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PREFACE 

Two years' work on an acute care medical unit was 

the impetus for this study. Observing the interactions of 

nurses with dying patients, it became obvious that nurses 

play a central role in the complex dynamics involving 

dying patients, their families, and medical personnel. 

This role is often stressful. 

Nurses are accustomed to working with patients who 

experience physical and emotional stress as an integral 

part of their illnesses; it is very common for them to 

focus primarily on relieving their patients' stress while 

ignoring or denying their own. However, nurses are learn

ing that they, too, must feel cared for in order to gene

rate energy for patient care. 

The stress for nurses that surrounds the dying 

process in an acute care setting is a timely area of study. 

Many of the articles written about dying focus on helping 

nurses to understand patients' experiences in working with 

dying patients. Their attitudes and reactions not only 

have a significant impact on patients, but also influence 

their perceptions of their roles as challenging and stimu

lating or as emotionally draining. 

The nurses contacted for participation in this 

study responded to the questionnaire with enthusiasm and 
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interest. This was reflected in the high percentage of 

returns in the survey and in the comments of the respon

dents. One nurse wrote, "Thank you for taking the time to 

deal with these issues." 

I would like to acknowledge all of the nurses who 

responded to this survey and thank them for their coopera

tion and assistance in completing the study. I appreciated 

the enthusiastic response from the Nursing Directors at 

all of the hospitals involved, and thank them for their 

help in so promptly obtaining the participants. Their 

interest and concern over the issues this study raises was 

encouraging. 

A special thanks goes to the nurses who completed 

the pilot study. With their help I found a way to organize 

this survey, and the information that they supplied was a 

major source in clarifying nurses' concerns about working 

with dying patients. 

I owe many thanks to Philip Lauver, my advisor, 

for his encouragement and support and for his suggestions 

and ideas to refine this study, and to the other members 

of my committee, Elizabeth Yost and Roger Daldrup. I 

appreciated their support and their valuable suggestions. 

To Myra Levenson I extend my appreciation for her 

help in editing this manuscript. 

I thank Joan Farmer, my typist, for her valuable 

help with format and organization of this paper. 
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ABSTRACT 

Two research questions in this survey of 126 nurses 

from high death areas in eight hospitals were designed to 

identify stress factors that influence nurses working with 

dying patients and coping strategies used in dealing with 

stress. 

Responses to the 57-item questionnaire were based 

on a Likert scale in order of frequency of occurrence. 

Results were ranked by mean in order of priority. 

Results demonstrated that social value of the 

patient, withheld information, maintaining life by extra

ordinary means, and involvement with relatives were sig

nificant stress factors. Two-thirds of the respondents 

frequently sought support from their co-workers when 

stressed. Frequent patient-related behavior included 

staying with the patient, touching, encouraging indepen

dence, encouraging tears, and focusing on physical needs. 

Relationships between stress frequency and level of educa

tion and years of experience were not significant. Nurses 

who attended death and dying courses and those who did not 

were found to be similar. 
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CHAPTER 1 

INTRODUCTION 

Statement of the Problem 

During the last 12 years, there has been an 

increased awareness in the attitudes of doctors and nurses 

toward death and the dying patient. Studies have shown 

that despite their frequent contact with death and dying, 

nurses and doctors often have a difficult time coping with 

death (Glaser & Strauss, 1965; Quint, 1967). Acceptable 

strategies for medical personnel to avoid the pain and 

anxiety of death include controlling their feelings, 

developing a professional detachment that helps them to 

withdraw emotionally from patients, and focusing on rituals 

and tasks instead of people. 

Our society denies death, and we have few cultural 

rituals and coping mechanisms for dealing with death. We 

admire youth and health, and our technology prolongs life 

and keeps people more healthy than in our grandparents' 

time. Whereas two generations ago it was more common for 

a person to die at home of natural causes, surrounded by 

family and friends, today death has become an unnatural 

process; the severely ill person is removed from his/her 

familiar environment and rushed to the emergency room or 
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intensive care unit, often to experience a prolonged, 

unatural death surrounded by machines, pumps, and tubes. 

In some cultures death is a part of everyday life, but in 

our culture we hide illness and death in institutions. 

The average person first faces a primary death at age 35, 

with no coping mechanisms to deal with it (Schultz, 1979 ). 

Nurses enter the field from this background of 

socialization and find themselves ill-prepared by life 

experiences and professional education to cope with the 

stresses of caring for the dying patient. Those who work 

in intensive care, coronary care, emergency room, and 

other high death areas, with their emphasis on saving life 

and with their continual exposure to patients in various 

stages of uncertainty, have an even more difficult time 

coping with death. They develop avoidance strategies that 

often support the patient's denial in order to protect 

themselves from being exposed to the patient's feelings of 

anger, bitterness, helplessness, sorrow, and hopelessness. 

Since they are dedicated to the cure and recovery process, 

the frustration and anxiety that nurses experience in 

dealing with death and dying may stem from a sense of 

failing a responsibility they feel for controlling illness 

and death (Price & Bergan, 1977). 

There is also a feeling of helplessness in nurses 

who care for dying patients which seems to relate to not 

being able to do more for them. Patients who do not 
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respond to treatment may be avoided because they are 

perceived as representing failure (Gluck, 1977). 

In order to assist nurses to deal with their own 

feelings about death and to develop skills in helping dying 

patients, courses, workshops, and seminars on death and 

dying are being offered to working nurses and to nursing 

students. The few studies done with working nurses have 

demonstrated that educational experiences related to death 

have had an impact on them (Gray-Toft, 1980; Murray, 1974; 

Miles, 1977, 1980). With increased awareness and know

ledge, attitudes and coping strategies are now in a state 

of transition. There is a need to identify present atti

tudes, especially those factors which cause stress for 

nurses working with dying patients, and to explore the ways 

in which nurses cope with this stress. In this way, a 

framework for death education can be organized to deal 

with pertinent issues and to reduce stress related to the 

dying process for nurses, patients, and their families 

(Coyne, 1977; Miles, 1980). 

Purpose of the Study 

The purpose of this study was to assess present 

attitudes and coping strategies of nurses. Two questions 

were posed: 

1. What stress factors influence nurses who work with 

dying patients? 
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2. What are the coping strategies that nurses use in 

responding to the stress of caring for dying 

patients? 

The study provides important information for educators and 

facilitators about significant areas on which to focus in 

planning courses on death and dying. In addition, this 

information is important to those who supervise or work 

with nurses involved with dying patients. 

Limitations of the Study 

This study was limited to the target population of 

Tucson, Arizona, area nurses who work in intensive care, 

coronary care, emergency room, and acute care medical 

units. It is assumed that the information received is an 

accurate assessment of nurses' feelings and behaviors. 

Attitudes are complex constructs, difficult to assess by 
• 

objective measures. Reactions to the questionnaire may 

have been influenced by experience, lifestyle, philosophy, 

religous values, and personality adjustment, variables 

that must be considered but cannot be controlled. 

The study used only volunteers, rather than a 

random sample, which changed somewhat the characteristics 

of the participants. Another limitation of the study was 

that it was conducted during a time when the hospitals were 

filled to capacity and patient acuity was high. Active 

unionization drives were in progress in at least three of 



the hospitals. The presence of these factors could have 

placed added stress on local nurses and could have had a 

stressful effect on the general climate within the hospi

tals. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The book that awakened general interest in com

municating with and understanding the needs of the dying 

patient was On Death and Dying by Elizabeth Kubler-Ross 

(1969). This author participated in an experimental 

experience which focused on the dying patient as teacher, 

aimed at helping medical personnel to "learn more about 

the final stages of life with all its anxieties, fears, 

and hopes." Research in the 1960s and 1970s suggested that 

the most common coping strategy for nurses in dealing with 

the dying patient was avoidance of the patient or evasion 

of the subject of dying (Glaser & Strauss, 1965). Hurley 

(1975) discovered that avoidance increased in the following 

situations: with the impending death of the patient, where 

there was greater perceived social loss, where the nurse 

felt more accountable for the interaction with the patient, 

and where the nurse felt more disturbed regarding the 

patient's unrelieved pain. Kubler-Ross (1969) hoped to 

encourage caregivers not to shy away from the terminally 

ill but to get closer to them in order to help dying 

patients in their final hours. She stated that working 

with dying patients could be a mutually enriching and 
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gratifying experience, resulting in fewer anxieties about 

one's own death. 

Kubler-Ross's research generated a number of arti

cles in nursing journals directed toward providing insight 

into the dying patient's experience and making the nurse 

aware of the need to assist the patient in coping with 

terminal illness (Bunch & Zahra, 1976; Freihofer & Felton, 

1976: Goffert, 1979; Marks, 1976). Although the need to 

communicate openly with dying patients was recognized 

nurses were apparently having difficulty meeting this need. 

Stress factors which contributed to their inability to cope 

with dying patients were identified (Gluck, 1977). In 1975, 

Nursing 75 studied 15,430 nurses to determine what emotional 

and psychological stresses they experienced from repeated 

contact with dying patients. The 70-item research question

naire, entitled "What Are Your Feelings About Death and 

Dying?," asked such questions as, "Do you or other nurses 

ever avoid terminally ill patients?," "Can caring for the 

dying be fulfilling?," "How do you view death?," and "Have 

you come to terms with the inevitability of your own death?" 

Findings showed two-thirds of the respondents who became 

anxious and uncomfortable when a patient talked of death 

had not come to terms with the fear of their own death. 

On the other hand, two-thirds of the nurses who were 

relieved when the patient opened the subject believed they 

had come to terms with fear of their own death to a great 



8 

extent. Researchers of this extensive survey offered as 

one of their conclusions that "only by coming to terms with 

the inevitability of her [sic] own death can a nurse deal 

effectively with it in others" (Editorial Report, 1975, p. 

50). Ruth Gray (1973, p. 60), in the following statement 

seemed to reflect the goal of nurses: "My own personal 

hope for nurses who care for the dying is this: that we 

come to accept and understand the fact that physical dying 

is as much a part of life as physical birth. And when our 

dying patients say to us, "Tell me, will I die?" we will be 

able to answer forthrightly, "Yes, you will, and so will I." 

Several other studies have focused on attitudes of 

nurses who care for the dying patient (Hopping, 1977; Les

ter, Getty, & Kneisl, 1974; Mandel, 1981; Shusterman, 1973). 

Common feelings identified included helplessness, depres

sion, anger, anxiety, guilt, and discouragement. Brown 

(1979) concluded disengagement from the patient may protect 

a nurse from grief, and emotional detachment may make it 

easier to perform duties that otherwise might cause emo

tional stress. However, this method of coping may lead the 

nurse to suppress or deny feelings in a way that is person

ally harmful. A common reaction is a desire to escape from 

the situation, although this does not remove the emotional 

stress. Stress is reduced when a patient is elderly and 

the nurse senses that he/she is ready to die (Davitz & 

Davitz, 1975). 
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Often, nurses do not feel free to express their 

stressful feelings about their work with the dying. 

Instead, they act out their tensions by appearing tired at 

work, by being sick, or by voicing grievances against the 

institution in which they work. Mandel (1981) conducted a 

workshop for 40 nurses during which they were given an 

opportunity to identify their difficulties. Stressful 

issues identified included anger and guilt, anxiety, lack 

of skills and power, feeling overwhelmed, overidentifica-

tion, depression and sadness, avoidance, and confusion over 

role. Issues that inhibited nurses from discussing death 

with their patients included withheld information, uncer-

tainty over the appropriateness of expressing emotion, 

inability to "reach" difficult patients, and isolation from 

other health professionals. Ways that nurses coped with 

their feelings about death included focusing on physical 

care, maintaining a sense of humor, participating in out

side activities, trusting their own feelings and those of 

the patient, facing their own limitations, denying the 

issues surrounding death, and peer sharing. 

Claus and Bailey (1980) surveyed approximately 

1,800 intensive care nurses to assess work-related stres

sors and found that coping with death and dying was devas

tating for the intensive care unit nurse, especially when 

death involved a patient who had high social value, a good 

life potential, or one to whom he/she had become especially 
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attached. Nurses reported that they often went through a 

grieving process similar to that of the patient's family. 

Sometimes the death was viewed as a direct affront to the 

nurse's self esteem, resulting in the questioning of his/ 

her role and the purpose of the work. 

Studies that assessed the effects of age and experi

ence on a nurse's responses to the dying patient have shown 

inconclusive results. Golub and Reznikoff (1971) found no 

difference in attitudes with the amount of nursing experi

ence. Gow (1977) found that nurses over 40 had more posi

tive reactions to the dying patient. She concluded that 

personal experience and personality attributes were primary 

factors in determining nurses' attitudes toward death. 

Stoller (1980) found an increased uneasiness in experienced 

nurses due to a task structure that minimized contact with 

the dying patient and an accumulation of negative experi

ences when avoidance strategies proved ineffective. 

A few studies have explored nurses' behaviors in 

response to dying patients. Kastenbaum (1967) found that 

80% of the verbal responses to dying patients could be 

categorized as reassurance, denial, or changing the sub

ject. Less than 20% discussed the patient's thoughts and 

feelings. He found that exploration of personal concerns 

about death increased one's ability to respond more openly 

and to interact more congruently with dying patients. 

Twenty-nine percent of the nurses who gave closed responses 



before participating in workshop fantasy experiences of 

life and death gave open responses after the treatment. 

He recommended the use of fantasy, relaxation exercises, 

and group discussion as methods of increasing awareness 

of personal death concerns. 

Recognition that a nurse's feelings and reactions 

affect the care of the dying patient has led to a search 

for an educational program through which nurses can better 

cope with their feelings. Recently nursing programs began 

including death education courses in their curricula in an 

effort to deal with this issue; most nurses have felt in 

the past that their education was inadequate in training 

them to deal with terminality. 

Some studies have been done to test the effective

ness of death education; several have been conducted with 

experienced, working nurses. A study by Gray-Toft (1980) 

tested the effectiveness of a counseling support program 

for nurses working on a hospice unit. She reported that 

after a 9-week group counseling program there was a signi

ficant reduction in the frequency of stress associated 

with death and dying among the nurses on the evening and 

night shifts, as measured by a nursing stress scale. 

Because the study also measured other types of stress, such 

as workload, conflict with physicians, and conflict with 

coworkers, it is difficult to determine whether or not 

group counseling affected the stress level related to death 
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and dying specifically or as a function of reducing the 

overall stress in other areas. 

Murray (1974), using a death anxiety scale as a 

dependent variable, found that nurses who attended four 

weekly sessions of lecture, discussion, audiovisual pre

sentations, group dynamics, and role playing related to 

death and dying issues experienced decreased death anxiety 

4 weeks following the end of the program. 

Miles (1977) did a quasi-experimental study using 

one treatment group and two control groups, with a 6-week 

continuing education course on death and dying as the 

treatment. A death anxiety semantic differential and an 

attitude toward death and dying questionnaire were used as 

the dependent variable. Results showed that the course 

appeared to have an impact on changing attitudes toward 

death and dying. A second study by Miles (1980) used four 

groups, two of which received a 6-week course on death and 

grief and two of which served as control groups. She found 

that nurses had a more positive attitude toward death 

following the course, as measured on a death and dying 

semantic differential. 

In these four studies, the samples were small and 

not representative of the target population. Gray-Toft 

used all of the nurses on one unit, no control group, and 

studied several areas of stress. It would be difficult to 

generalize the results of her study since the subjects were 
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unique. Miles, in both of her studies, used control groups 

that differed from her treatment groups. Her death anxiety 

semantic differential for both studies consisted of seven 

anxiety producing words related to death and dying. It is 

uncertain whether or not the changes in the responses 

following the study demonstrated a change in attitude or 

whether the measured attitudes became more positive. 

These studies suggest a need to explore further 

and gather more information about the concerns of nurses 

who work with dying patients. Interactions between nurses 

and patients are influenced by many factors. A review of 

the literature supports the need to identify these factors, 

as well as to identify the types of strategies used. This 

study was unique in that it focused on the frequency of 

occurrence of specific types of interactions, reactions, 

and behaviors of nurses who work with dying patients. 



CHAPTER 3 

METHODS AND PROCEDURES 

Population and Sample 

The target population for this study included 

registered nurses (RNs) and licensed practical nurses 

(LPNs) who work in high death areas in hospitals. These 

areas were identified as intensive care (ICU), coronary 

care (CCU), emergency room (ER), and medical nursing units. 

A representative sample from this population was obtained 

by including 20 nurses from each of the eight hospitals in 

the city of Tucson, Arizona, so that a total of 160 nurses 

were asked to participate in the study. Of the 20 nurses, 

5 were from each of the four high death areas specified. 

Selection of the sample was made by contacting the 

person at each hospital who could authorize a research 

study among the nursing staff. This was the Director of 

Nursing, the Assistant Director, or the Director of Nursing 

Research. Through this Director, contact was made with the 

Head Nurses of ICU, CCU, ER, and one medical nursing unit 

that was identified by the Director as a high death area. 

At three of the hospitals, the researcher met with the four 

Head Nurses to explain the study and to answer questions. 

At the other five hospitals, the Director contacted the 
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Head Nurses herself. At all of the hospitals, each Head 

Nurse then asked for five volunteers from her area to 

participate in the study. It was required that all parti

cipants be presently employed RN or LPN staff nurses. No 

personal contact was made between the researcher and the 

participants of the study, although a cover letter accom

panied the research questionnaire. The respondents 

remained anonymous by not placing their names on the com

pleted questionnaires. Approval for this study was granted 

by the Counseling and Guidance Human Subjects Committee. 

Research Design 

The research design for this study was the cross-

sectional descriptive survey, using a questionnaire 

(Appendix A, with cover letter) as the instrument for the 

collection of data. A representative sample of the popu

lation was surveyed at one point in time. 

The questionnaires and cover letters were brought 

to each hospital by the researcher and distributed to the 

participants by their Head Nurses. After completing the 

questionnaires, the nurses mailed them to the researcher, 

using the stamped, self-addressed envelopes that accom

panied them. All of the returned questionnaires were 

received by the researcher within two weeks of distribution. 
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Questionnaire 

Although the literature was searched for existing 

instruments, only several broad attitude scales were found, 

none specific enough for the purpose of this study. An 

original questionnaire was developed. From the research 

findings and journal articles on death and dying, 12 

possible stress factors, 8 possible stressful feelings, 

and 17 coping strategies were identified. A 75-item 

questionnaire was constructed to assess the frequency of 

occurrence of these factors, feelings, and strategies. A 

pilot study was carried out with 10 volunteer staff nurses 

on an acute care medical nursing unit identified as a high 

death area by the researcher. The results and the feedback 

from the participants of the pilot study were used to 

revise and refine the questionnaire so that the final 

edition contained 57 items. Of these, 26 related to stress 

factors, 12 related to feelings, and 19 related to coping 

strategies. Responses were based on a 5-point Likert 

scale, with 1 representing the lowest and 5 representing 

the highest frequency of occurrence. Respondents were 

invited to make additional comments and to share their 

reactions to the items. 

The identified possible stress factors, feelings, 

and coping strategies are listed in Table 1, along with 

the items addressed by each one. 
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Table 1. Possible stress factors, stressful feelings and 
coping strategies 

Items 

Possible Stress Factors 

High priority/time consuming 
Social value 
Withheld knowledge 
Use of extraordinary measures 
Care of the body 
Emotional involvement 
Lack of education, training 
Inability to meet physical needs 
Inability to psychological needs 
Involvement with relatives 
Conflict with personality 
Sudden death 

Possible Stressful Feelings 

Anger 31,33,34 
Helplessness 28 
Depression 29 
Discouragement 30 
Guilt 32,38 
Anxiety 35,36 
Responsibility 37 
Emotional drain 27 

Possible Coping Strategies 

Ventilate feelings 39,40 
Seek peer support 41,42 
Confront 43 
Reassure 44 
Refer to physician 45 
Reflect feelings 46 
Change the subject 47 
Avoid the patient 48 
Encourage control 49 
Stay with patient 50 
Hold patient's hand 51 
Encourage to cry 52 
Use humor 53 
Support denial 54 
Focus on physical needs 55 
Come to terms with own death 57 
Rely on religious values 56 

1,2 
3,4 
5,6,7 
8,9,10 
11 
12,13,14,15 
16,17 
18,19,20 
21 
22,23,24 
25 
26 
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Scoring Procedures 

A table was constructed to show how the total 

sample distributed itself on the response alternatives 

for each questionnaire item. Results are reported in raw 

scores (Appendix B). The items were ranked in order of 

priority according to mean, and are discussed in terms of 

their relationship to the identified possible stress 

factors, feelings, and coping strategies (Chapter 4). 

In addition to identifying the stress factors and 

coping strategies, the questionnaire presented the 

researcher with other data. Items 1-26, related to stress 

factors, were used to rate each questionnaire for a stress 

score. Responses were totaled using the following key: 

Points Responses 

5 =5 (almost always, 9-10 times out of 10) 

4 - 4  (frequently, 7-8 times out of 10) 

3 =3 (sometimes, 5 times out of 10) 

2 - 2  (occasionally, 2-3 times out of 10) 

1 =1 (almost never, 0-1 times out of 10) 

Correlations between stress score and level of 

education and between stress score and the amount of 

experience were determined. 

The questionnaire respondents were divided into 

two groups, those who had previous death and dying courses 

and those who had not. The mean stress score of each group 



was determined, and a £ test was done to determine the 

significance of difference between the two means. A table 

was constructed showing the comparative rankings of the 

mean scores of the two groups on coping strategy items 

(Chapter 4). 



CHAPTER 4 

FINDINGS 

Of the 160 questionnaires distributed, 126 (78%) 

were completed and returned. They included 36 from ICU, 

9 from CCU, 13 from a combined ICU and CCU, 21 from the 

ER, 43 from medical units, 3 from float nurses, and 1 from 

a surgical unit. One hundred and sixteen females and 10 

males responded. There were 123 RNs, 2 LPNs, and 1 MSN 

(Master of Science in Nursing). Appendix B shows the raw 

scores from the returned questionnaires. 

Stress Factors 

The first 26 items in the questionnaire are related 

to the 12 possible stress factors presented in Table 1. 

Findings are presented in terms of the priority that 

respondents assigned to the items included in each stress 

factor. Table 2 shows the priority of the 26 stress factor 

items ranked by mean. 

Means can be interpreted as follows: 

Mean Response 

4.5-5 » almost always 

3.5-4.5 = frequently 

2.5-3.5 = sometimes 

1.5-2.5 = occasionally 

1 -1.5 = almost never 

20 



Table 2. Priority of stress factors ranked by mean 

Rank Mean Item No. Item Content 

1 4.69 3 Caring for a dying child is more stressful than caring for a 
dying adult. 

2 4.59 10 I am stressed when a terminally ill patient is maintained by 
extraordinary means in order to study his/her disease. 

3 4.37 7 I experience more stress in caring for the dying patient when 
the doctor withholds information from him/her that the patient 
has a right to know. 

4 4.36 6 I feel caught in the middle when a patient asks if he/she is 
dying and the doctor doesn't want him/her to know. 

5 3.96 5 I find it difficult to care for a dying patient who has not 
been told that he/she is dying. 

6 3.93 4 Caring for a dying, middle aged adult is more stressful than 
caring for a dying, elderly person. 

7 3.90 26 When my patient codes unexpectedly, I experience more stress 
than when death is expected. 

8 3.83 8 It is stressful for me to care for a terminally ill patient who 
does not want any life-sustaining measures taken in the last 
stages of dying, but the family disagrees. 

9 3.52 1 I set a high priority of care for dying patients, as compared 
to other seriously ill patients. 

10 3.41 24 Lack of understanding by the relatives of the dying patient of 
my other responsibilities contributes to my frustration. 



Table 2.—Continued. 

Rank Mean Item No. Item Content 

11 3.23 2 I find that caring for terminally ill patients is more time 
consuming than caring for other seriously ill patients. 

12 3.22 23 I experience stress when relatives of a dying patient expect 
me to spend most of my time with that patient. 

13 3.10 19 I experience stress when I cannot respond to all of a dying 
patient's physical needs. 

14 2.93 18 I feel that I must be able to respond appropriately to all of 
a dying patient's physical and emotional needs. 

15 2.90 25 It is more stressful for me to care for a dying patient when I 
dislike his/her personality. 

16 2.81 14 When I become emotionally involved with a dying patient, caring 
for that patient is more stressful. 

17 2.57 21 I am not sure of my ability to meet the psychological needs of 
terminally ill patients. 

18 2.53 13 Forming close emotional ties with a dying patient places a 
strain on my emotional health. 

19 2.45 22 It is very stressful for me to talk to relatives of the dying 
patient about dying. 

20 2.35 17 My frustration in caring for a dying patient arises from not 
knowing how to be helpful. 

to 
to 



Table 2—Continued. 

Rank Mean Item No. Item Content 

21 2. 32 9 I feel stress when a patient's death is hastened by means of 
drugs if he/she is suffering beyond endurance. 

22 2. 28 16 I feel that I have not been adequately prepared to respond 
effectively to a dying patient's emotional needs. 

23 1. 90 12 Becoming emotionally involved with the dying patient interferes 
with the performance of my professional duties. 

24 1. 85 11 I find caring for a patient's body after death stressful. 

25 1. 66 15 If I express emotion to a dying patient, I may lose my 
objectivity and my professional attitude. 

26 1. 54 20 I am not sure of my ability to provide technical and physical 
care to terminally ill patients. 

to 
CO 
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Social value appears to be the factor causing the 

most frequent stress for these nurses. Item 3, ranked 

first with a mean of 4.69, indicates that caring for a 

dying child is almost always more stressful than caring for 

a dying adult. Item 4, with a mean of 3.93, indicates 

that caring for a dying middle-aged adult is frequently 

more stressful than caring for a dying elderly person. 

One nurse commented that middle-aged patients make more 

demands of her than elderly patients, which increases her 

stress level. 

Use of extraordinary measures is the second most 

significant stress factor among these respondents. Ranked 

second with a mean of 4.59 is Item 10, relating to main

taining life by extraordinary measures in order to study a 

disease, which indicates that this factor is almost always 

stressful. Maintaining life because of the family's wishes 

is frequently stressful (Item 8, mean 3.83). On the other 

hand, hastening death by drugs when a patient is suffering 

beyond endurance is only occasionally stressful (Item 9, 

mean 2.32). One nurse commented that the patient's comfort 

is the most important consideration. "All patients should 

be kept comfortable as death approaches, even if it means 

large doses of narcotics. However, I've seen a few deaths 

hastened because the family wanted the doctor to 'end it 

quickly."' Another nurse stated, "Patients should be 

allowed to die in the manner they wish. I believe in 
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hastening a terminally ill patient's death if that's what 

they wish, or for the family's sake if the patient is a 

vegetable." 

Withheld information is the third most significant 

stress factor as reported by nurses in this sample. Ranked 

third and interpreted as frequently stressful is Item 7 

with a mean of 4.37, which relates to information withheld 

by the doctor that the patient has a right to know. One 

nurse commented, "The patient has a right to know every

thing." Item 6 (mean 4.36), ranked fourth, relates to the 

nurse's feeling of being caught in the middle when patients 

ask for information that the doctor does not want them to 

know. This factor is frequently stressful, as is the 

difficulty of caring for patients who have not been told 

they are dying (Item 5, mean 3.96). Several nurses com

mented that where information is concerned, the doctor is 

a greater source of stress for them than the patient. 

Sudden death, in the form of an unexpected code 

arrest, which is the sudden absence of respiration and/or 

heartbeat, is a factor which is frequently stressful (Item 

26, mean 3.90). However, one nurse commented, "It is more 

of a relief when the patient is terminal, knowing that they 

are no longer suffering physically." 

Several factors appear to be stressful about half 

the time. One of these is the high priority of care set 

for dying patients (Item 1, mean 3.52 and Item 2, mean 
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3.23). Another factor is involvement with relatives. 

Item 24, which addresses the lack of understanding of the 

nurse's other responsibilities by the relatives of the 

dying patient, has a mean of 3.41. Item 23, related to 

the expectations for time from the nurse by relatives, has 

a mean of 3.22. However, talking to relatives of the 

dying patient about dying is only occasionally stressful 

(Item 22, mean 2.45). A third factor which sometimes 

causes stress is personality conflict between nurse and 

patient. Item 25, which addresses this factor, has a mean 

of 2.90. 

Becoming emotionally involved with the dying 

patient is also sometimes stressful, as indicated by means 

of 2.81 for Item 14 and 2.53 for Item 13. However, this 

factor only occasionally causes nurses to lose their objec

tivity and professional attitude (Item 15, mean 1.66), or 

interferes with the performance of professional duties 

(Item 12, mean 1.90). One respondent commented on the 

issue of emotional involvement with the following statement, 

"I have learned that it is all right to cry with patients, 

to be angry, to intervene, to do the out of the ordinary, 

and most important, to be myself." Another nurse stated, 

"The emotional involvement is necessary to give true sup

port—you may lose your objectivity, but 'professional 

attitude'--is not what the dying person needs." The inter

dependent reactions of the nurse and patient are reflected 
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in this comment by one nurse. "... when over a period 

of time most of my patients are terminal—my stress level 

does go up. It is as if a little piece of me goes out to 

each one and yet, when that little piece goes out to them, 

a part of me grows, as if they give back to me. Reflecting 

on that, I don't think I'd change the part of me that 

becomes involved in order to be totally objective—totally 

uninvolved." 

Lack of education or training is a source of 

occasional stress, as indicated by the mean scores of 

2.28 and 2.35 for Items 16 and 17. These items address 

the issues of inadequate preparation for responding to a 

patient's emotional needs and lack of knowledge of how to 

be helpful. Caring for the body after death is also only 

occasionally stressful, as indicated by the mean of 1.85 

for Item 11. 

A factor that seems to almost never cause stress 

is the nurse's inability to meet the physical needs of 

dying patients (Item 20, mean 1.54). However, nurses 

sometimes experience stress from the belief that they must 

be able to, but that they cannot, respond to all of a 

dying patient's physical and emotional needs (Item 18, 

mean 2.93 and Item 19, mean 3.10). Nurses in this sample 

are only occasionally sure of their abilities to meet the 

psychological needs of terminally ill patients (Item 21, 

mean 2.57). 



Stressful Feelings 

Table 3 shows Items 27 through 38, ranked by mean, 

which address the stressful feelings listed in Table 1. 

Ranked first is Item 27, relating to feeling emotionally 

drained when caring for a dying patient who is angry, com

plaining, and demanding. The mean score of 3.65 indicates 

that emotional drain is frequently experienced with this 

type of patient. Feelings experienced about half of the 

time include guilt when a nurse recognizes that he/she is 

angry at a very demanding dying patient (Item 32, mean 

2.92), depression when caring for a dying patient (Item 29, 

mean 2.59), anger when a dying patient has contributed to 

the situation by lifestyle and habits (Item 33, mean 2.58), 

and helplessness when faced with the dying patient's help

lessness (Item 28, mean 2.53). 

The other possible feelings addressed by these 

items are experienced only occasionally, as indicated by 

the remaining mean scores. Two nurses reported that they 

feel sad instead of angry, when caring for a patient who 

has contributed to death by lifestyle and health habits. 

One nurse commented that she feels depressed sometimes if 

the illness was avoidable, and she frequently feels dis

couraged. "We work so hard—the fight so futile from the 

beginning." This same nurse stated, "I become anxious if 

the family has to be called and the patient dies before 

they arrive—I don't like for people to die alone—without 

those who love them near—so I love them for that while." 



Table 3. Priority of stressful feelings ranked by mean 

Rank Mean Item No. Item Content 

1 3. 65 27 Caring for a dying patient who is angry, complaining, and 
demanding drains me emotionally. 

2 2. 92 32 When I recognize that I feel angry with a dying patient because 
he/she is very demanding, I feel guilty. 

3 2. 59 29 Caring for the dying patient makes me feel depressed. 

4 2. 58 33 I feel angry at a dying patient when he/she has contributed to 
his/her death by his/her lifestyle and health habits. 

5 2. 53 28 Seeing a patient who is helpless to control his/her environment 
makes me feel helpless. 

6 2. 34 34 When a dying patient acts withdrawn and hostile and rejects my 
attempts at support, I feel angry. 

7 2. 31 30 Caring for the dying patient makes me feel discouraged. 

8 2. 22 36 When the terminal patient brings up the topic of his/her death, 
I feel anxious and uncomfortable. 

9 2. 08 37 When my patient codes unexpectedly, I feel responsible for not 
preventing him/her from coding. 

10 2. 06 31 Caring for the dying patient makes me feel angry. 

11 2. 00 38 When my patient codes unexpectedly, I feel guilty. 

12 1. 98 35 
\ 

When a terminal patient begins to deteriorate rapidly, I feel 
anxious and alarmed. 
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Coping Strategies 

Items 39 through 57 address the possible coping 

strategies listed in Table 1. Table 4 shows these items 

ranked by mean in order of priority. One questionnaire 

was left unfinished after Item 44 and was not included. 

The mean score of 4.31 for Item 51, ranked first, indicates 

that holding a patient's hand is a strategy that is used 

frequently. Other frequently used strategies include 

encouraging independence (Item 49, mean 4.08), staying with 

the patient during difficult times (Item 50, mean 4.04), 

encouraging the patient to cry (Item 52, mean 3.98), and 

focusing on the patient's physical comfort (Item 55, mean 

3.80). 

Seeking peer support is a strategy used frequently 

by these nurses when they are feeling stressed by caring 

for a dying patient (Item 41, mean 3.82). After a patient 

has coded, they frequently ventilate their feelings to and 

discuss the situation with their coworkers (Item 40, mean 

3.76). 

Item 56, related to religious beliefs as a source 

of comfort in coming to terms with death, is ranked seventh 

with a mean score of 3.80, which indicates that the nurses 

frequently rely on religious beliefs to help them cope with 

death. About one-half of the time, these nurses feel that 

they have come to terms with their own death (Item 57, mean 

3.50). 



Table 4. Priority of coping strategies ranked by mean 

Rank Mean Item No. Item Content 

1 4.31 51 When a dying patient is upset, I hold his/her hand. 

2 4.08 49 I allow the dying patient to do as much for him/herself as 
possible. 

3 4.04 50 I stay with the dying patient during times that are diffi
cult for him/her. 

4 3.98 52 When the dying patient is sad, I encourage him/her to cry. 

5 3.82 41 When I am feeling stressed because of caring for a dying 
patient, I seek the support and understanding of my peers. 

6 3.80 55 When I care for a dying patient, I focus mainly on keeping 
him/her physically comfortable. 

7 3.80 56 Religious beliefs are a source of comfort to me in coming to 
terms with death. 

8 3.76 40 After a patient has coded, I discuss the situation and 
ventilate my feelings about the code to my coworkers. 

9 3.57 39 When I am feeling stressed by caring for a dying patient, I 
ventilate my feelings to other health professionals. 

10 3.50 57 I feel that I have come to terms with the fear of my own 
death. 

11 3.40 46 I reflect a dying patient's questions back to him/her and 
ask what he/she thinks or feels. 



Table 4—Continued 

Rank Mean Item No. Item Content 

12 3.28 42 When my patient codes unxepectedly, I rely on the emotional 
support of my peers to reduce my stress. 

13 2.45 53 When a dying patient is upset, I use humor to relieve the 
tension. 

14 2.25 43 When a dying patient acts withdrawn and hostile and rejects 
my attempts at support, I confront the patient with his/her 
behavior. 

15 1.96 45 When a dying patient asks questions related to death, I tell 
the patient to talk to the doctor. 

16 1.91 54 When a dying patient is denying that he/she is going to die, 
I support his/her denial. 

17 1.64 48 I find it necessary to avoid the patient because it is too 
stressful to interact with him/her. 

18 1.58 44 When the terminal patient asks questions about death, I find 
it best to evade the issue and give reassurance. 

19 1.49 47 When the dying patient begins talking about death, I change 
the subject. 



33 

Reflecting a patient's question back to him/her 

and asking what he/she thinks or feels is a strategy that 

is sometimes used by nurses in this sample (Item 46, mean 

3.40). 

The strategies that are ranked lowest with mean 

scores of 1.49 (Item 47) and 1.58 (Item 44) indicating that 

they are almost never used, are changing the subject and 

evading the issue and giving reassurance when the dying 

patient begins talking about death. 

Strategies that are used occasionally include avoid

ing the patient because it is too stressful to interact 

(Item 48, mean 1.64), supporting the patient's denial (Item 

54, mean 1.91), referring the patient's questions to the 

doctor (Item 45, mean 1.96), confronting the patient with 

his/her withdrawn and hostile behavior (Item 43, mean 2.24), 

and using humor to relieve the tension (Item 53, mean 2.45). 

Several nurses commented that the most difficult 

aspect of caring for the dying patient is dealing with 

families and doctors. One nurse stated, "It is very 

difficult for me to tell family members of a patient's 

death. I am there, however, to lend a shoulder to cry on 

or emotional support." Other comments related to the 

demands and requests of the family that place added stress 

on the nurse. As for doctors, one nurse commented, 

The greatest stress in caring for the dying and 
seriously ill patient is the doctor who is unable 
to come to terms with the fact that he/she cannot 
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help all patients. Also, I find that some doctors 
cannot accept dying as an end to some illnesses, 
therefore robbing the patient and his/her family 
of "mending fences" and building healthy attitudes 
of acceptance. 

Several ICU nurses commented that their patients 

are often comatose, so that they have little opportunity 

to interact with them and do not have to deal with their 

verbalizations about impending death. Another comment was, 

"It is particularly difficult to work with terminally ill 

patients who live for months and throughout those months 

are conscious and very aware of their condition. They, 

understandably, become very demanding, placing a great 

deal of stress on the nurse." 

Some comments reflected general attitudes toward 

working with dying patients. One nurse stated, "Let nurses 

save their limited supply of true emotional commitment 

for those patients who really need it: the dying person— 

has something very mysterious and often frightening happen

ing to him; he needs something more than a robot—and the 

true nurse owes him more than hiding behind 'objectivity.'" 

Another nurse expressed her beliefs in the following 

statement, 

I do not believe in God, heaven, hell, etc. I 
believe in (and love) people. I attempt to make 
my dying patients comfortable, loved, and I try 
to understand them. I have found that if I am 
always truthful with patients they trust me, even 
if the answers aren't what they want or hope to 
hear. Patients seem to realize that I sincerely 
care about them and I feel they are more comfort
able with things. 
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A comment on death by a nurse was, "I have found 

that death is a natural occurrence and not to be feared— 

I am not afraid of death. I try to help those people 

dealing with it the best I can." Another nurse expressed 

her feelings in the following statement, ". . . each time 

a patient of mine dies I go through a grieving process. 

Sometimes quite fast—other times slower—I also find that 

I give love and receive so much more—I grow from this 

experience." One nurse summarized her feelings by writing, 

"Working with patients that are dying has helped me to 

enjoy living so much more." 

Additional Findings 

In addition to the information sought by the 

research questions, the questionnaire yielded other data. 

Using the method described in Chapter 3 under scoring pro

cedures, an overall stress score from Items 1-26 was 

derived for each questionnaire. Scores ranged from 50 to 

108 with a mean of 78. A Pearson Product-moment Correla

tion Coefficient was computed for the relationship between 

stress score and level of education; a coefficient of .12 

was obtained, suggesting only a chance relationship between 

these two factors. The same procedure was used to deter

mine whether or not a relationship existed between stress 

score and amount of experience. The result was a 
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correlation coefficient of .45, suggesting some relation

ship between these two factors. 

There were 67 nurses with previous courses in 

death and dying and 59 without previous courses. A com

parison was made of the stress scores and coping behaviors 

of these two groups. The mean stress score for nurses with 

previous courses was 79, whereas the mean stress score for 

the nurses without previous courses was 78.5. At test 

showed no significant difference between thse two means 

(t (124) « -0.1428, p > .05). 

A study was made of the coping behavior of the same 

two groups of nurses by comparing their responses to Items 

39-57. Table 5 shows the mean scores and comparative 

rankings of nurses with and without previous courses in 

death and dying. Inspection of these data suggests high 

similarity between these groups in their use of coping 

strategies. 

Appendix C shows the raw scores of Items 39-57 

from nurses with and without previous death and dying 

courses. 



Table 5. Comparative rankings of coping stratgies by nurses with and without 
previous death and dying courses 

With Without 
Courses Courses 

Item No. Mean Rank Mean Rank Item 

39 3.57 9 3.64 8 When I am feeling stressed by caring for a 
dying patient, I ventilate my feelings to 
other health professionals. 

40 3.81 8 3.77 .5 After a patient has coded, I discuss the 
situation and ventilate my feelings about the 
code to my coworkers. 

41 3.94 6 3.72 7 When I am feeling stressed because of caring 
for a dying patient, I seek the support and 
understanding of my peers. 

42 3.34 13 3.20 12 When my patient codes unexpectedly, I rely on 
the emotional support of my peers to reduce 
my stress. 

43 2.28 14 2.18 14 When a dying patient acts withdrawn and hostile 
and rejects my attempts at support, I confront 
the patient with his/her behavior. 

44 1.51 18 1.71 17 When the terminal patient asks questions about 
death, I find it best to evade the issue and 
give reassurance. 

45 1.87 16 2.03 15 When a dying patient asks questions related to 
death, I tell the patient to talk to the 
doctor 

i 



Table 5—Continued 

With Without 
Courses Courses 

Item No. Uean Rank.. Mean Rank 

46 3.47 12 3.39 11 

47 1.47 19 1.54 19 

48 1.54 17 1.69 18 

49 4.07 4 4.12 2 

50 4.16 2 3.93 3 

51 4.48 1 4.15 1 

52 4.12 3 3.78 4 

53. 2.53 11 2.39 13 

54 1.98 15 1.86 16 

Item 

I reflect a dying patient's questions back to 
him/her and ask what he/she thinks or feels. 

When a dying patient begins talking about 
death, I change the subject. 

I find it necessary to avoid the patient 
because it is too stressful to interact with 
him/her. 

I allow the dying patient to do as much for 
him/herself as possible. 

I stay with the patient during times that are 
difficult for him/her. 

When a dying patient is upset, I hold his/her 
hand. 

When a patient is sad, I encourage him/her to 
cry. 

When a dying patient is upset, I use humor to 
relieve the tension. 

When the dying patient is denying that he/she 
is going to die, I support his/her denial. 



Table 5—Continued 

With Without 
Courses Courses 

Item No. Mean Rank Mean Rank Item 

55 3. 83 7 3. 74 6 When I care for a dying patient, I focus on 
keeping him/her physically comfortable. 

56 3. 98 5 3. 55 9 Religious beliefs are a source of comfort to 
me in coming to terms with death. 

57 3. 55 10 3. 48 10 I feel that I have come to terms with the 
fear of my own death. 



CHAPTER 5 

SUMMARY, DISCUSSION, AND RECOMMENDATIONS 

Summary 

Nurses have long recognized that the dying process 

is very stressful for the patient. During the last decade, 

research into the dying experience has been reported, and 

articles focused on helping the patient to cope with termi

nal illness have been written. There has been an increased 

awareness reflected in the attitudes and behavior of nurses 

toward dying patients. Death education courses have been 

developed to assist nurses with their stresses and to 

increase their skills in working with dying patients. 

There is a need to assess present attitudes and behavior, 

so that the framework for death education can be organized 

effectively. 

A survey of 160 nurses who work in high death 

areas was carried out, using a questionnaire as the tool 

for collecting data. Seventy-eight percent (126 nurses) 

completed and returned the questionnaire, which contained 

57 items related to stress factors, feelings, and coping 

strategies. Responses were made on a Likert scale accord

ing to frequency of occurrence, and results were ranked by 

mean in order of priority. An overall stress score was 

40 
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determined for each respondent, and correlations between 

the stress score and level of education and stress score 

and experience were calculated. The relationships between 

stress, behavior, and previous courses in death and dying 

were also examined. 

Discussion 

It is evident that some of the stress nurses feel 

in working with dying patients stems from their interac

tions and frustrations with doctors and patients' families. 

Nurses are often key persons in this communication network 

and absorb the emotional impact of the situation from 

others, making it more difficult to maintain their equili

brium. The results of this survey showed that the main-

tainence of life by extraordinary measures, knowledge 

withheld by the doctor from the patient, and involvement 

with relatives of the dying patient are three factors that 

significantly increase stress for these nurses. 

Other factors that cause significant stress are 

related to circumstances beyond the nurse's control. In 

this study, the three most frequent are the social value 

of the patient, unexpected death, and the high priority of 

care necessary for the dying patient. 

Nurses in this sample are least concerned about 

their ability to meet the patients' physical needs, 

expressing emotion or becoming emotionally involved with 
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the patient, and caring for the body after death. Ninety 

percent of the nurses who responded said they only occa

sionally or almost never were unsure of their ability to 

meet patients' physical and technical needs, but only 48% 

responded in the same way to the item related to meeting 

psychological needs. Three-fourths of the nurses stated 

that becoming emotionally involved with the patient almost 

never or only occasionally interfered with the performance 

of their professional duties. 

Over one-half of the nurses surveyed often feel 

emotionally drained when caring for the dying patient who 

is angry, complaining, and demanding, but fewer than one-

third reported frequent feelings of anger, guilt, depres

sion, anxiety, discouragement, helplessness, or responsi

bility. It can be assumed that the factors reported as 

causing frequent stress generate stressful feelings for 

nurses, but the section on feelings did not give much 

helpful information, for which there may be several reasons. 

Although research shows that nurses often have stressful 

feelings related to working with dying patients (Mandel, 

1981), it also shows that they often protect themselves 

from experiencing these feelings as a way of coping with 

their environmental situation (Brown, 1979). This may meet 

with short-term success but contribute to the burnout 

syndrome over a period of time. 
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Other reasons for these findings may be that the 

lack of experiencing frequent stressful feelings is a 

unique characteristic of this sample, or that some nurses 

did not report their feelings accurately. 

In coping with their own stress, approximately two-

thirds of these nurses reported that they often ventilate 

their feelings and seek support from their coworkers. 

Regarding patient related behavior, holding a 

patient's hand, staying with him/her, encouraging indepen

dence, encouraging him/her to cry, and focusing on physical 

needs are frequent ways that nurses in this sample cope 

with the dying patient. About one-half of the nurses 

reported that they frequently reflect feelings when inter

acting with the patient. Approaches that were reported 

least frequently include changing the subject, avoiding 

the patient, reassuring the patient or evading the issue, 

supporting the patient's denial, referring questions to 

the doctor, and confronting the patient with his/her 

behavior. 

Religious beliefs are a source of comfort in coming 

to terms with death for half of the nurses surveyed. 

There was no significant relationship between 

frequency of stress and previous courses in death and 

dying, as measured by a t test. When means were compared, 

nurses with and without death and dying courses were also 
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similar in coping behavior. There was no significant 

relationship between frequency of stress and level of 

education. There was some relationship between frequency 

of stress and years of experience in this sample, which 

is inconsistent with the findings of Golub and Reznikoff 

(1971) and Gow (1977) but consistent with those of Denton 

and Wisenbaker (1971) and Stoller (1980). 

The questionnaire included items that involve 

verbal interactions between nurse and patient, and some 

ICU and ER nurses may have had some difficulty responding 

to these items because much of their experience is with 

patients who are comatose or unresponsive verbally, or 

with patients who enter the unit in crisis and die without 

an opportunity for communication. In these situations, 

the nurse's interactions are usually with family members 

and doctors. 

It is possible that those nurses without much 

experience in verbal interaction with the dying patient 

responded to the items in the way they would respond if 

faced with that situation, or in the way they would like 

to respond. Assuming this and looking at the results of 

the survey, we can conclude that the majority of nurses 

either know what strategies are helpful to the dying 

patient or else are already using them in their work. This 

may be a result of the nurses' increased awareness because 

of their exposure to books, articles, workshops, and 



seminars on death and dying, as well as student educa

tional experiences. De&xh education appears to be assist

ing nurses to understand the dying process in terms of the 

patients' experiences and to know what strategies are 

helpful in reducing the patients' stress. However, 

similarities between the stress levels of nurses with and 

nurses without death and dying courses in this study raise 

the question of whether or not these courses reduce the 

nurses' stress. 

Recommendations 

Recommendations are indicated in two areas: 

1. Formal educational experiences related to death 

and dying. 

2. Informal support from supervisors and peers. 

Death and dying courses should continue to be 

included in the student nurses' curriculum and offered to 

working nurses in the form of workshops and seminars. 

Further studies should be done to identifiy the type of 

educational experience that helps nurses to cope more 

effectively with their stress (Miles, 1980). 

Mandel (1981) stated that it is very important to 

legitimize the experiencing and expressing of nurses' 

feelings to other health professionals in a supportive 

atmosphere. Stress management for working nurses should 

include ongoing workshops and seminars structured to 
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allow nurses to explore' and share their feelings about 

their work with the dying and an opportunity to examine 

their problems in depth. 

The efficacy of peer counseling opportunities and 

improved emotional support from supervisors for nurses 

involved with dying patients must be explored. A greater 

emphasis must be placed on communication between all 

levels of health personnel. Group sessions which include 

the patient, the family, the doctor, the nurse and other 

health personnel are suggested as a means of sharing 

information and attitudes. 

With increased awareness, insight, and openness, 

nurses can provide better supportive care to the dying 

patient and through this experience enhance their own 

personal growth. 



APPENDIX A 

ATTITUDE AND RESPONSE SCALE 

WORK WITH THE DYING 

FOR NURSES WHO 

PATIENT 
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It is well known that caring for the dying patient places added stress on the 
nurse. This survey is designed to determine what factors cause the most stress and 
what behaviors are most common among nurses. There are no right or wrong responses. 
Do not take a lot of time to think about each statement, as your first response is 
more accurate of your true attitude or behavior. All responses will remain anony
mous and confidentiality is guaranteed. Feel free to write additional comments in 
the margin or beneath your response. 

1 = almost never (0-1 times out of 10) 
2 = occasionally (2-3 times out of 10) 
3 = sometimes (5 times out of 10) 
4 = frequently (7-8 times out of 10) 
5 = almost always (9-10 times out of 10) 

READ EACH STATEMENT. CIRCLE THE NUMBER THAT MOST AGREES WITH YOUR RESPONSE 

1. I set a high priority of care for dying patients, as compared to 12 3 4 5 
other seriously ill patients. 

2. I find that caring for terminally ill patients is more time con- 12 3 4 5 
suming than caring for other seriously ill patients. 

3. Caring for a dying child is more stressful than caring for a 12 3 4 5 
dying adult. 

4. Caring for a dying, middle aged adult is more stressful than 12 3 4 5 
caring for a dying, elderly person. 

5. I find it difficult to care for a dying patient who has not been 12 3 4 5 
told that he/she is dying. 

00 



6. I feel caught in the middle when a patient asks if he/she is 12 3 4 5 
dying and the doctor doesn't want him/her to know. 

7. I experience more stress in caring for the dying patient when 12 3 4 5 
the doctor withholds information from him/her that the patient 
has a right to know. 

8. It is stressful for me to care for a terminally ill patient 12 3 4 5 
who does not want any life-sustaining measures taken in the 
last stages of dying, but the family disagrees. 

9. I feel stress when a patient's death is hastened by means of 12 3 4 5 
drugs if he/she is suffering beyond endurance. 

10. I am stressed when a terminally ill patient is maintained by 12 3 4 5 
extraordinary means in order to study his/her disease. 

11. I find caring for a patient's body after death stressful. 12 3 4 5 

12. Becoming emotionally involved with the dying patient inter- 12 3 4 5 
feres with the performance of my professional duties. 

13. Forming close emotional ties with a dying patient places a 12 3 4 5 
strain on my emotional health. 

14. When I become emotionally involved with a dying patient, 12 3 4 5 
caring for that patient is more stressful. 

15. If I express emotion to a dying patient I may lose my objec- 12 3 4 5 
tivity and my professional attitude. 

16. I feel that I have not been adequately prepared to respond to 12 3 4 5 
a dying patient's emotional needs. 

to 



17, 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

My frustration in caring for a dying patient arises from not 
knowing how to be helpful. 

I feel that I must be able to respond appropriately to all of a 
dying patient's physical and emotional needs. 

I experience stress when I cannot respond to all of a dying 
patient's physical needs. 

I am not sure of my ability to provide technical and physical 
care to terminally ill patients. 

I am not sure of my ability to meet the psychological needs 
of terminally ill patients. 

It is very stressful for me to talk to relatives of the dying 
patient about dying. 

I experience stress when relatives of a dying patient expect 
me to spend most of my time with that patient. 

Lack of understanding by the relatives of the dying patient 
of my other responsibilities contributes to my frustration. 

It is more stressful for me to care for a dying patient when 
I dislike his/her personality. 

When my patient codes unexpectedly, I experience more stress 
than when death is expected. 

Caring for a dying patient who is angry, complaining, and 
demanding drains me emotionally. 

Seeing a patient who is helpless to control his/her environ
ment makes me feel helpless. 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 



29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 

41 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

Caring for the dying patient makes me feel depressed. 1 

Caring for the dying patient makes me feel discouraged. 1 

Caring for the dying patient makes me feel angry. 1 

When I recognize that I feel angry with a dying patient because 1 
he/she is very demanding, I feel guilty. 

I feel angry at a dying patient when he/she has contributed to 1 
his/her death by his/her lifestyle and health habits. 

When a dying patient acts withdrawn and hostile and rejects my 1 
attempts at support, I feel angry. 

When a terminal patient begins to deteriorate rapidly, I feel 1 
anxious and alarmed. 

When the terminal patient brings up the topic of his/her death, 1 
I feel anxious and uncomfortable. 

When my patient codes unexpectedly, I feel responsible for not 1 
preventing him/her from coding. 

When my patient codes unexpectedly, I feel guilty. 1 

When I am feeling stressed by caring for a dying patient, I 1 
ventilate my feelings to other health professionals. 

After a patient has coded, I discuss the situation and venti- 1 
late my feelings about the code to my coworkers 

When I am feeling stressed because of caring for a dying 1 
patient, I seek the support and understanding of my peers. 



42 

43 

44 

45 

46 

47 

48 

49 

50 

51 

52 

53 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

When my patient codes unexpectedly, I rely on the emotional 
support of my peers to reduce my stress. 

When a dying patient acts withdrawn and hostile and rejects 
my attempts at support, I confront the patient with his/her 
behavior. 

When the terminal patient asks questions about death, I find 
it best to evade the issue and give reassurance. 

When a dying patient asks questions related to death, I tell 
the patient to talk to the doctor. 

I reflect a dying patient's questions back to him/her and 
ask what he/she thinks or feels. 

When a dying patient begins talking about death, I change 
the subject. 

I find it necessary to avoid the patient because it is too 
stressful to interact with him/her. 

I allow the dying patient to do as much for him/herself as 
possible. 

I stay with the dying patient during times that are difficult 
for him/her. 

When a dying patient is upset, I hold his/her hand 

When a dying patient is sad, I encourage him/her to cry. 

When a dying patient is upset, I use humor to relieve the 
tension. 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 



54. When a dying patient is denying that he/she is going to die, 
I support 'his/her denial. 

55. When I care for a dying patient, I focus mainly on keeping 
him/her physically comfortable. 

56. Religious beliefs are a source of comfort to me in coming to 
terms with death. 

57. I feel that I have come to terms with the fear of my own death. 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

1 2 3 4 5 

PLEASE PLACE ANY ADDITIONAL COMMENTS ON THE BACK OF THIS PAGE 

What is your speciality? 
ICU 
CCU 
ER 
Medical 

What is your age? 
18-22 
23-29 
30-37 
38-45 
45 or over 

What is your level of education? 
LPN 
RN AD 
RN Diploma 
BSN 

What is your sex? 
female 
male 

What is your experience? 
New graduate 
2-5 years 
6-10 years 
10 years or over 

Previous courses in death and dying 
Yes 
No 

Number of deaths of those close to you 
0 
1-3 
4-6 
6 or over 

C7> 
CO 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8 5 7 2 1  

COLLEGE OF EDUCATION 

DEPARTMENT OF COUNSELING AND GUIDANCE 

Tfebruary 19, 1982 

The attached survey instrument concerned with the attitude* and 
responses of nurses who work with dying patients is part of a 
•aster's thesis research project being conducted through the 
Department of Counseling and Guidance at the University of 
Arisona. The purpose of this project is to assess the present 
status of attitudes and coping strategies of those nurses who 
work in high death areas. The results of this study will help 
to identify stress factors related to working with the dying 
patient and provide information on how nurses oope with these 
stresses* 

1 as very interested in obtaining your responses because your 
experience with dying patients will contribute greatly toward 
determining existing Attitudes and ooping strategies. The 
enolosed instrument was tested oh a sample of nurses and 
revised to help me obtain as much information as possible while 
requiring a minimum of your time. The average tiae for 
completing the survey is approximately 15 minutes. 

X will appreciate the return of the completed survey before March 5th. 
Please use the enclosed stamped) self addressed envelope. Z 
welcome any oomments that you may have concerning any aspect of 
working with dying patients not oovered in the survey* Also* 
please comment on any of the statements in the survey to which 
you have strong reactions. Tour oompletion of this survey 
indicates your willingness to partioipate. Your experience will 
provide valuable information for this project. 

X will be pleased to send you a sunmaiy of the survey results If 
you desire. Thank you very muoh for your cooperation and response. 

Sinoerely, 
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No. Item 

1. I set a high priority of care for dying 
patients, as compared to other seriously 
ill patients. 

2. I find that caring for terminally ill patients 
is more time consuming than caring for other 
seriously ill patients. 

3. Caring for a dying child is more stressfull 
than caring for a dying adult. 

4. Caring for a dying, middle aged adult is more 
stressful than caring for a dying, elderly 
adult. 

5. I find it difficult to care for a dying 
patient who has not been told that he/she 
is dying. 

6. I feel caught in the middle when a patient 
asks if he/she is dying and the doctor 
doesn't want him/her to know. 

7. I experience more stress in caring for the 
dying patient when the doctor withholds 
information from him/her that the patient 
has a right to know. 

1 2 3 4 5 Total Mean 

4 21 39 29 33 126 3.52 

9 30 33 31 23 126 3.23 

0 1 10 15 97 *123 4.69 

3 6 31 42 44 126 3.93 

7 8 24 30 57 126 3.96 

2 10 13 15 84 *124 4.36 

1 6 9 38 71 *125 4.37 

m 
01 



No. Item 

8. It is stressful for me to care for a 
terminally ill patient who does not want 
any life-sustaining measures taken in the 
last stages of dying, but the family 
disagrees 

9. I feel stress when a patient's death is 
hastened by means of drugs if he/she is 
suffering beyond endurance. 

10. I am stressed when a terminally ill patient 
is maintained by extraordinary means in 
order to study his/her disease 

11. I find caring for a patient's body after 
death stressful. 

12. Becoming emotionally involved with the dying 
patient interferes with the performance of 
my professional duties 

13. Forming close emotional ties with a dying 
patient places a strain on my emotional 
health. 

14. When I become emotionally involved with a 
dying patient, caring for that patient is 
more stressful. 

15. If I express emotion to a dying patient I may 
lose my objectivity and my professional 
attitude. 

12 3 4 

15 7 11 40 

50 27 18 15 

3 0 8 23 

61 37 17 7 

55 40 21 8 

29 37 36 11 

21 37 26 38 

70 34 17 4 

5 Total Mean 

50 *123 3.83 

14 *124 2.32 

91 *125 4.59 

4 126 1.85 

2 126 1.90 

13 126 2.53 

14 126 2.81 

1 126 1.66 

cn 
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No. Item 

16. I feel that I have not been adequately pre
pared to respond effectively to a dying 
patient's emotional needs. 

17. My frustration in caring for a dying patient 
arises from not knowing how to be helpful 

18. I feel that I must be able to respond 
appropriately to all of a dying patient's 
physical and emotional needs. 

19. I experience stress when I cannot respond to 
all of a dying patient's physical needs. 

20. I am not sure of my ability to provide 
technical and physical care to terminally 
ill patients. 

21. I am not sure of my ability to meet the 
psychological needs of terminally ill patients 

22. It is very stressful for me to talk to 
relatives of the dying patient about dying. 

23. I experience stress when relatives of a dying 
patient expect me to spend most of my time 
with that patient. 

24. Lack of understanding by the relatives of the 
dying patient of my other responsibilities 
contributes to my frustration. 

12 3 4 

39 37 29 15 

35 39 31 11 

21 32 25 28 

9 26 49 27 

78 32 13 1 

20 39 40 19 

32 34 39 13 

10 30 31 32 

6 27 32 31 

Total Mean 

*125 2.28 

*125 2.35 

*125 2.93 

126 3.10 

126 1.54 

*122 2.57 

126 2.45 

126 3.22 

126 3.41 

cn 
oo 

5 

5 

9 

19 

15 

2 

4 

8 

23 

30 



No. Item 

25. It is more stressful for me to care for a 
dying patient when I dislike his/her 
personality. 

26. When my patient codes unexpectedly, I 
experience more stress than when death 
is expected. 

27. Caring for a dying patient who is angry, 
complaining, and demanding drains me 
emotionally. 

28. Seeing a patient who is helpless to control 
his/her environment makes me feel helpless. 

29. Caring for the dying patient makes me feel 
depressed. 

30. Caring for the dying patient makes me feel 
discouraged. 

31. Caring for the dying patient makes me feel 
angry. 

32. When I recognize that I feel angry with a 
dying aptient because he/she is very 
demanding, I feel guilty 

33. I feel angry at a dying patient when he/she 
has contributed to his/her death by his/her 
lifestyle and health habits. 

12 3 4 

26 23 31 29 

11 10 20 24 

4 13 38 38 

23 41 40 15 

19 45 38 16 

34 42 31 14 

53 29 31 9 

19 28 38 25 

37 26 29 21 

Total Mean 

126 3.90 

126 3.90 

126 3.65 

126 2.53 

126 2.59 

126 2.31 

126 2.06 

126 2.92 

126 2.58 

m 
to 
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61 

33 
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8 

5 

4 

16 
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No. Item 

34. When a dying patient acts withdrawn and hostile 
and rejects my attempts at support, I feel 
angry. 

35. When a terminal patient begins to deteriorate 
rapidly, I feel anxious and alarmed. 

36. When the terminal patient brings up the topic 
of his/her death, I feel anxious and 
uncomfortable. 

37. When my patient codes unexpectedly, I feel 
responsible for not preventing him/her from 
coding. 

38. When my patient codes unexpectedly, I feel 
guilty. 

39. When I am feeling stressed by caring for a 
dying patient, I ventilate my feelings to 
other health professionals. 

40. After a patient has coded, I discuss the 
situation and ventilate my feelings about the 
code to my coworkers 

41. When I am feeling stressed because of caring 
for a dying patient, I seek the support and 
understanding of my peers. 

42. When my patient codes unexpectedly, I rely on 
the emotional support of my peers to reduce 
my stress. 

12 3 4 

30 46 30 16 

56 34 24 6 

34 45 36 7 

55 30 20 11 

63 24 18 11 

7 18 26 44 

5 13 24 49 

3 12 25 50 

5 Total Mean 

4 126 2.34 

6 126 1.98 

4 126 2.22 

8 *124 2.08 

8 *124 2.00 

30 *125 3.57 

35 126 3.76 

36 126 3.82 

14 23 28 35 26 126 3.28 



No. Item 

43. When a dying patient acts withdrawn and 
hostile and rejects my attempts at support, 
I confront the patient with his/her behavior. 

44. When the terminal patient asks questions 
about death, I find it best to evade the 
issue and give reassurance. 

45. When a dying patient asks questions related 
to death, I tell the patient to talk to the 
doctor. 

46. I reflect a dying patient's questions back to 
him/her and ask what he/she thinks or feels. 

47. When a dying patient begins talking about 
death, I change the subject. 

48. I find it necessary to avoid the patient 
because it is too stressful to interact 
with him/her. 

49. I allow the patient to do as much for 
him/herself as possible. 

50. I stay with the dying patient during times 
that are difficult for him/her. 

51. When a dying patient is upset, I hold his/her 
hand. 

52. When a dying patient is sad, I encourage 
him/her to cry. 

1 2 

37 37 

77 28 

54 32 

7 18 

85 28 

75 29 

1 7 

1 4 

2 5 

6 8 

3 4 5 

36 10 4 

13 5 1 

31 6 2 

37 44 19 

5 4 3 

13 7 1 

24 42 51 

23 58 39 

13 37 68 

16 46 48 

Total Mean 

*124 2.25 

*124 1.58 

*125 1.96 

*125 3.40 

*125 1.49 

*125 1.64 

*125 4.08 

*125 4.04 

*125 4.31 

*124 3.98 



No. Item 1 

53. When a dying patient is upset, I use humor 29 
to relieve the tension. 

54. When a dying patient is denying that he/she 51 
is going to die, I support his/her denial. 

55. When I care for a dying patient, I focus mainly 3 
on keeping him/her physically comfortable. 

56. Religious beliefs are a source of comfort to 17 
me in coming to terms with death. 

57. I feel that I have come to terms with the 11 
fear of my own death. 

2 3 4 5 

32 45 14 4 

40 24 7 1 

10 34 39 39 

12 15 16 65 

18 29 30 36 

Total Mean 

*124 2.45 

*123 1.91 

*125 3.80 

*125 3.80 

*124 3.50 

o> 
to 
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WITH AND WITHOUT PREVIOUS DEATH AND 
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With Courses 
Item 
No. 1 2 3 4 5 Total 

39 3 11 12 22 16 64 

40 3 6 10 28 19 66 

41 1 6 11 26 22 66 

42 6 13 13 20 14 66 

43 22 15 19 8 2 66 

44 43 15 5 3 0 66 

45 32 13 18 3 0 66 

46 3 9 21 20 13 66 

47 45 16 1 3 1 66 

48 42 16 5 2 1 66 

49 1 4 12 21 28 66 

50 0 1 12 28 25 66 

51 0 2 4 20 40 66 

52 12 17 28 5 3 65 

53 12 17 28 5 3 65 

54 26 19 15 5 0 65 

55 2 6 16 19 23 66 

56 8 4 8 7 39 66 

57 6 8 14 18 19 65 

•One questionnaire was omitted because 

Without Courses 

1 2 3 4 5 Total 
Study 
Total 

3 6 13 24 13 59 123 

2 6 12 22 17 59 125 

2 5 14 24 14 59 125 

8 11 13 13 13 58 124 

17 20 18 2 2 59 125 

35 12 8 2 2 59 125 

21 20 14 3 1 59 125 

3 9 16 24 7 59 125 

39 13 4 1 2 59 125 

34 13 8 4 0 59 125 

0 3 11 20 24 58 124 

1 3 12 26 17 59 125 

1 3 9 19 27 59 125 

3 3 13 25 15 59 124 

15 16 17 9 1 58 123 

25 19 10 2 1 57 122 

2 4 16 21 15 58 124 

11 6 7 9 26 59 125 

5 9 15 11 18 58 123 

was incomplete beyond item 42. 
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