to the patient, and to enable him to die with dignity,in 

his own way. Contrary to expectation, this did not alwavs 

mean dying in a peaceful and accepting fashion. and 

although more aifficult for staff, the ones they 

reminisced about were often those who had fougnt in their 

own way to the eno. There was a strong renaPi1itative 

input, whicn enabled many patients to return home for 

varying lengths of time, often more moPile, painfree and 

able to participate in family life than had oeen possible 

prior to aomission. Drawing from the hospice philosophy of 

care, great importance was attached to recognising and 

treating each patient as an inoividuai, ana also as part of 

a family. In practice, this meant that each patient was 

greeted bv name at the door of the unit on arrival, by a 

memper of staff wno would then spend time with the patient 

arc his partner, helping the patient to settle in and feel 

welcome, to relax and allay some of his and nis family's 

fears. The importance that was attached to not rushing a 

patient tnrougn a oath or dressing when he wanted to talk 

about his illness ana anxieties was implicitly supported by 

the staffing levels, and recognised by the nurses in the 

way the workload was shared oetween them. Enquiring after 

the whereabouts of a nurse, one was as likely to be told 

that she was "sittinq with Mr.w." as that she was doinq his 
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dressing. 

Hospital 1 specialised in pain and symptom control. 

Patients, male and female, were admitted where approoriate, 

for a two — week oroqramme of assessment, treatment and, 

rehabilitation; family relief; and terminal care. Patients 

might range in age from 13 years, upwards. Although nurses 

might care on any one day for patients of both sexes, the 

bays were no-c mixed - sex. 

Staffing 

At the time of the study, the multi — disciplinary team 

comprised 2 full— time consultant physicians; a part — time 

clinical assistant; nursing officer; 2 ward sisters; and a 

team of thirty — three state — registered, enrolled and 

auxiliary nurses to provide a full — time equivalent nurse 

: oatient ratio of 1:1, over 24 hours. There were no 

student / learner nurses. Other staff included a part — 

time chaplain; 2 part — time social workers; part — time 

physiotherapist and 2 aides; full — time occupational 

therapist and 2 aides; together with reception, clerical 

and house — keeping staff. In addition to in — patient 

care, a team of 5 home — care nursing sisters 

provided support, advice ano a link with the unit for 

approximately 70 patients currently in their own homes. 

Up to 8 of these patients might also attend the unit for 

day—care once a week. The home — care sisters were not 

incluceo in the study. 

The Patient Population 

This ward had m e most beds and the best staff : patient 

ratio, altnougn unlike the other waras this included night 

staff. The workload fluctuated depending on now mobile and 

self — caring patients were. During the observation week, 

there were 20 patients, rising to 23 and then falling to 2l 

by the end of the week. Of these, only one was reasonably 

mobile and self — caring. Three were expected to die and 

required two — hourly turns, and during the week 6 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, including time spent with relatives 

explaining procedures. The week soent on this ward was dy 

far the busiest of the rnree : nursing staff had not 

finished wasning, bathing and carrying out other necessary 

patient care by the end of their morning shift (1.30 p.m.), 

something which never happened on the other two wards, ana 

which those staff when asked could not understand. Staff 

felt that the week was not entirely typical of the 

workload, although they regularly exoerienced similar busy 

t1mes. 

The Environment 

Patient accomodation was lignt and spacious, giving onto 

a pleasant garden area eouiooed with garden furniture and 

children's olay equioment. The ouilding was oesigned ro 

incoroorate two internal planted courtyards, providing 

adoitional interest and light. A large day area was 

furnished with television, srereo and fish tank. The unit 

was carpeceo throughout, and there were numerous 

pi cruras and olants around, with the aim of creating as 

relaxed and homelike an environment as possible. A light 

and Dleasantly furnished room was available for staff 

coffee ana lunch breaks, and at the time of the study was 

also used to give privacy to families following 

b e r e a v e m e n r . Kitchen and canteen facilities were shared 

wi-n the rest of the hosoiral, but the unit also had a 

small kitchen of its own. ana a tea - bar run by 

volunteers, adjacent to the aay area. Pharmacy and other 

services. incluoing test ana aaditionai treatment 

facilities, were provideo as necessary ov the main 

hospitals in the nearov town. 

HosDital 2 

The geriatric department at Hospital 2 constituted part of 

a comprehensive range of facilities, centred on two large 
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hospitals in a second town, providing for the medical care 

o-f the elderly within the NHS, for that Health District. 

Additional non — acute beds were available in local 

cottage hospitals. At the time of the study, the 

geriatric departmenr consisted, in practice, of seven wards 

offering in — patient facilities, a day centre and out — 

patient clinic, for which two consultants had overall 

responsibility. A waiting list operated for the three acute 

assessment wards and the four long — stay wards, which had 

71 and 80 beds respectively. A home assessment was 

offered by the consultants where necessary. Together 

with the other hospital, the department servea the whole 

of the Health District. 

The hospital was sited in the centre of tne town and had 

developed on both sides of a main road, having, therefore, 

an east and west wing. The main hospital was on rhe western 

side, and the 3 acute - assessment wards were to be found 

here. The 4 continuing — care wards were located in the 

east wing, in wnat were originally isolation wards. There 

was some transfer of patients between the geriatric 

department and other specialties in the hospital, between 

the acute and the continuing — care waras within the 

department and in other hospitals, and between the 

oepartment ana the community — to patients' own homes,and 

to private ana Local Authority residential accomodation. 

The Acute Assessment Wards 

The primary goal of tne acute assessment waras was the 

careful diagnosis and treatment of elderly patients at 

an acute stage of illness, with a view to renabiiitation 

ana return to tne community. The more visible presence 

of medical and ancillary staff underlined the greater 

treatment orientation, on these wards. In addition to the 

two consultants, there were, at the time of the study, a 

registrar and junior houseman, physiotherapist, 

occupational therapist and social workers available at 
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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, enrolled and auxiliary nurses. Two 

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

housekeeping staff and ward clerk. Each consultant 

held twice - weekly 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, it 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 G.P. 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 ill, though not necessarily dying, 

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 for 

meals. This room led onto a patio area. 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 breaks, 

particularly if they wanted to smoke. Otherwise breaks were 

generally taken in sister's office, which although a 

reasonable size, was adjacent to the ward, with limited 

opportunity for privacy and relaxation. There were no 

students or learners on this ward. 
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The Patients 

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 

other urinary 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 

rehabilitative 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, ^ 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 might be in the same hospital, another hospital 

nearer their own home, and in some cases to a private or 

local authority home for the elderly. 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 
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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 a 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 in 

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 small office 

adjacent 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 

each, 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 to 

await their death. In general, patients were much older 

than those on the acute wards. Although care was directed 

toward maintaining or improving the patient's general 

condition, staff regarded the ward as home for most 

patients, and the aim was also to create a home-like 

atmosphere. To this end, visiting hours were more relaxed; 

relatives could help with patient care; patients might go 

out with relatives for an afternoon 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. A 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 

lists patients were placed, the aim being to minimize a 

hospital - like atmosphere. For the same reason, 

consultants 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 in 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 on 

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 room 

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 usually at the expense of privacy, in the process of 

manoeuvring 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 conscious 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 

workload was concerned. Two patients were "poorly" and 

expected to die, one who had been on the ward for 6 

years, 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 fixed part of the day. Thus most patients would be 

given bowls and helped to wash and dress before breakfast 

at 9a.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 

soiled. 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 

twice during the observation week, and was not unusual. 

However, by 11a.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 6 

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. Although 

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, from 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 hall 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 nurses were employed 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. However they did not have their own 
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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 were 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 nurses 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 quickly. It was also much later into the 

shift before all patients were settled, partly because 

staff 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 

staff attention. Otherwise, the routine on each ward was 

very similar. The night sister visited all wards at least 

once during the earlier part of the shift, and again 

towards morning. Staff started to wake patients about 6 o' 

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 between 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 flavour of the 

experience, both the similarities and the differences. Day 
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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 7.30a.m. to 1.30p.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 can't 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.S. who 

decides to stay beside her bed. She will be going for 

Physiotherapy / occupational therapy at 9a.m. and is 

looking forward to this. 

8.30 - 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 quite 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 is quite capable of letting me know what she 

wants. 

9.00a.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 quite clumsy. SN shows me how she dresses heels to 

alleviate bedsores and applies lotion to areas of 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. 

10.30a.m - approx. Coffee break. I am in the middle 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 also seem to think that it should 

not. We talk about a new patient 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 C ward, such as 

occupational therapy and games, if 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 SN, who gives 

report to afternoon staff, which I attend out of interest. 

Discussion of whether to move iirs.T's bed - described as an 

intelligent but unhappy lady coming to terms with a 

mastectomy and CVA, frustrated by her considerably reduced 

abilities. Staff feel she will be better with more able and 

alert patients. Also wonder whether she should be referred 

for more physio, to give her hope. 

Finish about 1.15p.m. 

Comments - Felt quite tired today, but less 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 adjust to. Finding balance of 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 - 5 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 - 8.30a.m. : Staff go off to finish washing those 

patients who need help and to begin to move patients into 

dayroom for breakfast. As not given anything to do, felt at 

a bit of a loose 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. 

9.00 - 10.30a.m. : Junior doctor on the ward again this 

morning. Offer to help iMA with bed - making. She later asks 

if I would like to help with bathing a patient. Several 

patients not dressed. Help Mrs.P to dress and go to toilet. 

Sister busy preparing for doctor's ward round, which I was 

invited to attend on Tuesday. This doctor's patients stay 

on the ward. Others encouraged 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 days. Help NA to prop Mrs.B in her chair. She 

keeps 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 quite accepted 

by group. Staff are discussing a patient who was discharged 

- there seems to have been a muddle up in the arrangements 

made with her daughter who was not there when the ambulance 

arrived. Staff say this was sister's job - 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 jobs aval able 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 is a doctor's 

round. Afternoons by contrast very slow. Some patients have 

visitors then but not all. Staff seemed to spend less time 

talking to patients, even in the afternoon when they were 

more free. They do not seem comfortable with relatives — 

there seems 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 unconsolable, 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 staff 

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 

it 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 of the other acute wards and for a talk in her 

office. 

Week 3 : Hospital 1 

Arrive 7.45a.m. - All staff, 6 + sister and self, to 

sister's office for Night SN's report. Divide into two 

teams with team leader designated by sister. Each team 

takes one half of the unit. 

8.00 a.m. - We sit down briefly on our own with team 

leader 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; 

one 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.O who is sleepy. Help 

clear breakfast trays. 

9.00 — 12.30 : Helped with commodes;bathed Mrs.D with NA; 

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, staff 

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 : 

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 erratic; 

Being present when Mr.S 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 laying out and washing the body, 

97 



which she personally would have found the most difficult of 

all tasks. 

Night Duty 

Night 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 

needed intermittent attention during the night, and the 

relatives of one patient who was dying also stayed the 

night. Because there was less activity than during the day 

and fewer staff about perhaps, surprisingly their presence 

felt somehow more intrusive to the researcher and also the 

responsibility for them seemed greater. 

There was on all wards a greater sense of isolation, of 

being cut off or marooned from the rest of the world at 

night. This felt slightly different in Hospital 1 from 

Hospital 2, perhaps partly because there were three staff 

on 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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CHAPTER 

THE SUBJECTS 

Having soent some time comoaring and contrasting the 

environment and work o-f the two hospitais, it is proposed to 

examine some of the cnaracteristics of tne subjects 

themselves and some of what might oe called tneir conditions 

of employment. In particular, attention will be given to 

examining factors wnicn might be thouqnt to either ameliorate 

or increase the experience of stress, and the extent to wnich 

the qroups are either alike or dissimilar in these respects. 

The final sample comprised 69 staff, twenty - five from 

Hosoital 1 and forty - four from Hospital 2. It included one 

male nurse (SEN) in Hospital 2, and 4 sisters. As their 

num&ers were small, in order to preserve anonymity these five 

supjects nave been grouped by qualification and / or ward 

rather than treated separately. The sample was divided into 

five groups, two from Hospital 1 and three from Hospital 2. 

Althougn attention may oe drawn to differences between the 

five groups, because numbers were small it was rarely 

possiPle to carry out any meaningful statistical comparison. 

For the purposes of analysis, therefore, comparisons always 

were made between each hospital and between day and night 

staff. Only the statistically significant findings will be 

reported in any detail, rigure shows tne numoer and 

percentage of staff in each of the five groups Py grade in 

the final sample selected. Percentages have been rounded up 

or down ro tne nearest whole numPer- A comparison with higure 

1 on page 55 shows that tne distribution of qualified and 

unqualified staff in tne sample approximates closely that of 

the population from wnich the sample came. 
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Fig. 3. 

Percentage of Staff of Each Grade 

In Each of The Five Groups in the Sample Selected 
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Groups 3 and 5 have the lowest proportions of fully qualified 

staff (SRN's), but the ratio of qualified to unqualified 

staff is compensated by the inclusion of SEN's, who were to 

some extent usee interchangeably with SRN's. There were no 

signficant differences found in the numbers of SRN's, SEN"s 

and NA's between the two nosoitals. 

Balancing Demanos and Capacity 

McGratn (1970) and Mechanic (1970) suggest that stress may 

oe aefineo as an imdalance between the oemanos made on the 

suDject and tne subject"s caoacity to meet the demands. 

Tnus defined, a numoer of factors may be regarded as 

influencing individual capacity: training; experience; 

on-qoing training particularly tnat whicn is relevant to tne 

present post; multiplicity of demands, particularly when 

cnese are in conflict; and personality (although this latter 

i s outside the scope of tne present study). 

1-Comparison of WorKing Hours. 

At the time of ens study, day staff on all wards worked one 

of tnree shifts, an early, late or all - day snift, ana all 

staff would work: a combination of any of tnese three snifts. 

The nours were similar for all wards and in all cases the 

early shift was the shortest. Night staff in Hospital 1 

worxed a twelve hour shift and in Hospital 2 an eleven nour 

shift, each witn a one hour break during tne nignt. Full -

time staff worKea alternately three and four nignts a week. 

For tne purposes of tnis stuav, therefore part - time has 

been defined as less tnan three nignts per week. 

Twentv-four respondents in the sample (35%) were part-time 

staff, of wnom 12 worked night duty and 12 worked a day 

snift. In each hospital, however, there were slightly more 

p a r r - rime staff on night duty than day shift; 5 were SRN's, 

8 SEN'S ano 11 were NA's. The number and distribution of part 

- time (P/T) and full — time (F/T) staff is given in Figure 4: 
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Fig. 4. 

Numbers of Fuil-Time (F1 ) and Part-Time (F'T) Staff 

In Each Hospital ; 
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There were significantly more part-time staff in the sample 

from Hospital 1 than from Hospital 2. Although the sample was 

not selected to reflect the proportion of part- to full-time 

staff in the host population, as the figures on oaqe 57 

show, the sample selected from each nursing group in the 

poDulation as a whole, other than Group 3 reoresented well in 

excess of 50% of the total staff group on each ward. It seems 

probable, therefore, that the differences in the sample 

reflect real differences in the population of each hospital, 

and the policy in Hospital 1 of appointing part - time staff 

as a means of managing exposure to stress. 

2. i).Age. 

It might be anticipated that older staff, because of their 

greater maturity and experience of life would have developed 

more skills and therefore be better equipped to cope with 

stress, including stress in relation to deatn anxiety (Ross, 

1978; Gow and Williams, 1977). Figure 5 shows the numbers of 

respondents by age group in each of the five sub—samples : 

a) unoer 30 years: b) 30 — 39 years; and c) 40 years or 

oloer, at tne time of the study. 

As Figure 3 shows there is a preponderance of younger staff 

on tne continuing — care and acute assessment wards of 

Hospital 2. The mean ages for eacn group were : 

Group 1, 39.9 years; 

Group 2, 40.6 years; 

Group 3, 38.6 years; 

Group 4, 28.4 years; 

Group 5, 27.4 years. 

The differences between Hospital 1 and Hospital 2 are 

particularly marked between day staff of each hospital, 

whilst the night staff of Hospital 2 are more like Hospital 1 

staff in respect of age distribution and mean age. 

Significantly more Hospital 2 than Hospital 1 staff were 
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Fig. 5. 

Numbers of Respondents in Each Group by Age : 
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found to be under the age of 30 years: = 7.45; df = 1; p = 

<.01; and siqnificant1v more Hosoital 1 than Hospital 2 staff 

However, as tne age aistrioution of the night staff group was 

more like that of Hospital 1 staff groups than the other two 

groups in Hospital 2, it was decided to run tne same 

calculations amalgamating Group 3 night staff with Hospital 1 

sraff^thus : Groups 1,2 and 3 v Groups 4 and 5. There were 

significantly more staff unoer 30 in groups 4 and 5 than 

groups 1,2 and 3: X^ = 11.53; df = l; p — <.005; , and 

significantly more staff 40 years and older in groups 1,2 and 

3: X^ = 12.62; df = 1; p = (.005. If the relationship 

berween age and deatn anxiety reported in the studies by Ross 

(1978), and Gow and Williams (1977) is true for this sample, 

"Chen it should be expected tnat Hospital 1 staff and night 

staff will report less stress in this respect than Hospital 2 

day staff. 

^ 11!. HeiationshiD between Uuali+ication and Age 

It was the researcher's impression that unqualified staff 

tended to be older than Qualified staff in Hospital l, 

although the X^ showed that this was not true for the sample 

as a whole. The sample was therefore divided according to the 

hospital respondenrs worked in. Table 1, page 106, shows the 

numbers of Qua!ifieo (Qua!) ana Unoualifieo (Ungual) staff 

unoer 40 years anc 40 years ana over in i). Hosoital 1; ana 

Harass ai i graces, signi + icantiv more srat-t in Hospital i 

were age 40 years or older : = 5.49; of = 1; o - <.025; 

there was a strong trend towaro more unoualified older staff 

Differences in aqe were therefore related primarily tt 
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qualification, with Hospital 1 employing significantly more 

older, unqualified staff. This may be in part a reflection 

of the policy in Hospital 1 of employing more part - time 

staff wnich, like night duty, makes it more possible for 

older, married staff with families to work. i l. may axso 

indicate a policy of employing older staff, to provide a 

balance between youth and qualification on the one hand ana 

maturity and life experience on the other. 

Table 1 : 

Numbers of Hospital Staff Under 4u and 4u Years or More in 

Hospital 1 and Hospital 2 : 

Hospital 1 Hospital 

Qual Ungual Total Qual Ungual Total 

A g e 

-( 4u 1 1 19 14 

40 + a 11 

"otal iu 26 44 

to which the 

3. Multiplicity of Demands. 

The numoer of demands external to the job 

individual may pe subject can be seen as a function of the 

complexity of his familial, social ana community 

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

study, only interactions in which the subject has a 
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responsibility and emotional involvement will be defined 

as a demand, with the potential to conflict with the 

demands of the job. As Mettlin and Woelfel (1974) point 

out, the presence of a strong or extensive social network 

may de a source of stress rather than act as a buffer 

against it. However, the research evidence is contradictory 

and others, for examoie Brown and Harris (1978), have found 

the presence of social supports have positive benefit. In 

conceptualising other cemanos and areas of potential 

conflict, resoondents were asked about their marital 

status, the presence of children under l8 years, about 

their partner's attitude to tneir job, and whether they 

were full or part - time. 

i_iKe nignt outy, employment of part - time staff also makes 

it easier for married staff with families to work. Families 

and chidren represent additional demands on staff,which may 

at times be in conflict witn the needs of tne joo. However, 

the relationship between the presence of family 

responsibilities and stress at work mav not be 

straigntforward since family needs may provide potn a 

balance and a oistraction to some of tne stresses of 

nursino -

aJ.Marital s t a t u s 

The sample includeo 48 marrieo resoondents (including 

conaoitat1 on) representing 70% of the sample. and 21 

unmarried staff (including separateo, divorced or wioowed). 

There were no differences oetween the two Hospitals in the 

numbers of married to single staff. However, of 25 nignt 

staff, only 2 were single, wnilst of 44 day staff 19 were 

single. There were significantly more marriea staff working 

it would appear that nignt duty offers, if not a preferred 

way, at least one wav of comoining the responsibilities of 

worK ana familv. 
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b).Dependent Chi1dren 

There were 24 respondents who had dependent children, 

defined as unaer 18 years.living at home. (35% of the 

samole). There were no significant differences Detween tne 

hosoitais in the number of staff who had dependent 

children, nor, surprisingiy pernaps, between oav and nignt 

staff. The lack of difference between day and night staff 

in this resoect may be partly due to tne tact tnat night 

staff were also older, and more may have had children who 

were no longer depenoent. 

c).working Hours of Resoondents with Dependent children 

Of the 24 nurses wno naa children under l8 at nome. 17 

wor<ea Dart - time, 11 in Hospital 1 and 6 in Hosoitai 2. 

The remaining 7 were full — time staff, ana all were 

working in Hosoital 2. This difference between the two 

hosoitais in this employment pattern of staff with 

deoendent children was found to be statistically 

significant: p = .025. Fisner's Exact Test. The seven staff 

witn cnildren wno worxed full — time may be regarded as 

potsntiailv the most vulnerable to confiicting oemands. 

d).utner Dependents 

Respondents were also asked wnetner they nad anyone eise 

oeoendent on them for practical, emotional or financial 

support. This duestion was designed to tap for tne 

presence, for examoie, of elderly dependent relatives, tne 

needs of whom mignt well pose additional and conflicting 

oemands on tne respondent. 9 nurses (13%) ot tne total nad 

someone in this category, and came from all groups except 

Group 3. There was no difference between the groups, nor 

between noscitais. 

e.j.AttitUQe of Family to the Job 

Finally,ail respondents were asked about tne attitude of 

their family to their job and whether they minoed them 

working.Conflict in this area was seen as another potential 
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stress. Only 2 nurses answered this quesrion in the 

affirmative, one from Group 2 and one from Group 5. A 

further 10 nurses said their fami 1ies'attituae to their job 

was mixed, 2 from Hosoitai 1 and 8 from Hosoital 2. There 

were no significant differences between the two hosoitals. 

In summary, with resoect to the majority of potential 

stress factors examined here the groups ana the hospitals 

are more alike than not. There were two exceptions to this 

- staff in hospital 1 and night staff tenaeo to be oloer; 

and staff with dependent children at home were more liKely 

to work part - time in Hosoital 1, Put full - time in 

Hospital 2. With respect to tne imoact of tnese factors on 

the isvel of stress experiencea py staff, the difference is 

likely to Pe in tne direction of minimising stress among 

As well as ascertaining tne degree of training of 

respondents in terms of their nursing Qualification if any, 

and their age ano family responsioilities, subjects were 

asKSd What preparation they hao received to cooe with their 

present job, ano wnen. 

i)-in Hospital 1 tne oractice was to assign a new nurse 

to tne care of a more experienced member of staff and to 

introduce her gradually to the full range of work ano 

tne ward's aporoacn to its tasK, inciuaing use of 

medication, talking to patients and families ana management 

at the time of oeatn. In practice, if tne ward was very 

busy a new nurse was "thrown in at tne deeo end" and founo 

out as She went along. Thus, 6 staff (40%) said they had 

not hao a period of induction, while 9 (60%) had, in group 

i. On the same ward, it was the practice for new night 

staff to spend usually 2 weeks working a day - time 
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shift, prior to going onto nights. 8 niqnt staff (80%) had 

been introduced in this way. In addition, a J.B.C.N.S. (now 

English Nursing Board, E.N.B.) course on the care of 

the terminaiiy ill was introduced, for wnich qualified 

staff only were eligible. In Group 1, 9 (907.) and in Group 

2, 1 (20%) of qualified staff haa completed such a course 

at the time of interview. In this respect, day staff were 

oetter traineo for the joo than were night staff in 

Hospital 1. 

11), Eignt staff (53%) in Group 3 said they had received 

some form of induction. This had been a month on day shift 

for one NA with l6 years experience , wno thought she had 

been "lucky, as there were two good sisters wno helped me a 

lot.'' The remainder had been on a course within a month 

received any form of induction, two had trained in the 

hospital and said they did not need it; ano 6 had 

considerable previous experience. Four would still have 

welcomed a period of induction, and taking sole charge of 

a ward was spontaneously mentioned as a source of 

particular anxiety for wnicn tney would have welcomed 

some oreparation. 

ill). In Group 4, four resoonoents (27%) said they had had 

no induction of any sort. All were auaiifiea staff, one bRN 

and three SEN's. Again, all soontaneously mentioned being 

left in charge while they were unfamiliar with either tne 

ward or the recuirements of the role as a source of 

anxiety. Of the remaining 1l wno had received some rorm of 

induction, 6 were NA's and 5 SRN's. The auxiliaries had 

attended a 3 or 5 - day course in the Scnooi ot Nursing, 

W h i c h covered basic nursing ski lis, including wara 

experience, care of the elderly, and aspects ot safety. 

While the majority had attended the course within 6 months 

of starting, 2 nad waited 18 months and 2 / -j.years 

respectively, presumably because the course or a place on 
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it was not available when they started. Of the qualified 

staff, 4 had attended a student to staff 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. She had also attended a two - week 

course on 'Death, Dying and Bereavement' at the School of 

Nursing. 

iv).In Group 5, nine staff (64%), five NA's, one SEN and 

three SRN's, had attended formal induction courses, similar 

to those outlined for Group 4. Of those who 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 SEN had previous experience and another had 

started before such courses were available. 

There were no significant differences between the hospitals 

in the numbers of respondents who had / had not received a 

period of induction. 

5.Nursing Experience. 

a).Number of Years Nursing Experience 

Respondents were also asked how many years nursing 

experience they had. For all groups, years spent away from 

nursing have been excluded, while for qualified staff, years 

in training have been included, in order that the 

totals may be more readily compared with those for 

unqualified staff. Figure 6 shows the numbers of staff in 

each of the five groups who had less than four years 

nursing experience, firstly regardless of qualification, and 

then taking qualification into account. SRN's and SEN's have 

again been combined into one group. 

1 1 1 



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 : 
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Only 16 out of 69 respondents had less than 4 years nursing 

experience. Half of these were in Group 5 which stands out 

in Figure 6 as having more than twice as many staff, 

(N=8),compared to any other group, with less than four 

years experience, both qualified and unqualified staff; and 

significantly more staff with less than 4 years experience 

than all other groups combined: = 9.37; df = 1; 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 Present Job 

In addition to length of nursing experience generally, 

respondents were also asked how long they had been in 

their present job. Responses were categorised into a).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). 51% of the 69 respondents (35 in all) had 

between 1 - 4 years experience, and the remaining 23, or 33% 

had more than 4 years experience. There were no 

significant differences between hospitals. All groups had at 

least 40% of staff in post for between 1 - 4 years. 

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, each 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 3, five nurses (33%) had ten or more 

years experience in their present job and of these two had 

been over IS years in the same job. One nurse in Group 4 had 

14 years experience, and one nurse in Group 5 reported 10 

years in the same job. Hospital 1 had been open for only 

just 7 years 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 subject 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 job. Fifty-three respondents (77%) said they had; 

twenty - four or 96% of Hospital 1; twenty - nine or 61% of 

staff from Hospital 2. Fourteen respondents said it was the 

only job 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 satisfied, in fact only one, 

from Group 5 said she did not enjoy her job and was ready to 

leave. A further 14% of the sample, ten respondents, all of 

whom were fairly recently qualified, said availability was 

the main reason they had taken the job, but it had also been 

included on their list of job preference, albeit not first 

choice. The nurses 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 

were often too diverse to classify for statistical 

analysis. These have been broken down into the main types 

of response in order to give an indication of both the 

frequency and range of responses. Direct quotes will be 

used to give a flavour 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 - 020 

Group 2 : : 021 - 030 

Hospital 2 - Group 3 : : 301 - 320 

Group 4 : ; 201 - 210 (Ward A) 

211 - 220 (Ward B) 

Group 5 : ; 101 - 110 (Ward D) 

111 - 120 (Ward C) 

NURSING CARE OF THE DYING 

Of 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 open in their management of conversations 

related to death and dying. 

The orientation of Wards A and B was toward diagnosis and 

treatment, witn the expectation that patients would either 

oe discMarqed to tne community. or if this were not 

compatible with their care - needs, to a long - term care 

environment, wnile some oatients might be aomitreQ in nhe 

last stage of a cnronic iiiness to die, these wards, 

oar t i CLil ar 1 y waro b, aiso rooK emergency admissions, the 

mi ant be unci ear, out t or whom active, interven11onist 

orocedures were likely to be tried in order to influence 

the outcome. Ar this stage the practical and onveical 

rather than psychological needs OT the patient were more 

i i kely to ae uppermost, though the latter coulo oecome 

relevant as tne oatient recovered and became aware of wnat 

had been nappening to nim. An "open — awareness" aoproach 

naa not been institutionalised into tne management of the 

wares, and nence not into deatn / dying - related 

conversations. 

However, on wards C ana D, oatients were primarily admitted 

for long - term care and were rarely exoected to be able to 

ao nome. The philosophy was one wnich emonasized tne 

creation of a home — like environment, and at the time of 

the interviews this was still in the orocess of evolution. 

The status of patients was not tnat ot "dying . altnough 

all would become so, and tnere was no defined aooroacn to 

the management of conversations aoout deatn and dying. 

Definition of Dying Status 

In the context of tnis research there are two definitions 

of the status of dying wnicn may best be understood from 

the perspective of the concept of a dying trajectory, 

introduced by Glaser and Strauss (1965). there is a sense 

in which all the patients cared for by the respondents may 
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be regarded as dying. Whether elderly or young, they have 

each entered hospital with either a disease of acute onset, 

or a chronic disease with recent symptoms of acute onset, 

all of which have imo1ications for their future life 

expectancy. Their position on the dying trajectory is to 

some extent a matter of medical diagnosis, of treatment, 

palliative or curative, and of prognosis. It is also a 

matter of a range of other, less readily aefined factors, 

including medical complications, life - style, pnysical 

strength, temperament, will-power and support. A patient's 

position on the dying trajectory may move in either 

direction as, for example, he responds or fails to respond 

to treatment, gives up or snows a determination to fight 

the illness. Thus, althougn one might expect a gradual 

deterioration toward death over time, the rate of tnis is 

less readily determined. 

However,there comes a time when the likelihood of death 

becomes recognisablv closer. The patient grows weaker and 

more ooorlv, perhaps stops eating,sleeps more and may be 

less easilv roused, pernaps slipping into a state of 

unconsciousness. At this stage staff will De alert for 

C h a n g e s in the p a t t e r n of o r e a t h i n g or pulse r a t e w h i c h 

indicate the imminence of deatn. 

There was a sense in which respondents in both Hospital 1 

and wards C and D recognised tnis longer oving trajectory 

and applied it to their patients. This was suggested by 

remarks sucn as 'I nave never nurseo. patients wno were not 

dying", or "everyone is dying wno comes in here" — staff 

from Hospital 1; ana "it's a one way street" or "tnev must 

know they are not going out except dead" (staff from groups 

4 ana 5). However, perhaps because the dying trajectory 

was in general longer for patients on wards U and D than in 

Hospital 1,the former patients were not referred to as 

dying, unless they had moved into the last stage of the 

dying trajectory. Although patients in Hospital 1 were seen 

as dyinq, staff distinquished between those on an earlier 
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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 

shared by staff on wards C and D,and wards A and B; that 

IS, to maximise the patient's potential for independence, 

leading to discharge where possible. 

Within the interview it was therefore important to be clear 

which stage was being discussed,since both were of interest 

in the context of the study. 

Role Change 

All respondents were asked wnetner their role cnanged and 

wnat asoects of tneir role were important wnen caring for 

dying patients. A majority of all staff thougnt their role 

did change. Nine respondents (l3%) said their role did not 

change, three from Group 1: one from Group iZ; one from 

Group 4;and four from Group 5. Six were N.A's, and three 

were E.N's. 

R009: "No, we have the same responsioi1ity for totai care, 

i am Often asKed to sit with patients, but perhaps this 

happens a Pit more at the end, especially if nooodv is with 

them." (NA) 

R114; "Not my role. I would like to spend more time with 

.dvinn) patients. I feel bad if someone dies on their own." 

R304: ''No special thing is maoe of it (oyinq; . i like to 

see ail patients I O O K ciean and comfortaple. I talk to them 

even if thev are unconscious." (NA) 

Of those respondents wno thought their role oio change, a 

number of areas were mentioned. 

i.General Care 

Perhaps not surprisingly, many of the respondents thought 
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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, either between hospitals, between 

grades or between day and night staff. 

R210: "You take more time doing the patient- You make sure 

the patient looks nice and is not in pain, that they look 

cared for. You are trying to do as much as you can in tne 

short time they have left." (NA) 

R213: "The treatment is less active, more passive. The 

nursing role is to keep the patient comfortaole,peaceful.I 

try to see the time spent with the patient is more relaxed, 

a slower pace.' (SRN) 

Althougn respondents often nad a number of g o ^ s at this 

stage of care, perhaos uppermost and certainly easier to 

describe was the physical care. All comDinations of groups 

were tested for association witn this asoect of care and no 

significant differences were found. 

R103: "If you know (they are aying; you spend a lot longer 

with them. You give them a thorough ped bath, mouth and eye 

care, things tnat are not done unless they are really 

necessary or the patient is dvinq." (NA) 

ROO1: "I oecome more physically involved, with turning, 

moutn - care and so on ... I move nearer to the patient at 

tne ena stage. I feel a sense of responsibility that basic 

needs are carried out that the oatient can't ask for." 

(SRN) 

2.Psycnological Care 

It seems likely that many respondents were also aware of 

the importance of providing for patients' psychological 

needs, and this would seem to be reflected in the 

number of respondents who said they spent time sitting and 
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/ or talking with patients who were dying. 51% of the 

sample or 35 respondents spontaneously gave this reoly, of 

wnom 18 were from Hospital 1 and 17 from Hospital 2. 

Replies were testea for an association between response ana 

hosDitai, grace ana wnether nurses worked as day or night 

staff. The only significant association was with hosoital, 

witn more staff from Hospital i,pernaps preoictably, giving 

this response : X= = 5.77; of =1; o= <.025. 

R115: "If you know they are dying you try and find time to 

sit with them - it must be quite frigntening, especially if 

tney know tney are oying. We usually manage to do this." 

cnaj 

R004: "You soend more time sitting ana talking tney 

neeo the comfort of having someone sitting with tnem 

because tnev may be frignteneo.' iSRN) 

An aoditional category was useo to count responoents wno 

referred soontansous1y to the Kinos of psychological neeo 

tney were meeting, 23 respondents, representing 4-1% of the 

whole sample. The replies were also tested for association 

With nospitai, grade, ana wnetner a uay or night auty was 

worked. No statistically significant associations were 

+ ound. 

NE goals cnange.YOU are more concernea witn patient 

comfort, tnat tnev snoulo not oe afraio, be peaceful. You 

give them plenty of opportunity to talk if they want to and 

are conscious - to reassure tnem wnat it will be like." 

Inferred Psycnological Need 

It was not always clear wnetner a particular nurse's 

response was in fact a reflection of her own needs,or what 
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she thought her own needs might be, in this situation, and 

which she projected onto the patient.In categorising 

response to / awareness of psychological needs, an attempt 

was maae 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, inferred 

psycnological need, was created for comments like this. 

Fourteen respondents gave answers wnich could be construed 

as inferring psvchological need, one from Hosoitai 1 and 

tnirteen from Hospital 2.The association between this type 

of answer and hospital was statistically significant : 

= 5 . 0 2 ; df = 1; p = (.025; with significantly more staff 

from Hospital 2 making statements whicn inferred a 

nsycMoiogical need trom wnat they anticipauKd thtfir own 

needs miqnt De in the same situation. 

K2x1: "If the patient is conscious,tnev mignt like you 

there. It must be awful to die alone, I would hate that 

mvself." (NA) 

R112: ''I'd like someone to De witn me if I waa uving. 

(SEN) 

Time yoent with Dying Patients 

Twenty — eight respondents (41%) said tney would like to be 

able to spend more time more time witn oving patients. 

There were no differences between the hospitals in the 

numbers of nurses making tnis comment. Reasons most often 

given wny a nurse was not aDle to do this were snortages of 

staff and the needs of other patients. It was clear from 

trse way nurses talked adout their work tnat they found isome 

aspects of caring for the dying very satisfying, such as 

pnysical caring, and it was frustrating not to be able to 

do it in what they regarded as the proper way. As one 
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nurse commented: 

R303 : "Nursing the dying is the most imoortanc part of 

nursing. They can't do anvtning for tnemselves, it is 

important to keeo them clean and comfortable. They are very 

1 moortant oeooie." (SEN) 

R112: "It would be nice to De aDie to spend more time 

sitting witn patients wno are dying, put with only three on 

you can't do it." (SEN) 

k022: "If you can spend the time, tne patient settles 

better ... it depends now many are poorly. I do like to sit 

with a dying patient, it upsets me that we can't always De 

With a patient." (NA) 

iwenty - six respondents (6b^ of the total) commenteo that 

they woulo like more training input about talking to dying 

patients.These responoents came from ail five staff groups 

and there was no statistically significant difference 

between hospitals.nor between grades.This suggests that, 

however experienced staff were.tney were also eager to 

improve their SKI 

, i 1 itifc? wi ;_n keiaui ves 

Twenty-eignt nurses spontaneously referred to soenoing more 

time with relatives when a patient was oying. (41% of the 

samoleJ. The only difference found in how this Question was 

answered py respondents related to qualification rather 

than waro. Taple 2 snows how responses were oistriPuteo by 

qrade reqardless of hospital : 
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Table 2 : The Number of Staff in Each Grade Who Said They 

Spent More Time with Patients' Relatives : 

More Time 

Mentioned Not Mentioned 

SRN 16 

SEN 13 

NA 

SRN's were the most likely to say their rule changed in 

this way, followed by SEN's, while NA's were ieast likely 

to give this answer : X= = 17.43; df = 2; p = <.005. This 

may of course oe a reflection of tne amount ot time air^ady 

spent Dv NA's witn patients, or that talking to relatives 

was regarded as tne staff nurse or sister's duty, out +rom 

comments maoe it seems also that priorxuies i_nanged. 

R003: You spend more time witn the relatives. Keeping 

them in touch with the situation, getting to know them...we 

trv and give tne relatives a break, maKe sur =; .-uev -=ire 

prepareo. ana tn, 
,at tne rest of tne family are aware. ' raN) 

Talking to relatives of a dying watient wa^ most u^^aily 

seen as the responsipility c-f tne most senior nur=e un 

duty. However, seventeen respondents, 25% uf tne 

i xey recognised this as a gap in their knowleoge and said 

would like more help / training about how to talk to 

relatives. Five of these worked in Hospital i; 2 bKN"s,l 

SEN and 2 NA's; the remaining 13 were from Ho^picai -

SRN's, 8 SEN'S, and 2 NA's. Perhaps surprisingly, given the 



higher emphasis on this area at Hospital 1 and the greater 

learning opportunities, the lower number of Hospital 1 

staff was not statistically significant. However, as 

Hvootnesis 4 snows, the Nursing Situation items relating to 

the giving of emotional care were ranked high on 

stress, second Highest by four groups, and highest by Group 

4.utner unanges in Koie 

Four respondents referred specifically to their role in 

relation to their own work colleagues. In particular, they 

made it their Dusiness to de aware if a colleague was 

particularly fond of a patient, ana so might oe upset when 

death occurred. They were also aware when this might oe a 

first experience of oeatn for a staff memoer, being 

prepared to give tnem time and help to oeal with the 

feelings involved. 

Rl05: "You help younger staff who may not nave seen a death 

Before. It can oe a snocK, especially if vou've nursed them 

a long time." tSAN) 

R018: "A large oart of my role is also to support staff, ay 

•sing, I hope, aporoachaole, talking to one another. If I 

realised someone was vulneraole I would take the initiative 

in making myself availaole. we do it for eacn other." 

rinaiiV, although not a roie change, a numoer of nurses 

aiso said than tneir attitude to the patient changed. Nine 

nurses in ail mentioned this spontaneously, all from 

Hospital 2. This Change in attitude was accompanied by a 

change in denaviour toward tne oatient in keeping with the 

altering goals of patient care. Staff felt able to relax 

and be "softer' with patients, more free to do tasks for 

them which at otner times might seem contrary to treatment 

or long — term care goals. 
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R202: "Yes, you act more sympathetica!ly. You are a lot 

quieter when nursing the patient. You try and get wnat they 

want, qo out of your way, for example, i+ they want a uup 

R308: "You are more caring - you know it's their last few 

uays. You are more symoathetic, both in what you -feel and 

what you do. You know the patients who always want things 

Put when they a r e dying y o u B e c o m e s o f t e r with t h e m . " 

(sen) 

It is clear that many of the^e nurses regaraed the time 

D e f o r e death as a special t i m e and that often they found 

satisfaction in ueing able to give that extra oit of care, 

p a r t i c u l a r l y physical care. 



CHAPTER 7 

REACTIONS TO DEATH 

Introauction 

The researcher was particularly interested to understand from 

resDonoents the feelings they aid or did not experience when 

a oatienu died.Questions were formulated in two ways : open -

ended duestioning, in which resoondents were ased how they 

felt When a patient died;and also closed questioning,when 

resDondents were asked specifically wnetner they felt upset. 

Responses to the open - endeo questioning were too diverse to 

classify for statistical analysis, but nave been grouped 

under a numoer of headings to give an indication of the 

-frsuuency and ranoe of response. Answers aoout feelings of 

upset fell into one of the following groups : 1) yes; 

sometimes; 2) no; not tnis group of patients; only once; anu 

3) mixeo, such as feelings of upset, sadness and of relief. 

These responses were categorised tor analysis into 

predominantly yes ' (n = 5i; ano ' predominantly no ' (n 

= 1 8 ) . 

The majority of resoondents. 74% acKnowieogeo being affected 

by patient deaths either usually or sometimes; 'predominantly 

yes-'. The proportion of respondents answering in tnis way was 

similar in three of the groups: Group l - lO (67%); Group 3 -

9 (60%); and Group 4 - ll (73%). However, although the 

oifTerence is not statistically iu«iJ.f iuCAML^ i u i = 

interesting to note that a hiqner proportion of respondents 9 

(90%, in Group 2, hosoital l night staff, and 12 (86%) in 

Group 5, continuing - care staff, responded positively to 

tnis question. It might be expected, therefore, that these 

resDondents would snow greater evidence of stress ano 

anxietv than the otner groups. and tnis will be explored 

-i-urther in tne testing ot Hvoothesis 3, wnich examines and 

compares reports of stress in each group. 

The remaining l8 respondents gave answers which were 

cateqorised as 'predominantly no'. It 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 

stress and burnout suggests, denial of feelings rather than 

acknowledgment and aporopriate cooing action can lead to 

physical and mental signs of stress (Maslacn, 1976; Hartl, 

1979). If suDjects were using denial, therefore, one would 

expect to identify other reactions on the nealth measures 

usd. This will De explored further in Hypothesis 10. 

Of the 18 respondents who fell within the 'predominantly no' 

category, ten gave an unpualified 'no', and eight said they 

experienced a range of feelings, other than upset, from 

sadness to relief and gladness when the oatlent was seen as 

having suffered. One nurse expressed this range very 

eloduently: 

ROOl : I feel very moved, but often more by tnings families 

nave said. 1 feel sadness for a fellow human being. Put I 

also often see a triumon over the disease - they stamped 

tnrougn wnat was left of tneir lives as oest tnev knew now. I 

lav tnem out and feel well done, good for you.' (SRN) 

A total of twelve respondents (17%) talked spontaneously 

about one oarticular aeatn whicn had had an imoact on them, 

of whom five were from the grouD of eiqnteen who said they 

did not feel upset. Thus, 3 of the 18 (28%) saic they had 

only once been upset by the deatn of a patient. A numoer of 

these talked very movingly about, usualIv, their first 

professional experience of deatn. Tney nap most often been 

closely involved with tne patient prior to deatn ano so very 

mucn affected by it. 

R302: "I trv not to get involved. I did during training and 

regretted it ever since ... it was 14 years ago. I was very 

upset. I felt like I wanted to give in nursing and it took me 

quite a while to qet over it." (SEN) 
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R310: "I'd never seen anyone old before. It upset me more to 

know that he knew ... I try and treat them all alike. The 

relationship you have doesn't really affect how you feel. I 

think geriatrics, if they've oeen ill, if they go, i f s a 

hapoy release.! don't get upset." (SEN) 

Respondents were also asked if they were affected by a death 

wnicn occurred when tney were off duty. 0+ tne total sample 

(N=69), 25 or 36% said 'yes' or 'sometimes', and 64% (44) 

said they were either not affected or were less affected than 

when a death occurred while tney were on duty. uniy two 

nurses, both in Group i said they were at least equally 

affected by a death wnich occurred when they were off-duty. 

One nurse, with strong religious convictions, talked o+ the 

relationship sne made with oatients and why it affected her. 

R003; "If you know and love someone well you would like to 

be tnere and they would be on my mind off duty. I would 

think and orav for them more — and you check as soon as vou 

come on duty." (SRN> 

The second resoondent in tnis category said she felt more 

upset adout a death that occurred wnen she was off-duty: 

R0l5: "I accept death as natural. If you are on duty tor a 

ionu oeri Gu, vou are tnere wnen tne oatient ui.i="=! mid y ow. =-ee 

the relatives rne nexc dav. Tnat neios. You see it: rnroudh 

and finish it. I find i am more uoset if I am not there." 

The Idea that being present at tne death in some way neios a 

nurse to round things off is reiterated oy a numoer of 

respondents in other categories: 

R102: "Sometimes I am affected.There was a patient I was 

fond of who died when I was off — duty.I would have liked to 

be there." (SEN) 
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ROOl: "Sometimes I feel cheated. If you have become very 

close, very involved in the physical care,I would like to be 

part of the end. Sometimes I haven't said my personal 

good-Dye, or i wasn't prepared -for it." (SRN) 

Not all respondents felt like this however: 

R0l4: "Sometimes it affects me, if I'm fond of a patient -

out I wouldn't want to be there wnen they died. I would want 

to nurse them, but I would hope they didn t die wniie l m 

here." (SEN) 

R305: "It affects me less if I'm off. i'm pleased if they go 

while I'm off. They get to Pe - well, not like your parents, 

but tfiey look for you.altnouon they can" t talk. ' (Nm) 

Explanations tnat Ameliorate tne Impact of Death 

Respondents mentioned a variety of feelings and thoughts 

which were evoked by the death of a patient. Many of these 

could oe regarded as contributing to a reduction of the 

impact of death on themselves, making it more acceptable and 

less upsetting. 

1). 'They've nao their life' 

Of tne 44 staff who worked with the elderly, 18 (417.) said 

they felt less upset or not upset when an elderly patienc 

disc unless there were some other factor involved. Death was 

seen as more acceptable when the person was elderly : 

R205: "It's easier to accept tne death ot an elderly 

patient . - . They are often lonely, and they vt; had a good 

life, so it's not so upsetting." (SEN) 

Rl03: "They have lived their life, had their innings. They 

must know they are not going out of here except dead. They 

must have accepted that . . . they know they are going to dit?. 

< na) 
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2). 'A happy release' 

A number of staff (17) from all groups described death as a 

nappy release from a life that was miserable, or from 

suffering or pain. These represented 25% of all respondents: 

R304: "Deatn is sad anyway — it^s a life gone, inen I think 

it's a nappy release. Manv of them are riddled with 

artnritis, or i n a lot of pain- Lots are generally 

miserable, they have given up their home, tney feel it's the 

end." (NA) 

R206: "YOU feei sorry to lose them, but you also think it's 

for tne best, tnere's no more suffering ... I just accept it 

as part of the life cycle." (NA) 

R022: " Usually I wisn for them to die Pecaue it is 

distressing to see them alive. Then they are out of pain and 

at peace ... By tne time they die ... they are not the same 

person. That makes it easier." (SRN) 

3/.'A peaceful death' 

Not unnaturally, a peaceful death, was more easily accepted 

-nan one that had been difficult and distressing: 

R106: "The wncle thing, peing there to comfort the patient,if 

you've done your best and they die peacefuliv, it's a nice 

feel 1ng. " (SEN) 

R030: "If we naven't got the medicines right and you feel 

It's seen a mess, that is more distressing. You feel you have 

failea." (SRN) 

4).'God's will' 

Of those with a religious faith, one respondent explained 

how this helped her cope with death 
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R003: "I don't believe God 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: 

R009: "It's part of life - we are all born, live and die. I 

believe life goes on afterwards, but for everything, birds, 

trees etc. Why should I be better than that ?" (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 religious beliefs, but one said she believed in an 

afterlife. 

R312: "I really believe there is an afterlife. Most of them 

look - nice, peaceful.lt helped me to face the possibility of 

my own death. I dreaded nursing the deaths, I didn't know 

how I would react." (NA) 

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 

comments 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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R306: "There should be more respect for the dead body- It" s 

parcelled up very quickly. There should be more time to lay 

out, to comb the hair, wash the hands and face. I try to do 

this, but you have to get tnem out to free the bed." (SRN) 

A number commented with pride on the special efforts they 

made to make the body look nice, welcoming the cnanue to lay 

out the body of patients they were fond of as the last thing 

they could do for them, or perhaps as a way of saying good 

bye, nine respondents, (13% of ail staff; : 

R028: "There was a young patient who died - we washed her 

and aid her hair, i hen we put on a white nigntv.With her j-^ng 

hair, she looked lovely. Her orother wanted to see her early 

next morning and we wanted him to see how lovely she 

looked.' (NA) 

Others, again from Hosoitai 2 sooke with nostalgia 01- tne oxa 

days, and would no douDt have envied the greater time with 

which staff from Hospital 1 were able to approacn this part 

of the work : 

R303: "Years aqo you laid them out yourself ana walKed aneaa 

of tnem to the mortuary, ana lert tnem with a t-iower in tneir 

hand ... 1 always como and fluff up their hair, out tneir 

teeth in and try to make tnem look nice,and I always 

say a prayer. ' iStiN; 

3.Self-Quest1oninq 

It was not unusual for respondents to go through a period or 

self — quest 1 Ohing, ot thinking over what happened aT!_ei a 

deatn. It sometimes seemed as if this was a necessary oart ot 

assuaqinq what might otherwise be a -reel ing of guiit, a* bei u 

inappropriate. A numoer of staff from each group, 19 in all, 

^gmresentinq 28% ot the total samole saio they asked 

themselves if they had done enough,or all that could be done. 

"" V4f had three deaths m one night - they were all 
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horrendous. You ask yourself it you could have done more, you 

feel guilty it happened." (NA) 

R213; "You feel happier if you know you have done everything 

you can, you don't feel guilty." (SRN) 

RilS: "You think of ail the things you could have done 

It's like a family, you say things, mayPe you are a bit 

Short ... '• (NA) 

Aliied to this was a feelinq of self — b1ame or personal 

resDonsiD111ty for a death which napoened unexpectedly, such 

as when a nurse was tending to a patient. Ihree nurses 

referred to such an incident, which in each case had been 

early in their nurse training. 

4.Feelings of Relief 

Of tne total group, 14 respondents (20%) mentioned feeling a 

sense of relief after a death, ihis was invariaoiy associated 

with the feeling that pain or suffering was also over. The 

respondents came equally from i^roups 1,2,4 and a. ihere were 

none from Group 3. 

R018: "I feel relieved - they are no longer suffering - it's 

the final stage of what we are trying to achieve in our 

phil osoohy. •' ( SRN) 

R203: "Quite often with this age group you -reei relieved 

when they die." (SRN) 

Rlla: "1 say x mustn't get upset. Put I do, out i also have a 

feeling of relief." (NA) 

5.Sense of Numbness 

As well as a feeling of relief, respondents frequently 

mentioned a sense of disbelief, numbness or shock, ihis was 

particularly the case when a patient deteriorated and died 

unexpectedly. This was referred to by 15 participants, (22%), 
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who came equally from all groups except Group 2, where none 

mentioned this feeling. 

R313: "If it was unexoected, a good patient, someone who was 

really with it, it's a real shock, you can't take it in." 

(NA) 

R004: "If it's sudden ir shocks you, you feel numo." tSRN) 

R0l9: "Sometimes I jusr feel numb and that is worse. They 

were special to someone ana I feel nothing." (SEN) 

R215: "There was a patient wno dieo recently of leukaemia. He 

knew ana kept saving '1 don't want to be a nuisance' ... It 

was still a shocK when ne diea." (SEN) 

6.Irritability ana Sense of unjustnese 

Wnile only four resoonoents reacted with a sense of 

unjustness at times, two from Group 2, one eacn from Groups 1 

and 5. a further 7 staff were aware that they felt moody or 

irritaole after a aeatn. sometimes on the ward, sometimes 

later, at nome. No respondents from Groups 3 and 4 were in 

c m s category, which represents 16% of tne total sample. 

R107: "My family Know wnen I get in. I take it home with me.I 

slam the door and they Know." (NA) 

R030; "If there has been a run of deaths ... you don't have a 

lot left to Qi-far. Then siiiv little tnings at nome set you 

crying over the cornflakes, or vou become snaopv." (SRN) 

ROiV; "If you are saa and want to burst into tears, the Del is 

are still going, you have to get on. It does ar+ect you and 

you may be snappy at home later." (SEN) 

There was also a feeling that it tended to affect the ward 

atmosphere generally, particularly if there had been a run 
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of deaths, with staff tending to feel more dissatisfied,tired 

and irritable over little things. 

7.Feeling Despondent 

A further 15 respondents (22%), described feeling rather 

SLiDdued, quiet and low or despondent after a death. They were 

aware of oeing quieter or less jolly for a wnile with other 

par, 1 ents. 

The responses qiven by these nurses will be taken up again 

in the discussion, and looked at in the lignt of the current 

knowledqe available on bereavement. 



CHAPTER 8 

THE AWARENESS SITUATION 

Much has been written about tne isolation and pretence 

that surround tne dying patient (Kubisr-Ross, 1969; 

Glaser and Strauss, 1965), leaving him alone with 

unspoken fears and anxieties. One of the interests in this 

research was tc see to what extent the resoondents 

in tnis study felt comfortaoie to open up discussion of 

the otherwise taooo subject of dying / death, 

Since it is part of tne ethos of the nospice philosophy 

espoused by Hospital 1 that patients should be given 

the opportunity to ask about their illness, and to create 

an ooen atmosphere, one would expect staff in Groups 1 

and 2 to be more aware of and more comfortaoie in meeting 

these needs than other groups, esoecially if thev nad 

also Peen on tne appropriate JBCNS / ENB course. These 

courses were made available to qualified staff only. It 

was expected that more staff from Hospital 1 than 

Hospital 2 would have attended sucn a course because of 

Its direct relevance to tne nature of the work, and this 

was inaeed so. In Hospital 1 ail the SRN's and 2 out of 4 

SEN'S in Group 1 (day staff) nad been on tnis course; out 

only 1 of 3 SRN's and no SEN's from Group 2,night staff. In 

Hospital 2,no nignt staff nad been on this type of course; 

2 SRN's, one from Group 4 and one from Group 5 nad attended 

a similar course, whilst 1 SEN from Group 4 nad attended an 

oncology course. it was unclear whether content of the 

latter course included management of psychological needs in 

patient care, which was included in the 'Death, Dying and 

Bereavement' course. 

All resDonoents were askeo whether there was any policy on 

tneir ward aoout what a dying patient snould be told, and 

how they would respond if askeo. It seemea at times that 

nurses were uncertain about wnether there was a policy, 

suqqestina that if there was one aoout how such situations 
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should be managed, it was by no means clear to all staff. 

It may be also that respondents were confused by the 

reference to policy, and the formality that implied. Their 

answers show that respondents tended to manage in the 

manner with which they felt personally comfortable. Ten 

resDondents, two from Hospital 1 and eight from Hospital ^ 

said they had not had the experience of patients wanting 

to talk aoout dying and five respondents from Hospital ^ 

qualified their answer by saying they had limited 

experience of patients asking. Although respondents 

frequently gave multitiple responses, nevertheless, it was 

possible to classify their answers firstly into one of 

three categories : those who would pursue the conversation 

with the patient; those who gave a qualified yes; and those 

who would not, for whatever reason. Table 3 shows the 

distribution of responses between each hospital. t-or 

simplicity, responses have been iapelled as Yes , 

'Conditional' and 'Nor. Respondents who said they had no 

experience of patients wanting to talk aoout dying have 

been classified as saying 'No'. 

Table 3 : Would You Confirm if a Dying Patient; Asked it He 

was Dying ? Classification of Responses in Each Hospital : 

Hospital 1 Hospital z 

i-'JO 

^onoitionai B 11 
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The difference in pattern of response between the two 

hospitals IS statistically highly significant,as might be 

expected given the different ethos and staff experience. 

X= = 15.59; df = 2; p = <.005. This difference remains 

significant when responses are re-categoriseo to group the 

'Yes' and 'Conditional' responses together: X= = 10.62; df 

= 1: o = <.005. 

The Mange of Responses 

The range of resoonses together with the numoers and 

percentage of subjects giving the category of response in 

each hospital, is discussed oelow. It shouio be oorne in 

mind that respondents freouentiy gave multiple resoonses. 

For examole, some saio they would change the subject or say 

somstnlna to keeo tne mooa iigMt, du'- wouia SJ. =0 '_el i 

sister. These have oeen classifieo as "No's. Otners nave 

said that thev woula tell a DStient, out wouio also 1, ,f orm 

sister or doctor - categorised as 'Yes'; whilst others have 

said rnat tney woula prefer to tell but wouio nave to talk 

to sister or aoctor first,or tnat it woula oepeno on wnat 

rne patient aireaov Knew. ~nese types 01- response were 

cateaoriseo as 'Conoitionai . 

'lespondenr •: ^no Woula Not lalk to ratien^s aoout uyinq, 

Tj-i X r t v^three responoents (45%) yav^ an=w^rs wni^n inoi^^^^w 

tney would not pursue a conversation about dying with a 

patient. As has ceen inoicated alreadv 10 of these (14%) 

said 'chev nad no experience of tne situatiun. Pu'=uaij.y 

indicatsd what tney thought ~hev would ao. in tne ^ >-'f 

on e nurse, an SEN from Hospital 1, it was cic^ar s, ,= Knew 

the wav in which she would be expected to resoond to a 

oatient in tnis situation, however, much of the literature 

(KuD 1 er~Ross, lv7o; biaser and strauss, suggtfsts that 

patients take their cues from staff as to whether a 

conversation about dying may be opened up, ana this 

respondent has therefore been classified as a No . 1 he 
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respondents included 4 SKN'S, 11 SEN's and 19 NA's. Their 

responses were classified into the -following categories : 

Not; my resDonsi Di 1 i ty; 

Change the subject. 

1). Staff Who Regarded Talking aoout Dying as Not Their 

Aesoonsioi1i ty 

There were 12 respondents in this category. The three from 

Hospital 1 were all nursing auxiliaries. Of the 9 

subjects from Hospital 2, none were SRN's; 5 were SEN's and 

4 were NA's. All said they would refer the patient to a 

more senior nurse or to the ooctor. 

R107: "It upsets me if patients comment on dying. I pass it 

on to the staff nurse. I don't know what to say, and it's 

not our place to say anytning.'* (NA) 

R301: "Lots of doctors hide it from the patient. We have to 

qo by what the doctor says. (EN) 

2).Changing tne Subject 

Eighteen respondents gave answers wnich indicated their 

usual response to a comment about dying from a patient was 

to move tne conversation onto another topic. The kinds of 

response given by these nurses were those which tended 

toward reassurance: and those which tended toward making a 

joke of things or generally trying to lighten the mood, and 

sometimes both. Tnere were no respondents from Hospital 1 

who gave answers in these categories. However, this does 

not mean that this approacn was never useo, and it may be 

that staff would be unwilling to admit responding in this 

way. 

1).Reassurance. 

Eight respondents dealt in this way with situatons in wnich 

patients started to talk about dying. They came from all 
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three staff groups from Hospital 2,and incluaed 2 SEN'S and 

6 NA's. 

Since patients on wards A, B, C, and D tended to be seen 

as having a longer life expectancy "chan patients in 

Hospital 1 by virtue of the latters' ir.edicai diagnosis, it 

IS possible that reassurance would trecuentiy Pe the 

appropriate response. However, nurses in Hospital 1 also 

commented that they would reassure a patient tnat ne was 

not going to die just yet, if they knew tnat to Pe tne 

case. Since tne question was asked in tne context of 

r e s D o n s e to patients thouqnt to Pe oying, therefore, it 

seems legitimate to conclude tnat tne reassurance given 

was contrary to what the nurse thougnt tne real situation 

to be. and had the effect of closing further discussion. 

R20S: •'I try no reassure them, give them a bit of 

hooe. Sometimes patients get better again." iNA) 

R30S! "I comfort them, make them teei tney won't be aione 

and that it'll Pe alrignt. I would reassure them tney 

were not aying. ' '.EN) 

iij.i_igntsn the Mood 

Twelve staff from Hospital 2 (17%) of the whole sample, 

responded in wavs wnich tney described as maKing iight 

of the supject, making a joKe and keeping une patient 

cheerful. Again, there are no respondents from Hospital 1 

in tnis category. ine tweive respondents came from aii 

tnree staff groups in Hospital 2 and inciuoed 2 SRN's; --

R214: "I tena to turn patients aside.Perhaps I maintain an 

air of false jollity, of bonnomie. I nope not.Your training 

conditions you. we nad no guidelines as students, we always 

had to say we^d asK sister or doctor, rerhaos that's my 

defence mechanism." (SRN) 
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R304: "I had a patient who said she was going to die, and 

she did later that night. I tried to make light of it, not 

so much a joke. I said 'there's no space up there for you 

yet'. Personally, I think you should be able to tell a 

patient it they want to know." (NA) 

This type at response would seem to be related more to 

Hospital than qualification, but bearing in mina the 

prevailing ethos of Hospital 1, one would not expect to 

find respondents answering in this way, and indeed in the 

context of ward expectations, tnis would be seen as a 

professionally undesirable response. 

II Respondents Who gave Conditional Answers 

There were 19 respondents who gave an answer wnicn w^s ct 

conaitional 'yes' Put which indicateo that the way in which 

tne situation was managed by the nurse oepenoeo on other 

tacrors or considerations. These included taxing into 

account what the patient already knew or haa peen told by 

iihe doctor; whether the doctor in particular would agree 

CO the nurse pursuing sucn a conversati on; and wnetner '-he 

respondent herself felt competent to hanole it. Resoonoents 

in this category included 4- SRN's, / aEm s ana a s-

i). Six respondents said tnev would oniy pursue the 

conversation with the patient if the patient aiready Knew 

that he was dying, and / or that it was not tneir pi=ice to 

be the first to tell the patient. Two of this group,both 

SEN'S were from Hospital i; the remaining tour were from 

Hospital 2 - two SRN's, one SEN ana one NA. A further two 

nurses, one SRN ana one SEN. poth from Hospital 2 said they 

wouio have to refer to tne ooctor first ana wouio need nis 

aorbe-fisn"c befors wquio 

"If you K n o w the oatient realiy wants to know,I would 

cell, out I would nave to refer back to tne doctor 
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first." (yRN) 

R006: "I wouldn't tell a patient it he didn't already know, 

but I would pass it on to someone else ... I feel more 

confident than when I first started." (SEN) 

R306: 'I usually ask whether the patient is aware (he is 

dying). It's not our olace to oe the first to tell tnem,Dut 

if I was out in a corner I would personally cell. For 

instance, tnere was a laav last weeK wno reaiisea for 

nerself. I knew sne suspeczeo, oecause of ail tne extra 

attention." (SRN) 

2). Four responaents, one SRN and one bEN from Hosoitai 1, 

ana two SEN's from Hosoitai 2 said it would depena on the 

patient; eitner on the relationship they had witn the 

oatient, or on how they thought the patient would react to 

beino told. One of the SEN's also said it would deoend on 

the doctor's agreement. A furtner six staff from Hospital 2 

saio they woulo explore wny the patient was asKinq ana 

aeoendinq on this might tell tne patient or refer the 

patient to a more senior oerson. They were 3 NA's. i SEN 

R021: "Normally i would oas= it over to a staff nurse, out 

1-f 1 -r 15 someone i' ve manageo to reiate to i wouio do it 

{T,'v'Bsx-t. oeoenoing on wnat tnsv nao aieaav oeen toid. ur I 

wouio suggest thev see sister or a doctor." (NA) 

3).Four NA's, ail from HOSDItal 1, said thev wouio answer 

-:-e oatient's questions to tne best, or limit, of their 

knowledge oefore referring the patient to someone more 

senior if further exolanation were required. 

R009: "With new patients I always note what they know 

because I don't want to jumo in with both feet. If the 

oatient brinqs the conversation to me and starts talking 

about the illness,then I will talk about it if it's not too 
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technical,otnerwise I would ask sister to come and speak to 

them. '' (NA) 

The respondents in this group set more conditions on their 

decision whether to talk to a patient about dying, saying 

that "chey would talk to the patient if he was already 

aware at his situation and had talked to a doctor or 

trained nurse. Otherwise, they would discuss with senior 

staff first. Sometimes, their reaction would also depend 

on the relationsnip the nurse had farmed with the patient. 

Respondents in this group were less likely to have a first 

discussion with a patient, particularly without prior 

reference to a more senior memPer of staff, or a doctor, 

than the next group to Pe discussed. 

Ill Respondents who Would Talk to Patients aPout Dying 

There were seventeen respondents, from all five groups, who 

said thev would pursue a conversation about dying wnich a 

patient attempted to open up, and would tell a patient who 

asKed wnether he was dying. Only five of these respondents 

were from Hosoital 2, and all were SRN's. Of the twelve 

from Hospital 1, 3 were SRN's, z were y&N's and z were 

na" s. 

The seventeen respondents in tnis group felt most aple to 

make a decision about talking to a patient who indicated a 

wisn to discuss dying without immediate reference to other 

staff, althougn this did not mean they acted in isolation. 

They kept themselves informed and in turn informed others 

aoout the current state of the patients' insignt 

awareness. Among these staff,in talking aoout aving to a 

patient, tne aporoacn used was most usually one oi- gentie 

exploration of now mucn the patient Knew, wantea to Know or 

suspected. 

R003: "Each patient is an individual so I wouldn't treat 

them tne same. It would also depend on what had gone on 

before. I would ask them what they thought and why. If 
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someone hasn't faced it before I ask why they think they 

are dying - you let them tell you. If I am unsure what 

they want to know, I try and get them to answer their 

own questions." (SRN) 

RlOl: "It depends on the patient.I ask why they think tney 

are avinq. You snouid de honest but not blunt. I wouia ask 

now thev feel ana I wouia agree they're poorly." (SRN) 

Whether a nurse felt able to oursue a conversation which 

tne patient opened up therefore depended on a number of 

things : perceived ward policy; the relationship between 

nurse ana patient; what the patient nad been told or knew 

already ana the nurse's experience or unaerstanaing. 

Among Group 1 and 2 responoents, there were none wno said 

tney would nave to refer to senior staff or the poctor if 

they felt the patient was wanting to talk and if tney felt 

competent to respond. This clearly reflects the fact that 

in -losoital 1, predictaply, tne expectations apout talking 

to patients aPout aying were more clear-cut. Staff alreaoy 

Knew that tnev nao tne approval of meoical staff in opening 

up conversations witn patients wno seemeo to want to 

taiK, ana were more likelv to be aware of wnat the 

patient aireaov Knew or was asking, since sucn information 

wouia be snared both formaxly, at the waro report, ana 

significant relationsnip was found between tne way in which 

resoonaents replied to tnis question ana the Hosoital where 

training receivea ov staff, it is possible tnat tne way in 

wMicn resoonaents answerec was a reflection ot tneir 

training rather than the Hosoitai and ethos in which they 

workeo. Table 4 shows tne distribution of responses in 



relation to the nurse's qualified status. 

labia 4 : Nurse Qualification and Whether inev Would ialk 

to Patients about Dyinq: 

Status yh:N hitN NA Total 

Response 

Yes 12 Z 2 16 

Conditional 5 7 8 20 

No 4 11 18 

Total 21 20 28 69 

X= = 20.71; df = 4; p = <.005. 

The showed a strong association between resoonse ano 

qualification. A comparison of tne residuals snows that tne 

largest difference between the oDserved ana tne expected 

resDonse rate was for SRN's answering 'Yes" (Residual = + 

whilst NA's were the most likely to answer 'No' 

,al = + 4.6) and SRN's least likely to say 'No' 

/ * j. / 

I he question tnat remained was wnether Hosoital or 

qualification was more strongly associated witn response. 

This was not easy to answer oecause tne size o+ tne 

samole meant that the numbers of staff of eacn grade in 

each hoGoital were small when compared for type of 

resoonse. Taole 5 shows : 1). the percentage of respondents 

who said they would or might talk to a patient about dying 



(Yes / Conditional); 2). the number who said they would or 

might; and 3). those who said 'No', for each grade in each 

hosDitai. 

Fable : Staff Who Would / Might Pursue Conversation About 

Dving and Staff Who Would Not by Grade and Hospital : 

Response 

Hospital 1 Hospital 2 

SRN SEN NA SRN SEN NA 

1.Would/Might 

As a % .±>u 

2.would/Might 

(N=) 

3.Would Not 

(N=) 11 14 

Hi Ithouon numoers were small in each group, wnen rhe figures 

are disolayed as a oercentage for each group a clearer 

,na emerges, showing tnat while the Difference between 

hospitals IS negiigioie 

ana NA's in Hosoiral 1 

mignc pursue a conversation about dving with a patient wno 

—rscs in^iuencgq the way in wuil.: 

:rer,t 
for SRN's, consideraoiv more SEN's 

than Hospital 2 either wouid or 

that although Mosoitai and 

the oraoe of tne resoonoent, m waruicuiar 

. was SRN, was more important in Hosoitai z. 

r'A i ^ -.N i HWHf̂ £=.;vC.OO 

Althouqn respondents were asKSd to relate their answers to 

actual experiences and how they had responded, it is ui 

course possible that staff tended to give answers that they 
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felt were either wanted or acceptable to the interviewer. 

However, a number of additional questions were asked which 

allow a degree of cross - checking of responses- All 

respondents were asked whether thev thought dying patients 

were usually aware that they were dying Cat the stage when 

they were conscious) and whether they ever wanted to 

talk about it. Their responses are shown in table 6, 

below. When grade and hospital are taken into account, the 

distribution pattern of responses to the Questions a). 

How would you respond if a dying patient asked you if he 

was dying; and b). In you experience,oo dying patients want 

to talk about dying; is very similar, as comparison of 

Table 5 (p.146) and Table 7 (p.lSO) aemonstrates. 

Reeponoents were asked first wnether they thought dying 

patients were aware of the fact they were oying. Table 6 

snows the number of respondents in each group wno replied 

1). No / Rarely; 2). Sometimes; ana 3). Mostly. One ' don't 

Know' response was received, from a nurse in Group 4. This 

group of questions was therefore answered by only 68 

nurses, -ercentaqes are oiven in parenthesis. 

Table 6 : i he Awareness of Dying ratients as rsrceived by 

Nursing Staff,Showino Number ana Percentage in eacn Group : 

Hospital 1 Ho^ui 

Response 

I'M Li / n..ar̂ i y 

Sometimes 1 <4; 

Mostly 24 (96; 

X= = 9.92; df = 1; p = <.01. 
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A predominance of staff thought patients were mostly or 

sometimes aware of their dying status. The way in which 

respondents answered this question was significantly 

associateo with hosDitai. Twenty - four snaft from Hospital 

1 thought patients 'Mostly knew', one thought they 

'Sometimes knew' out none tnought they 'Rarely Knew. Among 

Hosoital 2 staff, three thought patients 'Rarely knew", 

sixteen thought tney 'Sometimes knew' and twenty - five 

thought they 'Mostly knew'. 

The means oy whicn staff knew this were various and 

sometimes unclear. It might be by things the patient 

saio. or did, or inoeed stooped doing. Five 

respondents, two from brouD z — Hospital 1, and three from 

MOSDital 2, one in eacn group, said they just sensed 

that patients knew . 

202: "You just know. It's nothing they say." (tiRN) 

see It all around tnem. it would oe difficult 

an inkling. " (NA) 

More usually however, respondents were able to exoand on 

how thev assessed whether a oatient knew. A large number 

saiG tne oatient's attitude cnanqed, thev gave up, 

witnorew, stoooeo eating ana drinking and so on, and 

rnese sions were interoreteo ov the nurse as indicating 

awareness. Ot tne obi responcents, oo answereo in tni= wav ; 

9 (32%) of nosoitai i sta--: and 28 ( 64%) of Hosoital 2 

5ta-^+. The difference oetween the Mosoitais is significant 

\UU5: (They) pick up signals from tne family, from 
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seeing others poorly. Sometimes vou know by things they 

say, or their attitude changes, they become very quiet 

and withdrawn, or verbally aggressive, they stop doing 

things or get cross with their families." (SEN) 

However, 40 resoondents also said thev knew because of 

things tne patient said: 18 of 25 Hospital 1 nurses 

and 22 of 43 staff from Hosoital 2, (51%). Ine Difference 

IS not statistically significant; X= = 2.04; df=l. 

R103: "Most say something in a roundabout way, for example 

"I've seen mv daughter for the last time".Most have usually 

been right." (NA) 

R018: "When they say ' the doctors have never told me 

wnat's tne matter with me and if they did I wouldn't want 

to know", or they stop talking about home, or make only 

snort—term plans." (SRN) 

ResDondents were also asked whether patients wanted to talk 

about oving, in their experience. Answers were categorised 

1 n to : 

1).No / Rarely / Not in mv experience, N = 39 : - (No) 

2).Sometimes, N = 27; - (Yes) 

3).Often . N = 3. - (Yes) 

This was then further broken down into : 'No'. N = ^9;and 

'Yes' N = 30. 

Of the 30 respondents answering 'Yes,17 were from Hospital 

1 and 13 from Hospital 2. Eight nurses from Mosoital 1, and 

31 nurses from Hospital 2 said 'No'. ine oitterence in 

response between Hospital 1 ana Hospital 2 staff was 

significant, at p = < .005; X= = 8.00; df = 1. However, as 

Table 7 on page 150 snows, there were also differences in 
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how trained and untrained staff replied to this questiun. 

The percentage of nurses of each grade answering yes and no 

is qiven in parenthesis. 

Number and Percentage of tacn brade o+ ytatt in 

nrs wanted and Did Not Want to tacn Hospital who baid rati 

Talk About Death : 

Hosoitai 1 Hospital Z 

jrn 

Hesoon< 

BEN 

GRAUk 

NA SRN )k.n na 

ye-: i 3v } £i Oi." K/u) 

no 1 (11) 3 (50) 4 li > 
3 (25) 2 (86) 16 (89) 

and 

. can • 

The response to tnis Question Py staff of different graues 

was zested using the X^ measure of association, fir^c.ly dv 

grade regardless of hospital. Four SRN's, fifteen bEN's and 

twentv NA's said "No / Rarelv': ana seventeen SRN's, five 

'ignt NA's said 'Often / Sometimes*. A stronqiy 

association was rouno between resDonse and 

X= = 17.45: of = 2: p = <.005. This was due in 

measure to consioeraoiv more yRN's answering this 

JH affirmativelv. whilst :dtN" s and NA'S were more 

iiKelv to answer in tne negative. However, as iaole / 

111ustratss, tne difference oetween graces was contriouted 

primarilv ov staff in Hosoital 2. The difference in 

^ggconse between arades was ai so tested, tnerefore, taking 

Hospital into account. Owing to the small numbers involved, 

and because of the marked difference between SRN and other 

gues 
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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 

Hospital. Percentages for each group are again snown in 

parenthesis. 

Table 8 : Number and Percentage of 1) SRN's and Z) SEN and 

NA Staff Saying Patients Wanted (Yes) / Did Not Want (No) 

to Talk about Dying in Each Hospital : 

Hosoital i Hospital 

SRN stN/iMA SRN SEN/NA 

Yes 8 (89) 9 (56) 9 (75) 4 (13) 

No 1 ( 1 1 ) (44) 

The oifference in response oetween grades was statisticaliy 

significant only for staff in Hospital z : df = 

1; D = (.005 , with more SRN's answering 'Yes' than either 

SEN"s or NA's. 

In general, aualifisd staff of SRN grade in botn hospitals 

exoeriencea patients as wanting to talk about dying at 

least sometimes. The three responoents who replied -often-

were ail SRN's from Hospital 1- In addition, staff of SEN 

ana NA graoee in Hospital 1 were far more liKeiv than their 

counterparts in Hospital 2 to perceive or have experienced 

patients as wanting to talk about dying 'sometimes-, as 

might be expected from the differing ethos. If, as the 

literature suggests, patients respond to cues from their 
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carers that dying can be discussed ,then it would seem that 

the qualified (SRN) staff in this sample, and staff 

generally in Hosoital 1, at least mostly felt comoetent to 

manage such a conversation. Although it cannot be ruled out 

that these staff were resoonding in a socially, or pernaos 

orofessionally acceotaole wav, resoondents were encouraged 

to discuss actual experiences an o not to talk 

hvpotnetically. 

The Awareness of Other Patients 

In order to broaoen tne assessment of tne awareness 

situation on the wares, staff were also asKeo aoout tne 

awareness of other patients wnen someone on tne ware was 

dying. Only 2 nurses, ootn from Hospital l, thought other 

patients were not aware. The majority of staff, fifty -

two, or 75% of the sample, said otner patients were aware; 

of whom 23 were from Hospital i and 29 from Hosoi tai 2. 15 

nurses, (22%), all from Hospital 2, thought they were 

sometimes aware - Most often, this was thought to depend 

on how 'with it" the other patient was and so able to 

comcreneno the extra cime, attention and oustle around the 

repiiea 'no / sometimes compareo to Mosoitai i, wnere a 

preoonderence of staff saio otner patients were "Mostly 

le adility oi- patients on the geriatric warns to taKe in 

and unoerstano their surrounoings might weii nave oeen 

generally more impaired tnan tnat of patients on tne 

palliative care wara. However, tnis oio not appear to oe 

true ouring tne weeKS wnen tne researcner was worxing on 

the wares. A more relevant difference lies oernaos in the 

approach of staff on those warns towara what those patients 

were or were not tola, and pernaps now openly death could 

oe talkeo about. All respondents were asked whether they 

would tell other patients when someone on the ward was 

dyina. Their answers are shown in table 9 below : 
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able 9 : Do You Tell Other Patients when Someone is Dying 

Hospital 1 Hospital 

Response 

Yes i u 

Uonoitionai -

no 

Aiznouon "che numoer of resoondentis saving tiney would not 

tell was verv small, a large number of nurses said they 

would only tell if the patient asked (43% of the sample), 

ail from Hosoiral 2. When ^ uondi t.i onai ana No resDonses 

were comoineo ana compared witn 'Yes' responses. the 

difference oerween nospirals was statisticaiiv significant 

; x= = 34.94; df = l; o = <.00l, as perhaps snould be 

expected, given the ward etnos. it was in i-act practice for 

staff in Hospital 1 to tell other patients when someone was 

ayinq in order to reassure or allow the expression of 

anxieties, since it was thought patients would be aware of 

wnat was naopening. On trie continuing care wara=s nurses 

were also far more likely to teii orMer patients, amongst 

wnom friendsnips were often seen to nave formed : S 

answering 'ves' compared to none on the acute waros, ^no 

only 2 in the night staff group. 

Respondents were also asked whether other patients usually 

wanted to talk aPout dying. The replies are snown in taole 

10, and have been categorised into no, sometimes and yes. 
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Table 10 : Do Other Patients Want to Talk About Dying? 

Response Hospital 1 Hospital 2 Total 

No 4 17 21 

Sometimes 13 22 35 

Yes 8 5 13 

Total 25 44 69 

uonciusion 

The failure to fino a significant difference between staff 

OT varying grades in HosDitai i, and the finding of 

significant differences generally between Hospital 1 and 

Hosoital 2. suggest that Hosoital 1 staff more often felt 

comcetent to manage oeatn - related conversations, ana tnat 

nursing cuaiification was not the only, nor tne most 

important factor. Rather, in Hosoital 1, ail staff naa been 

aooointed knowing they would oe working with terminally ill 

cancer oatients in the first ciace. They naa cnosen to do 

this in fuii awareness of zne aooroacn used, and several 

saio this Mac been one of tne attractions of tne oost. 

Therefore, it seems reasonable to assume tnat thev may nave 

oeen more oreaisoosea to talk aoout oeatn any way. The waro 

ethos not onlv oermitted but encouraged staff to allow 

pacients to talk in chis wav. Adoitionai iv, tne figures for 

-he numoer or aeatns on eacn ware (see aooenoix iO) clearly 

snow that staff in Hospital 1 naa much greater oav to day 

experience of tne management or oying, so tnat there would 

be more opportunity both to oractice one's own SKI lis and 

to ooserve and learn from others. 
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CHAPTER 9 

feelings and their management 

I Reiarionsnips with ratients and experience of Upset 

It mignt pe exoecred that nurses wno become involved with 

"tnsir parients, or with some oanieircs, will be more upset 

when rhose patients die. All respondents were asKed 

wnetner rhey found they became mors involved with some 

patients or always formeo a normal professional 

relationship, and whether they were upset wnen patients 

died.In coding, a distinction has been maintained detween 

usual and once — off reactions, i he range of responses 

receiveo fell into the following categories: 

1 ) . KesDonoents who de-tineo their relationship with patients 

as 'Drofessional' and aid not become involved. This group 

includeo respondents nevertheless wno said tney liked some 

oatients more than others, (N=12): 

1 1 ; . R e s D o n d e n t s wno said they became ' i n v o l v e d with 

patients they nursed, or more involved with some oatients, 

(N=57); 

Nurses in the latter category talked of feeling close to 

and / or fond of patients. There were no differences in the 

proportions in each of the five staff grouos between those 

wno defined their relationsnio as ' oro-i-essi onai • and those 

who defined it as 'involveo . 

Havino tnus aefinec their reiationsnio to oatient^, alx 

respondents were then asked wnetner tney usual i v felt upse=_ 

when a patient died. Table 11 snows the breakdown of their 

responses. 
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Table 11 : Experience of Upset and Nature of Relationship 

with Patients : 

Involvea rrotesGionai m = 

No Uoset 

uDsei 4-4 

in 69 

i.VO; dt 

The association oerween rhe nature of tne relationship wirn 

oatients ana the exoerience at upset is not significant. 

It IS tne purpose o-r 

resoondents say they Denave 

this section to looK at now 

react after a deatn. The 

-first cart looKS at those who deny feeling upset at tne 

time ot asatn ana tne wav tnev say they oenave ai-terwaras. 

The secono section looKS at the behaviours reported by 

respondents who said tney aid experience feeling upset. 

Table i2 snows the numoers in each staff group reporting 

-'uoset'' ana not upset', witn percentages for each group 

Shown in parenthesis: 
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fable 12 : Numbers of Respondents Reporting 'Upset- and 

"Not Upset' in Each Staff Group as a Percentaqe of that 

brouo 

Group 

1 2 3 4 5 

N=15 N=10 N=15 N=15 N=l4 

UDset 10 (6/) 9 (90) 9 (60) 11 (73) 12 (86) 

Not Upset 5 (33) 1 (10) 6 (40) 4 (27) 2 (14) 

I he responses of subjects wno described their relationship 

rfS professional" and tnose who describea it as 'involvea' 

wiii oe oeair witn seoaratelv in each section. 

--ateour 1 sa•_ 1 on of Responses 

\esponaents were categoriseo deoending on wnetner they 

said thev felt upset or not wnen a patient dieo.and witnin 

?acn grouD were further diviaea according to tne way they 

jesuribea themselves as normally oenaving after a oeatn. 

aois l-i shows tne numoers in each cateoorv : 

ine MO Meaction" group are tne eight resoonoents classea 

as using zero coping responses in Hypotnesis 3:ana together 

with the ten avoiders constitute tne 'No Reaction 

Hvoiaancs"' group of Hyootnesis 9. 
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Table 13 : Feelings of Upset and Subsequent Behaviour 

Followina Patient Death : 

Not upset Upset Total 

Neaction 43 b 1 

No Keacrion 

Aval dance 

React: 1 on 

10 

its 5 i 6v 

1.Denial of Uosez 

18 resDondenns srared that thev aia nor, or dia noi: 

usually, experience upset wnen a patient diea. They 

represent 26% of the total samole. Their responses were 

groupeo into three categories : No Reaction, (N=8); 

Avoioance Reaction, (N=4): ana Reaction, (N=6). Five 

described their relationsnip with patients as 

'professional" and l3 as 'involved'. 

total sample, ut 

ath in a wav wnicn 

a) . Tne "rrc + essionai ' brouo 

These 5 responoents represent 77. of tne 

the five, tnree talked aoout patient ce. 

suggested that, in spite of denying any feelings of upset, 

they did react to the deatn of patients. Reactions which 

were mentioned included introspection, prayer, talking to 

one's own family and humour. The other two respondents 

talkeo of carrying on as usual, and no ways of coping, such 
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as thinking about it later, were identified. 

R013:"I don't feel upset,but sometimes I think about it 

later.You think,have I done enoughvCould I have done any 

R30z: "I think you nave come here to ao a joD ana you 

shouion't be here it you can't put it behind you." (SEN) 

R311: "You do the necessary, pull the curtain and carry on 

as it nothing has hapoened." (NA) 

b).The Involved Group 

Of the 13 responoents in this group, 6 described patterns 

of oenaviour that indicated they carried on as usual, ihese 

6, rooether wirh tne 2 respondents in the 'orofessional' 

grouo, above, who did not suoseouenrly identify coping 

reactions constitute those classed as using zero coping 

reaction' grouo um=8); and 8 of the 18 'no reaction / 

avoidance' qrouo. Hypothesis 10. 

R204: I try to lav tnem out. Not because I like it out 

because it's my responsiDi1ty. On a ward like tnis, you are 

busv. It's not a case of keeoing busv. it may enter my mind 

later, but I reailv don't tnink about it a great deal." 

SEN) 

R009: "I feel sao when anything dies ... I don't go name 

and think aoout it. I don't oecome moroid ... 1 feel it is 

riant, so it ooesn't oerturb me, although if it was 

someooay special i may tninK aoout it later — out i feel 

everyoody has done tneir best," (NA) 

The remaining 7 nurses in this qrouD reoorteo using one or 

more of the followinq benaviours,fol1owing a death : 
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Talking to colleagues; (n=2) 

Talk to family or friends; (N=2) 

Thinking about the death,either at the time or later;<N=4) 

Taking a breax if time permitted - Time-out; (N=l) 

Praver ; (N=l) 

Keeoing Busy; (N=4) 

The 4 nurses wno talkeo of keeoing ousy. did so in sucn a 

way m a t in was clear that this was a ploy used to 

avoid tninking of the dearn, not always successful 1v, They 

nave oeen classed as using a oredominant1y "avoidance 

response--, and constitute 4 of the 18 "no reaction / 

avoioance" group of Hypothesis 10. 

R301: "1 try and keen busy. It/s perter to out. it out of 

vour mind, ana not let yourself get uoser aoout tnings at 

work;. " (SEN) 

R117: "I keep ousv ... It's nor fair to snow your emotions, 

nor fair on patients or other staff. You've got to be nard, 

perhaps you ger nardeneo to it. Mavoe inside you feel more 

uPset than you snow. I usualIv find it comes oacK to me 

when I'm in oed. If I sav a iitrie prayer the Picture 

disappears." (SEN) 

To summarise the nature of response of the l8 nurses who 

said they aid not experience feelings of upset,oenaviours 

Z.HCknowiedoement at unset 

Fifty - one resoonoents, 74% of tne total sample 

acknowledged feeling upset when a oatient died. Details of 

their oistrioution between tne five staff groups is given 
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in table 12, page 156; and the breakdown of coping 

categories in Table 13, page 157. Forty - four described 

their relationship to patients as 'involved',and 7 as 

'professional'. 

a).The 'Professional' Group 

Of the seven staff who said thev did not become involved 

with patients but were uoset when a patient diea, one said 

sne coped oy keeping busy at the time but thought about it 

later. Her response was consiaered to oe qualitatively 

oifferent from others who said they kept busy and she was 

tnerefore not classed as using predominantly an avoidance 

response': three others also said they thought about it 

later;ail seven saia they talked to colleagues and three 

saio they woula also talk to fami 1y or frienos. 

RIOS: ''I keep busy at the time. I tend to wait until I get 

home and then I think about it. Maybe talk it over the next 

day, at work. The busier you are tne easier it is to push 

it aside, but I do think about it anvway ... you feel saa 

ana your mi no floats pack to it.'' (SRN) 

R02i: We are 1 e-tr to ourseives, we have to oack each otner 

on niqnts. I would talk to the night sister ana we raik 

with each other. I don't usually take work home with me ... 

I can switcn off unless it's a young person." tNA) 

ROOS: 'YOU have to carry on. It is harder to switch off if 

the aea^h naopens just before you go home, m i s is the right 

atmosphere to stav in wnen someone has just died. I don't 

feel it's my family's joc to listen ana support ... You've 

got to think about it — it will come back into vour mind."' 

( na) 

b).The 'involved' Group - i). Avoidance 

Forty—four responoents (64%) said they became involved with 

patients ana often felt upset when they aied. Of these, 6 

or 9% of the total sample said chey reacted by keeping 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 6 of the 18 "'no react i on/avoi dance' group in Hypothesis 

10. This class of reaction did not always seem a sufficient 

resoonse by itself. Otner oenaviours included feeling 

tearful (N=2); taiKing to colleagues (N=4); talking to 

familv or frienos (N=3); smokinq (N=l). 

HiU/: "r;y family Know wnen i get in. i taxe it nome with me 

- I slam tne aoor. They know, ana I mignt comment on it." 

; NA) 

K.iu4: "ueath is sao any wav. You aon' t worry aoour it. You 

see so many distressing things you would maxe yourself ill 

if you tnouqnt about it too mucn." (NA) 

HZUa: YOU nave to cneer UD tne otner patients. You c a n t 

harbour ail the deaths vou get ... out you feel a bit down 

if vou haven"t nad time to cut it out of your mi no." (NA) 

Hitogetner. ten responoents were classified as using a 

oreoominantlv "avoidance resoonse', four denying uoset 

and SIX who acknowieogeo upset, out reacted bv using 

avoidance benaviour, such as keeoing ousy or trying not to 

tninK aoout it. Together with tne S resDonoents in tne 

•' no reaction' qrouo, tnev make up the 'no reaction / 

avoidance' group (N=l8) of Hypothesis 10. The 'reaction' 

grouD incluqes all remaining respondents who acknowledged 

feeling upset, whetner they defined their relationsnip as 

'involved' or 'professional', who aia not suosequently 

cenave by keeoing busv as a way of avoiding thinking about 

tne death 
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b). The 'Involved' Group — ii). Open Reaction 

There were forty-five respondents in all, (65%) 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 'Open Reaction' Involved 

Respondents According to Staff Group, by Percentage in 

Each Group : 

Group 1 2 3 4 5 

(N=15) (N=10) (N=15) (N=15) (N=14) 

10 (67) 9 (90) 5 (33) 9 (60) 11 (79) 

Overall, there were no significant differences between 

hospitals in the numbers of staff expressing an 'open 

reaction'. However, significantly fewer Group 3 respondents 

fell into this category than either their night 

counterparts in Hospital 1 : = 5.68; df = 1; p = <.025; 

and also fewer than their than their day - time colleagues 

in Hospital 2 : = 4.85; df = l;p = <.05. 

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 
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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 ... if I 

knew 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." (NA) 

R303: "You mustn't show your feelings. You mustn't break 

down. I cry later, by myself, not at the time. I wouldn't 

talk about it at home." (SEN) 

R024: "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: 

457. said they reacted at the time; (N=20) 

25% said they reacted later; (N=ll) 

30% said they reacted both at the time and later. (N=13) 

Thirty-nine respondents (89% 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 Colleagues 42 

Talking to Family 24 

Talking to Friends 12 

Tears 24 

Introspection 25 

Prayer 8 

Time — Out 8 

Laying Out Body 4 

Talk to Senior Staff/Doctor 4 

Humour 6 

Other 5 

'Other' included having a glass 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: 

R030: "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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R029: "I 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) 

R312; "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) 

R015: "My faith helps. I usually talk here more than at 

home. People are very supportive, they always know." (SRN) 

R116: "I can talk to my friends, but I live alone. I have 

no - one at home to talk to. It sometimes helps if I lay 

them out." (NA) 

R210: "If I have the cleaning up to do, see the body or the 

relatives off the ward, I don't cry much - but I feel 

sad ... 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 joke." (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 occurred. The majority of staff, 

(74%) said their work was not affected. A minority (N=18) 

thought it was. Table 16 shows how this question was 

answered by staff in each of the five groups. Answers have 

been categorised as 'Yes', 'Sometimes' and No . Numbers 

are shown with percentages in parenthesis for each group: 
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Table 16: How Staff Thought Deaths Affected Their Work, 

Showing Numbers and Percentage for Each Group : 

Group 

1 

N=1 

4 5 

uJ 
N=10 N=15 N=15 N=14 

Effect On Work 

Yes 2 (13) - 1 (7) 6 (40) 1 (7) 

2 (13) 3 (30) - 1 (7) 2 (14) 

11 (74) 7 (70) 14 (93) 8 (53) 11 (79) 

Sometimes 

No 

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,said 

they tried harder with other patients: 

R212: "Yes, i f s very traumatic. It takes longer to get 

back into the swing of things. You feel a bit dejected 

keep thinking back to why and wondering if you had done all 

you could " (SRN) 

R007: "Yes, for the rest of that day.It s not that you give 

any less care,just that you feel more drained,tired. (NA) 

Rill: "I go and talk to the other ladies more." (SRN) 

Respondents were also asked whether patient-death affected 

how they felt about their work. Again,while a majority said 
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'nor, 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 50% 

in Group 2; three or 20% of Group 3; two (1^%) of Group 4; 

and two (14%) of Group 5. While the actual numbers in 

each 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 in 

this way. Because of the small numbers involved, it was not 

possible to carry out a meaningful comparison between Group 

2 and their day—time colleagues, nor with Group the 

other night staff group. However, it was possible to 

compare responses of Group 2 staff with the remainder of 

the sample as a whole. Numbers with percentages in 

parenthesis answering 'Yes' affected, and "No not affected 

are shown in Table 17: 

Table 17 : Number and Percentage of Respondents Who said 

Patient—Death Affected How They Felt About Their Work : 

Group 2 All Other Groups 

Affected 

Yes 5 (50) 9 (15) 

No 5 (50) 50 (85) 

fhe d ifference in the number answering this question in the 

affirmative between Group 2 and all other groups was 

statistically significant : = 4.56; df — 1, p — 

< . 05. 

168 



R029: "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) 

R019: "It sometimes makes me feel I should be moving on. If 

I start feeling like that I think it's time for a change — 

I want to give my best." (SEN) 

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 enough for that. Table 

18 shows the number and proportion in each group who said 

they had never, sometimes and often felt they had had 

enough. 

Table 18 : Number and Percentage of Staff in Each Group Who 

Had Never,Sometimes or Often Felt They Had Had Enough : 

Group 

1 2 3 4 5 

N=15 N=10 N=15 N=15 N=14 

Response 

Never 6 (40) 4 (40) 8 (53) 6 (40) 9 (64) 

Sometimes 7 (47) 5 (50) 6 (40) 9 (60) 2 (14) 

Often (13) 1 (10) 1 (7) 0 (21) 
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Thirty-Six respondents (52%) answered this question 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 qualification, although Group 5 nurses from the 

continuing care wards were slightly less likely 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 tired and the patients are very 

demanding. I always manage to get myself out of it. I don t 

look at it too seriously." (NA) 

R104: "Not when patients die, but because we are short -

staffed, sometimes we can work 10 or 11 days on the trot 

I can't give my best. Things get on top of me. I carry 

on, but it's too long." (NA) 

RlOl: "After a run of deaths you get depressed- there are 

new patients to get u a ^ to.The workload gets heavy. 

It's frustrating - you can't give all the care you want." 

(SRN) 

R025: "Occasionally. 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) 

R206: "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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R008 : "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 

Workload/Staff Shortages 

Tiredness 

Lack of Consideration 

Rundown/Unwel1 

Patient/Staff Attitudes 

A Particular Death 

Shiftwork 

Z J 

IS 

13 

8 

4 

4 

Clearly there were usually a number of factors which 

contributed to staff feeling ready to leave. Nevertheless, 

these staff had not acted on these feelings. Nurses 

frequently commented on the positive aspects of their job 

too, sometimes actively remembering or noticing these after 

a bad spell. Others commented on the importance of a 

break, or the use of holidays so that these feelings were 

kept in perspective: 
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R029: " 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 (90%) 

said they enjoyed or really enjoyed their job. Only seven 

(107.) 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 HYPOTHESIS TESTING 

HYPOTHESIS 1 

There will be a positive correlation between staff reports 

of stress and life events and this will be particularly 

evident in relation to health measures. 

All respondents were asked whether 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, (see 

appendices 2 and 9) 

Results were available for 68 respondents, with a minimum 

score of 0 and a maximum score of 65. The mean score was 

23.56. A one - way analysis of variance showed there were 

no significant differences between the groups in scoring 

for life events. 

Recent life event scores were correlated, using Pearson's 

product moment correlation coefficient, with General Health 

Questionnaire scores and with the number of days illness 

reported over one, three and twelve months. No significant 

correlations were found. 

In addition, recent life event scores were correlated with 

the other stress measures used in this study — the Death 

Anxiety Scale; the Nursing Situations and Death - Related 

Nursing Situations scales; and the Death Situations scale, 

using Pearson's product moment correlation coefficient. 

Again no statistically significant correlations were found. 

However, there was a slight tendency for respondents who 

scored higher on life events (RLE) to score higher on the 

Death Anxiety Scale (DAS) and also to rate Death Situations 

(DSIT) higher : 

RLE with DAS r = .169 p = .09 N = 64 

RLE with DSIT r = .195 p = .06 N = 64 
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However, a strong positive corelation was found between 

recent life event scores and number of coping methods 

(COPING) : 

RLE with COPING r = .275 p = .012 N = 68 

This would indicate that respondents in this study who had 

higher RLE scores and had therefore experienced more life 

stresses 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 more 

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 

expressed 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 is not 

substantiated. 

HYPOTHESIS 2 

Nurses who are innately more fearful of death will 

experience qreater stress in nursing situations involving 

death / dying. 

Templar's Death Anxiety Scale (DAS), as modified by 

McMordie for presentation in the form of a seven - point 

scale, was used to assess innate fear of death, 

(Appendix 3). It was expected that nurses scoring high on 

the Death Anxiety Scale would experience greater stress in 

nursing situations on the ward, particularly those 

involving the care of dying patienns. Nurses were 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 0 - 10, according to the degree of 

stress the situation would cause them, (Appendix 6). 

Additionally, subjects were asked to rate, on a scale 

•from V — lu, 33 Nursing Situations (NSIT), embedded amongst 

which were 7 Death - Related Nursing Task items (DNT). 

These seven situations were item numbers 2, 10, 16, 20, 

24, 26 and 32. (See Appendices 4 & 5). A total stress 

score was calculated on each scale for all respondents. The 

total Death Anxiety Scale score for each subject 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 

were found between the Death Anxiety Scale and each of the 

three other measures (Table 20): 

Table 20 : Correlation of Death Anxiety Scale with Nursing 

Situation,Death Situation and Death-Related Nursing Task 

Scares Using Pearson's r,for the Whole Sample : 

Variable with Variable r = P-

DAS NSIT 0.3512 .01 

DAS DSIT 0.2834 .05 

DAS DNT 0.4119 .01 

Pearson^s r was calculated also for the same pairs of 

variables for each of the five sub-samples. No significant 

correlations were found for Groups 1, 2 (hospice day and 

night staff) and 5 (the geriatric department continuing 

care wards). The correlations for Groups 3(geriatric 

dept. night staff) and 4 (geriatric dept. acute ward staff) 

are shown in table 21 : 
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Table 21 : Correlation of Stress Scores Using Pearson's r 

for Sub-samples : 

Group Variable with Variable r = P = 

3 DAS NSIT 0.5944 .05 

3 DAS DNT 0.7635 .01 

4 DAS DSIT 0.5665 .05 

These data suggest that Hypothesis 2 is only partially 

substantiated, and that the experience of stress in working 

with death—related situations may be mediated by other 

factors, independent of the nurse's fear of death. ihis 

will be discussed later, in Chapter 12. 

HYPOTHESIS 3 

Nurses faced with aeath most frequently will experience 

greatest oeatn anxiety. 

Definition and Measurement of Stress stimulus 

In the context of this study, patient death is defined as 

the stressful stimulus or condition of threat. swo 

measures of exposure to patient death were used, both 

of which will be described here. 

1),The number of deaths on each ward was recorded on a 

montn by inontn basis from hospital records of deaths for a 

two year period. from January l983 to December iv84, 

including the months wnen the research was being carried 

out. The table oeiow, 22, shows the annual total for each 

ward for 1983 ana 1984. For monthly totals, see appendix 

1 0 . 

176 



Table 22 : Total Annual Deaths on tach Ward for 1983 and 

1984 : 

Hospital 1 Hospital z / Wara 

D 

:i3 

340 61 

In comoarinq the totals, the number of in - patient beas 

on each ward snoulo be borne in mind : 25 in Hosoital 1; 

20 for wards A, C and D; 24 for ward B. An allowance must 

also be made for differential rates of bed occupancy (see 

appendix 11a). The number of deaths per bed for each year, 

takinq into account bed occupancy is shown in Table 23 : 

dumber of Deaths rer bed in relation to Wed 

iospi ta. r-!u = u ± 

4./Z 4. 4- Y 

4.93 0.7W O.W 

177 



As can be seen, the wards fall into three groups -fairly 

readily,o-f high - Hospital 1; medium - wards A and B; and 

low - wards C and D. A 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, it 

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 in 

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 staff and the number of deaths they reported as 

occuring in the two previous weeks, in each group. It 

should be remembered that day staff in Hospital 2 in fact 

came from four wards, and for this analysis the wards are 

also indicated.The 15 staff in Group 4 came from Wards A 

and B, reported in the table below as 4A and 4B; the 

fourteen staff in Group 5 came from wards C and D,shown 

as 5C and 5D. It 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 

Previous Two Weeks in Each Group and on Each Ward : 

Hospital 2 

Group (Ward) 

No.of Deaths 

Recalled 1 2 3 4(A) 4(B) 5(C) 5(D) 

N=15 N=10 N=15 N=lO N=5 N=8 N=6 

0 - 2 8(53) 4(40) 12(80) 9(90) 2(40) 8(100) 5(100) 

3 - 5 4(27) 4(40) 3(20) 1(10) 2(40) -

i.aui!̂  ^4 zz'i i uW-a, '-lie r~ ijC =;i ! H D fcir~ 1 SHC S Of L3r LjUp 

Staff wno workeo on Ward B more nearly approximates that of 

Hospital 1 staff. Groups i and 2,than tneir Grouo 4 

colleagues on Ward A. As it is hyoozhesized that 

Hospital 1 staff will experience greatest stress because 

of zhe mucn higher numoer of deaths on the waro.to combine 

sratf from wards A and 3 into one group for the ouroose of 

analvsis was seen as providing a more stringent test, and 

Hospital 2 nignr staff,Group 3. is similar to that of Group 

5 nurses, ratea as a low ware. Significantlv more nurses in 

a).more than 2 deaths : = 10.27: df = 1; p = <.005: and 

b).more than 5 deaths : X= = 6.16; df = 1: p = < .025. 
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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 probaoility of it.On the other 

hand, even if the nurse is not on auty at the time of 

death, because of the way the work was organised, she 

will almost certainly have nelped in the care of that 

patient at some time. Eacn ward operated a patient 

rather than task - orientea system of care where possible, 

but nurses did not work exclusively with any group of 

patients. Other than night staff in Group i, who were 

more often moved between wards, they were therefore 

likely to know the majority of,if not all, patients on 

their ward. Thus, although direct involvement at the 

time of death may have a greater impact than a death 

which takes place in the nurse's absence, some 

psycnological accomodation to the death mav stiil have to 

oe made. 

If Hypothesis 3 is valid, then nurses in Hospital 1 will 

exnibit the greatest anxiety,as measured by the Death 

Anxiety Scale, and the scales used to rate for stress in 

nursinq situations on the ward. Nurses on Warus A anu 3 

would have correspondingly lower scores on these scales, 

whilst nursino staff on Wards U and D wouid ilavK uist; iwWK^t 

scores. Where appropriate, night nursing staff nave been 

treated separately.In Hospital 2. nignt staff mign^ uts 

assianed to W O T K on an v of seven wards in tjit; utepar ument. 

It nas been assumed that none of tnese wards nad n death 

rate comoarable to tnat ot Hospital 1. 

The T-Test for indepenoent samples toooieu variance uniess 

otherwise indicated). was used to test tor differ^nc^fS 

between qrouo means on tne ueath Anxiety -.caie, ueath 

Situation score and Death — Related Nursing iask scales. 

All possible comoinations of groups was tested, ihe results 
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found to be statistically significant are discussed 

below. 

1.Comparison of the Death Anxiety Scale (DAS) Scores 

1) A straignr comparison of the DAS scores of nurses from 

Hospital i (HI) with those of nurses from Hospital 2 snowed 

that the mean scores of Hospital 2 (H2) nurses,contrary to 

expectations, were higher although the difference just 

failed to reach the level of statistical significance. The 

T-Statistics reported will all be pooled variance and 

one-tailed probability unless otherwise stated: 

r i 1 I — ur — 

4.Q —1 4 f / o.. , 0 6 1 

11) In addition, DAS scores were comoareo tor day staff 

only. Groups 1, 4 ana 5 - rated respectively as high, 

meoium and low for exposure to death. All nignt staff were 

excluded because of the difficulty in assigning Hospital 2 

staff to a medium or low group. Table 25 shows the mean 

Meo1 urn and Low exposure Waros. brouos 1,4 ar 

II ni UM, 

*+ 'X .J 

39 



a). Group 4 had a significantly higher Death Anxiety Scale 

scores than the nurses exposed to the high death rate -

Group 1. 

b).Day staff as a group in Hospital 2 were also found to 

score significantly higher on the DAS than day staff in 

Hosoital 1. 

Differences between nurses working 1). in tne nign-rated 

warn and low—rateo wards, and 2). in the medium and low -

rated wards, however, -failed to reach significance. 

2.ComDarison of the scoring of the Death-Related Nursing 

Task Items (see appendix 5) also snowed that nurses working 

in Hospital 2 - Groups 3,4 and 5 (medium and low exposure) 

ratea tnese items as significantly more stressful than 

nurses in Hospital 1 ( high — exposure) — Grouos i and ^ -

T = -2.01 ; df = 62; o = .025; (one-tailed). The 

differences were also found to oe highly signifiuant when 

day staff only in eacn Hospital were compared. The 

findinqs are snown in Table 26 : 

Taole 26 : Comparison of scoring on DNl items - uay ^laft 

Groups 1,4 and 5 : 

brouD Mean Df- s - P-

-2.44 .01 

22.7 24 -2.84 .UU3 

39.1 

22.7 26 -1.698 NS 

30. 2 
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In ail cases, where significant differences were found they 

were consistently in the direction of higher reports of 

stress among Hospital 2 grouos, the grouos rated medium and 

low on exposure to patient-death. To summarise,where 

significant uifferences were found,thev were in the 

oDposite direction from that anticioatea.No significant 

•3 i f f 3nc es were founo oetween the scores of sta+t on 

meoium and low death-rate wards. 

3.Comparison of the Death Situation scores confirmed the 

trend toward lower scores among Hospital 1 day staff 

against higher scores reoortea by Hospital 2 day staff: T = 

-3.06, p = .002; df = 39; (one-tailed,. Significant 

differences were also found between the medium and low -

rateo groups, with day staff on low—rateo wards scoring 

si an1f1 cant 1V higher than day staff on meoium—rateo 

wards, (T = -2.21, p = .025; of = 24; one-tailed), also 

contrary to exoectation. 

A One - way Analvsis of variance snowed the following items 

d 1 sc r 1 iTii n at BG si an i-r i cant 1 y oetween tne groups inaicat=u, • 

Item 11 - Death of patient wno remains conscious to tne end 

continuinq-care staff tnan oailiative care cay staff. 

[rem f - Death of patient wnile washing or turning; 

his was rated as significantly more stressful by 

:ont1nuinq-care than geriatric night staff; 
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The T-Test was also carried out to look -for significant 

differences between the continuing care and acute 

assessment ward staff in the scoring of individual Death 

Situation items. Table 27 shows the items which 

discriminated significantly between the two grouos. 

Table 27 : Death Situation Items Differentiating between 

Acute and Long—stay Staff in Hosoital z '.Groups 4 and ^/ 

:em Group Mean Score DF * 

i / 

itj 

4 3.y6 z4 

5 7.08 

4 4.43 24 

5 6.00 

4 4.21 24 

5 6 - U8 

4 3.W6 

4 5.57 24 

-2.80 0.01 

-z. i: 

-2.19 0.04 

*twc—taiiec prooaDii1tv.pooled variance. 

where a significant difference was rouna, re=-uonaent => on 

the continuing care wards as a group uonsi^tKnuly r^tea 

these items as significantly more stressful than their 

colleagues on the acuta wards.Apart from experiencing aeatn 

less frequently on the continuing care wards,one o-c the 

most obvious differences is in the average length of time 
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patients stayed on these wards, (see Appendix 11c). It may 

be that stress is related to the closeness of the 

relationship between patient and nurse,ana this is partly a 

function of time. 

The general trend of tne results suggests that, contrary to 

e;-; Dec tat ion, nurses exposed to hignest rates of death 

experience less anxiety / uoset than others, at least in 

this sample. It mav oe that staff who most frequently work 

with the dying nave more opportunity to test out the 

reality against the fantasy, or that they find in practice 

they manage these situations satisfactorily, whicn in turn 

reouces anxiety.More frequent management also gives staff a 

cnance to oractice ana enhance or reinforce their skills in 

this area. Other mediating factors may incluoe the degree 

of support available to staff. their own expectations in 

rne lignt o-f tne prevailing onilosoony, and "che lengtn of 

-1 me staff nave known the oving patient, where significant 

differences were founa between acute and continuing - care 

day staff on the Death Situation Scale score, ana on 

accoroing to now stressful tney found tne situation / task 

described. Results were available from 64 repondents. As 

tne groups were of unequal size, for each of the five staff 

groups,a mean rating was calculateo for each item. 

Followinq Wilson,C., (1983), items comprisinq the Nursing 
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Situation Scale were grouped into 7 categories according to 

the nature of the task (see appendix 5):— 

Categorv 1 — Physical Care —Items 3, 4,21 

Category 2 - Meoical Care -Items 5,7,27 

Cateoory 3 — Emotional Care — Items 6 ,V ,12,lv,zo,28. 

Category 4 - Communication — Items 13,15. 

Category 5 — Death—Relateo — Items 2, lO, 16, 2o, ̂ 4, 26, ̂ 9, c-2. 

Cateoory 6 — Admi ni strati on/0-t +i ce Work — Items 3, 11,1/, la. 

Category 7 - Miscellaneous - Items 1.14,30,31. 

Hypothesis 4 was tested bv calculating a mean score for 

each group of items, and ranking these for each of the five 

grouDS of resoondents. The mean score tor each grouo of 

items bv resDondent grouo is given in apoendix 5a. laoie 28 

below compares the rank order of the categories across the 

resoonaent grouDS. The number of resDondents from whom 

information was obtained in each group is given at tne top 

of each column. 

Table 2H : Categorised Nursing 3i tua u i >_»ns Kankea Across 

Resoondent Groups : 

CATEGORY RkSruNDENT uRuUK 

(N=14) (N=9) (N=15) (N=14) (N=12) 

4 

7 4 4 6 6 6 

5 2 1 1 1 1 

6 7 7 7 7 6 

7 4 
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The table snows a high degree of agreement between 

resDondent groups in the rankings. Categorv o, death -

related items is ranked highest oy 4 grouos ana second 

highest bv the remaining group. Categories -i. emotional 

care, and 7, miscellaneous, are also almost unanimously 

ranked respectively secono ana third. There is similar 

concensus in the ranking of all other categories. This 

table tenos, therefore to support the hypothesis that death 

- -elated duties are perceived as more stressful than other 

duties, although the nigh overall rariKinq of emotional -

care related items is also interesting, if, as tnis rinaing 

seems to suggest, nurses fino the giving of emotional care 

difficult or stressful,and it this remains an acceoteo and 

1e oart of the nursing role, this finding must have 

ins for the training and supoort of nursing staff. 

monitoring machine' in categorv 5. Death - Keiatea items. 

On the acute waras sucn machines were used to monitor neart 

— rate, sionalling an alarm if this stoopeo. and rhese 

machines were not in use on any gi- the other waros. 

However.for the saxe of comoarison with rankings ootaineo 

ncsDice nurses,It was aecioeo to calculate ana ranK tne 

mean scores again, with item olacea in category /, 

1ianecus- If tnis is aone, slightly less uniformity of 

nas between respondent groups is acnieved. ine 

nqs thus ohtaineo are shown in Tabie Z'-t\ on page 



Table 29 : Nursing Situation Scale - Group Rankings of Mean 

Score,Item 29 Recategorised,tor Comparison with CW. 

lATEGORY KESPONDENT GROUPS 

CW * 

(N=14) (N=9) (N=15) (N=14) (N=12) (N=16) 

4- 4-

6 6 

1 2 

7 7 

/ 

6 

« RanKinqs ootaineo by Wiison,L.,using a 54-item 

from wnicn the items used nere have been taken. 

Of the Nursing Situation items, a T-Test snows only items 

16, 20, 24, 26, ana 29 discriminate between nosoital 1 and 

Hosoitai 2 staff, in the direction of nigner stress 

reoorteo bv Hospital 2 staff. All these items fail into 

catsuory 5, Deatn — Related items. The sta-.! s«-i i_ai x y 

siqnifleant results are shown in table c-O : 
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Table 30 

Items: 

"-Test Results,Inaividual Nursinq Situation 

NSI 1 DF 

iCs 

24 

26 6Z 

U . U c-M-

•-J • ' / 

0.042 

0.009 

* D=-rwo-rai1ea proDabiiitv,poolaa variance, 

ihe results snow that across all groups except broup 1 

all staff groups apart from Group 1, wno rate this category 

as the most stressful. There is oroao agreement in the 

ranking of categories uv ail staff groups. However. in 

aduition, 5 of tne 8 items in cateqorv 5, Beatn - Related 

1 s supportet 

II LM 

. Wt anu MUM 

reoor^ex 

: I W I w 

Certain deaths will be perceived as innately more stressful 

oV some groups and not by others, and it will he oossiole 

to iden11fy these. 

The Death Situations Scale (appendix 6) comprised 19 items 
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which respondents were asked to rate for degree of upset on 

a scale from 0 — 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 31 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 

Position 

Respondent Group 

Death Situation No. 

most 1 

stressful 2 

4 

13 

1 6 

3 

6 

4 

13 

1 6 

6 

12 

4 

13 

16 

6 

12 

4 

13 

1 6 

12 

6 

4 

13 

6 

16 

12 

1 east 

stressful 

16 

17 

18 

19 

11 

8 

15 

10 

8 

15 

15 

19 

14 

O 

14 

19 

15 

-> 

17 

15 

14 

-> 

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; 

DSIT13 - Death of a child; 

DSIT16 - Death of patient who has young children; and 

DSIT6 - Death of patient who is similar age to you. 

These were so rated by all five groups; and 

DSIT12 — Death of patient who is distressed; so rated by 

four groups. 

DSIT3 — Death of a Patient Who Has a Great Deal of Pain; 

stands out among the five most stressful death situations, 

as being so rated by Group 1 nurses only. It was ranked 

7th. by Groups 3 and 5, and considerably lower on stress by 

Group 2, night staff who placed it 15th., 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 less experience of patients dying 

in pain, perhaps because night medication was adjusted to 

ensure 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 2 and 15, which were ranked within the 

least 4 stressful situations by all groups ; 

DSIT2 - Death of Russian leader Andropov; 

DSIT15 - Death of patient who wants to die. 

DSIT14 - Death of patient within 3 days of admission; -

was ranked as among the four 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. 

PSITS - Death of an elderly patient - similarly 

discriminates the two hospitals, being ranked within the 

four least 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. 

D5IT11 - Death of Patient Who Remains Conscious to the End. 

The staff in Group 1 are alone in ranking this among the 

four least stressful situations; whereas Groups 2 — 5 show 

a fair degree of agreement in the ranking of this item, 

ranging from 6th 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 staff 

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 nursing staff, 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 - DBITs 3, 11 and 18, which had a range 

respectively of 11, 9 and 7 places apart overall. DSITs 3 

and 11 have already been discussed. 

DSIT18 - Death of a Patient 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 like 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 3, 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 identify items for which 

differences in scores between the groups were statistically 

significant. Of 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 (HI) 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 IS, 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= * 

8 HI 3.13 63 -2.68 0.009 

H2 4.39 

18 Day 5.78 63 2.02 0.048 

Night 4.54 

* pooled variance,two-tai1ed probability. 

One may conclude, 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 6 

Objective 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 experience of death were 

described in Hypothesis 3 : 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 in 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 196 shows the average number of deaths 

for the same period for the palliative care group (Hospital 

1); the acute-assessment groups (Hospital 2, wards A & B); 

and the continuing care groups (Hospital 2, wards C & D). 

Tabl e 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 6 14 0 1 

Apr 27 7 16 1 2 

May 23 5 15 3 0 
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Fig. 7. 

Monthly Deaths for Each Ward 

January to May - 1984 

H2a 

Jan Feb rliar 
1984 

HI - Hospital 1, Palliative Care Unit; 

H2a - Hospital 2, Acute Assessment, Ward A; 

H2b - Hospital 2, Acute Assessment, Ward B; 

H2c - Hospital 2, Continuing - Care, Ward C; 

H2d - Hospital 2, Continuing - Care, Ward D. 



Since the dates of death were not recorded at the t i m e of 

gathering these statistics, it w a s not o o s s i b l e to gauge 

the accuracy of recall of respondents. However, the 

suDjective e x p e r i e n c e of a lot of d e a t h s or few may be 

eau.ally or more important than the actual numbers. A number 

of patterns emerged wnen the responses were examined 

1) All nurses were able to give an answer that they 

regarded as a r e a s o n a b l e reflection of the fact when asked 

how many deaths they had nursed in the last two weeks. 

2) Recall w a s less accurate over four weeks, and this 

appeared to be as much a function of tne numPer of d e a t h s 

as of time. Thus, eight oay staff and fi^^- night staff 

working in Hospital 1 replied witM a 'don't Know wnen asked 

tne number of deaths they nad worked with in the last four 

weeks, whereas there were only two 'don't know' r e s p o n s e s 

from staff working in Hospital 2, one night staff, and one 

acute ward. 

3) A comparison of the date of interview and the number 

of d e a t h s recorded in the month of interview and the month 

before, showed that ten r e s p o n d e n t s overestimated the 

numper of deaths they had worked with in the last month. 

Perhaps one would expect few, if any o v e r e s t i m a t e s from 

Hospital 1 staff w h e r e the nu.moer ot d e a t h s was high. Ai i 

ten o v e r e s t i m a t e s w e r e made by Hospital respondents. Of 

tnese. one was night staff, two from the acute waras, and 

seven from the 1ong — stav wards, wnere the number ot 

i owes idle 34 shows which respondents 

overestimated together with tfieir e s t i m a t e ana tne actual 

numper of deaths, the ward worked on and the d a t e of 

i nterview. 
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T a b l e 3 4 : E s t i m a t e s of Deaths: 

Date of Ward R e s p o n d e n t Estimated Actual 

Interview Number 

14.3.34 

10,4,84 

10.5.84 

9 . 3 . 8 4 

1.3.84 

20.4.84 

8 . 3 . 8 4 

2 . 3 . 8 4 

18.4.84 

B 

A 

B 

D 

D 

D 

Z14 

103 

104 

107 

113 

116 

1 -j. 

6 

15 

Hs exact f i g u r e s on a aaily basis were not recorded, the 

actual number of d e a t h s w a s calculated as an average of the 

numoer of deatns recoroed during the mon^n of interview ana 

the o r e v i o u s montn, weighted to take a c c o u n r of the actual 

an interview LOOK 

ulace in Lhe middle of Lhe montn, half the number of deaths 

maot 

Liie two m o n t n s were added togetner. i he assumotion was 

cnat d e a t n s o c c u r r e a evenly tnrouqnout tne month. 

HCdin^t tne outcome measures used here, of the aoc 

responoents the following naa scores that were more than 

jt oup o M.6V6 : aeneraj 

irouD 5 R214 

JUS J. W* 11 I 

?oorr m o m 

Hij.6 ; illness reoorts over 3 ana 12 montns. 

she o D j e c t i v e m e a s u r e s oi- outcome used to test for the 

e x p e r i e n c e of general s t r e s s were : 
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1) T h e 3 0 — item, s h o r t e n e d v e r s i o n of t h e 6HQ - G e n e r a l 

H e a l t h Q u e s t i o n n a i r e , as d e v e l o p e d by David Goldberg, (See 

Appendix 8). 

2) T h e n u m b e r of d a y s i l l n e s s over the last m o n t h , 

t n e last t n r e e m o n t h s , and t h e last year, as reported by 

respondents, (Appendix 2). 

3) T h e n a t u r e of GP c o n s u l t a t i o n s in t h e last six m o n t h s , 

(append!x 12). 

T h e s e f i r s t four m e a s u r e s w e r e c o r r e l a t e d against t h e 

n u m o e r of o e a t n s reported by each r e s p o n d e n t over t w o and 

four w e e K S . using P e a r s o n ' s product moment c o r r e l a t i o n 

c o e f f i c i e n t . 'Don't know' r e s p o n s e s were excluded from t h e 

c a l c u l a t i o n s . In n o n e of the c a s e s d o e s the c o r r e l a t i o n 

reach the level of statistical sianificance. 

With r e s p e c t to GP consultations, r e s p o n o e n t s were d i v i d e d 

into two groups : 

1.those who had c o n s u l t e d their GP in the last six m o n t h s 

for a p r o b l e m that w a s rated as a e f i n i t e l y , p r o b a b l y or 

D o s s i b l v s t r e s s - r e l a t e d ; ana 

2 . t h o s e w h o had e i t h e r not c o n s u l t e d their GP in t h e last 

siX m o n t h s , or who had c o n s u l t e d their GP for a p r o b l e m 

rated a s n o n — s t r e s s r e l a t e d . 

Using a cut - off p o i n t f i r s t l v of up to two ana o v e r t w o 

o e a t n s , ana tnen up to f i v e and over five deaths, t h e 

Test f o u n o no a s s o c i a t i o n b e t w e e n stress-related p r o b l e m s 

and numoer of deaths. 

T h e h y p o t h e s i s w a s f u r t h e r tested by runninq the K r u s k a l 
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Wall is one - way analysis of variance procedure to test for 

significant differences between the means of the five 

groups on the General Health Questionnaire 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 is 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 small, it 

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 Questionnaire (GHQ) 

scores and the number of days illness over one (ILLl), 

three (ILL2) and twelve (ILL3) months for the following 

sub-samples: 

a).All hospice staff v. all geriatric staff : (HI v H2); 

b).Hospice day staff v. geriatric day staff : (Groups 1 v 

4 & 5) ; 

c).Hospice night staff v. geriatric night staff : (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 than would 

other staff groups. 

Of these tests, three results reached the level of 

statistical significance. They are reported in Table 35. 

200 



Table 35 ; Relationship Between Experience of Death and 

Stress Outcome Measures Using the Mann—Whitney Test : 

Staff Mean 

Group Variable N= Rank Z= P= * 

1 V GHQ 15 16.97 -1.84 . OC 

GHQ 9 16.11 -2.42 .008 

15 10.33 

ILLl 10 10.55 -1.72 .043 

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 Questionnaire, 

than did Hospital 2 day staff. Among night staff, the 

direction was reversed on the General Health Questionnaire, 

with hospice staff reporting greater stress. However, 

Hospital 2 night staff reported more illness over one month 

than did Hospital 1 night staff. 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 subjective stress 

reported by respondents has an outcome in illness or 
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a b s e n c e from work. It would appear that n u r s e s found a way 

of coping. H y p o t h e s i s 6 is not s u p p o r t e d . 

iraineO nurses will be less stressed tnan unqualified 

'-0 Le=t f ur u 1 i-1 t?r bri iCirrS in the mean s t r e s s s c o r e s Between 

quaiifieo and unoualifieo staff on the following measures: 

Death A n x i e t y Scale; Nursing S i t u a t i o n Scale: Death 

Situation Scale; and the The Mann - Whitney to test for 

Questionnaire: and the numoer of davs illness reported over 

w e r e found in the scores on the General health 

tjcale and Death A n x i e t y Scales, nor in the numoer of days 

altnougn there were no oifferences between oualifieo ana 

between subgroups within the sample on the number of days 

(uncual'dj staff over one montn only. These are snown in 

1 uUal : 

ouDs, nor tor Hoso: 
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T a b l e 36 : M a n n — W h i t n e y Test for I l l n e s s R e p o r t s over a 

Period of O n e Month : 

Staff Mean 

Group N= Rank 2= P= t 

All uual'o Day Staff 25 19.26 -1.63 .052 

V 

All U n q u a l ' d Day Staff 17 2 4 . 7 9 

H 2 - All ULial'd Staff 25 1 8 . 7 4 - 2 . 0 0 2 .02: 

V 

H2 - All Unqual'd Staff 17 25.56 

H2 - uual'd Day Staff 15 11.70 -1.904 .029 

V 

Unqual'p Day Staff 12 16.88 

« D = one-tailed proDability. 

Z : c o r r e c t e d for -cies. 

ihese r e s u l t s suggest that, among staff working on t h e 

g e r i a t r i c waras, ungual ifleg staff reoorted having 

s i g n i f i c a n t l y m o r e o a v s off d u e to illness in t n e last 

montn than q u a l i f i e d staff. H o w e v e r , when the n u m o e r of 

davs I l l n e s s over o n e month is c o r r e l a t e o witn t h e D e a t h 

Anxiety Scale, Death Situations Scale and General Health 

Q u e s t i o n n a i r e scores, using P e a r s o n ' s C o r r e l a t i o n 

Coefficient, the results do not reach a level of 

statistical significance- The f a i l u r e to fing a s i g n i f i c a n t 

c o r r e l a t i o n b e t w e e n t h e s e m e a s u r e s s u g g e s t s that t h e 

d i f f e r e n c e in n u m b e r of d a y s off d u e to illness b e t w e e n 
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qualified and unqualified staff on the geriatric wards may 

be related to s o m e factor other than death anxiety. It was 

not p o s s i b l e to identify this factor in the study carried 

out. No s i g n i f i c a n t differences were found between 

quaiifieo and unqualified staff in Hospital 1. Hypothesis 7 

can oe regarded as only partially supported. 

wurses witn a strong religious belief will be less stressed 

m a n nurses with no religious oelief, who will in turn be 

^ess stressed tnan nurses with uncertain belief. 

re-rsDOi ii_ifc;nt 1= t; a^KKu wi itẑ tn̂ r they held any religious 

,sf, and if so how frequently they attendee church. This 

ded five resDonse cateqories.oistributed as snown in 

ire S, on page 205. 

•rour respondents in category 3 attended church at very 

category 4 attended church ar lease once every -wo montns 

activity su.cM as graver. 

anxiwiY whf-ii ueaiiny with a aead or dying patient than 

tHi? I statistic was calculated for tne variaoles Death 

Arxietv Score (OAS), Death Situation S c o r e (DSIT), and 

-satn—Keiated Nursing iasK (DNT). THE Z statistic was 

calculated, using the Mann—Whitney to test the General 

Healtn Q u e s t i o n n a i r e scores (uHQ). A sionificant difference 



Fig. 8. 

R e l i q i o u s Belief — All G r o u p s 
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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 in these two categories for the DAS,DSIT,and 

DNT measures and for 34 respondents for the GHQ. 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 = * DF 

DAS T= 1.833(pv) .05 33 

DSIT T=-l.1085(pv) NS 33 

GHQ U= 128 Nl=20 

Z=-0.5422 NS N2=14 

DNT T=-0.5522(pv) NS 33 

pv=pooled variance 

* one-tailed 

In addition,respondents' replies to the question "do you 

ever feel upset when a patient dies ?" were categorised 

into two groups, 'yes or sometimes', and 'nor. 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 belief 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 14 

NO BELIEF 

TOTALS 26 10 

3.35, d.f.= 1, NS. 

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 

other hand, respondents with a strong religious belief are 

more likely to report feeling upset by the death of a 

patient. 

2.To test for differences in level of death anxiety between 

non - believers (Category 1, N=22) and those with uncertain 

belief (Categories 2 & 3, N=25) the T statistic was also 

calculated for the Death Anxiety Scale (DAS), Death 

Situation (DSIT), and Death — Related Nursing Task (DNT) 

scales, and the Mann-Whitney was used to calculate the Z 

statistic for the General Health Questionnaire (GHQ). In 
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line with the findings of earlier research, it 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 P= (one-tailed) DF 

DAB T = -0.5555(pv) NS 42 

DSIT T = -1.2671(pv) NS 42 

GHQ U = 169.5 Nl=20 

Z = -1.9102 .028 N2=24 

DNT T = =1.8522(pv) .05 41 

pv=pooled variance 

Although equivocal, in line with other research, the 

results tend to suggest that respondents whose beliefs are 

uncertain experience greater anxiety than do those who hold 

no religious beliefs. This was true for both the death -

related nursing tasks and also at the more generalised 

level of death anxiety measured by the Death Anxiety Scale. 

The 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: 
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a).Those who expressed belief,regardless of church 

attendance, categories 3,4 and 5, N = 35; 

b).Those who expressed belief and attended church 

occassionally, or weekly, categories 4 and 5, N = 19; 

c).Those who expressed a belief and attended church 

weekly — category 5, N = 14; 

against all others. Data was available on all measures for 

63 respondents. Of 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 

Def initive Mean 

Characteristic Variable Score T= # P= * DF 

a) Belief DAS 53.77 —1.4/ 0.146 61 

All Other 59.21 

b) Ch.Attendance DAS 49.89 2.31 0.025 61 

All Other 58.91 

c) Weekly church 

Attendance DAS 48.57 2.27 O.o2/ 61 

All Other 58.37 

# T = pooled variance; 

* P = two-tailed probability. 
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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. Going 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 

The results showed an association between upset and the 

holding of a religious belief (categories 3, 4 and 5) as 

opposed to no or uncertain religious belief (categories 1 

and 2). The distribution of responses is presented in Table 

41. 

Table 41 : Relationship Between Religious Belief and 

Reported Experience of Upset at Patient Death : 

Upset Not Upset 

Beli ef 

Yes 

No / Uncertain 18 12 

X= = 6.14, df = 1, p = < .02! 
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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 conclusion, 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 Questionnaire 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 nursing tasks related to the dying 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 

religious 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. 
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HYPOTHESIS 9 

a).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-off 

poi nts:-

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 Scale 

(DAS), Death Situations Scale (DSIT), and Death - Related 

Nursing Tasks (DNT). The General Health Questionnaire 

(GHQ), 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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Fig. 9. 

Number of Staff Identified as Using 

0, 1, 2, 3, 4 and 5 Coping M e t h o d s ; 

N 
1 8 . 

0 1 2 3 

Number of Coping 

N = Number of Staff 
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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 -2.06 56 .044 

> 2 109.87 

1-2 DNT 27.46 -1.95 56 .056 

-5 35.00 

Mean Rank Z=* 

GHQ 24.96 -2.25 N=28 .025 

33.73 N=30 

GHQ 26.23 -3.12 Nl=45 .002 

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 stress 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 Z statistic was calculated 

:i4 



to test for association between coping method used and the 

General Health Questionnaire (GHQ) and illness reports over 

one, three and twelve months. Of the coping methods 

tested, those found not to significantly discriminate 

stress scores, and which might be regarded therefore as 

neither ameliorating nor worsening the experience of 

stress were: 

Talking to Friends 

Humour. 

Table 43a) 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 (TLKFAM); Introspection 

(INTRSPEC); and Prayer. The stress measures which were 

discriminated included General Health Questionnaire (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='. 

Table 43a : Relationship Between Coping Method and Stress 

Measures Using the Mann—Whitney: 

Variable Coping 

Method 

N= Mean Rank P= * 

ILL3 INTRSPEC Non Users 34 31.6 

Users 21 22.17 

:. 14 .033 

GHQ TLKFAM Non Users 

Users 

39 27,73 

36.8 

;.2i . 027 

DAS PRAYER Non Users 52 33.7 

Users 8 13.13 

-3.06 . 002 

* two—tailed probability 
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Table 43b) shows the coping methods which discriminated 

between the stress scores of users and non - users, and the 

stress 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 the number of 

respondents who used this method of coping for whom 

information was available for this analysis is the second 

number given. 

Table 43b : Significance of Coping Methods in Protecting 

Against Stress : 

Coping 

Variable Method N= Mean DF T= P= * 

DAS TLKCOL Non Users 22 48.32 59 -3.24 .001 

Users 39 60.79 

DSIT " " Non Users 22 93.05 59 -3.32 .001 

Users 39 109.10 

DSIT TEARS Non Users 37 98.95 59 -2.23 .015 

Users 24 110.04 

DNT " Non Users 36 27.94 58 -1.84 .036 

Users 24 35.13 

t one—tailed,pooled variance 

TLKCDL — Talking to colleagues 
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The results are somewhat equivocal, suggesting that 

some coping methods - Talking to colleagues; Talking to 

family; and Tears are associated with more stress, others -

Prayer; 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 is some evidence to support 

hypothesis 9b), suggesting that nurses who use fewer 

methods of coping experience,or at least report, lower 

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. 

HYPOTHESIS 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 response was 

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 / avoidance 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 categories. The stress 

variables for 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 ; 

2) The Reaction (N=45) and No Reaction (N=7) Groups : 

Test Variable T / 2 = DF / N P= * 

T-Test DSIT 3.32 63 .001 

T-Test DNT 2.41 62 .02 

M - W DNT -2.09 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 
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what they felt. This finding is reversed when the illness 

reports over three months are compared,using the 

M a n n - W h i t n e y test to c o m p u t e t h e Z s t a t i s t i c . A l t h o u g h t h e 

results fail to reach the level of statistical significance 

CZ=-1.397, p=.081, o n e - t a i i e a ) . t h e v s u g g e s t t h e r e is a 

t s n d e n c y for r e s D o n d e n t s in tne 'no reaction' g r o u p tu 

report more days illness. If this trena were 

substantiated.then it would suggest that reacting at the 

tn; death of a patient may tena 11 me or shortly after 

o p e r a t e in a p r o t e c t i v e way in t h e longer term. H o w e v e r , 

the failure to find any statistically significant findings 

on the health / s t r e s s o u t c o m e m e a s u r e s s u g g e s t s that in 

w h a t e v e r way s u b j e c t s c h o s e to r e s p o n d , they w e r e a c o p i n g 

aroup. 

N u r s e s who have a v a i l a b l e support within an i n t i m a t e 

confiding r e l a t i o n s n i p will snow less e v i d e n c e of s t r e s s 

than staff who have n o such r e l a t i o n s h i p . 

fsponaents were asked whetner they had any specially 

friend or person they could confiae in, and also 

wnether there was anyone within their family from whom this 

kind of support w a s a v a i l a b l e . ihey w e r e also a s k e o how 

•freouently they would h a v e contact, witn t h i s person 111 t;ai_if 

case.For each question, five categories of contact were 

identified : 

clos 

ueoret &miiv 

i nt reouenr 

1 - 2 Weekly 

Dai 1 y 

M lssinq 

u 

1 
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T h e m e a s u r e showed t h e r e were no significant d i f f e r e n c e s 

in t h e a v a i l a b i l i t y of c o n t a c t / support from either friend 

or family associated with Hospital, nor in relation to 

whether resoondents worked on the day or night shift. 

Information was available in relation to ooth Questions for 

66 resoondents and of these only 3 reoorred minimal support 

in both areas. All three were night staff.l from Group 2 

and 2 from Group 3. One was married, worked oart - time and 

was slightly older than the average for ner group; the 

other two were single, worked full - time ana were younger 

than the average for their group. Although all three tended 

to score above the average for tneir group on the Death 

Anxiety and Death S i t u a t i o n scales and oelow the average 

any of them score more than 1.5 stanoard deviations from 

tne mean for their group. 

The relationship of stress scores to eacn variable - close 

frieno, and family support - was examined separately. 

U i o s e rriend / C o n f i o a n t 

The relationship Between availaoiiitv of a close friend ana 

r e p o r t s of stress was explored ov testing a variety of 

combinations of the categories defined on page 2l9 : 

No significant differences were found. 
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2 . T h e M a n n - W h i t n e y test w a s used to e x a m i n e for a 

r e l a t i o n s h i p b e t w e e n all s t r e s s v a r i a b l e s and a v a i l a b i l i t y 

of s u p p o r t for t h e f o l l o w i n g r e s p o n d e n t g r o u p s : 

a. i) resoondents with no support; and 

ii) respondents with daily contact; 

b. 1) respondents with monthly or less contact; and 

ii) respondents with more than monthly contact; 

c. 1) resDondents with less than weekly contact, 

i n c l u d i n g no or infrequent contact; and 

11) respondents with weekly or more contact. 

The results aDoroachinq statistical significance are 

presented xn Table 45, which shows tne numoer of 

resDondents in each grouo for whom information was 

available for each analysis (N). 

Table 45 : Association Between Availability of close hriend 

and S t r e s s M e a s u r e s Using the M a n n — W h i t n e y Test: 

Contact Variable N Mean Rank 2= 

None ILL6 v 

Daily 4 

(one—caiieo orooaoij 

c o r r e c t e d for ties. 
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Fami1y Support 

T h e s a m e c o m b i n a t i o n s of f r e q u e n c y of c o n t a c t w e r e a l s o 

t e s t e d f o r a s s o c i a t i o n b e t w e e n s t r e s s m e a s u r e s and f a m i l y 

s u p p o r t , u s i n g e i t h e r t h e T - T e s t or M a n n — W h i t n e y Test a s 

a p D r o p r i a t e . T a b l e 4 6 s h o w s t h o s e r e s u l t s w h i c h a p o r o a c h e d 

the level of statistical siqnificance. 

i B.n 1 -rttii Oi i 1 cto 111 Ly wf rami 1 y 

S u p p o r t and S t r e s s M e a s u r e s Using t h e T - T e s t or Mann -

Whitney: 

,unrac% variaoie SM Mean Hank 

M w M t h l y b H y T •J.4.V2 — 1 . 4 4 7 

lonrhlv +• 4 6 2a. 7 8 

Weekly ILL3 19 21.92 -1.663 .048 

iJ ? ! crl L_ u V •crA f i -rrt LJ z tr 

weeKiv 

laiieo orooao: 

-c v a r i a n c e . 

ie r e s u l t s a r e s o m e w h a t e o u i v o c a l . s u a q e s t i n a a t e n d e n c y 



for r e s p o n d e n t s who h a v e m o r e f r e q u e n t contact with their 

s o u r c e s of support a l s o to r e p o r t m o r e stress. T h e 

e x c e p t i o n to t h i s w a s a t e n d e n c y for r e s p o n d e n t s who had 

m o r e f r e q u e n t c o n t a c t with f a m i l y support to r e p o r t lesser 

e x p e r i e n c e of r e c e n t g e n e r a l i l l - h e a l t h on the G e n e r a l 

H e a l t h Q u e s t i o n n a i r e (6HQ). H o w e v e r , t h i s result d i d not 

r e a c h t h e l e v e l of s t a t i s t i c a l s i g n i f i c a n c e . Whilst t h e 

results are d i f f i c u l t t o i n t e r p r e t , and s o m e a s s o c i a t i o n 

maV have oeen found b y c h a n c e , t h e f i n d i n g s s u g g e s t t h a t 

r e s o o n d e n t s who have m o r e f r e q u e n t contact w i t h tneir 

sources of s u p o o r t , w h e t h e r c l o s e f r i e n d or f a m i l v , t e n d 

to r e p o r t more stress a s s o c i a t e d w i t h t h e n u r s i n g task. 

H o w e v e r , a v a i l a b i l i t y of s u p p o r t f r o m f r i e n d or f a m i l y 

would s e e m to p r o t e c t r e s o o n d e n t s a g a i n s t snort - t e r m 

h e a l t h c o n s e q u e n c e s , a s r e f l e c t e o in the General h e a l t h 

Questionnaire. The longer-term consequences - o v e r a p e r i o d 

of t w e l v e m o n t h s - a p p e a r t o be less f a v o u r a b l e . In 

general, a l t h o u g h only a few a s s o c i a t i o n s were found, 

tne data t e n d s n o t t o s u p p o r t H y p o t h e s i s 11. 

o-att wno teei a b l e t o seek suoport at work for h o m e -

r e l a t e d w o r r i e s w i l l b e less s t r e s s e d t h a n t h o s e who keep 

home o r o o l e m s separate. 

Resoonoents were a s k e o w h e t h e r t h e v w o u l d d i s c u s s nome 

w o r r i e s at w o r k . s i n c e it w a s considered that staff w o u l d 

o n l y feel a b l e to d o t n i s if thev s a w t h e m s e l v e s as 

r e l a t i v e l y w e l l s u o o o r t e d in t h e i r j o o . Of 68 r e s p o n d e n t s 

who r e o l i e o t o t h i s q u e s t i o n . 

:wo said t h e y did n o t know; 

: w e n t y ( 2 9 . 4 % ) , s a i d n o : - Group 1 

•orty SI X (67.7%)said y e s , s o m e w i t h r e s e r v a t i o n s - G r o u p 2. 



T h e T-Test was used t o compare stress scores between G r o u p s 

1 and 2 for the Death Anxiety Scores (DAS), Death 

S i t u a t i o n (DSIT),and D e a t h - Related Nursing Task (DNT), 

w i t h t h e e x p e c t a t i o n t h a t Group 2 scores would be l o w e r . On 

all v a r i a b l e s . Group 1 r espondents tended to r e p o r t lower 

s c o r e s , b u t t h e d i f f e r e n c e s w e r e s t a t i s t i c a l l y s i g n i f i c a n t 

only f o r t h e v a r i a b l e DSIT ( T a b l e 47). 

)ie 4-/ ; H e i a t i o n s h i p Between Stress bcores ana A b i l i t y 

D i s c u s s home W o r r i e s a t Work : 

a b l e urouD Mean 

VC.2 ipv; 

* One-iailed Probaoility 

it m u s t oe c o n c l u o e o . t h e r e f o r e that t h e r e is n o e v i d e n c e 

to suDDort the h y p o t h e s i s that n u r s e s w n o w o u l d f e e l a b l e 

to oiscuss home w o r r i e s in their work s e t t i n g e x p e r i e n c e 

less stress. In fact tne reverse seems to oe true. However, 

the possibility should not oe ruleo out that n u r s e s wno 

also feel more aole to report their stress. It mav oe that 

i ne L. Scati Stic was aiso caxcuiateo to compare the r a n k i n g s 

of the G e n e r a l H e a l t h Questionnaire and illness r e p o r t s 

b e t w e e n these t w o groups. It was a n t i c i p a t e d that Group 2 



r e s p o n d e n t s r e p o r t s would a c h i e v e a lower mean rank. Only 

o n e v a r i a b l e , ILL2 - number of d a y s i l l n e s s in t h e last 

t h r e e months, r e a c h e s the level of s t a t i s t i c a l s i g n i f i c a n c e 

and t h e d i r e c t i o n is as oredicted. The r e s u l t is shown i n 

T a o l e 4 8 . 

: y h o r t Term Illness Report and A b i l i t y to Discuss 

H o m e W o r r i e s a t Work : 

V a r i a o i e Group M e a n Hank N = Z= P = * 

ILL2 1 3 9 . 0 2 0 - 1 . 7 9 . 0 3 7 

2 3 0 . 3 4 5 

% o n e - t a i l e d , c o r r e c t e d f o r tie? 

A l t h o u g h t h e s e r e s u l t s s n o u l d b e treated w i t h c a u t i o n , 

taxen togetner t h e v suggest t h a t s t a f f wno wou ld seek 

s u p p o r t at work f o r home w o r r i e s r e p o r t h i g h e r stress 

scores in t n e n u r s i n g s i t u a t i o n , and m i g h t t h e r e f o r e be 

seen a s e x n i o i t i n g g r e a t e r a n x i e t y . It could e o u a i i y be 

s u g g e s t e d t h a t cnev a r e more consciously aware o f t h e i r 

a n x i e t i e s / w o r r i e s : more r e a d y t o report them and t o t a k e 

a c t i v e steps zo alleviate them, w h i c h is, in t h e s l i g h t l y 

l o n g e r t e r m , more e f f e c t i v e . a s s u g g e s t e d pv t h e l o w e r mean 

rank of t h e short - t e r m i l l n e s s score. The possibility 

t h a t s t a f f who h a v e w o r r i e s at home mav have a lower 

t h r e s h o l d to s t r e s s e x p e r i e n c e d a t work a l s o c a n n o t be 



i g n o r e d , a l t h o u g h work may a l s o be used as a way o f coping 

with w o r r i e s at h o m e by helping to p u t them out o f mind. 

H o w e v e r , r e s p o n d e n t s w e r e not asked w h e t h e r they had 

current w o r r i e s a t home, o n l y what they w o u l d do IF they 

rtV K U i rlto i b' 1 

Staff who s e e k s u p o o r t at nome for work - r e l a t e d stress 

will S h o w less e v i d e n c e o f s t r e s s than t h o s e t h o s e who keep 

wore p r o b l e m s s e o a r a t e . 

All r e s p o n o e n t s w e r e asked wnetner t h e y w o u l d oiscuss their 

work w o r r i e s / u p s e t a t home. Of t h e 68 r e s o o n o e n t s who 

a n s w e r e o t h i s q u e s t i o n , 

t h i r t e e n (19.1%). s a i d t h e v o e f i n i t e l v w o u l d not - Grouo i 

L o m o a r i s o n at the s t r e s s scores: ueatn A n x i e t y s c o r e 

iDrJT) b e t w e e n t h e t w o g r o u p s using tne T - T s s t a i d not s n o w 

anV s i g n i f i c a n t d i f f e r e n c e s oetween tne g r o u p s . H o w e v e r , 

where was a t e n d e n c y toward h i g n e r scores f o r r e s p o n d e n t s 

t o t n o s e who die n o t . L o o k i n g a t t h e G e n e r a l H e a l t h 

iuondents w e r e a l s o a s k e o w n e t n e r thev found it easy t o 

ten off f r o m work when tnev w e r e a t home . Using t h e 

:s5t, d i f f e r e n c e s b e t w e e n t h o s e who found it e a s y and 



t h o s e w h o did not f a i l e d t o reach t h e level o f s t a t i s t i c a l 

s i g n i f i c a n c e f o r t h e Death A n x i e t y Scores, Death S i t u a t i o n 

and D e a t h - Related N u r s i n g Task s c o r e s . H o w e v e r , t h e 

M a n n — W h i t n e y test showed s t a t i s t i c a l l y s i g n i f i c a n t 

d i f f e r e n c e s in t h e r a n k i n g of t h e General H e a l t h 

U u e s t i o n n a i r e (GHQ) and snort — term illness s c o r e s , but 

w e r e s o m e w h a t c o n t r a d i c t o r y . T h o s e who found i t e a s y to 

switch off achieved a lower mean rank o n t h e GHQ s c o r e s , 

but had a h i g h e r mean rank on t h e number of d a y s i l l n e s s 

r e p o r t e d o v e r o n e (ILLl) and t h r e e (ILL2) months. The 

r e s u l t s a r e set out in T a b l e 49. 

T a b l e 4 9 : S t r e s s S c o r e s ana A b i l i t y t o Switch uff 

Grouo 1 - Easy t o s w i t c h o f f ; Grouo 2 - D i f f i c u l t . 

V a r i a b l e brouD Mean wank 

GHQ 2 7 . 9 

3 9 . 2 

0 0 3 

ILLl 

2 9 . E 

ILL2 

2 9 . 1 

1.82 0 3 4 

* U n e - T a i 1 ed Prodab-i 11 

T h e r e a r e a n u m o e r o f p o s s i b l e e x p l a n a t i o n s for t h e 

i n t e r a c t i o n b e t w e e n t h e s e variables. S i n c e t h e GHQ asks for 

an a s s e s s m e n t o f general h e a l t h over recent w e e k s , o n e m i g h t 

e x p e c t m o r e c o r r e s p o n d e n c e with s h o r t - term i l l n e s s 

2 2 7 



reports, p a r t i c u l a r l y over one m o n t h . However, it may be 

that illness report is as much a method of coping as a 

measure of stress, and t h a t reporting ill in some way 

s e r v e s to mitigate the e x p e r i e n c e of stress as measured by 

HYPOTHESIS 14 

The Highest l e v e l s o f s t r e s s will b e r e p o r t e d by s t a f f who 

oo n o t d i s c u s s their w o r r i e s either a t home or w o r k : w h i l s t 

d i s c u s s w o r r i e s b o t h a t home and work. 

As cescriDed in Hvcotneses iz a no i-3, s t a f f were asxeu 

w h e t h e r t n e y w o u l d discuss worK w o r r i e s at home and home 

w o r r i e s at work. R e s o o n o e n t s ' r e o l i e s t o tnese two 

Questions were used t o d i v i d e them into a turtner f o u r 

cacegories, as f o l l o w s : 

1).Would feel a b l e t o d i s c u s s work worries at nome N = 16 

only 

2 ) . W o u l d feel able to aiscuss home w o r r i e s a t work N = 9 

o n l y 

ano WorK worries a t h o m e 

wnere tne d i s t r i o u t i o n was o r aoDro;-; i matea n o r m a l ; 

c in ax i other cases t h e Z s t a t i s t i c w a s c a l c u l a t e d . 

wnich t h e r e s u l t s reached the level o f s t a t i s t i c a l 

; n i f i c a n c e , g i v i n g t h e Mean Score (MS) and D e g r e e s of 



Freedom <DF) where the T—Test was used; and the Rank (R) 

and Number (N) of resDondents in each group where the 

Mann—Whitney was emqloyed. 

'able 5 0 : D i s c u s s i o n of W o r r i e s at Home and/or Work 

;at5uorv MS/R V a r i a b l e y t a c i s t i c Dt-/N P= 

1 V 1 1 . 0 4 DNT Z = - 1 . 9 8 13 . 0 2 4 

4 5 . 5 0 5 

3 V 2 7 . 8 5 ILL2 Z = - 1 . 5 7 3 7 . 0 5 8 

1 & 2 3 4 . 7 6 2 3 

3 V 1 0 6 . 5 3 DSIT T = 2 . 6 1 5 6 . 0 1 5 * 

1 & 2 9 1 . 4 0 

** O n e - T a i l e d P r o b a b i l i t y , p o o l e d v a r i a n c e ; 

* s e o a r a t e v a r i a n c e . 

Again t h e results are s o m e w h a t d i f f i c u l t t o i n t e r p r e t . I h e y 

suggest t h a t r e s p o n d e n t s who t a l k e d a b o u t work w o r r i e s at 

home o n l y ( c a t e g o r y 1) e x p e r i e n c e d m o r e stress t h a n t h o s e 

wno did n o t d i s c u s s work w o r r i e s a t nome o r home w o r r i e s a t 

work ( c a t e g o r y 4). This w o u l d s u g g e s t t h a t a r i g i d b o u n d a r v 

b e t w e e n home and work is h e l p f u l . The f i n d i n g that t h o s e 

who d i s c u s s h o m e w o r r i e s at work AND work worries at h o m e 

( c a t e g o r y 3 ) r e p o r t h i g h e r s t r e s s s c o r e s f o r d e a t h 

s i t u a t i o n s (DSIT), s u g g e s t s one m i g h t e x p e c t t o f i n d an 

a d d i t i v e e f f e c t in t h e i n t e r p l a y of t h e s e two a s p e c t s of 
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support a c r o s s t h e work - home b o u n d a r y . H o w e v e r , t h e 

results a r e c o n t r a d i c t o r y , s i n c e t h e s a m e g r o u p a l s o r e p o r t 

f e w e r d a y s i l l n e s s o v e r t h e last t h r e e m o n t h s ( I L L 2 ) . 

H o w e v e r , t h e a u e s t i o n is raised as t o whether t h e s e v a r i o u s 

s t r e s s s c o r e s a r e all m e a s u r i n g t h e same thing. N e i t h e r the 

Death S i t u a t i o n s c o r e nor the D e a t h - Related N u r s i n g Task 

s c o r e r e f l e c t r e c e n t e x p e r i e n c e of nursing d y i n g p a t i e n t s , 

and a r e p e r h a p s better r e g a r o e o as a n e s t i m a t e o f h o w 

stressful t h e r e s p o n d e n t w o u l d find a given s i t u a t i o n or 

t a s k , r a t h e r t h a n a d i r e c t m e a s u r e of c u r r e n t joo stress in 

t h e d e s c r i D e d a r e a / s . Nevertheless, w h a t e v e r t h e l e v e l o f 

s t r e s s reoorted and t h e m e t h o o used t o cope w i t h it, 

overall t h e i m p r e s s i o n a g a i n i s o f a g r o u p o f staff who a r e 

c o p i n g . 

h i n a i 1 V , uhe i-iest w a s run to fina o u t w h e t h e r staff w n o 

usea s u p o o r t at worK f a i r e d any oerter t h a n staff who d i d 

not s e e k s u p p o r t at w o r k . Two a p p r o a c h e s w e r e used. 

> ( a l l those who w o u l d d i s c u s s their worries at work - N = 

!-7) : wi th t h o s e in categories l & 4 (all who w o u l o n o t 

Whether t h e coping m e t h o d s they u s e d (see a p o e n d i x 13) 

induced or d i d n o t i n c l u d e s e e k i n g suooort at w o r e . D a t a 

w e r e available f o r 50 r e s o o n o e n t s - T e s t 2 in T a o l e 51, 

w h i c h s h o w s t h e results w n i c h reached the level o f 

statistical significance. 

23U 



T a b l e 5 1 : R e l a t i o n s h i p B e t w e e n S u p p o r t a t Work and S t r e s s 

Test SuDport N= V a r i a b l e BF T= P= * 

at war k 

1 1 = Y e s 4 5 DSIT 6 1 2 . 1 3 2 . 0 2 5 

2 = No 18 

2 1 = Y e s 3 5 DSIT 4 8 2 . 0 l 2 . 0 2 5 

2 = No 15 

2 1 = Y e s 3 5 DAS 4 8 3 . 2 4 5 . 0 0 5 

2 = No 15 

t P = Dooiea variance, one-raiied orobabiiitv. 

It w a s anticipated that staff who usee suoport at work 

might e x p e r i e n c e less stress. However, as the findings in 

Tauie 51 snow. w h i l e s t a f f w h o used suooort at work 

reoorteo h i g h e r s t r e s s on the D e a t h Situations and D e a t h 

A n x i e t y Scales, there were no s i g n i f i c a n t differences in 

t h e s n o r t o r long-term o u t c o m e s as m e a s u r e d ov t h e General 

Health Q u e s t i o n n a i r e and i l l n e s s r e p o r t s o v e r o n e , t h r e e 

and t w e l v e months. 

The r e s u l t s are somewnat comolex ana hence Difficult t o 

interoret. However, wnen looKinq at tne management of 

stress / worries across the h o m e - w o rK ooundary, 

of maintaining a c o m p a r t m e n t a l i z a t i o n oetween the two 

areas. I t w a s a l s o found that staff who u s e a s u p p o r t at 

w o r k reported higher levels of s t r e s s . Nevertheless tnev 

did not differ significantly from other staff on t h e s t r e s s 



o u t c o m e measures. T h i s suggests t h a t staff w h o needed 

support sought it and were effective in ameliorating the 

possible c o n s e q u e n c e s of stress. It m a y be that when h i g h e r 

levels of work s t r e s s are experienced, support at work is 

at least as, a n d o e r n a o s more, e f f e c t i v e as a way of 

m i t i g a t i n g t h e e f f e c t s o f stress. It may also b e that staff 

wno feel supoorteo at w o r x are more likely to pe aole to 

a c k n o w l e o q e tneir stress. 

HYPOTHESIS 15 

N i g n t staff will s h o w greater e v i d e n c e of stress t h a n day 

staff and this w i l l De especially so w h e r e deatns are niqh. 

ror t n e night staff group as a w n o i e . Pearson's oroouct 

moment c o r r e l a t i o n c o — e f f i c i e n t r showeo a significant and 

o o s i t i v e c o r r e l a t i o n b e t w e e n D e a t h A n x i e t y S c a l e , (DAS) 

s c o r e s ; ana t h e N u r s i n g S i t a t i o n s (NSIT> and Oeatn -

R e l a t e d N u r s i n g T a s k s (DNT) s c o r e s : 

Jhh w i t h NSIT — r = , 585: of = 22; u = .01: 

DAS witn DnJ - r - O.ooo: at = 22: o = .01. 

1. L o m o a r i s o n o f uay ana Nignt S t a f f R e o a r o l e s s ot Hosoital 

To test t h i s nypotnesis, tne stress scores recoroeo b v 

nignt staff -rom all g r o u o s were first comoared w i t n the 

s t r e s s m e a s u r e r e o o r t s o f o a v s t a f f r e g a r o l e s s of n o s o i t a l , 

using t n e T — T e s t . Tnere were no significant oifferences 

d e c w e e n day ano n i g h t s t a f f groups as a w h o l e on a n y o f t h e 

to-a. stress s c a l e s c o r e s , a ^ t n o u o h a number OT i n o i v i o u a l 

- terns f r o m t h e O e a t n A n x i e t v Sca^e (DAS) ana tne D e a t h 

z i t u a t i o n s s c a l e a i s c r i m i n a t e d rne two g r o u p s . T h e s e are 

sn in :aoie 52. The mean scores tor oav staff are 

- e o o r i e o ?irst Of e a c n oair. 



T a b l e 5 2 : I n d i v i d u a l DAS and DSIT I t e m s w h i c h 

D i s c r i m i n a t e d B e t w e e n Day and N i q h t Staff : 

Item M e a n f -= T= DF r = $ 

D A S 6 D a y 4 . 7 6 2.3 - 2 . 3 7 63 .011 

N i o n t 5.92 

1 . 1 7 - 2 . 3 7 6 3 . 0 1 1 

Niqnt 4 . 6 3 

D S I i w uay 4 . 2 7 1 . 5 9 1 . 9 3 6 3 . 0 2 9 

N i g h t 3 . 3 3 

DS1T18 Day 5 . 7 8 1 . 4 1 2 . 0 2 6 3 . 0 2 4 

N i q n t 4 . 5 4 

t o n e - t a i l e d p r o d a d i l i t y i D o o l e a v a r i a n c e 

i h e s e r e s u l t s s u g g e s t t h a t n i g h t staff as a group 

e x p e r i e n c e d g r e a t e r d e a t h a n x i e t y associate^ w i t h fear of 

g e t t i n g c a n c e r (DAS6) and t h e p a s s a g e o f t i m e (DAS8) t h a n 

day staff. H o w e v e r , these f e a r s were n o t carried o v e r i n t o 

r e p o r t s of s t r e s s / u p s e t in relation to t h e D e a t h 

S i t u a t i o n s , w n e r e aay staff recorded higher l e v e l s of 

s t r e s s on t w o items: D S I T 8 , death of an e l d e r l y p a t i e n t ; 

and D S I T 1 8 . death of a p a t i e n t w h i l e you are washing o r 

t u r n i n g h i m . W h i l e s o m e associations w o u l d be expected to 

occur b y c n a n c e , for t h e s a m p l e as a whole, t h e r e w e r e f e w 

d i f f e r e n c e s b e t w e e n n i g h t and d a y staff on any o f t h e 

m e a s u r e s u s e d . H o w e v e r , it should b e b o r n e i n m i n d t h a t i n 



testing a wide r a n g e of v a r i a b l e s , some s t a t i s t i c a l l y 

s i g n i f i c a n t d i f f e r e n c e s would b e expected to occur by 

c h a n c e , and it s e e m s c l e a r that t h e g r o u p s w e r e m o r e a l i k e 

than not. 

Z . C o m o a r i s c n of D a y and Niqnt Staff G r o u p s W i t h i n t h e S a m e 

H o s p i t a l . T h e q u e s t i o n next to be asked was whether nignt 

staf^ in each h o s p i t a l were m o r e like 

d a y - t i m e c o l l e a a u e s in t h e same hospital. 

'able 53a) : s t r e s s M e a s u r e items whicn D i f f e r e n t i a t e 

i o s p i t a l 1, Day and N i o h t Staff: 

UHiD uav 4Y.V -i.uV U . U 0 4 

iv lonc 

Ni a m 

Ni qni 

V i 4 

4 . 4-V 

Day .06 -2. lb . vzl 

N i q h t 5.36 

•s O n e - t a i l e d probabi 11 ty, oool ed variance. 
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T a b l e 53b) : S t r e s s M e a s u r e Items which D i f f e r e n t i a t e 

H o s p i t a l 2 , D a y and Niqht Staff : 

item brouD Mean S c o r e oF P=$ 

uav 

Ni qnt 

L 0 9 . 7 

90. 4 

3 . 3 4 0 . 0 0 1 

us i I a Day 

N i q h t 

5. Ob c.v ^ . 1 9 o.oo: 

DSIT9 Day 

Ni ant 

6 . 1 9 

4 . 4 7 

3 9 2.43 0.01 

DSITl1 Day 6 . 4 6 

N i q h t 4 . 4 7 

3 9 

DSIT12 Day 7 . 0 4 

Niqnt 5 . 6 0 

3 9 

iJbi i ii uay 

Ni q n t 

8 . 0 4 •j.V ..av u.uu/ 

DSIT17 uay 

Ni qnt 

4. 46 

3. 2 7 

:•.! U.U; 

DSIT18 u a y 

Ni qht 

6 . 3 8 

4. O 

V. uuv: 

DAS7 uay 

Ni Qhi 

4. U . V i 4 

t O n e - t a i l e d p r o b a b i l i t y , p o o l e d y a r i a n c e ; 



The T - T e s t was a g a i n u s e d t o t e s t -for d i f f e r e n c e s i n t h e 

stress m e a s u r e s b e t w e e n d a y and n i g h t s t a f f i n H o s p i t a l i, 

and s i m i l a r l y in H o s p i t a l 2. A n u m b e r o f a d d i t i o n a l i t e m s 

were f o u n d to d i f f e r e n t i a t e t h e s e groups o f staff. H o w e v e r , 

a l t h o u g h in b o t n h o s p i t a l s s i g n i f i c a n t d i f f e r e n c e s w e r e 

f o u n d b e t w e e n t h e s c o r e s of n i g h t and d a y s t a f f , t h e 

d i r e c t i o n of t h e d i f f e r e n c e was n o t t h e s a m e . In H o s p i t a l 1 

e n s n i g h t s t a f f g r o u p c o n s i s t e n t l y r e o o r t e d s i g n i f i c a n t l y 

n i g n e r s c o r e s , w h i l s t in H o s p i t a l 2, t h e n i g n t s t a f f g r o u o 

s c o r e s on t h e s t r e s s m e a s u r e s w e r e l o w e r than t h o s e 

r e c o r c e d ^or d a y s t a f f . T a b l e 5 3 a ) , on p a g e 2 3 4 . s h o w s 

t n o e e i t e m s for w n i c h r e s o o n s e s w e r e s i g n i f i c a n t l y 

d i f f e r e n t i n H o s p i t a l 1; ano T a o l e 5 3 b ) on o a g e 2 3 5 t h e 

i t e m s w n i c n si gni 11 c a n t j. y • i tf e r e n t i a t e d d a y and n i g h t 

Ir w o u l d a p p e a r f r o m t h e s e a a t a , that tne e x p e r i e n c e of 

s t r e s s among n i g h t s t a f f was not t h e s a m e for b o t n o r o u o s 

and t n a t t h e y d i d n o t u n i f o r m l y r e p o r t l e s s s t r e s s than 

c o n s i s t e n t l y r e c o r o e o h i g n e r l e v e l s o f s t r e s s t h a n t h e i r 

a r i s o n of a) Day staff. anc b) N i o h i 

-juhsyi Lai 2, It was f o u n u Lhat as a g r o u p these aav s t a f f 

"SDorred s i g n i f i c a n t l y h i q n e r D e a t h A n x i e t y S c a l e s c o r e s 

Chan t h e d a y s t a f f o f H o s p i t a l 1 . They a l s o s c o r e o 

s i g n i f i c a n t l y h i g h e r on the Deatn S i t u a t i o n s (DSIT) and the 

zoo 



D e a t h - R e l a t e d N u r s i n g T a s k s (DNT) s c a l e s . T a b l e 5 4 : 

T a b l e 5 4 : u o m p a r i s o n of y t r e s s M e a s u r e s Among Day Staff in 

hosDitai 1 (HI) and Hosoital 2 (H2) : 

Group V a r i a b l e Mean F= T= DF P= * 

HI OAS 4 9 . 0 1 . 5 6 - 2 . 0 3 9 . 0 1 4 

HI DSIT 9 0 . 7 2 . 1 3 - 3 . 0 6 3 9 . 0 0 1 

H2 1 0 9 . 7 

HI DNT 2 2 . 7 1 . 3 7 - 2 . 4 4 3 9 . 0 1 

H2 3 4 . 3 

* o n e - t a i l e d p r o b a b i 1 i t y , p o o l e d v a r i a n c e . 

H o w e v e r , c o m p a r i s o n of t h e s e s c o r e s between the two n i q n t 

s t a f f g r o u p s in each h o s p i t a l showed o n l y one s i g n i f i c a n t 

d i f f e r e n c e . T h a t was in t h e scoring of t h e Dearh S i t u a t i o n s 

s c a l e (DSIT), and u n l i k e t h e d a y staff groups, t h e h i g h e r 

s c o r e s w e r e r e p o r t e d by H o s o i t a l 1 s t a f f . P is one - tailed 

p r o b a b i l i t y , p o o l e d v a r i a n c e , : 

•Group V a r i a o l e Mean F = T - DF P = 

DSIT items w e r e further anaiyseo t o i d e n t i f y d i f f e r e n c e s i n 

r e s p o n s e b e t w e e n day s t a f f in Hospital 1 ana Hospital 2, 

and b e t w e e n night staff in H o s p i t a l 1 and Hospital 2. T a b l e 

55a). s n o w s the Death S i t u a t i o n i t e m s to w h i c h N i g h t S t a f f 

g r o u p s in each h o s p i t a l r e s p o n d e d d i f f e r e n t l y , w h e r e t h e 



d i f f e r e n c e s r e a c h e d the level o f statistical s i g n i f i c a n c e . 

T a b l e 5 5 b ) g i v e s t h e same i n f o r m a t i o n on d i f f e r e n c e s 

b e t w e e n t h e two Day staff groups. 

: D i f f e r e n c e s b e t w e e n N i g h t Staff, H o s p i t a l i 

and H o s p i t a l 2 (H2) on D e a t h S i t u a t i o n I t e m s , and 

T o t a l D e a t h S i t u a t i o n S c o r e ( D S I T ) : 

im Mean DF T= P= * 

HI 

/a i ! 

:wo-taiisd p r o o a o i 1 1 t y , D o o i s o variar 

As c a n b e s e e n , t h e r e w e r e more i t e m s w h i c h o i f f e r e n t i a t e o 

n i g h t s t a f f g r o u o s . M o r e o v e r , w h e r e a s H o s o i t a l i day s t a f f 

ainong n i g h t s t a f f tne d i r e c z i o n of stress was r e v e r s e d , 

with H O S D I c a l L n i g n z sta-- r e p o r t i n g higher stress. T h i s 

o a c c e r n in tne d i r e c t i o n o- g r e a t e r s t r e s s was loencifieo 

a l m o s t consistently w n e r e a s i g n i f i c a n t d i f f e r e n c e was 

founa in t n e s t r e s s r e o o r t s oetween day staff g r o u p s and 

b e t w e e n n i o h t s t a f f g r o u p s in e a c h hospital. 



T a b l e 5 5 b ) : D i f f e r e n c e s B e t w e e n Day S t a f f , H o s p i t a l 1 (HI) 

and H o s p i t a l 2 (H2) on D e a t h S i t u a t i o n I t e m s : 

Item Mean S c o r e ut- T= ! - ' = % 

HI 

H2 

#. bO 

5. 96 

I. 0 . 0 4 

HI 6 . 1 J: 

7 . 7 3 

3 9 •3. 0 0 V. 0 0 5 

8 HI 

H2 

2. yy 

5 . 0 8 

- 3 . 9 3 U . uuu 

10 HI 

4 . 9 2 

3 9 2 . 1 7 0 . 0 4 

11 HI 3 . 6 7 

6. 46 

3 9 - 3 . 7 7 0.001 

15 Mi 

H 2 

^i3 U. Vu 

16 HI 

H2 

/ . V / 

8 . 0 4 

T w o — t a i l e d oraoaci 111 v. pool ea variancE 

Conei u s i o n 

There w e r e r a t h e r m o r e i t e m s whicn d i f f e r e n t i a t e d b e t w e e n 

the dav s t a f f o f each hospital t h a n t h e r e were i t e m s wnich 

d i f f e r e n t i a t e d night s t a f f . In a d d i t i o n , there were 

s i g n i f i c a n t l y d i f f e r e n t p a t t e r n s b e t w e e n q r o u o s in t h e 
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r e p o r t s o f s t r e s s . W h e r e a s among d a y s t a f f s i g n i f i c a n t l y 

g r e a t e r s t r e s s w a s c o n s i s t e n t l y r e p o r t e d b y H o s p i t a l 2 

s t a f f , among n i g h t s t a f f t h e d i r e c t i o n o f g r e a t e r s t r e s s 

was reversed, b e i n g reported by Hospital 1 s t a f f . M o r e o v e r , 

in H o s p i t a l 2, the n i g h t staff reported l o w e r stress t h a n 

day sraff, w h i l s t in Hospital 1 the night staff aroup 

r e p o r t e d niqner stress than a a y s t a f f . T h i s w o u l d s u g g e s t 

that in t h i s situation o f potentially niqn stress tnere 

were mediating f a c t o r s oresent wnicn were o p e r a t i v e f o r d a y 

e x p e r i e n c e d among n i g h t 

t r u e for niqht staff in H 

n y p o t n e s i s 

fUi 

s t r e s s t h a t g r e a t e r 

w a s t h e r e f o r e f o u n d 

. o n l y . 

3 De 

ytaff wno oo not attend formal 

greater e v i d e n c e o f stress. 

LiDpart qrouDS wi 1 now 

Hi i r e s p o n d e n t s w e r e a s k e d w n e t h e r t h e y attenoeo a n y 

meetings a t work ( o t h e r t h a n h a n d - o v e r or union 

m e e t i n g s / , a n c IT so w o u l d tnev d i s c u s s w o r e w o r r i e s o r 

uDset a t sucn a meeting. J u s t o v e r fifty per c e n t of all 

s t a f f o i o n o t a t t e n d m e e t i n g s a s d e f i n e d . <100% o f niqnt 

s t a f f > because no s u c n meeting was a v a i l a b l e . F i g u r e iO, on 

page 241, s h e w s how tne r e s o o n o e n t s in g r o u o answereo t n i s 

H t t e n o meetings ana wouio ci-

A t t e n d m e e t i n g s a n a m i g n t q i ; 

A t t e n d m e e t i n g s ana w o u l c n. 

:us5 work: w o r r i e s . 

wnen 

-3 J- U i ; X T 1 i_ i=(i I i 

on an-' 

- p o n a e n t s w e r e grouoec a c c o r d i n g to wnetner m e v 

ir a i d not a t t e n d meetings n o s t a t i s t i c a l l y 

; d i f f e r e n c e s between t h e t w o g r o u p s were found 

:he s t r e s s m e a s u r e s u s e d . 
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Fig. 10. 

A t t e n d a n c e At and U s e of M e e t i n g s to D i s c u s s 

W o r r i e s at Work : 

m 

M :=#&9 

SSIbialFlF ( 3 r ~ 4 3 * j ; 3 ! ; 

1 = Hospital 1, Day Staff ( N = 1 5 ) 

2 = Hospital 2, D a y Staff (N=29) 

3 = All Night Staff, G r o u p s 2 ahd 3 (N=25) 

/\J Attend m e e t i n g s and would d i s c u s s worries; 

t";<i Attend m e e t i n g s and might d i s c u s s worries: 

Attend m e e t i n g s and would not d i s c u s s worries; 

Do n o t attend such meetings. 
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2 . R e s p o n s e s w e r e a l s o c o l l a p s e d i n t o t h e - f o l l o w i n g 

c o m b i n a t i o n s o f t w o g r o u p s : 

a) R e s p o n d e n t s who s a i d t h e y w o u l d n o t d i s c u s s w o r r i e s a t 

m e e t i n g s w e r e c o m p a r e d w i t h r e s p o n d e n t s who s a i d t h e y 

w o u l d o r m i g h t d i s c u s s t h e i r w o r r i e s ; 

b) R e s p o n d e n t s who s a i d t h e y w o u l d n o t o r t h a t t h e y m i g h t 

d i s c u s s t h e i r w o r r i e s w e r e c o m p a r e d w i t h t h o s e who s a i d 

t h e y w o u l d d i s c u s s work w o r r i e s ; 

c ) R e s p o n d e n t s who d i d n o t a t t e n d m e e t i n g s o r who d i d 

a t t e n d b u t w o u l d n o t u s e t h e m e e t i n g s t o d i s c u s s 

w o r r i e s w e r e c o m p a r e d t o t h o s e who d i d a t t e n d and s a i d 

t h e y w o u l d o r t h e y m i g h t d i s c u s s w o r r i e s . 

For e a c h o f t h e s e c o m b i n a t i o n s t h e T - T e s t was u s e d t o 

c o m p a r e t h e D e a t h A n x i e t y S c o r e s ; D e a t h S i t u a t i o n ; and 

D e a t h - R e l a t e d N u r s i n g Task s c o r e s . G e n e r a l H e a l t h 

Q u e s t i o n a l r e s c o r e s and t h e number o f d a y s i l l n e s s r e p o r t e d 

b e t w e e n g r o u p s w e r e c o m p a r e d u s i n g t h e M a n n - W h i t n e y t e s t . 

No s t a t i s t i c a l l y s i g n i f i c a n t d i f f e r e n c e s w e r e f o u n d b e t w e e n 

t h e s c o r e s i n any o f t h e s e g r o u p s , e i t h e r f o r a t t e n d a n c e 

a t , o r u s e made o f , m e e t i n g s . 

3 . A o n e - way a n a l y s i s o f v a r i a n c e on t h e same s t r e s s 

v a r i a b l e s a l s o s h o w e d t h a t , among s t a f f who a t t e n d e d s u c h 

m e e t i n g s , t h e u s e t h e y made o f t h e m e e t i n g s a l s o d i d n o t 

s i g n i f i c a n t l y a f f e c t s t r e s s s c o r e s . 

I t w o u l d a p p e a r t h a t , c o n t r a r y t o e x p e c t a t i o n and t h e 

l i t e r a t u r e on s u p p o r t g r o u p s . H y p o t h e s i s 16 i s n o t 

s u p p o r t e d b y t h e d a t a and s h o u l d b e r e j e c t e d . 

At t h e t i m e o f t h e i n t e r v i e w s , t h r e e m e e t i n g s w e r e 

a v a i l a b l e t o s t a f f i n H o s p i t a l 2 , w h i c h w e r e o r g a n i s e d 

a c r o s s w a r d s a c c o r d i n g t o g r a d e . T h e s e m e e t i n g s had b e e n 
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e s t a b l i s h e d o n l y f a i r l y r e c e n t l y and i n c r e a s e d s u p p o r t was 

o n e o f t h e g o a l s s t a t e d by t h e n u r s i n g o f f i c e r . I t i s c l e a r 

f r o m F i g u r e 1 0 , t h a t v e r y f e w n u r s e s who a t t e n d e d m e e t i n g s 

r e g a r d e d them a s s o m e w h e r e t h e y w o u l d c h o o s e t o d i s c u s s 

ward / work d i f f i c u l t i e s . A v a r i e t y o f r e a s o n s w e r e g i v e n : 

A v a i l a b i l i t y o f v i a b l e a l t e r n a t i v e N=2 

F e a r o f s t a n d i n g o u t i n g r o u p N=3 

Ward l o y a l t y N=3 

Not p u r p o s e o f m e e t i n g N=1 

Do n o t know o t h e r s w e l l e n o u g h N=3 

Group n o t s e e n a s h e l p f u l N=2 

P r e f e r o n e t o o n e N=7 

In a d d i t i o n , a l t h o u g h t h e r e had b e e n a s t a f f s u p p o r t g r o u p 

a v a i l a b l e f o r m a l l y on a w e e k l y b a s i s t o Group 1 

r e s p o n d e n t s , w h i c h was i n t e n d e d a s t h e c o m p a r i s o n f o r t h i s 

q u e s t i o n , by t h e t i m e o f t h e s t u d y t h e g r o u p had more o r 

l e s s c e a s e d t o m e e t and s u p p o r t w a s p r o v i d e d e i t h e r 

i n d i v i d u a l l y on a f o r m a l b a s i s , o r i n f o r m a l l y . 

T h e r e f o r e , a i l r e s p o n d e n t s w e r e a l s o a s k e d w h e t h e r t h e y 

t h o u g h t i t w o u l d b e h e l p f u l t o h a v e s u p p o r t m e e t i n g s on t h e 

ward a t t e n d e d b y s t a f f of a l l g r a d e s . T a b l e 5 6 s h o w s t h e 

r e p l i e s r e c e i v e d 

T a b l e 5 6 : Wish f o r P r o v i s i o n o f S u p p o r t M e e t i n g a t Ward 

L e v e l : 

R e s p o n s e N= 

No 9 

Y e s 4 0 

A l r e a d y A v a i l a b l e I n f o r m a l l y 13 

M i s s i n g 7 
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T h u s , a l t h o u g h l i t t l e u s e s e e m e d t o b e made o f s t a f f g r o u p s 

f o r s u p p o r t a t t h e t i m e o f t h e i n t e r v i e w s , t h e r e w a s f a i r l y 

s u b s t a n t i a l e n t h u s i a s m f o r t h e p r o v i s i o n o f s u c h m e e t i n g s 

a t ward l e v e l . 

HYPOTHESIS 17 

N u r s e s whoe r e c e i v e s u p p o r t f r o m s e n i o r s t a f f w i l l s h o w 

l e s s e v i d e n c e o f s t r e s s t h a n n u r s e s who do n o t r e c e i v e , o r 

who do n o t f e e l t h e y r e c e i v e , s u c h s u p p o r t . 

N u r s e s w e r e a s k e d t o i d e n t i f y who i n t h e h i e r a r c h y w o u l d b e 

t h e a p p r o p r i a t e p e r s o n / s t o l o o k t o f o r s u p p o r t and w h e t h e r 

t h e y w o u l d g o t o a s e n i o r c o l l e a g u e , d e f i n e d a s N u r s i n g 

O f f i c e r o r a b o v e i f t h e y w e r e w o r r i e d o r u p s e t . The 

r e s p o n s e s t o t h i s q u e s t i o n a r e p r e s e n t e d i n F i g u r e 1 1 . The 

f o l l o w i n g r e s p o n s e c a t e g o r i e s w e r e i d e n t i f i e d : 

1 = Y e s ; 2 = Q u a l i f i e d / C o n d i t i o n a l Y e s ; 

3 = No ; 4 = No — o n e i d e n t i f i e d . 

R e s p o n s e s w e r e c o l l a p s e d i n t o t h r e e c o m b i n a t i o n s o f t w o 

g r o u p s 

1 ) . Y e s (N=43) ; No ( N = 1 3 ) . 

2 ) . Y e s (N=43) ; No / Q u a l i f i e d R e s p o n s e ( N = 2 4 ) . 

3 ) , Y e s / Q u a l i f i e d R e s p o n s e (N=36) ; No ( N = 1 3 ) . 

An a n a l y s i s o f a l l t h e m e a s u r e s u s i n g b o t h t h e T—Test o r 

t h e Mann—Whitney a s a p p r o p r i a t e , d i d n o t show t h e s u p p o r t 

o f s e n i o r s t a f f t o b e s t a t i s t i c a l l y s i g n i f i c a n t . 

I t was c l e a r f r o m t h e r e s p o n s e s r e c e i v e d i n a n s w e r t o t h i s 

q u e s t i o n , t h a t r e s p o n d e n t s had n o t a l w a y s t h o u g h t o f s e n i o r 

s t a f f b e i n g a v a i l a b l e i n s u c h a f o r m a l way . H e n c e , t h i r t e e n 

s a i d t h e r e w a s no—one w h o s e j o b i t was and f o u r s a i d t h e y 

w e r e n o t s u r e . H o w e v e r , i n d i s c u s s i o n , o n l y t w o r e s p o n d e n t s 

f a i l e d t o i d e n t i f y s o m e o n e i n t h e s y s t e m who w o u l d / c o u l d 

b e a v a i l a b l e , b o t h f r o m Group 3 . 
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Fig. 11. 

U s e o f Support f r o m Senior Staff 'if Worried or Upset 
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Knowing t h a t s o m e o n e w a s a v a i l a b l e , h o w e v e r , d i d n o t mean 

t h e y w o u l d n e c e s s a r i l y b e u s e d . 5 6 s t a f f s a i d t h e y w o u l d o r 

p r o b a b l y w o u l d f e e l a b l e t o t a l k t o t h e p e r s o n / s 

i d e n t i f i e d . In t h i s r e s p e c t , s i g n i f i c a n t l y f e w e r n i g h t 

s t a f f i d e n t i f i e d s o m e o n e t h e y w o u l d t a l k t o - T a b l e 5 7 . 

T a b l e 5 / : A v a i l a b i l i t y and U s e o f S t a f f S u p p o r t f o r Day 

and N i g h t S t a f f i n t h e S a m p l e a s a Whole : 

Day S t a f f N i g h t S t a f f 

A v a i l a b l e 4 2 14 

& Would U s e 

N o t A v a i l a b l e 2 11 

o r Would Not U s e 

X= = 1 3 . 8 1 ; df = 1; p = < . 0 0 5 . 

In t h i s r e s p e c t t h e t w o h o s p i t a l s w e r e more alike than n o t , 

w i t h b o t h n i g h t s t a f f g r o u p s f e e l i n g l e s s s u p p o r t e d t h a n 

t h e i r d a y t i m e c o l l e a g u e s . T h i s w i l l b e d i s c u s s e d f u r t h e r 

i n C h a p t e r 1 2 . 

However, s i n c e t h e r e w e r e no s i g n i f i c a n t d i f f e r e n c e s i n 

•che s t r e s s r e p o r t s o f s t a f f who s a i d t h e y d i d r e c e i v e 

support f r o m s e n i o r staff compared t o t h o s e who d i d n o t , i t 

must b e c o n c l u d e d t h a t H y p o t h e s i s 17 i s n o t s u p p o r t e d by 

t h i s d a t a . 
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HYPOTHESIS 18 

N u r s e s who f e e l t h e y h a v e t h e e s t e e m o f t h e i r p r o f e s s i o n a l 

c o l l e a g u e s and f e e l a p p r e c i a t e d a t work w i l l show l e s s 

e v i d e n c e o f s t r e s s . 

The r e l a t i v e e m p h a s i s on s o c i a l / e m o t i o n a l s u p p o r t , 

i n t h i s s t u d y i s n o t t o d e n y t h e r e l e v a n c e o f e s t e e m i n t h e 

s e n s e o f p r o f e s s i o n a l e s t e e m / w o r t h i n t h e e y e s o f o n e ' s 

c o l l e a g u e s . R e s p o n d e n t s w e r e a s k e d i f t h e y f e l t a p p r e c i a t e d 

by t h e i r work c o l l e a g u e s - T h e i r a n s w e r s , shown i n T a b l e 5 8 , 

b e l o w , w e r e c a t e g o r i s e d a s y e s / s o m e t i m e s and n o / 

p r e d o m i n a n t l y n o . R e s p o n s e s w e r e a v a i l a b l e f o r 6 7 s u b j e c t s . 

T a b l e 58 : F e e l i n g A p p r e c i a t e d by C o l l e a g u e s : 

Day S t a f f N i g h t S t a f f T o t a l 

Yes 39 14 53 

Wo 4 10 14 

T o t a l 43 24 67 

X= = 7.97; d f = 1; p = <.005. 

In b o t h h o s p i t a l s , n i g h t s t a f f w e r e s i g n i f i c a n t l y l e s s 

l i k e l y t h a n d a y s t a f f t o s a y t h e y f e l t a p p r e c i a t e d . B e i n g 

a p p r e c i a t e d b y t h e i r d a y s t a f f c o l l e a g u e s s e e m e d t o b e a s 

e q u a l l y i m p o r t a n t a s b e i n g a p p r e c i a t e d by o t h e r n i g h t 

s t a f f . O v e r a l l , s t a f f f r o m a l l g r o u p s t h o u g h t i t was 
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i m p o r t a n t t o b e a p p r e c i a t e d by t h e i r c o l l e a g u e s , and 

s t r o n g f e e l i n g s e m e r g e d a b o u t t h i s a s p e c t o f s t a f f s u p p o r t . 

Among t h e 14 s t a f f who f e l t u n a p p r e c i a t e d , f i v e s a i d t h e y 

f e l t a p p r e c i a t e d by p a t i e n t s , and i n b o t h g r o u p s s t a f f drew 

a d i s t i n c t i o n b e t w e e n a p p r e c i a t i o n by p a t i e n t s and by 

c o l l e a g u e s . R e s p o n d e n t s s e e m e d e q u a l l y t o b e d i v i d e d 

b e t w e e n s a y i n g i t w a s i m p o r t a n t t o f e e l a p p r e c i a t e d , and 

t h a t i t s h o u l d n o t b e i m p o r t a n t e v e n t h o u g h i t w a s . T h i s 

w i l l b e d i s c u s s e d i n g r e a t e r d e p t h i n C h a p t e r 1 2 . H o w e v e r , 

no s i g n i f i c a n t d i f f e r e n c e s w e r e f o u n d b e t w e e n t h e s t r e s s 

s c o r e s o f s t a f f who s a i d t h e y f e l t a p p r e c i a t e d , and t h o s e 

who s a i d t h e y d i d n o t . H y p o t h e s i s 18 i s n o t s u b s t a n t i a t e d . 

SOCIAL and DEMOGRAPHIC DATA 

The a v a i l a b i l i t y o f a r a n g e of s o c i a l and d e m o g r a p h i c d a t a 

f o r e a c h r e s p o n d e n t made i t p o s s i b l e t o e x a m i n e w h e t h e r 

t h e s e c h a r a c t e r i s t i c s had an i n f l u e n c e on s t r e s s s c o r e s . 

1. R e s p o n d e n t s w e r e d i v i d e d i n t o t w o g r o u p s a c c o r d i n g t o 

t h e f o l l o w i n q c r i t e r i a : 

M a r i t a l S t a t u s - L i v i n g w i t h p a r t n e r / S i n g l e 

C h i l d r e n Under 18 a t Home - Y e s / No 

The T s t a t i s t i c w a s c a l c u l a t e d f o r t h e D e a t h A n x i e t y S c o r e ; 

D e a t h S i t u a t i o n ; and D e a t h - R e l a t e d N u r s i n g Task m e a s u r e s , 

t o t e s t f o r s i g n i f i c a n t d i f f e r e n c e s b e t w e e n t h e g r o u p s . In 

a d d i t i o n , t h e M a n n - W h i t n e y t e s t w a s u s e d t o l o o k f o r 

d i f f e r e n c e s b e t w e e n t h e g r o u p s i n r e s p o n s e t o t h e G e n e r a l 

H e a l t h Q u e s t i o n n a i r e and t h e o n e , t h r e e and t w e l v e m o n t h s 

i l l n e s s r e p o r t s . None o f t h e d i f f e r e n c e s b e t w e e n t h e g r o u p s 

was f o u n d t o b e s t a t i s t i c a l l y s i g n i f i c a n t . 
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2 . A d d i t i o n a l l y , t h e P e a r s o n p r o d u c t moment c o r r e l a t i o n 

c o e f f i c i e n t w a s c a l c u l a t e d t o m e a s u r e t h e r e l a t i o n s h i p 

b e t w e e n AGE, number o f y e a r s n u r s i n g e x p e r i e n c e (EXPYRS), 

and number o f y e a r s i n p r e s e n t j o b (YRSINJOB) w i t h t h e 

D e a t h A n x i e t y S c a l e (DAS) , D e a t h S i t u a t i o n (DSIT) s c o r e s , 

and D e a t h - R e l a t e d N u r s i n g Task (DNT) s c o r e s ; w h i l e t h e 

same d e m o g r a p h i c d a t a w e r e t e s t e d u s i n g S p e a r m a n ' s r a n k 

o r d e r c o r r e l a t i o n w i t h t h e (GHQ) G e n e r a l H e a l t h 

Q u e s t i o n n a i r e s c o r e s and number o f d a y s 

o v e r o n e ( I L L l ) , t h r e e ( I L L 2 ) and t w e l v e 

no c a s e d i d t h e r e l a t i o n s h i p s r e a c h 

s t a t i s t i c a l s i g n i f i c a n c e , a l t h o u g h i n 

c l e a r t r e n d e m e r g e d , a s shown i n T a b l e 5 9 

i l l n e s s r e p o r t e d 

( ILL3) m o n t h s . In 

t h e l e v e l o f 

t w o c a s e s a 

T a b l e 5 9 : C o r r e l a t i o n s S h o w i n g S t r e n g t h o f R e l a t i o n s h i p 

B e t w e e n D e m o g r a p h i c D a t a and S t r e s s M e a s u r e s : 

D e m o g r a p h i c 

V a r i a b l e 

S t r e s s 

V a r i a b l e 

N= c o r r = P= * 

EXPYRS » DSIT 60 . 2 3 4 .061 

YRSINJOB ILL: 67 Z08 . 0 9 : 

AGE ILL: 6 7 02; . 8 4 : 

* Two—Tai led P r o b a b i l i t y 

* P e a r s o n ' s r ; 

** S p e a r m a n ' s r h o . 

R e s p o n d e n t s w i t h more y e a r s n u r s i n g e x p e r i e n c e (EXPYRS) 
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t e n d e d t o s c o r e l e s s on t h e D e a t h S i t u a t i o n m e a s u r e ; b u t 

t h e l o n g e r t h e s u b j e c t had b e e n i n h e r p r e s e n t j o b t h e more 

d a y s i l l n e s s s h e t e n d e d t o h a v e had i n t h e l a s t t h r e e 

m o n t h d . A s T a b l e 5 9 a l s o s h o w s , t h i s l a t t e r r e l a t i o n s h i p 

c o u l d n o t b e e x p l a i n e d by t h e a g e o f t h e r e s p o n d e n t , (p = 

. 8 4 3 ) . H o w e v e r , a g a i n i t must b e b o r n e i n mind t h a t t h e 

D e a t h S i t u a t i o n s c o r e may b e m e a s u r i n g a d i f f e r e n t a s p e c t 

o f s t r e s s f r o m t h a t m e a s u r e d by t h e i l l n e s s r e p o r t s . 

The s a m p l e s i z e was n o t s u f f i c i e n t l y l a r g e t o a l l o w a more 

c o m p r e h e n s i v e a n a l y s i s o f t h e i n t e r a c t i o n o f t h e v a r i o u s 

s o c i a l / d e m o g r a p h i c v a r i a b l e s . 
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CHAPTER 11 

SUMMARY OF FINDINGS 

I - FINDINGS THAT WERE AS EXPECTED 

A m a j o r i t y of n u r s e s in t h i s study r e p o r t e d feeling upset, 

at least s o m e t i m e s , when a patient died. This w a s t r u e 

r e g a r d l e s s of w h e t h e r n u r s e s defined their r e l a t i o n s h i p 

with p a t i e n t s a s p r e d o m i n a n t l y p r o f e s s i o n a l , o r as o n e in 

whicii they saw t h e m s e l v e s as involved with p a t i e n t s in a 

m o r e personal way. 

N u r s e s who r e p o r t e d feeling upset w e r e a l s o more likely t o 

h a v e h i g h e r s t r e s s s c o r e s o n t h e m e a s u r e s a s s o c i a t e d with 

nursing c a r e of t h e d y i n g . However, r e a c t i o n s to t h e death 

of a p a t i e n t w e r e varied and, p e r h a p s s u r p r i s i n g l y , w e r e 

r e m i n i s c e n t of normal b e r e a v e m e n t r e s p o n s e s identified by 

o t h e r research. 

H strong p o s i t i v e a s s o c i a t i o n w a s found b e t w e e n the h o l d i n g 

of r e l i g i o u s b e l i e f and r e p o r t s of s t r e s s and upset when a 

p a t i e n t died. With r e s p e c t to death a n x i e t y , the crucial 

''•variable seemed to b e c h u r c h attendance. 

Death - R e l a t e d n u r s i n g t a s k s w e r e r a n k e d as most s t r e s s f u l 

uy four of t h e f i v e g r o u p s of staff, t h e exception being 

day staff f r o m Hospital 1 (Group 1), w h o r a n k e d them as 

^second most s t r e s s f u l . Items r e l a t i n g t o emotional c a r e 

w e r e r a n k e d a s most stressful by Group 1 and a s second most 

stressful b y all o t h e r groups. 

i 1 a ) - FINDINGS CONTRARY TO EXPECTATION 

C o p i n g measures w h i c h m i g h t b e r e g a r d e d as making use of 

s o c i a l s u p p o r t s w e r e a s s o c i a t e d with r e p o r t s of h i g h e r 

rather than lower stress. T e a r s , T a l k i n g t o F a m i l y / 

r r i e n d s , and T a l k i n g to C o l l e a g u e s w e r e all a s s o c i a t e d with 

higher s t r e s s s c o r e s ; u s e of prayer w a s associated with 

lower death a n x i e t y ; and i n t r o s p e c t i o n with less i l l n e s s 

over o n e year. 
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A c r o s s a l l g r o u p s , a s u r p r i s i n g amount o f a g r e e m e n t was 

•found a s t o t h e d e a t h s r e g a r d e d a s m o s t and l e a s t 
s t r e s s f u l . 

N o direct r e l a t i o n s h i p w a s found b e t w e e n n u m b e r of d e a t h s 

and stress. Day staff i n Hospital 1 reported t h e least 

stress; w h i l e staff on t h e c o n t i n u i n g c a r e w a r d s , w h o 

experienced t h e l o w e s t number of m o n t h l y d e a t h s , reported 

more s t r e s s t h a n nurses on the acute w a r d s . 

l i b ) - H Y P O T H E S I Z E D R E L A T I O N S H I P S THAT W E R E N O T S U P P O R T E D 

No a s s o c i a t i o n w a s found between t h e a v a i l a b i l i t y of 

s u p p o r t from c l o s e f r i e n d / confidant or f a m i l y and a n y of 

the s t r e s s outcome v a r i a b l e s . 

There w a s n o a s s o c i a t i o n f o u n d b e t w e e n e i t h e r a t t e n d a n c e at 

or usfc? m a d e of the a v a i l a b l e staff support g r o u p s and 

s t r e s s m e a s u r e s . 

T h e r e w a s no e v i d e n c e t o s u b s t a n t i a t e t h e a s s u m p t i o n that 

o p e n n e s ^ in t h e m a n a g e m e n t of f e e l i n g s w a s inherently 

"good", n o r that denial / repression w a s "bad". 

No c o r r e l a t i o n w a s f o u n d between either work s t r e s s in 

r e l a t i o n tu patient d e a t h or recent life events, and any of 

t h e s t r e s s o u t c o m e v a r i a b l e s . 

No c o r r e l a t i o n w a s found in e i t h e r direction b e t w e e n age 

and any of the stress v a r i a b l e s , though t h e r e w a s a 

t e n d e n c y f o r s t a f f w i t h more n u r s i n g experience to r e p o r t 

lower s t r e s s i n r e l a t i o n t o s i t u a t i o n s involving death. 

I l l - FINDINGS WHERE DIRECTION OF RELATIONSHIP WAS MJT 

PREDICTED 

x e p u r _ s of higher s t r e s s and high r e c e n t life e v e n t s c o r e s 

w e r e a s s o c i a t e d with t h e reported u s e of m o r e r a t h e r than 

fewer coping r e s p o n s e s . 



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 staff 

were also significantly less likely to feel appreciated at 

wor k. 

Night staff 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 2. 

Staff 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 it easy to switch off from work had significantly 

lower General Health Questionnaire scores, but also had 

significantly more days illness over one and three months. 
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CHAPTER 12 

DISCUSSION OF FINDINGS 

UNDERLYING ASSUMPTIONS 

There are two fundamental assumptions that have been 

operative throughout the study and which form the backdrop 

against which the -findings will be assessed. The first is 

tnau an "open" ethos is desirable. This is defined as an 

atmosphere in which staff and patients are free to engage 

in a dialogue about the implications and / or fears 

patients may have in relation to their illness and possible 

Ci^ath. It is not identical to the "open awareness context" 

described by Glaser and Strauss (1965), though it certainly 

implies rhat potential. Rather, it signifies on the part of 

staff a readinesss to share information in relation to the 

illness, to enable patients and families to explore and 

make sense of what they are told to the extent that they 

want and need to do so. This places considerable 

responsibility on staff to understand and respond 

appropriately to the verbal and non — verbal cues that 

patients may give, in deciding how and when to help the 

patient verbalise previously unspoken, and so unconfirmed, 

fears. Though such an ethos is regarded as beneficial for 

patients and families (Glaser & Strauss, 1965; Kubler-Ross, 

1970; Benoliel, 1976) the impact on staff of putting the 

psychological needs of patient and family before their own 

in this way may be less helpful. Indeed it may be highly 

stressful. This leads to tne second assumption made. An 

open acknowledgment by staff of their own feelings of upset 

or stress is more desirable in relation to "healthy" 

outcome for themselves, than an attempt to oeny or cover 

such feelings. The implications and consequences of these 

assumptions will be discussed in greater depth later in the 

chapter. 

THE RESPONDENTS 

Examination of the characteristics of staff in both 

hospitals showed that the groups were more alike than not. 



Where there were differences these seemed more likely to 

operate in favour of optimising coping resources and 

minimising the experience of stress for staff in Hospital 

1, the posited high stress group. Given this similarity 

between the staff in each hospital, the two groups differed 

primarily in relation to the nature of the nursing task in 

which each were engaged, and the way in which it was 

conceptuali sed. 

In hospital 1 the primary task was the care, rather than 

cure, of patients in the terminal stages of cancer. In 

practice, nursing staff of all grades were required to be 

aware of, and / or to treat, both the physical and 

emotional pain of the patient and his family. In the 

management of emotional pain, opening up the channels of 

good and honest communication between patient and family, 

patient and staff, and family and staff were considered 

desirable and helpful goals. Service delivery, therefore, 

was conceptualised along the lines of the "open awareness" 

situation described by Glaser and Strauss (1965), and 

generally accepted as the hospice ideal. Due to the nature 

of the task, this hospital experienced a considerably 

higher number of deaths than did Hospital 2, and it was 

expected that this group of staff would be the most 

stressed. However, there were a number of measures 

incorporated into the system which were designed to 

ameliorate the effects of stress. These included a 1:1 

staff : patient ratio; careful staff selection; no rotation 

to or from other hospitals; a balance between maturity, 

qualification and experience; no learner or student nurses; 

a generous ratio of part — time staff, including those with 

families; and organizational recognition of the importance 

of staff support, 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 cure; 

creation of a homely atmosphere; maintaining optimum 

functioning; and the importance of family relationships to 

the patient. The main differences lay in the generally much 

longer time patients would be expected to remain in 

hospital, and the age of the patients. Staff expected that 

most, if not all patients would eventually die in hospital, 

but because of the generally slower deterioration the 

average length of stay was much longer and the number of 

deaths per month was low. 

On the acute - assessment side,the task was in some ways 

less clear, involving as it did the assessment and 

treatment of medical conditions and their impact on 

functioning in elderly patients, and the treatment of 

medical emergency admissions in the same age group. 

Concurrent goals might also include maintenance of present 

levels of functioning or rehabilitation to an improved 

level, with a view to discharge back into the community, or 

where this was not possible, to a long - stay bed. In the 

latter case, this might involve an extended stay on the 

ward until an alternative bed became available. The ward 

ethos, however, was geared more towaro treatment and 

rehabilitation than longer - term care. These wards had a 

higher number of deaths than on the continuing - care side, 

but nevertheless significantly fewer than Hospital ^ 

lis study set out to show that a strong positive 

'lationship existed between a high number of patient 

•ath? snd the experience of stress in nursing. Much of 

the literature on the subject of stress in nursing 

(Cundey, 1981; Gow S-: Williams, 1977; Menzies, 1970; Parkes, 

1980a; etc.), and on hospice nursing (Friel & Tehan, 1980; 

Glaser & Strauss, 1965; Manning, 1984; Stedeford, 1984; 

Vachon, 1978; etc.) assumes both care of the dying 

generally and hospice nursing in particular, to be very 

stressful areas. 
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Fig. 12. 

Conceptualisation and Measurement of Stress : 

DEATH 
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Given the pre—existing level of death anxiety (a), stress 
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 exposure to 
this stimulus. It was expected that the amount of stress 
(c) reported in response to patient death, and longer term 
outcome (d) would show a positive association with (a) and 
(b). It was hypothesized that a number of intervening 
variables would be related 
and its consequences. 

;o both the experience of stres 
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NUMBER OF DEATHS AND MAGNITUDE OF STRESS. 

Comparison with Other Hospice Research 

The major finding of this study is that, although a 

majority of nurses from both hospitals reported feeling 

upset when a patient died, the magnitude of death anxiety 

and stress in caring for these patients was not in a direct 

relationshio to the numoer of deaths. What emerged was a 

rather more complex pattern. In particular, the finding, in 

a Canadian comparative study, by Vachon et al (1978), that 

palliative care nurses were the most highly stressed qroup, 

is not supported by these results. 

now "Chen co exoiain the difference between the results of 

tne uanadian study and this research, ana what are the 

implications of these findings ? 

The first possibility is that the two studies are not 

comparable, or that the results are not valid. In the 

report referenced (Vachon et al, 1978), neither the sample 

nor "cne accuai scress scores found were quoted. The 

auunurs noted, oniy, that staff on the palliative care unit 

ootainea scores that were twice as high as staff on other 

units, ana nearly as high as those obtained bv a group of 

recently bereaved widows. In the present study, the 

possibiltv of under - reporting was noted for some of the 

outcome measures used. However, both studies used a version 

01- ooidDerq's beneral Health Questionnaire in which a score 

•-it or more inaicatea stress. Since it seems probaole that 

tne newly widowed would report scores at least at or around 

the cut - off Doint of 4 / 5 referred to by Vachon et al, 

It 15 sate to conclude that the palliative care staff in 

that study presented as considerably more stressed tnan 

those in tne study reported here, where only three 

Pciiiiative care staff nac General Health Questionnaire 

scores above the relevant cut - off point. 

Hi second possibility is that the groups in these two 
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studies are not comparable, and indeed this would appear 

to be so in a number of important respects. In this study 

staff were working in a unit which had been open for seven 

years at the time of the interviews, the respondents were a 

well — established staff group, with a good balance between 

levels of experience, maturity and qualification. By 

contrast, the staff in the Canadian study worked in a newly 

opened palliative care unit. However, it should be borne in 

mind also that whilst their initial scores were high, their 

distress was reported as decreasing over the ensuing year. 

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 reflect the extra years 

of collective experience about how to cope with this kind 

of work stress, as well as how better to select and support 

staff. 

The third possibility is that the staff interviewed in this 

study were a coping group. Overall, respondents from 

Hospital 1 were verv clearly shown not to be significantly 

more stressed than Hospital 2 staff. On neither the General 

Health Questionnaire nor the Death Anxiety Scale were 

significant differences found between the hospitals.In fact 

the Death Anxiety scores of Hospital 1 staff tended to be 

lower,the difference only just failing to reach the level 

of statistical siqnificance.In addition, the mean Death 

Anxiety Scale score for Hospital 1 staff was found to be 

significantly lower than that of Mcfiordie's original sample 

for females ( see appendix 3a). The mean score of hospital 

2 staff more nearly approximated that of McMordie's 

subjects. Where significant differences were found in the 

other stress / anxiety scores between hospitals, the 

differences were consistently in the opposite direction 

from that expected, with higher stress reported by Hospital 

2 staff. No significant differences were found between the 

hospitals on any of the stress outcome variables. The 

general trend of all the stress measures supports the 

supposition that this is a coping group. 
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It i s fair to conclude, therefore, both that the groups 

from the Canadian and this study were not completely 

comparable, and that the respondents in Hospital 1 of this 

study were a coping group. 

Comparison Between Hospitals 1 and 2 

Although the staff from each hospital were known to be more 

aliKe than not on a number of variables, given the 

consistent trend toward lower stress reports bv Hospital 1 

staff,the possibility that the two groups differed in 

respect ot- some other important factor must be considered. 

There are a number of possible explanations as to why 

nurses in Hospital 1 were not significantly more stressed, 

in spite of higher exposure to patient death, than their 

colleagues in Hospital 2. Hopping (1977) suggested that a 

posixive attitude to death may be an important variable 

which discriminates staff who choose to work with dying 

patients. The nurses in Hospital 1 were very much a 

selected and self - selecting group, in that all except 

two nurses nad applied expressly to work tnere. Knowing in 

advance that it entailed working with dying patients in a 

very particular way. Inaeed, it was in order to have more 

11 me to spend with dying oatients that many staff said they 

naa cnosen the job, feeling dissatisfied with the care they 

nau been able to otter eisewnere. It may well be that one 

of the defining characteristics of such a group would pe a 

low or lower anxiety about death than is present among 

otner nurses. A comparison ot the death anxiety scores of 

each group tends to confirm tnis supposition. 

However, it has also been suggested (Vachon, 1978) that a 

dssire tor mastery over pain and death, previous personal 

experience and a suspicion that one might develop the 

disease are amongst the motives for working in this kind of 

unit. This would suggest that the job is in some way used 

as a means of managing death anxiety, in which case, 

anxiety might not be lower, or it might be managed at a 
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higher level of awareness. Whether such motives were 

amongst the unspoken or unconscious ones in this group was 

not possible to determine. Apart from three nurses who had 

lost a friend or relative through cancer, they did not 

feature amongst the reasons given as influencing the 

decision to apply for a job in that hospital. The Death 

Anxiety Scale does not purport to measure unconscious 

anxiety. However, a small correlation with galvanic skin 

response, one test used to assess unconscious anxiety, was 

reported by Pollack (1979), which suggests some overlap 

between conscious and unconscious anxiety, as might be 

expected. 

ihe Death Anxiety Scale reflects primarily conscious 

verbalized anxiety. It is possible that it aoes not give a 

true measure of death anxiety, which may be dealt with by 

repression and denial. These might indeed be considered 

likely coping mechanisms in a society where death is still 

a relatively taboo topic. On the other hand if, as 

Stedeforo (1984) and Vachon (1978) recommend, it is 

important for staff to be aware of their own areas of 

Vu1Mfejrau1i1L y and stress, then a degree of self — knowledge 

and reflection might well be qualities sought at the stage 

of the initial interview. Since the subjects in Hospital 1 

were working in an environment where they were constantly 

arsd openly confronting the taboo, it seems probable that 

these nurses would be less likely to cope by denial, and 

miqnt in fact have found it necessary to think through 

their own feelings about death in the process of applying 

tor their job. whilst this might be true for anyone 

entering the nursing profession, once qualified, it is 

possible to select areas of greater or lesser exposure to 

patient death. Nurses who elect to work in a high exposure 

situation, therefore, may fail into one of tnree possible 

categories in terms of death anxiety: a) they have low 

anxiety; b) they have higher anxiety and a strong need / 

desire to manage their anxiety by confronting death; or 
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c) they have very strong defences against the anxiety so 

that they are not threatened by constant exposure. One must 

wonder, however, how easy it would be for respondents in 

the second and third categories to maintain a 

psychoi ogical1y comfortab1e positi on for 1ong, wni1e 

sustaining the kind of relationship that would enable 

patients to deal with their own fears. Without some 

resolution to any underlying death anxiety, they would seem 

the least likely to stay. 

However, in the short term at least, it would seem quite 

possible that a member of staff dealing with her own 

anxiety or upset about death by denial or repression could 

maintain sufficient competence in caring for patients, 

uertainiy this would seem to be attainable at the level of 

pnysicai care, and even at the level of psychological care, 

prcviding that the patient did not require a relationship 

tnan acknowledged the reality of his dyinq status. This 

latter need would threaten the psychological comfort of the 

nurse, whose needs at that point would be in conflict with 

tnose of the pacient. Nevertheless, this situation might 

provicing the patient's needs could be referred to and met 

Dy another member of staff. However, in the longer term it 

ssems likely that the nurse would experience an increasing 

oegree of osycnoloqical discomfort that would require her 

to withdraw from oatients. This might then take the form of 

recognising and meeting only or primarily pnysicai needs; 

soending as brief a time as possible in direct patient 

contact; avoiding any discussion about the patient's 

•ess and prognosis; perhaps increasing absence and / or 

iSss: and finally, leaving — all behaviours which have 

' identified by other researchers (Glaser & Strauss, 

Menzies, 197u; Quint, 1973; Parkes, 1980a; Knight & 

:-iSiu, 1981) in relation to stress management in the 

nursing care of dying patients. 
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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 subjects' death 

anxiety 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. 

Only -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 

currtjnc job Tor less than one year, and the other three for 

over tour years; two were nursing auxiliaries; and three 

were night staff. No correlation was found between death 

anxiety and the length of time respondents had been in 

their job. There was a tendency, however, toward slightly 

more illness reports over a twelve - month period by 

respondents who had been longer in their jobs. While the 

1 mp 1 i u a i_ 1 on s of this cannot be stated with any certainty, 

it does suggest that in the longer term there may be indeed 

a 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 

were not comparable with respect to their attitudes toward 

death cannot be ruled out. 

However, as has already been suggested, the relationship 

between number of deaths and stress - reportinq was not 

straightforward in this study. Differences were found to be 

dependent, not only on which hospital respondents worked 

in, but also wnether they were day or night staff in that 

hospital. 

STRESS AMONG NIGHT STAFF 

The second major group of findings in this study relates to 

the pattern of stress identified in the night staff qroups. 

Since a search of the literature did not bring to light any 

information about stress in night nurses, no criterion 
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existed against which to judge 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 

a gap in the literature in this area. The two night staff 

groups from Hospitals 1 and 2, were treated separately, and 

the results compared, firstly with those of each respective 

group of day staff, and secondly with each other. 

A number of factors should be kept in mind when asessing 

the pattern of results in the night staff groups. Firstly, 

a comparison of the findings between day staff of the two 

hospitals showed that on all four stress measures staff in 

Hospital 1 scored significantly lower than than their 

counterparts in Hospital 2. Against this, therefore, the 

overall trend of night staff results is of interest, 

^econdiy, wnere statistically significant differences were 

tound for the night staff groups they related only to the 

Death Situations measure and its sup - items. It is 

possible that this seale Goes not relate to jDD stress in 

nursing the dvinq, and also that the differences found 

occurreo by chance. Thirdly, no significant differences 

oetween qrou.Ds were found on any of the stress outcome 

measures. I heretore, whatever the level of stress any of 

"cnese groups reportea on the JOD, they were nevertheless 

coping. 

i. W n e r e significant di+terences were founa between aay and 

niqnt staff in Hospital 2, tney were consistently in the 

direction of lower stress among night staff. By contrast, 

nignt: staff in Hospital 1 tended to score in the direction 

of higner stress tnan their day - time colleagues. 

While day staff in Hospital 1 scored significantly lower 

on all four stress measures than day staff in Hospital 2, 

where significant differences were found between night 

staff, it was Hospital 1 staff who reported more stress, 

(see Hypothesis 15) 
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Extrapolating the pattern of results from Hospital 2 to 

Hospital 1, one might expect night staff to report less 

stress than their day - time colleagues, in Hospital l.In 

fact they report more. However, first it should be 

remembered that, in spite of a considerably higher death 

rate than Hospital 2, night staff in Hospital 1, by and 

large, did not report significantly higher stress overall 

than nurses in Hospital 2. Nor were the outcome stress 

variables significantly different for any of tne groups. 

Whatever the level of stress, therefore, it would seem to 

be sufficiently well managed by each of the staff groups, 

not to be reflected in the outcome measures useo here. 

Nevertneiess, in soite Of ;_ne tacu tnat, as figure 6 on 

p.112 shows. Group 2 - night staff in Hospital 1 had the 

most nursing experience, they also reported the highest 

stress in the management of Death Situations. This requires 

some explanation. 

A general mythology about time of death is that most deaths 

occur in the early hours of the morning when the hold on 

life 13 said to be at its most tenuous. One possibility 

might be that more patients died at nignt, so that night 

staff were exDosed to more stress from this source than 

their day - time colleagues. Since night staff in Hospital 

2 reported less stress than their day - time colleagues, it 

was decided to explore this possibility in greater depth 

for deaths in Hospital 1 only. Time of death was examined 

in greater detail for four months in 1988. No significant 

difference was found in the number of deaths to which sraff 

on night shift were exposed, compared to dav staff. For 

each 12 hour period, there was a total of 38 day - time 

deaths in the four months in question, and 31 night time 

deaths. However, although there were fewer deaths in the 

night shift periods, it should be borne in mind that night 

staff worked a longer shift of 12 hours, and there were 

always fewer of them on duty. Day staff worked one of three 
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overlapping shifts of six or eight hours. Therefore, 

although there were slightly fewer deaths at night, 

nevertheless the effect on staff might be greater. Against 

tnis, however, the total number of hours worked overall 

during a two - week period would be the same for all full -

time staff, and in addition a majority of night staff 

worked part - time. On balance, therefore, it must be 

concluded that the greater stress reported by night staff 

was not associated with more deaths occurring at night. 

'^^^Listics relating to time of death are reported in detail 

in Appendix 14. 

oo what factors were there in operation which might help to 

explain the difference in the experience of stress reported 

by day and night staff? The task of the night nurse is of 

course different from that of her day - time colleague. Her 

concern is to settle the oatient for a comfortable night's 

Sleep. Apart from help in settling and waking in the 

morning when things are often fairly hectic, much of the 

niqnt staff's contact with patients in fact will be because 

something is wrong. The nignt nurse is less likely to have 

will have, and wnich can serve to balance the times when 

oatient - nurse contact has been brought about by patient 

distress and trauma. 

vV<=i=; ztnr vanoii, uoo. <.nat a much 

1 in attending to the neeas of the family of a dying 

It was common for families to stav overniont if 

death was thought to be imminent. Nevertheless, tne nignt 

nours can seem long, with fewer distractions, ana nowhere 

i-or zne family to go wnen they neeo some respite. During 

the day time this responsibility is snared among both a 

yf'efi'ter number at nursing staff, including senior nurses, 

=11 id al=3cj with other disciplines in a way that it is not at 

nignt. The availability of doctors, social workers and 

utiiei- ancillary staff in the day time means that the nurse 
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can call directly on a more comprehensive range of 

specialist skills as an adjunct to her own. The night 

nurse, in contrast,has to carry the responsibility for 

answering the family's queries, anxieties and distress 

along with the responsibility towards the dying patient and 

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 unlikely to know them well. Yet, 

!rii i_houyh the emotional care of the family was regarded as 

equally part of the task as the care of the dying patient, 

these were also the areas rated as most stressful by staff 

in all groups. It seems hardly surprising that the group 

which simultaneously experienced both a high rate of 

patient death and minimal support should present as the 

most stressed group. Essentially, they were on their own. 

Factors that were Similar For Each Night Staff Group 

Of course, a number of these factors applied to night 

staff in Hospital 2. They also worked permanently on night 

shift; were less likely to come into contact with other 

disciplines; and tended at times to feel unvalued bv day 

staff. 

Working at nignt can be a lonely and isolated business, 

ihe number of staff on duty on each ward in both hospitals 

was smaller than the day - time staff group, usually two in 

Hospital 2, and three or sometimes four in Hospital 1. This 

can produce additional difficulties if staff oo not happen 

to get on well witn one another. Contact with day staff is 

limited to perhaps half an hour or so a day, briefly 

morning and evening, mostly to the nurse who "hands over" 

to those coming on duty. Night staff are even less likely 

to meet the staff from other disciplines, so tnat the range 

of contacts and sources of support available to them are 

considerably fewer than those available to day staff. 

Night staff from both hospitals had a night sister who held 
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a roving brief to them, calling in usually in the early 

part of the night and again towards morning. She was, 

therefore, their primary source of support in an emergency, 

unless it was necessary to contact or call in the doctor. 

Certainly the nurses in Hospital 1 spoke warmly of the 

support that was given them from these sources. The night 

staff of both hospitals said they knew that if they called 

for help / support, for example because they were "rushed 

off their feet" or there was a crisis, it would De given. 

Nevertheless, in both hospitals they seemed to be, or to 

feel, less well supoortea than day staff. Niqnt staff 

groups as a whole, it will be recalled (see pp 246 / 7), 

were significantly less likely than day staff to say they 

would use the support available from senior staff, and 

significantly more felt unaporeciatec by their colleagues. 

In a highly stressful nursing situation this may well be 

crucial. 

It would seem probable that the way in which the night 

nursing sisters, with a roving brief,would be able to be 

available to staff would be different from that of the day 

sisrers, wno had specific resoonsibility for one warn only. 

This would be even more true for nursing officers. Comments 

made by a number of respondents referring appreciatively to 

the readiness of senior staff to "roll up their sleeves'" 

and help wnen necessary, and tneir awareness and 

appreciation of staffs' neeos. being interested and ready 

to listen, suggested that tne availability and involvement 

of senior staff was also an important factor. This would be 

an area in which, because of the peripatetic nature of the 

nignt sisters" role, niqnt staff in both hospitals would 

seem to be disadvantaged in comparison to day staff. 

While staff in ail groups were aPle to identify someone in 

the hierarchy who might be approached, among Hospital 1 

nignt staff there was clearly uncertainty about whom they 

should approach. Seven named the day sister and / or 



nursing officer as available within the hierarchy, although 

four of these thought they would be unlikely to use these 

people, whilst five also additionally named the night 

sister or night nursing officer, and two named no - one. 

Although the provision of night sister cover was similar in 

uutii hospitals, and staff in Hospital 1 spoke 

appreciatively of the support given by her, there was 

nevertheless a sense in which she was not seen as beinq 

their night sister, and of it being nobody's job to be 

available specifically for them. 

Differences Between the Night Staff Groups 

In view of some similarities between the night staff groups 

in each hospital, how then can the differences in the 

experience of reported stress be accounted for. Most 

importantly, of course, night staff in Hospital 1 

experienced a considerably higher rate of deaths than niqht 

staff in Hospital 2. In conjunction with this. Hospital 1 

night staff shared a commitment to a culture of patient 

care which the literature consistently recognises as highly 

demanding both personally and professionally. Their 

expectations of themselves in relation to patient and 

family care would be commensurately nigh, and the sense of 

failure when these were not met therefore potentially more 

stressful. It is not the intention to devalue the care 

oi-i-ered by Hospital 2 staff, but rather to point out the 

greater potential for stress wnen staff have been unable to 

achieve the goals to which they have committed themselves 

in adopting a particular philosophy of care. 

i_iiilikfcf Hospital 1, night staff in Hospital 2 were subject 

to be moved at short notice to other wards within the 

department, and on rare occasions, to a different 

department,to cover staff shortages. Perhaps this fact also 

contributes toward an explanation of tne lower stress 

reported by night staff on the stress scales relating to 

care of dying patients. Where staff are moved about they 

are less likely to form close relationships with patients. 
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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 

for managing the anxieties and needs of families in 

addition to patient care was rare. 

It may be, too, the way in which night staff in each 

hospital experienced the boundaries between "team" and 

"nor team', between belonging and not belonging were less 

clear, or at least different in a way that was significant. 

Hi though all night staff worked permanently on nights in 

Hospital 1, and rotation between day and night shift was 

unusual, it was the practice for ail night staff to work 

day duty tor the first month of their appointment to the 

team, as a period of induction. They were also appointed to 

work only in Hospital 1, not on rotation or subject to 

Dsing moved to another part of the site to cover shortages, 

in this sense they were very much regarded as full team 

members in a way their night sister, and perhaps night 

staff in Hospital 2, would not be. They were also aware 

that some of the "oenef i ts" of team membership were less 

readily available to them than to day staff, and in this 

sense,tneir team member snip was more tenuous. I accept on 

nights, it's my lot, you are not quite one of the team 

said one nurse, whilst another commented, " we feel a bit 

out on a limb - a forgotten army - a bit them and us 

inerefore especially they valued and appreciated occasions 

wnen otner disciplines in the team had made an effort to 

come and see them in their worKinq hours. Meetings with one 

ot the doctors and a home — care nurse were specifically 

mentioned, staff seeing in this a recognition of tneir 

needs and value to the team. Nevertheless, there was a 

feeling that on the whole night staff were expected to make 

the greater effort to belong. Thus, tne staff support 

group, in theory open to nignt staff, was always durinq the 

afternoon in their off - duty, and similarly when events 

o-t- importance to the whole team were arranged, sucn as the 
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Christmas party, these were at times more suitable to day 

than niqht 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 example 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 EXPERIENCE OF STRESS IN THE NURSING TASK 

1.Talking to Patients 

Perhaps predictably given the ethos of Hospital 1, this 

group of staff felt more able to discuss patients' fears 

about illness and death with them, and some staff were 

clearly 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 to 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. 
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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 observation 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 207. of 

Hospital 1 and 27% of Hospital 2 staff, and in this 

respect,surprisingly, there was no significant difference 

between 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 

families make. Where a nurse'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 

opportunity to teach them how to cope in a more positive or 

less anxious way to hospitalisation. However, knowing the 

righr 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 greyer 

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 families 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 (Kubler - 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 learning 

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. On 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 staff. 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 staff, 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 staff members. 
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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 "hospice" 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; whilst 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. 

Quint (1973) pointed out that although the staff she 

interviewed were taught how to care physically for the 
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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. Organizationally, 

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 job 

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 - qualifying 

ENB course on caring for the terminally ill. Nine of the 

ten qualified day staff, and one of five elegible night 

staff had been on this course, or its equivalent. 

In Hospital 1, of nine NA's 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 doctor 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. All 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 96% of respondents in Hospital 1 thought 

that patients were mostly aware that they were dyinq, 32% 

said patients either did not want or rarely wanted to talk 

about -che implications of their illness, and 60% 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' actual wishes, or a 

misperception which indicates staff were less comfortable 

with such conversations than they were prepared to admit. 

2.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 

of hospice nurses. The items selected represented a cross -

=ec_ion of the nursing task (see appendix 4a). Twenty — 

three items related to direct patient care and were divided 

into four categories : physical, medical, emotional and 

death - related nursing tasks. 

ihe findings of Wilson, whose subjects 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 
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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 

2c- — 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 lj2 

22 - Nursing a patient connected to a machine 1 , 3 

~ Taking dead body from mortuary and preparing 4 

for relatives viewing 
vJ 

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 3 (emotional care tasks) and 5 (death - related 

tasks). 

The finding that these two areas are so unanimously 

regarded as most stressful would seem to have very clear 
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indications for both the training and support needs of 

staff, particularly those working with the dying, but also 

wherever there is an expectation that the nurse should be 

aware of and able to respond 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 

staff. 

In terms of the Death Situations seen as the most 

stressful, there was also considerable agreement across all 

groups in the ranked placements of the first six most 

stressful situations : 

Mean Rank 

Death of close relative. 1 

Death of a child. 2 

Death of a patient who has young children. 3.2 

Death of a patient of similar age to subject. 4.2 

Death of a patient who is distressed. 

Death of patient you have nursed a long time. 7 

The agreement in the ranking of these situations, linked 

with the finding that emotional 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, regardless of the type of ward worked 

on, when staff are more at risk. 
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3.Age, Qualification and Experience 

The literature suggests that the relationship between age, 

qualification and experience, on the one hand, and stress 

in the management of death and dying is not clear. The 

experience offered by life is a variable factor. Younger 

nurses may have less experience of life 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 adjustment to the reality of death 

which experience and maturity bring. Apart from their 

nursing experience, all things being equal, it seems more 

likely that older staff will have experienced and coped 

with personal bereavement, and have made adjustments to the 

possibility of their own death than younger 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 

elderly and dying do so because they have some personal 

experience of death, which influenced their choice of job. 

In this case, the experience of stress will be mediated by 

other factors, such as the wish to prepare for future loss, 

to gain a sense of mastery, to make reparation or repayment 

of a feeling of indebtedness associated with a previous 

personal loss. Seven respondents, from all groups except 

Group 3, spontaneously 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 lives, and this was 

true for both hospitals. 
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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, it may be that any possible correlation was 

overshadowed by the stronger association with hospital. 

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 Pearlman et 

al (1969). They found that staff with more nursing 

experience of death felt more uneasy with regard to the 

management of dying patients than did less experienced 

staff. However, the respondents in the current study with 

most exposure to patient death, unlike Pearlman's subjects, 

worked in 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 also more likely to be qualified 

and to have longer nursing experience. The present study 

found a negative association between qualification 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 staff in Hospital 1 (see 

Fig.6, p.112, and discussion p.264 onwards), staff with 

longer nursing experience tended to report less stress in 

relation to death, but the longer they had been in their 

present job the more likely they were to report more days 

illness over one year. While these findings only partially 

conflict with those of Pearlman et al, they do suggest that 

the relationship between experience and stress is complex. 
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IMAGES OF NURSING 

The complexity of the nursing role is encapsulated in 

rhe two prevailing images of the nursing ethos which 

simultaneously reflect an inherent and persisting paradox. 

I his 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" 

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 traditionally 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 

281 



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 of 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 "predominantly 

professional" or "predominantly involved A majority, 

83%, described their relationship as "predominantly 

involved". 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" ; "There are other patients who need 

you"; and "You mustn't show your 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 

avoidance response, nevertheless found some outlet for 

their feelings in response to patient death. At the same 

time, respondents who did feel upset when a patient died 

frequently 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 Pearl in and Schooler (1978), 

responses which change the situation. In the context of 

this study, since these subjects are still in their jobs, 

they have not, at least as yet, 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 observed in their management of dying patients, this 

study is dealing with reported behaviour 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. Or 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, it was not otherwise fought. 

The second category defined by Monat and Lazarus was 

that of palliative coping, involving what they described as 

defensive reappraisal, such as denial, aimed at relieving 

the emotional impact of stress. Similar coping modes were 

283 



identified by Pearl in and Schooler as those which control 

the meaning of the event, before it becomes stressful, and 

those which function 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 elderly; and 

'it's a relief, they are free 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 in 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 

awareness 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 function, 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 allowed for and respected. It is in this area that the 

psychological management of death and dying, for both staff 

and patients is at its most complex, and never more so than 

when verbal denial is accompanied by behavioural anxiety 

indicating the inadequacy of current defence mechanisms. 

Whether or not staff would express it in this way, in 

Hospital 1 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 
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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 less 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 another post. 

Was there any indication from this research whether flight 

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 ? Although the numbers of the 'no reaction' group 

and the combined 'no reaction / avoidance' group were 

small, there was no indication that staff 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 found 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 dying. 

No differences were found between the groups on the Death 

Anxiety Scale, the General Health Questionnaire scale, the 

nature of G.P. consultations, or in the number of days 

illness reported over one, three and twelve months. 

However, reports of illness 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 spontaneously 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 small. 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 unjustness; relief and 

acceptance; guilt and self - questioning; despondency and 

sadness. ihis suggests that when staff have been 

Particularly close to a patient, or a death is regarded as 

especially stressful or upsetting to staff they may 

experience a mild form of bereavement. If this is so, 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 lot of bickering, which was 

only finally resolved by talking about the deaths that had 

taken place. A number of respondents <12, or 17% of the 

sample) also spontaneously referred back to their first 

experience of patient death in nursing. This had been 

frequently a formative event, 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. 

COPING BEHAVIOURS 

In order that the range and volume of data to be gathered 

by 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 
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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 subjects' 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 for 

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 interesting 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 subjects who reported use of 

introspection reported significantly less 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). Subjects who sought support within their own work 
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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 

available 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 resources. 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. 

Moreover, 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. While 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 use of few. Use of several coping responses was 

associated with higher stress scores, on the Death 

Situations, Death - Related Nursing Tasks and General 

Health Questionnaire 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 find 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, Steiner 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 is possible 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 long - 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 

strategies. 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 subjects the strategies used, whether few or 

several, were largely effective. 

One of the questions posed in this study has been 

whether open expression of feeling is either helpful or 

perhaps a disadvantage? Is an 'open' ethos more or less 
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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 Nursing Task scales. It also demonstrated that 

they were not significantly more or less anxious about 

death than staff who used denial or avoidance. In other 

words, those who reported more stress did so 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 

measures, 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 assumptions made about the value of externalising the 

expression of feelings have not been substantiated but nor 

have they been shown to be fallacious. Rather, the results 

suggest that greater 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. 16th. 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 longer. 

However, in dividing the sample according to the use 

respondents made of denial or avoidance without regard to 

actual exposure to patient death, like was not being 

compared with like. It was not possible, 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 

selected and self — selecting. This argument of course 

makes the implicit assumption that respondents who deny 

feeling upset are using 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 subjects. 

However, Pollack (1979/80) reported that Tempier 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 subjects 

were coping-

Recent Life Events (RLE) 

undesirable and exit events only were recorded and scored 

using the weightings assigned by English subjects in the 

cross - cultural comparison study by Paykel et al (1975). 

Perhaps surprisingly, no significant correlations were 

found between recent life events and either the General 

Health Questionnaire 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 

factors 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 
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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 a 

religious belief and reports of feeling upset when a 

patient died. However, with respect to Death Anxiety Scale 

scores, church attendance, whether weekly or less 

frequently, appeared to be the crucial variable, rather 

than religious belief per se, non - church attenders 

scoring significantly higher on this variable. Although the 

difference between group means was not significant, 

respondents who were uncertain about their beliefs tended 

to have a higher Death Anxiety Scale score. These findings 

largely accord with those of Hinton (1967), who found among 

dying patients that those who had a strong religious faith 

and attended church frequently were most free of anxiety. 

Those who stated frankly that they had no religious faith 

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. 

SUPPORT 

The concept of support has been described by Caplan (1976) 

as comprising a variety of elements, including emotional, 

practical and tangible / material support. Cobb (1976) 

identified aspects of support that he labelled as 

emotional, esteem and network 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 formal 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 is not 

denied. Indeed, as a number of 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 is noted, these aspects of support have not been 

the object 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, 

beyond the level of the ward these were seen to include the 

senior nursing officer, the occupational health sister, and 

the nursing officer.Of the three, among day staff, 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 staff 

by name. Among night staff, the night sister filled a 

similar role, while more senior staff were more distanced. 

Additional formal support was available through group 

meetings for some staff in both hospitals. 

The organization into wards, with a stable and identifiable 

staff 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 

someone 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 job at 

work, not seeing it as the responsibility of their family. 

Among the deciding factors quoted as influencing these 

subject's choice of person to approach, understanding, 

trust and confidentiality were the most often cited. 

Availability was also important. 

The Work — Home Boundary 

Although the results failed to reach the level of 

statistical significance, there was a consistent trend 

toward higher stress reports by respondents who said they 

would (or probably would) feel 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 : the General Health Questionnaire and 

the number of days illness reported over one,three and 

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 days 

illness reported over three months, with subjects who would 

not discuss home worries at work reporting significantly 

more days illness. 

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, staff who sought 

support 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 Health Questionnaire scores, 

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 

effect!vely. 

Support Networks 

To a greater or lesser degree, these staff 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 practical help from a 

variety of sources, they, 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 



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 

reflect 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 

relationship 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, merely its availability. No association was found 

between the stress variables and the availability and 

frequency of contact with either a confidante, or with 

family support. This should not be surprising, perhaps. 

Brown and Harris identified having a job, whether full or 

part - time, outside the home as a protective factor in the 

presence of an existing vulnerability. All these subjects 

by definition fell into this category. Brown and Harris 

identified three major vulnerability factors : absence of a 

confiding rel ationship; 1oss of mother before the age of 11 

(not recorded in this study); and the presence of three or 

more children under fourteen at home. Only three 

respondents in this study had either little or no support 

from either close friend or family; and only three 

subjects, all night staff, had three or more children who 

were aged 14 or under at home. Of these, two had four 

children under 10, both were part - time and one scored 23 

on the General Health Questionnaire. The failure to find 

any correlation between stress and the vulnerability 

factors in this study may be because the number of subjects 

who were vulnerable on these factors was small. Nor was it 

possible to test whether working full - time or part - time 

with young children was actually protective, because 

relatively few respondents had children of that age. These 
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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 

All but two staff were able to identify someone in their 

hierarchy whose Job it was to be available in a support 

role. Of 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 than not, with both night 

staff groups feeling less supported than their day time 

colleagues. 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 ask for support in relation to patient care, it 

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 

offering / 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 staff 

(higher than sister) if upset following the death of a 

patient. Whilst the reason for this is unclear, it is 

possible that talking to the ward sister, who is 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 

perhaps making an appointment. 
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The relative emphasis on social / emotional support, 

however, is not to deny the relevance of esteem in the 

sense of professional esteem / worth in the eyes of one's 

colleagues. Respondents were asked if they felt appreciated 

by their work colleagues. 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 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. 

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 to be equally divided 

between saying it was important to feel appreciated and 

thinking that it should not be important, even though it 

was. 

It is difficult to explain with any certainty why it was 

that the need for 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 

expertise. A second possibility, however, relates to the 

strong ethos that surrounds 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 

experience a residual sense of failure when a patient dies, 

which may not normally become articulated. In this 
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circumstance, it would be important to hear from others 

that you 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 important than untrained staff. In this study, staff 

were asked whether they felt appreciated, but a number also 

commented on its importance. Of 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 END training 

course. If the supposition 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. 

Provision and Use of Support Groups 

A number of American studies have demonstrated positive 

benefits to staff and organisation resulting from the 

provision of staff support groups. Epting (1981) found that 

the use by staff of paid recovery days declined following 

the introduction of weekly staff 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 objective 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, 

nursing 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 

available in most other hospitals, and the original 

intention was to compare a staff group where such meetings 

were available 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 

external leader no longer attended, and the use to which 

they should be put was in the process of debate, not then 

resolved. 

Contrary to expectation, neither attendance at these 

meetings, 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 controlled way, the effectiveness or otherwise of 

support groups / meetings in providing a medium for the 

management of stress. This finding should therefore be 

treated with caution. The research nevertheless highlighted 

a number of issues which it may be relevant to consider 

when contemplating their provision. 

While there is substantial support in the literature for 

the use of groups as a source of staff support (Hartl, 

1979; Vachon, 1978; Vachon et al 1978; Weiner & Caldwell, 

1981), in this study staff in both hospitals were 

reluctant to use the meetings to discuss other than patient 

or practical matters. They often said they felt exposed if 

they spoke out in the group, and there was a tendency to 

stay with what might be regarded as safe, or non -

personal, issues. Many of the examples of use of groups in 

the literature come from American studies, and it is 

possible that this finding reflects in part a cultural 

difference. Of ten papers reviewed in the literature search 

which discussed the use of groups as a means of coping with 

nurse stress, only one was British. 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 regularity, 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 

associated with weakness, this part of the group contract 

needs to be openly and explicitly redefined. It may 

nevertheless remain difficult for senior members of staff 

to be more open about their feelings in front of junior 

staff; junior staff may feel over - awed and exposed in 

front of senior staff; while to provide a group for junior 

staff only may seem to imply that only they have a need for 

support, leaving the needs of other staff unmet. 

If a group convener / facilitator is used from outside the 

nursing or medical hierarchy, that person's role and 

responsibility 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 it can and cannot reach decisions, and what and how 

matters should be fed back into the hierarchy for action, 

will all 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 is not included and by the frequency of meetings. The 

less frequently a group meets, the longer it 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 
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one meeting to the next, unless staff are expected to give 

a commitment to attend regularly regardless of their shift, 

or will be given time off in lieu for attending when they 

are off - duty. Staff from Hospital 2 expressed 

reservations about talking in their groups for three 

primary reasons : fear of exposing themselves; not knowing 

the other group members very well; and disloyalty to their 

own ward. A majority thought that a meeting for all grades 

of staff on the ward would be preferable, and some 

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 

also some feeling that it should be used more for 

discussing patients and for teaching purposes. 

It was clear that in neither hospital were the groups 

available seen by staff as the first source of support, and 

for many they were not seen in that way at all. It seemed 

that anxieties about the use of groups in some way 

prevented respondents from seeing them as a resource. That 

they could be used to share and promote a flow of 

information, so that staff would not feel isolated in their 

anxiety, nor feel that they were the only ones to be 

anxious, was not mentioned. However, it is also possible 

that in the absence of groups which met this need, this 

kind of sharing took place informally. Moreover, as 

Shepherd and Barraclough (1979) pointed out, it may be that 

needs are identified as such only when they are not being 

met. 

302 



CHAPTER 13 

CONCLUSIONS AND RECOMMENDATIONS 

Summary of Findings 

In the majority of the literature about hospice care, a 

general and recurring 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 high 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 

experience of stress in 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. 

1.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 staff, 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 subjects in 

any of the groups, although there was a tendency for day 

staff in Hospital 1 to report less. The findings suggest 

that the factors incorporated into the nursing structure in 

Hospital 1 to mediate the effects of exposure to a high 

number of patient deaths were successful for day staff 

only. Since the appointment policy and the staff 

characteristics were the same / similar for both day and 

night staff groups, the explanation has to be found 

elsewhere. 
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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 measures. 

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 

col Ieagues. 

3.Stress in the Nursing Task 

All groups reported that caring for the emotional needs of 

their patients, and caring for dying patients generally 

were among the most stressful parts of their job. This was 

true for both Hospitals, though day staff in Hospital 1 

rated death - related nursing tasks as significantly less 

stressful than did other groups, and put these tasks second 

to meeting the emotional needs of patients. A high 

proportion of staff from both hospitals commented 

spontaneously on the importance of feeling appreciated. 

This was examined in greater depth for Hospital 1 staff. 

The expected differences between staff who had received 

post-qualifying training for their job and those who had 

not did not emerge. 

4.Stress Management 

Staff who reported higher levels of stress in the nursing 

task were more likely to turn to others for support, 

talking to family,friends and colleagues, and reporting the 

use of tears, than to use methods which were possibly of a 

more solitary or reflective nature, such as prayer or 
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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. 

5.Outcome 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 likely 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 in 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 

spite 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 staff. As a 

group they were subject to the same careful selection 

procedures and induction process. In regard to staff 
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characteristics at the time of the study, the only way in 

which they differed noticeably from day staff was in the 

number who had attended the post — qualifying course on the 

care of the dying and bereaved. Although many staff from 

all groups said talking to patients and relatives was an 

area in which they would welcome more training, in view of 

the finding of higher levels of stress in the night staff 

group, they should perhaps be given priority over day staff 

where this is seen as an essential part of the nurse's 

rol e. 

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 

colleagues- 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 is low. An 

examination of the amount of support available to the night 

staff groups from close friends / confidante and family 

showed that they did not differ in this resoect from their 

day time colleagues. Therefore, in a ward where there are 

factors suggesting high levels of stress, the appreciation 

and support of work colleagues and hierarchy become the 

crucial variables. The night staff in 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 from the 

nursing hierarchy and other disciplines upon whose 

specialist skills day nursing 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 involved 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. There was, therefore, among night staff, a sense of 

306 



not quite belonging, and also the feeling that there was 

something good that as a consequence they missed out on. 

Staff who had attended the relevant post-qualifying 

training on the care of dying patients were found equal 1y 

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. If so, this would suggest that the existing courses, 

while effectively addressing the practical skills needed, 

are less successful in accomplishing more fundamental 

changes in attitude. 

The second important finding to emerge from this study was 

that of higher stress reports in the management of patient 

death from the staff 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 of 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 following types 

of death which nurses might be required 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 subject; 

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 self", this suggests that there may be times 

when individual nurses are more at risk. The provision of 

good support 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 

work, 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 

work, they had been left feeling quite bitter. The 

challenge to management is not only to be aware but to 

respond in a way that values both their nursing skills and 

their coping abilities. Often this will require no more 

than a verbal recognition. However, there may be occasions 

when it will be helpful to move staff to a less stressful 

area of work, if this can be achieved without diminishing 

their informal support systems and professional esteem. 

Returning to the night staff group in Hospital 1, while it 

may not be very practical to institute formal support 

groups, there are a number of measures which could be 

instigated to strengthen their support systems, ameliorate 

the effects of stress and reduce the sense of isolation 

reported by these staff. Perhaps the most dramatic step 

would be to do away with a separate group of night staff 

altogether, and implement a rotating shift system, at least 

for an experimental 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 
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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, for short 

periods at regular, perhaps six - monthly or yearly, 

intervals. 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 be 

agreed whereby this was a recognised part of the workload, 

with altered hours of work for the day(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 erratic. In spite of this, some members of 

staff spoke of missing their regularity, and it may be that 

if some of the problem areas identified in Chapter 12 could 

be resolved, 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. 
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Finally, support to the night nursing team as well as to 

families outside of the 9 — 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. Gill 

Lonsdale (1979), in a report on help offered to parents of 

handicapped children, described how she worked in this way 

for a twelve — month period. If 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 of patient death can be 

successfully mediated is important, but nevertheless 

requires corroboration from further studies. In addition, 

one of the features of "hospice" care is the heterogeneity 

of its provision, which besides free - standing buildings, 

includes hospital support and home care teams, run within 

bath the National Health Service and the voluntary sector. 

Further research needs to be undertaken to identify the 

experience of stress and its management for these teams, 

whose characteristics may be very different from those of 

the unit described here. 

The literature search highlighted an absence of information 

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, little 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,during 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 your name has come up in the sample.I would be 

very grateful for the opportunity of talking to you about 

your nursing experiences and your views,which will be very 

valuable. Naturally, your participation is voluntary,and if 

you decide to take part,your information will be treated in 

conf i dence. 

I will contact you by phone on the ward,during the next few 

days and will be pleased to answer any questions you may 

have.If you are prepared for me to interview you,we can 

make arrangements at that time. 

I can be contacted during the day at , 

telephone , internal extension or most 

evenings,Fridays and weekends on . 

I look forward to meeting you. 

Yours sincerely, 



APPENDIX 2 

QUESTIONNAIRE 

PROFESSIONAL DATA 

1.Date of Birth 

2.Qualifications : Year Obtained 

Educational Nursing 

3.Number of years Nursing Experience 

4.Length of Time in Present Job 

5.Full or Part-time 

6.What Factors attracted you to your present job? 

Was present job chosen? 

7.Did you have a period of induction when you started? 

8.If no, would this have been welcomed? 

In what areas? 

9.With experience,is this a branch of nursing that you 

enjoy? Does it live up to your expectations? 

MANAGEMENT OF THE DYING 

One of the consequences of becoming a nurse is that there 

will be times when you have to look after dying patients. 

Would you mind if we talked a little bit about your 

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? 

3i; 



11.Does your role change in any way when a patient is 

thought to be dying? How? 

12.Is there any policy about what dying patients are told 

on your ward? 

13.In your experience, are patients who are going to die 

aware of this, even though they may not have been told? 

How do you know? 

Most Some None D/K 

14.Do you find patients ever want to talk about it? 

What concerns them most? 

Yes No Sometimes D/K 

15.What about other patients - are they usually aware when 

someone is dying? What concerns them most? 

Yes No Sometimes D/K 

16.Do they ever want to talk about it? What concerns them 

most? 

Yes No Sometimes D/K 

17. In your experience, is it easier or more difficult to 

nurse someone who is dying, or is there no difference? 

18.What if 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 
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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 you 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. 

23.In what ways are you affected by the death of a patient 

which occurs when you are not on duty? Or are you not 

affected? 

24.If YES to Q.22, What do you do when you 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 your work? 

26.Does it affect how you feel about your work? 

27.Are there ever times when you feel you have had enough, 

when it really gets you down? 

28.To what extent do you think your needs as a carer should 

be recognised, or do you think you should be expected to 

get on with the job? 

29.In your experience of nursing dying patients, what do 

you think has helped you most? Least? 

30.Are there any changes you would like to see made in the 

way this aspect of nursing care is managed in your branch 

of nursing? 



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 II - SUPPORT 

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.If you are feeling bad about something, or you have a 

problem, is there anyone whose job it is to be available to 

talk things over with at work? 

33.If NO, do you think it would be helpful to have someone 

like that available? 

34.If YES, Would you ever use this person in this way? 

35.If NO, why not? 

36.If YES, what sort of problems would you feel able to 

approach this person with? 

Prompt - Personal Patient 

Family Colleague 

37.Do you attend any meetings at work? 

38.If you were worried or upset about something at work, 

would you talk about it at any of these / this meeting/s? 

39.If NO, why not? 

4v.Do you think it would be helpful to have regular 

meetings on the ward where staff could discuss problems ? 
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41.Is there anyone else at work with whom you might talk 

things over if you had a worry / problem? Specify : 

42.If yes, what particular qualities does this person 

possess? 

43.Overall, is yours a good ward to work on? 

44.If YES, what makes it good? 

45.If 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. ? 

47. Do you feel appreciated at work? 

Yes No Patients Staff 

48. If you had any worries/problems at home, would you talk 

them over with anybody at work? Is there anyone you would 

confide in? 

49. If you have any worries/problems at work, would you talk 

them over with anyone outside work — family ? Friends? 

Specify : 

50.Would you mind if I asked you a few questions about your 

home and social life - away from work? 

51.Are you married? Married Single 

Widowed Divorced 

Separated Cohabiting 

Other 

52-Do you have children? At home Away 

Number Married 
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53.How old are they? 

54.1s there anyone else who is dependent on you or toward 

whom you have responsibilities? 

Specify frequency of contact : 

54.Do you see any of the staff you work with socially? 

55.Do you have any specially close friends or people you 

might confide in? Specify frequency of contact : 

56.What about within your family - do you have anyone there 

you would confide in or turn to for support? Who? 

Specify frequency of contact : 

57.Do your family mind you working? 

58.Does your job infringe on your home life in any way? 

59.To what extent are you able to switch off from work when 

you go home? 

Easy Takes Time Not Able To 

LIFE EVENT QUESTIONS 

Would you mind if I asked you a few questions 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 

wor k ? 

60.Has anyone in your family been seriously ill in the last 

12 months - yourself, husband, children, parents? 

How serious was it? 

Was it an emergency? Has anyone been in hospital? 

How involved were you? 

What changes were involved for you? 
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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? 

62.Have there been any changes in the composition of your 

household in the last 12 months? 

Has anyone 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? 

63.Have any significant relationships within your 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 your 

relationships in the last year, e.g. tension or more 

arguments than usual — with family / boyfriend etc.? 

65.Has anyone in the family had a baby / lost a baby 

through miscarriage / stillbirth? 

66.Have you 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 in 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 - is this 

difficult or a worry? 
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67.May I ask a few questions about your financial 

circumstances? 

Have you had any money worries in the last 12 months? 

Have you had to go without things you need? 

How have you tried to manage the problem - e.g. taking on a 

loan; not able to meet on-going commitments, such as rent 

or mortgage? 

68.Has anyone in your family been unemployed in the last 

year? How long? 

How easy will it be to find anything else? 

What changes have been involved for you? 

69.Has there been any crisis / emergency involving you or 

any other member of your family in the last year (e.g 

accident, burglary)? 

7o-Have you had any bad news, for example about an illness 

that has been going on for some time? 

/I.Has anything particularly disappointing happened over 

the last 12 months that you haven't already mentioned? 

7^.Have you had to make any important decisions in this 

ti me? 

RELIGIOUS BELIEF 

/-..Would you mind if I asked you a few questions about 

religious belief? 

Do you hold any religious belifs? 

If r'Ei!, to what extent and in what way are these put into 

practice? Specify frequency : 

Church attendance Prayer Other 
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GENERAL HEALTH 

74.Have you consulted anyone about your health in the last 

6 months? If YES, was that for anything in particular? 

75.Do you have any special health problems? 

76.How many days illness have you had : 

In the last month 

In the last 3 months 

In the last year 

/7.Do you smoke? If YES, how many? 

Has this increased recently? 

78.Do you drink (alcohol)? 

If YES, how regularly? Has this increased recently? 

/9.Do you normally finish work on time, or are there 

occasions when you have too much to do? 

If YES, how often does this happen? 

How do you feel about it? Do you get time off in lieu? 

80.One 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 

81.What sort of things get left? How do you feel about it? 

82.What opportunity do you have to unwind when you get home 

from work? Explore. 

83.How do you spend your spare time? Hobbies / interests. 

84-Is there anything you would like to add? 

Do you have any comments to make? Thankyou. 



APPENDIX 3 

TEMPLER'S DEATH ANXIETY SCALE 

Please 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 

3 2 1 0 1 2 3 

I.I am very much afraid to die. 

2.The thought of death seldom enters my mind. 

-..It doesn't make me nervous when people talk about death. 

4.1 dread to think about having to have an operation. 

5.1 am not at all afraid to die. 

6.1 am not particularly afraid of getting cancer. 

/. The thought of death never bothers me. 

a.I am often distressed by the way time flies so rapidly. 

9.1 fear dying a painful death. 

I'J. I he subject of life after death troubles me greatly. 

II.i am really scared of having a heart attack. 

12.1 often think about how short life really is. 

13.1 shudder when I hear people talking about World War III. 

14. ihe sight of a dead body is horrifyinq to me. 

15.1 feel that the future holds nothing for me to fear. 

APPENDIX 3a. 

MEAN DEATH ANXIETY SCALE SCORES. 

The mean scores of each of the five groups of nursing staff 

in the sample is shown in Table 60, below, columns 1 - 5 . 

Columns 6 and 7 give the mean scores for females reported 

by McMordie for the Tempier/McMordie Scale, test and 

re-test, (McMordie (1979). The second row shows the 



standard deviations for the same groups: 

Table 60 : Mean Scores on the Death Anxiety Scales : 

1 2 3 4 5 6 7 

49.00 57.60 54.47 60.00 57.40 62-20 60.37 

13.02 12.39 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 your 

work that you find stressful. You may not find all the 

situations listed below are stressful. Imagine a scale 

ranging from 0 - 10: 0 = no stress; 10 = very great stress. 

Please read each item carefully and decide how stressful it 

is to you. If you have not experienced the situation 

described, then try to imagine how stressful you might find 

it. If you think the situation described is not very 

stressful, assign a low number; if more stressful, then 

give it a higher number. 

I would also like to know how frequently you encounter each 

situation in your work - some you may not have to deal with 

at all. Please put a number in the left-hand column 

labelled frequency 

0 = not at al1 

1 = rarely (2/3 times a year at most) 

2 = sometimes (once or twice a month) 

3 = frequently (more than once a week) 



Frequency Situation Rating 0 - 1 0 

I.Having to answer the phone when already 

occupied with patient care. 

*2.Informing relatives of the death of a patient 

(by phone). 

3.Giving a bed-bath. 

4.Dealing with a breathless patient. 

5.Dressing a tumour that has broken through the 

skin surface. 

6.Dealing with a withdrawn patient. 

/.Manual removal of faeces from the bowel. 

8.Off ice work 

9.Dealing with a confused patient. 

*lu.Talking with a patient about their fears 

about dying. 

II.Writing the Kardex. 

12.Dealing with an angry patient. 

13.Talking with a patient's relatives. 

14.Communicating with a patient who is unable 

to speak. 

15.Talking to a doctor about a patient. 

*16.Spending time with a patient who is dying. 

17.Giving the ward report. 

18.Dealing with the admission of a patient. 

19.Dealing with a tearful patient. 

*20.Being present when a patient dies. 

21.Dealing with a vomiting patient. 

22.Nursing a patient connected to a machine (or 

moni tor). 

23.Dealing with an aggressive patient. 

*24.Laying out a patient (last offices). 

25.Dealing with a patient who can do nothing 

for himself (not dying). 

*26.Talking to bereaved relatives (face to face). 

27.Catheterising a patient. 
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Frequency Situations Rating 0 - 1 0 

28-Dealing with an anxious patient. 

29.Responding to the alarm of a monitoring 

machi ne. 

30.Dealing with a patient complaining of pain. 

31.Answering a patient's buzzer alarm. 

*32.Taking dead body from mortuary and preparing 

it for relatives viewing. 

33.Dealing with incontinence. 

Any other circumstance you would like to mention? 

Please describe and rate : 

Any comments you would like to make : 

APPENDIX 5 

NURSING TASKS GROUPED BY CATEGORY 

Group 1 - Physical Care : Items 3, 4, 21, 22, 25, 33. 

Giving 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 

dyi ng). 

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. 



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. 

Group 3 - Emotional care : Items 6, 9, 12, 19, 23, 28. 

Deali ng with a withdrawn patient. 

Deali ng wi th a confused patient. 

Deali ng wi t h a tearful patient-

Deali ng wi th an aggressive patient. 

Deali ng wi th 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). 

TalKing with a patient about their fears about dying. 

Spending time with a patient who is dying. 

Being present when a patient dies. 

Laying out a patient (last offices). 

Talking to bereaved relatives (face to face). 

iaking a dead body from mortuary and preparing it for 

relatives viewing. 

Group 6 - Admin/Office work : Items 8,11,17,18. 

Office work. 

Writing the Kardex. 

Giving the ward report. 

Dealing with the admission of a patient. 
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Group 7 - Miscellaneous : Items 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 5a. 

MEAN SCORES / RANKINGS : NURSING SITUATION CATEGORIES 

Table 61 shows the mean scores for each qroup of 

respondents on the Nursing Situation items, categorised as 

above, with NSIT 29 placed in category 5, death-related. 

Column 6 shows the mean ranks accorded by the nurse 

subjects in the study by Wilson (1983), but with NSIT 29 in 

category 7, miscellaneous. 

Table 61 : Mean Scores : Nursing Situation Categories. 

NSIT Nurse Group 

Category 

1 2 4 5 cw* 

1 2.14 ri .69 .83 2 . 5 7 

2 1.83 2 .87 3.59 .81 .09 6 

3. 52 4 . 02 4.22 4 . 35 . 86 1 

4 2.32 2 . 50 3.00 2 .08 2 . 07 5 

5 3. 36 4 .21 4.68 5 .71 4 . 75 2 

6 1. 40 1 .58 2.52 1 . 5 2 .24 3 

7 2.78 3 . 06 3.79 .92 3 .07 4 

Rank placings only. 
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APPENDIX 6 

DEATH SITUATIONS 

I would like to know about the kinds of death that are 

upsetting. Do you feel equally upset by all deaths, or do 

some upset you more than others. Please tick the box that 

applies to you. 

' ' Equally upset by all ! 1 Some more than others 

The list below describes a number of different situations. 

I hey are not necessarily listed in order of how upsettinq 

they might be. Imagine a scale ranging from 0 - 10: O = not 

at all upsetting; 10 = extremely upsetting. Read each item 

carefully and decide how upsetting it would be for you. If 

you would not find it very upsetting , then assign a low 

number; if more upsetting, then give it a higher number. If 

you have not experienced situations, try and imagine how 

upset you might feel. Please put a tick beside those 

situations with which you are familiar at work. The first 

item has been completed as an example. 

DEATH SITUATIONS 

Situation 

Experienced Situation Rating 0 - 10 

Death of patient you are fond of 

1.Death of patient you have nursed a long time. 

2.Death of Russian leader Andropov. 

•i. Death of patient who has a great deal of pain. 

4.Death of close relative(e.g.parent>. 

5.Death of patient who has no family. 

6.Death of patient who is a similar age to you. 
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DEATH SITUATIONS 

Si tuation 

Experienced Situation Rating 0 - 10 

7.Death of a difficult patient. 

8.Death of an elderly patient. 

9.Finding a patient dead unexpectedly. 

10.A prolonged though not uncomfortable death. 

11.Death of patient who remains conscious 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 ? 

Please describe and rate : 

Any comments you would like to make : 

APPENDIX 7 

JOB SATISFACTION 

Below are a number of statements which describe how people 

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. If you 

very strongly agree with the statement, circle 3 on the 

Agree side.If you strongly disagree, circle 3 on the 



JOB SATISFACTION 

Disagree side.If you only slightly agree or disagree, 

circle 1, and so on. If you neither agree nor disagree 

circle 0. 

Strongly 

Agree 

Strongly 

Disagree 

I really enjoy my job. 

I used to enjoy my job but now 

it's an effort to come to work. 

There are often times when I 

think of leaving 

I would leave this job tomorrow 

if I could find something else. 

On the whole I like my work. 

O 

O 

1 O 1 

0 1 

1 0 1 

APPENDIX 8 

THE GENERAL HEALTH QUESTIONNAIRE - 30 ITEM VERSION 

Please read this carefully: 

We would like to know if you have had any medical 

complaints, and how your health has been in general, over 

the last few weeks. Please answer ALL questions on the 

following pages simply by underlining the answer which you 

think most nearly applies to you. Remember that we want to 

know about present and recent complaints, not those that 

you had in the past. 

It is important that you try to answer ALL the questions. 

Thank you very much for your co-operation. 



GENERAL HEALTH QUESTIONNAIRE 

HAVE YOU RECENTLY: 

1.- been able to con Better Same 

centrate on what- than as 

ever you're doing? usual usual 

Less Much Less 

than than 

usual usual 

lost much sleep 

over worry? 

Not at No more Rather Much more 

si 1 than more than 

usual than usual 

usual 

been having rest-

less disturbed 

nights? 

Not at No more Rather Much more 

al 1 than 

usual 

more 

than 

usual 

than 

usual 

been managing to 

keep yourself busy 

and occupied 

More Same as Rather Much less 

so usual less than 

than than usual 

usual usual 

been getting out More 

o-f the house as than 

much as usual? usual 

Same as Less 

usual than 

usual 

Much less 

than 

usual 

6 . been managing as Better About 

wel1 as most than the 

people would in most same 

your shoes ? 

Rather Much less 

less well 

wel 1 

l.~ felt on the whole Better About 

you were doing than the 

things well? usual same 

Less 

wel 1 

than 

usual 

Much less 

wel 1 



GENERAL HEALTH QUESTIONNAIRE 

HAVE YOU RECENTLY 

8.- been satisfied More About 

with the way you Satis- same as 

have carried out -fled usual 

your tasks? 

Less 

sati s-

than 

usual 

Much less 

satisfied 

9.- been able to feel 

warmth and affec-

tion for those 

near to you? 

Better About Less 

than the well 

usual same as than 

usual usual 

Much less 

wel 1 

10.- been finding it 

easy to get on 

with other people? 

Better About 

than the 

usual 

Less 

wel 1 

same as than 

usual usual 

Much less 

wel 1 

11.- spent much time 

chatting with 

people? 

More 

t i me 

than 

usual 

About Less 

same as than 

usual usual 

Much less 

than 

usual 

felt that you are 

playing a useful 

part in things? 

More 

so 

than 

usual 

bame as 

usual 

Less 

useful 

than 

usual 

Much less 

useful 

13.- felt capable of 

making decisions 

about things? 

More 

so 

than 

usual 

Same as 

usual 

Less 

than 

usual 

Much less 

capable 

14.- felt constantly Not at 

under strain? all 

No more Rather 

than 

usual 

more 

than 

usual 

Much more 

than 

usual 



GENERAL HEALTH QUESTIONNAIRE 

HAVE YOU RECENTLY 

15.— felt you couldn't 

overcome your 

difficulties? 

Not at No more Rather Much more 

al1 than more than 

usual than usual 

usual 

16.- been finding life 

a struggle all 

the time 

Not at No more 

all than 

usual 

Rather Much more 

more than 

than usual 

usual 

17.- been able to enjoy More 

your normal day-to so 

-day activities? than 

usual 

Same as Less 

usual so 

than 

usual 

Much less 

than 

usual 

18.- been taking things Not at 

hard? all 

No more 

than 

usual 

Rather 

more 

than 

usual 

Much more 

than 

usual 

19.- been getting Not at 

scared and panicky all 

for no good reason? 

No more Rather Much more 

than 

usual 

more 

than 

usual 

than 

usual 

20.- been able to face 

up to your 

problems? 

More Same as Less 

so usual able 

than than 

usual usual 

Much 

able 

. ess 



GENERAL HEALTH QUESTIONNAIRE 

HAVE YOU RECENTLY 

21.— found everything 

getting on top 

of you? 

Not at No more Rather Much more 

1 than more than 

usual than usual 

usual 

been feeling 

unhappy and 

depressed? 

Not at 

al 1 

No more Rather 

than 

usual 

more 

than 

usual 

Much more 

than 

usual 

been losing con- Not at 

fidence in your- all 

self? 

No more Rather 

than 

usual 

more 

than 

usual 

Much more 

than 

usual 

:4.- been thinking of 

yourself as a 

worthless person? 

Not at No more Rather 

than 

usual 

more 

than 

usual 

Much more 

than 

usual 

;5.- felt that life is Not at 

entirely hopeless? ail 

No more 

than 

usual 

Rather 

more 

than 

usual 

Much more 

than 

usual 

26.— been feeling hope- More 

ful about your own so 

future? than 

usual 

About Less 

the so 

same as than 

usual usual 

Much 1 ess 

than 

usual 
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GENERAL HEALTH QUESTIONNAIRE 

HAVE YOU RECENTLY 

27.— been -feeling 

reasonably happy 

More About Less 

so same as so 

than usual than 

usual usual 

Much 1 ess 

than 

usual 

23.- been feeling 

nervous and 

strunq-up all 

the time? 

Not at No more Rather Much more 

all than 

usual 

more 

than 

usual 

than 

usual 

:9.- felt that life 

isn't worth 

1i ving? 

Not at No more Rather Much more 

all than 

usual 

more 

than 

usual 

than 

usual 

10.— found at times 

you couldn't do 

anything because 

your nerves were 

bad ? 

Not at No more Rather Much more 

al 1 than 

usual 

more 

than 

usual 

than 

usual 

Goldberg (1972) reported an overall misclassification rate 

of 11/1 for the 30 - item version of the General Health 

Questionnaire, with a cutting-off point of 4 / 5. This 

compares to a reported misclassification rate of 8.5% for 

the 60 - item version with a cuting-off point of 11 / 12. 

The GHQ method of scoring ( 0, 0, 1, 1 ) reported by 

Goldberg 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 of thirty. 
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Used Rank 

APPENDIX 9 

LIFE EVENTS SCORING 

Event Mean Score 

* 1 Death of child 19.53 

% 2 Death of husband / wife 19.14 

Being sent to gaol 17.76 

t 4 Death of close family member 17.65 

t 5 Serious financial difficulties 17.58 

6 Husband or wife unfaithful 17.28 

% 7 Miscarriage or stillbirth 16.96 

8 Court appearance for serious offence 16.94 

9 Business failure 16. 66 

t 10 Marital separation due to arguments 16.57 
% 11 Unwanted pregnancy 16.48 
t 12 Di vorced 16.29 

13 Fi red 15.93 

% 14 Death of close friend 15.70 

t 15 Serious illness of family member 15.52 

% 16 Unemployed for one month 15.43 

% 17 Increased arguments with husband 

or wife 15. 01 

% 18 Serious personal physical illness 

(in hospital or one momth off work) 14.67 

19 Involved in a lawsuit 14.47 

20 Fail important exam or course 14.38 

21 Losing or being robbed of personally 

valuableobject 14.34 

22 Demotion 14.33 

% 23 Serious arguments with resident family 

member (eg children) 13.97 

24 Begin extramarital affair 13.70 

t 25 Taking a large loan (more than half 

annual salary) 13.64 

t 26 Increased arguments with fiance or 13.29 

boyfriend / girlfriend 
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LIFE EVENTS SCORING 

Used Rank Event Mean Score 

* 27 Break engagement 13. 12 

* 28 Increased arguments with non -

resident family member eg in-laws, 

relatives 12.69 

* 29 Child marries without approval 12.69 

30 Increased arguments with boss and 

co-workers 12.28 

* 31 Separation from significant person 

(eg close friend) 12.01 

* 32 Moderate financial difficulties 

(eg increased expenses,debt 

collectors) 11.90 

33 Prepare for important exam 11.41 

t 34 Marital separation not due to 

arguments 11.33 

35 Menopause 11.19 

* 36 Move to another country 11.14 

* 37 Son enlists or drafted in forces 10.82 

* 38 New person moves into home 

(eg relative, lodger) 10.13 

39 Retirement 10.05 

40 Change in work hours (overtime, 

second job,less hours) 9.68 

41 Change in work conditions (new dept., 

new boss, reorganization) 9.46 

* 42 Cease going out with steady boyfriend/ 

girlfriend (after at least 3 months) 9.36 

43 Change in line of work 9.24 

* 44 Move to another city 8.57 

45 Minor legal offence (eg parking 8.31 

ticket, speeding) 

* 46 Marital reconciliation 7.96 

t 47 Child leaves home (eg college) 7.85 

t 48 Wife becomes pregnant 7.08 

* 49 Birth of child (for mother) 7.03 
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LIFE EVENTS SCORING 

Used Rank Event Mean Score 

50 Change school, college or university 6.79 

* 51 Birth or adoption of child (for father) 6.49 

52 Begin full or part time education 5.91 

53 Promotion 5.89 

t 54 Move within same city 5.50 

* 55 Marriage 5,44 

56 Finish full time education 5.26 

* 57 Minor personal physical illness 

(requiring doctor's attention) 5.20 

t 58 Become engaged 4.25 

* 59 Child engaged 3.72 

* 60 Wanted pregnancy 3.70 

* 61 Child marries (with approval) 3.14 

The life event questions were presented within the 

interview in the format shown in the questionaire (see 

appendix 2). Answers were then compared and matched against 

the 61 items asterisked from the list above. The items 

marked with an asterisk (*) indicate those items which were 

matched, the scores of which were then assigned to the 

answers given by respondents in this study. 

APPENDIX 10 

ADMISSIONS DISCHARGES AND DEATHS 

Appendix 10a (1—5; figs. 13 — 17) 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; figs. 18 - 22) gives the same information for 1984. 

It should be noted that, for the sake of clarity of 

presentation, the vertical scale of figures 17 and 22 has 

been reduced by 75%. 
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APPENDIX 10a - 1 

Fig. 13. 

Number of Admissions, Discharges and Deaths for 1983 

Hospital 1 - Palliative Care Unit. 

\ 

J F M m M J J A S O H D 

JRNURRV - DECEMBER 1983 

Annual Total 

1 = Admissions 52] 

2 = Discharges 205 

3 = Deaths 31^ 
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APPENDIX 10a - 2 

Fig. 14. 

Number of Admissions, Discharges and Deaths for 1983 

Hospital 2 - Ward A ; Acute - Assessment. 

J F M A M J J A S O H D 

JRHURRV - DECEMBER 1983 

Annual Total 

1 = Admissions 

2 = Discharges !18 

3 = Deaths 100 

340 



APPENDIX 10a - 3 

Fig. 15. 

Number of Admissions, Discharges and Deaths for 1983 

Hospital 2 - Ward B : Acute - Assessment. 

J 

J F M A M J J A S O H D 

JHNURRV - DECEMBER 1983 

1 = Admissions 

Annual Total 

596 

= Discharges 281 

3 = Deaths 114 
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APPENDIX 10a - 4 

Fig. 16. 

Number of Admissions, Discharges and Deaths for 1983 

Hospital 2 — Ward C : Continuing - Care. 

1 + 

1 2 

& 

& • 

> # '"~R- ^ \/ \ 

JRHUHRV - DECEMBER 1983 

Annual Total 

1 = Admissions 37 

2 = Discharges 

3 = Deaths 

24 

16 
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APPENDIX 10a 

F i g . 1 7 . 

Number o f A d m i s s i o n s , D i s c h a r g e s and D e a t h s f o r 1 9 8 3 : 

H o s p i t a l 2 — Ward D : C o n t i n u i n g — C a r e . 

1 & 

1 + 

1 2 

I B 

& 

& 

4 ^ 

2 

H 

J f~lH S 0 

JANUARY - DECEMBER 1983 

1 = A d m i s s i o n s 

Annua l T o t a l 

2 = D i s c h a r g e s 16 

= D e a t h s 15 
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APPENDIX 10b - 1 

Fig. 18. 

Number of A d m i s s i o n s , D i s c h a r g e s and D e a t h s f o r 1984 

H o s p i t a l 1 — P a l l i a t i v e C a r e U n i t . 

\ 

J F M A M J J A S O H D 

JRHURRV - DECEMBER 1984 

Annual T o t a l 

1 = A d m i s s i o n s )70 

= D i s c h a r g e s 236 

3 = D e a t h s 340 
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APPENDIX 10b - 2 

F i g . 1 9 . 

Number of A d m i s s i o n s , Discharges and D e a t h s f o r 1 9 8 4 

H o s p i t a l 2 — Ward A : A c u t e — A s s e s s m e n t . 

\ 

J F M H M J J f l S O H D 

JANUARY - DECEMBER 1984 

Annual T o t a l 

1 = A d m i s s i o n s 318 

2 — D i s c h a r g e s 246 

D e a t h s 61 
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APPENDIX 10b - 3 

Fig. 2 0 . 

Number o f A d m i s s i o n s , D i s c h a r g e s and D e a t h s f o r 1 9 8 4 

H o s p i t a l 2 — Ward B : A c u t e — A s s e s s m e n t . 

J 
X 

J F M f l M J J H S 

JRHURRV - DECEMBER 
0 H D 

Annual Total 

1 = A d m i s s i o n s 

2 = D i s c h a r g e s 

4 3 7 

312 

3 = D e a t h s 126 
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APPENDIX lOb - 4 

Fig. 21. 

Number o f A d m i s s i o n s , D i s c h a r g e s and D e a t h s f o r 1 9 8 4 

H o s p i t a l 2 — Ward C : C o n t i n u i n g - C a r e . 

1 6 " 

1 4 ^ 

1 2 

& 

® J F m M j J r t ^ 0 N D 

JRHURRV - DECEMBER 1984 

Annual T o t a l 

1 = A d m i s s i o n s 48 

2 = D i s c h a r g e s 3 2 

3 = Deaths 17 
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APPENDIX 10b - 5 

F i g . 2 2 . 

Number o f A d m i s s i o n s , D i s c h a r g e s and D e a t h s f o r 1 9 8 4 

H o s p i t a l 2 - Ward D : C o n t i n u i n g - C a r e . 

1 & 

14-

1 2 

1 » 

a 

& 

4 -

2 

H 

V 
K \ 

J F M "S V J ~i A 0 H ^ 

JANUARY - DECEMBER 1984 

1 = A d m i s s i o n s 

Annua l T o t a l 

Di s c h a r g e s 

= D e a t h s 

17 

16 
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A P P E N D I X 11a. 

BED - O C C U P A N C Y AND L E N G T H OF STAY 

S t a t i s t i c s on t h e p e r c e n t a g e bed o c c u p a n c y w e r e g a t h e r e d 

-From t h e medical r e c o r d s for each ward. They w e r e : 

Hospital H 1 H Ward 

No. of B e d s 

A 

20 

B 

2 4 

C 

20 

D 

20 

Bed 1983 76.8 96.7 94.5 96.7 95.7 

O c c u p a n c y '/. 

Bed 1984 81.8 92. 

O c c u p a n c y % 

93.9 94.6 97.8 

APPENDIX lib. 

NUMBER OF DEATHS PER BED 

For the n u m b e r of d e a t h s to b e t r u l y c o m p a r a b l e b e t w e e n 

w a r d s of d i f f e r e n t s i z e and o c c u p a n c y , the n u m b e r of 

d e a t h s per bed w a s c a l c u l a t e d taking t h e s e f a c t o r s into 

a c c o u n t using t h e f o l l o w i n g f o r m u l a : 

NO. OF DEATHS 

NO. OF B E D S 

X BED OCCUPANCY % 

3 4 9 



APPENDIX l i b . 

N u m b e r o f D e a t h s Per Bed : 

Hospital 1 Hospital 2 - Ward 

A B C D 

1983 9 . 6 : 4 . 7 2 4 . 4 9 0 . 7 7 0 . 7 2 

1 9 8 4 11 .12 2 . 8 1 4 . 9 3 0 . 8 0 0 . 7 8 

APPENDIX 1 1 c . 

AVERAGE LENGTH OF STAY 

'his w a s c a l c u l a t e d using t h e f o r m u l a : 

AVE. LENGTH / STAY = TOTAL NO. OF OCCUPIED BED DAYS 

TOTAL DISCHARGES (INCL. DEATHS) 

A v e r a g e Length of S t a y i n D a y s : 

Hospital 1 Hospital 2 - Ward 

A B C D 

1 9 8 3 1 3 . 5 3 2 1 . 6 7 20.96 1 7 6 . 4 8 225. 

1984 12.99 2 1 . 9 8 1 8 . 8 3 1 4 1 . 3 3 2 1 8 . 0 = 



APPENDIX 12 

GP C O N S U L T A T I O N S 

The r a n g e o f r e a s o n s for w h i c h s u b j e c t s had consulted their 

GP in t h e last six m o n t h s were rated by an i n d e p e n d e n t 

GP f o r t h e p o s s i b i l i t y that t h e y w e r e s t r e s s - r e l a t e d a s 

f o i l o w s : 

REASON GIVEN 

W e i g h t p r o b l e m 

M i g r a i n e 

Arthrit i s 

A s t h m a 

B a c k a c h e 

U r i n a r y / K i d n e y p r o b l e m 

A 1 1 e r g y 

Hay fever 

H e a d a c h e s 

Heart / C i r c u l a t o r y P r o b l e m s 

Tumour / cyst 

Cough 

Col d 

T e n s i o n 

V i r a l infection 

R e s p i r a t o r y T r a c t infection 

K n e e / e l b o w p a i n s 

Eye i n f e c t i o n 

M i d d l e ear i n f e c t i o n / v e r t i g o 

D & C 

C h i c k e n pox 

H y s t e r e c t o m y 

R o u t i n e c h e c k up 

R A T I N G 

P o s s i b l y 

P o s s i b l y 

No 

No 

No 

No 

No 

No 

P r o b a b l y 

No 

No 

No 

No 

Y e s 

No 

No 

No 

No 

No 

No 

No 

No 

No 



R E A S O N G I V E N R A T I N G 

Corneal u l c e r s No 

P a l p i t a t i o n s related t o m e n o p a u s e Possibly 

Mood S w i n g s and h e a d a c h e s 

(on s t e r o i d s p o s t kidney t r a n s p l a n t ) Possibly 

P h l e b i t i s No 

C y s t i t i s No 

Skin rash No 

Blood p r e s s u r e No 

H y p e r l i p i d o e m i a N o 

V a r i c o s e v e i n s No 

Fi b r o i d s No 

G a l 1 s t o n e s No 

Rib p a i n s No 

G y n a e c o l o g i c a l p r o b l e m s P o s s i b l y 

Post menstrual t e n s i o n Possibly 

Period p r o b l e m s Possibly 

APPENDIX 13 

COPING METHODS 

Coping m e t h o d s which w e r e c l a s s i f i e d as EXTERNALISING 

f e e l i n q s : 

T L K C O L - Talking to c o l l e a g u e s 

TLKFAM — T a l k i n g t o f a m i l y 

TLKFREN — Talking t o f r i e n d / s 

S N R S T A F — Talking t o s e n i o r staff 

TLKOTHST - Talking to other staff 

T E A R S — T e a r s 

TEAMMEET - D i s c u s s at t e a m meeting 



APPENDIX 13 

COPING METHODS 

I N T E R N A L I S E D m e t h o d s of c o p i n g ; 

INTRSPEC — Think it o v e r / i n t r o s p e c t i o n 

PRAYER - Prayer 

D I F F I C U L T TO C A T E G O R I S E , l e s s c l e a r cut : 

T I M E O U T — Taking a break / c i g a r e t t e or c o f f e e 

HUMOUR — U s e of h u m o u r , j o k e s 

A L T M E T H — Other m e t h o d s 

SUPPORT AT WORK t h e s e m e t h o d s of coping included; 

T a l k i n g t o C o l l e a g u e s ; 

Talking to S e n i o r Staff; 

Talking to O t h e r Staff; 

Using t h e Team M e e t i n g . 

' O t h e r m e t h o d s ' was a catch-all c a t e g o r y , and included 

talking to r e l a t i v e s of t h e p a t i e n t ; having a g l a s s of 

wi ne. 

Eight r e s p o n d e n t s g a v e an a n s w e r that w a s c l a s s i f i e d a s 

"no r e a c t i o n " - t h e s e w e r e s u b j e c t s who said they kept 

busy, or put it out of t h e i r mind, and who did not 

s u b s e q u e n t l y identify a r e a c t i o n that suggested they w e r e 

in f a c t c o p i n g w i t h t h e d e a t h in s o m e other way, u s u a l l y 

1ater. 



APPENDIX 14 

TIME OF DEATH 

At t h e t i m e of the study, although time o f death was 

r e c o r d e d on nursing n o t e s and t h e death c e r t i f i c a t e , it was 

not noted on the h o s p i t a l ' s s t a t i s t i c a l r e t u r n s . The 

researcher did not have access to these notes and no 

attempt w a s made to collect t h i s information during the 

interview period. From April 1987, time of death started to 

be included on statistical returns, and it subsequently 

became p o s s i b l e to collect information on the time of d e a t h 

for seven months, from A p r i l to October 1 9 8 8 for H o s p i t a l 

1. In respect of three months, April, July and October, the 

information w a s missing for what w a s considered to be an 

unacceptably h i g h number of d e a t h s . A comparison of the 

numbers and time of death was t h e r e f o r e made only for the 

m o n t h s of May, June, August a n d September. Table 62 s h o w s 

the number of d e a t h s for the 12 m o n t h s in e a c h of the years 

1983 and 1 9 8 4 , and for s e v e n months in 1988. S t a t i s t i c s on 

•che n u m b e r s of d e a t h s w e r e not readily accessible to the 

r e s e a r c h e r f o r t h e o t h e r f i v e m o n t h s i n 1 9 8 8 . 

Tables 6 2 : Number of D e a t h s per Month for 1983, 1984 and 

1988, Hospital 1 O n l y : 

Year APR MAY JUN JUL AUG SEP OCT T o t a l 

1 9 8 3 2 3 21 3 2 2 8 3 2 3 0 16 1 8 2 

1 9 8 4 2 7 2 3 21 3 6 3 4 2 0 3 6 197 

1 9 8 8 19 2 4 2 4 17 2 5 11 19 139 

3 5 4 



The s h o w e d t h a t t h e number of d e a t h s for t h e s e s e v e n 

m o n t h s in 1988 w a s s i g n i f i c a n t l y l e s s t h a n for t h e same 

s e v e n months in 1983 a n d 1984 : X= = 10.5; d f = 2; p = 

^•.01. A l t h o u g h f i g u r e s relating t o t h e n u m b e r of a d m i s s i o n s 

w e r e not c o l l e c t e d , it w a s known to t h e r e s e a r c h e r that a 

r e s t r i c t i o n had been placed on t h e a d m i s s i o n of geriatric 

p a t i e n t s in r e s p o n s e to financial s t r i n g e n c i e s in the 

H e a l t h Service. H o w e v e r , a comparison of t h e number of 

d e a t h s o v e r t h e twelve months in each y e a r for 1983, and in 

1 9 8 4 ; and a c o m p a r i s o n o f t h e number of d e a t h s for the 

seven m o n t h s from April to October in each year for 1 9 8 3 , 

J . 9 8 4 and 1 9 8 8 , showed that for none of t h e y e a r s in 

q u e s t i o n did t h e n u m b e r of d e a t h s vary s i g n i f i c a n t l y in 

r e l a t i o n to t h e month of the year. It w a s t h e r e f o r e 

c o n s i d e r e d r e a s o n a b l e to use s t a t i s t i c s for t h e four 

months. M a y , J u n e , August and S e p t e m b e r , in 1 9 8 8 to see 

whether t h e r e w a s a s i gnificant d i f f e r e n c e in t h e number o f 

d e a t h s e x p e r i e n c e d by night s t a f f . T a b l e 6 3 s h o w s the 

d i s t r i b u t i o n of d e a t h s between day and n i g h t s h i f t s , based 

on the null h y p o t h e s i s that d e a t h s w e r e spread e v e n l y and 

there would be n o d i f f e r e n c e between t h e n u m b e r of d e a t h s 

•for d a y o r n i g h t s t a f f : 

Table 6 3 : D i s t r i b u t i o n of D e a t h s B e t w e e n Day and Night 

Shifts : 

Day Night Total T i m e Not Recorded 

Observed 3 8 3 1 6 9 1 0 

Expected 3 4 . 5 3 4 . 5 

- 0 . 7 2 ; Not significant 



No s i g n i f i c a n t d i f f e r e n c e w a s found between t h e n u m b e r of 

d e a t h s o c c u r r i n g on day and night shifts, nor when number 

of d e a t h s w a s recorded and compared in two — hour b l o c k s 

of t i m e o v e r t w e n t y — four hours. T h e a s s u m p t i o n h a s been 

m a d e that t i m e of death h a s been a c c u r a t e l y , or r e l a t i v e l y 

a c c u r a t e l y r e c o r d e d by day and night staff. T h i s m a y not be 

so for the recording of deaths in the night. If the patient 

h a s been settled and is asleep, or assumed a s l e e p , some 

t i m e may well e l a p s e b e f o r e the death is d i s c o v e r e d , and 

t h i s s e e m s m o r e likely to be the c a s e at night than during 

the day. S i m i l a r l y , a v u l n e r a b l e group of staff may b e less 

likely t o know t h e e x a c t time of death b e c a u s e they may be 

less likely to check p a t i e n t s regularly. However, with the 

a p p r o a c h of the m o r n i n g r o u t i n e s , it seems u n l i k e l y that a 

death would not be n o t i c e d b e f o r e day staff c a m e on duty. 

;do w h i l e t h e exact t i m e of d e a t h s over 24 h o u r s may not be 

t o t a l l y r e l i a b l e , t h e way in which they divide b e t w e e n the 

day and night shift should be, b e c a u s e part of t h e r o u t i n e 

would b e to check on p a t i e n t s in order to hand over 

accurate information. 

IT; IS t h e r e f o r e c o n c l u d e d that night staff were not exposed 

to a g r e a t e r n u m b e r of d e a t h s than day staff, and the 

g r e a t e r s t r e s s that they report cannot be explained in this 

way. 

356 



BIBLIOGRAPHY 

A m u l r e e L o r d , E x t o n - S m i t h AN, C r o c k e t t GS. (1951) P r o p e r 

u s e of t h e h o s p i t a l in t r e a t m e n t of t h e aged sick. Lancet ; 

1 : 123-126. 

Ander S, Lindstro/n B, T i b b l i n 5. (1974) Life c h a n g e s in 

r a n d o m s a m p l e s of mi d i e - a g e d men. In: Gunderson EKE, R a h e 

RH eds. L i f e S t r e s s and Illness. S p r i n g f i e l d , I l l i n o i s : 

C h a r l e s C T h o m a s : 121-124. 

A n t o n o v s k y A, K a t s R. (1967) T h e life c r i s i s h i s t o r y as a 

tool in e p i d e m i o l o g i c a l r e s e a r c h . J Health and Social 

Behav; 8: 15-21. 

B a i n e s MJ. (1981) S y m p t o m control in t h e dying p a t i e n t . In; 

S a u n d e r s u, S u m m e r s DH, Teller N eds. H o s p i c e : T h e L i v i n g 

Idea. L o n d o n : Edward A r n o l d : 9 3 - 1 0 1 . 

B a n c r o f t JHJ, S k r i m s h i r e AM, R e y n o l d s F, Simkin S, S m i t h J. 

S e l f — p o i s o n i n g and self — i n j u r y in the Oxford a r e a . B r 

J Prevent and Soc Med ; 29:170-177. 

B a r s t o w J. (198u) S t r e s s v a r i a n c e in h o s p i c e n u r s i n g . N u r s 

O u t l o o k ; Dec: 751-754. 

Benoliel JQ. (1976) O v e r v i e w : C a r e , c u r e and the c h a l l e n g e 

of c h o i c e . In: E a r l e AM, A r g o n d i z z o NT, Kutscher AH e d s . T h e 

N u r s e as C a r e g i v e r for thr Terminal P a t i e n t and h i s F a m i l y . 

New York: C o l u m b i a U n i v e r s i t y P r e s s : 9 - 3 0 . 

B e t t e l h e i m B. (1943) Individual and m a s s b e h a v i o u r in 

e x t r e m e s i t u a t i o n s . J Abnormal Social Psychol; 38: 4 1 7 - 4 5 2 . 

Bowl by J. (19vJo) Child C a r e and t h e Growth of Love. L o n d o n : 

P e n g u i n . 

>57 



B r i e f AP, A l d a g RJ, Van S e l l M, Mel o n e N. ( 1 9 7 9 ) 

A n t i c i p a t o r y s o c i a l i z a t i o n and r o l e s t r e s s among r e g i s t e r e d 

n u r s e s . J H e a l t h and S o c B e h a v ; 2 0 : 1 6 1 - 1 6 6 . 

Brown GW. Meaning M e a s u r e m e n t and S t r e s s of L i f e - E v e n t s . 

Paper p r e s e n t e d t o t h e C o n f e r e n c e on S t r e s s f u l n e s s of 

L i f e - E v e n t s : Their N a t u r e a n d Effects. City U n i v e r s i t y , N e w 

York: J u n e 1973. 

Brown GW, H a r r i s TO. (1978) T h e Social O r i g i n s of 

D e p r e s s i o n . L o n d o n : T a v i s t o c k . 

Bruyn S T . (1966) T h e Human P e r s p e c t i v e in S o c i o l o g y : T h e 

M e t h o d o l o g y of Participant Observation. P r e n t i c e - H a l l . 

Burke RJ, B e l c o u r t ML. (1974) Managerial r o l e s t r e s s and 

c o p i n g responses. J Bus Admin; 5 : 5 5 - 6 8 . Ref i n : Burke JR, 

Weir T. Coping with the s t r e s s of managerial 

occupations:305. In: C o o p e r CL, P a y n e R eds. Current 

C o n c e r n s in O c c u p a t i o n a l Stress.New York:John W i l e y , 1 9 8 0 : 

Burke RJ, Weir T. (1976) Managers" p e r c e p t i o n s of 

e f f e c t i v e , ineffective and n o n - h e l p e r s . J Bus Admin; 6: 

59-/8. Ref in: B u r k e RJ, Weir T. C o p i n g with t h e s t r e s s of 

managerial o c c u p a t i o n s : 3 1 3 . In: C o o p e r CL, P a y n e R eds. 

Current C o n c e r n s i n O c c u p a t i o n a l S t r e s s . New York: John 

W i l e y , 1 9 8 0 : 299-335, 

B u r K e R J , W e i r T , Duncan G. (1976) Informal helping 

p r o c e s s e s i n work s e t t i n g s . Acad Management J ; 19: 

Campbell TW. (19So) Death anxiety on a c o r o n a r y c a r e unit. 

P s y c h o s o m a t i c s ; 21(2): 127-136. 

3 5 8 



C a p l a n G. (1976) T h e f a m i l y a s a support system. In: C a p l a n 

G, Kill ilea M eds. S u p p o r t S y s t e m s and Mutual H e l p -

M u l t i d i s c i p l i n a r y E x p l o r a t i o n s . New York: G r u n e and 

S t r a t t o n ; 19-36. 

C a r t w r i g h t A, H o c k e y L, A n d e r s o n JC. (1973) L i f e B e f o r e 

Death. London: R o u t l e d g e & Kegan Paul. 

C h e r n i s s C. (1980) Staff B u r n o u t - J o b S t r e s s in t h e Human 

Services. Beverly Hills,California: Sage Publications. 

Cobb S. (1976) Social s u p p o r t as a m o d e r a t o r of life 

stress. Psychosom Med; 38(5): 300-314. 

Cohen Jri, L a z a r u s RS. (1973) A c t i v e coping p r o c e s s e s , 

coping d i s p o s i t i o n s and r e c o v e r y from surgery. Ref in: 

Monat A, L a z a r u s R S eds. S t r e s s and C o p i n g . New 

Y o r k : C o l u m b i a U n i v e r s i t y P r e s s , 1977:p 10-11. 

Cohen L, Holliday M. (1982) Statistics for Social 

Scientists - An Introductory Text with Computer Programs in 

Basic. London: Harper and R o w e Ltd. 

Colligan MJ, Smith MJ, Hurrell JJ. (1977) Occupational 

incidence rates of mental disorder. J Human Stress; 3(3): 

34-42. 

Crown S, Crisp AH. (1966) A short clinical d i a g n o s t i c 

self-rating scale for psychoneurotic patients - The 

Middlesex Hospital Q u e s t i o n n a i r e . Br J Psychiatry; 112: 

917-923. 

Cull en MF. (1983) N u r s i n g c a r e . In: Denham MJ ed. C a r e of 

t h e L o n g - S t a y E l d e r l y P a t i e n t . London: Croom Helm; 4 2 - 7 0 . 

C u n d e y B. (1981) Coping with d e a t h - A time of s t r e s s . 

N u r s i n g M i r r o r ; J u n e 3rd: 23-24. 



Denham MJ e d . ( 1 9 8 3 ) C a r e of t h e Long-Stay E l d e r l y Patient. 

L o n d o n : Croom Helm. 

Denton JA, W i s e n b a k e r Jr. VB. (1977) Death e x p e r i e n c e and 

death a n x i e t y among n u r s e s and n u r s i n g s t u d e n t s . N u r s Res; 

26(1): 6 1 — 6 4 . 

D e r o g a t i s LR, Lipman R S , C o v i L. (1973) SCL-90: An 

o u t p a t i e n t p s y c h i a t r i c r a t i n g scale. P h a r m a c o l Bull; 9: 

13-17. 

D o h r e n w e n d BS. (1973) Life e v e n t s a s s t r e s s o r s : A 

m e t h o d o l o g i c a l i n q u i r y . J H e a l t h and S o c B e h a v ; 14: 

167-175. 

D o h r e n w e n d BP. (1974) P r o b l e m s in d e f i n i n g and samplinq t h e 

in I r e l e v a n t p o p u l a t i o n of stressful l i f e events. 

D o h r e n w e n d BS, D o h r e n w e n d BP eds. Stressful Life 

E v e n t s - T h e i r N a t u r e and Effects. New York: John Wiley: 

275—310 . 

D o n o v a n MI. (1981) S t r e s s at work: Cancer n u r s e s r e p o r t . 

O n c o l o g y N u r s i n g Forum; 8(2): 22-25. 

u u x b u r y ML, T h i e s s e n V. (1979) Staff n u r s e t u r n o v e r in 

neonatal i n t e n s i v e c a r e units. J Advanced Nursing; 4: 

591-602. 

Earle AM, A r g o n d i z z o N T , K u t s c h e r AH eds. (1976) The N u r s e 

as c a r e g i v e r . New York; C o l u m b i a U n i v e r s i t y Press. 

E p t i n g SP. (1981) C o p i n g w i t h stress t h r o u g h peer support. 

T o p i c s in C l i n i c a l Nursing; 2(4): 47-59. 

E x t o n - S m i t h AN. (1961) Terminal i l l n e s s in t h e aged. 

L a n c e t ; 2: 305-308. 

560 



E x t o n - S m i t h AN, C r o c k e t t GS. (1949) T h e chronic s i c k u n d e r 

new m a n a g e m e n t . Lancet; 1: 1016-1018. 

Feifel H. (1956) Older p e r s o n s look at death. G e r i a t r i c s ; 

11: 127-130. 

Feifel H ed. (1965) T h e M e a n i n g of Death. New York: 

M c G r a w - H i 1 1 . 

Fenz WD. (1975) S t r a t e g i e s for coping with stress. In: 

S a r a s o n I, S p i e l b e r g e r C D eds. S t r e s s and A n x i e t y , V o l II. 

New York: J o h n Wiley: 

F i n l a y s o n A. (1976) Social n e t w o r k s as coping r e s o u r c e s . 

Soc S c i and Med; 10; 9 7 - 1 0 3 . 

Firth H. (1982) What m a k e s for good staff s u p p o r t : 

R e s e a r c h R e p o r t 2. (Unpublished) 

Folta JR. (1963) N u r s e s p e r c e p t i o n s of role r e q u i r e m e n t s 

and r o l e action in s i t u a t i o n s i n v o l v i n g death in h o s p i t a l s . 

U n p u b l i s h e d PhD Thesis; U n i v e r s i t y of W a s h i n q t o n . 

Freud S. (1952) A General I n t r o d u c t i o n to P s y c h o a n a l y i s . 

New York: W a s h i n g t o n S q u a r e Press. (Originally p u b l i s h e d 

1900) 

F r e u d e n b e r g e r HJ. (1975) T h e staff burnout s y n d r o m e in 

a l t e r n a t i v e i n s t i t u t i o n s . P s y c h o t h e r a p y ; Spring: 73-02. 

F r i e d e n b e r g EC. (1976) C o n t i n u i n g e d u c a t i o n in ageing and 

long - term c a r e . In; E a r l e AM, A r g o n d i z z o N T , K u t s c h e r AH 

eds. The N u r s e as C a r e g i v e r . New York: C o l u m b i a U n i v e r s i t y 

P r e s s : 2 1 8 - 2 2 5 . 

361 



Friel ii, Tehan CB. (1980) C o u n t e r a c t i n g b u r n o u t for t h e 

h o s p i c e c a r e - g i v e r . C a n c e r Nursing; August: 285-293. 

G i b b s HW, A c h t e r b e r g - L a w l i s J. (1978) Spiritual v a l u e s 

and death a n x i e t y : I m p l i c a t i o n s for c o u n s e l l i n g with 

terminal c a n c e r p a t i e n t s . J Counselling P s y c h o l o g y ; 25(6): 

5 6 3 - 5 6 9 . 

ulaser BG, S t r a u s s AL. (1965) A w a r e n e s s of Dying. 

H a w t h o r n e , N e w York: A l d i n e P u b l i c a t i o n s . 

G o l d b e r g D P . (1972) T h e D e t e c t i o n of P s y c h i a t r i c Illness by 

Q u e s t i o n n a i r e . O x f o r d U n i v e r s i t y Press. 

G o r e S. ( 1 9 7 8 ) The effect of s o c i a l support in moderating 

rhe h e a l t h c o n s e q u e n c e s of u n e m p l o y m e n t . J Health and Soc 

B e h a v ; 19 ( J u n e ) : 1 5 7 - 1 6 5 . 

Gow CM, W i l l i a m s JI. (1977) Nurses' a t t i t u d e s toward death 

and dying: A c a u s a l i n t e r p r e t a t i o n . Soc Sci and Med; 11: 

1 9 1 - 1 9 8 . 

Gow K. (1982)How N u r s e s ' E m o t i o n s A f f e c t P a t i e n t C a r e . New 

York: S p r i n g e r . 

G u n d e r s o n tir-.E, R a h e RH eds. (1979) L i f e S t r e s s and Illness. 

S p r i n g f i e l d : Thomas. 

Gurin u, Veroff J, Feld S. (1960) A m e r i c a n s View Their 

Mental H e a l t h . N e w York: B a s i c Books. 

Hail DT. (1972) A model of role c o n f l i c t : The role 

b e h a v i o u r of c o l l e g e educated w o m e n . A d m i n Sci Q; 17: 

4/1—486. Ref in: B u r k e RJ, Weir T. Coping with the s t r e s s 

of m a n a g e r i a l o c c u p a t i o n s : 306—307. In: C o o p e r CL, Payne R 

eds. C u r r e n t C o n c e r n s in Occupational Stress. N e w York: 

John Wiley: 2 9 9 - 3 3 5 . 



Hartl DE. (1979) S t r e s s m a n a g e m e n t and t h e nurse. A d v a n c e s 

in N u r s Sci; 1(4): 91-100. 

Hay D, Oken D. (1972) T h e p s y c h o l o g i c a l s t r e s s of i n t e n s i v e 

c a r e n u r s i n g . P s y c h o s o m a t i c M e d i c i n e ; 34(2); 109-118. 

H e r r i c k N. (1972) W h e r e H a v e All t h e R o b o t s G o n e ? N e w Y o r k : 

F r e e Press. 

Hinton JH. (1963) T h e physical and mental d i s t r e s s of t h e 

dying. Q u a r t e r l y J M e d i c i n e ; 32: 1-21. 

H o d k i n s o n HM. (1981) An O u t l i n e of Geriatrics. L o n d o n : 

A c a d e m i c Press. 

H o l m e s TH, M a s u d a M. (1974) L i f e c h a n g e and i l l n e s s 

s u s c e p t i b i l i t y . In: D o h r e n w e n d BS, Dohrenwend B P eds. 

Stressful L i f e Events: Their N a t u r e and Effects. N e w Y o r k : 

John Wiley: 45-72. 

Hopping BL. (1977) N u r s i n g students' a t t i t u d e s t o w a r d 

death. N u r s Res; 26(6): 443—447. 

Howard JH, R e c h n i t z e r PA, C u n n i n g h a m DA. (1975) C o p i n g with 

job t e n s i o n - e f f e c t i v e and i n e f f e c t i v e methods. P u b l i c 

S e r v i c e M a n a g e m e n t ; 4: 3 1 7 - 3 2 6 . 

H u d g e n s RW. (1974) Personal c a t a s t r o p h e and d e p r e s s i o n ; A 

c o n s i d e r a t i o n of the s u b j e c t with r e s p e c t to m e d i c a l l y ill 

a d o i e s c e n t s , a n d a r e q u i e m for r e t r o s p e c t i v e l i f e — e v e n t 

s t u d i e s . In: D o h r e n w e n d BS, D o h r e n w e n d BP eds. S t r e s s f u l 

L i f e E v e n t s : Their N a t u r e and Effects. New York: J o h n 

Wiley: 119-134. 

J a c k s o n V. (1980) R e d u c i n g job s t r e s s by open m e e t i n g s . 

N e p h r o l o g y N u r s e ; N o v / D e c : 32-34. 

563 



J a n i s J L . (1958) P s y c h o l o g i c a l S t r e s s - P s y c h o a n a l y t i c a l 

and B e h a v i o u r a l S t u d i e s of Surgical Patients. N e w York: 

John Wiley. 

Johnson JE. (1975) S t r e s s r e d u c t i o n through sensation 

i n f o r m a t i o n . In; S a r a s o n IG, S p i e l b e r g e r CD eds. S t r e s s and 

A n x i e t y , V o l II . N e w York: John W i l e y : 

Johnson JH, Sarason IG. (1979) R e c e n t d e v e l o p m e n t s in 

research on life stress. In: H a m i l t o n V , Warburton DM eds. 

Human S t r e s s and C o g n i t i o n . C h i c h e s t e r : John Wiley: Ch 7. 

Johnson MN. (1979) A n x i e t y / s t r e s s and the e f f e c t s on 

d i s c l o s u r e between n u r s e s a n d p a t i e n t s . Adv N u r s Sci; 1: 

1 — 2 0 . 

Jung CG. (1965) The soul and death. In: Feifel H ed. T h e 

Meaning of D e a t h . N e w York: M c G r a w - H i 1 1 : 3 - 1 5 . 

r-.ahn RL. (1970) Conf 11 ct;, amdi gui ty and over 1 oad: T h r e e 

e l e m e n t s in Job s t r e s s . O c c u p a t i o n a l Mental H e a l t h ; 3: 2-9. 

K a s p e r AM. (1965) The d o c t o r and d e a t h . In: Fiefel H e d . 

The Meaning of D e a t h . New Y o r k : McGraw-Hi11:259-270. 

r.astenbaum R. (1977) D e a t h and d e v e l o p m e n t through the life 

span. In: Fiefel H ed. N e w M e a n i n g s of Death. New York: 

M c G r a w - H i l l : 17-45. 

Knight M, Field D . (1981) A silent c o n s p i r a c y : Coping w i t h 

d y i n g c a n c e r p a t i e n t s on an acute surgical ward. J Adv 

N u r s ; 6 : 2 2 1 - 2 2 9 . 

Kramer M. (19/4) R e a l i t y Shock — W h y N u r s e s L e a v e Nursing. 

St. Louis: CV M o s b y Co. 

3 6 4 



Kubler R o s s E. ( 1 9 7 0 ) On D e a t h and D y i n g . L o n d o n : 

T a v i stock. 

Kurlychek R. (1978/9) A s s e s s m e n t of a t t i t u d e s toward d e a t h 

and dying: A critical r e v i e w of s o m e a v a i l a b l e m e t h o d s . 

Omega; 9: 37-47. 

Lacey JI. (1949) Individual d i f f e r e n c e s in somatic r e s p o n s e 

p a t t e r n s . J Comp Physiol P s y c h o l ; 43: 338-350-

Langner TS. (1962) A t w e n t y - t w o item s c r e e n i n g s c o r e of 

p s y c h i a t r i c s y m p t o m s indicating impairment. J Health and 

Human Behav; 3 (Winter): 2 6 9 - 2 7 6 . 

Langner TS, Michael ST. (1963) L i f e S t r e s s and Mental 

H e a l t h : The M i d t o w n M a n h a t t e n Study, Vol II. New York: F r e e 

P r e s s of Glencoe. 

L a t t a n e r B, H a y s l i p B. (1984—5) O c c u o a t i o n — r e l a t e d 

d i f f e r e n c e s in l e v e l s of d e a t h anxiety. Omega; 15(1): 

Leatt P, Schneck R. (1980) D i f f e r e n c e s in stress p e r c e i v e d 

by head n u r s e s a c r o s s s p e c i a l i t i e s . J Adv Nurs; 5(1): 

3 1 - 4 6 . 

L e i g h t o n DC, H a r d i n g JS, Macklin DB, M a c M i l l a n AM, Leighton 

AH. (1963) T h e C h a r a c t e r of D a n g e r . N e w York: B a s i c Books. 

Lester D. (1984-5) T h e fear of death,sex and a n d r o g e n y : A 

b r i e f n o t e . Omega; 1 5 ( 3 ) : 2 7 1 - 2 7 4 . 

Levi L. (1977) P s y c h o s o c i a l s t r e s s and disease: A 

c o n c e p t u a l model. In G u n d e r s o n EKE, Rahe RH eds. L i f e 

S t r e s s and Illness. S p r i n g f i e l d ; T h o m a s : 8 - 3 3 . 



Lin N, Ensel WM, S i m e o n s RS, Kuo W. (1979) Social support, 

stressful l i f e — e v e n t s and illness. J Health and Soc Behav; 

2 0 ( 2 ) : 1 0 8 - 1 1 9 . 

L i n d e m a n n E. (1944) S y m p t o m a t o l o g y and m a n a g e m e n t of acute 

grief. Am J P s y c h i a t r y ; 101: 141-148. 

L o n e t t o R, Fleming S, M e r c e r GW. (1979) T h e s t r u c t u r e of 

d e a t h a n x i e t y : A factor analytic s t u d y . J P e r s o n a l i t y 

A s s e s s m e n t . 43(4): 3 3 8 - 3 9 2 . 

L o n s d a l e G. ( 1 9 7 9 ) H e l p i n g P a r e n t s a t t h e Birth and Death 

of their H a n d i c a p p e d C h i l d . In: L o n s d a l e G, Elfer P, 

Ballard R eds. C h i l d r e n Grief and Social Work. The 

P r a c t i c e of S o c i a l Work ( 4 ) . O x f o r d ; B a s i l Blackwell. 

L y o n s TF. (1971) R o l e c l a r i t y , need for clarity, 

s a t i s f a c t i o n , tension and w i t h d r a w a l . O r g a n i z a t i o n a l 

B e h a v i o u r and Human Performance; 6: 99-110. 

McGrath JE. ( 1 9 7 0 ) Social and P s y c h o l o g i c a l F a c t o r s in 

Stress. New York: Holt R i n e h a r t and Winston. 

M c K i n l a y JB. (1973) Social networks,lay c o n s u l t a t i o n s a n d 

h e l p - s e e k i n g behaviour. S o c i a l Forces; 51: 275-292. 

M c M o r d i e WR. ( 1 9 7 9 ) Improving measurement o f d e a t h anxiety. 

P s y c h o l R e p o r t s ; 44: 975-980. 

Manning M. ( 1 9 8 4 ) The H o s p i c e A l t e r n a t i v e : L i v i n g with 

D y i n g . L o n d o n : Souvenir Press. 

Maslach C. (1976) Burned out. Human Behav; 5: 16—22. 

M a s l a c h C, J a c k s o n S. (1979) Burned out c o p s and their 

f a m i l i e s . P s y c h o l o g y T o d a y ; May: 5 8 - 6 2 . 

3 6 6 



M a s o n JW. (1975) A historical v i e w of t h e s t r e s s field -

Part II. J Human Stress; 1 (June): 22-36. 

M e c h a n i c D. (1970) S o m e p r o b l e m s in d e v e l o p i n g a social 

p s y c h o l o g y o f a d a p t a t i o n to stress. In: McGrath J E e d . 

Social and P s y c h o l o g i c a l F a c t o r s in Stress. New York: Holt 

R i n e h a r t and Winston: 

M e i c h e n b a u m D. (1975) A s e l f - i n s t r u c t i o n a l a p p r o a c h to 

s t r e s s m a n a g e m e n t : A proposal for s t r e s s i n o c u l a t i o n 

t r a i n i n g . In: S p i e l b e r g e r CD, S a r a s o n IG eds. S t r e s s and 

A n x i e t y Vol I. New York: John W i 1 e y : 2 3 7 — 2 6 3 . 

M e n z i e s Isabel EP. (1970) T h e F u n c t i o n i n g of Social S y s t e m s 

as a D e f e n c e A g a i n s t Anxiety. London; Tavistock I n s t i t u t e 

of H u m a n R e l a t i o n s . 

M e t t l i n C, Woelfel J. (1974) Interpersonal i n f l u e n c e and 

s y m p t o m s of stress. J Health and Soc Behav; 15(4): 3 1 1 - 3 1 9 . 

Mohl PC, D e n n y NR, M o t e TA, C o l d w a t e r C . (1982) Hospital 

unit s t r e s s o r s that affect n u r s e s : P r i m a r y task v s social 

f a c t o r s . P s y c h o s o m a t i c s ; 23(4): 366-374. 

M o n a t A, L a z a r u s RS. (1977) S t r e s s and Coping. New York: 

C o l u m b i a U n i v e r s i t y Press. 

Moser DH, K r i k o r i a n DA. (1982) S a t i s f a c t i o n and s t r e s s 

i n c i d e n t s r e p o r t e d by h o s p i c e n u r s e s : A pilot study. N u r s i n g 

L e a d e r s h i p ; 5(4): 9 - 1 7 . 

M y e r s JK, L i n d e n t h a l JJ, Pepper MP, O s t r a n d e r DR. (1972) 

L i f e e v e n t s and mental status:A longitudinal study- J 

H e a l t h and Soc Behav; 13: 398-406. 

3 6 7 



Nichols KA, Springford V, S e a r l e J . ( 1 9 8 1 ) An i n v e s t i g a t i o n 

of d i s t r e s s and d i s c o n t e n t in v a r i o u s t y p e s o f nursing. J 

Adv Nurs; 6: 3 1 1 - 3 1 8 . 

N o r u s i s MJ. (1983) SPSSX — Introductory S t a t i s t i c s Guide. 

New York: M c G r a w - H i l l . 

N u c k o l l s KB, C a s s e l l J, Kaplan BH. (1972) Psychosocial 

a s s e t s , l i f e crisis and t h e prognosis of p r e g n a n c y . Am J 

E p i d e m i o l o g y ; 9 5 : ( 5 ) : 431-441. 

•PCS. (1984) M o r t a l i t y S t a t i s t i c s for England and Wales. 

HMSO. 

O P C S . (1985) M o r t a l i t y S t a t i s t i c s for England and W a l e s . 

HMSO. 

•PCS M o n i t e r (1985) R e g i s t r a r G e n e r a l ' s weekly return f o r 

E n g l a n d and Wales. HMSO. 

•PCS M o n i t e r . (1986) R e g i s t r a r G e n e r a l ' s weekly r e t u r n f o r 

England and W a l e s . HMSO. 

QPC3 M o n i t e r . (1937) R e g i s t r a r G e n e r a l ' s weekly return for 

England a n d Wales. HMSO. 

•skins SL. (1979) Identification of situational s t r e s s o r s 

ana coping m e t h o d s b y intensive c a r e nurses. Heart and 

L u n g ; (Sept-Oct); 8(3): 953-960. 

r a r a s u r a m a n S, A l u t t o JA. (1981) An e x a m i n a t i o n o f the 

o r g a n i z a t i o n a l a n t e c e d e n t s of s t r e s s o r s at work. Acad of 

M a n a g e m e n t J; 2 4 ( 1 ) : 48-67. 

P a r k e s CM. (1975) B e r e a v e m e n t : S t u d i e s of Grief in Adult 

Life. L o n d o n : P e n g u i n Books. 

3 6 8 



P a r k e s KR. (1980a) Occupational s t r e s s among student n u r s e s 

- I: A c o m p a r i s o n of medical and surgical wards. N u r s i n g 

Times: O c c a s i o n a l Papers; 76(25): 113-116. 

(1930b) O c c u p a t i o n a l s t r e s s among student n u r s e s 

— I I : A c o m p a r i s o n of m a l e and f e m a l e wards. N u r s i n g 

T i m e s : O c c a s i o n a l Papers; 76(26): 1 1 7 — 1 1 9 . 

P a y k e l E3, M y e r s JK, Dienelt MN, K l e r m a n GL, Lindenthal JJ, 

Pepper MP. (1969) L i f e e v e n t s and d e p r e s s i o n : A c o n t r o l l e d 

study. Arch Gen P s y c h i a t r y ; 21: 7 5 3 — 7 6 0 . 

P a y k e l E S , Prusoff BA, U h l e n h u t h EH. (1971) Scaling of l i f e 

events. Arch Gen P s y c h i a t r y ; 25: 340-347. 

P a y k e l ES, U h l e n h u t h EH. (1972) Rating the m a g n i t u d e of 

life s t r e s s . Canad P s y c h i a t r i c A s s o c J; 17: ss 93-100. 

Paykel ES, M c G u i n e s s B, Comez J. (1975,Sept) An A n g l o -

A m e r i c a n C o m p a r i s o n of t h e S c a l i n g of L i f e E v e n t s . 

U n p u b l i s h e d MS. 

P a y n e R. (1980) O r g a n i z a t i o n a l S t r e s s and social s u p p o r t . 

In: C o o p e r CL, P a y n e R eds. Current C o n c e r n s in 

O c c u p a t i o n a l S t r e s s . New York: John Wiley: 269-298. 

Pearl in LI. (1962) A l i e n a t i o n from work:A study of n u r s i n g 

p e r s o n n e l . Am Sociol Review; 27: 3 1 4 - 3 2 6 . 

P e a r l i n LI, S c h o o l e r C . (1978) T h e s t r u c t u r e of c o p i n g . J 

Health and Soc Behav; 19(1): 2 - 2 1 . 

Pearl man J, S t o t s k y BA, D o m i n i c k JR. (1969) A t t i t u d e s 

toward d e a t h among n u r s i n g h o m e personnel. J G e n e t i c 

P s y c h o l o g y ; 114: 63-75. 

569 



Pollack Jerrold M. (1979) Correlates of death anxiety. 

Omega; 10 (2): 97 - 121. 

Quint JC. (1973) The Nurse and the Dying Patient. New 

Yor k: MacMillan. 

Rahe RH. (1972) S u b j e c t s r e c e n t life c h a n g e s and their 

near— f u t u r e i l l n e s s reports. Annals of C l i n i c a l R e s e a r c h ; 

4: 2 5 0 - 2 6 5 . 

Rahe RH, Arthur RJ. (1968) L i f e change p a t t e r n s surrounding 

illness experience. J Psychsom Res; 11: 341-345. 

Rahe RH, Romo M. (1974) Recent life c h a n g e s and the onset 

o f myocardial i n f a r c t i o n and coronary death in Helsinki. 

In: Gunderson EKE, Rahe RH eds. L i f e Stress and Illness. 

S p r i n g f i e l d : Thomas:105—124. 

Revans RW. (1976) Action Learning in Hospitals. London: 

McGraw—Hi 1 1 . 

Reynolds DK, Kalish RA. (1974) Work r o l e s in d e a t h - r e l a t e d 

o c c u p a t i o n s . J Vocational Behav; 4: 223-235. 

R i z z o JR, House RT, Lirtzman SI. (1970) Role conflict and 

a m o i q u i t y in complex orqanizations. Admin Sci Q u a r t e r l y ; 

Ross CW. ( 1 9 7 8 ) Personal death concerns and responses to 

dyinq patient s t a t e m e n t s . Nurs Res; 2 7 ( 1 ) : 64—68. 

Ross C, Mirowsky J. (1979) A comparison of life—event 

weighting schemes - change, undesirabi1ity a n d effect -

proportional indices. J Health and Soc Behav; 20: 1 6 6 — 1 7 7 . 

3 7 0 



Ryder CF, R o s s DM. (1977) Terminal care - Issues and 

alternatives. Public Health Reports; 92(1) 20—29. 

Sales SM. (1970) Some e f f e c t s of role overload and role 

underload. Organizational Behav and Human Performance; 5 : 

5 9 2 - 6 0 8 . 

S a r a t a B P , J e p p e s o n JC. (1977) Job design and staff 

satisfaction in human s e r v i c e settings. Am J Community 

P s y c h o l g y ; 5 ( 2 ) : 2 2 9 - 2 3 6 . 

S a u n d e r s C. (1977) They live. In: Feifel H ed. New M e a n i n g s 

of Death. New York: M c G r a w — H i l l : 1 5 3 — 1 7 9 . 

Saunders C, Walsh TD, Smith M. ( 1 9 8 1 ) Hospice care in motor 

neuron disease. In: S a u n d e r s D a m e C, Summers DH, Teller N 

eds. Hospice:The Living Idea. London: Edward 

Arnold: 1 2 6 - 1 5 5 . 

Schaefer C, C o y n e JC, Lazarus RS. ( 1 9 8 1 ) H e a l t h - r e l a t e d 

functions of social support. J Behavioural Medicine; 4(4): 

3 8 1 - 4 0 6 . 

Schilling DS. (1975) T y p e s of a n x i e t y and t y p e s of 

stressors as r e l a t e d to p e r s o n a l i t y . In: Spielberger CD, 

Sarason I e d s . Stress and A n x i e t y Vol 1:279-283. 

Sells SB. ( 1 9 7 0 ) On t h e n a t u r e of stress. In: McGrath JE 

ed. Social and Psychological F a c t o r s in Stress. New Y o r k : 

Holt R i n e h a r t and W i n s t o n : 

Selye H. ( 1 9 7 4 ) Stress Without Distress. Philadelphia: 

Li ppincott. 

(1979) The s t r e s s concept and some of its 

implications. In: Hamilton V , Warburton DM eds. Human 

Stress and Cognition - An Information—Processing Approach. 

Chichester: John Wiley: 

371 



S h e e h a n DV, O'Donnell J, Fitzgerald A, Hervig L, Ward H. 

(1981-2) P s y c h o - s o c i a l p r e d i c t o r s of a c c i d e n t / e r r o r r a t e s 

in n u r s i n g s t u d e n t s : A p r o s p e c t i v e s t u d y . Intl J P s y c h i a t r y 

in M e d i c i n e ; 1 1 ( 2 ) : 1 2 5 - 1 3 6 . 

S h e p h e r d DM, B a r r a c l o u g h BM. (1979) Help f o r t h o s e b e r e a v e d 

by s u i c i d e . Brit J S o c i a l Work; 9 (1): 67-74. 

^ i n g i e t o n WT. (1974) C o m m e n t . In: Gunderson EKE, Rahe RH 

eds. L i f e S t r e s s and I l l n e s s . S p r i n g f i e l d , I l l i n o i s : C h a r l e s 

C T h o m a s : 3 4 - 4 0 . 

S k i n n e r K. (1980) Support g r o u p s for ICU nurses. N u r s i n g 

O u t l o o k ; May: 296-299. 

Stedeford A. (1984) F a c i n g Death — P a t i e n t s , F a m i l i e s and 

P r o f e s s i o n a l s . London: Heinemann. 

Stehle J L . (1981) C r i t i c a l c a r e n u r s i n g stress:The f i n d i n g s 

r e v i s i t e d . N u r s R e s ; 30(3): 1 8 2 - 1 8 6 . 

S t e i n e r ID. (1970) S t r a t e g i e s f o r c o n t r o l l i n g stress in 

i n t e r p e r s o n a l s i t u a t i o n s . In : McGrath JE e d . S o c i a l and 

P s y c h o l o g i c a l F a c t o r s in S t r e s s . New York; M c G r a w - H i l l : 

steriinq ijj, W e i n k a m J J. (1976) Smoking c h a r a c t e r i s t i c s by 

type o f e m p l o y m e n t . J Occupational M e d i c i n e ; 18(11): 

S t e w a r t BE, M e y e r o w i t z BE,Jackson LE, Y a r k i n KL, H a r v e y JH. 

(1982) P s y c h o l o g i c a l s t r e s s associated w i t h o u t p a t i e n t 

o n c o l o g y n u r s i n g . C a n c e r N u r s i n g ; O c t : 383-387. 

Stoller ED. (198u) E f f e c t o f e x p e r i e n c e on nurses' 

r e s p o n s e s to dying and death in a hospital s e t t i n g . N u r s 

Res; 29(1): 35-38. 

3 7 : 



T e m p l e r DI. (1970) T h e c o n s t r u c t i o n and v a l i d a t i o n of a 

death a n x i e t y scale. J General P s y c h o l o g y ; 82: 165—177. 

Templer DI,Ruff CF, F r a n k s CM. (1971) Death a n x i e t y : A g e , s e x 

and parental r e s e m b l a n c e in d i v e r s e p o p u l a t i o n s . 

D e v e l o p m e n t a l P s y c h o l o g y ; 4(1): 108. 

Templer DI, L e s t e r D. (1974) An MMPI s c a l e -for a s s e s s i n g 

death anxiety. P s y c h o l o g i c a l Reports; 34: 238. 

Theorell T, R a h e RH. (1974) P s y c h o s o c i a l c h a r a c t e r i s t i c s o-f 

s u b j e c t s with myocarial infarction in Stockholm. In: 

G u n d e r s o n EKE, R a h e RH eds. L i f e S t r e s s and Illness. 

S p r i n g f i e l d : T h o m a s : 90-104. 

T h o m a s VM. (1983) H o s o i c e nursing - Reaping t h e 

r e w a r d s , d e a l i n g with t h e stress. G e r i a t r i c N u r s i n g ; 

Jan/Feb: 22—27. 

Thompson JW. (1980) "Burnout" in group h o m e h o u s e p a r e n t s . 

Am J P s y c h i a t r y ; 1 3 7 ( 6 ) : 710-714. 

Tillich P. ( 1 9 6 5 ) The eternal now. In: Feifel H ed. T h e 

Meaning of Death. New York: iicSraw—Hi 11 : 30—38. 

T i m e s The. A m e r i c a n A s s o c i a t i o n , M o n d a y January 16th. 

1 9 8 9 . P o s i t i v e t h o u g h t and less s t r e s s may curb Aids, say 

s c i e n t i s t s . 

Vachon MLS. (1978) M o t i v a t i o n and s t r e s s experienced by 

^ ci ; working w i t h the t e r m i n a l l y ill. D e a t h education; 

2 ( 1 - 2 ) : 1 1 3 - 1 2 2 . 

Vachon MLS, L y a l l WAL, F r e e m a n SJJ. (1970) M e a s u r e m e n t and 

m a n a g e m e n t of s t r e s s in h e a l t h p r o f e s s i o n a l s working with 

advanced c a n c e r p a t i e n t s . Death E d u c a t o n ; 1: 363—375. 

3 7 3 



Vachon MLS. (1987) O c c u p a t i o n a l S t r e s s in the C a r e o f t h e 

C r i t i c a l l y 111,the D y i n g and t h e Bereaved. Washington: 

H e m i s p h e r e . 

Wahl CW. ( 1 9 6 8 ) T h e fear of d e a t h . In: Feifel H ed. The 

M e a n i n g of D e a t h . New York: M c G r a w - H i l l : 1 6 - 2 9 . 

Warren J J . ( 1 9 8 2 ) D e v e l o p i n g a s t r e s s m a n a g e m e n t p r o g r a m m e . 

D e v e l o p m e n t s of Critical C a r e Nursing; Sept 

307-312. 

Weiner MF, Caldwell i. (1981) S t r e s s e s and coping in ICU 

nursing : II. N u r s e s u p p o r t groups on i n t e n s i v e c a r e u n i t s . 

G e n e r a l H o s p i t a l P s y c h i a t r y ; 3: 129-134. 

Wilson CM. ( 1 9 8 3 ) S t r e s s in H o s p i c e Nursing. U n p u b l i s h e d 

MSc. i h e s i S q D e p t . o f P s y c h o l o g y , U n i v e r s i t y o f B i r m i n g h a m . 

W o l f f CT, F r i e d m a n SB, H o f e r MA, Mason JW. ( 1 9 6 4 ) 

Meiationship b e t w e e n p s y c h o l o g i c a l defenses and mean 

u r i n a r y 1 7 - h y d r o x y c o r t i c o s t e r o i d e x c r e t i o n r a t e s : I . A 

p r e d i c t i v e s t u d y o f p a r e n t s o f f a t a l l y i l l c h i l d r e n . 

P s y c h o s o m Med; 2 6 : 576-591. 

W y l e r AR, Masuda M , H o l m e s TH. (1971) 

events and seriousness of i l l n e s s . P s y c h o s o m Med; 

11 e 

374 


