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ABSTRACT 

Nurses in the intensive care unit (ICU) are subject to extreme conditions of patient care. 

When that patient care does not progress as projected, they can suffer feelings of anger, 

nightmares, insomnia, sadness guilt, anxiety, flashbacks, and withdrawal from co-workers and 

family members. This project holds as it is conceptual framework of Dr. Martha Newman’s 

theory of Health as an Expanding Consciousness, as such, illness is seen as an imbalance and 

wellness is the restoration of balance. This project draws parallels between nurses’ feelings of 

grief and coping in the presence of traumatic events and untimely deaths in the ICU. This is done 

through a qualitative, descriptive, and open-ended interview study; as well as through a 

quantitative, demographic, and professional characteristic written survey This project is a 

replication of Dr. Michelle Sato’s 2015 project Nursing Experiences of Grief and Coping in the 

ICU. This project has shown that when positive coping mechanisms are in place, nurses are less 

likely to show symptoms of mental injury. 
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INTRODUCTION 

Intensive care units (ICU) provide life support to people who are critically ill. Care 

provided in the ICU is often invasive and sometimes painful; for example: utilizing mechanical 

life support machines and pharmacological methods which require continual monitoring and 

adjustment. Intensive care interventions are often associated with conditions that result in high 

rates of mortality and morbidity (Society of Critical Care Medicine, 2018). The extreme nature 

of the ICU, unexpected and expected events, can be particularly traumatic to both the patients 

being cared for and the staff caring for these patients. Due to the high rates of mortality and 

morbidity combined with the invasive nature of the care given, peaceful deaths in the ICU can be 

a rarity.  

ICU nurses and healthcare providers are called to care for these patients in highly 

traumatic environments. These environments are not unlike those experienced by battlefield 

medics, soldiers, police officers, and firefighters. Understanding of the effects of traumatic 

events on these service men and women is well documented and understood, and therapeutic 

modalities for the treatment of post-traumatic stress disorder (PTSD) have been developed to 

varying degrees of success. However, what has not been as fully explored is the extent for which 

nurses and other healthcare providers in similar traumatic environments (e.g., ICU) suffer similar 

symptoms of traumatic mental injury. To the extent of which their grief is recognized, and to how 

it affects their mental health. This DNP project is a replication of Dr. Michelle Sato’s (2015) 

DNP project: Nurse Experiences of Grief and Coping in the Intensive Care Unit. This DNP 

project seeks to draw parallels and compare findings to Michelle Sato’s study carried out at 
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Queen’s Medical Center, Hawaii, to how nurses at Intermountain Medical Center, Utah 

experience grief and coping to untimely deaths.  

This project utilizes the term “acute mental injury.” This term should not be confused 

with a diagnosable pathology that is found within the Diagnostic and Statistical Manual of 

Mental Disorders (5th edition), or other known diagnostic manuals. The term “acute mental 

injury” is conceptualized by the author and is employed to assist in describing patterns that may 

be experienced by intensive care bedside nurses related to grief and coping following traumatic 

events and untimely deaths.  

Problem Description 

Nurses in the ICU are subjected to high rates of psychological mental injury due to the 

nature of the environment in which they work. ICU nurses are exposed regularly to high stress 

environments that are formed from patients and their families who are suffering from critical 

illness and the uncertainty of their health status. Death and dying are regular occurrences in this 

setting. This cumulative effect of high stress, uncertainty, high patient mortality despite 

aggressive treatments, and sudden, often abrupt, changes in patient’s status can lead to acute 

mental injury in those that work within this environment. This acute mental injury can present 

itself in many forms. This includes, but is not limited to, post-traumatic stress disorder (PTSD), 

compassion fatigue, chronic absenteeism, high rates of staff turnover, and nurses prematurely 

leaving the ICU or profession altogether. 

Financial Cost 

The cost associated with nursing turnover can be staggering. According to a survey 

conducted in 2016 by Nursing Solutions, Inc., the cost of turnover for a staff nurse, regardless of 
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specialty, can be twice the cost of their annual salary. The cost to a hospital can be $5.2 million 

to $8.1 million annually (2016 National Healthcare Retention & RN Staffing Report, 2016). 

The economic costs associated with nurses leaving the profession prematurely is only one 

aspect of the financial impact of acute mental injury in nurses. In the report by Trautmann, 

Rehm, and Wittchen (2016), mental and substance abuse disorders on a whole amount to 10.4% 

of the global cost of disease and this cost is only expected to increase with time. This cost is 

associated with more than just the burden of disease and the costs thereof. The real impact the 

cost is felt across the entire economy, including productivity loss, loss of GDP, and loss of 

human capital. This combined total loss in the year 2010 globally amounted to $2.5 Trillion 

(Trautmann, Rehm, & Wittchen, 2016). 

Patient Experience 

The monetary costs associated with mental injury and nurses leaving the profession, plus 

the cost on society does not give a complete picture of the expenses related to acute mental 

injury in ICU nurses. In the study by Mason et al. (2014), the high rates of moral distress and 

compassion fatigue had a direct result on work engagement, and thus a direct impact on patient 

care and staff experiences in the ICU environment.  

Increased incidences of acute mental injury not only have an alarming effect on nurses, 

their mental health, and costs on society, but also may be related to increased propensity of errors 

in the clinical setting. Ultimately, this negatively effects the patient experience and patient 

outcomes (Weinstein, 2016). 
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Background and Significance 

Timing 

The United States (US) had approximately 77,000 ICU beds in operation as of 2010. This 

represents an increase of approximately 10,000 beds since 2006 (Critical Care Statistics, n.d.). 

Pimachi, Vincent, and Brimioulle (2007) found survival rates of patients in the ICU for 30 days 

hover between 30% to 40%. The astonishingly low rate of survivability in connection with the 

invasive nature of the ICU leads one to question, how the staff that is tasked with caring for this 

population copes. 

ICU Nurse’s Role 

The central role of a nurse in any environment is to assist the patient to a higher state of 

health. If this is not possible then the nurse’s role changes to assisting the patient toward a 

peaceful death. This role is separate from the role of a physician, which is to cure disease. This 

central role of nursing is all encompassing for the patient. The nurse is not simply worried about 

the major presenting problem and other co-morbidities; they are concerned with the whole 

patient. Nurses are holistic in their approach to their patients’ care. 

This is also true of ICU nurses. The nurse’s central role does not change with a change of 

venue. However, the ICU nurse has specialized training to care for people in critical and unstable 

states of health. The role of the ICU nurse is to be the first line of healthcare and promotion in 

the ICU. They receive and initiate orders, collect information about the patient’s condition and 

relay that to the providers. They perform interventions as ordered by the provider, run complex 

mechanical lifesaving support machines, and initiate emergency protocols in rapidly declining 

situations.  
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Another significant role of the ICU nurse is end-of-life-care (EOLC). In the US alone 

10% to 29% of patients die in the ICU (Noome et al. 2016). Noome et al (2016) explored the 

nurses’ role in the ICU with EOLC. It is stated that the nurse must care for the patient, the family, 

and the patient’s environment. However, it is unclear how the nurse is to accomplish this task 

effectively, given the high acuity of the ICU. Noome et al. (2016) notes that the family does not 

always receive adequate care from the nurse in the ICU and the patient’s environment is almost 

always neglected. Because of the high demands of the nurse in the ICU and the multitude of 

varying responsibilities in just caring for the patient, it is easy for the ICU nurse to become 

overwhelmed. This type of environment is conducive to promoting feelings of inadequacy and 

stress. Through this already heightened state of care, the ICU nurse becomes at risk for 

increasing rates of acute mental injury when the care of the patient does not result in the intended 

outcomes.  

Purpose and Intent 

The purpose of this DNP project is to replicate Dr. Michelle Sato’s 2015 DNP project 

titled Nurse Experiences of Grief and Coping in the Intensive Care Unit. Further, it is intended to 

draw parallels between Dr. Sato’s findings and the experiences of nurses in a different location. 

We will explore nurse’s experiences of acute mental injury in the ICU following untimely deaths 

and traumatic experiences while working in a cardio-thoracic post-surgical ICU at a level I 

trauma center in Murray, Utah.  

The aim of this project is to identify themes in nursing experiences of grieving, coping, 

and acute mental injury after untimely deaths and traumatic events in the ICU. Through the 
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qualitative methods the primary investigator is better able to identify themes that may become 

apparent that would not otherwise be in a quantitative styled design. 

Outside of Dr. Sato’s project (Sato, 2015) there is very little literature that acknowledges 

the effects of untimely death and traumatic events on ICU nurses. An understanding of their 

experiences can further shed light on how nurses cope, why they remain in the field of nursing, 

why they may leave the profession, how nursing leadership can retain nurses, how managers can 

provide necessary support to suffering nurses, and how management may educate nurses that are 

at high risk of acute mental injury. 

Stakeholders 

Given that the beside nursing staff is on the front line of care in the ICU setting they are a 

key stake holder in the process of identifying mental injury. While they are uniquely situated to 

identify caregivers that may be in psychological distress: they are also at the forefront of the 

injuring events. Given that advance practice nurses (APRN) have labored at the bedside, that 

they have a good understanding of direct patient care, and they have graduate level education, 

the APRN are better situated to understand the complex situations that result in mental injury and 

identify staff that may be suffering. Other stake holders that have a key place in the 

understanding, identifying, and responding to mental injury include: hospital administration, 

physicians, other advanced practice clinicians (e.g., physician assistants, physical therapists, etc.) 

and nursing staff management.  

Study Questions 

This DNP project aims to be a recreation of Dr. Michelle Sato’s 2015 project. Meaning 

the aims of this project are to explore the experiences and events of untimely death and traumatic 
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events in the ICU that may lead to acute mental injury. This will be done from the nurse’s 

perspective, with respect to the nurse’s varying demographic and professional factors that may 

affect these experiences.  

The following questions have been adapted to this project and were taken from Dr. Sato’s 

project, and are the aims to be answered by this project:  

1. Do ICU nurses experience acute mental injury?  

2. What circumstances in the thoracic ICU elicit mental injury for the nurse?  

3. What is the nurse’s experience of dealing with untimely deaths and traumatic events 

in the ICU?  

4. What are the nurse’s responses (e.g., thoughts, feelings attitudes, coping mechanisms) 

to mental injury?  

5. What demographic and professional factors influence the nurse in their responses to 

untimely deaths and traumatic events in the ICU and their ability to cope with these 

events?  

The answers to these questions will be valuable in identifying themes of mental injury in ICU 

nurses, provide insight into precipitating factors for mental injury, give information about the 

coping mechanisms of individual nurses in the light of the varying professional and demographic 

factors, and be useful in creating support for the acutely injured nurse. 

Conceptual Framework 

While grief is a normal and universal concept that will affect all human life (Prigerson et 

al., 2009), acute mental injury is a pattern in grieving. To understand how grief can lead to acute 

mental injury among nurses that experience untimely death and the traumatic events in the ICU; 
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one must understand how nurses support patients even when injured and how they support 

themselves; two aspects that are often misunderstood. In a recent study of undergraduate nursing 

texts, 23 contained at least one unsupported view, or myth, in grief and loss (Holman et al., 

2010). There is an abundant need for evidence-based research on the grieving process for nurses. 

Furthermore, an understanding of the entirety of grief and how it progresses to acute mental 

injury is needed for a conceptual framework for the nurse experiencing mental injury in the ICU. 

The ICU is commonly known to be a stressful environment. As such there are many actual and 

perceived stressors in the ICU that lead to feelings of loss, burnout, low morale, psychological 

distress, and other work and non-work-related problems (Sawatzky, 1996). Therefore, a 

framework that encompasses these challenges is needed. As this doctoral project is a replication 

of Dr. Michelle Sato’s DNP project (2015), I will utilize the same framework that was utilized in 

her project; Margaret Newman’s theory of Health as Expanding Consciousness represented here 

for this project’s application. 

Margaret Newman’s theory utilized the unitary paradigm of nursing that was first 

proposed by Dr. Martha Rogers in her theory, Theory of Unitary Human Being (Newman, 1997). 

The unitary view states that the human and their environment are viewed as one in unity. As 

such, nursing is seen as both a science and an art; the purpose of which is to promote both health 

and well-being (Rogers, 1992). 

ICU Nurse Mental Injury and Health as Expanding Consciousness 

The principles of Dr. Newman’s theory of health as an expanding consciousness can be 

applied to the concepts of mental injury in ICU nurses. Before becoming a nurse and a nursing 

theorist, Dr. Newman was influenced by the loss of her mother to a terminal degenerative 
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disease. During this five-year period, she came to see that even though her mother was 

incapacitated, she was still a whole being. Further, she was able to move through this period by 

taking life fully immersed in the present, taking each day individually (Endo, 2017). 

The following assumptions are made with Dr. Newman’s theory: Health is a unitary 

pattern of the whole and encompasses disease and non-disease. Pattern identifies the evolving 

human-environment and is characterized by meaning. Consciousness is the information capacity 

of the person and is revealed in the evolving pattern of the individual (Newman, 1997). In this, 

there is a paradigm shift that states that we move from a treatment of symptoms to a search for 

patterns. Also, Newman suggests that from a nursing perspective, the view of disease should 

move from a disruptive process to being part of the process leading to higher consciousness of 

self (Newman, 1997). 

As we move from the view of disease, death, dying, and grief as being disruptive 

processes to a view them as processes to achieve higher consciousness, we can then learn to live 

fully in the present allowing traumatic events to influence our responses but not affect us 

mentally. This process can be viewed as moving from disorder to an order state of being. As 

such, the nursing role is then viewed as assisting the patient through these patterns and periods of 

order and disorder to a higher state of self and consciousness; therefore, removing the paradigm 

of viewing disease as a condition that needs to be battled and overcome. 

Concepts 

The assumptions that are made by Dr. Newman can be held as the concepts of this project 

and framework. Patients should be viewed unitarily, and their health, non-health or disease, and 

absence of disease should be seen in unity (Newman, 1997). In so doing, disease becomes 
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something that is not battled, but something about which the patient and the nurse work together 

to make meaning of. Therefore, the patient is assisted by the nurse in movement through the 

disease pattern. This gives the nurse meaning in his or her work and gives meaning to the patient 

in their disease process. When viewed in the context of the suffering nurse, grief and mental 

injury can be seen as a pattern in the unity of the whole person. Grief and mental injury and the 

absence thereof can be seen as a natural part of the nursing and patient experience.  

Patterns are identified and seen as the evolving human-environment and are given 

character by meaning (Newman, 1997). The nursing process is no longer a process to move 

through to achieve an end goal, but a process to identify patterns in the patient. This can also be 

applied to mentally injured nurses. Mental injury can be and should be viewed as a natural 

pattern of the human experience. As such, grief, when avoided and silenced leads to mental 

injury, should not be avoided, but embraced as giving meaning to practice and being human.  

Because consciousness is the information capacity of the person, the nurse can reveal this 

consciousness in understanding the evolving pattern of the person (Newman, 1997). When 

applied to the grieving or injured nurse the grief experienced in the nursing process can reveal to 

the nurse their capacity for being human and the patterns that encompass the life process. In 

other words, grief expands what it is to be human. 

Grief, as it leads to mental injury, and appropriate coping become patterns that are to be 

understood and transcended by the ICU nurse. They are integrated into the human experience. 

Because to be a nurse is to be human and to be human is to be involved in the human experience, 

grief, loss, and coping are integrated into the existence of the nurse. They are experiences to be 

embraced, not avoided, because to avoid them would be to avoid being human. 
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Coping mechanisms as patterns of grief in ICU nurses. All people experience stress in 

their lives. That stress is a normal part of our existence that can lead to growth and resilience or it 

can lead to injury and harm. The way in which we choose to respond to stress determines if that 

inevitable stress in our lives turns into growth and resilience or if it leads to injury and harm. The 

presence of stressors is not unique to one individual or another. However, the individual types of 

stressors encountered are unique. Some events or stressors can have a more detrimental effect 

than others.  

Negative coping mechanisms. Coping mechanisms can be viewed as the person’s 

patterns in dealing with grief. Coping mechanisms express grief as a way of reacting to stress. 

Negative coping mechanisms are the ways in which we respond to stress that can lead to a quick 

fix for the stressors in our life. These types of coping mechanisms tend to solve the immediate 

problem but fail to address the underlying issues. Further, they can actually make the underlying 

mental injuries worse in the long run (PTSD: National Center for PTSD, 2007). 

Negative coping skills include various types substance abuse. This can be illicit 

substances, excessive alcohol consumption, or even the consumption of “comfort foods” in 

excess. These substances are used to help the suffering person forget the problems they may be 

facing. They can be used to help induce sleep and rest. They can be utilized to assist 

symptomology to be lessened or to go away. However, these substances do not solve the 

underlying issue at hand. They can affect job performance, patient safety, and the nurse’s overall 

health (PTSD: National Center for PTSD, 2007).  

Avoiding offending situations can lead to chronic absenteeism at the nurses’ place of 

employment. This is done as a way to help distance oneself from the trauma that may be present 
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in the ICU. However, this also does not fix the underlying issue. This will place the nurses’ 

employment status in jeopardy and make it difficult to find other employment if terminated 

(PTSD: National Center for PTSD, 2007). 

The types of negative coping skills are varied and numerous. It is unreasonable to list all 

the known negative ways to cope with mental injury. This project will seek to describe the 

common ways nurses cope, both positively and negatively, in an effort to find commonality 

between Dr. Sato’s project and this recreation. In this way, positive coping skills can be 

highlighted, encouraged, and used to change nursing practice. Further, negative skills can be 

identified in an effort to educate nurses to avoid harmful ways to cope so as to avoid further 

injury. By highlighting and promoting positive skills and avoiding harmful skills the aim is to 

change current nursing practice (PTSD: National Center for PTSD, 2007). 

Positive coping mechanisms. Positive coping mechanisms have been linked to character 

strengths with in an individual (Harzer & Ruch, 2015). Character strengths act as a buffer against 

work and life related stress. These character strengths directly correlate with one’s coping ability 

(Harzer & Ruch, 2015). Character strengths have been defined as “a disposition to act, desire, 

and feel that involves the exercise of judgment and leads to a recognizable human excellence or 

instance of human flourishing” (Yearley, 1990). 

Positive coping mechanisms that are associated with character strengths include: 

relaxation techniques, socialization, and physical activity. These coping mechanisms, if properly 

applied to the suffering nurse, may help the nurse suffering from acute mental injury cope with 

the stress associated with untimely death or traumatic events in the ICU. 
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Acute mental injury. Nurses in the ICU are subject to frequent and oftentimes 

significant events that can, if not responded to in a positive way, lead to acute mental injury. 

These injuries are the precursors to definable disorders such as post-traumatic stress disorder 

(PTSD), compassion fatigue, and major depressive disorder. The symptoms of mental injury are: 

anger, nightmares, insomnia, sadness, guilt, anxiety, flashbacks, withdrawal from co-workers and 

family members, nurses leaving the profession prematurely, and nurses leaving the ICU 

environment for a slower less acute area of practice.  

This project utilizes the term “acute mental injury.” This is not considered a diagnosable 

pathology. The term has been developed to identify patterns that may be experienced by nurses 

within the ICU following traumatic events and untimely deaths. The definition put forth above is 

therefore employed to help recognize these patterns in grief and coping of nurses. 

Literature Search 

This project is a replication project of Dr. Michelle Sato’s 2015 work Nurse Experiences 

of Grief and Coping in the Intensive Care Unit. Dr. Sato has identified the following major 

themes in her work for grief as being: 1) circumstances of death; 2) keeping professional 

boundaries; 3) being supported; and, 4) learning from experiences. Dr. Sato also identified the 

following major themes for coping as being: 1) talking and being heard; 2) finding a support 

system; 3) using humor; and, 4) spirituality (Sato, 2015). This project has utilized these same 

themes, drawn parallels to them, introduced new themes in the results sections, and compared 

this project’s findings to Dr. Sato’s work.  

Literature searches have also been conducted for the following categories: “compassion 

fatigue” and “secondary traumatic stress,” and “post-traumatic stress disorder.” They comprise 
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the following subheadings with the specifics there represented. Each category’s results will be 

represented in table format.  

Compassion Fatigue and Secondary Traumatic Stress 

A literature search was conducted of PubMed and CINAHL Plus. The following MESH 

terms were used in combination to facilitate the search: compassion fatigue, secondary traumatic 

stress, ICU, intensive care unit, critical care, and nursing. Searches were limited to full text 

articles, English language, and articles published within the last five years. CINAHL Plus 

produced 73 articles with the above-mentioned search terms. The search was further limited by 

selecting for articles only published in academic journals. This yielded a result of five. Of those 

articles the abstracts were reviewed and three were retained for this synthesis. PubMed utilized 

the same search parameters and produced 14 articles. Of those articles the abstracts were 

reviewed, and several were retained for this synthesis. A comprehensive appraisal of the 

evidence from the articles has been included and can be found in table form utilizing the 

evidence appraisal table format shown in Table 1. 
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TABLE 1. Synthesis of evidence table – Terms: compassion fatigue, secondary traumatic stress, intensive care unit, critical care, and 

nursing.  

Project question: “What are the experiences of compassion fatigue among registered nurses working in stressful environments, such as 

intensive care units?” 

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

Berger & Gelkopf. 

An intervention for 

reducing secondary 

traumatization and 

improving 

professional self-

efficacy in well 

baby clinic nurses 

following war and 

terror: A random 

control group trial. 

 

Quantitative: 

Research question, 

does providing well 

baby nurses, in war 

torn and terror 

regions, with 

modules and 

personal 

assignments for 

psycho-educational 

knowledge related 

to reduction of 

stress improve the 

professional quality 

of life over a control 

group who received 

no extra education? 

Key Variables: 

Intervention group 

received modules 

and personal 

exercises while the 

control group 

received no 

intervention. 

Not given Quasi-randomized 

control group trial. 

N = 80;  

42 for the 

intervention;  

38 for the control. 

Tools and 

Instruments utilized: 

In person surveys. 

Disaster-helper self-

efficacy scale, 

ProQOL tool, 

Rosenberg Self-

Esteem Scale, Self-

Rated Hope Scale, 

Mastery Scale. 

Results showed that 

Burnout was 

measured and had 

scores ranging from 

14 – 42 with a mean 

of 25.63. Secondary 

Traumatic Stress 

scores ranged from 

10 – 45 with a mean 

of 20.86. 

Compassion 

Satisfaction ranged 

from 20 – 50 with a 

mean of 40.51. 

Burnout scores are 

considered normal 

in the range of 23-

41. Higher scores 

equal high burnout. 

Secondary 

Traumatic Stress 

scores higher equals 

higher incidence. 

While lower scores 

on Compassion 

Satisfaction equal  
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TABLE 1 – Continued  

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

      less satisfied. When 

these results are 

compared with 

generational age 

groups it was found 

that nurses ages 21-

33 were more likely 

to exhibit symptoms 

of compassion 

fatigue, burn out, 

and secondary 

traumatic stress. 

This age group is 

often associated as 

the “millennial 

generation.” While 

nurses that were part 

of the “baby 

boomer” generation 

were more likely to 

show signs of 

compassion 

satisfaction. 

 

Drury, Craigie, 

Francis, Aoun, & 

Hegney.  

Compassion 

Satisfaction, 

compassion fatigue,  

Qualitative themes 

explored: social 

network and 

support, 

infrastructure and 

support,  

Not given Two-phased 

qualitative 

descriptive study. 

Phase one: 132 

Phase two: 15 

No specific tools are 

utilized in this study. 

However, a survey 

was conducted 

asking open ended 

questions relevant to  

Utilizing the 

ProQOL 68.7% of 

nurses had 

measurable 

compassion fatigue 

before the study.  
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TABLE 1 – Continued  

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

anxiety, depression 

and stress in 

registered nursing in 

Australia: Phase 2 

results. 

 

environment and 

lifestyle, learning, 

leadership, stress, 

suggestions for 

building 

psychological 

wellness 

 

   the study question: 

“What are the 

factors that lead to 

compassion 

satisfaction, 

compassion fatigue, 

anxiety, depression, 

and stress in 

nurses?” 

 

Compared with 

46.78% after 

intervention in the 

experimental group 

and 51.33% in the 

control group. 

 

Jakimowicz, Perry, 

& Lewis.  

Compassion 

satisfaction and 

fatigue: A cross-

sectional survey of 

Australian intensive 

care nurses. 

Quantitative: Key 

Variables, 

compassion fatigue 

and satisfaction. 

Not given Descriptive self-

reported cross-

sectional survey. 

N = 98 Demographic data, 

ProQOL version 5 

Prolonged exposure 

to patients that are 

experiencing death, 

sudden critical 

events, trauma, and 

serious illness can 

lead to compassion 

fatigue in nurses 

employed in critical 

care units 

 

Jenkins & Warren.  

Concept analysis: 

Compassion fatigue 

and effects upon 

critical care nurses s 

Qualitative 

concepts: 

Compassion fatigue, 

secondary traumatic 

stress 

Not given Qualitative N = 2 Empirical survey 

based on past 

experiences. 

57 of respondents 

exhibited average 

levels of burnout. 29 

of respondents were 

found to have low 

levels of burnout. 

No respondents 

were found to have 

high levels of  
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TABLE 1 – Continued  

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

      burnout. 69% of 

respondents were 

found to have low 

levels of compassion 

fatigue, and 31% to 

have average levels of 

compassion fatigue. 

The differences of 

burnout and 

compassion fatigue 

between oncology 

nurses and critical 

care nurse was not 

shown to be 

statistically 

significant. Males 

were shown to have 

lower levels of 

burnout and 

compassion fatigue 

while female nurses 

were shown to have 

higher levels of 

compassion fatigue. 

Linear regression 

models showed that 

years of experience 

did not have an impact 

on compassion fatigue 

or burnout. 
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TABLE 1 – Continued  

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

Kelly, Runge, & 

Spencer.  

Predictors of 

compassion fatigue 

and compassion 

satisfaction in acute 

care nurses 

Quantitative: 

Survey research 

study to measure 

compassion fatigue 

and compassion 

satisfaction among 

acute care nurses. 

Not given Cross-sectional, 

quantitative, survey 

research study. 

N = 491 Instruments and 

Tools utilized: 

ProQOL scale, 

demographic 

questions, 

investigator-derived 

questions, questions 

if nurses had been 

formally recognized. 

 

Results showed that 

compassion fatigue, 

burnout, and 

secondary traumatic 

stress were 

statistically higher in 

higher acuity 

environments such as 

the ED and ICU. 

However, if the 

healthcare provider is 

able to obtain higher 

amounts of sleep the 

levels of burnout, 

compassion fatigue, 

and secondary 

traumatic stress were 

actually lower overall.  

 

Mason, Leslie, 

Clark, et al.  

Compassion 

fatigue, moral 

distress, and work 

engagement in 

surgical intensive 

care unit trauma 

nurses: A pilot 

study. 

 

Qualitative: Nurses 

were asked describe 

sources of moral 

distress and self-

care strategies for 

coping with stress.  

 

Jean Watson’s 

Theory of Human 

Caring 

 

Qualitative, pilot 

study. 

Nonexperimental, 

descriptive, 

correlational design 

 

N = 26 Surveys distributed 

asked questions from 

the ProQOL tool, 

The following 

instruments were 

utilized: Compassion 

Satisfaction, 

Burnout, secondary 

stress, moral distress 

situation, moral 

distress subscale  

1a. 27% of 

respondents scored 

high on compassion 

satisfaction, the 

remaining scored 

average. 

1b. 58% Scored 

average on 

compassion fatigue, 

the remaining scored 

low. 
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TABLE 1 – Continued  

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

     “not in patient’s best 

interest’ factor” 

shortened version 

2005, UWES-17 

work engagement, 

UWES-9 work 

engagement 

shortened version 

2008: Vigor 

subscale, dedication 

subscale, absorption 

subscale. 

 

1c. 38% scored 

average for secondary 

traumatic stress 

subscale, the 

remaining scored low. 

1d. The mean moral 

distress situation 

subscale was 3.4, 

which was considered 

elevated. 

1e. Utrecht work 

engagement scale was 

3.8 and that is 

considered low. 

1f. Results of this pilot 

study confirm that 

moral distress is 

clinically significant 

for surgical ICU 

nurses. Further, work 

engagement activities 

were important in 

relieving these factors. 

 

Results from the focus 

groups were grouped 

into seven themes: 

Social network & 

support, infrastructure 

and support,  
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TABLE 1 – Continued  

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

      environment and 

lifestyle, learning, 

leadership, stress, 

suggestions for 

building psychological 

wellness.  

 

Mohammadi, 

Peyrovi, & 

Mahmoodi.  

The relationship 

between 

professional quality 

of life and caring 

ability in critical 

care nurses. 

Quantitative 

Survey: Key 

variables 

professional quality 

of life and ability 

for caring. 

Not given Descriptive 

correlational study. 

N = 253 Demographic data 

form, caring ability 

inventory, ProQOL 

version 5. 

 

Compassion 

satisfaction, burn out, 

and secondary 

traumatic stress were 

all within the average 

range according the 

Hudnall Stamm 

interpretation. 

However, patterns did 

emerge: females were 

more likely to show 

burnout, compassion 

fatigue and secondary 

traumatic stress. 

Younger less tenured 

nurses were more 

likely to show similar 

outcomes.  

 

Mooney, Fetter, 

Gross, Lynch, & 

Rogers.  

A preliminary  

Quantitative: Key 

variables 

compassion fatigue 

and compassion  

Not given Quantitative cross-

sectional survey. 

N = 86 ProQOL version 5. 

REDCap electronic 

data capture tool. 

Females reported 

significantly higher 

levels of compassion 

satisfaction when  
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TABLE 1 – Continued  

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

analysis of 

compassion 

satisfaction and 

compassion fatigue 

with considerations 

for nursing 

specialization and 

demographic. 

satisfaction.     compared to males. 

Nurses age 40 – 49 

had significantly 

lower levels of 

compassion 

satisfaction when 

compared to other age 

groups. Nurses 

working in single 

acuity units had 

significantly higher 

compassion 

satisfaction. 

 

Sacco, Clurzynski, 

Harvey, & 

Ingersoll.  

Compassion 

satisfaction and 

compassion fatigue 

among critical care 

nurses. 

Quantitative key 

variables: 

compassion fatigue 

and compassion 

satisfaction 

Not given Quantitative cross-

sectional study 

N = 221 ProQOL version 5 Nurses aged 40 – 49 

had significantly 

higher levels of 

compassion fatigue. 

While only nurses 

ages 20 – 29 had 

higher rates of 

secondary traumatic 

stress. Nurses that 

worked on mixed 

acuity units had 

significantly higher 

levels of burnout. 

Finally, nurses 

working on units that 

had a change in  
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TABLE 1 – Continued  

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

      management in the 

preceding year 

showed a significantly 

higher amount of 

burnout than nurses 

that worked on units 

without a management 

change the preceding 

year. 

 

Smart, English, 

James, Wilson, 

Daratha, Childers, 

& Magera.  

Compassion fatigue 

and satisfaction: A 

cross-sectional 

survey among US 

healthcare workers. 

Quantitative 

Survey: Key 

variables 

compassion fatigue 

vs. compassion 

satisfaction. 

Not given Cross-sectional, 

quantitative, survey 

research study. 

N = 139 Compassion 

Satisfaction and 

Compassion Fatigue 

(ProQOL) version 5 

instrument. 

There was a positive 

relationship between 

the professional 

quality of life and the 

caring ability. There 

was a significant 

inverse relation 

between burn out 

subscale and the 

caring ability. There 

was a significant 

inverse correlation 

between secondary 

traumatic stress and 

the courage aspect of 

the caring ability 

inventory. 
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Post-Traumatic Stress Disorder 

A literature search of PubMed and CINAHL Plus was conducted. The following MESH 

terms were utilized in combination to facilitate the search: post-traumatic stress disorder, nurse, 

intensive care unit.” Searches were limited to full text articles in peer reviewed journals. PubMed 

yielded a result of 80 articles. Of those articles, abstracts were reviewed for articles that had titles 

that were congruous to this DNP project. Of the reviewed articles, four articles were retrained for 

this literature search. CINAHL Plus yielded a result of 32 articles. Of those articles, abstracts 

were reviewed for articles that had titles congruous to this DNP project; articles were further 

limited to non-duplicated articles found on PubMed. Of the reviewed articles, one was retained 

for this literature search. A comprehensive appraisal of the evidence for the articles has been 

included and can be found in table form utilizing the evidence appraisal table format shown in 

Table 2. 
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TABLE 2. Synthesis of evidence table – Terms: post-traumatic stress disorder, nurse, intensive care unit. 

Practice question: “What are the experiences of PTSD among registered nurses working in stressful environments, such as intensive 

care units?” 

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

Cho & Kang.  

Type D personality 

and post-traumatic 

stress disorder 

symptoms among 

intensive care unit 

nurses: The 

mediating effect of 

resilience. 

 

Qualitative: Key 

concepts: Type D 

ICU nurses, 

presence of PTSD 

symptoms. 

 

Not given Qualitative cross-

sectional survey 

N = 179 Data collection was 

done by self-reporting 

surveys. 

 

38.6% of 

respondents were 

classified as a Type 

D personality. Of 

those 18.2% were 

classified as high 

risk for PTSD 

symptoms. This 

gives a positive 

correlation for Type 

D personality to 

PTSD symptoms. At 

the same time 

resilience was 

negatively 

correlated for PTSD 

symptoms. 

 

Kerasiotis & Motta.  

Assessment of 

PTSD symptoms in 

emergency room, 

intensive care unit, 

and general floor 

nurses. 

 

Quantitative: key 

variables included 

place of 

employment (ER, 

ICU or General 

Floor), & 

prevalence of 

symptoms. 

Hypothesis: ER 

nurses will be more  

Not stated Quantitative cross-

sectional study 

N = 125 Instruments used in 

data collection 

included the MPSS-

S-R, PEDQ, BDI, 

BAI 

ER nurses are not 

uniquely subjected 

to traumatic events 

that illicit symptoms 

of PTSD, 

Depression or 

Anxiety. The study 

showed that all 

nurses, ER, ICU, 

and General Floor  



 

 

 

 

35 

TABLE 2 – Continued 

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

 uniquely subject to 

higher rates of 

PTSD symptoms 

than colleagues that 

work in other areas. 

 

    nurses are subjected 

to situations that put 

them at increased 

risk of PTSD 

symptoms, 

depression, and 

anxiety. 

 

Mealer, Jones, & 

Meek.  

Factors affecting 

resilience and 

development of 

posttraumatic stress 

disorder in critical 

care nurses. 

 

Quantitative: Key 

factors and 

variables: ICU 

nurses, PTSD 

symptoms, factors 

mitigating PTSD. 

Not given Quantitative cross-

sectional study. 

N = 1202 Data collection was 

completed by self-

reporting mailed 

surveys. Statistical 

analysis was 

completed by Mplus. 

Nurses who worked 

in the ICU with high 

resiliency scores had 

lower incidences of 

PTSD symptoms. 

Nurses with 

graduate degrees 

had a higher 

incidence of PTSD 

than nurses with 

baccalaureate 

degrees. 

 

Mealer, Jones, & 

Moss.  

A qulatiative study 

of resilience and 

posttraumatic stress 

disorder in United 

States ICU nurses. 

 

Qualitative: Key 

concepts and 

phenomena: 

resilience vs. PTSD 

 

Constructivist 

epistemological 

framework 

 

Qualitative survey N = 27 Sampling was 

identified as either 

highly resilient with 

the Connor-Davidson 

Resilience Scale or 

those with a diagnosis 

of PTSD made using 

the posttraumatic  

diagnostic scale. 

ICU nurses that 

were diagnosed with 

PTSD were found to 

have several 

unhealthy 

characteristics, such 

as poor support 

systems, lack of a 

role model,  
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TABLE 2 – Continued  

Author/Article Qual: Concepts or 

phenomena 

Quan: Key 

variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

      disruptive thoughts, 

regret and loss of 

optimism. Nurses 

identified as highly 

resilient had high 

rates of spirituality, 

positive social 

networks, optimism, 

& a positive role 

model. 

 

Mealer, Shelton, 

Berg, Rhothbaum, 

& Moss.  

Increased 

prevalence of post-

traumatic stress 

disorder symptoms 

in critical care 

nurses.  

 

Quantitative: Key 

variables include 

place of 

employment (ICU 

or general floor) and 

prevalence of PTSD 

symptoms at work 

and outside work. 

 

Not stated Quantitative cross-

sectional study 

N = 351 Post-Traumatic Stress 

Syndrome 10 

Question Inventory 

(PTSS-10) 

 

ICU nurses had a 

prevalence of PTSD 

at 24% (p=0.03), 

while general floor 

nurses had 

prevalence of PTSD 

at 14% (p=0.03). 

Incidence of PTSD 

outside of work was 

similar for both 

groups. Nurses who 

work in the ICU are 

statistically more 

likely to have 

symptoms 

consistent of PTSD.  
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Synthesis of Evidence 

Compassion Fatigue 

There are gaps in the literature on how to change practice to help avoid nurses’ feelings 

of grief, despair, and the development of acute mental injury. A pilot study by Virginia Mason et 

al. (2014) showed that the feelings of grief, compassion fatigue, and moral distress are rampant 

in younger nurses who are entering the critical care environment. These feelings of distress are 

not unique to the US. Drury et al. (2014) completed a qualitative study showing that these 

emotions and reactions are present in Australia. While another quantitative study done in Israel 

shows that feelings of compassion fatigue are more prevalent in nurses practicing in war torn 

areas of that country (Berger & Gelkpof, 2011). Clearly, these feelings are not unique to our 

situation and country. 

Several studies have shown use of the PRoQOL tool, to quantify job satisfaction and 

quality of life, as a way to predict compassion fatigue and burnout (Mason et al., 2014; Berger, & 

Gelkopf, 2011; Kelly et al., 2015; Smart et al., 2014; Mohammadi et al., 2017; Jakimowicz et al., 

2017; Mooney et al., 2017; Sacco et al., 2015). These studies have shown the effectiveness of the 

use of the PRoQOL tool in quantifying nursing satisfaction and quality of life. However, what 

the data has not shown, is the incidence of new onset mental injuries. These studies show that 

without intervention, the critical care nurse is at risk for burnout and compassion fatigue. 

Post-Traumatic Stress Disorder 

PTSD is a known risk factor in nurses that are employed in the ICU setting. This can 

come from several different factors. Of the literature reviewed, it was noted that nurses that had 

lower rates of resilience were at a higher risk of developing symptoms consistent with PTSD 
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(Mealer et al., 2007; Mealer et al., 2012; Cho & Kang, 2017; Mealer et al., 2017). Only one 

study showed that ICU nurses were not at an increased risk of PTSD symptoms. This study was 

specifically looking at nurses in the emergency room, ICU, and general floor. However, the 

purpose of this one study was to see if emergency room nurses were at increased risk for PTSD; 

they were not. In fact, it was shown that all nurses regardless of the area of practice are at 

increased risk for PTSD symptoms (Kerasiotis & Motta, 2004).  

What is not evident from the literature reviewed was what steps can be taken to help 

develop resilience among nurses in the ICU. It was found that ICU nurses that had positive 

support systems outside of work were more resilient than nurses who did not. However, it was 

not discussed on how to promote positive support systems (Mealer et al., 2012). It was also 

found that nurses that had resilient role models and mentors were at a decreased risk for PTSD 

symptoms (Mealer et al., 2012). 

The question is also, in what ways do ICU nurses experience grief over their patients’ 

death, and how do they cope. Then this information will be used to address the question of how 

to intervene. There is evidence from the literature that nurses can, and often do, suffer from 

mental injury as a result of the work in the ICU. Understanding that the patient and the nurse are 

enriched by their mutual interaction can help us move toward an understanding of how to help 

the suffering nurse. The suffering nurse becomes the patient. The observing staff noting the nurse 

in crisis becomes the provider. When they interact, both are enriched. The question remains, 

‘how do we intervene for the suffering nurse?’ Any new intervention, newly proposed process, or 

new protocol needs to be accepted from the affected staff for it to survive (Crowell, 2016). 
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METHODS 

Design 

Having experienced the untimely death of patients in the intensive care unit and 

managing with the feelings of grief, remorse, and regret, this project is designed to explore other 

nurses’ experiences of untimely death and the ways in which they have coped with these events. 

Given the opportunity to compare data findings, this DNP project is a replication of Dr. Michelle 

Sato’s Nurse Experiences of Grief and Coping in the Intensive Care Unit (2015). The design will 

include qualitative and descriptive measures as utilized in Dr. Sato’s original project. According 

to Vaismoradi, Turunen, and Bondas (2013), qualitative descriptive studies aim to explore 

phenomena encountered by nurses and other healthcare providers. The aim is to support 

consistency in a quality improvement project by obtaining data to understand a person’s unique, 

subjective experience. 

Setting 

This project has taken place in a trauma I center, tertiary hospital operating with 472 beds 

in Murray, Utah. This facility operated by a private not-for-profit healthcare provider that 

operates 18 hospitals throughout Utah and southern Idaho. The project facility is the major 

referral facility for the system. This facility is accredited by The Joint Commission.  

The facility operates six intensive care units: newborn ICU, shock trauma ICU, 

respiratory ICU, neuro critical care unit, coronary critical care unit, and the thoracic ICU. The 

setting of this project will be conducted within the thoracic ICU (TICU) of Intermountain 

Medical Center (IMC). TICU consists of 18 intensive care private rooms. The TICU is tasked 

with caring for post-operative patients that are undergoing all cardio-thoracic surgeries. This 
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includes but is not limited to: coronary artery bypass grafting, cardiac valve replacements, aortic 

repairs, implantation of left and right ventricular assistive devices, total artificial heart, 

extracorporeal membrane oxygenation (ECMO), and heart transplant. Other post-surgical patient 

populations cared for in the TICU include thoracic surgeries (i.e., thoracotomies, open & video 

assisted), vascular surgeries (i.e., arterial stenting & bypassing), and esophageal surgeries. 

Participants 

The participants for this study will include registered nurses (RN) that are employed in 

the TICU. Diversity will be sought in total experiences as an RN in educational levels, cultural 

background, age, and gender. As the DNP project by Dr. Sato (2015) utilized a sample size of 

five nurses, a sample size of at least 10 nurses will be sought for this replication so as to be more 

robust than the original project. 

Participants will be recruited through a staff meeting within the TICU. This recruitment 

will have a five-minute overview of the project, its aims, its brief design, and the request that 

nurses in the TICU participate. A flyer (Appendix D) will be placed on the bulletin boards in the 

TICU requesting participation following the staff meeting. 

An e-sign-up sheet to scheduled appointments via an appointy.com link will be emailed 

via the TICU nurse manager, per the request of the Intermountain Internal Review Board, out to 

RN staff members of the TICU so that they can keep their participation anonymous. The email 

(Appendix E) will contain the similar information in the same format as the flyer posted on the 

TICU bulletin boards along with a link to the e-sign-up sheet. 

The nurse manager and leadership of the TICU will not be involved in recruitment or 

scheduling. The nurse manager and leadership will not have access to the names or identity of 
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the nurses participating in the project. This is to preserve the rights of the employees of TICU, 

and to prevent retaliation for participating in or refusal to participate in this project. The 

involvement in this project will not impact employee scheduled shifts or have any negative or 

positive impact on employment status. 

Tools for Data Collection 

Prospective participants will be provided with study information and the informed 

consent form (Appendix C). Once participants have read the consent form and have had a chance 

to ask questions, the consent form can be signed. Data collection will then commence consisting 

of in-depth, semi-structured, open ended interviews of the study participants (Appendix A) in a 

one on one setting. Following the interviews, participants will be given brief surveys that collect 

demographic and professional information (Appendix B). Interviews will be audio recorded and 

then transcribed verbatim. Audio recordings will be stored securely in an encrypted digital file, 

that will only be accessible to the principal investigator via an Intermountain Healthcare secure 

computer on the principal investigator’s Intermountain S: drive. Audio files will be destroyed 

immediately following transcription. Transcription will take place via Microsoft Word; 

headphones will be utilized to prevent eavesdropping.  

In an effort to keep personal identifying information confidential, participants will be 

assigned a participant number. This number will be used to identify participants in the survey and 

interviews. All other personal identifiers will not be used or removed from the collected data.  

Interview questions will be uniform among all participants in the project. Questions will 

be aimed at promoting open dialogue with the interviewer about participants’ experiences of 
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untimely death, their coping mechanisms, and experiences of grief following these events in the 

TICU. 

Data Collection Process 

Interviews will be conducted by the principal investigator, also known as the interviewer. 

Interview length will be aimed lasting no longer than 30 minutes in length. There will be a 15-

minute break in between each interview to help preserve anonymity of the participants. 

Interviews will be conducted in a room on the same floor as TICU that is currently utilized for 

cardiac research interviews. This room is a converted patient care room and is equipped with a 

large round table, several chairs and privacy curtains. Efforts will be made to schedule this room 

in a way that is not conflicting with current cardiac research. In the event that this room is being 

utilized the core leadership office will be utilized for the interviews. This room consists of a two 

built in desks and two chairs. Efforts will be made to ensure that interviews do not impact the 

operations of the TICU.  

In the event that a participant cancels their appointment attempts will be made to 

reschedule an interview at a more convenient time. An email will be sent stating that the 

interview was missed or canceled. In this email the participant will be redirected to the e-sign-up 

page and asked to resign-up for another time (Appendix E).  

Given that the nature of this project and the experiences that will be discussed efforts will 

be made to assist participants to feel as comfortable as possible. In the event that the interview 

creates a crisis situation for the participant, participants will be treated in a similar manner by the 

interviewer. First, the interviewer will acknowledge the feelings of the participant. Following this 

the interviewer will ask the participant if they require time to gather their thoughts and emotions 
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or if they would like the interview to stop. Time will be granted to the participant if requested in 

the amount of five minutes. At this point the interview will continue at the permission of the 

participant. If the participant is unwilling or unable to continue the interviewer will provide crisis 

information to the participant; giving directions on scheduling psychological mental health 

assistance through Intermountain Healthcare’s Employee Assistance Program. In the unlikely 

event that the participant is in a state that the interviewer feels is unstable the on-call crisis social 

worker for the facility will be contacted and will intervene as necessary.  

Data Analysis 

Summaries of the interview and information gained in the demographic surveys have 

been recorded. Qualitative content analysis was utilized in the project completed by Dr. Sato 

(2015). Given that this project aims to be a replication of Dr. Sato’s 2015 project themes were 

derived from her project. Instead of utilizing a conventional content analysis as was utilized by 

Dr. Sato, this project has utilized the approach known as directed content analysis (Hsieh & 

Shannon, 2005). Directed content analysis is generally thought to be a more structured analysis 

of data. Instead of discovering themes in the data, the principle investigator moves directly to 

coding of the information gained after a full immersion in the data acquired through the data 

collection process (Hsieh & Shannon, 2005). The data is then analyzed utilizing the previous 

project’s themes; data that is unable to be placed in themes from the previous project is then 

coded and new themes have been identified.  

One must be careful in this type of data analysis as it is more likely that there will be 

more supportive evidence found than non-supportive evidence. Further, it is important to be open 

to new themes and patterns that may arise with a different data set (Hsieh & Shannon, 2005).  
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The qualitative analysis was conducted over several days utilizing the themes from Dr. 

Sato’s project. Data was read and reread multiple times, highlighting themes that are present in 

the original project. This data was organized and complied in a manner that the results would 

become apparent through this analysis. The data was then reread several times a new without the 

highlighting from the original themes. This process was conducted to identify new themes that 

may not be present in the original project by Dr. Sato.  

Once the data was analyzed it was applied to modified study questions proposed by this 

project. Results were then collected based upon this study’s questions and is represented in the 

results section.  

Quantitative analysis was then conducted on the demographic information provided by 

the participants in the written surveys. A summary of the results of this quantitative analysis, 

utilizing simple descriptive statistic techniques, will be explored in more depth in the results 

section of this project.  

Information and data collected from surveys has been viewed in the “factist” perspective, 

meaning, information collected from the participant by the interviewer in open interviews and on 

written survey has been assumed to be factual, accurate indicators of reality. According to Paul 

ten Have (2004), most quantitative projects tend to be “factist” in perspective. This is done 

because it is assumed that the study participants have information or knowledge that the 

interviewer does not have. 

Similar to Dr. Sato, specific strategies have been employed to ensure the rigor of this 

study. Guba’s (1981) Criteria for Assessing the Trustworthiness of Naturalistic Inquiries along 

with Shenton’s (2004) Strategies for Ensuring Trustworthiness in Qualitative Research Projects 
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have been utilized as guides to ensure the rigor of this project. The concepts of credibility, 

transferability, dependability and confirmability will be discussed.  

Credibility 

Credibility has been defined as measures to ensure that the study measures what is 

intended (Shenton, 2004). It has been stated that credibility is the most important factor in 

establishing trustworthiness of a project (Shenton, 2004; Guba, 1981). In this study the principle 

investigator utilized several tactics to ensure credibility. 

First, there was the adoption of research methods that are well established. According to 

Shenton (2004), it is important to incorporate correct procedural protocols. These include the line 

of questions pursed in the data gathering phase, the methods utilized to analyze data, and where 

possible to utilize methods from other studies in the topic. Due to this project being a replication 

study of Dr. Sato’s 2015 project her same methods have been utilized. The exception being the 

data analytics. Here a different method, although well known, was utilized due to the nature of 

this project.  

Secondly, one can develop an early familiarity with the culture of the participating 

organization before the data collection begins (Shenton, 2004). This was accomplished by the 

fact that the principle investigator (PI) is a current employee of the organization. This ensures 

that there is an established relationship and trust among the PI and respondents.  

Finally, this was a convenience sample of those that volunteered to be included in this 

project. This was accomplished by giving the choice to apply for inclusion in the study to the 

individuals of the study site. The only criteria for inclusion was that the respondent be a current 

registered nurse in the study unit, thoracic intensive care unit (TICU).  
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Transferability 

Transferability refers to the ability of the study or project to be applied to other situations 

that are similar (Shenton, 2004). This study is a replication study and was originally applied to 

the medical ICU of Queens Medical Center in Hawai’i and is now being applied to the thoracic 

ICU in Salt Lake City, Utah. With the in-depth description of this study and the study conducted 

by Dr. Sato it is assumed that this project meets transferability. 

Transferability considers the ability of the study’s finding to be transferred to other 

situations that are similar (Shenton, 2004). Given that this project took place in a specific 

location, with a specific population, the results therein are specific to that location and 

population. Therefore, transferability cannot be rejected in this case.  

Dependability 

Dependability refers to the stability of data over time. Because this is a replication of a 

previously conducted study, a systematic protocol has been followed, this project has helped 

sustain the dependability of the results. It also infers that if done correctly similar results will be 

obtained (Shenton, 2004). Therefore, this project has shown dependability. 

Confirmability 

The design of confirmability is to show that the PI has been objective in the collection, 

interpretation, and presentation of the data obtained (Shenton, 2004). These steps are taken to 

minimize investigator bias. The steps taken to promote confirmability include verbatim open-

ended interview questions. Interview questions were formulated to be open-ended to prevent 

leading of the respondents’ responses. Confirmability has been shown through the transcripts of 

this project. Further, by reviewing the steps of data collection and analysis with the committee 
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advisors this project has ensured the neutrality of the principal investigator in this project. Also, 

rich descriptions and exemplars have been provided, allowing others to judge the data presented 

herein. Therefore, confirmability has been shown, and investigator bias has been minimized. 

Ethical Considerations 

Qualitative interviews and projects present a unique challenge in regard to ethical 

considerations. As there is not generally statistical analysis of data outside of a simple analysis of 

demographics, the primary investigator is tasked with taking subjective data and making 

interpretations thereof. These interpretations themselves are subjective. Therefore, steps must be 

undertaken to ensure that objectivity is upheld and ethical issues that may arise are appropriately 

handled (Sanjari et al., 2014).  

Respect for Persons 

This project has shown respect for persons by removing all participant identifiers from 

the documentation process. Each participant has been assigned a number and will be referenced 

in the project and records by the that number. This has insured anonymity in presentation of the 

results and through the process of the completion of the project.  

Beneficence 

As this project is a qualitative descriptive project with open ended interviews and is a 

replication project, safety for health is not a concern. However, because questions will be asked 

that can be difficult to answer due to the relation to traumatic events, participants have been 

given opportunities to stop the interview process and the right to refuse to answer questions. 

Written consent was obtained from each interviewee before commencement of the interview 

process of this project. 
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Within the written consent form information is contained about the risks associated with 

this project and participating with the open-ended interviews. Respondents were informed of this 

risk at the time of signing the consent form and informed that Intermountain Healthcare offers an 

Employee Assistance Program (EAP) for employees who may be suffering from psychological 

distress. Information in the informed consent provides information on how to contact the EAP 

should the need arise. Respondents were also informed that the interview may be aborted at any 

point should the questions elicit painful memories and symptoms of mental injury. 

Justice 

This project will be recruited from ICU nurses. This is a population that is directly 

affected by the mental injuries that I am studying. As this is a voluntary inclusion there is little 

concern about the inclusion being fair or unfair. However, steps will be taken to ensure that all 

those that want to participate can participate. Also, steps will be taken to ensure that those who 

do not want to participate can opt out of inclusion. Further, opportunities through the data 

gathering period of this project will be given to those that have asked to be included; allowing 

them to withdraw their consent. Also, opportunities will be given to those that have not been 

included so they can be included if they so desire. 

Institutional Review Board Submission 

This project has been submitted to the Institutional Review Board (IRB) of Intermountain 

Healthcare (Appendix C). Revisions were made to the project at their request to protect the 

privacy and confidentiality of the project respondents. The revisions are represented in this 

manuscript in their final approved form. The project, then meeting the requests of the 

Intermountain Healthcare IRB was given final acceptance. At this point the project was then 
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submitted to the University of Arizona IRB (Appendix F). This process did not yield any 

revisions requests. From here data collection, as outlined in the section labeled as “data 

collection process,” commenced. 

RESULTS 

Quantitative Demographics 

The demographics of this project were studied and included to help understand the 

influence of demographics and professional characteristics that may affect the presence of acute 

mental injury in thoracic ICU nurses. Question 5 of this project asks: “What demographic and 

professional factors influence the nurse in their responses to untimely deaths and traumatic 

events in the ICU and their ability to cope with these events?” As such demographic information 

was gathered through written quantitative surveys (Appendix B). A breakdown on the 

information obtained from the written surveys is contained in Table 3 below. 

This survey shows that all nine of the employees were full time employees of the thoracic 

ICU. These shifts are scheduled as 12-hour shifts, beginning at 07:00 or 19:00. Full time status is 

defined by Intermountain Healthcare as a scheduled 36 hours per week. Full time employees in 

the thoracic ICU work either full day shifts, full night shifts, or a rotating combination of day and 

night shifts. Data regarding their scheduled shifts was not obtained in this survey.  

This project sampled a wide range of experience as registered nurses (RNs) and tenure in 

the thoracic ICU. The range of RN experience was from 1–42 years. The mean (SD) length of 

time working as an RN being 10.67 (13.3). While tenure ranged from 1-35 years, mean (SD) 

tenure being 8.89 (11.2). Of the nurses sampled for this project, eight held a bachelor of science 
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nursing (BSN) degree. Only one nurse sampled during this project had an associate degree, 

Nursing (ADN).  

Gender in this project sample included six females and three males. Self-identification of 

ethnicity included a majority of Caucasian, with eight identifying as such, and only one 

identifying as different. This participant identified themselves as being Middle Eastern. 

Generational differences between respondents placed the majority being born between 1980-

1990. This places those respondents in the generation Y category, also known as being 

“millennials.” One respondent was born between 1965-1979, placing them in the generation X 

category. The remaining two respondents were born earlier than 1964 but before 1945 

categorizing them as “baby boomers.” 

The majority (7) of the project respondents state that they have not had formalized death 

education. While the remaining two respondents state that they have had formalized death 

education. This formalized death education was noted as takin place during their formal nursing 

education.  

The demographic information provided in the written quantitative survey did not yield 

any obvious trends related to demographics in the respondents’ experiences of patient’s death or 

traumatic events in the thoracic ICU. However, when this information was combined with the 

recent experiences of deaths and traumatic events, along with the frequency of symptoms that 

can be identified as potential for acute mental injury, it is noted that two respondents show that 

they often (2-3 times weekly) experience those symptoms.  

The results of the demographic and professional survey showed that the experience of 

deaths varied. One respondent had experienced a patient death or traumatic event that week, 
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while the majority of the respondents had experienced a death or traumatic event in the last week 

to three weeks. Two respondents stated that they had not had a patient death or traumatic event 

for four or more weeks. Of the five respondents that stated that they had experienced death 

within the last 0-3 weeks, two were also identified as having experienced symptoms of acute 

mental injury often or 2-3 times weekly.  

TABLE 3. Results of study question 5, demographics (N=9) 

Age 21 – 30: 3 31 – 40: 3 41 – 50: 1 51 +: 2 

Generation Profile  Gen Y: 6 Gen X: 1 Baby Boomer: 2  

Ethnicity Caucasian = 8 Middle Eastern =1   

ICU Experience 1 - 4 years: 5 5 – 10 years: 2 10 + years: 2  

RN Experience 1 – 4 years: 3 5 – 10 years: 4 10 + years: 2  

Employment Status Full Time: 9 Part Time: 0   

Education Level ADN: 1 BSN: 8   

Prior Death Education Yes: 2 No: 7   

Last Patient Death <1 Week: 1 1 Week: 2 2 – 3 Weeks: 2 4+ Weeks: 3 

Table adapted from Dr. Sato (2015). 

Of the respondents for this project they stated that they had all noted symptoms of acute 

mental injury following death and traumatic events in the thoracic ICU. Respondent 4 stated 

according to the qualitative survey that they experienced these symptoms ‘often’ (which has been 

defined as two to three times weekly). Of the other respondents for this project two respondents 

(respondents 1 & 9) state that they only had one symptom associated with acute mental injury. 

While three respondents (respondents 3, 6, & 8) stated that they had two symptoms. Four project 

respondents state that they had ‘three symptoms or more’ (respondents 2, 4, 5, & 7). Of the 

respondents that had ‘three or more symptoms’ only one (respondent 4) experienced these 

symptoms ‘more frequently’ than ‘rarely.’ Lastly, only two (respondents 4 & 9) experienced 

symptoms ‘more frequently’ than ‘rarely,’ with one (respondent 9) only experiencing one 

symptom.  
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Findings 

Utilizing a directed content analysis as outlined in the data analysis section, it has been 

shown through the demographic and professional questionnaire, as well as the qualitative open-

ended semi structured interviews, that there is evidence the nurses of the thoracic ICU do suffer 

from symptoms of acute mental injury following the experiences of death and traumatic events. 

According to Dr. Sato (2015) this was termed as ‘grief and coping.’ The results are presented 

similarly to Dr. Sato’s work. They are placed into two categories of grief and coping. Similar 

themes in this data did emerge and are discussed based upon the work of Dr. Sato and the 

information gained through this project. Some themes present in Dr. Sato’s work did not emerge 

fully in this project. Of particular interest is the theme of “professional boundaries.” Though 

some of the interviews had clear implications that professional boundaries were a factor to 

symptoms of grief and mental injury, this theme was not fully realized. Therefore, a brief 

discussion of Dr. Sato’s results on “professional boundaries” and how it applies to this data will 

be shown. New themes did become apparent in the data compiled from this project and will be 

discussed (Table 4). 
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TABLE 4. Results on study question 1, question 2, question 3, and question 4. 

Study Questions Answers 

Question 1) Do nurses 

experience acute mental 

injury? (Frequency) 

 

Question 4) What are the 

nurses? responses to 

mental injury? 

(Symptoms) 

 Anger, 3 of 9 respondents 

 Anxiety, 3 of 9 respondents 

 Flashbacks, 2 of 9 respondents 

 Guilt, 3 of 9 respondents 

 Humor (other), 1 of 9 respondents 

 Insomnia, 2 of 9 respondents 

 Nightmares, 2 of 9 respondents 

 Sadness, 5 of 9 respondents 

Question 2) What 

circumstances in the 

Thoracic ICU elicit 

mental injury in the 

nurse? 

Grief 

 Circumstance of death 

o Sudden change in patient acuity* 

o Preventable situations 

o Age of the patient* 

o Lack of support 

 Support System (or lack thereof) 

o Lack of support leads to incidences of mental injury 

o Friend at work* 

 Learning from Experience 

o Experience assists in making similar situations bearable* 

 Professional Boundaries (or lack thereof) 

 o The lack of boundaries increases the chance for mental injury & grief. 

 Guilt 

o Inability to change the situation leads to guilt* 

o Inability to adequately communicate with the family of the patient. 

 

Question 3) What is the 

nurse’s experience of 

dealing with untimely 

deaths and traumatic 

events in the ICU? 

Coping 

 Talking/Being Heard 

o Sharing experiences generally 

o Being heard by coworkers or others that understand the situation* 

 Support System 

o Co-workers & managers understanding the loss* 

o Support in traumatic situations 

 Humor 

o Lessens the severity of the situation 

 Spirituality/Religious Beliefs 

o Death is inevitable 

o Death is not the end 

 Distraction 

o Exercise* 

o Spending time outdoors/nature 

o Mindless activities 

 

Table adapted from Dr. Sato (2015). *theme expressed by majority of respondents 
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Grief 

Circumstances of Death 

Sudden change in acuity. Patients in the ICU tend to be in critical states of health. These 

states of health are susceptible to rapid changes in the patient’s status. At one moment the patient 

may present as stable and progressing as expected but at another moment they have declined 

rapidly. This potential for rapid change can be a source of anxiety for nursing. It is because of 

this potential rapid decline that nurses are only assigned one to two patients. In this way they are 

able to adequately monitor and intervene as necessary.  

Through this project it was apparent that one aspect that elicited grief and mental injury 

was a sudden change in patient acuity. These rapid changes may or may not have led to death, 

but the sudden downward trend that was difficult to predict was a large factor in eliciting 

symptoms of grief and ultimately that of mental injury. The majority of respondents that stated 

that they had symptoms of mental injury, this can be seen from the demographic and professional 

questionnaire. 

It can be seen that the sudden change in patient acuity and rapidly changing situations 

was a significant source of grief for many respondents. These events were all noted during 

survey question 1 that states: “Can you tell me about your experience of a time you experienced 

grief while working the TICU?” This particular survey question was developed to answer study 

question 2 that states: “What circumstances in the thoracic ICU elicit mental injury for the 

nurse?” 

Preventable situations. Many complications in patients being cared for in the ICU are 

considered preventable. In other words, direct nursing and medical care is formulated to assist 
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the patient to recover and prevent known complications that occur from the conditions that are 

the result of them being in the ICU. When complications arise that are perceived as being 

preventable, this can be a cause of grief and mental injury to the ICU nurse.  

This project did not show that preventable situations were a major cause of grief and, in 

turn, acute mental injury. One respondent stated the situation that was a major cause of grief was 

completely preventable. Of the major traumatic event that resulted in the death of a patient the 

respondent stated, “it was awful for a long time and the worst part was that it could have been 

avoided.” However, other respondents were completely silent about situations that may have 

been preventable in causing grief. What was noted was that respondents stated that there was a 

fatalistic view on patient outcomes. They noted in passing along to newer nurses that many 

situations are beyond the control of the bedside nurse.  

This fatalistic view was noted in several respondent’s surveys. Respondent 1 stated “I 

truly believe that if it’s your time, no matter the medical care that you get, it’s your time to go 

and you’re going to go.” Respondent 3 shared the same view “There’s not a lot that we can do to 

prevent it (death), even though we think we can.” Respondent 6 combined their religious beliefs 

with their fatalistic view of patient progression. They stated, “My philosophy is that if the higher 

power, if God wants them, there isn’t anything that we can do to keep them here.” 

Age of patient. The age of the patient showed that this was a major theme expressed by 

most respondents and was a circumstance that elicited incidences of grief and mental injury in 

the nurses of the thoracic ICU. Several respondents shared events that were worsened by the fact 

that the patient was a young age, similar in age, or having known the patient since a young age. 
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Respondent 2 stated “I felt close to this person because I did her work-up, assisted the 

surgeon in the OR for the (LVAD) implant” … “I was also in my mid-20’s. It was a bit easier to 

open up and talk to and make a connection with someone when you feel is in your stage of life.”  

Respondent 5 included in their narrative that “It’s really scary when it comes down to 

somebody that’s your age or a little big or a lot younger.”  

Lack of support. Respondent 4 stated several times through the interview that the lack of 

a supportive charge nurse, physicians, and nurse practitioners that they were not familiar with, 

along with a young inexperienced staff all contributed to the feelings of grief and ultimately the 

symptoms of acute mental injury. 

Respondent 4 mentions that when they were not familiar with the providers that were 

responsible for the care of their patient, or not understanding the decision making process that 

they utilize as being particularly troubling.  

The lack of support in traumatic events was shown to be grief eliciting for respondents. It 

leaves them feeling abandoned and there was no validation of their contributions in the attempts 

to support the patient and recover them successfully. This has demonstrated that a lack of 

supportive healthcare teams can be a contributing factor to grief leading to mental injury in ICU 

nurses. 

Support System 

A support system can be formal or informal. Formal support systems include mentoring 

programs for newer nurses. These mentoring systems pair newer nurses with experienced nurses 

to help guide the newer nurse through the learning curve of being a new nurse. The mentor is 

able impart wisdom gained through many years of experience that may not be readily available 
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to a newer nurse. Informal support systems are family and friends that lend emotional support to 

the nurse.  

While similar to the above situation described by respondent 4, support systems have 

been separated into its own theme; it is true that there is some cross over. The lack of support or a 

supportive team has been shown to contribute to grief and incidences of mental injury in 

Thoracic ICU nurses. The transverse can be true as well. When one has a friend at work, whom 

they can confide with it lessens the impact of losses and grief. Four of the project respondents 

(respondents 1, 4, 5, & 9) all stated ‘the need to have a friend at work that one can debrief with 

or depend on.’ 

Another support system that is available to nurses within the thoracic ICU is 

Intermountain’s Employee Assistance Program (EAP). This service, available to all 

Intermountain employees, among other things, provides temporary psychological support to 

those that may be struggling. Access to a support system is gained through the Intermountain 

intranet site that has several locations where one can make an appointment to speak with a 

licensed counselor or social worker. When it is determined by the counselor or social worker that 

there is a need beyond what they can provide they will assist the employee in finding long term 

assistance with a psychologist or psychiatrist.  

Other formalized support systems do not exist within the thoracic ICU. Formalized 

mentoring programs have been implemented at various times but quickly become unused or 

disregarded. Employees tend to focus on establishing informal support systems or individually 

seeking out professional help either through the EAP or directly with a mental health provider.  
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Learning from Experience 

Most respondents have expressed or implied that confidence comes with time in the 

thoracic ICU. While the theme of learning from experiences was not borne out as much as it was 

in Dr. Sato’s 2015 project, it is worthy to note that several respondents to this project stated that 

the lack of experience was a source of anxiety or could be seen as producing grief in traumatic 

situations. One respondent in particular (respondent 8) noted that the extensive experience that 

they have was a source of comfort and support for them in their nursing practice. Two 

respondents (respondent 9 & 5), both with the least amount of total RN experience, state that 

‘they felt anxiety because of the lack of their experience as a nurse.’ Also, the traumatic events 

that they described had an element directly related to their lack of experience as an RN and 

relatively low tenure in the thoracic ICU.  

Professional Boundaries 

Professional boundaries are what allow nurses to have a therapeutic relationship with 

their patients without becoming intimately involved in the patient’s day to day lives. Also, they 

are what protect the patient during vulnerable times in their lives, such as being admitted to the 

ICU. Professional boundaries have been defined by the National Council of State Boards of 

Nursing (NCSBN) as “the spaces between the nurse’s power and the patient’s vulnerability” 

(NCSBN, 2018).  

The particular finding of maintaining professional boundaries in Dr. Sato’s 2015 doctoral 

project did not present itself heavily in this project. However, making inferences from a few of 

the experiences that were described by the respondents demonstrated that professional 

boundaries not being respected was a contributing factor. Experiences of respondents showed 
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that when protocols that are in place to maintain professional boundaries are blurred, broken, or 

ignored the nurse is at an increased risk for feelings of grief and thus, acute mental injury. 

Situations that are traumatic to begin with are more pronounced, especially when patients do not 

progress as hoped. 

The majority of all other respondents to this project state that if they were able to place 

“protective shells” around themselves, or in other words, close themselves off from fully 

engaging with the patient and family, that they were able to avoid feelings of grief. In this way 

they were able to avoid symptoms of acute mental injury in the declining or critically ill patients 

they were assigned. 

Guilt 

One theme that was not prominently featured in Dr. Sato’s project was that of guilt. 

Feeling guilt with the withdraw of care from patients, not being aware of a rapidly detreating 

situation that resulted in harm to the patient, or with the inability to effectively communicate 

with family members about the status of the patient. Also one respondent (respondent 2) states 

that ‘if they could take away less experienced nurse’s guilt for not being as experienced as their 

colleagues this would be a way of protecting them from feelings of grief and aide them in their 

coping following traumatic events and deaths in the thoracic ICU.’ Prominently, this experience 

by (respondent 4) shows the guilt that an ICU nurse can suffer from following a traumatic event 

and death of a patient.  

Guilt did feature heavily on the quantitative survey, with three of nine respondents stating 

that they suffered from feelings of guilt following traumatic events and patient deaths. One 

respondent stated that the feelings of guilt were noted with ‘an inability to communicate well 
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with the family following a particularly painful withdrawal of an ECMO patient.’ However, these 

feelings of guilt seem to be short lived as the qualitative survey states that the respondent feels 

‘these feelings of guilt only rarely.’  

Coping 

Being Heard 

Study question 4 asks “What are the nurse’s responses (e.g., thoughts, feelings, attitudes, 

coping mechanisms) to mental injury?” This was answered by the survey questions, “Describe 

how you cope with ongoing patient deaths and families following these deaths?” and “Describe 

your coping mechanisms.” 

Every respondent in this project stated that one of the major ways that they cope with 

traumatic situations, grief, and the untimely death of patients was by being heard and speaking 

up about the events that had transpired. Every respondent stated that the best way for this to be 

accomplished was by speaking with a co-worker who understands the situation. While they may 

not necessarily be directly involved with the situation, simply by speaking with co-workers who 

are familiar with the general circumstances in the thoracic ICU was seen as extremely beneficial.  

Of the nine respondents in this project, seven of them expressed the need to communicate 

about traumatic situations. This need of communication, talking about situations, and being 

heard is not a new concept. Kenardy, Webster, Lewing, Carr, Hazell, and Carter (1996) showed 

that debriefing following natural disasters as an effective way to help reduce the effects of post-

traumatic stress disorder. The responses of this project also support this finding. 

What was also noted was that speaking with family members, such as husbands or wives, 

was generally seen as helpful, but not as much as speaking with co-workers. It would appear that 
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if respondents see their significant other as not able to fully understand the situation their 

listening ear is less effective at allowing the respondent to cope with the traumatic situation. 

Therefore, the preference across the board was to speak with co-workers or at least with peers 

within the healthcare community.  

It was also mentioned by one respondent that professional therapy was acceptable for 

them to cope with grief in the thoracic ICU. The professional aspect of the listening seemed to 

outweigh the fact that this professional would be outside of the situation, would not understand 

the environment and events fully, but would be beneficial in helping them process their grief and 

symptoms of acute mental injury.  

Humor 

Utilizing humor in difficult situations can help defuse traumatic or difficult situations. In 

this project only one respondent stated that they utilize humor as a coping mechanism, more 

specifically, the inclusion of humor as a symptom of grief from traumatic events. This inclusion 

of humor was singular in nature and was not mentioned elsewhere in the project. It is noted from 

other studies have shown that humor can be utilized as a buffer to defuse tense situations (Sliter, 

2013). 

Spirituality and Religious Beliefs 

The presence of religious beliefs and spirituality was mentioned as a coping mechanism 

when faced with death and traumatic events in the thoracic ICU by several respondents. Of 

particular note was the presence of the religious belief of life after death. This was noted as being 

the fact that even though the patient died the respondents felt comfort in having a knowledge of 
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an afterlife. Noting that even though the patient has expired there was comfort in the belief that 

the patient’s life was not over but had merely transitioned into an afterlife. 

All respondents that cited religious beliefs noted that their religious belief followed that 

of Christianity and particularly that of being members of The Church of Jesus Christ of Latter-

Day Saints. This is the predominant religion in the state of Utah where Intermountain Medical 

Center is located.  

The majority of respondents that noted religious beliefs as a coping mechanism were of 

the male gender (respondents 1, 6, & 9). This is the entirety of male respondents. One respondent 

(respondent 3) was the only female respondent stating the presence of religious beliefs as a 

coping mechanism. One respondent stated the absence of religious belief in the afterlife but 

stated an active spirituality as a coping mechanism. 

Distraction 

Distraction has been noted by several respondents in this project, this particular coping 

mechanism was not noted in the original project by Dr. Sato (2015). Distraction was found to 

come in different varieties, exercise (the most mentioned distraction coping mechanism), 

spending time outdoors, watching television, or reading were all mentioned.  

The respondents mentioning exercise as a coping mechanism, two respondents 

(respondent 9 & 3), mentioned actively utilizing exercise. One respondent (respondent 5) 

mentioned that they should be spending more time that they currently are exercising. Table 5 

shows the different activities that are utilized as distraction. 
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TABLE 5. Distraction activities. 

Modalities 

Exercise (i.e. lifting weights, other physical activity) 

Outdoor Activities 

Reading 

Watching Television 

View of Death 

Views of death in the thoracic ICU had two major themes. That death is inevitable, seen 

through the eyes of a clinician, and that of death simply being a stepping stone in the path of life. 

It mirrors themes already found in this project of the fatalistic view of death and that of the 

religious belief systems present in the respondent. Other minor themes included the fact they feel 

like they are not being able to influence the end result, when initially, the respondents felt going 

into nursing as a profession that they could literally save lives. Again, this was found in the 

major theme of the fatalistic view of death. Selected views of death have been contained in Table 

6 below.  

TABLE 6. Views on death. 

Respondents Views 

8 Acceptance 

3 Benefit to the patient 

5 4 7 Clinical 

2 Comforting presence of the nurse 

1 3 6 9 Fatalistic 

1 3 6 9 Religious 

 

Gender Differences 

Gender roles and differences have large cemented contexts in our society. Females are 

generally seen as being more feeling, caring of others, and less averse to showing emotions. 

While men are perceived as being more stoic, problem solvers, and more likely not to show 



 

 

 

 

64 

emotion. This project did not show a blaring difference between men and women in their 

response to traumatic events and death in the thoracic ICU. Dr. Sato’s 2015 project also found it 

difficult to differentiate between female and male responses to grief.  

The literature on gender differences in psychological situations appears to be mixed. Dr. 

Maestripieri (2012) sites a study that states the differences between men and women are quite 

significant. He states that women tended to score higher with sensitivity, warmth, and 

apprehension. However, men scored higher in emotional stability, dominance, rule-

consciousness, and vigilance. 

This is in contrast to a study completed by Costa, Terracciano, and McCrae (2001). This 

study shows that gender differences tend to be small and relative to individual variations within 

the genders. This project appears to agree with this study in that gender differences tend to be 

small. Further, variations may be better described as personality variations rather than gender 

differences.  

One can contrast the differences between two respondents (respondent 4 & 7). Both 

respondents are female, and both have very different personality traits. One may describe the 

first respondent (respondent 4) as being classically female. She appeared more emotional, had 

very vivid emotions related to the loss of patients and the tone within the interview process was 

very emotional. However, the other respondent (respondent 7) was opposite in almost every way. 

Her responses were concise, almost emotionless, and she stated on several occasions that she felt 

“guilty about not being able to adequately communicate,” but then in the next moment stated that 

she “did not feel like this weighed her down or bothered her.” 
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Similar differences were seen in the male respondents. In particular, one respondent 

(respondent 6) mentioned during his time explaining about a traumatic event that this was a time 

that he cried over a patient. This can be viewed as particularly female response to grief and 

coping. “I don’t know if it was the first time I cried when a patient passed. I have had patients 

pass before, but I don’t recall, it was just the somberness brought on by the family.” 

This can be contrasted with another respondent (respondent 9). When asked what type of 

assistance would be acceptable to him, he stated: “I’m someone that will take assistance when it 

is offered. I mean if people are reaching out to me, I won’t shut them down, or just say no. But I 

will actually just let people actually help me. I think they can see things that I cannot, and I think 

that is a good way to get help is by other people who have stepped up and chosen to say 

something to me.” This response was very stoic. The non-verbal communication during the 

interview showed that he was indifferent to receiving assistance but was not reluctant to it. 

Generational Differences 

There is much talk in popular culture about generational differences when they are 

applied in the context of personality. It is generally assumed that the baby boomers tend to focus 

on professional growth through hard work and visibility. They are goal driven for an “American 

dream” of a house and being self-sufficient. While generation X is seen as socially and globally 

aware, working smarter not just harder and keeping a good work life balance. Finally, generation 

Y, or the millennials, are seen as technology dependent, social media connected, avid consumers, 

and prioritizing creativity. Focusing on life outside of work rather than focusing on work solely 

and often putting off home buying and starting families. 
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This project found that there were two baby boomers, one from generation X, and the 

remaining six being from generation Y. Through this project it was difficult to ascertain whether 

there were major differences between the generations. Differences between generations tend to 

be stereotypical rather than based on actual data. One study showed that generational differences 

could be better described as differences in age rather than differences of a generation as a whole 

(Wong, Gardner, Lang, & Coulon, 2008). Given this information, it is felt that there were not 

significant differences between one generation and another that could be verified through the 

data presented in the qualitative interviews or the quantitative surveys. 

Ethnicity 

This project had respondents that were Caucasian and Middle Eastern. However, 

differences in ethnicity did not present themselves in the interviews or the written surveys. 

Therefore, the conclusion of this project is that ethnicity did not play a role in nurses 

experiencing acute mental injury in the presence of traumatic events or death. 

Recommendations for Future ICU Nurses 

Each respondent was asked at the end of the survey if they had advice for nurses going 

into critical care; what they could do to cope and continue as a critical nurse for a long period of 

time. Each respondent had advice to give. The themes of this advice follow very similarly to the 

coping mechanisms that each identified.  

Of particular note, was one respondent (respondent 2). They had a myriad of information 

that they wanted to pass along to the next generation of nurses.  

“I think it is natural for people to feel fear, I think it is natural for people to feel grief, and 

not know how to recover from that. Especially if they feel repeated kicked down, over, 

and over and over. I think the biggest key to that is finding how and when to step away. 

So that you can find a way to come back. If you don’t know how to step away or don’t 



 

 

 

 

67 

recognize when something needs to be intervened on, and sometimes that is an external 

person, that is why interventions exist, you know, but I think that is one of the biggest 

keys to keep coming back. And those who are in high stressful and high intensity 

environments for long periods of time is that they somehow developed that pattern of 

knowing how to step back and then come back” (Respondent 2). 

Other prevalent themes found in this section of the interview were those of “finding a friend,” 

“talking with a co-worker,” and “self-awareness.” Of those prevalent themes “Finding a friend” 

and “talking with a co-worker” were most prominent. Table 7 shows the prevalent themes along 

with the quotations from respondents that support those themes. 

TABLE 7. Themes from recommendations for future nurses. 

Theme Relevant Insights 

Find a Friend “I think just have a friend at work you can talk to. Because you can’t really talk to your family 

about it because they don’t understand this that well.” (Respondent 1). 

 

“Having a friend at work is really helpful,” (Respondent 4).  

 

Talk with a 

Co-Worker 

“I know, like some people having someone to talk to, for them but knowing what to do to help 

themselves or talking to co-workers” (Respondent 3). 

 

“If you have nursing in common then you can talk to them ‘cause we all kind of know it.” 

(Respondent 4). 

 

“…Having somebody to bounce that off of is, … pretty important.” (Respondent 6). 

 

Self-

Awareness 

“Whatever their coping mechanism is, they need to have enough self-awareness to know what it 

is, when to know, how to, and where to access it and ask for help when they need it” 

(Respondent 7). 

 

“Recognition would be a big one. For new nurse’s recognition that there is an additional weight 

placed on your shoulders” (Respondent 9). 

 

DISCUSSION 

Summary of Findings 

Nurses that are employed in the thoracic ICU have shown through this project that there 

is evidences of acute mental injury following traumatic events and untimely deaths. Several 

respondents demonstrated through the quantitative survey and qualitative interviews that 



 

 

 

 

68 

following these events there is real harm to their psychological health. This project also showed 

that through certain coping mechanisms this harm can be mitigated. It has also been shown 

through one respondent that when those coping mechanisms are not present there is a lasting 

impact on the mental health, emotional stability, confidence, and longevity of the nurse.  

Several nurses in this project expressed feelings of anger, anxiety and sadness following 

traumatic events. This was triangulated between the interviews and written surveys. One 

respondent (respondent 2) shared events that made them cry. They stated “ultimately, just cried. 

Just cried, and cried, and cried, and cried.” In their quantitative survey it showed that they 

suffered from anger, sadness, guilt, and flashbacks of the events. 

Another respondent (respondent 3) shared that “I am probably more of the crying and 

talking about it kind of person. And, yeah, I usually end up talking to people about things I need 

to talk about. I guess sometimes I will be so tired of it; I just don’t want to talk about it.” The 

quantitative written survey shows that they suffer from sadness and guilt as well. Further, from 

the quote it can be seen that this respondent withdraws from others, this has been identified as a 

symptom of mental injury.  

And one respondent (respondent 6) has shared that they have had periods of crying over 

the death of a patient. In their survey they implied that this has happened on several occasions in 

the past. When triangulated with their quantitative survey it shows symptoms of sadness and 

guilt. Most respondents showed symptoms of acute mental injury. All symptoms were able to be 

triangulated through their written surveys.  

While there were symptoms of acute mental injury, most respondents showed positive 

coping mechanisms to help alleviate these symptoms. Most, if not all respondents, shared that 
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speaking with someone regarding the situations that caused them grief was helpful in alleviating 

acute mental injury. Most respondents shared that the best way of sharing their feelings were 

with co-workers. This being because respondents felt that co-workers understood the common 

situations that precipitated the feelings of grief and symptoms of mental injury. Therefore, they 

felt that they were understood. Several respondents stated that it was acceptable to share their 

feelings with a significant other. However, it was noted that it was also sharing with someone 

who did not understand the situation was less effective at easing grief.  

One respondent (respondent 4), shared circumstances that severely hindered their 

progress as a nurse in the thoracic ICU. As a new nurse in thoracic they were called to care for a 

patient that was above her ability to care for. While it may not have been known the status of this 

patient was declining, the fact remains that the status of the patient was declining rapidly, and it 

was not noticed. Ultimately, this meant that the patient passed away through a traumatic series of 

events.  

She states that this had a negative impact on her progression as a nurse in the thoracic 

ICU. At the time of the traumatic event the respondent had only worked in thoracic for three 

months. During the events she felt unsupported by her charge nurse, the physician, and the nurse 

practitioner. After the patient was transferred out of the thoracic ICU to another unit that was 

better suited for their care the patient expired. This was particularly hard on the respondent. She 

internalized the death and felt that it was her fault. She had overwhelming feelings of guilt and 

sadness.  
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There were multiple discussions among the leadership of the unit, compounding the 

events and further injuring the respondent. However, none of these discussions included the 

respondent. The respondent stated: 

“Well it, because of it, being such a terrible event, and a sentinel event basically, it was 

brought to the attention of the head of CV Surgery… Everybody was talking about it. 

And that is what made it really, really hard, because everybody talked about. But nobody 

talked to me about it…And so, I felt really responsible. It was like six or seven months 

before, I was talking to another charge nurse, on a night shift about it, and he realized that 

I had been blaming myself. He said, ‘You know it wasn’t your fault’. And that was the 

first time anybody said that to me!” 

When she was asked about her coping mechanisms they stated “I cry. I am a crier. I am also a 

bottle, a bottler. So, I bottle it all up until it all spills out a little bit. I like to deny things, a lot, it’s 

nice.” This shows negative coping mechanisms. She also stated that she still has a hard time 

taking difficult patients because they cause flashbacks to this sentinel event that happened in 

2015. When triangulated against the written survey, they showed that she suffered from all 

symptoms on the survey and does so at least two to three times weekly.  

Connections to Conceptual Foundations 

This project holds as a conceptual foundation to the theory of Dr. Margaret Newman, 

Health as an Expanding Consciousness. As such health is seen through identifying patterns in 

the whole, disease and health. This project connects with this, seeing that the experiences of 

nurses are part of the whole. When there is a balance between grief and coping there can be 

wellness. However, when there is grief and inadequate coping mechanisms there is an imbalance 

that needs to be corrected. 

According to this project it is seen that this imbalance may be corrected by nurses 

reaching out to co-workers to express their feelings of grief and alleviate their symptoms of 



 

 

 

 

71 

mental injury. This is shown when one respondent (respondent 4) showed that the long length of 

time that it took for them to be heard resulted in symptoms of acute mental injury. These 

symptoms began to be relieved when a charge nurse reached out to her; informing her that the 

death of her patient and the traumatic event that precipitated that death were not her fault.  

Implications to Nursing Practice 

The implications to nursing practice are far reaching. This project and Dr. Sato’s project 

show that there are real risks involved with caring for patients that are critically ill. It has shown 

that there is an ever-present potential for patients to not progress according to plan. These rapidly 

changing situations can be cause for the assigned nurses to experience feelings of grief and suffer 

from mental injury.  

This project has shown that it is important to have informal support systems in place to 

protect bedside nurses from the symptoms of mental injury. Nurses that have a friend at work for 

whom they can express their feelings and debrief from traumatic situations tend to have less 

symptoms of mental injury.  

The bedside nurse can also further protect themselves from mental injury by honoring 

professional boundaries. Protecting the vulnerability of patients and professionally distancing 

themselves will mitigate the effects of a traumatic situation and patient death. These boundaries 

provide balance for the nurse and the patient allowing both to heal.  

This project also has shown that engaging in appropriate out of work activities can be 

restorative to the bedside nurse. Activities such as exercising, reading, and being outdoors can 

restore balance to the nurse’s life and allow them to continue as a critical care nurse for long 

periods time.  
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Administration and nursing management should promote the informal support systems 

and work life balance. In the absence of restorative activities outside of work it has shown there 

are risks for increasing grief and mental injury. Imbalance between work and life outside of work 

can lead to nurses prematurely leaving the critical care environment.  

Administration and nursing management should also consider a formalized mentoring 

program where new nurses are paired with well coping, experienced nurses. This formalized 

support system will allow newer nurses to be in regular contact with their mentor and be able to 

debrief with them regarding stressful and traumatic events. In this way the events of one 

respondent (respondent 4) can be avoided. No nurse should go several months thinking that 

people are talking behind their back, not being debriefed of the situation, and feel guilty for 

actions that did not cause the patient’s death.  

Comparisons to Nurse Experiences of Grief and Coping in the Intensive Care Unit 

While this project is a replication project one of the aims of this project is to compare the 

findings of this project, acute mental injury in ICU Nurses, with that of Dr. Sato’s 2015 project 

Nurse Experiences of Grief and Coping in the Intensive Care Unit. Acute mental injury in ICU 

Nurses was conducted in a similar fashion to Nurse Experiences of Grief and Coping in the 

Intensive Care Unit. Both projects utilized a qualitative, semi-structured, open-ended interview 

process for data collection along with a written quantitative demographic and professional 

survey. This project had nine respondents to the request for participation, while Dr. Sato’s project 

had five participants. The increased number of respondents in this project is seen as positive and 

helpful in further refining and defining themes presented in both projects.  



 

 

 

 

73 

Methods for data analysis differed slightly. This project utilized a directed content 

analysis, utilizing coding and themes already present in Dr. Sato’s project while remaining open 

for new themes to emerge. While the previous project utilized a qualitative content analysis for 

its data analysis. Both projects utilized descriptive statistical analysis for the quantitative surveys.  

It was shown through this project that there are many similarities between the two 

projects. Similar themes were found in this project, particularly that of sudden changes in patient 

acuity and the age of the patient were seen as very likely to elicit feelings of grief. Themes such 

as being heard were shown to be positive coping factors in both projects. 

There were some themes that did not emerge in this project as fully as in Dr. Sato’s 

project, such as the theme of professional boundaries. While this was not fully realized in this 

project one could make inferences that symptoms of grief resulted from these boundaries not 

being fully appreciated. Other themes in this project were not recognized in Dr. Sato’s project. 

The theme of guilt figured heavily in this project and was a main factor in triangulating the 

presence of acute mental injury.  

Prominent in both projects was the coping factor of talking or being heard. Particularly 

evident in this project was that of being able to talk to colleagues. This informal support system 

was seen as very beneficial to helping the suffering nurse cope with feelings of grief and mental 

injury. While in Dr. Sato’s project the benefit of speaking with co-workers was not fully realized. 

The need for further studies that replicate this study and Dr. Sato’s will bring other 

themes to the surface. Additional projects in this subject will help further expound and refine 

themes realized in both projects. Evidence of this is the fact that this project showed that talking 

with co-workers was more beneficial than speaking with significant others. or others that may 
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not fully understand the environment of the critical care unit. Additional studies may show a 

refinement of the themes of guilt and lack of support that were present in this project and not 

well defined in Dr. Sato’s project.  

Limitations 

There have been limitations noted in this project. The small sample size may limit the 

generalizability of the results. A larger pool of respondents may show more connections to Dr. 

Sato’s project, particularly to that of professional boundaries. New themes may have arisen from 

the data if there were a larger sample size, giving more insight to the experiences of the Thoracic 

ICU nurse in traumatic situations.  

Similar to Dr. Sato’s project this project only included one ICU. Within Intermountain 

Medical Center (IMC) there are a total of five adult ICU’s and a neonatal ICU. Inclusion with 

other intensive care units may have shown different themes and experiences. Further, themes that 

are in the thoracic ICU may be confirmed and shown to be universal. This would show that the 

findings of this project are more generalizable across all critical care areas.  

The respondents for this project were overwhelmingly Caucasian in ethnicity. This can be 

viewed as a limitation to this study. Therefore, the results of this project can be assumed to only 

be indicative of that of the Caucasian culture and ethnicity. However, the pool of potential 

respondents was overwhelmingly Caucasian as well. A larger pool of potential respondents that 

include a multi-site study may yield different results in this area in future projects.  

This project only included bedside registered nurses as the pool of possible respondents. 

The themes and experiences expressed here are limited to those experienced by bedside nurses. 

However, this study did not include other healthcare workers that are involved with the care of 
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patients at the bedside. Future studies should include these healthcare workers as well. Questions 

can be asked about what differences are apparent between those of nurses and providers (e.g., 

physicians, nurse practitioners, & physician assistants). What are the experiences of providers in 

the ICU in the presence of traumatic events and untimely deaths? Do their views on death differ 

from that of the bedside nursing staff? What are their coping mechanisms for grief and acute 

mental injury? Other questions can be asked as well, what are the experiences of nursing aides in 

traumatic events? This is an area that is rich in available data that has yet to be fully explored.  

Finally, the relative absence of peer reviewed literature on this subject has a limit to the 

effectiveness of interventions to assist the suffering nurse. Current literature tends to focus on 

nursing burnout, secondary traumatic stress, and compassion fatigue. These concepts do not fully 

describe the problem of the acutely suffering nurse in the intensive care unit following traumatic 

events and untimely death. The absence of literature means that the problem has not yet been 

fully explored. Additional projects and studies in this area will further help define the events and 

responses associated with grief, traumatic events, untimely deaths, and nurse’s acute responses to 

them.  

Advanced Practice Registered Nurse Role 

The role of the advanced practice registered nurse (APRN) in this area has yet to be fully 

explored. However, because the APRN is educated as a leader in the critical care unit they should 

be seen by the bedside nurse as a leader. As a leader the APRN is an advocate to support the 

bedside nurse, they are able to identify patterns in the bedside nurse that may be experiencing 

grief and difficulty coping. The APRN is situated to be able to provide resources for the grieving 

nurse and assist them in their coping with traumatic events and untimely deaths. This should be 
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especially true of nurse practitioners that hold the terminal degree of DNP. The doctoral prepared 

nurse practitioner, because of their education, makes them perfectly situated to assist a suffering 

nurse through patterns of grief and to help them bring balance back into their life and practice.  

The advanced education in doctoral prepared nurse practitioners includes courses in 

leadership and nursing theory. Both of these courses allow the APRN to expertly intercede in 

situations that may be compromising to the bedside nurse and provide assistance. Through this 

transfer of knowledge, the APRN becomes further enriched by enriching the lives of bedside 

clinicians. Together, the bedside nurse and the APRN can grow together, achieve better balance, 

and provide a safer environment for patients and all healthcare workers that interact in the acute 

care setting. Thereby, situations where sentinel events are discussed can include the APRN, 

physician, nursing management and the bedside nurse, because the APRN will advocate to 

include the bedside nursing staff allowing their input in the discussion.  

Conclusion 

There are clear risks associated with nursing in the critical environment. Patients in this 

setting are the most ill of all patients in the healthcare system. As such traumatic events and 

untimely deaths happen more frequently than other areas in healthcare. Every respondent in this 

project shared events that were traumatic, most of which ended with the death of the patient.  

These events do not have to end with the nurse becoming mentally injured. There are 

steps that can be taken to prevent overwhelming feelings of grief that lead to acute mental injury 

of the bedside nurse. Particularly of note in this project is the informal support systems that allow 

the suffering nurse to speak about their grief in a way that is safe, free from blame, and by a 

colleague that is knowledgeable about the situation.  
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Respecting professional boundaries can also be viewed as protective for the nurse in 

traumatic events. This acts as built-in protection for the nurse, allowing them to have therapeutic 

relationships with their patients, but allowing them to be distanced from those patients in a way 

that would put them at increased risk of suffering.  

When there are inadequate or destructive coping mechanisms the bedside nurse that is 

caring for a patient that has a traumatic event or untimely death, that nurse is at increased risk for 

acute mental injury that can progress to diagnosable psychological disorders. This will decrease 

the effectiveness of the nurse, put them at increased risk for leaving the profession, and create 

preventable suffering for the nurse. 
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APPENDIX A: 

INTERVIEW AND PROMPT QUESTIONS 
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Interview and Prompt Questions 

Interview Questions: 

“Can you tell me about your experience of a time you experienced grief while working the 

TICU?” 

“What is it like dealing with the loss/losses of a patient you have cared for in the ICU?” 

“Describe how you cope with ongoing patient deaths and families following these deaths?” 

“How do you typically express grief? / Describe you coping mechanisms.” 

“What type of assistance is acceptable to you when you grieve over a patient’s death?” 

“How has your view of death changed since you began working in the TICU?” 

“What recommendations do you have for other nurses/future nurses working in this area of 

practice which might allow them to continue over long periods of time?” 

 

Prompting Questions: 

“Can you go on?” 

“Are you able to tell me more about that?” 

“How did that make you feel?” 
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APPENDIX B: 

DEMOGRAPHICS AND PROFESSIONAL CHARACTERISTICS QUESTIONNAIRE 
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Demographics and Professional Characteristics Questionnaire 

1. In what year were you born? 

2. Gender  Female  Male 

3. Ethnicity 

a. African American 

b. Asian 

c. Caucasian 

d. Hispanic 

e. Native American 

f. Pacific Islander (including native Hawaiian)  

g. Other (specify) 

4. Length of time working in the Thoracic Intensive Care Unit? 

5. Length of time working as a Registered Nurse 

6. Employment Status/Hours Worked 

a. Full time, 36+ hours per week 

b. Part time 20-32 hours per week 

c. PRN less than 20 hours per week 

7. What is the highest level of education? List type of educational degree(s) obtained 

a. Associate 

b. Bachelors 

c. Graduate degree 

d. List degree(s) obtained: _________________________________________ 

8. Have you had prior death education/grief coping education? If so, please explain: 

9. When was the last time you experienced a patient death? 

a. Less than a week ago 

b. 1 week ago 

c. 2 weeks ago 

d. 3 weeks ago 

e. 4 weeks ago 



 

 

 

 

82 

f. 5+ weeks ago 

10. Have you ever experienced any of the following after a patient has died? (choose all 

that apply) 

a. Anger 

b. Nightmares 

c. Insomnia 

d. Sadness 

e. Guilt 

f. Anxiety 

g. Flashbacks 

h. Other (please list): _______________________________________________ 

11. On average, how long/how frequent do you experience the above? 

a. Rarely (Once or twice a month) 

b. Sometimes (once a week) 

c. Often (2-3 times per week) 

d. Very Often (daily) 
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APPENDIX C: 

INTERMOUNTAIN HEALTHCARE RESEARCH CONSENT AND AUTHORIZATION 

FORM 
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Consent & Authorization Form 

Title: Acute Mental Injury in ICU Nurses 

Location: Intermountain Medical Center, Thoracic ICU 

Principal Investigator: Paul Sharp, BSN, RN, DNP-Student (801)-897-8144 

Co-Investigators: Not Applicable 

Sponsor: Not Applicable 

When: The Period of 1 month, following IRB acceptance 

Why: Nurses in the ICU may be at high risk for distress due to frequent expose to death 

and the impact of sudden or tragic outcomes compared to other areas of the 

hospital. This study would like to find out how ICU nurses cope and integrate grief 

patterns into their lives and nursing practice. 

 

How: You will be asked to fill out a brief questionnaire form regarding demographic and 

professional data and participate in an interview with the primary investigator 

(interviewer). The interview and questionnaire completion will last approximately 30 

minutes. The interview will contain questions regarding your experiences with grief 

while working in the TICU.  

 
Why is this study being done? 

We are asking you to take part in a research study about nurses’ experiences of grief and coping in the ICU 

following untimely deaths and traumatic events. 

 

This study is being done because nurses in the ICU may be at high risk for distress due to frequent expose to death 

and the impact of sudden or tragic outcomes compared to other areas of the hospital. Nurses responses to untimely 

deaths and traumatic events may vary. Some nurses thrive in the ICU while others may become distressed, leading 

to negative consequences such as burnout, illness, absenteeism, and job dissatisfaction. 

 

Approximately 10-30 people will take part in this study at Intermountain Medical Center, Thoracic Intensive Care 

Unit. 

 

Please read this form and ask any questions you may have before you decide whether to be in this research study. 

Who can be in the study? 

We are asking you to join because you can help improve understanding and awareness of ICU nurse grief and 

coping. 

 

You can be in this study if you are a Registered Nurse in the Thoracic ICU. 

Who cannot be in the study? 

You cannot participate in this study if you are not a Registered Nurse employed in the Thoracic ICU. 

Do I have to be in the study? 

No, you do not have to be in the study. Your decision to take part in this study is completely voluntary. 
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How long will I be in the study? 

You will be in the study for about four weeks, consisting of one interview of approximately 30 minutes. 

What will happen if I decide to be in the study? 

You will be asked to fill out a brief questionnaire form regarding demographic and professional data and participate 

in an interview with myself (the Interviewer). The interview and questionnaire completion will last approximately 

30 minutes, or however, long you need to share your experiences. 

 

During the interview, the interviewer will sit down with you in a comfortable place, such as the Cardiac Research 

Room on the same floor as the TICU at IMC. The interviewer will audio record the interview with an Intermountain 

Healthcare laptop. The interview will contain questions regarding your experiences with grief while working in the 

TICU. If you do not wish to answer any of the questions during the interview or on the questionnaire, you may say 

skip, and move on to the next question. No one else but the interviewer will be present during the interview. At the 

end of the interview you will be allowed to leave. At this point the interviewer will save the audio file and identified 

with a number. Your identity will not be included in any of the interview process or written survey. Following the 

interview, and within 24 hours of the interview the interview will be transcribed verbatim into a word document. 

Saved on the Intermountain Healthcare laptop and named with the interview number. At no point will your identity 

be used in the transcription process. Your written survey will be labeled with the same interview number as the 

audio transcription file to link the interview and written survey. Following the completion of the interview process 

all interviews will be reviewed and included in the final project results. At no point will your identity be used in the 

review or results of this project. The principal investigator will be the one that is recording, transcribing, 

deidentifying and reviewing the interviews and surveys of this project. 

 

When you are finished with the interview process: 

There will be no need for follow up for any tests or exams unless you feel you would like to speak to someone about 

the experiences discussed.  

Are there any risks to me if I join the study? 

You may have side effects while in the study. Your study team will watch you carefully for any side effects. 

Some side effects may be mild, and others may be very serious. Many side effects go away soon after you finish 

the interview process, but in some cases, side effects can be serious, long lasting or may never go away. 

 

In addition to the side effects listed below, you may experience a previously unknown risk or side effect. 

 

You should talk to your study team about any side effects that you notice while you are taking part in the study. 

 

Risks and side effects related to the interview process may include those which are: 
 

Likely 

 Re-visit memories of traumatic situations and negative emotions 

 

Less Likely 

 Feelings of embarrassment and discomfort 

 

Rare, but serious 

 Exacerbation of current mental health disorders 

 Activation of mental health disorders not previously diagnosed 
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Privacy/Confidentiality risks  

We will do everything we can to protect your personal information, but there is a chance that a loss of privacy or 

confidentiality could occur. For more information, see the “How will my health information be used and protected?” 

section below. 

 

Social/Behavioral study risks  

There are no physical risks to you, but you may experience some embarrassment or discomfort. You do not have to 

answer any questions that make you uncomfortable. 

Will being in the study help me? 

There is no direct benefit to yourself for being in this study. Your participation will help with the generalizable 

knowledge in the area of nursing feelings of grief and loss and may help in the future with interventions to help 

prevent such feelings.  

What are the costs of taking part in the study? 

You will not be charged for any of the study costs. 

Will I be paid if I join the study? 

You will not be paid for being in this study. 

Will the researchers be paid for running this study? 

The researchers do not receive payment for conducting this study. 

 

In research a conflict of interest (COI) can happen when someone has more than one interest in the study. For 

example, a physician doing research could also own stock in a company that is paying for his or her research or the 

development of a new drug or product used in a study. In this study, the researchers have indicated that they do not 

have any conflicts of interest.  

What happens if I am injured because I was in the study? 

If you become injured while taking part in this study, Intermountain Healthcare can provide medical treatment. We 

will bill you or your insurance company in the usual way. Because this is a research study, some insurance plans 

may not pay for your treatment. If you believe you have been injured as a result of being in this study, please call the 

Principal Investigator right away. You may also contact the Intermountain Institutional Review Board (IRB) at 1-

800-321-2107 or IRB@imail.org. 

Will I be given new information during the study? 

Sometimes new information becomes available during the course of a study. If this happens, your study team will 

talk to you about it and you can decide whether you want to continue in the study.  

Can I stop being in the study? 

Yes. If you join the study, you can decide to stop at any time. Your study team can also evaluate any side effects 

from the interview process and talk to you about what follow-up care might be helpful for you. Your Study team can 

also stop you from taking part in this study at any time if they believe that it is in your best interest or if the study is 
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stopped. You can change your mind later and ask us to stop collecting your information. This must be done in 

writing. You can give this notice to your study team or mail it to: 

 

Paul Sharp 

University of Arizona 

8841 Digger Lane 

Magna, UT 84044 

 

If this happens, we will not collect new information about you and you will not be able to continue in the study. 

However, we will continue to use the information we have already collected. 

Who do I ask if I have questions about the study or my rights? 

If you have questions, concerns, or complaints about this study, you can contact Paul Sharp at 801-897-8144  

 

If you have questions regarding your rights as a research subject or if problems arise which you do not feel you can 

discuss with the study team, please contact Intermountain’s IRB at 1-800-321-2107 or IRB@imail.org. 

How will my health information be used and protected? 

In an effort to keep your personal identifying information confidential, you will be assigned a participant number. 

This number will be used to identify you in the survey and interviews but will not be linked to you directly. No other 

identifying information about you will be stored in the collected data. 

 

Consent 

I have read and I understand this consent document. I have had the opportunity to ask questions. I understand that 

my participation is voluntary and that I am free to withdraw at any time, without giving any reason, without my 

medical care or legal rights being affected. I will be given a signed copy of the consent and authorization form to 

keep. 

 

I agree to participate in this research study and authorize you to use and disclose health information about 

me for this study, as you have explained in this document.  

 

 _________________________________________________________  

Participant’s Name (Print)  

 _________________________________________________________   ______________________  

Participant’s Signature Date/Time 

 

 _________________________________________________________  

Name of Person Obtaining Authorization and Consent 

 _________________________________________________________   ______________________  

Signature of Person Obtaining Authorization and Consent Date/Time 

 

 



 

 

 

 

88 

APPENDIX D: 

PROJECT FLYER 
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Acute Mental Injury in ICU Nurses 
 

Location: Intermountain Medical Center, Thoracic ICU, 

Cardiovascular Research Room 

Principal 

Investigator: 

Paul Sharp, BSN, DNP-Student (801)-897-8144 

When: Upon approval from IRB, TBD.  

Why: Nurses in the ICU may be at high risk for distress due to 

frequent expose to death and the impact of sudden or tragic 

outcomes compared to other areas of the hospital. This 

study would like to find out how ICU nurses cope and 

integrate grief patterns into their lives and nursing practice. 

 

How: After reviewing and signing an Informed Consent Form, you 

will be asked to fill out a brief questionnaire form regarding 

demographic and professional data and participate in an 

interview with the primary investigator (interviewer). The 

interview and questionnaire completion will last 

approximately 30 minutes. The interview will contain 

questions regarding your experiences with grief while 

working in the TICU.  

 

Eligibility 

Requirement: 

Registered Nurses currently employed in the Thoracic ICU  
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APPENDIX E: 

EMAILS TO PARTICIPANTS 
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To: TICU_RN 

CC: 

Subject: E-Sign-Up Sheet for potential participants of DNP Project titled: ACUTE MENTAL 

INJURY IN ICU NURSES 

 

Dear Potential Participant, 

 

You have been identified as a potential study participant for a study project that is being 

conducted by Paul Sharp, BSN, RN, DNP-Student a student of the University of Arizona’s 

School of Nursing Adult-Gerontological Acute Care Nurse Practitioner program. This project is 

titled: Acute Mental Injury in ICU Nurses. It seeks to identify common themes among ICU 

nurses employed by the Thoracic ICU that have experienced untimely deaths or traumatic events 

in the ICU and compare them with the results of a previously conducted study done at Queen’s 

Medical Center’s Medical ICU in Honolulu, Hawaii. Your participation in this study is 

completely voluntary.  

 

Interviews will last approximately 30 minutes and consist of semi structured questions and a 

brief written survey consisting of demographic information. Your interview responses will be 

audio recorded, securely stored, transcribed verbatim and then utilized to draw themes among 

nurses that have experienced traumatic events and untimely deaths in the ICU. 

 

If you desire to be included in in this study, please follow the link below to sign up for an 

interview time.  

 

https://booking.appointy.com/pauljsharp?st=285139 

 

Thank you for your consideration. 

 

Sincerely, 

 

Paul Sharp, BSN, RN, DNP-Student 

Principal Investigator 
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From: paul.sharp@imail.org 

To: [insert email address of study participant that missed appointment] 

CC: 

Subject: Our records indicate that you missed an appointment that was previously scheduled to 

participate in Acute Mental Injury of ICU Nurses 

 

Dear Participant, 

 

Our records indicate that you were scheduled to participate in a study being conducted in the 

Thoracic ICU by Paul Sharp, BSN, RN, DNP-Student at [insert missed appointment time]. We 

regret not being able to sit down with you. 

 

If you are still willing to participate in this study, please visit 

https://booking.appointy.com/pauljsharp?st=285139 to reschedule a time that is convenient to 

you. 

 

Your participation is completely voluntary, and your responses will be anonymous. 

 

Sincerely, 

 

Paul Sharp, BSN, RN, DNP-Student 

Principal Investigator 

mailto:paul.sharp@imail.org
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APPENDIX F: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD (IRB) APPROVAL 

LETTER 
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