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CHAPTER I 

INTRODUCTION 

The dying process can be a stressful event for the 

person about to die. Those persons near the dying person 

may also experience distressful feelings. Intense, emo

tional discomfort is often felt when issues of death and 

dying come into a conscious awareness. It is therefore not 

uncommon for modern man to deny, ignore, and even disguise 

any reference to death and the dying process. 

As observed by Epstein (1975), the dying process as 

a final experience can be perceived as a threat to the indi

vidual. Seldom does the average person reflect on his own 

dying and subsequent death. The realization of a person's 

own finiteness is threatening and therefore emotionally 

distressing. Facing death is difficult, and helping others 

face it, is equally difficult~ 

The dying process can be a threatening if not 

stressful event for the nurse, who cares for the dying 

patient. According to Brunner et al. (1970), nursing a 

dying person can be an emotional strain. The dying process 

may represent a removal of the quality for which nursing 

strives--life. Although taught to give specialized nursing 
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care to dying patients, much of the nurse's reactions 

toward ~he dying patient are similar .to the layman's. 

Provision of care for the dying is not then an easy task 

for the nurse. 

The emotional stress of caring for the dying patient 

is not the same for all specialty areas of nursing. Provid

ing care for the dying child may be more emotionally drain

ing to the nurse than caring for the older person near 

death. Educational preparation and a commitment to life 

goals may also vary among nurses who practice nursing in 

different specialties. Nursing in an acute care situation 

tends to evoke an even greater nursing commitment to sus

taining life (Quint 1967). 

A study by Gentry, Foster, and Freehling (1972) 

reported that acute care nurses are exposed to a signifi

cantly higher degree of psychological stress than nonacute 

care nurses. The dying patient is one stress factor the 

acute care nurse confronts more frequently than the nonacute 

care nurse. Since the acute care and nonacute care nurse 

vary in the amount of exposure to the dying patient, it is 

possible that there is a difference in their feelings toward 

the dying patient. 

If nurses in the acute care and nonacute care areas 

are to effectively care for the patient near death, they 
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must be aware of their psychological responses toward they 

l\_ying person. Without an understanding of a nurse's affec

tive responses toward the dying person, acute care and non

acue~ care nurses are unable to provide the patient with 

the competent nursing. care essential to the dying patient. 

The purpose of this study, therefore, was to collect data 

that identify the emotional responses of acute care and 

nonacute care nurses toward the dying patient. 

STATEMENT OF PROBLEM 

This study was to determine if there was a signifi

cant difference between the selected affective responses of 

acute care and nonacute care nurses toward the dying 

patient. 

STATEMENT OF PURPOSES 

The following purposes were considered in this 

study: 

1. Measurement of three affect states: anxiety, 

depression, and hostility, in a group of acute care nurses, 

before and after viewing the film "Death" (Barron and 

Barron 1968) 

2. Measurement of three affect states: anxiety, 

depression, and hostility, in a group of nonacute care 
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nurses, before and after viewing the film, "Death" . (Barron 

and Barron 1968) 

3. Comparison of three affect states: anxiety, 

depression, and hostility of acute care and nonacute care 

nurses 

BACKGROUND AND SIGNIFICANCE 

Death is a part of the very fabric of life (Morison 

1973). Feifel and Hanson (1967) refer to death and dying 

as "essential realities of life" (p. 201). Another author 

views death as an integral part of our lives that gives 

purpose to human existence (Ross 1975). Death is the "one 

sure event" in everyone's life, yet it is the one subject 

about which very little is known (Elmore 1967). 

Death is the most mysterious, the most threatening 
and the most tantalizing of all human phenomena. 
Although undeniably ubiquitous, death is incompre
hensibly unique. Of all phenomena, it is the most 
obvious and the least reportable. It encompasses 
the profoundest of man's perplexities and ambiv
alences. (Shneidman 1976, p. 443) 

Inasmuch as death is a factual part of life, con

temporary man's knowledge of how he relates to it is meager 

(Glaser and Strauss 1968). Not knowing what follows death 

can be a threatening dilemma. Lack of knowledge and under

standing can entail a response of fear with an accompanying 

withdrawal or denial behavior (Goldenson 1970). Fear and 
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avoidance of issues relating to death are quite common in 

today's society (Fulton 1966). When a person must face 

death, the finality of it is often denied. Seldom does the 

average person reflect on his own death · (Choron 1964). In 

a society which places emphasis on the future, the idea of 

not having any future becomes too dismal to face (Morison 

1973). 

Thus, with society's emphasis, the prospect of death 

produces emotional stress in the average person. Since our 

culture gives little help in dealing with death, its occur

rence also produces stress in those persons attending to the 

dying (Phillips 1972). Death is a fact of which hospital 

personnel are well aware, but they prefer not to dwell on 

the subject (Glaser, Strauss, and Quint 1966). For those 

persons in the "health preserving" and "life saving" profes

sions, dying and death are the ultimate frustrations (Sudnow 

1976). The health professional's main focus is on saving 

and recovering. People should be sent home in better con

dition than when they entered the hospital (Crary 1967). 

According to Quint (1967): 

The death of a patient is in conflict with the 
primary lifesaving goals of the hospital ..•. In 
general, dying patients do not provide the same 
satisfactions as to patients who recover. (p~ 83) 

Given the professional cornnitrnent to sustain life, 

medical personnel may have to deal with the accompanying 
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emotional stress of grief when faced with a dying patient 

(Shusterman 1973). In both the past and present, the 

general feelings of physicians toward death and the dying 

process have been fear and avoidance (Feifel and Hanson 

1967). As members of the health profession, American nurses 

are said to bring to the profession firmly established 

feelings in which death and dying are also denied and feared 

(Quint 1969). 

The nurse is expected to give physical, mental, and 

emotional care to sick and dying patients (Glaser, Stauss, 

and Quint 1964). However, in learning to help the dying 

patient and his family, Epstein (1975) pointed out that 

the nurse also may need help in dealing with his or her 

own feelings toward the dying patient. Gross (1977) found 

an overwhelming majority of nurses who could not accept the 

death of a patient, and expressed fear in caring for a 

dying patient. 

If nruses are faced with death more often than the 

average person, then how do they cope with this phenomenon 

which society has rejected as a "modern obscenity" (Spanton 

1976)? Several studies have been conducted in an attempt 

to answer this question. Attitudinal studies have focused 

on what the word "death" means to nurses (Folta 1965), on 

the role of religion (Pearlman, Stotsky, and Dominick 1969), 
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on clinical experience and on the role of nursing education 

in forming attitudes toward death (Yeaworth, Knapp, and 

Winget 1974). 

Nursing attitudes toward death have been associated 

with the actual care given to dying. patients (Quint 1966). 

A number of studies have demonstrated that nurses are likely 

to utilize strategies to avoid meaningful contact with 

terminal patients, and thus reduce the emotional intensity 

associated with death (Quint 1966; Denton and Wisenbacker 

1977). This is particularly true of nursing personnel in 

specialty areas where a high percentage of dying patients 

are hospitalized (Epstein 1975). 

Intense negative feelings and behaviors of nurses 

are present in the acute care areas of the hospital, where 

the work requires them to deal with death on an almost 

regular basis (Quint 1969). At times, it becomes an emo

tional burden for the acute care nurse to establish open, 

empathic communication with the dying patient (Vreeland and 

Ellis 1969). Making accurate nursing observations and 

decisions that may affect a patient's life are potentially 

stressful (Skillman 1975). West (1975) found that acute 

care nurses experienced stress secondary to ''the repetitive 

exposure to suffering, death and dying" (p. 62)~ 
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If the acute care nurse is faced with life and death 

situations frequently, there may be a tendency for her to 

respond to issues of dying and death with a high degree of 

negative feelings such as anxiety, depression, or hostility 

(Lester, Getty, and Kneisel 1974). For the nurse working 

in the acute care unit, the problem of stress related to 

death is significant (Hay and Oken 1972). Gentry, Foster, 

and Freehling {1972) pointed out that the acute care nurse 

is under considerably more emotional stress as opposed to 

the nonacute care nurse. This study by Gentry, Foster, and 

Freehling (1972) dealt with nonspecific stress of the acute 

care nurse as compared to the nonacute care nurse. A com

parative study by .Golub and Reznikoff (1971) found that 

graduate nurses of different specialties shared similar 

attitudes toward death, regardless of the amount of contact · 

with dying patients. The findings of Gofub and Reznikoff 

{1971) suggested that the influences of nursing practice in 

shaping attitudes toward death, probably occurred early in 

a nurse's professional career. Other investigators have 

found no evidence to support the hypothesis that nurses who 

elect to practice in "high risk" areas would tend to have 

greater fear of death than those nurses who practiced in 

other areas of specialization where confrontations with 

death were less frequent (Lester, Getty, and Kneisel 1974). 
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Other investigations on nursing and medical experi

ence toward death have uncovered evidence to support an 

opposite viewpoint (Feifel and Hanson 1967; Denton 1977). 

In two separate studies, Feifel and Hanson (1967) and Denton 

(1977) maintained that persons with frequent contact with 

dying patients had a greater fear of death than persons 

with an infrequent contact with dying patients. 

In conclusion, death is a constant reminder of man's 

finiteness, and of his inability ~o understand its meaning. 

Society views death and dying mostly in the context of 

something to be avoided, denied, or an event that is emo

tionally devastating. The fear and intensity of emotions 

associated with death and dying, is cariied over into the 

hospital culture, which tends to reflect society's attitude 

toward death. As a primary care-giver for the dying patient, 

the nurse may encounter death and the dying patient more 

consistently than any other health professional. 

The literature reviewed has shown that generally, 

nurses experience fear over death and dying patients, and 

have a behavioral tendency to avoid such patients. These 

emotional responses of the nurse, often perceived as nega

tive, make it difficult for her to feel comfortable and 

therapeutic when interacting with a dying patient. A lack 
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of studies exist in the literature on death and dying as 

it relates to the negative affective responses of the nurse 

toward the dying patient in the acute care and nonacute 

care areas of the hospital. However, a singular study on 

negative affect as it applied to nursing responses to the 

stresses of acute care and nonacute care areas was identi

fied by Gentry, Foster, and Froehling (1972). 

HYPOTHESIS 

The negative affects of acute care nurses expressed 

toward death will not vary significantly from the negative 

affects of nonacute care nurses.after viewing a forty-three 

minute film about a dying patient. 

DEFINITION OF TERMS 

The following definition of terms were recognized 

in this study: 

Nurse--a person employed in a hospital to practice 

bedside nursing care including registered nurses, licensed 

vocational nurses and unlicensed staff nurses. 

Acute care--care rendered to an adult patient 

whose condition is critical and requires intensive medical 

nursing managerne~t, in those areas designated as intensive 

care units of the hospital. 
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Nonacute care--care rendered to a hospitalized, 

adult patient, whose condition is not critical. That is, 

all adult, hospitalized patient care areas exclusive of 

intensive care units. 

Negative affect--a feeling or emotion of a person 

in response to external stimuli or to internal needs, or 

to a combination thereof, which may interfere with a per

son's ability to interact positively with another person, 

designated as anxiety, depression, and hostility. 

Anxiety--a diffuse feeling of dread or apprehension 

in response to an unknown or unrecognized threat or danger. 

Depression--an emotional state of sadness ranging 

from milk discouragement to utter hopelessness and despair. 

Hostility--a persistent anger accompanied by an 

intense desire to retaliate. 

Affect stabe--a transient or momentary feeling 

or emotion of a person. 

LIMITATIONS 

The following limitations to this study were 

recognized: 

1. The testing instrument would require partici

pants to respond to the artificial process of viewing the 

film for the purpose of obtaining data 
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2. The posttest results may be influenced by a 

respondent's transfer of a "cumulative knowledge" from 

the pretest (Treece and Treece 1977) 

3. Sample size and sample selection technique 

prevented generalizing the findings to any other group 

4. Respondent's previous experience with death 

and dying patients 

5. Present state of physical and mental health 

of the respondents prior to completing the test 

DELIMITATIONS 

The following delimitations to this study were 

recognized: 

1. Respondents were staff nurses employed in a 

hospital from both acute care and nonacute care areas 

2. Respondents of acute care and nonacute care 

areas were utilized from the day and evening shifts 

3. Respondents were caring for or have cared for 

an adult dying patient 

4. Respondents were sampled from one hospital 

5. The measured affects of the respondents were 

restricted to three individual, negative affects: a.nxiety, 

depression, and hostility 
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ASSUMPTIONS 

The following assumptions to this study were 

recgonized: 

1. Nurses from acute care and nonacute care areas 

encounter :death and dying patienLs 

2. All human beings experience varying degrees of 

negative feelings when confronted with.a dying person 

SUMMARY 

Death and life are an inseparable pair, often in 

conflict, yet very dependent upon each other. The concept 

of death and dying to society entails a perception of 

avoidance behavior and emotional distancing. 

Society's attitudes toward death and dying are 

reflected in the attitudes and feelings of health profes

sionals, especially from the nurse who encounters the dying 

patient directly·. For over a decade now, research has 

dealt with the attitudes, behaviors, and feelings of nurses 

toward death as a subject to be empirically investigated .. 

Such resea~ch has not produced a m1ified set of findings. 

A lack of studies exist in the .literature on death and dying 

as it relates to the negative affective responses of the 

nurse toward the dying patient in the acute care areas of 
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the hospital. The extent of a nurses' negative reactions 

to death remains a matter open for further investigation 

in acute care and nonacute care settings. It is within. 

this framework that the present study was undertaken, to 

identify and compare the negative affective responses of 

the nurse in the acute care and nonacute care setting. 

Chapter II presents a review of literature concerned 

with contemporary perspectives on death and dying, the fear 

of death, the impact of death on nursing and the health care 

profession, and the implications of death and dying for the 

acute care and nonacute care nurse. Chapter III describes 

the procedure for collection and treatment of data. Chapter 

IV contains an analysis of the obtained data and findings. 

Chapter I through IV provide a frameword for the summary, 

conclusions, implications, and recommendations presented 

in chapter V. 



CHAPTER II 

REVIEW OF LITERATURE 

Within the last decade, death and the dying person 

have become significant issues of concern in the health 

care field. The dying experience has received widespread 

attention in a number of publications, conferences., semi-:

nars, and courses on death. A growing concern has been 

generated about the ~ffects of death and the dying person 

on the health care person, both personally and profes

sionally. 

Today most deaths occur away from familiar surround

ings, in some type of medical institution. The burden of 

establishing and maintaining direct human to human contact 

with the dying patient and his family, rests primarily with 

the nursing staff of an institution. 

Death, as an unavoidable fact of human existence, 

is occasionally a "constant companion" to the nurse (Engel 

1964). The nurse is said to be the one health professional 

who confronts the issues of dying patients and death more 

consistently than any other group of professionals (Denton 

1977; Earl 1976). 

15 
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Only within the last decade has the reaction of the 

nurse to death and dying been recognized as an important 

variable in the care of the terminally ill (Kubler-Ross 

1969). Benoliel (1977) has observed that death, dying, 

and the emotional impact of death is "characteristic of 

many situations in which nursing personnel provide services 

to patients" (p. 127). Two areas in which nurses face 

dying patients and death, and where the death-related prob

lems of practice may be different, include the acute care 

and nonacute care setting. 

This chapter presents the contemporary perspectives 

on death and dying, and general views on the fear of death. 

The impact of death on nursing and the health care profes

sion are discussed. The implications of death and dying for 

the acute care and nonacute care nurse are described and 

compared. 

Contemporary Perspectives on Death 

Death is and will continue to be an inevitable con-

sequence of life. As described by Kubler-Ross (1975): 

Death always has been and always will be with us. 
It is an integral part of human existence, and because 
it is, it has always been a subject of deep concern 
to all of us. Since the dawn of human kind, the human 
mind has pondered death, searching for the answer to 
its mysteries. For the question of death unlocks the 
door of 1 if e • ( p. 1) 
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From a biological and existential standpoint, death 

affects every culture (Kastenbaum 1976). Our modern society, 

according to Levine and Scott (1970), regards death as 

unacceptable and to be avoided. When people must face 

death, the finality of it is often denied (Choron 1964). 

The French author de la Rochefoucauld's analogy of denying 

death was aptly expressed when he said, "Just as one cannot 

always look at the sun, so also one cannot always look at 

death" (Wahl 1959, p. 12). 

A self-awareness of one's mortality can be a 

devastating experience (Padilla, Baker, and Dolan 1974). 

People shy away from death as much as possible, for con

temporary society embraces the value of health and a happy 

productive life (Spanton 1976). One author referred to 

contemporary society as "the new Victorians," because of 

their prudish attitudes toward death (Kavanaugh 1972). 

Fulton (1966) described the ·present era as a century of 

health hygiene, miracle drugs, and synthetic foods. A 

closer inspection of present trends in the late 1970s 

reveals that death and dying are moving out of the closet 

as a taboo subject, into what has been called the "death 

enlightenment period (Earl 1976). Feifel (1977) remarked 

that the discussion of death is becoming lively, if not 

chic--a surprising outgrowth of a culture viewed as death 
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denying. Weisman (1977) concluded that according to popular 

opinion, society· has stripped away much of the denial 

surrounding death. Death is purported to be losing its 

title as a taboo subject because modern society is talking 

more openly about death (Weisman 1977). Weisman (1977) 

asserted that while death has always been a subject of 

deep concern for society, the renewed interest reflects 

nothing more than "a new version of a very old enigma" 

(p. 108). 

As suggested by Quint (1967), death no longer sym

bolizes a gateway but rather serves as a reminder of the 

finiteness of human existence. Feifel (1977) agreed that 

death did personify a passageway. But today much of modern 

society no longer strongly clings to conceptual creeds 

or philosophic religious views with which to transcend 

death (Kavanaugh 1972). It is interesting to note Parsons 

and Lidz's (1969) description of the general orientation 

of western religions, as a dedication to maximize human 

control over "the conditional elements of the life situa-

tion" (p. 133). In a similar vein, Becker (1973) pointed 

out that the fear of death related to a loss of control, 

a sense of powerlessness, and above all an awareness of 

one's vulnerability to death. 
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In the mid 1960s, Feifel (1967) reported on how 

meager was the systematized knowledge on death and dying. 

The past few years have seen a growing awareness and 

increased attention to death and dying. The examples of 

growing literature on death, testify to the emergence of 

new questions for systematic research. Knutson (1970) 

declared·that the very existence of death has an empirical 

unknown quality, "urgent in its demands." 

Fear of ·oeath and Dying 

An examination of historical, cultural, and social 

development over the years revealed that death has always 

been distasteful to man. Kubler-Ross (1971) maintained 

that death has always been a fearful thing to man. Morison 

(1973) concurs through his observation that the dying person 

is destined to go where no one wants to follow. The thought 

of death and dying whether as an observer or participant, is 

accompanied by unpleasant emotions, with fear often being 

the dominant emotion (Rheingold 1967). The emtional 

responses to death and dying were described by Hinton (1968) 

as (practically any emotion that there is." As observed 

by Kavanaugh (1972), people do not fear death and dying as 

much as they fear the unknown and untested feelings the 

issues of death and dying may evoke within themselves. 

Becker (1973) claimed the fear of death is a natural feeling 
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and present in everyone, and is the basic fear that influ

ences all others. 

The fear of death does not have a unitary causation. 

In reality, according to Rheingold (1967), the roots of 

death anxiety are a complex problem comprising universal 

elements and a wide range of individual experiences. It is 

understandable that man has a hard time conceiving of his 

own death, if he continuously imagines it as a fearful event 

(Feifel and Branscomb 1973). Fulton (1966) emphasized that 

man's inability to imagine death is a component of an 

elaborate circle of denial, to perpetuate the image that 

he will never die. Freudian theory on the life-death 

struggle of humanity has clearly stated that: "It is 

indeed impossible to imagine our own death: and whenever 

we attempt to do so we can perceive that we are in fact 

still present as spectators" (Freud 1957, p. 276). 

Death, the inevitable end is an emotional experi

ence of such intensity that man cannot remain open to it 

for any extended period of time (Fulton 1974). There are 

several reasons for not facing death with equanimity. 

Kubler-Ross (1969) suggested that one of the most important 

facts is that dying nowadays is more gruesome in many ways; 

namely more lonely, mechanical, and dehumanized. In a 

society, where future success and achievement are sought, 
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the prospect of no future at all and a loss of identity is 

an unbearable thought (Fulton 1966). Since death is seen 

as a "destroyer of the American vision--the right to life, 

liberty and the pursuit of happiness," it is evident .why 

death and dying invite the need for strong psychological 

defenses (Feifel 1977, p. 5). 

Death is viewed as a fearful and unknown venture, 

an inexorable and inescapable event of human life. Society 

flees from the reality of eventual death with such effort, 

that according to Wahl (1965), it employs defenses "so 

patently magical and regressive that these would be ludi

crously obvious to us if we should employ them to this 

degree in any other area of human conflict" (p. 58). Becker 

(1973) returned to the theme of fear of death, relating it 

to loss of control and an awareness of one's vulnerabil.ity 

to death. _The increased awareness of society's vulner

ability to death has been purported to be a major factor in 

the renewed interest in death and dying (Kalish 1966). 

In a discussion of Herman Feifel's book, The Meaning 

of Death, Murphy (1965) noted that the central theme evident 

in the studies presented in Feifel's work, revolved around 

the fear of death. Riley (1970) reported that thoughts of 

death intrude upon the everyday lives of people relatively 

infrequently. A study by Alexander, Colley, and Alderstein 
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(1965), using ward association task to assess affective 

involvement with the concept of death revealed that ·normal 

subjects responded to words associated with death, with 

greater emotional intensity than to equivalent words drawn 

from a general language sample. 

Because of these factors that seem to propel society 

toward both accepting and denying death, it is understand

able why ambivalence toward death is evident in much of 

the literature on the fear of death. Weisman· (1977) · sug~ 

gested that modern society is not really more accepting of 

death, "it's just more difficult to hide from." 

Impact of _Death .on Nursing and the 
Health Care Profession 

Dying is a lonely passage into an unknown and feared 

state. Dying is also a social passage. A person who is 

defined as dying is affected by the action and choices of 

other people who comprise his or her social world (Benoliel 

1977}. To some degree everyone around a dying person goes 

through the dying experience with that person (Krant 1975). 

In modern society, the process of dying and death 

has moved from the moral to the technical sphere of concern, 

and the care of dying persons has become an increasingly 

institutionalized and depersonalized act (Cassell 1974). 

The increasing complexity of biomedical technology has 
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caused health professionals to be perceived by some individ

uals as experts in handling the total spectrum of issues 

surrounding life-threatening illness (Feifel 1977; Garfield 

19 77) . 

Kavanaugh (1972), Shusterman (1973), and Feifel 

(1977) have clearly documented that the majority of people 

in America today can expect to die in a hospital or similar 

institution. From an historical viewpoint, the hospital 

was not only for the indigent poor, but also was a locus 

for dying and death (Hamric 1977). Due to the expansion 

and development of science and technology in the twentieth 

century, the social organization of the hospital has shifted 

from an institution devoted to the indigent and dying, to 

an institution fundamentally committed to healing, recovery, 

and the restoration of health (Mauksch 1975). 

As depicted by Quint (1969), the modern hospital 

is a center for life-saving activities, so much so that 

health professionals may overlook that people also come to 

the hospital to die. The health professional regards death 

and dying as a sign of failure (Spanton 1976). The concept 

of death is said to represent the absence of a quality which 

the health professional is committed to preserve--life 

(Glaser, Strauss, and Quint 1964). Since the primary objec

tive of health is to return the patient to a maximum state 
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of health, the focus of the heal th professional may be· 

directed toward sav ing and recovering {Quint 1~67). 

A.3 perceived by Kavanaugh {1972), the health pro

fessional may be more accepting of death in the e.ldexly,1 

who have led productive, extended lives, or in the pati.en.it. 

whose life was- filled with unremitting pain. For other 

dying patients, the health care profession may literaliy 

pump life into their bodies through organ transplants,. 

intricate life support machinery and "miracle drugs" 

(Lowrey 1972). Nurses and physicians as health profes

sionals know how to accurately describe the clinical course 

of a terminal illness (Quint 1967). As a result, Kubler

Ross (1975) believed that the health professional may 

rationalize or deny the inev~tability of a pat±ent 1 s dying;. 

but they cannot prevent it. 

Dyir · patients embody th-2 reality of death. Ca·,.r:.in.g 

for a patient near death has all the elements of threat, 

failure, and helplessness (White 1977). As th<:'} traditio1na.l. 

leader of the health care team, the physician's attitude 

toward death may 2ffect the ma nner in which he or she an~ 

oth :.:-.:: .r. te.a ht members care for the dyin9 patient (White 19!7'7'} .. 

In both the past. and present, the general attitt:ide of the, 

physician toward death has been one of fear anel: av·oidanc>~ 

(F'eifel and Hanson 1967; Caldwell and Mishara l~n•2), .. A. 
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study by Feifel and Hanson (1967) was carried out to deter

mine if physicians were above average in their fear of 

death. The findings of Feifel and Hanson (1967) indicated 

that physicians were more fearful of death than medical 

students or terminally ill patients. In another study, 

Caldwell and Mishara (1972) interviewed physicians regarding 

their attitudes toward death and found a general reluctance 

on the part of physicians to discuss the topic. 

Avoidance may protect the physician from facing 

death with patients, however, this places the burden of 

confronting the dying patient on the nurse (Quint 1967). 

Nursing has played a prominent role in the interpretation 

of its position in relation to the dying patient, when in 

the late 1960s the International Council of Nursing and the 

American Nurses'Association (ANA) redefined the role of the 

nurse and its unique relation to the dying patient (Kolb 

1972). The American Nurses' Association'$ (1968) Statement 

on Nursing Practice explicitly states that the nurse should 

"use all measures at her command" to enable the patient 

to live out his life with as much comfort, dignity, and 

freedom from anxiety and pain as possible. However, there 

still remains the problem for many nurses of knowing when 

and how to talk with a patient about death (Benoliel 1975). 

As observed by Glaser, Strauss, and Quint (1964), "Nurses 
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are taught how to give excellent physical care, but are not 

taught many of the details of working around dying patients" 

(p. 7) • 

Many hospital nurses _have suggested that schools 

of nursing provide insufficient training (Earl 1976). 

Mervyn (1971) stated that the "lack of supportive emotional 

care" for dying patients could be attributed to the nature 

of nursing education. Earl (1976) emphasized that although 

nursing students could list the physical care needed by the 

dying patient in detail, they would be uncomfortable about 

any discussion of their own feelings about death. 

Yeaworth, Knapp, and Wingett (1974) conducted a 

study to determine if differences existed between freshmen 

and senior nursing students on attitudes about death. Find

ings from their study revealed that seniors responded some

what differently than freshmen nursing students. Senior 

nursing students were more accepting of feelings, desired 

more open communication, and had less stereotyped attitudes 

toward death (Yeaworth, Knapp, and Winget 1974). Prior to 

the findings of Yeaworth, Knapp, and Winget (1974), Kelly 

(1972) had argued that nursing students had few encounters 

with dying patients during their educational experiences. 

As potential role models to nursing students, staff nurses 

were perceived by students as also having difficulty 
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approaching the dying (Kelly 1972). Quint (1967) and 

Knutzen {1970) reported separately that nurses' care of 

the dying patient were largely unaffected by their educa

tion, because of the inadequate amount of clinical experi

ence as students. 

An influential factor in many nursing attitudes 

toward death is the role of religion. Stinchcomb (1969) 

found support for her hypothesis that nurses from a reli

giously oriented hospital expressed more positive feelings 

toward direct care of dying patients than from nurses 

affiliated with nonreligiously oriented hospitals. Pearl

man, Stotsky, and Dominick (1969) reported that Catholic 

hospital personnel tended to be more composed when encoun

tering death and dying patients. The study by Yeaworth, 

Knapp, and Winget (1974) discovered that freshmen nursing 

students relied more on religion as a coping mechanism 

than senior students. 

A final component identified in the literature as 

affecting nurses' attitudes and feelings toward death, is 

the role of nursing practice. Pearlman, Stotsky, and 

Dominick (1969) examined the relationship of nurses' atti

tudes toward death based on their practice, experience, 

skill, and direct encounter with death. The subjects in 

the study by Pearlman, Stotsky, and Dominick (1969) were 
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eight registered nurses, eight licensed vocational nurses, 

and fourteen nurse aides from nursing homes; nine registered 

nurses from mental hospitals having contact with patients; 

personnel from nursing homes; and twenty-nine nursing stu

dents. The subjects fell into two groups reflecting oppos

ing attitudes. The personnel having more experience with 

dying patients were registered nurses and licensed voca

tional nurses. These nurses felt uneasy discussing death 

and dying patients, wanted some trairiing by clergy regarding 

the management of dying patients, and recommended actual 

experienced wi·th dying patients in training nurses to deal 

with death. The less experienced group of nurse aides and 

nursing students felt less defensive about talking with 

dying patients (Pearlman, Stotsky, and Dominick 1969). The 

findings of Pearlman, Stotsky, and Dominick's {1969) study 

leaves one with the impression that nurses from different 

clinical backgrounds felt uneasy discussing death with 

dying patients. 

Consistent with the findings of Pearlman, Stotsky, 

and Dominick (1969), Golub and Reznikoff (1971) found that 

both older more experienced nurses as well as younger less 

experienced nurses responded similarly, yet in a different 

manner from nursing students. These investigators demon

strated that graduate professional nurses were more likely 
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to feel that psychological factors could influence death, 

and that the influence of nursing practice in shaping 

attitudes toward death, occurred early in a nurse's pro

fessional career (Golub and Reznikoff 1971). A study by 

Kastenbaum (1967) using nurses' verbal responses to dying 

patients' statements, found over 80 percent of the responses 

to be of reassurance, denial, or changing the subject. 

Kastenbaum (1967) concluded that the nurse frequently 

would tune out the dying patient as quickly as possible. 

It is reasonable to conclude that the nurse and 

other health care professionals tend to view death as a 

threat. Avoidance of patients is then made possible by 

what Glaser, Strauss, and Quint (1964) refer to as the 

"non-accountability of care" for the dying patient. The 

significant implication of the absence of accountability, 

is that medical and nursing staff are not legally bound 

to treat the patient in a psychological manner. Although 

the health care field has accepted the responsibility of 

the biological care of the dying patient, it has not accom

modated itself to the emotional needs of the dying patient. 

The Implications of Death and Dying for 
Acute Care and Nonacute Care Nurses 

Death, dying, or fear of death are to be found in 

many situations where nursing personnel provide services to 
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dying patients. Because of the scope of this study, two 

kinds of situations where nurses encounter death and dying 

patients were reviewed from the existing literature. To 

that end, the implications of death and dying from acute 

care and nonacute care nursing were compared. 

The early work of Glaser and Strauss {1968) and 

Quint (1966) identified the importance of attitudes and 

feelings held by nurses toward death. Quint {1967) felt 

that most nurses were not comfortable around dying patients. 

In fact, providing care for dying patients could result in 

the nurse becoming extremely vulnerable to feelings of 

helplessness (Quint 1967). 

Several studies have demonstrated that nurses 

generally do not have close encounters with dying patients 

and may avoid contact with dying patients (Glaser and 

Strauss 1968; Sudnow 1967). Bowers {1975) found in her 

study that nurses on a general medical surgical ward took 

significantly longer time to respond to calls from patients 

listed as terminal. 

Lester, Getty, and Kneisel (1974) found that fear 

of death was not related to choice of clinical speciality 

community health, rehabilitation or psychiatric nursing. 

Gow and Williams' (1977) study attempted to establish the 

significance of nurses' attitudes about death and dying to 
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the type of agency and experiences encountered by the 

nurse. The investigators sample population was chosen from 

nurses employed in hospitals, community agencies and long

term agencies (Gow and Williams 1977). Because of the 

frequency of contact, the quality of nursing care, and the 

general environment, the investigators hypothesized that 

nurses from long-term agencies, such as nursing homes would 

have the highest level of anxiety and the most negative 

attitudes toward death and dying. Chronic care nurses 

from long-term agencies were found to not have significantly 

different attitudes from the other nursing groups' attitudes 

about the dying patient (Gow and Williams 1977). The find

ings of Gow and Williams's (1977) . study suggested that the 

type of agency and environment were not directly related 

to nurses' perceptions of death and dying. 

In contrast, Quint (1967)· in her book, The Nurse 

and the Dying Patient, made the observation that the actions 

and behaviors of the nurse in response to a death were 

affected by the "death expectations" of the setting where 

the nurse practices. Each different patient care area 

tends to have a characteristic type of dying (Quint 1967). 

The emergency, recovery, and acute care areas of the hospi

tal are all organized to prevent deaths through intensified 

life-saving activities (Skillman 1975). Benoliel (1976) 
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believed that the availability of life-prolonging machines, 

organ transplants, and other extreme forms of treatment 

may have contributed to the development of hospital environ

ments where the primary goal of life saving has takep 

precedence over the secondary goal of relief of pain. The 

creation of specialized acute care areas was made possible 

by the devel"opment of life-prolonging technology (Quint 

1969}. 

Acute care areas are designed specific~lly for the 

acute treatment of seriously ill patients (Gentry, Foster, 

and Freehling 1972}. In the acute care area, highly trained 

staff are in a state of continuous readiness to meet the 

challenge of saving a dying patient {Glaser · and Strauss 

1968). But the acute care area is also where the ethnical 

problems of who shall be given actuve treatment and who 

shall not, are so difficult to face because the medical 

and nursing staff often find it dif£icult to even discuss 

death (Skillman 1975}. 

Benoliel (1977) and Bilodeau {1973} maintained that 

acute care areas share a common goal of recovery through 

.the application of new forms of medical therapy. To achieve 

the goal of recovery,.nurses are expected to maintain a 

state of constant readiness for life-saving activities. 

It should be evidence that constant vigilance creates an 
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atmosphere in which underlying tensions are often high and 

personal concerns about being negligent are not uncommon 

(Sudnow 1967) • · 

The situational and psychological stress endured by 

acute care nurses has been described in the literature 

(Hay and Oken 1972; Vreeland and Ellis 1969). As suggested 

by Hay and Oken (1972) and Benoliel (1976), the acute care 

setting is often analogus to a "strageic war bunker" where 

the nurse acting as a soldier is subjected to massive 
I 

bombardment of sensory stimulation. The acute care nurse 

works constantly in a setting where patients are desper

ately ill and death is commonplace (Gentry, Foster, and 

Freehling 1972). Acute care units have been described 

by Benoliel (1976) as: . 

. • • work settings marked by repetitive exposure 
to death and dying, daily contacts with mutilated 
and unsightly patients, demanding w~rk loads, 
limited work space, intricate machinery, and com
munication problems involving physicians, staff 
and families. (p. 13) 

Whether in the process of recovery or dying, it has 

been suggested that acute care patients may become extremely 

dependent on the nurses for both life-saving activities 

and providing comfort by personalized care (Benoliel 1977). 

Sobel (1969) reported that coronary care nurses made a 

significant impression on the emotional well-being of the 

patients by communicating human understanding. But, 
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providing human to human understanding can increase the 

nurses' underlying fears, one of which may be fear of death 

and adds to the stress of trying to perform well in a con

text of conflicting demands (Benoliel 1977). 

The intense and continued exposure of the acute 

care nurse to the situational pressures of the acute care 

unit, has been compared to the nonacute care nurse (Gentry, 

Foster, and Froehling 1972). The Gentry, Foster, and 

Freehling {1972) study was an attempt to "quantitatively 

assess and compare" the emotional responses of the acute 

care nurse and nonacute care nurse to the stresses of 

their respective wor~ setting. Gentry, Foster, and 

Freehling (1972) found that the acute care nurses had a 

higher rate of depression, anxiety, and hostility than 

nonacute care nurses. Benoliel (1977) remarked that acute 

care nursing created dehumanizing and stressful circum

stances. The nurse who cannot tolerate the stresses of 

the acute care setting may feel caught between the task of 

life saving at all cost, and the desire to provide the 

patient with a dignified death (Benoliel 1977). 

A second, somewhat different context in which nurses 

encounter death and dying patients, is in the nonacute care 

settings. Nurses who work in doctor's offices, in out

patient clinics, and on general hospital wards may encounter 
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patients where ordinary medical treatments and diagnostic 

procedures are used to assit them in recovering from minor 

and noncritical illnesses (Benoliel 1977). The goal in 

these areas is mainly oriented toward cure, and death

related problems are relatively infrequent as nursing tasks 

(Menzies 1970). 

Many of the patients on general hospital wards have 

fears about death and dying regardless of whether or not 

these concerns are verbalized (Shusterman 1973). Sensitive 

nurses are aware of these stresses, but the availability of 

a sensitive nurse at the right moment for a frightened 

patient occurs as much by chance as by plan (Benoliel 1977). 

In a survey of nurses, 62 percent of the respondents said 

care of the dying patient was "more demanding than that .of 

other seriously ill patients" (Popoff 1975, p. 15). 

Dying patients and death occur in acute care and 

nonacute. care areas of the hospital. The events surrounding 

the patient near death in acute care or nonacute care areas 

usually are somewhat different. Caring for the dying 

patient has been a recognized area of concern since the 

1950s (Morris 1955). As increasing numbers of people die 

in hospitals, more nurses are exposed to the problems of 

dying patients (Jarnric 1977). A recent survey in Nursing 

'75 indicated the majority of the responding nurses 
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encountered dying patients two or three times per month 

(Popoff 1975). But, according to Popoff (1975), the 

increased contact with dying patients had not led to an 

increased satisfaction or confidence from the nurses in the 

survey. If a patient dies, it is not unusual to see a 

nurse "frustrated, angry, guilty, depressed or anxious 

because a patient does not respond to her nursing care" 

{Janken 1974, p. 17). 

Summary 

A review of literature revealed that death and dying 

in society continue to be associated with that which is 

largely a vast, unknown region. An analysis of the litera

ture confirms that a distaste for death demonstrated by 

society, carries over into the hospital and is present 

in the attitudes and feelings of the nurse. Death and 

dying are the major events which health care professionals 

have not learned effective role behaviors to meet the emo

tional needs of the dying patient. Generally, the nursing 

literature has supported the concept that the nurse has 

the primary responsibility to provide care and psychological 

support to the dying patient and his family. The unique 

position of a nurse's contact with dying patients was 

reviewed from the context to occur from acute care and non

acute care areas of the hospital. 



CHAP11 ER I I I 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

To date, little quantitative research has been con

ducted utilizing standardized, nonprojective tests to 

measure th~ feelings of nurses toward dying patients. This 

study attempted to identify relevant data obtain.ed from a 

self-administered checklist. The type of study was a non

experimental, comparative survey. A comparative survey is 

most often appropriate to a study where the results of two 

different groups are compared (Treece and Treece 1977). 

The independent variable was the audio-visual presentation 

of a forty-three minute film, "Death 11 (Barron and Barron 

1968). The dependent variable of this study was any change 

in three affect responses: anxiety, depression, and 

hostility after viewing the film. 

Setting 

The setting for this study was at a nine hundred

bed, nonproprietary hospital which provides general and 

acute medical, surgical, pediatric, psychiatric, and 

obstetrical-gynecological services, located in the south

western region of the United States. Actual testing of 

37 
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subjects and control of the independent variable took place 

in a reserved classroom at the selected hospital (appendix 

A). The classroom utilized was located away from. patient 

care areas, yet easily accessible to the sample population. 

Population and Sample 

The target population of acute care nurses from a 

surgical acute care, medical acute care, and coronary care 

unit of the selected hospital was approximately eighty-five 

nurses. A sample of thirteen acute care nurses, who met 

the sampling criteria, participated in this study. 

From a target population of forty-four nonacute 

care nurses, a sample of eleven nurses who met the sampling 

criteria participated in the study~ Nurses from the surgi

cal, medical, and coronary acute care units were designated 

as the acute care group. Nurses from the medical and surgi

cal floors ·comprised the nonacute care group. 

Sampling Technique 

Arrangements were made through the nursing inservice 

education department with approval of nursing administration 

at the sample hospital to set aside four specified time 
(i 

periods for testing purposes. The testing periods were 

arranged so that they did not interfere with pat~ent care. 

The four testing periods were equally divided among the day 
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shift (7:00 A.M.-3:00 P.M.) and evening shift (3:00 P.M.-

11:00 P.M.). The testing sequence was conducted over a 

three-day period which allowed for day and evening shift 

sampling. 

The designated areas of the hospital received 

written notification via a posted communique asking for 

volunteer staff nurses to participate in the study (appen

dix B). Acute care nurses were tested along with nonacute 

care nurses in each of the four test periods. · In this 

regard, the incidental or convenience sampling technique 

was utilized, since it sampled readily available subjects 

(Treece and Treece 1977). To view the data obtained within 

the confines of the two participant groups, a description 

of several characteristics of the sample population was 

collected via a demographic data sheet (appendix C). 

Tool 

The Multiple Affect Adjective Checklist (Today Form) 

was the testing instrument used in the study. The Today 

Form of the checklist is a 132 item, paper and pencil test 

of a person's temporary affect state. The General Form 

of the checklist was not used since it measures affect as a 

state and not trait. The checklist provides a numerical 

score which gives quantitative data about the levels of 

anxiety, depression, and hostility (Buras 1972). 
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In order to measure transient negative affect fdr 

this study, it was necessary to find an instrument with 

certain characteristics essential to this investigation. 

The following criteria were considered: high test-retest 

reliability, construct validity, brief, words easily 

understood, simple to administer, and capable of being hand 

scored. After studying several affect state tests, this 

researcher determined that the Multiple Affect Adjective 

Checklist (Today Form) met the necessary criteria (appendix 

D). Permission from the publishers of the Multiple Affect 

Adjective Checklist was obtained to utilize their test for 

this study (appendix E). 

The checklist provided valid measures of the three 

negative affects relevant to this study: anxiety, depres

sion, and hostility. The list of adjectives for the anxiety 

scale were compiled by the use of Gough's Checklist for 

developing empirical scales for personality tests, and 

Nowle's Checklist used for measuring changes induced by 

medications administered to a group of college students 

(Zuckerman et al. 1964). 

Construct validity of the Multiple Affect Adjective 

Checklist has been established through a positive correla

tion with the scales of the Minnesota Multiphasic Person

ality Inventory. The adjective checklist has been used in 
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stress situations requiring before and after measures of 

affect, and as a measure of affect changes induced by 

pictorial stimuli (Zuckerman and Lubin 1965). 

Independent Variable 

The film, "Death," is a true account of a 52-year

old terminal cancer patient who faces and meets his death. 

The film explores the attitudes of family members, physi

cians, and nurses. It is a black and white 16 mm soupd 

motion picture lasting forty-three minutes (Barron and 

Barron 1968). The film was obtained from the film library 

of a local public library (appendix F). A Bell and Howell 

16 mm projector was used to show the film at the appointed 

test periods (appendix G). 

Panel of Judges 

By using a film in this study, a simulation or 

artificial process exists for the purpose of gaining infor

mation without the use of the real situation. · According 

to Treece and Treece (1977), "it is important, of course, 

that all those intricacies of behavior in the natural 

situation be accounted for in simulated situations" (p. 249). 

To establish that the film, "Death," had sufficient 

content validity for a simulated situation, a panel of 

judges were selected. The panel members were composed of 
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three graduate nursing students from Texas Woman's Univer

sity, each with a background in acute care and nonacute 

care nursing, and a ministerial student from Dallas Baptist 

College. The panel members met with the researcher on 

October 21, 1977, in a classroom at the Dallas campus of 

Texas Woman's University. Panel members were given an 

explanation of the study and were asked to answer three 

questions after viewing the film (appendix H). · 

It was arbitrarily decided that a 75 percent agree

ment of the panel's responses would be the accepted cri

terion for determining if the film was relevant to this 

study. The panel of judges agreed 100 percent that: 

1. The film did depict death and the dying 

process realistically 

2. The film was relevant to acute care nursing 

3. The film was relevant to nonacute care nursing 

Data Collection 

The required permission forms were sent to the Human 

Research Review Committee of Texas Woman's University for 

approval (appendix I). Following approval of the Human 

Research Committee, a letter was sent to the Director of 

Nurses at the hospital to be sampled (appendix J). The 

letter was accompanied by the approved Human Research form 
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(appendix K). Agency approval for conducting the study 

was secured (appendix L). 

A classroom and 16 mm film"pro_jector were reserved 

through the nursing inservice department. A formal com

munique was displayed in a clearly visible area in each of 

the two acute care and two nonacute care areas. The notices 

explained the general purpose of the study, the times and 

place of testing (appendix B). The written notice was 

approved by the nursing care supervisors of the areas 

sampled. 

As previously mentioned, the testing was given on 

four separate occasions. Two of the test periods were 

slotted for the day nursing staff and two test periods for 

the evening nursing staff .. All information collected was 

coded in an anonymous manner, and reported as aggregate 

data. Coding of the data was done to ensure a correct 

comparison of all information obtained, and to protect the 

identity of the subjects. The Multiple Affect Adjective 

Checklist and demographic data sheet were coded as follows: 

all subjects were asked to pick a number from a receptacle 

that contained numbers from one to a hundred, upon entering 

the testing area, and record the number on the demographic 

data sheet and all ehecklists. 
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The testing of all subjects took place according to 

the following procedures: 

1. Refreshments were served to all subjects upon 

entering the classroom 

2. Each subject was given a cover letter explaining 

the purpose, benefits, and risks of the study (appendix M) 

3. A written permission form was given to each 

subject, with an explanation of potential benefits and· 

risks, signed and returned (appendix N) 

4. Each subject was then asked to complete the 

demographic data sheet 

5. The Multiple Affect Adjective Checklist was 

given to all subjects, with a three-minute limit imposed 

6. All pretest checklists and demographic data 

sheets were returned to the test proctor 

7. The film, "Death," was viewed by the subjects 

8. Immediately after the film, the subjects were 

given the Multiple Affect Adjective Checklist (posttest) 

with a three-minute limit imposed 

9. All subjects were given a list of follow-up 

referral services available (appendix O) 

10. Subjects were thanked for their participation 

and reminded to not divulge the contents of the checklist 
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and film to other staff members until all testing was 

complete 

Treatment of Data 

Raw scores of the Multiple Adjective Checklist were 

obtained by use of hand scoring keys for each of the three 

affects measured. Descriptive statistical measures, such 

as the mean, median, standard deviation, and variance were 

computed for the acute care ·and nonacute care groups' pre

and posttest scores. 

The Mann-Whitney U test was the statistical test 

utilized, in this study to determine the difference between 

the two groups' posttest scores for anxiety, depression, 

and hostility. A relatively powerful nonparametric test, 

the Mann-Whiteney U test is especially useful for small, 

independent samples, and when measurement in the interval 

scaling is weak (Siegal 1956). The U test does not require 

comparative samples to be the same size (Phillips and 

Thompson 1976). The -Mann-Whitney U test requires that only 

the measures used be continuously distributed and the data 

be suitable for ranking (Turney and Robb 1973). Data 

obtained from the Multiple Affect Adjective Checklist were 

in a continuous distribution and could be ranked (Zuckerman 

and Lubin 1965). 
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Posttest raw score differences for the acute 

care nurses were compared with the posttest scores of non

acute care nurses through the Mann-Whiteney U test. The 

significance of U was tested by a two-tail test, one that 

predicts differences, but does not state direction, at the 

.05 level of significance (Siegal 1956). Information 

obtained from the demographic data sheet was utilized to 

give a composite description of the sample. 

Summary 

A comparative survey study was conducted utilizing 

two groups of nurses: acute care and nonacute care. The 

sampling design utilized was incidental. The sample com

prised those nurses on duty on the day and evening shifts 

at a iarge, nonproprietary hospital. Permission to conduct 

the study was secured from the hospital's nursing adminis

tration. Written permission forms were secured from the 

participants. A demographic data sheet was obtained from 

all subjects. 

The Multiple Affect Adjective Checklist was the tool 

selected for this study to measure three negative affects: 

anxiety, depression, and hostility. The independent vari

able was a film about a dying cancer patient. Both acute 

care and nonacute care nurses were tested with the check

list before and after viewing the film. 
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Descriptive statistical inferences were computed for 

the pre- and posttests results of both groups. Differences 

in each group's posttests results were measured utilizing 

the Mann-Whitney U test. Chapter IV presents the statis

tical analysis of the findings of the study. 



CHAPTER IV 

A~ALYSIS OF DATA 

A nonexperimental, comparative survey, research 

design was used in this study. Chapter IV presents the 

results and interpretation of the findings. · The statistics 

used to analyze the data are included. This chapter exam

ines the data collected and its relatedness to the purposes 

of this study. 

The purposes of this study were to: 

1. Measure the affect states anxiety, depression, 

and hostility in a group of acute care nurses before and 

after viewing the film "Death" 

2. Measure the affect states anxiety, depression, 

and hostility in a group of nonacute care nurses before 

and after viewing the f _ilm "Death" 

3. Compare the three affect states of acute care 

and nonacute care nurses 

Characteristics of the Sample 

The sample population was composed of thirteen acute 

care nurses and eleven nonacute care nurses. The demo

graphic data· delineated seven variables from the acute care 

and nonacute care groups for purposes of comparison. 

48 
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Of the total sample, 54.1 percent were acute care 

nurses, while 45.9 percent of the sample constituted the 

nonacute care nurses. A smaller percentage of acute care 

and nonacute care nurses from surgical areas participated 

in the study (20.8 percent and 1£.7 percent respectively) 

than nurses from medical areas of the sample (33.3 percent 

and 29.2 percent respectively). 

Registered nurses identified in the sample were ten 

(43.5 percent) and three (13 percent of the sample were 

licensed vocational nurses. The remainder of the sample 

identified their job title as either "staff nurse" (34.8 

percent) or as "charge nurse" (8.7 percent). Licensed 

vocational nurses (L.V.N.) were identified as those individ

uals who were certified to administer medicat.1ons (L.V.N. I 

8.7 percent), and (L.V.N 4.3 percent) who were not certified 

to administer medications, but could carry out treatments 

and other bedside nursing functions. It was impossible to 

determine if the 34.8 percent sample of "staff nurses" and 

8.7 percent of the sample's "charge nurse" subjects were 

registered nurses since the hospital employed foreign 

nurses who may not have been registered with the state. 

The age comparison of the sample population is 

illustrated (table 1). A majority of the sample's age range 
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in acute care (75 percent) and nonacute care (80 percent) 

varied from age 21 to 29. 

TABLE 1 

AGE OF SAMPLE POPULATION 

Acute Care Nurses Nonacute Care Nurses 
Age Number Percentage Number Percentage 

21-24 5 38.5 4 36.4 

25-29 4 30.7 4 36.4 

30-34 2 15.4 2 18.2 

35-39 0 0 0 0 

40-over 1 7.7 0 0 

No response 1 7.7 1 9.0 

Total 13 100.0 11 100.0 

N = 24 

A majority of the respondents indicated a religious 

preference (83.3 percent). The remaining sample of nurses 

from acute care and nonacute care areas specified their 

religious preference as none. 

The educational background of the sample population 

for both acute care and nonacute care nurses was obtained 

from the demographic data (table 2). The educational back

ground of the subjects ranged from licensed vocational 

nursing programs to baccalaureate degree programs in 
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TABLE 2 

NURSING EDUCATION OF ACUTE CARE AND 
NONACUTE CARE NURSES 

Nursing Acute Care Nurses Nonacute 
Education Number Percentage Number 

Bachelor's 9 69.2 2 

Associate 2 15.4 6 

Diploma 1 7.7 1 

Vocational 1 7.7 2 

Total 13 . 100.0 11 

N = 24 

Care Nurses 
Percentage 

18.2 

54.5 

9.1 

18.2 

100.0 

nursing. A majority of the acute care group (69.2 per

cent) were graduates from a baccalaureate degree program. 

Associate degree graduates predominated the sample of non

acute care nurses (54.5 percent). 

The length of bedside nursing experience for the 

sample population was found to vary from six months to six 

years for both groups (table 3). As shown in table 4, a 

majority of the sample of nurses from both groups have cared 

for a dying patient. Nursing experience for both groups 

indicated most nurses had between one and two years experi-

ence. 
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TABLE 3 

YEARS OF NURSING EXPERIENCE FOR ACUTE CARE 
AND NONACUTE CARE NURSES 

Number of Acute Care Nurses 1Nonacute Care Nurses 
Years Number Percentage Number Percentage 

6 mos.-1 yr. 1 7.7 3 27.2 

1 - 2 years 9 69.2 5 45.5 

3 - 4 years 2 15.4 3 27.3 

5 - 6 years 1 7.7 0 0 

7 years-over 0 0 0 0 

Total 13 100.0 11 100.0 

N = 24 

TABLE 4 

FREQUENCY OF NUR$ING CARE GIVEN A DYING PATIENT 

Frequency Acute Care Nurses Nonacute Care Nurses 
Number Percentage Number Percentage 

Never 0 0 0 0 

Seldom 0 0 2 · 18.2 

Occasional 8 61. 5 6 54.5 

Often 5 38.5 3 27.3 

Total 13 100.0 11 100.0 

N = 24 
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Presentation of Findings 

The M'.ul tip le Af feet Adjective Chectlist was composed 

of 132 items which measured anxiety, depression, and hos

tility as negative affect states. Two independent groups 

of nurses were tested with the checklist before .and after 

viewing the film "Death." The. subjects in the study 

included thirteen acute care and eleven nonacute care 

nurses. 

Raw scores were compiled from the pre- and posttest 

checklists administered to the acute care and nonacute · 

.care nurses (appendix 0). The raw scores from each of the 

three affects measured in the checklists were converted 

into mean, standard deviation, variance, ~and median scores. 

Descriptive statistics were summarized for the acute care 

group of nurses (table 5). 

A comparison of nonacute care nurse '·.s pre- and 

posttests summary statistics according to th~ three negative 

affects measured are included (table 6) . . Slight increases 

· ·in post test mean scores is clearly evident in the scores 

from the nonacute care group. 

_The Mann-Whitney U test computed posttest scores 

for acute care and nonacute care nurses. The data from the 

analyses of the U tests on.each of the three affect levels 

are shown in table 7. Findings from the U scores indicated 
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TABLE 5 

SUMl"lARY STATISTICS FOR ACUTE CARE NURSES 

Scale Test x* 

Anxiety Pre 8.30 

Post 8.46 

Depression Pre 10.38 

Post 10.61 · 

Hostility Pre 7.76 

Post 7.76 

X = mean score* 
SD= standard deviation** 
N = 13 

TABLE 6 

SD** Variance 

2.52 6.29 

1.50 2.26 

1.85 3.42 

1.93 3.75 

1.36 1.85 

1.36 1.85 

SUMMARY STATISTICS OF NONACUTE CARE NURSES 

Scale Test x* SD** Variance 

Anxiety Pre 8.72 1.84 3.41 

Post 8.81 1.83 3.36 

Depression Pre 10.54 1.43 2.07 

Post 10.90 2.02 4.09 

I:Iostility Pre 7.54 1.36 1. 87 · 

Post 7.90 1.51 2.29 

X = mean score* 
SD= standard deviation** 

N = 11 

Median 

8 

9 

10 

11 

8 

8 

Median 

9 

9 

10 

11 

7 

8 



55 

TABLE 7 

POSTTEST U SCORES FOR ACUTE CARE AND 
NONACUTE CARE NURSES 

Scale 

Anxiety 

Depression 

Hostility 

Acute Care 

43.0 

75.5 

77.5 

Nonacute Care 

100.0 

67.5 

65.5 

Note: Level of significance= .05 

there were no significant differences in the anxiety, 

depression, and hostility scores of acube care and nonacute 

care nurses. Therefore, the null hypothesis was accepted. 

Summary 

Chapter IV described the analysis of data collected 

from thirteen acute car.e and eleven nonacute care nurses. 

Characteristics of the sample population were compared 

through a presentation of the demographic data in tabular 

form. Statistical analyses were made to compare the dif

ferences in acute care and nonacute care nurses' affect 

states before and after viewing a film about a dying 

patient. The null hypothesis was accepted. 



CHAPTER V 

SUMMARY, CONCLUSIONS, IMPLICATIONS, 

AND RECOMMENDATIONS 

This chapter presents a review of the study with 

an explanation of the conclusions that can be derived 

from the study. The implications and recommendations of 

this study are also included in chapter V. 

Summary 

A comparative survey study was conducted to compare 

the acute care and nonactite care nurses' degree of negative · 

affect expressed toward death and the _dying patient . . 'The 

revi.ew of literature focused on the contemporary perspec

tives on death, the fear of death and dying, and the effect 

of death and dying patients on the health professional. 

Pertinent research establishing attitudes of the nurse 

toward the dying patient in the acute care and nonacute 

care areas were reviewed. The Multiple Affect Adjective 

Checklist was used to measure three affect states: anxiety, 

depression, and hostility. The checklist was administered 

before and after the subjects viewed a film about a terminal 

cancer patient in a general hospital. 
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The sample population was selected by the incidental 

method. There were thirteen acute care and eleven nonacute 

care nurses who participated in the study. Informed consent 

was obtained from all subjects. Agency and Human Research 

Review Committee approval was secured. 

The data were statistically analyzed through 

descriptive statistics and the Mann-Whitney U test. A 

description of the sample population was presented from 

the demographic data obtained. The results of the data 

analyses revealed no significant difference in the measured,. 

negative affect levels of acute care and nonacute care 

nurses. The null hypothesis was accepted. 

Conclusions 

From a nursing viewpoint, the literature has stated 

that strong, negative, feelings may result from working 

with the dying patient, and are the most difficult feelings 

with which nurses must deal. This study examined the feel

ings {negative affect levels) of the nurse in the acute 

care and nonacute care setting. The null hypothesis was 

supported after analyses of the data revealed no statis

tically significant differences in the negative affects of 

the two groups tested. The findings of this study cannot 

confirm that death or the dying person alter the negative 

affect states in acute care or in nonacute care nurses. 
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For several investigators whose main focus was on 

the totality of stresses in the acute care setting, there 

has been substantial documentation that acute care nurses 

tend to react to their work environment with a greater . 

degree of negative affect (Gentry, Foster, and Freehling 

1972). The primary difference in the independent variables 

of the Gentry, Foster, and Freehling (1972) study and this 

present study on negative affect rests in their specificity. 

Gentry, Foster, and Froehling's (1972) comparison of acute 

care and nonacute care nurses degree of negative affect 

dealt with nonspecific stressors. This current study on 

negative affect addressed the issue of a specific stress 

factor--the dying patient. Furthermore, Gentry, Foster, 

and Freehling (1972) utilized a battery of psychometric 

tools to assess levels of anxiety, depression, and hostility. 

The present study incorporated a single psychological 

checklist to measure three affect states. · The works of 

Feifel and Hanson (1967) and Denton (i977) also conflicted 

with the findings of the current investigation. Contra

dictory to the findings of Feifel and Hanson (1967) and 

Denton (1977), increased frequency of contact with the 

dying patient did not correlate with a concomitant increased 

level of negative affect toward death. 
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With the possible exception of onocology nursing, 

the literature on death and dying has supported the premise 

that the acute care nurse has more frequent contact with 

the dying patient than the nonacute care nurse. This 

study tends to corroborate with the findings of past 

investigations. A greater percentage of acute care nurses 

interacted with dying patients more frequently than the 

nonacute care group (table 4). The results of the present 

study tend to support the conclusion ·of Golub and Reznikoff 

(1971) and Gow and Williams (1977), who maintained that 

the area where a nurse practices her profession was not 

directly related to the nurse's perceptions of death and 

dying. The results of the study also tend to support the 

findings of Yeaworth, Knapp, and Winget (1974) who found 

that anxiety over death was decreased with increased 

academic preparation. 

The consideration of other affect states, which 

may have been present during the testing sequence were not 

measured. As Hinton (1968) and Engel (1964) have identi

fied in the literature, a wide array of affect states may 

be experienced by the caregiver to the dying patient. The 

Multiple Affect Adjective Checklist measured three transient 

emotions. The value of utilizing a simulated situation 

(viewing a film) and obtaining a quantative measure of 
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candid negative affect may have excluded other feelings 

which would have been present, if an actual situation of 

caring for a dying person could have been measured. 

Sample size is a factor to consider in determining 

the results of this study. The sample size can be attri

buted to three factors: 

1. The topic . may have been personally threatening 

2. A level of motivation was required to complete 

the checklists and view the film 

3. The study was too time consuming 

In conclusion, relatively little attention has been 

given to the emotionality in which acute care and nonacute 

care nurses actually experience the meaning of their rela

tionship to the dying pat_ient. The context of the acute 

care setting versus the nonacute care setting did not 

perceivably influence the nurse participants' degree of 

negative affect expressed toward death and dying in this 

study. The overall conclusions which resulted from this 

study were: 

1. There is no statistically significant difference 

between the negative affects anxiety, depression, and 

hostility of acute care and nonacute care nurses expressed 

toward the dying patient 
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2. The use of simulation to obtain a measure of 
. ( 

negative affect toward death can be utilized to determine 

acute and nonacute care nurses' levels of anxiety, depres

sion, and hostility 

3. The Multiple Affect Adjective Checklist can 

be utilized to determine the acute care and nonacute care 

nurses' level of anxiety, depression, and hostility toward 

the dying patient 

4. The frequency of contact with death and dying 

patients did not affect levels of anxiety, depression, and 

hostility expressed by acute care and nonacute care nurses 

Implications 

This study of negative affect expressed toward 

death and the dying patient by acute care and nonacute 

care nurses has implications for nursing research. Research 

could be done to determine what other factors may influence 

the acute and nonacute care nurses' level of negative 

affect toward the dying patient. Further research could 

also be carried out to investigate the variations of nega

tive affect responses to simulated situations of death and 

dying, and the actual contact with a dying patient. 

The study has implications for the acute care and 

nonacute care nurse who cares for the dying patient. The 

individual nurse should reflect back on her basic nursing 
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educational preparation and make an effort to determine 

how and to what extent her feelings toward death h~s helped 

or hindered her behavior personally and professionally, 

while caring for the dying patient. For nursing practice, 

nurses should recognize that the emotional impact surround

ing death and dying patients may not vary significantly 

from acute care to nonacute care areas. 

Recommendations 

The following recommendations to this study were 

made: 

1. More investigations be made as to the signifi

cance of. negative affect for the nurse caring for the dying 

patient 

2. Studies be conducted to include dying patients 

in onocology and extended care agencies, and the negative 

affect responses of nurses in those areas, as compared to 

nurses in acute care areas 

3. A study be conducted utilizing a battery of 

psychological tests to assess other affective responses 

of the nurse toward death and the dying patient 

4. Studies be conducted to include the affective 

responses of nurses from a religious background and the 

affective responses of nurses from a nonreligiously 

affiliated background 
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5. Studies be conducted to include the affective 

responses of professional health personnel and the responses 

of nonprofessional health personnel toward death and the 

dying patient 

6. Investigations be conducted to determine what 

significance death and dying patients have on a nurse's 

decision of seeking employment in an acute care setting 

as opposed to a nonacute care setting 
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APPENDIX A 



CLASSROOM REQUEST 

TO: Education and Training Department 

Number of peor,le: t.f D - 5 D 
_____ ;;_ ______________ ....,.., ___ _ 

a 501_ .., cl .' II I An.. J.. ~ Day(s) of the week:_-+~-----ooe... ___ r--+---=~---5_,_, --~iiiii,,,.;.,{Q...._ ____ M_ffl~~ I TUIJA. 

Hours of usage: (PLEASE INCLUDE PREPARATION T~~ / .' :,0 - t(sa ~ t.J t&. • 
~ 

Dates: Beginning 4r:ij cJ.'/: Ending ~ ,;J./Z) 

Location Preference;_....;8:;.....;;.CJ_1-1---is __ .. s ________________ _ 
Type of Meeting: _fi_e_S_e=-a. __ ri_C....._~.:--:.:)_...,±"'---u..=~=~__.._. ------------

Requesting Department: WO WI.Qt'\~ 

a~ 17, 19, Zi 
n"at,kSigned · 

Department Name 

Assignment: 

Classroom number 1/0 r/-S.S . Begimu.ng ~f En~(?j 

by :r ~: . ~ ~~~ 
Education and Training Department 

NOTICE: THIS CLASSROOM WILL BE RESERVED~ FOR THE TIME STIPULATED• 
THE CLASS WILL BE AUTOMATICALLY ERASED FROM THE BOOKS ON THE 
DESIGNATED ENDING DATE. 
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POSTED LETTER IN SAMPLED AREAS 

Dear Nurse: 

As part of the requirements of the Graduate School of 

Nursing at Texas Woman's University, I am conducting a 

study on the feelings of the nurse toward the dying patient. 

To identify feelings of the nurse toward the dying patient, · 

you will be asked to complete a checklist before and after 

viewing a 40-minute film entitled Death. There are no 

right or wrong answers to the checklist. You will remain 

anonymous in this study, as no names will be used. Your 

candid response will be invaluable to the results of this 

study. The study will take approximately one hour. If you 

would like to be a participant in this study, a scheduled 

time and place has been set aside for you to participate 

in this study. The scheduled times are: · 4/24--1:30 P.M. 

and 3:30 P.M.; 4/25--1:30 P.M.; 4/26--3:30 P.M. in class

room 804 south-south. This study has the approval of the 

nursing service. Refreshments will be provided. Thank you. 

Pete Nicholas, R.N. 

T.W.U. Graduate Nursing Student 
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DEMOGRAPHIC DATA SHEET 

Please complete the following: 

1. Primary area of practice: (within the last year) 

2. Job title: -----------------------'------
3. Age: ---------------
4. Religion: -------------
5. Nursing education: ---------------------
6. Number of years of nursing experience: ----------
7. Have cared for a dying patient: never, seldom, 

occasionally, often (circle one only) 
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Di rec ti ons: On this sheet you wi 11 finds we.rel s which describe 
kinds of moods and feelings. -Place a check m-2rk beside the 
words listed belm,1 whlch describe how you feel now--toclay_. 
Please check all !he words that deSCTi beyour feelings. · 

1. active 
2. adventurous 
J.--affectionate 
4.--afraid · 
5 .. --agitated 
6 .--agreeable . . 
7.--aggressive 
8.--alive 
9.-alone 

10.-amiable 
11.--amused 
12.-angry 
lJ.-annoyed 
14.-awful 
15.-bashful 
16 .. -bitte~ 
17.-blue 
18.-bored 
19.-calm 
20.-cautious 
21.--cheerful 
22.-clean 
23.-complaining 
24.-contented 
25.-contrary 
26.-cool 
27.--cooperative 
28.=critical . 
29. cross 
30.--cruel 
31.-daring 
J2.-desperate 
33 .--des troy ed. 
34.--devoted 
35. disagreeable 
36. discontented 
37. discouraged 
38. disgusted . 
39.--displeased 
40.--energetic 
41.--enraged 
42.--enthusiastic 
r43 .--fearful 
44.=fine 

45. - 'fit 
L~6 .--forlorn 
47.--frank 
48.--free 
49 .---friendly 
50 .-frightened 
51.-- -furious 
52.-gay 
53.-gentle 
54.-glad 

, ·55 ._gloomy 
_56. good 

· .57 .--good-natured 
.58.-grim 
59.-happy 
60.-healthy 
61.-houeless 
62.-ho;tile · 
63.--impatient 
64.--incensed. 
6.5.-indignant 
66.-inspired 
67.-interested 
68.-irri tated 
69.-jealous 
70.-joyful 
71.-kinclly 
72.-lonely 
73.-lost 
74.-loving 
7.5. ~low 
76.-lucky 
77.-mad 
78.--rnean 
79.-meek 
80.-merry 
81.-mild · 
82.-miserable 

,. 8.3 .-nervous 
84.=obliging 
85. offended 
86.--outraged 
87.-panicky 
88. patient 
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89 .~peaceful 
90. pleased. 
91._nleasant 
92.__poli te . 
93.__powerful 
94. quiet · 
95.--reckless 
96.-rough · 
97.-sad . 
98.-safe · 
99.-satisfied. 

100.-rejected 
101.--secure 
102.=shaky 
103. shy 
104.-soothed 
10.5.-steady 
106.-stubborn 
107.-stormy 
108.-strong 
109.-suffering 
110.--sullen 
111.-sunk 
112.-sympathetic 
113.-tame 
114.-tender 
115.-tense 
116.-terrible 
117.-thought~ul 
118.-timid 
119.-tormented 
120.-understanding 
121.-unhappy 
122.-unsociable 
123.-upset 
124.-vexed 
12.5. w~rm 
126. whole 
127.-wild 
128.--wi llful 
129.-wilted. 
130. worrying 
131._young 
132._terrified 
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TO 

D A T E 

EdlTS 
Post Office Box 7234 • San Diego, California 92107 • Phone (714) 488-1666 or 222-1666 

:n1.I E S S ..P,J.. G E 

Peter N. Nicholas R. N. 
3212 Kiest Forest 
Dallas Texas 75233 

. Sep~ 30, ,1977 .. ·: .. - · -- . - -- .. ~ -- . , .. 

REPLY 
DATE 

. . . __ .. .. Dear Peter Nicholas: 

BY 

Thank you for your letter of Sept 26, 1977 
regarding use of the MAACL in your dissertatio • 

We have the form signed by your sponsoring 
professor which grants you permission to 
purchase materials for use in your research. 

· ·· Beyond this lam not certain· what permission 
you may be requesting. If you could clarify 
your needs in this regard I would be happy to 
respond. 

s1ir·11~ .. )/ ·. ---·· o, rFtN m~;.; . .,r,v,r,f' . .. . • ..• ... •.. 

Robert R Knapp 
SIGNED 



APPENDIX F 



ISSUE AT .lfP 
FEE CARD _____ _ 

q/7 
,/ CODE ____ d=/____,/'----

. DELIVERY DATE .-¥._ ;lo/ 0 

, ' 

PATRON PICK-UP :). t/ PATRON RETURN ~ (e.,, 
soRRowER Q--:-......ti..-o.-c\:.::::·~o~ .... =---:1:\..L_ 4-l,,,,~.:2..:f-=~;.;::;:'-=£~Jt.a=)~·..::.-..-1.L.-____ _ BY 

✓ FILM NO. TITLES MINUTES AMT. PD. 

(\ LJJQ ~ .,n-\•\. ' 
.. ;7 / , . ... , 

I> 
,. 

/ 
-.. --. --

-
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--~ --

FEMARKS: (CONDITION OF FILM) 

NUMBER OF SHOWINGS 4 NUMBER OF VIEWER·s 35 
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DALLAS COUNTY HOSPITAL DISTRICT 
EDUCATION & TRAINING DEPARTMENT 

AUDIO - VISUAL SERVICES t_/5'nu.,;:, U~,.,, 
Ut9-f&l)_ 

Type of eq ui pmen t needed: ~ f,?VLP-P-1}::<'-J I 0 ~ JPv> ;ec-hn--i. 
Type of software needed:_' ________________ _ 

Day(s) of the week: t/J4Y ; tf/J.C L/-tJ.~ 
Hours of usq.g·e: (PLEASE INCLUDE PREPARATION TIME)- /-,3~ -c5J.:-30 

1/ l7tl .~ . 1._dri~ 3:3D--- t../~ 3D 
Dates: Beginning J/f7>..,l Ending T_fsl.-_ ~. . 

Locatio·n of usage: . 30 (/ S 5 -----------~-----------

~m~Ntt~ ~~ Date: 

EXTENSION: 3~ f g(;; ~5 

TERMS: I UNDERSTAND THAT THIS IS FOR THE CHECK-OUT PERIOD SPECI
FIED; THAT I AM RESPONSIBLE FOR THE SAFE RETURN OF THE ABOVE EQUIP
MENT; ANO THAT I WILL BE RESPONSIBLE FOR THE ABOVE EQUIPMENT IF NOT 
RETUENED. 

PICK-UP SIGNATURE: 

RETURN SIGNATURE: 

DATE RETUR!'lED: Lf@y 
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-=ti ~, 
EQUIPMENT if :c:2 ecµJ / /t~q_J '-( 
CHECKED OUT BY: 

CHECKED IN 

. . , !Jt 
~-..A f . ._,/ 
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PANEL HE.MEER QUESTIONNAIRE 

Please complete the following: 

1. Does the film you have ju~t seen depict death and . 

the dying process realistically? 

2. Is the film relevant to acute care nursing? 

3. Is the film relevant to nonacute care nursing? 

Thank you. 
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APPLICATION TO HUJVIAN RESEARCH COMMITTEE 

Subject: Research and Investigation Involving Humans. 

This abbreviated form is designed for describing proposed programs in which 
the investigators consider there will be justifiable minimal risk to human 
participants. If any member of the Human Research Review Committee should 
~equire additional information, the investigator will be so notified. 

One copy of this statement and a specimen Statement of Informed Consent 
should be submitted at least two weeks before the planned starting date to 
the chairm~n or vice chairmen on the appropriate campus. 

Title of Study: A COMPARISON OF NEGATIVE AFFEC'r EXPRESSET) 

TOWARD DEATH , BET1.>IEE ~J INTENSIVE CARE A ND 

NO'.\J INTENSIVE CARE NUJ:l~ES 

Chairman of Thesis Committee Dr. Barabara Carp~r. 

Thesis Committee Members: B. Carper -------------------------
G. Goosen 

P. Kurtz 

Graduate Student: Peter N. Nicholas, Jr. 

Estimated beginning date of study: 2/7 8 --------------------------. 
Estimated duration: 2 weeks 

Address where approval letter is to be sent: 3212 Kiest Fqr~s:t, . Dallas, Tx 75233 
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1. Brief description of the study ( use additional IJages or attachments} if 
desired~ and include :.he approximate number a~'1d ages of participants, and 
where they will be obtained). 

See page no. 4 

2. What are the potential risks to the human subjects involved in this 
research or investigation? "Risk" includes the possibility of public 
embarrassment and improper release of data. Even seemingly nonsignificant 
risks should be stated and the protective procedures described in 3. below. 

a) invasion of privacy 

b) emotional distress secorrlary to viewinP; the film 

3~ Outline the steps to be taken to protect the rights and welfare of the 
individuals involved. 

See page no. 4 and 5 

➔~ part 3 

4. Outline the method for obtaining in~ormed consent from the subjects or 
from the person legally responsible for the subjects. Attach documents, 
i.e., a specimen informed consent form. These may be properly executed 
through completion of either (a) the ~-g-itj;en description form, or (b) the 
oral description form. Specimen copies are available from departmental 
chairmen. Other forms which provide the same information may be accept
able- A written description of what is orally told to the subject must 
accompany the oral form. 

a) written consent form. 
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5. If the proposed study includes the ad.ministration of personality tests, 
inventories, or questionnaires, indicate how the subjects are given the 
opportunity to express their willi.ngness to participate. If the subjects 
are less than the age of .Legal consent, or mentally incapacitated, indicate 
how consent of parents, guardians) or other qualified representatives will 
be obtained. 

j_. A::i i ntrod nctory letter wi 11 be nosi::ed in the c1reas to he 
sarrrpled • 

2. A more soecific cover letter will be given to all potential 
subjects·, immediately prior to testing, 

3, If a subject does not wish to participate, he wlll be 
instructed to not si13:n the written consent form, 

Signed 

Signed 

Signed 
Signed 

Program Director 

Graduate Student 

Dean, Department Head, Director 

Date received by committee chairman: 
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1. • De s c ri pt j_ o n of st 1x1 y : TM. s st ud y w i 11 be to d 12 t er mi vie 

:if a p.;rou_p of i nten.sive ca.re nurses differ from a ,o:roup 

of non intensive care nurses in their expression of 

n~.~ative affects (anxiety, depression, and hostility) 

towam the dyt:1.g patient. EB.ch ~roup wi 11 have at least 

t:,renty respondents, w1:1.o wi 11 cor!'lp lete the 132 item 

i· i~J ltiple Affect id j ecti ve Checklist hefo:re an4. after 

viewing a forty-three minute film about a terminal 

cancer patient. 

The subjects wi 11 be enroloye:1 at a 900 bed acute 

hospital in Texas, to'tnclude registered nurses, licen

sed vocA.tional nurses, and u.nlj_censed staff nurses. 

Subjects will be voluntary participants in the study 

from a medical intensive care unit, a sur_p;ical intensive 

care unit ·, e. general surgery war:1, and a general rnedi.cal 

wa:rcl. Subjects wi 11 ,1)e tested away from patient care 

areas on the 7 am .to 3 pm. and Jpm to 11 pm shifts. 

Analysis of numerical scores from the checklists of 

both p-;roups will be through the Mann U Whitney test. 

3. o.) all subjects wi 11 be gj_ven a. written explanation 

of the s ,tudy. 

b) all subjects •wi 11 remaL~ .anonymous. A.11 checkl:i. sts 

wi 11 be coded with a rn1mber selected hy sub,jects 

upon entering the testin[-t area. 

c) the method of clata collection wi 11 be approverl by 

the nursing servi~e departm~nt at the sample hospital. 
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J • d ) To en.sure for the pro t e ct i c n of 8. s 1 l°b ,j e ct t s 

potential emotional rj_ sks i :ivo lved, a U sti nq: 

of the free resource/ refe:c-ral servj_ces avsJ.lable 

to the participants -wlll be provided to the subjects 

at the completion of each testing period. 

These include: 1. Rev. H, Gerber, ChapJ.a.incy Service 

Parkland Hospital 

2. J. Heed, counselor, Baylor 

University School of Nursing 
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LETTER TO DIRECTOR OF NURSING SERVICE 

April 3, 1978 

Dear Director of Nursing Service: 

In partial fulfillment of the requirements of the Graduate 
School of Nursing at Texas Woman's University, I am 
researching the degree of negative affect expressed by 
nurses in intensive care and nonintensive care areas toward 
the dying patient. 

To identify those responses of the nurse after viewing a 
forty-three minute .film about a dying patient, nurses from 
two intensive care and two nonintensive care settings will 
be asked to complete a 132-item adjective checklist, before 
and after viewing the film. I would like to include the 
staff nurses from the medical intensive care, surgical inten
sive care, a general medical ward and a general surgical 
ward as the total population sample. 

Enclosed are the forms for agency permission, a copy of 
the thesis proposal, and the approved Human Research form 
of Texas Woman's University. 

Any conditions you state will be agreeable. I would like to 
meet with you at your earliest convenience, . should you have 
any questions regarding this study. Thank you •. 

PN/jm 

Sincerely, 

~~1"' ~ 
Peter Nicholas, R.N. 
3212 Kiest Forest 
Dallas, Texas 75233 
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TEXAS WO~IAN'S UNIVERSITY 

llurnan Research Committee 

Name of Investigator: Peter N. Nicholas, Jr. Center: Dallas 

Address: 3212 Kiest Forest. Date: March 24, 1978 

Dear 

Dallas, Texas 75233 

Mr. Nicholas: 

Your study entitled 
A Canparison of Negative Affect Expressed Toward Death 
Between Intensive Care and Non Intensive Care Nurses 

has been reviewed by a committee of the Human Research Review Committee 

and it appears to meet our requirements in regard to protection of the 

individual's rights. 

Please be reminded that both the University and the Department 

of Health, Education and Welfare regulations require that written 

consents must be obtained from all human subjects in your studies. 

These forms must be kept on file by you. 

Furthermore, should your project change, another review by 

the Committee is required, according to DHEW regulations. 
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Sincerely, 

Chairman, Human Research 
Review Committee 

at Dallas 
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DALLAS CENTER 
l810 Inwood .Road 
Dallas, Texas 75235 

TEXi-'\.S HOMAN 'S UHIVERSITY 
COLLEGE OF NURSIIJG 

DENTON, TEXAS 

HOUSTON CENTER 
1130 M.D. Anderson Blvd. 
Houston, Texas 77025 

AGENCY PER.MISSION FOR CONDUCTING STUDY* 

THE Dalla.s County Hospital District _____ .....__ ___________________ _ 
GRANTS TO Peter N. ?Jicholas J:r. ---------------------------
a student enrolled in a program of nursing leading to a Master's Degree at 
Texas Woman's University, the privilege of its facilities in order to 
study the :following problem: 

This study will deter:-nine if there is a difference 

between the selected affective responses of intensive 

care and non intensive care nurses toward the dying patient. 

The conditions mutually agreed upon are a.s follows: 

1. The agency (may) (n:02 1 ;,t) be identified in the final report. 

2. The names of consultative or administrative personnel in the 
agency (may} (.i:: 5 -Eio't} be identified. in the final report. 

3. The agency (,;:: bu) (does not want) a conference with the stu
dent when the report is completed. 

4. The agency is {willing) (1:1nliilltng) to allow the completed 
report to be circulated through interlibrary loan. 

5. 

Signature of stude · S gna.ture 

gency Personnel 

of Facul~y ~Af-~ 
*Fill out and sign three copies to be distributed as follows: Original-~ 
Student; first copy--=-aci-ency; second copy - T.H.U. College of Nursing. 
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Cover Letter Presented Individually 
to Subjects Prior to Taking Test 

Dear Nurse: 

I am researching the feelings of the nurse toward 

the dying patient in the hospital. The subject of . dying 

and death is of interest to me, and a concern to every 

nurse. I am conducting this project . in partial fulfill

ment of the requirements of the Graduate School of Nursing 

of Texas Woman's University. 

To identify feelings of the nurse toward the dying 

patient you will be asked to complete a checklist both 

before and after viewing the film Death. 

The entire time needed to complete this should 

take about sixty minutes of your time. You candid response 

will be invaluable to the results of the study. Please do 

not include your name on any of the forms. 

The results of this study will be available through 

nursing service and in the library at Texas Woman's Univer

sity. 

Thank you. 

Sincerely, 

Pete Nicholas, R.N. 
Researcher 
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90 
TEXAS HOMA21T' S UNIVERSITY 

(Form A - \·Tritten presentation to subject) 

Consent to Act as a Sub,ject for Research and Investigation: 

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

1. I hereby authorize Peter N. Nicholas Jr. 
(Name of person(s) who will perform 
:!_)rocedure( s) or investigat5 .:m( s)). 

to perform the following procedure(s) or investigation(s): 
(Describe in Detail) 

complete a 132 item checklist before and after viewing the forty-three 
minute film , ;'Death". 

2. The procedure of investigation listed in Paragraph 1 has been explained 
to me by Peter N. Nicholas Jr. 

(Name) ---------------

3. I understand that the procedures or investiga~ions described in Para
graph 1 involves the following possible risks or discomforts: 
(Describe in detail) 

I.invasion of privacy by taking a psychological test 
2. emotional distress secondary to viewing the film 

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

1. awareness of the feelings of the dying patient 
2. awareness of the feelings of the nurse toward the dying patient 

5. An offer to answer a2.:1.. of my questions regarding the study has be.en 
made. If aJ.ternati.ve procedures are more advantageous to me,they have 
been explained. I understand that I ma;y terminate my participation in 
the study at any time. · 

Subject's signature Date 

(If the subject is a minor, or otherwise unable to sign, complete 
the following) 

Suuject is a minor (age __ ), or is unable to sign because: 

Signatures (one rec.:uired): 

Father Date 

Mother Date 

Guardian Date 
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REFERRAL SERVICES 

The following individuals are available for follow

up or consultation at no cost to all the participants in 

this study: 

1. Dr. John Reed, Counselor, Baylor School of 

Nursing, telephone, 820-3361 

2. Chaplin Richard Gerber, Parkland Hospital, 

telephone,. 638-1800. 
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RAW SCORES FOR ACUTE CARE NURSES 

Pretests Posttests 

A D H Subject A D H 

7 9 8 1 9 8 8 

10 12 9 2 10 11 7 

9 13 8 3 8 11 6 

12 10 9 4 11 13 9 

5 8 6 5 9 14 8 

6 9 5 6 8 12 8 

11 13 10 7 9 11 8 

10 12 8 8 6 10 7 

5 9 6 9 10 11 10 

6 8 5 10 6 8 9 

12 11 9 11 8 12 9 

7 9 7 12 7 9 5 

8 12 9 13 9 8 7 

Note: A = anxiety scale 
D = depres~ion scale 
H = hostility scale 
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RAW SCORES FOR NONACUTE CARE NURSES 

Pretests Posttests 

A D H Subject A D H 

11 9 6 1 8 12 8 

7 10 9 2 7 11 9 

9 11 7 3 10 12 7 

7 10 6 4 12 15 9 

11 14 10 5 7 13 10 

10 12 8 6 6 10 6 

7 11 7 7 10 10 8 

11 10 8 8 11 11 6 

8 10 7 9 8 9 8 

6 9 6 10 9 9 10 

9 10 9 11 9 8 6 

Note: A = anxiety scale 
D = depression scale 
H = hostility scale 
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