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CHAPTER I 

I NTRODUC TION 

Death is an inevitable experience shared by all 

peop le. On the continuum of li fe events, death is perhaps 

the least understood and l east accepted phenomenon. 

Though every individual attempts to postpone t he issue of 

death in his own way , he is eventually confronted with 

this intrinsic part of li fe. 

The health care profession is committed to the preser

vation of life, thus, death is viewed as an interruption 

of the life cycle. The process of dying is difficult not 

only for th e patient, but also for the professional who 

often deals with the dying patient . 

How nurses and individuals perceive this interruption 

of the life cycle is communicated to the dying patient by 

behavior. At titude toward death and dying and therefore 

behavior has an effect on the welfare of pa ti ents and 

their families. 

Statement of Problem 

The problem of this study was t wo-fold: 

1. To determine whether there is a relationship 

between acute care nurses' a ttitude toward death and dying 
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and those nurses' behavior with dying patients. 

2. To determine if differences exist between and 

among the three kinds of nurses: those with educational 

preparation of diploma, associate degree, baccalaureate 

degree. 

Statement of Purpose 

The purposes of this study were to: 

1. Measure attitude of acute care nurses toward 

death and dying by use of the Hardt Death Attitude Scale. 

2. Measure behaviors that the acute care nurse 

employs to limit conversation and amount of time spent 

with the dying patient by use of the Carney Avoidance Behav

ior Tool. 

3. Compare the attitude scores with the behavior 

scores. 

Background and Si gnificance 

In a society that emphasizes achievement and the 

future, the prospect of no future at all and loss 

of identity is an abomination. Death is seen as 

destroyer of the American vision--the right to 

life, liberty, and the pursuit of happiness. 

Hence death and dying invite our hostility and 

repudiation (Feifel, 1977, p. 5). 
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People in our society have in general not learned to 

talk about personal death with any degree of comfort . As 

a result of social practices nurses and patients come to 

their interactions with each other without much experience 

in talking openly about the meaning of personal death. 

Only in the past few years has death been a subject of 

open discussion. 

To quote Donne (1624) 

No man is an island, entire of itself . Every 
man is a piece of the continent, a part of 
the ma in. Any man ' s death diminishes me 
because I am involved with mankind (p.440-
441). 

Within this frame of reference, the death of a patient not 

only threatens the therapeutic omnipotence of nurses, but 

their immortality as well. 

The nurse approaches the pa tient with the ultimate 

goa l of maximizing his hea lth potential and thereby help 

him to leave the hospit a l with dignity and self respect. 

This is not always accomplished and nurses find them

selves "providing care for large numbers of patients who 

are dying or who face the poss ibility of imminent death" 

(Quint, 1967, p. 13) . With the emphasis toward recovery 

and life saving measures it is reasonable to conclude that 

provision of direct nursing care to dying patients creates 

a stressful situation for the nurse. "Within the last 
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twenty-five years the provision of care for the dying has 

become an increasingly complex hospital phenomenon, and 

nurses are faced with many situa tions which are both prob

lematic and distressing" (Quint, 1967, p. 15 ). 

In the Ame rican society, death for the most part 

occurs in the general hospital. "Of all the hospital 

population , patients in the se areas [acute care units] 

have the highest potential for death while still retain

ing 'salvageability "' (Caughi ll, 1976, p. 95) . Because 

the nursing staff in these units place primary emphasis 

on lifesaving measures and recovery, the dying patient is 

viewed negatively, as a failure . 

A study by Lochoff, Cane, Buchanan, and Cox (1977) 

identified a variety of st res sful situations to which 

nurses in inten sive care units are subjected. Caring for 

a dying patient was found to be a major source of stress. 

Hay and Oken (1972) contend that repetitive exposure to 

death and dying creates stress for nursing personnel. 

As a result of the stressful nature created in caring 

for the dy ing patient, nurses utilize mechanisms which 

help to minimize involvement with the patient (Quint, 

1967). 

It is generally thought that an individual's attitude 

or belief in a particular situation wi ll cause him to 
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behave in a particular way. Jourard (1971) believes that 

many nurses display predictable ways of behaving in the 

presence of patients. This is referred to as the nurses' 

bedside manner. It is thought that these acquired behav

ior patterns are a way of reducing anxiety and satisfying 

needs. "Our attitudes about per sons , ideas, and the 

situat ion in which we are interacting are all communicated 

in our behavior" (White , 1977, p. 18). In this context, 

the nurse's attitude toward death and dying wi ll be com

municated both positively and negatively to the dying 

pa ti ent. 

This communication of attitude through behavior can 

be based on Rokeach ' s (1968) t heory that an "attitude i s 

a relative l y enduring organization of beliefs around an 

ob ject or situation predisposing one to respond in some 

preferential manner" (p. 11 2) . Three components of atti

tude are further i dentified: an effective component which 

often genera t es intense feelings about an attitude; a 

cognitive component that repr esen t s an individual's knowl

edge about what is good or bad, true or false, desirable 

or unde sirab le; and a behavioral component with response 

leading to some action, either cove rt or overt (Rokeach , 

1968) . 
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According to Barton (1979) "painful, uncertain, and 

often incomprehensible feelings lead to physical avoidance 

and interpersonal distancing, resulting in dramatic reduc 

tion in communication with the dying person and in time 

spent with him" (p. 29). The nurses' fe elings toward the 

issue of death and dying must first be resolved in order 

to effectively care for the dying patient. It is only 

after the nurse comes to terms with these feelings that 

avoidance mechanisms will be identified and behavior can 

be guided . 

Hypotheses 

For the purposes of thi s study, the following hypoth

eses were made: 

1. There is no significant relationship in the atti

tude of the acute care nurse and the behavior of that 

nurse toward patients who are dying. 

2. There is no significant difference in the atti

tude and behaviors of acute care nurses who have been 

prepared at the diploma, associate degree, and baccalau

reate degree level. 

3. There is no significant r e lationship in the atti

tude of the acute care nurse and behavior of that nurse 

based on reli gious denomination. 
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4. There is no significant relationship in the 

attitude of the acute care nurse a nd the behavior of that 

nurse based on the frequency of attendance at church or 

religious services . 

Definition of Terms 

1. Dying--the process of l iving with impending death 

in the immedia te future. 

2. Dyi ng Pa~ient--a patient is considered dying when 

all measu res to sustain life have failed. 

3 . Nu rse Attitude - - "a relatively enduring organiza

tion of beliefs around an object or situation predisposing 

one to respond in some preferential manner" (Jlokeach, 1968, 

p . 112). 

4. Nurse Behavior- -" a verbal or nonverbal action 

employed by the nur se in a nur s e-client situation. The 

act is performed to meet a physical, emotional, spiritual, 

or social need of a fatally ill patien t or loved one during 

hospitalization" (Freihofer and Felton, 1976, p. 333). 

5 . Acute Care Unit- - a patient care unit designed to 

care for critically ill patients. These units are desig 

nated as the Intensive Care Unit and Coronary Care Unit. 
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Limitations 

The following limitations were considered in this 

study: 

1. The nurses' previous beliefs and attitude toward 

dea th were uncontrolled by the investigator. 

2. There was a variance of ethnic origin, and age 

among nurses participating in the study . 

Delimitations 

The following delimitations were selected for the 

purpose of this study: 

1. Two general care hospitals in a one-county area 

participated. 

2. Subjects were currently working in an intensive 

ca re unit and/or coronary care unit. 

3. Subjects participated in the study on a volun

teer basis. 

4 . Age of the subjects was 21 years and older. 

Assumptions 

The following assumptions were formulated for this 

study: 

1. Human beings experience anxiety when confronted 

with the subject of death and dying. 
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2. Human beings utilize some type of protective 

behavior to avoid the anxiety they experience when 

confronted with the subject of death and dying. 

3. All behavior has meaning . 

Summary 

It was planned that this study would reveal the 

nurses attitude and behaviors with dying patients . Based 

on the framework of communication of attitude through 

behavior, the study was undertaken to determine the 

relationship between attitude and avoidance mechanisms 

utilized by acute care nurses while caring for a dying 

patient . 

Overview 

Chapter II includes a rev iew of current literature 

which covers topics such as the dying process, societal 

values, and attitude and behavior of individuals toward 

death. Chapter III describes setting, population, and 

methodology used in data gathering . Included in this 

chapter is a description of the Hardt Death Attitude 

Scale and the Carney Avoidance Behavior Tool. 
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Chapter IV contains the presentation and treatment of 

data . Chapter V includes summa r y , conclusion, and recom

mentations for fur ther study . 



CHAPTER II 

REVIEW OF LITERATURE 

Introduction 

Death is an expected event in the completion of the 

life cycle. It is an inescapable reality constantly con

fronting members of the health care profession. A review 

of literature was conducted of which the following areas 

will be presented: The Dying Process, Attitude and 

Behaviors of Professionals toward Death and the Dying 

Patient, Sources of Va lues Influencing the Professionals' 

Attitude and Behaviors with Dying Patients, and Coping 

with Death in Acu te Care Units. 

The Dying Process 

In West e rn society people do not appear se riou s l y 

concerned with death, at lea s t on a conscious level. It 

is an intrinsic part of life wh ich an individual fears. 

Death is the final stage of gr owth in the life proces~. 

It indicates a termination of transaction with others. 

The eternal essence of existence is viewed in terms of the 

impact every mood and action has on those we touch, and 

in turn, on those the y touch (Kubler-Ross, 1975). Death 

is viewed as a mystery which separates the physical 

11 
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ex i stence which individuals are conscious of and an 

existence which cannot be fully comprehended. To many, 

where there is l ove there is an anxiety over l oss of life 

in the physical sense; a dreaded phenomena because death 

ap pears as the end of l ove , which is l ife . 

According to Hinton (1972) "death, and awareness of 

death are t wo at tributes of the human condition with 

which eve r y society must come t o terms" (p. 7). Through

out history societa l and cultural practic es have had 

considerable impact on the individual' s concept of life 

and death. Possib l y t he lack of adequate socia li za tion 

with death, in combination wi th a high va lue in American 

society attached to keeping emotions under tight control, 

prevents open discussion of death . 

Maslow (1968) point ed out that each culture has its 

idea l individual . These include the hero, the saint , the 

knight , the mystic, the gen t leman. Today , people t end to 

give these up . Our ideal is rather the we ll- adjus t ed 

person . The ideal of a rich, full self, t he deve l opment 

of one's own being in one's own way, the freedom to be 

oneself fully wi thout fear; this is a goa l wor t h living 

for. "A person lives as long as he experiences hi s li fe 

as having meaning and value and as long as he has someth ing 

to live for, meaningfu l projects that inspirit him and 
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invite him to move into his future" (Jourard, 1971, p. 93). 

When meaning, value, and hope diminish from life's experi

ence, man begins to stop living; he begins to die 

(Jourard, 1971). 

The fear of death still remains a universal fear 

even though individuals feel the y have come to terms with 

it. A tremendous amount of research has been prompted 

to assist individuals cope with their feelings about 

death. The experience of the dying patient was examined 

extensively and reported in the literature by Kubler-Ross 

(1969), who identified five distinct phases of the dying 

process. 

Denial and Isolation is the first phase in the dying 

process. It is almost inconceivable for persons to 

acknowledge the fact that death must be faced, since in 

th e unconscious mind all individuals believe they are 

immortal (Freud, 1948) . This phase may be a protective 

buffer until the patient has come to terms with the inevi

table outcome and he progresses to the next phase. 

"When denial cannot be maintained any longer, it is 

replaced by feelings of anger, rage, envy , and r esent 

ment" (Kubler-Ross, 1969 , p. 50). Anger may be a pro 

jected r eact ion in all directions. This can be 

particularly difficult because overt aggressive behavior 
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or ho s tility is a form of unacceptable behavior. Horney 

(1937) contends that hostile impulses may be perceived 

as a threat, and therefore create a major source of 

anxiety. 

In an attempt to postpone the inevitable, the 

pa tient moves into the bargaining phase. "Bargaining 

... sets a self-imposed 'deadline' . and it includes 

an implicit promise that the patient will not ask for 

more if this one postponement is gran ted" (Kubler-Ross, 

1969 , p. 83-84). 

Confronted with the overwhelming realization of loss, 

the patient may enter th e phase of depression . "The 

pa tient i s in the process of lo s ing everything and every

body he loves. If he is allowed to express his sorrow, 

he will find a f inal acceptance much easier'' (Kub ler-Ross , 

1969, p. 87). 

The final phase in the dying process is the phase of 

acceptance. Acceptance is not re s ignation or a giving up. 

It is the attainment of the resolution which repre sents 

the sense of an end . 

This is the age of man and his triumphs, and we 
have come to accept as a certain and established 
thing that man can surmount any obstacle and is 
equal to the solution of any problem which may 
confront him. . . . But there is a glaring 
exception to the paean of man's conquests, one 
problem where all his as s urance, ingenuity, and 
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wit avail him nothing; an area which stands in 
bold contrast to the re s t of nature which is 
so malleable to his will. the phenomena 
of death. Here man, with all his cleverness, 
is powerless . He may postpone death, he may 
assuage its physical pains, he may rationalize 
it away or deny its very existence, but escape 
it he cannot (Wahl, 1959 , p. 17) . 

Attitude and Behavior of Professionals 
to ward Death and the Dying Patient 

"Death has special meaning for two groups of people: 

patients who are living with an uncertain future, and 

nurses i<ho are r esponsib l e for the ir care" (Quint , 1969 , 

p. 288) . A study by Graffam (19 70) revealed that in gen 

era l, nurses were not therapeutically and supportively 

meeting the needs of patients in distress. Elmore and 

Verwoerdt (1967) contend that becau se of feelins of help

l essness, most medical personnel preferred to avoid con

tac t with the dy ing patient . Perhaps the professionals ' 

anxiety in the interaction with termina l patients stemmed 

from a fear of pe rsonal death. 

The emotions aroused by death are legion --fear , 
sorrow, anger, despair, re sentment, resignation, 
defiance, pity, avarice, triumph, helplessness 
and, to some de gree, practically any emotion 
that there is . The commonest one is fear" 
(Hinton, 1972, p. 21). 

Several authors have referred to the fear and anxiet y that 

professionals exhibit when caring for the t ermina ll y ill 

(Feifel, 197 7 ; Glaser and Strauss, 1965; Kubler-Ross, 
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1969). Before emotional support can be given, the nurses 

must come to terms with their feelings . 

A nurse faces two grave responsibilities when her 
patient is dying. She must give life measures-
including emotional support- -t o the patient as long 
as possible; she must reassure, understand, and in 
a sense, share the grief of those who love the 
patient. Before she can do justice to either, she 
needs to resolve her own feelings (Robinson, 1964, 
p. 23) . 

Provision of effective care to terminal patient s 

necessitates that professiona l s formu l ate a philosophy of 

li f e an d death. Fe ifel (1 959) advocated the importance of 

increasing our awareness of death and supported this in the 

following statement: "a man's birth is an uncontrolled 

event in his life, but the manner of his departure from 

life bears a definite relation to his philosophy of life 

and death" (p. 128). 

Throughout the growth proce s s, the individua l con 

stantly encounters s i tuations which cause him to explore, 

interpret, and draw conclusions . It is through these 

varied experiences that reality is discovered and atti

tudes and va lues are formed. Much of man's behavior is 

governed by the attitudes and values he holds and the 

philosophy he lives by. 

Knutson (1965) points out that "when an individual, 

through his explorations , begins to identify what he 

believes to be the source of his concerns .. . he reaches 
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a state of readiness for action" (p . 399). In essence, 

attitudes can be seen as tri ggers for behavior. Dillehay 

(1965) proposed that overt behavior is affected by an 

individual's attitude and be lie fs. Shaw and Wright 

(1967) expressed a similar thought that attitudes signif

icantly influence an individual's response. 

All behavior can be interpreted as communication. 

Communication is a dynamic force capable of 
profoundly influencing and affecting the degree 
of interpersonal closeness in nursing situa
tions .... The nurse's basic intentions and 
the way she perceives human beings is invariably 
communicated in nursing situations. (Trave l bee, 
1971, p. 95) 

Thus, the nurse's attitude may be expressed and communi

cated in behavior. 

Nurses are in a favorable position to assist individ

uals and families cope more effectively with death and 

dying . However, nurses have been accused of avoiding the 

dying patient. Western society has been large ly death 

denying and for the most part , negative values have been 

associated with death. Nurses as we ll as o t her health 

care professionals reflect the values and practices of 

the society of which they are a part (Ful ton, 1964) . In 

addi tion, they may take on a professional manner and 

"limit their behavior to the range tha t proclaims their 

professiona l status" (Jourard, 1 97 1, p . 178 ). 
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Several studies have alluded to a pattern of behav

ioral withdrawal from the dying patient on the part of 

health care professionals. Barton (1979) suggested that 

behavior with the dying patient is dependent on the pro

fessional identity of the caregiver. In a study that 

investigated the attitude of physicians toward death, 

Feifel (1963) observed that physicians thought less about 

death than any members of the lay population. In begin

ning efforts to talk with dying patients Kubler-Ross 

reported strong objections on the part of physicians. 

Kastenbaum (1965) believes that physicians need to deny 

the poss i ble death of their patients or they would lose 

intere s t in treating them. 

In nursing, as in other health care disciplines, 

c ontact with death and the dy ing patient arouses feelin gs 

of anxiety. After obs e rving nurses for several days on 

a large nursing unit, Le Shan (1964) reported that nurses 

took significantly more time to respond to call lights 

of dying patients. Quint (1967) acknowledged the fact 

that nurses are not especially comfortable in caring for 

dying patients, and attributes this in part to the minimal 

attention given in nursing curricula to the subject of 

death. 
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Due to the high value attached to lifesaving measures, 

nurses find provision of care to the dying stressful. 

Cohen (1978) contended that hospital personnel respond 

in a structured and patterned way to the dying patient . 

Quint (1967) expressed a similar idea that professionals 

develop behaviors which protect them from persona l involve

ment . Glasser and Strauss (1965) referred to these behav

iors as out mechanisms which supports the notion that they 

are mechanisms for limiting or avoiding involvement. 

The issue of death elicits any number of internal 

feelings within the nurse. These 

[P]ainful, uncertain, and often incomprehensible 
feelings lead to physica l avoidance and interper
sonal distancing, resulting in dramatic reduction 
in communication with the dying person and in 
time spent with him. (Barton, 1979, p. 30) 

Utilization of strategies ~hich minimize conversation and 

limit time spent with the patient allows the nurse to 

maintain composure (Quint, 1967) . 

Sources of Values Influencing the 
Professionals' Attitude and 

Behaviors with Dying 
Patients 

The richness of our culture as expressed in 
philosophies, religions, literature, science, 
and the arts is in good part a product of 
projections of human experiences into descrip
tions, chartings, and interpretations of 
death . even in this modern scientific 



20 

wo rl d our knowl edge of death remains projec t ive 
in it s origins; t he exten t to which tho se pro
ject ions pe rm ea te our culture. (Knutson, 1970 , 
p . 42) 

An i ndivi dua l t akes on the cultur e of the society 

which he is bo rn int o a nd a pa rt of. Kl uckhohn (1 959) 

defined culture as a "way of thinking, fee ling , be l ieving" 

(p . 24) . The belief that man can triumph over any obsta 

cle i s t he bas i s of t he Ame r ican culture (Howard and 

Sco tt, 1965/66; Wahl, 1959) . 

The character and circumstances of dy ing have been 

changed wi t h recent advances in medical technology . For 

the most par t, death has moved away from t he home and 

fami l y and int o t he hospital set t ing. Dea t h has become 

an unfamiliar event for t he l ay popul ation. It is t his 

trend in the Ame rican culture that has made dying a more 

fearful and isolated experience (Feifel , 1977 ; Kuble r- Ross , 

1975). This aspect of the life cycle has been l eft to 

the health care profess iona l. 

Nurses are part of soc i ety at large and thus come to 

t he ir interactions with pre-formed sets of values and 

judgments . Knutson (1970) proposes that along with varied 

experiences, an individual internalizes his cultur e . 

This int ernalization of cultur e or socia l her it age then, 

sign i ficant l y guides an individual's ac tion . It is t he 

responsibility of t he nur se as we ll as ot her hea lt h care 
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personne l to reco gnize the influence and impact that 

societal values have on their effectiveness as practi

tioners (Quint, 1967). 

Defining cultural pattern s re quires a description of 

variables which the individua l identifies with . A s umma

tion of these variab l es which include attitudes, beliefs, 

knowledge , and habits are passed from each genera tion in a 

society to the next. Va lue s derived from religious back

ground , educational preparat ion and sex role identification 

carry over into the hospital environment and directly 

attect the nurse-patient relationship . 

It is appropriate to examine the rol e that religion 

p l ays as a source which influences nurses' attitude 

toward dea th and dy ing. Interaction with dying patients 

mav expose the nurse to reli gi ous customs different than 

her 01rn . "Patients come from many different cultural and 

religious backgrounds wi t h wide l y varying practices, 

beliefs, and sacred rituals associated with the dying 

process" (Quint, 1967, p. ll 8) . The extent to which the 

nurse provides care t o dying patien t s is determined 

l arge l y by her religious convictions and spiritual va lues 

(Travelbee, 1 97 1). Kubler - Ross (1 969) has raised a ques

tion as t o the role of reli g ion in our society t oday. 

Past generat ion s believed in the hereafter which was a 
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reward for suffering on earth. Kubler - Ross (19 69) goes 

on t o say that with present trends in medical technolo gy , 

fewer people adhere to this belief. Feife l (19 77) 

extends the notion that Americans are fearful of death 

and contributes this to the fact that many individuals 

"no longer command .. philosophic-religious views with 

which to transcend dea t h" (p . 4) . In an effort to examine 

the relationship between religious convictions and atti

tudes about death , Alexande r and Ad l erstein (1965) con

ducted a study among male college students . Results 

indicated that religious convictions make the phenomeno n 

of death less fearful. For individuals with no religious 

convictions then , the question is raised as to what con

tr ibutes to the formation of death attitudes . Shneidman 

(1977) reports that int ro spection , med it ation , and more 

specifically an existential philosophy are a significant 

influence. Switzer (1970) acknowledged the role that 

religious patterns play in the formation of attitudes and 

values in t he following : 

It supplies the interpersonal reinforcements 
which contribute to the emotional acceptance 
of t his rea li ty [death], the opportun i ty for 
meaningfu l areas of li fe commi tment, and a 
pe r son -to- person caring fo r t he dying pe r son 
and the grief - stricken . Finally, the religious 
community provides the rituals which gather up 
and express in verba l form t hese life 
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commitments, the faith, the hope, the love 
of those wh o share a common life style. 
(p. 213). 

Review of the current literature reveals little 

information concerning the relationship between sex role 

and attitude toward death. Ka li sh (1963) reported dif 

ferences in the attitudes of ma l es and females toward 

death and attributed this to traditional roles . Templer 

(1970) presented similar findings in that the mean score 

for females was significantly higher on his Death Anxiety 

Scale than for males . In our society attempts have been 

made to reduce the stereotypic sex role identification. 

With this in mind , Perkes and Schi ldt (1979) conduc t ed a 

study to determine if attitudes toward dea t h remained sex 

related . Results of the study revealed that although no 

significant differences existed between ma les and females 

fear of death, there wer e in fact differences in their 

attitudes about abortion, capital punishment, funerals , 

and life after death. According to Perkes and Schildt 

(1979) the fact that there was no sign ificant difference 

in fear of death ca n be attributed to a "reduction in 

sexism in the curriculum" (p. 368). 

"Cultural values concerning death have led to a gap 

in the education of nurses and , in turn, to a gap in the 

nursing services available to patients who are dying" 
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(Quint, 1967, p. xiii) . The gene ral taboo in our s ociety 

regarding death has carried over into the health care sys

tem and rendered professionals who came to their inter

actions with little understanding about the phenomenon of 

death. 

It is of some importance to reco gnize that the 
professional peop le dealing with illness and 
death receive their professional training on top 
of and much later in life than their early 
socia lization and thus share with patients and 
other members of the public the early experiences, 
beliefs, ethical values , and attitudes of the 
culture . (Knutson , 1970 , p. 61) 

Educational programs in nursing have further added to 

this lack of knowledge and understanding. Curricula 

focus limited attention toward the aspect of nursing care 

and interaction with the dying patient , but instead stress 

li fes aving goals. 

A study conducted by Popof f (1976) re ported t hat 

while many nurses felt competent in providing technical 

care to dying patients , this was not the case in prov i ding 

psychologica l support. Eventually , if nurses are to 

accept their responsibilities in helping patients die 

peaceful l y , they will have to come to terms with the 

subject of death . 

Leviton (1969) pointed out that there is an increas

ing need to help individuals overcome their fear of 
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death . He further proposed that this can be achieved 

throu gh informal and formal education. Pine (1977) sug

gested that death education has become a necessary aspect 

of socialization . Traditionally socialization with death 

and dying has been provided within the context of church, 

family, and community. Because of social change the educa

t ional system has taken on the responsibility for this 

socialization. (Pine , 197 7). 

Strauss and Glaser (1970) contended that for the most 

part nontechnical conduct on the part of the professional 

toward the dying patient i s influenced by common sense 

rather than based on current knowledge from the behavioral 

sciences. Quint (1967) is in agreement and reports t he 

fac t that nurses have not been well prepared to care for 

the dying patient . This may be a reflection on the fact 

that a lthough many schools of nursing provide some experi 

ence in the care of dying patients , it is not consistently 

or systematically presented. Death education is a con

tinuous process . It is a process which evolves not only 

around individual needs and beliefs but takes into con

sideration cultural values and practices. 
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Coping with Death in 
Acute Care Units 

Within th e hospital setting, critically ill patients 

are cared for in acute care units . These hi ghly technical 

units differ from a general ward in many respects: there 

is a considerable amount of complex electronic equipmen t, 

there i s usually a staff/patient ratio of one to one or 

one to two, lifesaving regimes are adhered to vigorously, 

and morbidity and mortality rates are higher. Accord ing 

to Strauss (1968) , these Acute Care Units 

[H]ave developed as special locales for certain 
types of very critically ill pa tients: for those 
who have high potential for dying , or for suffer
retrogression unless cared fo r closely and care 
fully--but only if they are worth saving or can 
be prevented from worsening . (p . 8) 

Personne l in these units are specially trained and 

hi ghly skilled . Because their role is seen primarily as 

a lifesaving one, these nurses must constantly function 

with a high level of competence (Caughill, 1976). This 

high level of functioning can create a stressful situation 

for nurses who fear failure and rejection. 

West (1975) identified three areas of stress experi

enced by personnel who care for critically ill patients . 

The first area of stress that may arise is feelings of 

personal failure. When a patient dies, the nurse may 

feel guilty and personally responsible . For the acute 
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care nurse, death is seen as a failure . A second area of 

stress occurs with r epetitive exposure to death a nd dying. 

The third s tr ess area involves the constant threat of 

object lo ss . In order to protect the self from anxiety , 

guilt , frustration, and grief, the nurse tends to avoid 

closeness with patients. 

Bilodeau (1973) suggested that nurses in the acute 

care setting utilize mechanisms to cope with frustrat ion s . 

These mechanisms wil l be determined in part according to 

how the nurse coped with stress in the pas t. The coping 

mechanisms or strategies utilized by the nurse may range 

from withdrawing or avoiding the patient to displacing 

feelings onto someone else . 

There is no doubt that although acute care units 

have proved an efficient means of providing expert care, 

they have also been a source of stress and psychological 

problems for personnel who staff th em . 

Summary 

Death is the final stage in the life c yc le which 

every individual will personally experience . A review of 

literature has shown that ho w an individual comes to face 

this inevitab le happening will depend upo n societal 

beliefs and practices . 
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Within the America n culture highly technical institu 

tions and units specifical l y des i gned to monitor patient s 

with life-threatenin g illnes s have evolved with their 

major focus on lifesaving me thod s and prevention of the 

inevitable--death . Profe ss ionals working in these units 

are confron t ed with the stress of both phys ical and 

emotiona l strain. Due to the stress created in daily 

contact with li fe-threatening situations , attention has 

been directed toward identification of behaviors utilized 

by professionals to maintain comp osure. 

The fol l owing chapter presents the methodo logy for 

col l ection of data . A description of the setting , popula

tion , and tools as well as t reatment of data is inc l uded . 



CHAPTER III 

PROC EDURE FOR COLLECTION OF DATA 

Acc ording to I saac and Michael (1 97 1) "the purpose of 

correlational research is to inve s ti ga t e the ex tent to 

which variations in one fa ctor correspond with variations 

in one or more other fac t ors based on correlation coeffi 

cients" (p . 21). 

The correlational classif i ca tion of r esearch was 

appropriate for the study beca use if permitted the measure 

men t of variables, where the variables did not l end them

se l ves to controlled manipu l ation and the degree of 

r el ationshi ps could be obtained . 

Set tin g 

The s tudy was conduc ted at t wo ins titut ions located 

in a one-county area in the midwest. The two hospitals 

were private, nonprofi t agenc i es with a bed ca pac it y of 

59 9 and 370 respectively. These hos pi tals were selected 

in orde r to obtain a sample of regis tered nurses work ing 

in the intensive care unit and/or coronoary care unit . 

Hospital A had a separate coronary and intensive care 

unit with a staff of 27 in one unit and 28 in the othe r. 

29 
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Hospital B had a combined coronary and intensive care unit 

with a s taff of 28. 

Popu lation and Samp l e 

The population for t his s tud y consisted of r eg i s 

tered nur ses working in the int en s ive care unit and/or 

coronary car e uni t in two se lected hospita l s . The samp l e 

was selected by the purposive me thod . Accord ing to 

Ker linger (1964) , the purpos i ve me thod i s a type of non

probability sampl i ng "1,hich is cha r ac teri:ed by the 

de l iberate effort to ob t ain re presen tative samples by 

inc luding pr esumably t yp ical a r eas or gro ups in the 

samp le" (p . 12 9) . 

The samp l e con s i s ted of a ll nur ses who me t the 

followin g criteria: 

1 . The nurse was currently working in an inten

sive and/or cor onary care unit. 

2. The nurs e was 21 yea rs of age or olde r. 

Tool 

Two t oo l s were utili zed in this study : 

The Hardt De ath Attitude Scale (Append i x C) was 

selected to i den tify individua l s with either a favorable 

or unfavora bl e a ttitude t oward death . Deve lo ped by Hardt 
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(1974) thi s tool i s a Thurston Equal - Appearing Interval 

attitude scale . 

The attitude sca l e reflects two types of validity . 

In order to establish concurrent validity the Deat h Atti

tude Sca le and a Religionism Scale was given to a sample 

of twen t y ministers. It was proposed that a positive 

correlation of . 75 or higher between the Death At titude 

Sca le and the Religionism Scale woul d demonstrate con

current validity. A correlation coefficient of .84 was 

found, thus indicating concurrent validity . Two attempts 

were made to establish construct validity . According to 

Hardt (1974) ''th e first attempt was based on comparing the 

present sca l e values to those of authorities in the area" 

(p . 43) . The attitude scale was sent to a panel of judges 

who were asked to rate each item independent of the wa y 

they felt about t he subject . A correlation coefficient of 

. 75 between authoritative and existing values wou l d indi

cate construct validity. A correlation coefficient of . 98 

was obtained which , according to Hardt (1974) , demonstrates 

construct validity. 

A study of change over experimental intervention was 

employed in a second attempt to produce construct validi t y. 

In util izing this technique, a pro gram presented to 
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subjects regarding death and dying'' was expected to alter 

attitudes t owa r d death in a more favorable fashion" (Hardt, 

1974, p. 45). A directional "t" t est for testing the 

variance between the pret est and posttest was utili zed 

and found to be significant at the . 05 l evel . 

Reliability was established by utilizing the sp lit

ha l f method. A correlation coefficient of .87 was obtained. 

This findin g surpassed the expected coef ficient of .75, 

thus reliability was established . 

In an effort to establish the yo un ges t l evel or 
age of children who can read the attitudinal 
sta teme nts, a r ead abilit y formula designed by 
Flesch was employed . . th e attit ude state 
ments .. . were found to be acceptab l e for use 
by the fifth grad e and up (Hard t, 1974 , p . 49 , 50 , 
5 2) . 

The Carney Avoidance Behavior Tool (Appendix C) was 

utilized to identify behaviors that the nurse employed 

to limit conversation and amount of time spent in contact 

with the dying patient . The instrument was designed by 

Carney (1975) and is described as a questionnaire consist 

ing of : 

Twenty -five closed - ended items ph rased to elicit 
a positive or ne ga tive re sponse concerning speci 
fic behavio r s emplo yed by the nurse while caring 
for a dying patient. . . . I terns numbered 1, 2 , 
3, 4, 5 , 6, 7 , 8 , 11, 14 , 16, 19 , and 24 pertain 
to conversational behavio r, and items numbered 
9, 1 0 , 12 , 13, 1 5, 17 , 18 , 2 0 , 21, 2 2 , 2 3, and 2 5 
were related to time contact with the patient . 
The respondent ,,as directed to check either "true" 
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or "false" in accord with how they viewed the ir 
behavior in r e l ation to ea ch item. (P . 57) . 

Con t ent validity was es t ablished by a pane l o f thr ee 

judges on the basis of thei r exper t ise , knowledge, and 

experience . A pilot study was conducted in which t he 

results " were r eviewed and did not yie l d evidence indicat

ing any majo r problems in the over - al l procedur e for t he 

collection of da ta" (Ca rn ey , 1 975 , p. 55). There were no 

notations regarding the es t ablishment of reliabi lity of 

t his tool. 

Method of Data Col l ec tion 

Before t he st ud y was i mp l emen t ed , pe r mission was 

obtained in writing from the Texas Woman ' s Unive r sity 

Human Resea rc h Review Comm ittee , and from t he administra 

t ions of both ho spi t als . Afte r permission to conduct the 

s tudy at each hospi t al was granted , a l etter was sent to 

each Direc t or of Nursing and t he nurse supervisor of t he 

units whic h we re invol ved in th e s tudy. The purpose~ of 

the study were outlined and da t es for data-collection we re 

suggested . 

On the ag reed upon dates for data collection , this 

investigator me t with nurs es on all t ours of du t y . A 

verbal explanation of t he stud y and instructions for com

ple ting th e questionnaires was given at t he team 
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conference by t he same investigator. An adequa t e numbe r 

of envelopes containing data-coll ec tion mate rial was left 

at the nur ses' s t a tion fo r completion by nurses who wished 

to participate in the s tud y . The enve l ope incl uded th e 

following: 

1 . A l e tt e r exp laining t he pr oposed study ; guarantee 

of confidentiality and anonymity; and instructions. 

2 . Consent form . 

3. Questionnaires : 

(a) Demographic Data Shee t 

(b) Hardt Death Atti tude Tool 

(c) Carney Avoidance Behav ior Tool 

Two separate boxes for completed questionnaires and 

consent fo r ms were l eft on the unit and collected after a 

72 hour pe riod. 

Trea t men t of Data 

Desc riptive s tati s t ics were utilized to identify and 

describe th e sample population . According t o Fox (1977) 

thi s t echnique is emp lo yed in an effort to summa ri ze 

characteristics of a set of data. 

Three scores were computed for each individual . 

Thes e ar e : 

1 . Attitude sco r e - -eac h response t o the at titud e 

statement was assigned a va lue . Posi tive re sponses we re 
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assigned a value of 5 and negative re sponses we r e assigned 

a value of 1. Total scores were computed with 1 7 being 

the lowest possible sc ore and 85 being the highest pos 

sible . 

2 . Conversational behavior sco re--the total number 

of "posi tive" responses out of 1 3 questions r epresen t ed 

this score. 

3. Time Contact behavior score--the total number of 

"positive" responses out of twelve questions represented 

this score. 

Statistical analysis of data was made utilizing the 

Kruskal-Wallis One-Way Analys is of Variance. This test 

is a non - parametric test in which groups from a population 

are combined and ranked. "The Krushal-1\°allis t echnique 

tests the null hypo th es i s t ha t t he K samp l es come from 

the same popu l a ti on or from i den tical popu lations with 

respect to averages" (Siege l, 1 956, p . 184) . For the 

purpose of determining a sign ificance of difference the 

two-tailed test was made. The E < . 05 level of signif i

cance was use d in all statistica l t es t s . 

Summa r y 

A descriptive correlational study was conducted to 

examine the relation ship be t ween attitude and behaviors 

of acute care nurses toward death and dying pa tients 
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whi l e also al lowing for effects due to demog raphic vari

ab l es. The study includ ed a samp l e of r egistered nurses 

working in the intensive care unit and/or coronary car e 

unit of two private , non prof it ho spi t a l s located in the 

midwes t. Ut il i zing the Hard t Dea t h Attitud e Sca l e and 

Carney Avoida nce Behavio r t oo l, da t a was obtained f rom 67 

respondents. 



CHAPTER I V 

ANALYSIS OF DATA AND RESULTS 

The purpo s e of thi s study wa s to measure and compare 

acute care nur ses ' attitude scores to ward death and dying 

with avoidance behavior scores. The a ttitude and behavior 

scores were f urther correlated with demog raphic data . 

Data were analyzed by utili zation of th e Kruskal-Wallis 

test . 

Samp le 

Demographic data obtained from 67 subjects included 

sex , marital status , a ge , r e ligiou s denomination , frequ e~cy 

of church attendance , and education . Table 1 summarizes 

the sex of all the participants . Female participants 

r epresented the largest percentage of participants with 

males repres en ting onl y 2%. 

Sex 

Female 

Male 

Total 

Table 1 

Summary of Demograph ic Data Concerning Sex 

Number 

65 

2 

67 

3 7 

Percentage 

97 

3 

100 



38 

Table 2 s ummarizes the marital status of the part i ci

pants . One half of the sample were married and one half 

were unmarried. The l a rge s t percentage of the unmarried 

portion of the sample were si ngle with a sma ll percentage 

who were divorced , widowed, or sepa rated . 

Table 2 

Sunnnary of Demographic Data Concerning 
Marital Status 

Marital status Kumber 

Married 34 

Unmarried 

Single 28 

Divorc ed 3 

Widowed 1 

Separated 1 

Total 67 

Per centage 

51 

42 

5 

1 

1 

100 

Table 3 represents age intervals of the participants . 

The larges t percentage of par ticipan ts were between the 

ages of 21 and 25. Twenty-seven percen t were between 

the ages of 26 and 30. The third larges t per centa ge of 

the participan t s was between the ages of 36 and 40. The 

remainder of the participants was between the ages of 41 

and 5 5. 
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Table 3 

Summary of Demographic Data Concerning Age 

Age Number Percentage 

21- 25 21 31 

26- 30 18 27 

31- 35 6 9 

36- 40 12 18 

41- 45 4 6 

46- 50 4 6 

51- 55 2 3 

Total 67 100 

Table 4 represents a summary of th e categories of 

r eligious denominations . The largest percentage (60 %) 

were Ca tholic. Thirty - six percent were Protestant , and 

4% we re categorized as " other." 

Participants were asked to indicate t heir frequency 

of church attendance. Table 5 summarizes this data. 

Results indicated that a large proportion of the samp l e 

attended church services frequently or occas i onally . 

Eight percent of the participants stated that t hey never 

attend reli gious services. 
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Table 4 

Summary of Demographic Data Concern ing 
Religious Denomination 

Religious denomination Number 

Catho l ic 40 

Protestant 24 

Other 3 

Total 67 

Table 5 

Summary of Demographic Data Concerning 
Frequency of Church Attendance 

Church Attendance Number 

Frequently 39 

Occas i onally 23 

Never 5 

Total 67 

Percentage 

60 

36 

4 

100 

Per centage 

58 

34 

8 

100 

Table 6 summarizes the educational prepa ration of 

the participants . The percentage of participants with 

ed ucationa l pr epar a tion in three cate gorie s Kas fairly 

even l y distributed , wi t h 38 % having received thei r educa

tiona l preparation at the diploma leve l, 31 % at the 
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associate degree l evel, and 31% at the baccalaurate degree 

l evel. 

Table 6 

Summary of Demographic Data Concerning 
Educational Preparation 

Educational Preparation Number 

Diploma 25 

Assoc iate 21 

Baccalaureate 21 

Total 67 

Percentage 

38 

31 

31 

100 

For the most part participants in the study were 

female . The majority were married and between the a ges 

of 21 and 30 . Within the sample a majori ty of the sub 

jects were Catholic and attended religious services fre 

quently to occasionally. Educationa l preparation at the 

diploma level comprised the largest percentage of the sam

ple fo llowed equally by the associate and baccalaureate 

leve ls. 

In s trument 

Hypothesis Numbe r One: 

There is no significant relation ship between the 
attitude of t he acute care nurse and the behav ior 
of that nurse toward patients who are dy ing . 
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Th e Kru ska l- Wal li s technique ~as used to test the 

null hypothesis. Behav ior of the nurses were categorized 

according to behavior emp l oyed to limit conversation and 

time spent wi t h t he dying patient. The null hypothesis 

~as accepted for time contact behavior indicating that 

for the sample there is no s ignific ant relationship between 

attitude of nurses and behav ior employed to limit the 

amount of time spen t wi th the dying patient . These 

results are presented i n Table 7 . 

Table 7 

At titude/Time Contact Behavior 

Attitude 

Favorable 

Unfavorable 

Number 

33 

34 

Kruskal- Wallis 589.00 

Mean 

9.281 

9 . 421 

S. E.M.* 

. 2918 

.2 502 

Two-tail .£ < · 564 (not significant) 

*Standard error of the mean 

Variance 

2 .7 25 

2.128 

Median 

9 . 00 

10.00 

The null hypothesis was rejected for conversationa l 

behavior indicating t hat for the sample t here is a signifi

can t relationship between attitude of nurses and behavio r 

emp l oyed to l imit conversation wi t h the dying pat ient . 

These results are presen t ed in Table 8 . 
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Table 8 

Attitude/Conversational Behavior 

Attitude 

Favorabl e 

Unfavorable 

Number 

33 

34 

Mean 

9 . 531 

8.206 

Kruskal-Wallis 354 . 50 

Two- tail 2 , .015 (significant) 

Hypothesis Number Two: 

S.E.M. 

.2978 

.4153 

Variance 

2. 838 

5. 865 

Median 

10.00 

8 . 00 

There is no significant difference in the attitude 
and behaviors of acute care nurses who have been 
prepared at the diploma , a ssoc iate degree, and 
baccalaureate degree level. 

In testing t his hypothesis the Kruska l -Kallis tech

nique and mu l tip l e compariso n s were utilized . The null 

hypothesis was r ejected for attitude scores indicatin g 

that for the sample there is a significant difference in 

attitude among nurses who have been prepared at the 

diploma, associate degree, and baccalaureate degree level . 

The resul t s are presented in Table 9. 

Table 10 presents results from the multip l e compari 

sons technique which indicate that there was a significant 

difference in attitudes between diploma and as soc iate 

degree nurses. There was no significant difference in 
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Table 9 

Educational Preparation/Attitude 

Educational 
preparation 

Diploma 

Associate 

Baccalaureate 

Number 

25 

21 

21 

Kruskal-Wallis 9 .14 

Mean 

52,00 

45,38 

74.10 

Two-tail .l'. '<. 010 (significant) 

S.E.M. 

1. 606 

2 .167 

19 . 460 

Variance 

64.50 

98.65 

79 . 56 

Med ian 

51.00 

46 .00 

56.00 

attitudes between diploma nurses and baccalaurate degree 

nurses . 

Table 10 

Comparison of Significance of Attitudes between 
Three Levels of Educational Preparation 

Diploma to Associate Q 6.080 .l'. .001 significant) 

Diploma to Baccalaureate Q 0. 082 .l'. .5 (not significant) 

Assoc i ate to 
Baccalaureate Q -6 . 205 .E. .001 significant) 

The null hypothesis was accepted for time contact 

behavio r. The indication for this sample is that there 

is no significan t difference between educational 
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preparation and behav iors emp loyed to limit time spent 

wit h the dying patient . The r esult s are p r esented in 

Table 11. 

Educa tional 
prepar ation 

Di ploma 

Associate 

Baccalaureate 

Table 11 

Educational Preparation/Time 
Contact Behavior 

Number Mean 

25 9.640 

21 9 .143 

21 9.190 

S. E.M . 

. 2372 

. 3798 

. 3692 

Kruskal - Wall is 1 .41 

Two- tail l'. <. 495 (not significant) 

Variance 

1.407 

3 . 029 

2.862 

Median 

10.00 

9 . 00 

9.00 

The null hypothesis wa s accepted for conversationa l 

behavior indicated t hat f or the sample there is no signifi

cant d ifference in utilizing behaviors to limit conve r sa 

tion with dying patient s among nurse s prepa r ed at the 

dip loma , ass ociate degree , and baccalaureate l evel. 

Resu lt s are presen ted in Table 12. 

Hypothesi s Number Three: 

There are no sign ificant r elationships among atti 
tudes of the acute care nur se , behaviors of that 
nur se , and r el i gious denominat ion. 
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Table 12 

Educational Preparation/Conversational Behavior 

Educational 
preparation Number Mean S.E.M. Variance Median 

Diploma 25 8 . 920 . 3648 3.327 9 . 00 

Associate 21 8 . 000 .5690 6.800 8. 00 

Baccalaureate 21 9.429 .4555 4.357 10. 00 

Kruskal - Wall i s 4 . 00 

Two - tail.£< . 135 (not significant) 

This hypothesis was treated by using the Kruskal

~allis technique. The null hypothesis was accepted for 

attitude, time contact behavior, and conversational 

behavior. This indicates that for this sample no signifi

cant relationships were found between religiou s denomina

tion, attitude, and behavior employed to limit time 

contact and conversation with the dying patient . The 

results are presented in Table 13 . 

Hypothesis Number Four: 

There are no significant relationships among the 
attitudes of the acute care nurse, the behaviors 
of that nurse and frequency of attendance at 
church or reli gious services . 

The Kruskal-Wallis technique was used to test the 

hypothesis. In accepting the null hypothesis , the 
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Table 13 

Religious Denomination/Attitude 

Religious 
denomination Number Mean S.E.M. Variance 

Protestant 24 49.75 1. 733 72 . 11 

Catholic 40 51. 28 1. 720 118 .40 

Other 3 54.67 5.487 90.33 

Kruskal-Wallis . 72 

Two- tail .E. <:: . 699 (not significant) 

Religious Denomination/Time Contact Behavior 

Pro testant 24 9.417 . 3401 

Catholic 40 9 . 250 .2368 

Oth er 3 10.000 .5774 

Kruskal - Wallis . 98 

Two-tail .E. <. 612 (not significant) 

Religious Denomination/Conversational 

Protestant 

Catholic 

Other 

24 

40 

3 

Kruskal - Wallis 1.88 

9.083 

8.600 

9.000 

Two- tail .E. < .39 (not significant) 

.5347 

. 3219 

.5774 

2. 775 

2. 244 

1.000 

Behavior 

6 . 862 

4.144 

1. 000 

Median 

50.00 

52.00 

55 . 00 

10 . 00 

9.00 

10.00 

9.50 

8. 00 

9.00 
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indication for this sample is that there are no signifi

cant relationships between frequency of church attendance, 

attitude, and behavior employed to limit time contact 

and conversation with the dying patient. Results are 

presented in Table 14. 

Table 14 

Frequency of Church Attendance/Attitude 

Church 
Attendance Number Hean S. E.M. Variance Median 

Frequently 39 53.10 1.351 71.20 52 . 00 

Occasional ly 23 48 . 17 1. 091 100.60 50 . 00 

Never 5 46.00 7.537 284.00 52 . 00 

Kruskal -Wallis 2.55 

Two-tail .E.<: .280 (not significant) 

Frequency of Church At t endance/Time Contact Behavior 

Frequently 39 9.513 . 2405 2.256 10,00 

Occasionally 23 9.043 .3046 2.135 9.00 

Never 5 9 . 400 .9798 4.800 10.00 

Kruskal - Wallis 1.46 

Two- tail .E. <;. 481 (not significant) 
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Table 14 (continued) 

Church 
Att endance Number Mean S.E.M . Variance Median 

Frequently 39 8 . 846 .3983 6 .186 9.00 

Occasionally 23 8.957 . 34 71 2. 771 8.00 

Never 5 7.600 1 . 0300 5.300 9 . 00 

Kruskal-Wallis 1 . 66 

Two- tail.!'.< . 436 (not signif icant) 

Summary of Findings 

In summary , th e s tudy r evealed the following find -

ings : 

1. Nurses' attitude t oward dea th and dying and time 

spen t wi th the dying patient are not related. 

2. A relationship was found between conversationa l 

avo i dance behavior and attitude t oward death and dying. 

3. The thr ee educational levels: diploma, associate 

de gree , and baccalaureate deg re e , did make a difference 

in the nurse s' attitude. 

4 . The behavior of nur ses wit h dying patients is 

not relat ed to differences in the three educational levels : 

diploma, associate de gree, and baccalaureate degree. 

5. Religious denomination did not make a d if fe r ence 

in the behavior of the nur se towa r d the dying patient . 



so 

6. Frequency of church attendance was not related 

to the attitude or behaviors of nurses toward the dying 

patient. 



CHAPTER V 

SUMMARY, CONCLUSIONS, IMP LI CATIONS 

AND RECOMMENDATIONS 

This chapter includes a review of the study of acute 

care nurses' attitude and behavior toward death and the 

dying patient . Conclusions have been drawn from t he 

findings and implications for nursing practice and nursing 

education are discussed . The chapter also include recom

mendations for further investigation. 

Summary 

The study was concerned with the attitude of acute 

care nurses toward death and dying and their behavior 

with dying patients. The sample was selected by the 

purposive method and consisted of 67 re gistered nurse s 

who were currently working in the intensive care unit 

and/or coronary care unit of two private, nonprofit ho s 

pitals located in the midwestern part of the United 

States. 

Data was obtained by utilizing the Hardt Death 

Attitude Scale and the Carney Avoidance Behavior Tool. 

The scores of each test were compared with other demo

graphic variables. Statistical findings were computed by 
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using the Kruskal-Wallis technique and multiple compari

sons test. 

Results of the study indicated: 

1. Although there was a relationship between the 

nurses' attitude and behaviors employed to limit conver

sation, there was no relationship between attitude and 

time spent with the dyping patient. 

2. A difference in the attitude of nurses was 

observed among the three basic educational levels; however, 

ther e was no difference in the behaviors of those same 

nurses with dying patients. 

3 . Religious denomination and frequenc y of church 

attendance were not related to the attitude or behaviors 

of nurses toward the dying patient. 

Co nclu sions 

The topic of death has been an issue which health 

care professionals and society at large have tended to 

avoid. It was concluded from the study that communica

tion with dying, patients is difficult for most nurses in 

acute care units. Re l uctance to deal openly with the 

subject of death may stem from conflicts within the 

individual nur se (Keck and Walther, 1977). Due to these 

inner conflicts, conversations with dying patients may 

be especially anxiety provoking. 
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Many nurses feel more comfortable working with the 

unconscious patient. According to Glaser and Strauss 

(1966) this behavior is an attempt to minimize emotional 

involvement. This in turn allows the nurse to focus 

attention on manual tasks, which Kneisl (1968) recogniz es 

as an attempt to maintain an emotional distance. This 

further supports the notion that communication with the 

dying patient is difficult. 

In t a lking with patients about their impending death, 

nurses often time change the top ic of conversation to a 

more comfortable subject. Several authorities have 

referred to this social language as an avoidance behavior 

(Glaser and Strauss, 1966; Kneisl, 1968; and Quint, 1967) . 

An anonymous author quoted by Glaser and Strauss (1965) 

wrote: 

Once upon a time a patient died and went to 
he ave n, but was not certain where he was. 
Puzzled, he asked a nurse who was standing 
nearby: "Nurse, am I dead?" The an swe r she 
gave was: "Have you asked your Doctor?" 
( p. 7) . 

This response is a common strategy for controlling com

mun ication. 

The finding that nur s es educated at the associate 

degree leve l utilized conversational avoidance behavior 

more frequently than nurses educated at the diploma and 

baccalaureate leve ls leads to the conclusion that there 
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is a lack of standardization of courses with regard to 

death and dying . Nurses need to be aware of how their 

attitudes and behaviors influence the patient's response 

to illness. Not only must nurses come to terms with 

their feelings about death, but they must be prepared at 

the basic nursing level to deal with specific needs of 

dying patients . There needs to be a change of focus in 

nursing curricula to include more exposure with dying 

patients and an emphasis on interaction skills . 

A third conclusion drawn from the study is that 

nurses utilize avoidance behavior in an attempt to decrease 

emotional involvement with the dying patient. Strauss and 

Glaser (1970) have reported a strong tendency by hospital 

personnel to isolate the dying patient. Isolation is 

made more complete by transferring patients to a private 

room (Kneisl, 1968). Pulling the curtain around the 

dying patient's bed also adds to feelings of abandonment. 

This behavior is seen by Glaser and Straus (1968) as an 

avoidance for observing a disturbing death. 

Available literature implied that nurses have a 

desire for deaths to occur on other shifts . This along 

with the tendancy to spend more time with patients who 

will recover is a further attempt to decrease feelin gs of 

inadequacy. 
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A fourth conclusion dra1m from the study is that in 

acute care units, time spent with the dying patient is 

not in f luenced by nurses' attitude toward death. Patients 

in the acute care unit are und er constant surveillance 

and nursing care is intense. Quint (1966) asserts that 

there is an intense preoccupation on the par t of acute 

care nurses for lifesaving measures and this require s 

that nurses frequently assess patients for subtle changes. 

Based on Rokeach's (1968) theory, all behavior can 

be described as communication. Attitudes about ideas, 

persons or the situation in which nurses are interacting 

are all communicated through behavior. 

The final conclusion from the study revealed that 

attitudes toward death and use of avoidance behavior is 

not related to religious denomination or frequency of 

church attendance . Kubler -Ro ss (196 9) acknowledged th e 

fact that religion no longer plays an important role in 

the formation of attitudes about death . Travelbee (1971) 

suggests that attitudes toward dying depend not only on 

the nurses' philosophy of life and death, but also on 

religious convictions as well. 
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Recommendations 

The following recommendations were made: 

1. The study should be replicated using a larger 

sample. 

2. A study should be conducted to determine factors 

in curricula which may significantly influence utiliza

tion of avoidance behaviors with dying patients. 

3. A study should be conducted to determine the 

relationship between attitude an d behaviors of nurses 

toward dying patients in various settings other than acute 

care units . 
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(Address) 

Dear Ms. 

12717 Cranberry Lane #1006 
Dallas, Texas 75234 
March 29, 1979 

I am pursuing my Master of Science Degree in Nursing 
at Texas Woman's University and currently developing my 
thesis . 

I am very interested in the aspects of death and 
dy in g in relationship to patient care and nursing deliv
ery. Specifically, the relationship between acute care 
nurses' attitude toward death and dying and their behavior 
with dying patients . 

I am writing to obtain your permission to use the 
Avoidance Behavior Tool that you developed and used in 
your thesis. I will be happy to answer any questions 
you might have concerning this study. Thank you for 
your time and consideration in this matter. 

Sincerel y , 

Janice A. Robinson, R.N. 



Ns . Janice A. Robinson 
12717 Cranberry Lane t 1006 
Dallas, Texas 75234 

Dear ~s . Robinson : 
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4477 Cpsa Grande Circle 
Cypress, California 9063C 
14 April 1979 

Thank you for your letter of 29 March 1979 
r equesting permission to use the Avoidance Behavi or 
Tool that I developed and used in my thesis . I am 
pleased to give rr.y consent for you to utilize this 
tool in any way that would be helpful to you in your 
res earch . 

I am happy to kno ,,.; that you are pursuing the 
aspects of death and dying in relationship to patient 
care and nursing delivery, especially in the critical 
care a re a . If I can be of any assistance , feel free 
to contact me at any time . 

I would be very interested in knowing the results 
of your research when you are finished . Accept my best 
wishes for success in your res earch and your future 
nursing career. 

Sincerely, 

{!!.u,-A_e, {[. i1t02-1d7 
Carol A. Carney 
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(Address) 

Dear Dr . 

12717 Cranberry Lane #1006 
Dallas, Texas 75234 
March 23, 1979 

I am pursuing my Master of Science Degree in Nursing 
at Texas Woman's University and currently developing my 
thesis. 

I am very interested in the aspects of death and 
dying in relationship to patient care and nursing deliv
ery . Specifically, the relationship between acute care 
nurses ' attitudes toward death and dying and their 
behavior wi th dying patients. 

I am writing to obtain your permission to use the 
Death Attitude Scale Form Bin my study. I will be happy 
to answer any questio n s you might have concerning this 
study. Thank you for your time and assistance in this 
matter . 

Sincerely , 

Janice A. Robinson, R.N. 
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TEXAS HOMAN'$ UNIVERSITY 

Human Research Committee 

Name or Iovestigator: __ J_a_n_i_c_e_A_._R_o_b_in_so_n _______ _ Center: Dallas 

Address: 6929 Hayburn Date: Hay 15, 1979 

Dearborn Hgt •., Hichir,an 48127 

Dear !-ls. Robinson: 

Yoe1r study entitled Nurses: Their Attitude and Behavior With Dying Pati<'e1ts 

has beer, revieved by a colt!Uttee or the Human Research Reviev Cc=ittee aod 

it app~ ,u-s to ""'et our requirements in regard to protection or the ind!Ti~wu.• • 

rights. 

Please be reminded that both the University a.nd the Department ot Health. 

Education and Welfare r~;,ulations require that vritten consents m-~st be 

obtained from all human 3ubjects in your stu.iies. These terms mu.st be kept 

Oil tile by you. 

Furthe ra:ire, sho'.lld your project change, •.no~her reviev by the Co=1 tttt 

11 requ ~red, accordine to Di-!E'J regulation1. 

Sincerely, 

Chairman, Hur.an Research 
Reviev Co=ittee 

at _____ D_a_1_1_a_• _______ , 
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(Address) 

Dear 

12717 Cra nber r y Lane #1006 
Dal l as , Texas 7523 4 
May 10 , 1979 

I am pursuing my Maste r of Science Degree in Nu rsing 
at Texas Woma n' s Univers ity and curr entl y co ll ec ting data 
for my the s is. 

I am researching aspec t s of dea th and dying in rela
tion ship t o patient care and nursing delivery. Spec ifi
cally , in rela t ionship between acute care nu r ses ' at t itude 
towa rd dea t h and dy ing and their behav ior wit h dying 
pa t ien t s . 

To identify the attitude and behavior of the nurse 
while caring for a dying pa tient, the nurse will be 
requested to complete t wo ques tionna ire s. 

I am writing to obtain pe r mission to approach nur ses 
working in the critical care unit s . Enclosed are the 
forms f or agency perm i ss ion as r equir ed by Texas Woman's 
University . Any conditions you s t a t e wi ll be agreeable 
and acceptab l e . The proposed collection of data wil l 
t ake p l ace the wee k of May 20, 1979 or May 28 , 197 9 which
ever is more convenient. 

I will be happy to answer any questio ns you have 
regarding this study. 

Thank yo u for your time and assistance in thi s 
r esearch endeavor. Your cooperation is appreciated. 

Sincere l y , 

Janice A. Robinson , R.N . 



DA LLAS CENTER 
i8!0 INUOOD ROAD 
DALLAS, TEXAS 75235 
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TEXAS UO~!AN 'S UNIVERSITY 
COLLEGE . OF NURSING 
DENTON, TEXAS 76201,' 

HOUSTON CENTER 
1130 H. D. ANDERSON BLVD. 
HOUSTON, TEXAS 77025 

AGENCY PERMISSION FOR COND.UCTING STUDY'' 

Il!E·-------------------~-----------------
1 GRANTS TO Janice A. Rob~nson 
I a student enrolled in " proi;ran of nursinr; leading to a !foster' s Der;i-ee at Texas 

Honan's University, the priviler;e of its facilities in order to study the follow
I ing problem: 

I Acute Care Nurs~s• Attitude Toward Death and Dying 

and Those Nurses ' Behavior with Dying Patients 

I 

I The conditions mutually ai:;reed upon are as follows: 

1. 

2. 

3. 

4. 

5. 

The ncency {roay)~ be identified in the final report. 

The na~sultative or administrative personnel in the agency 
(rnay) ~be identified in the final report. 

The a .:_,:':. ncy ~ (does not want) a conference 't·Tith the student 
uhen t:12 report is complete.cl _ 

The ai:;ency is~ {un11illing) to allou the completed report 
to be circulated throui:;h interlibrary loan. 

I yzc.; 
' 

,,_ '"'1A-tj 'n r 
Personnel 

Sicnature of Faculty Advisor 

,. Fill out ,:md sii:;n three copies to be distributed as follows: Original-Student; 
Firs t co;:,y - cr;ency; Second copy - THU College of Nursinc. 

G?: GEN 13 
OJou,on 
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TEXAS HONAN' S UNIVERSITY 
COLLEGE OF NURSING 
DENTON, TEXAS 7620L,' 

D.\ LLAS CENTER HOUSTON CENTER 
1810 H:\/OOD ROAD 
DALLAS, TEXAS 75235 

1130 11. D. ANDERSON BLVD. 
HOUSTON, . TEXAS 77025 

AGENCY PERHISSION FOR COND.UCTING STUDY'' 

TIIE __ ---- - - ----~ 
GRANTS TO ____ J_a_n_i_c_e_A_ . _R_o_b_i_n_s_o_n _______ _c_ ____________ _ 

a student enrolled in a progran of nursing leading to a Master's Degree at Texas 
Hor,an's University, the privil ege of its facilities in order . to study the ·follow
ing problec: 

Acute Care Nurs~s• Attitude Toward Death and tiying 

and Thos e Nurses ' Behavior with Dying Patients 

The conditions nutually a greed upon are as follows: 

Date: 

1. The agency (r.iay) §y n~ .be identified in the final report. 

2. The na~es of consultative or administrative personnel in the agency 
(may) Gay::::;,o be identifi ed in the final report. 

3. The a ::.oncy~ (does not want) a conference uith the student 
when the report is completed. 

4. The ag2ncy is (vill iiii) (unuilling) to allou the completed report 
to be circulated throu[lh interlibrary loan. 

5. Other ________________________________ _ 

--~w-a#~ 
Signature of Student Signature of Faculty Advisor 

* Fill ou t ,:ind sii:;n three copies to be distributed as follouz: Original-Student; 
First copy - acency; Second copy - THU College of Nursinc. 

G?:Gw i3 
.£2.02C,074 cd 
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Dear Colleague, 

In partial fulfillment of the requiremen ts for the 
Mas t er of Science Degree in Nur sing at Texas Woman's 
University, I am conducting a study to determine the rela
tionship between acute care nurses' attitude toward death 
and their behavior with dying patients. 

For this study you will be requested to complete a 
demographic data sheet and two questionnaires. One is a 
measure of your feelings toward death and the other i s a 
measure of the way in which you express yourself with the 
dying pa tient. There are no right or wrong answers. A 
si gned consent will be requested to ensure your informed 
voluna try participation in the study. This signature 
will not be correlated with the information on the demo
graphic sheet or the questionnaires. 

The estimated time for completion of the question
naires is t wenty minutes. Two separate boxes will be avail
able in the area designated by the head nurse for you to 
return the questionnaires and consent form. Please return 
the questionnaires within 72 hours . 

Results will be available at the end of September 1979 
for those interested . Your participation in this study is 
greatly appreciated. 

Sincerely, 

Janice A. Robinson 
Graduate Student 
Texas Woman's University 
Dallas Center 
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TEXAS WOMAN 'S UNIVERSITY 

Consent to Act as a Subject for Research and Investigation: 

(The following information is to be read to or read by the subject) 

1. I hereby authorize Janice A. Robinson to perform the 
following procedure(s) or investigation(s): 

Two questionnaires will be distributed to nurses working in the 
acute care unit. One is a measure of the nurse's feelings toward 
death and the other is a measure of the way in which the nurse 
expresses herself with dying patients. 

2. The procedure of investigation listed in Paragraph 1 has been 
explained to me by Janice A. Robinson 

3 . I understand that the procedures or investigations described in 
Paragraph 1 involves the following possible ri sks or discomforts : 

Personal anxiety may be evoked from an increased awareness 
of feelings toward death . Personal inconvenience . 

4. I understand that the procedures and investigations described in 
Paragraph 1 have the following potential benefits to myself and/or 
others: 

An increased awareness of feelings toward death and therefore 
self expression with dying patients; participation in study will 
contribute to a body of nursing research. 

5. An offer to answer all of my questions regarding the study has been 
made. If alternative procedures are more advantageous to me, they 
have been explained. I understand that I may terminate my partici
pation in the study at any time . 

Subject ' s signature Date 
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DEMOGRAPHIC DATA SHEET 

Please complete the following information by filling 
in the data or checking the appropriate space. Do not 
put your name on this sheet. 

1 . Sex 
Male 
Female 

2. Age 

3. Marital Status 
Single 
Married 
Separated 
Divorced 
Widowed 

4. Religious denomination 
Protestant 
Roman Catholic 
Jewish 
None 
Other (please specify) 

5 . How often do you attend church or religiou s services? 
Never 
Occasionall y 
Frequently 

6 . Basic education received 
Diploma 
Associate 
Baccalaureate 

7 . Highest degree held 
Associate 
Baccalaurate 
Masters 
Other (please specify) 
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Each of the attitude statements which follow reflect a point of 
view that can be rated on a five point scale : 1: very unfavorab l e; 
2: unfavorable; 3: neither favorable nor unfavorable ; 4: favorable; 
and 5: very favorable . Circle the number in fron t of each item which 
represents your feelings . 

Please answer each statement honestly as this is vital to the 
results of this study. It is important that you answer each item 
listed in the ques t ionnaire . There are no right or wrong answers for 
any of the statements. Respond according to what you usually do in 
t he stated situation. 

Do not include your name on this questionnair e. You will remain 
anonymousthroughout the study . 

~ w 
> 

~~ 
H~ m~ ~ 

~~ ~ 
~~ 

00 i~ >> 
~< ~o 
~~ H> 
zz W< 
D~ z~ 

1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 

1 2 3 4 
1 2 3 4 
1 2 3 4 
1 2 3 4 

w 
~ 
~ 

~ 
~o 
~> 
W< 
>~ 

5 A. The thought of death is a beautiful one. 
5 B. The thought of death has a high pr iority in my life . 
5 C. The thought of death is very satisfying. 
5 D. I really like the sound of the word death . 
5 E. Thoughts of death are pleasant thoughts. 
5 F . The thought of death is easily acceptable to me. 
5 G. Thinking of death is good for some things. 
5 H. I do not mind the thought of death. 
5 I . The thought of death is O. K. 
5 J . I do not avoid the thought of death . 
5 K. Thinking of death doesn ' t help me or bother me. 
5 L. Thoughts of death are not necessarily good thoughts . 
5 M. Thinking about death is personal and should not be 

studied . 
5 N. I don't necessarily like to think of death. 
5 0 . To think of death is painful. 
5 P . Thoughts of death depress me . 
5 Q. I t hink death is a tragic thought. 
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Please check () either true or false for each of the 
following statements . 

Please answer each statement honestly as this is vital 
to the results of this study. It is important that you 
answer each item listed in the questionnaire. There are no 
right or wrong answers for any of the statements . Respond 
according to what you usually do in the stated situation. 

Do not include your name on this questionnaire . You 
will remain anonymous throughout the study . 

Comments 

1. \\'hen talking with a 
person near death I will 
discuss the topic of 
death in general with 
him if brought up in the 
conversation. True False 

2 . When a dying person brings 
up the subject of his 
impending death, I try to 
change the subject to the 
weather, the news, or a 
more comfortable topic. True False 

3 . While caring for a dyin g 
patient I'd rather talk 
with the person than 
perform mechanical tasks 
(B/P, TPR , etc . ) or 
physical care . True False 

4. When talking with a 
dying person who directl y 
brings up the subject of 
his impending death I 
encourage him to 
continue. True False 



5. I work more comfortably 
with the dying patient 
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when he is unconscious . True 

6 . If I know the patient 
is dying and he asks 
direct l y about his 
terminal condition or 
death I tell him to ask 
his doctor . True 

7 . When a patient dies I call 
in others (minister, 
social worker , etc . ) to 
talk with and console the 
family. True 

8. When a dying person asks 
directly if he is going to 
die, I say, "I really 
don ' t know," or "Don ' t 
worry, everything is 
going to be fine . True 

9. If a person is near 
death, I enter the room 
and stand near the bedside 
to check the patient. True 

10 . I frequently hold the 
dying patient's hand, 
or place my hand on his 
arm or shoulder . True 

11. When pain medication is 
ordered on a p.r.n. basis 
for a dying patient , I 
give it automatically 
whether or not the patient 
asks for it . True 

12. I send an aide, attendant , 
or another nurse on 
rounds to check the dying 
patient rather than go 
myself . True 

Comments 

False 

False 

False 

False 

False 

False 

False 

False 
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13. If a patient dies while 
I am in charge or for 
whom I am responsible, I 
wish the death had occurred 
on another shift. True 

14. I bring up the subject 
of death when talking 
with a dying person. True 

15 . I ask other patients in 
the room to watch the 
dying patient and to 
notify me if there is 
any change in the 
patient's condition. True 

16. I initiate conversation 
with the family about the 
patient's condition and 
impending death. True 

17 . I tend to spend more 
time with the patient who 
will recover than thr 
patient near death. True 

18. I pul l the curtain around 
the bed of the dying pa
tient to screen him off 
from other patients. True 

19. When a dying person ex
presses a desire to talk 
about his impending death, 
I take time to sit and 
listen. True 

20. When I am on duty I find 
that many patients have 
expired alone and 
unattended . True 

Comments 

False 

False 

False 

False 

False 

False 

False 

False 
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21 . I make an effort to be at 
the patient ' s bedside at 
the expected time of 
death . True 

22 . I ask a family member to 
stay with the dying patient 
so that I can be free to 
do other things , True 

23. In making out patient care 
assignemnts I assign an 
aide , attendant , or another 
nurse to care for t he 
dying patient . True 

24 . When a person is near 
death , I prefer not to 
discuss the subject of 
death with him in any 
way at all . True 

25 . When a person is near 
death, I move him to a 
private room if 
possible . True 

Comments 

False 

False 

Fa l se 

False 

False 
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Table 15 

Item Response to Avoidance Behavior Questionnaire 

True False 

Question Number Percentage Number Percentage 

1 62 93 5 7 

2 7 10 60 90 

3 38 57 29 43 

4 54 81 13 19 

5 41 61 26 39 

6 23 34 44 66 

41 61 26 39 

8 11 16 56 84 

9 53 79 14 21 

10 61 91 6 9 

11 20 30 47 70 

12 2 3 65 97 

13 21 31 46 69 

14 8 12 59 88 

15 4 6 63 94 

16 43 64 24 36 

17 25 37 42 63 

18 37 55 30 45 

19 65 97 2 3 

20 11 16 56 84 

21 60 90 10 

22 10 15 57 85 

23 4 6 63 94 

24 8 12 59 88 

25 39 58 28 42 
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