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CHAPTER 1 

INTRODUCTION 

In the 1970s there were an estimated 3,500,000 

cancer deaths in the United States, over 6,500,000 new 

cancer cases, and more than 10,000,000 people under 

medical care for cancer. The American Cancer Society 

(1978) has estimated that-approximately 255,000 Americans, 

or about one-third of all people who were diagnosed with 

cancer in 1979, will be alive at least 5 years after 

treatment. Despite successes in treatment, cancer remains 

the second highest cause of death in the United States. 

Society views cancer as one of the most dreaded, 

wretched diseases of modern time. The word cancer is 

often associated with loss, death, pain, hopelessness, 

and despair. According to Donovan and Pierce (1976), 

it is now more acceptable in the eyes of society to have 

venereal disease than to be diagnosed with cancer. 

Loss is an integral part of human experience which 

has profound consequences from birth to death. Loss may 

be defined as a state of being deprived of or being with

out something one has. While certain losses are necessary 

concomitants of growth and are predictable, others are 
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haphazard and unpredictable. Losses may be sudden or 

gradual, traumatic or nontraumatic. The reaction to 

loss inevitably includes attempts to repair the real 

or anticipated disruption, Grief is the most common 

and presumably most adaptive reaction to serious loss 

(Peretz, 1970) , 

In order for the nursing profession to provide the 

highest quality nursing care to the oncologic patient, 

the profession must realize that the hospitalized onco

logic patient represents a segment of society and brings 

with him/her a variety of beliefs, losses, and reactions 

regarding the disease. In developing the nursing plan 

of care for each individual oncologic patient, it is 

necessary for the nurse to understand the patient's 

perception of the disease process as well as to become 

attuned to his/her own perception of the patient. 

This study was designed to investigate these percep

tions,. 

Problem of Study 

The problem of this study was to determine if there 

was a difference between the patient's perception and 

the nurse's perception of the oncologic patient's own 
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health adaptatibn proces~ using Engel's (1962) four 

stages of adaptation to loss theory. 

Justification of Problem 

The problems associated with the side effects of 

cancer treatment are complex, These problems are so 

new that there is little objective knowledge, especially 

in the psychosocial area, to provide guidance to the 

care givers or to the patients (Sinks, 1978). These 

problems emphasize the need for study and clinical re

search. 
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Hildebrand (1978) summarized some reactions and 

attitudes toward cancer in her article entitled "Symposium 

on the Nursing Management of the Cancer Patient Receiving 

Chemotherapy" as follows: 

It seems that everyone, including health profes
sionals, reacts with high anxiety not only to the 
disease cancer, but even to the word "cancer." 
The concepts people associate with cancer are pain, 
death, acute and prolonged suffering, and cachexia. 
Almost anyone can tell stories of a loved one who 
is "fighting the battle" against cancer or who "has 
been lost" to cancer. Cardiovascular disease accounts 
for more deaths than all other diseases put together. 
Yet, the words "heart attack" and "cardiovascular 
disease" do not have the "dirty" connotations that 
the word "cancer'' has, (p. 267) 

Cancer is generally a chronic illness. Even when the 

treatment is curative, the person's reaction to the 



disease can result in a chronic psychological handicap. 

Donovan and Pierce (1976) stated that the reactions of 

chronically ill individuals have been noted for the most 

part with patients suffering from tuberculosis. Experi

ence seems to substantiate the assumption that these 

observations are valid for the cancer patient as well. 

The chronically ill person is a socially displaced per

son. This person is suspended between life and the 

future. Prolonged hospitalization intensifies this 

isolation from life. The person feels he/she is no 

longer the master of his/her own life and body; they 

are being controlled by forces external and beyond under

standing (Donovan & Pierce, 1976). 
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In a study by Mitchell and Glicksman (1977) of 

patients currently receiving active treatment for cancer, 

50 patients were interviewed~ All of these patients had 

cancer and 94% were able to tell this to the interviewers. 

Many were frightened of the experience of treatment and 

few felt prepared. The patients' attitudes toward ill

ness and toward the staff were anxiety, depression, anger, 

and guilt. Patients were said to evoke defense mechanisms 

such as identification manifested by joining the doctor 

in the fight against cancer or in dependency which included 



attributing_supernatural powers to the doctors and thera

pies, Eighty-two percent of the patients expresied the 

opinion that the referring physician and therapist were 

not the people to whom they would bring emotional prob

lems. All the patients perceived that the staff nurses 

were present to run the examining area and to help the 

doctor. Although some of the patients asked the nurses 

questions about side effects, all patients were said to 

believe that medical problems were for the doctors 

(Mitchell & Glicksman, 1977). 
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According to Burkhalter and Donley (1978) people 

tended to possess ambivalent attitudes toward self-power, 

or the ability to control onets own destiny. The dying 

cancer patient may be fearful of losing power over death 

while at the same time knowing at a rational level that 

power over death is not an option that can be exercised 

for an indefinite period of time. This fear of powerless

ness, then, may result in a self-reinforcing cycle of 

anxiety and fear; for example, as fear of one's powerless

ness is recognized, anxiety arises. Anxiety leads to 

discomfort and acknowledgement of one's mortality, which 

in turn may foster fear of death, and the cycle repeats 

itself, 



There exists a great need for the nurse to take a 

holistic approach in caring for the oncologic patient. 

It seems that if the patient's perception of the adapta

tion to loss and the nurse's perception of the patient's 

adaptation to loss are congruent, then the plan of care 

developed by that nurse for that specific patient should 

reflect the utilization of mutual goal setting. Through 

this mutual goal setting the patient's grief process is 

highly supported. 

Theoretical Framework 

Engel (1962) developed a model of adaptation to 

loss which provided a framework upon which to base 

the following behaviors which one sees in the onco

logic patient: avoidance, denial, suppression, anger, 

anxiety, depression, withdrawal, dependency, and 

acceptance, Engel's four stages of adaptation are: 

(a) disbelief, (b) developing awareness, (c) reorgani

zation, and (d) resolution. 

During the stage of disbelief, the person attempts 

to postpone the impact of the diagnosis with (a) avoid

ance--the patient just refuses to notice the symptoms; 

(b)suppression--the patient recognizes the symptoms but 

dismisses them from his/her mind; (c) denial--the 
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significance is suspected but dismissed. The person 

cannot as yet openly face the reality of the situation. 

The individual may not block the entire situation, but 

may isolate the emotional component from his/her con

sciousness. 
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The actions characteristic of the stage of developing 

awareness are considerably more varied than those in the 

stage of disbelief~ Anger is the predominant emotion. 

The dependency resulting from the diagnosis and therapy 

makes the patient extremely vulnerable. This vulnerability 

elicits intense anxiety and a desire to flee or attack 

the object feared. Some oncologic patients express anger 

at God, luck, life, and poor health practices or previous 

doctors. Others may displace this anger onto objects 

in their environment. Internalized anger, in the form 

of depression and withdrawal, is a very common trait. 

The patient has a tendency to hate and reject his/her 

own body, which is often perceived as defective. There 

is also expectation that others will feel the same way 

regarding the cancer patientts body. Hostile or with

drawn behavior makes it difficult for the family and 

those involved in his/her care to show that he/she 

remains a worthwhile person. 
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It is only as the person begins the process of 

reorganizing that he/she can openly discuss his/her 

illness. Some of the behaviors of the previous stages 

continue into this stage. Even blatant denial recurs 

periodically as the patient seeks relief from the stress 

of coping. Dependency and aggression are seen most often 

as the. principle behaviors of this stage. Depression 

reactions also occur frequently. The need to talk is 

great, but since anger and withdrawal may alternate with 

dependency, aggression, and a desire to talk, the need 

for continual evaluation of the patient's needs is of 

paramount importance. A good listener will be able to 

gauge the situation and act as a safety valve as well 

as teacher, counselor, and care giver. 

The stage of resolution implies a positive adjust

ment to the illness. It is hoped that the modifications 

the patient makes in perception of self, life, environ

ment, and reaction to these modifications will be bene

ficial and realistic (Donovan & Pierce, 1976). 

Assumptions 

The assumptions relevant to this study were: 

1. Oncologic patients experience a variety of 

losses. 



2. Individuals who experience a loss of some 

nature will experience an adaptation process to that 

loss. 

3, Oncologic patients react differently to their 

losses. 

4. The level of wellness will depend upon the 

degree of adaptation to the loss. 

5. The perceptions of individuals vary. 

6. The stage of adaptation can be perceived by 

others. 

Hypothesis 

The hypothesis for this study was: 
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There will be no difference between the patient's 

perception and the nurse's perception of the patient's 

stage of adaptation to loss as measured by the Adaptation 

to Loss tool based on Engel•s four stages of adaptation 

to loss, 

Definition of Terms 

The following definitions were utilized in this 

study: 

1. Perception--an immediate or intuitive cognition 

or judgment often implying observation or subtle dis

crimination (Webster's New Collegiate Dictionary, 1980). 



2. Perception of adaptation to loss--patient's 

and nurse's intuitive cognition of one of the four 

stages of adaptation as outlined in Engel's model of 

adaptation to loss. 

3. Nurse--that registered nurse who is responsible 

for planning the nursing care of a given patient(s) as 

documented in the patientis nursing care plan. 

4. Patient--any person who has been admitted to a 

hospital oncology unit with a diagnosis of cancer. 

Limitations 

The following variables were limitations that could 

have had an effect on the conclusions of the study: 

1. Subjects may be at various developmental points 

in the life cycle. 

2. Subjects may have varying backgrounds; for 

example, educational and experiential. 

3, Subjects may have varying socioeconomic, polit

ical, ethnic, and religious backgrounds. 

4. Each subject has an inherent personality unique 

to that individual, 

5. Each nurse may complete one tool for a number 

of patients. 

10 
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Summary 

The problem of the numerous losses sustained by 

the oncologic patien~ is a timely one for nurses to 

study. A theoretical base provided guidance for view

ing the problem and constructing the tools for the study. 

Assistance in any form to the nurse for caring for onco

logic patients should ,be welcomed by the care giver. 



CHAPTER 2 

REVIEW OF LITERATURE 

This study was concerned with documenting patient's 

perceptions and nurse's perceptions of the patient's 

stage of adaptation to loss. The available literature 

does not indicate that adaptation to loss in this popu

lation has been previously measured. The literature 

reviewed in preparation for this research investigation 

focused upon four major areas of concentration. The 

first area was concerned with the concept of loss and 

grief. The second area reported on the patient's per

ception of loss. The nurse's perception of loss is 

the focus of the third section, and the fourth section 

is composed of research studies related to the concept 

of death. 

Concept of Loss and Grief 

From birth to death individuals experience many 

losses, whether these losses be real or imagined. Re

actions and how well adaptation takes place influence 

the character developed and the attitudes formed. Separa

tion from the security of the womb, losing a favorite 
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toy, and leaving home for the first time are all forms 

of loss with which one learns to cope. The various 

types of loss experienced during life can serve to pre

pare persons to some extent for the ultimate loss: that 

is, the loss of one's own life. 

The loss may be of an object, a limb, an organ, a 

person, or a relationship. Some losses will represent 

a much greater threat to well-being than others. There 

is no reason for believing that all types and degrees of 

loss will result in similar reactions or an equal aware

ness of grief for what is past and gone (Speck, 1978). 
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Grief is usually interpreted as both a reaction to 

loss and the process of realization by which persons adapt 

to the loss and inwardly accept the reality of an event 

that has already occurred outwardly. It is a psychological 

process by which people fill a gap in their lives after 

losing a large part of their world. To describe grief as 

a process correctly implies that there is a perception of 

something occurring over a period of time, and that its 

nature will change with time. Grief seems to run a more 

or less steady course but is modified mainly by the 

suddenness of the loss, the previous personality of the 

bereaved, the nature of the preparation for the loss, 



and the significance of the lost object to the person 

who is bereaved (Speck, 1978). 

Although it is not frequently thought of in these 

terms, Buxbaum (1966) stated that the process of grief 

frequently begins before death and can include the dying 

patient, friends and relatives, and the professionals 

14 

who seek to deal with the process of dying. Buxbaum 

believed that grief was the necessary total process-

emotional, spiritual, and physical--in which the 

individual terminates a relationship with an important 

person or thing in order to reinve~t his/her life in 

other persons or things. It is a total process because 

it often includes emotional and physical suffering as 

well as painful religious reassessments. From the moment 

a person knows that he is facing death, he/she begins to 

grieve. All of the feelings that are vital elements in 

the grief process may come into play. The dying person 

involuntarily, according to Buxbaum, begins the process 

of letting go of the world and those whom he/she loves 

and who love him/her. ~f the grief process is successful, 

the dying person arrives at the moment of death with a 
I 

peace born of an emotional detachment from the concerns 

of life. He/she is, in this sense, ready to die. 
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Freese (1977) surmised that there are different 

forms of grief. Freese claimed that anticipatory grief is 

similar to a full-dress theater rehearsal, a dry run, of 

what is expected, Yet, anticipatory grief, when under

stood, recognized, and handled jointly by both the future 

survivor and the dying person, can give this limited 

period of time a quality many regard as unequaled in 

ordinary and everyday life, 

The term r.:anticipatory grief," was first used by 

Lindemann (cited in Freese, 1977) regarding the reactions 

of families of soldiers and other fighting personnel who 

faced possible death in combat. Today, however, this term 

is applied specifically to the situation in which both 

the future survivor and the dying person are faced with 

an inevitable death, most commonly from terminal cancer. 

While the two face a different outcome, both the survivor 

and the dying person face the loss of objects: for the 

dying person, the loss of everything, even himself/ 

herself as an individual; for the survivor, the loss of 

a loved one. 

Speck (1978) contended that if a person could be 

prepared for the loss, in anticipation of it, then he/ 

she may be enabled to meet the loss in a more constructive 



way. In crisis theory a technique of preventive inter

vention (anticipatory guidance) is suggested as being 

helpful in adjusting to the impact of loss. The main 

aim of such guidance is to enable the person to cope 
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by discussing the details of the impending crisis before 

it actually occurst Such preventive intervention not 

only is of benefit to the individual awaiting the crisis, 

but it is also helpful for those who will share the 

event whether as family or as members of the caring pro

fessions. The object of such guidance is to mobilize 

the person'·s strength beforehand so that it is possible 

to meet a loss more constructively. By being told in 

detail what to expect, and by imagining in advance what 

it might feel like, one is able to lower the anxiety 

level and develop a readiness for a healthy reaction. 

Freese (.1977) asserted that anticipatory grief, like 

all other forms of grief, is ambivalent itself: while on 

the one hand it prepares the survivor for the event and 

does at least some of the grief ' work beforehand, on the 

other hand it also leads to guilt feelings which may 

interfere with the working-through process both before 

and after the death. The effects of this grief, like all 

mourning, are dependent on the bereaved~s past and what 

has been learned about separation and loss since birth. 



The Patient's Perception of Loss 

According to Aldrich (1963) the literature on the 

dying patient is primarily concerned with the fear of 

death and whether or not to tell a patient that he/she 

is dyingt Although authors who write about the dying 

patient do not always differentiate clearly between 

communication of the diagnosis, usually cancer, and 

communication of the prognosis, most of .these authors 

generally hold strong opinions for or against telling 
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the facts to the patient. Telling is recommended because 

the patient has a right to know, because he must put his 

affairs in order, because he will be a better person for 

knowing it. Not telling the patient of impending death 

is recommended because the idea of death is too much for 

a person to tolerate, because it will be denied anyway, 

or because the information may precipitate a suicidal 

depression. 

The term '·'grief," Aldrich (.1963) pointed out, is 

usually applied to the emotional experience of survivors 

at the loss of a friend or relative. Grief is a reaction 

to separation which may occur in anticipation of death 

or a long period of separation as well as after death, 

and it is not materially modified by a belief in an 



afterlife. Schilder (cited in Aldrich, 1963) suggested 

that a process analogous to grief takes place in the 

dying person ·as well as in his relatives and friends. 
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Aldrich (1963) fostered the assumption that inter

ruption of object relations is the major threat of death 

and can also help to explain the reduction in the extent 

of denial and the greater acceptance of death often seen 

as death approaches. As a patient's illness continues, 

particularly when it is associated with pain, the patient 

becomes more concerned with himself/herself and less 

concerned with outsiders. In this situation, the sig

nificance of other individuals to the patient is gradually 

reduced and, consequently, the extent of the anticipated 

loss is reduced. The retraction of ego boundaries may 

continue to the point at which the patient no longer needs 

to deny or to be unrealistic and, therefore, becomes more 

capable of accepting death. 

Freese (.1977) further explained that with a mutual 

awareness of the problem, the survivor and the dying 

person can work together to make something good out of 

it all and to find gain in the loss. This is why so 

many observers now urge that the patient be told the 

truth about the condition, the diagnosis, and the future: 



otherwise, both the dying and the survivor-to-be are 

cheated out of those last days, w~eks, or even years 

which can be valuable and rich times. 
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For patients with cancer, earlier detection, more 

strenuous surgical treatment, new chemotherapeutic agents, 

and better combinations of treatment have increased the 

chances of survival. In addition, the period of ,illness 

preceding death has been positively altered by these 

changes. Unlike deaths in some cultures where patients 

are moved back home with families to die, more than one

half the deaths in the United States occur in a hospital 

(Schoenberg & Senescu, 1970). 

Schoenberg and Senescu acknowledged individual dif

ferences in response to the threat of illness, helpless

ness, disability, pain, and separation. These differences 

in personality patterns are derived to a large extent 

from past personal experiences. The patient's responses 

to life-threatening illness may be considered maladaptive 

if the reactions are stronger than the danger warrants, 

i! they persist when the threat no longer exists, or if 

the appropriate responses to danger are lacking. At what 

point the emotional response is to be labeled a psy

chiatric problem depends on how the physician views the 



function and the ability to manage emotional complica

tions. The major behavioral criteria of a significant 

emotional complication in a patient with cancer or 

chronic disease are noted when the emotional reaction 

(a) prevents the patient from seeking or cooperating 

with indicated treatment; (b) significantly increases 

the pain and distress of the illness; (c) interferes 

with effective functioning in the vocational, social, 

and family spheres; (d) results in a disorganization 

of personality with the appearance of psychiatric sym

toms. In the latter instance, an essential feature is 

the tendency of the patient to misinterpret the environ

ment in terms of his/her feelings, particularly those 
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of fear, anger, and guilt. These feelings occur to some 

degree, often automatically and unconsciously, as a 

reaction to a threatened loss of function of the prospect 

of pain and mutilation. 

Schoenberg and Senescu recorded the following patient 

reactions: (.a) pain and fear, (b) dependency, (c) anger, 

(d) loss of self-esteem, (e) guilt, (f) loss of pleasure, 

and (g) dying. For a patient with a life-threatening 

illness, fear can be both realistic and/or exaggerated. 

A patient~s magnified fear of dying may be the result of 



displacement from other sources of anxiety, such as fear 

of separation, abandonment, loneliness, mutilation, loss 

of control, loss of identity, and infantile behavior. 
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One may say that the fearful patient imagines dangers 

which then elicit more fears, Many patients regard fear 

as an indication of weakness, inferiority, or immaturity, 

and, therefore, are reluctant to express it. The con

scious awareness of fear may be hidden and express it

self only in physiologic disturbances, fearful dreams, 

or emotional withdrawal. Tension, restlessness, and 

nervousness are common indications of the underlying 

fear and anxiety tSchoenberg & Senescu, 1970). 

In chronic disease or in any illness requiring 

repeated and prolonged hospitalization, the patient is 

inevitably placed in a dependent position which causes 

him/her to feel childlike and helpless. How the indi

vidual manages these feelings is related to how dependency 

needs were met in earlier relationships of childhood. If 

the patient felt secure and loved in early life, he/she 

will find it easier to depend on and to trust the phy

sician and nurse. The patient who fears dependency may 

fight off any indication of not being able to care for 

himself/herself: makes his/her own rules, resists the 



nurse's assistance, and second-guesses the physicians. 

If the illness is too overwhelming, the individual may 

give up the fight and become depressed. 

Like fear, anger can be an anticipatory response to 

the threat of pain, _damage, or loss of function. In the 

hospital, the expression of anger is discouraged even 

more strongly than fear. The fearful, compliant, ingra

tiating patient is likely to be rewarded, while the 

angry, demanding, complaining patient often elicits 

punitive or retaliatory behavior by hospital personnel. 

It is frightening for a patient in a dependent position 

to express anger toward a physician or nurse upon whom 

he feels totally dependent for survival. In order to 

control or hide anger, the patient may withdraw from all 

self-assertive behavior and become emotionally inacces

sible (Schoenberg & Senescu, 1970). 
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Although most patients feel somewhat damaged by 

their illness, there is greater likelihood of these 

feelings in chronic disease and cancer. Damage to the 

individual ts self-esteem is initially a result of the 

patient's reaction to the primary disease and is closely 

related to a variety of emotional reactions. In general, 

the factors that contribute most to the reduction of 
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self-esteem are: (a) illness and the loss of capacity 

to function, (b) loss of the feeling of self-sufficiency 

and independence, (c) fear, (d) guilt, (e) inability to 

gain gratification, and (f) the individual interpretation 

of the attitudes and feelings of significant figures 

toward him (Schoenberg & Senescu, 1970). 

Generally, health personnel tend to underestimate 

their influence on the patient ts feelings about himself/ 

herself. Even subtle manifestations of the physician's 

feelings and attitudes, such as condescension, disapproval, 

irritation, frustration, or fear may.have a profound 

effect on the patient's feelings of well-being. 

Angry feelings toward the physician and nurse, 

whether justified or not, are a common source of guilt. 

The greater the feelings of gratitude, the more likely 

the patient is to hide his anger and feel guilty. 

Patients receiving palliative treatment such as radio

therapy are given minimal opportunity to express their 

feelings of anger, when opportunity is given, and tend 

to display negative feelings when they are given the 

opportunity. 

It is understandable that the patient with chronic 

illness or cancer will be preoccupied with the disease. 



However, this can result in a serious reduction in gain

ing pleasure from other sources and life activities. 

Pleasure may be viewed as having a buffer effect, 

neutralizing the inevitable pains and frustrations 

which accompany loss of health and function. Although 

modern hospitals have emphasized making physical facili

ties more attractive, they tend to ignore the patient's 

personal sources of pleasure. In most hospitals the 

opportunity for pleasurable activity is usually limited, 

highly routinized, and quite peripheral to the thera

peutic program. (Schoenberg & Sensecu, 1970). 

Various surveys (Aitken-Swan & Easson, 1959; 

Aldrich, 1963; Buxbaum, 1966; Schoenberg & Senescu, 

1970) have indicated that most patients want to be 

informed of potentially fatal illness while only a 

minority of physicians seem to be willing to provide 

this information. Other studies (Bunch & Zahra, 1976; 

Lerner, 1977; Mitchell & Glicksman, 1977) have shown 

that when given the opportunity to speak freely, 
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most terminally ill patients in a general hospital dis

cussed dying with hospital personnel. Terminally ill 

patients are frequently avoided by hospital personnel, 

thereby increasing the sense of loneliness and isolation. 



Physicians and nurses may avoid conversation or other

wise distract a patient when he/she begins to discuss 

death. When the patient feels that the'hospital per

sonnel are uncomfortable in allowing discussion of the 

topic, he/she will gradually establish a communication 

barrier. 

Feelings of grief and depression gradually emerge 
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as the patient recognizes the potential loss of loved 

ones. To protect himself/herself from the painful feel

ings of separation and loss, the patient tends to 

withdraw from important relationships. Unable to cope 

with these painful feelings of loss, friends and family 

members tend to withdraw. This process of gradual mutual 

withdrawal or disengagement results in painful feelings 

of isolation and loneliness, diminishing the patieni's 

capacity for living during the last days. 

The Nurse'· s Perception of Loss 

Peretz (.1970) pointed out that the physician and 

nurse face loss daily and must constantly deal with the 

diverse reactions to various forms of loss, including 

death. The physician and nurse must manage the loss 

itself, the reactions of patient and family to the loss, 



26 

the responses of other medical personnel, and eventually, 

the patient's family in its bereavement. 

Peretz described meanings of loss and death to the 

physician, nurse, and other health personnel as being 

woven into the fabric of their identity. For many, the 

core of their self-image is that of~ helping person. 

This legitimately provides gratification of pride and 

curiosity in seeking answers to problems of health and 

illness. On the other hand, many health personnel seek 

through their particular identities and social roles to 

regain childhood feelings of omnipotence. The very act 

of struggling against loss, pain, disability, and ulti

mately death enhances feelings of power and security. 

The patient'·s awe of the physician as possessor of special 

knowledge, secrets, and remedies may be a source of con

siderable pleasure. But the long-range problem this en

genders is that each major loss sustained by a patient 

becomes a personal defeat for the physician and nurse. 

When in addition to this is grief over anticipated loss 

of a patient with whom the individual has worked, it is 

easy to understand the frequent defensive maneuver of 

psychological isolation. At times, the physician may 

literally withdraw from the patient, spending less and 



less time with him or transferring his/her care to 

other health care personnel. 
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The physician and nurse are in a unique position 

with respect to death, according to Peretz (1970). While 

other individuals may be supported in their psychological 

denial of death by long periods without major loss, most 

physicians and nurses see it frequently, if not daily, 

in their practice. 

The individual's response is determined by his/her 

previous experience with loss and death, by methods of 

coping with the vicissitudes of pain, by cultural pre

scriptions available for handling the fact of death, 

and, later, by the structure of professional identity. 

The health professional must be prepared to recognize 

and manage his/her own anticipation of and reaction to 

loss as well , as the reactions of the patient, the 

patient's family, and the other health care personnel 

who must serve the dying patient. 

Buxbaum (1966) declared that those persons whose job 

it is to minister to the dying, whether the ministry be 

medical or religious, also need the freedom to grieve. 

If these persons avoid feelings about death--the nurse, 

by being busy; the physician, by the rituals of medical 
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procedure; the orderly, by being flippant; and the clergy

man, by the desperate intonation of prayers--they become 

so involved with their own needs that the humanity of 

the patient may . be lost and these needs relegated to a 

secondary position. It simply is not true that health 

care givers have no feelings about death or about the 

people in the death beds. 

Speck (1978) affirmed that the nurse, doctor, social 

worker, chaplain, or members of the patient's family can 

all play an important part in providing the anticipatory 

guidance that is both appropriate and acceptable. This 

guidance can help to reduce the amount of trauma that will 

accompany the event of the patient's death when it does 

occur. 

Fulton and Fulton (1971) indicated that it seems the 

professional health care giver could play a more valuable 

role, once he/she understands the dynamics of anticipatory 

grief, by explaining and interpreting the phenomenon to 

the patient, as well as to the patient's relatives and 

friends. The patient would be better served if rela-

tives and friends were to be drawn back into an enlightened 

relationship rather than, as it appears to be proposed, 

be replaced by well-meaning but nevertheless professional 



sympathizers. It should be pointed out that the talk of 

dying is not simply a polite exchange of confidences or 

an expression of affection or concern. Dying involves 

the taking of one's leave, from all of those who have 

been important to the one who is about to die. The 

array of questions and issues dealing with such dis

parate concerns as the education of a grandchild, the 

marriage of a niece or daughter, the disposition of a 

ring to a favorite cousin, to say nothing of how old 

friendships and animosities are to be concluded, can 

only be the business of the dying patient and those 

members of his family or friendship group that are 

immediately and directly involved. To propose a pro

gram of professional intervention for more than those 

patients who are completely without relatives or friends 

is, in the face of the total number of dying, to assume 

what would eventually be an impossible task, as well as 

one which ultimately would defeat its own purpose. 

Concept of Death 

Freihofer and Felton (1976) believed that problems 

of loss and grief begin before death. These researchers 

conducted an exploratory study investigating nursing 

behaviors in bereavement. The following question was 
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posed, "what nursing behaviors are considered by the 

significant other of a fatally ill adult patient to be 

most helpful (in terms of support, comfort, and ease of 

suffering) during confinement to a hospital?" 

Since most deaths occur in a hospital or similar 

health agencies (Lerner, 1977), attitudes and behaviors 

of health care professionals towaid grieving and manage

ment of the dying should be studied. The nurse is often 

the person who is confronted with the responsibility of 

facilitating the act of dying into as smooth a process 

as possible. Yet, the nurse's role in meeting the needs 

of the dying patLent and his/her relatives is seldom 

clearly defined (Fulton & Langton, cited in Freihofer & 

Felton, 19 7 6) . 

Freihofer and Felton (.1976) identified several 

assumptions in their study: 
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1. When an acute, stress-producing situation or 

crisis occurs such as that precipitated by the diagnosis 

of a fatal illness or the death of a loved one, a specific 

set of psychological tasks, referred to as grief work 

(stages of grief and mourning) needs to be accomplished 

if the situational problem is to be resolved successfully. 

Good mental health is the result of successful crisis 



resolutions. By providing therapeutic interventions to 

individuals during crisis, the incidence of subsequent 

physiologic and psychologic disturbances in these people 

should be markedly decreased. 

2. During periods of upset, an individual is more 

likely to be influenced by others than at times of psy

chologic equilibrium. 
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3~ It is the responsibility of the nurse to support 

individuals and family systems to find meaning in illness, 

suffering, and death. 

4. It is artificial to isolate the dying person 

from their family and/or significant othets. 

5. Grief may be experienced in its fullest expres

sion before the death ot a loved one at the time of prog

nosis or irreversibility is announced. During this 

period, grief and grieving can be anticipated, evidenc

ing the same process and phases as when the actual loss 

occurs. 

The .Freihofer and Felton study was conducted in a 

large hospital in Washington, D.C. A convenience sample 

of 25 subject pairs were studied from January through 

March of 1975. The sample was composed of spouses, rela

tives, or close friends of a dying patient hospitalized 



with some form of cancer not in remission and including 

metastasized solid tumors, 
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The investigators developed their own tool from lay 

and professional literature regarding loss, grief, and 

crisis intervention. From these areas a 3-tier classifi

cation system was derived under which client-oriented 

nursing behaviors were ordered: {a) behaviors that pro-

mote the dying patient's comfort and hygiene, (b) be

haviors that indicate understanding of the emotional 

needs of the dying patient, and (c) behaviors that 

indicate understanding of the impact on the bereaved 

of grief, grieving, and loss~ Freihofer and Felton (1976) 

used the terms 11 patientu to describe the fatally ill per

son and ,:client" referred to the bereaved. 

Moreover, the continuum progressed from the physical 

and emotional needs of the patient as well as the physical 

and emotional needs of the bereaved. A total of 125 items 

was generated from these behaviors, 37 of which were be

lieved to be duplications, resulting in 88 items assigned 

to 1 of the 3 specified behaviors. Each participant 

received 88 typed cards, each containing a nursing be

havior; written instructions and a video cassette demon

stration tape of how to do the Q-sort. The video cassette 



was available for reference during the entire sorting 

period. 
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To be with the dying person, to be helpful to the 

dying person, to be informed of the mate's condition, and 

to be informed of the impending death were found to be 

the most desired nursing behaviors in Freihofer and 

Felton's study. Clients desired that most nursing be

haviors be directed toward support, comfort, and ease 

of suffering of the fatally ill patient rather than toward 

the relative. This finding has significant implications. 

For many years the professions of medicine and nurs

ing have concerned themselves with the ways in which health 

care personnel cope with the problem of dying patients. 

As an approach to this problem, Folta (1965) investigated 

ways in which nursing personnel responded to the phenomena 

known as death~ 

To gain this information, three measures were uti

lized: (a) a perceived dimensions measure (semantic 

differential); (.b) an anxiety (_Guttman) scale; and (c) 

a sacred-secular (.Guttman) scale. A total of three hos

pitals was selected to participate in the study, each 

with different philosophies and value orientations. 

Among the three hospitals were a Catholic hospital, a 
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university research hospital, and a nonsectarian, secular, 

general hospital. The hospitals offered comparable 

salaries, work loads, and the like to decrease the effects 

of the variables. The entire group of nursing service 

personnel including professional nurses, licensed prac

tical nurses, and attendants totaled 426 subjects and 

constituted the population for the study. 

The semantic differential test consisted of 35 pairs 

of opposite adjectives relevant to the perceived dimen

sions of deathe Each subject would then choose the adjec

tive that most accurately expressed, both qualitatively 

and quantitatively, his/her feelings toward death in 

general. 

The responses to this measure indicated that the 

highest proportion of nursing service personnel perceived 

death as a natural and positive phenomenon. This repre

sented a ·constellation of attitudes which might be expected 

of a population which elects to deal with one of the 

harshest realities of life; that is, death. In other 

words, this is a population whose members are aware when 

they choose their occupation that the handling of death 

will be a part of their responsibilities. 



The sacred-secular scale is similar to a spiritual

temporal continuum of attitudes toward death. That is, 

individuals ranking high on the "sacred" end of the 

continuum view death as a supernaturally controlled 

phenomenon, while those who are "secular" perceive death 

as a natural phenomenon. 

Folta (1965) devised a scale with eight items 

scored in the Guttman fashion to determine if one per

ceived death from a sacred or secular viewpoint. The 

results suggested the following predominant attitude 

toward death: 89 of the respondents were toward the 

11 sacred" end of the continuum, 111 were at midpoint, 

and 205 were toward the "secular" end of the continuum. 

It seemed logical that a hospital-oriented population 

would score higher on the secular than on the sacred end 

of the scale. 
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Five statements were subjected to the Guttman scale 

for analysis to determine the anxiety level of nursing 

service personnel dealing with dying patients. The find

ings revealed staff nurses to have the highest percentage 

of any group in the high anxiety category, followed by 

practical nurses, nurses in administration, and, lastly, 

the attendants. The relationship was significant, 



although it did not appear to be a linear relation

ship. 
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First, it may be noted that inasmuch as death repre

sents the profoundly mysterious and inescapable end which 

confronts all human organisms, some degree of anxiety is 

inevitable. Secondly, the study included no control 

population, and, therefore, there was no way of ascertain

ing how these respondents would compare with a nonmedical 

population in their degree of anxiety about death. Two 

general possibilities were suggested by this finding: 

1. A high degree of anxiety about death is a human 

characteristic, and this population is no more anxious, 

and perhaps less so, than nonmedical populations. 

2. Perhaps individuals with a great deal of anxiety 

about death tend to go into the "healing" professions in 

an attempt to make themselves invulnerable (Folta, · 

1965). 

The data showed that most nursing service personnel 

view death as a peaceful, controlled, predictable, and 

common phenomenon. Yet, death is perceived with a high 

degree of anxiety. These findings appeared to be some

what contradictory, It is possible, however, that the 

response to the semantic factors measured the orientation 



to death--the act, while the anxiety scale measured 

death--the process, and the secular scale measured 

death--the aftermath. This leads to the conclusion that 

death is not a single-faceted phenomenon, but rather a 

complex many-faceted constellation. 

37 

Yeaworth, Kapp, and Winget {1974) compared the atti

tudes or be~iefs toward death and dying persons of 108 

freshman baccalaureate nursing students enrolled at the 

same university. The curriculum of this college of nurs

ing included various learning experiences designed to 

assist students to become aware of and understand their 

feelings and beliefs about death and dying. Coordinated 

with such an experience was a formal class on loss and 

grief using Engle (1962) as a primary reference. 

The purpose of this study was to determine any dif

ferences between freshman and senior nursing students on 

attitudes or beliefs about death and dying. Compared to 

freshman students, the responses of senior students indi

cated greater acceptance of feelings, more open communica

tion, and broader flexibility in relating to dying 

patients and their families. These differences were 

statistically significant (E = .01). 

Since the research design was cross-sectional, one 

may question whether the differences in scores represented 



attitudinal changes that occur during professional 

socialization. The senior students indicated that they 

believed their professional education had influ·enced 

their attitudes. 

The seniors' responses indicated greater acceptance 

of feeling, more open communication, and less use of 

stereotyped attitudes, More seniors indicated that they 

would react on an emotional level if they knew they had 
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a terminal illness. Thus, compared to freshman students, 

seniors were more accepting of feelings and more aware 

of the importance of being able to share their feelings 

with significant others. These attitudes could be the 

result of having had the experience of working with a 

dying patient. Freshman students relied more on religious 

beliefs to cope with their anxieties about death than did 

seniors. According to Yeaworth et al. (1974), the overall 

findings suggested that important shifts in attitudes 

about death and dying can result from nursing education. 

Golub and Reznikoff (1971) compared the attitudes 

of graduate nurses and nursing students toward death. 

These researchers found indications suggesting that the 

nurse's reactions to death and dying may strongly influ

ence the patient as well as the patient's family and 



friends. The bereaved-to-be, for example, are carefully 

observing the nurse in all he/she says and does for the 

dying patient, 

It has been said that the attitudes and behavior 
of those caring for the dying are crucial in 
determining with what comfort and dignity the 
individual takes his departure from life. 
(Kastembaum, cited in Golub & Reznikoff, 1971, 
p. 503) 
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The hypothesis was that the nurse's professional 

education and experience influenced attitudes regarding 

death. In order to test their hypothesis, Golub and 

Reznikoff compared the attitudes toward death of 82 

graduate professional nurses and 70 nursing students 

enrolled in a 2-year associate degree or diploma program. 

All of the students had just completed the first 6 months 

of their first year of nursing school. The graduate pro

fessional nurses included 38 medical-surgical nurses, 15 

public health nurses, and 10 educators or administrators. 

The data were obtained employing a 6-item multiple 

choice questionnaire focusing on concepts about death in 

general, fears and expectations about one's own death, and 

attitudes about suicide and medical treatment of the dying. 

The authors reported that the importance of psychological 

factors in influencing death were recognized by both 

graduates and students but significantly more so by the 
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graduates. Seventy-eight percent of the graduates and 

67% of the students responded "yes" to whether or not 

they would want to be told if they had a terminal illness. 

Both graduate and student groups favored suicide preven

tion as well as believing reasonable care and effort 

should be taken to keep a seriously ill person alive. 

An intragroup comparison of the graduate nurses with 

respect to their nursing specialty revealed no statistic

ally significant differences. Golub and Reznikoff (1971) 

concluded that the amount of contact with death was not 

the major determinant of attitude as measured here. 

Nurses appeared to acquire common attitudes early in 

their professional experience and these attitudes may 

remain comparatively stable throughout their nursing 

careers. These attitudinal changes are probably the 

result of some kind of identification process in which 

the nurse-student assumes the expected attitudes of his/ 

her reference group and role models; i.e., the profes

sional nurse. 

Summary 

A review of the literature was concerned with the 

concept of loss and grief, the patient's perception of 

loss, the nurse's perception of loss, and the concept of 



death. There was general agreement in the literature 

according to Buxbaum (1966), Schoenberg and Senescu 

(1970), Peretz (1970), Freese (1977), and Speck (1978) 

that from birth to death persons experience many losses, 

whether these losses be real or imagined. Reactions and 

how well adaptation takes place influence the character 

developed and the attitudes formed. 
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The literature reported similarities as well as 

differences in the ways in which nurses and patients per

ceive loss. Accbrding to Schoenberg and Senescu (1970), 

recent surveys indicated that most patients want to be 

informed of potentially fatal illness, while only a 

minority of physicians are willing to provide this in

formation. Other studies (Bunch & Zahra, 1976; Lerner, 

1977; Mitchell & Glicksman, 1977) have indicated that 

when given the opportunity to speak freely, numerous 

terminal patients in a general hospital discussed dying 

with hospital personnel. Terminally ill patients are 

frequently avoided by hospital personnel, thereby in

creasing the patient's sense of loneliness and isolation. 

Physicians and nurses may avoid conversation or otherwise 

distract a patient when he/she begins to discuss death. 

When the patient feels that the. hospital personnel are 



uncomfortable in allowing him/her to discuss the topic 

of death, the patient will gradually establish his/her 

own communication barrier. 

Peretz (1970) agreed with regard to health care 

personnel having a tendency to withdraw from the dying 

patient, This author stated that each major loss sus

tained by a patient becomes a personal defeat for the 

physician and the nurse. When to this is added grief 

over anticipated loss of a patient with whom the indi

vidual has worked, it is easy to understand the frequent 

defensive maneuver of psychological isolation. 

In contrast, Freihofer and Felton (1976) reported 
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from their study investigating nursing behaviors in be

reavement that to be with the dying person, td be helpful 

to the dying person, to be informed of the mate's condi

tion, and to be informed of the impending death were the 

most desired nursing behaviors. Folta (1965) studied 

ways in which. nursing service personnel coped with the 

problem of the dying patient. The data showed that most 

nursing service personnel viewed death as a peaceful, 

controlled, predictable, and common phenomenon. Yet, 

death is perceived with a high degree of anxiety. These 

findings appeared to be somewhat contradictory. This leads 



one to the conclusion that death is not a single-faceted 

phenomenon, but rather a complex many-faceted constel

lation. 
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CHAPTER 3 

PROCEDURE FOR COLLECTION AND 

TREATMENT OF DATA 

This study was a descriptive comparative survey. 

Polit and Bungler (1978) stated that survey research 

focused on the status quo of some situation and normally 

collected information directly from the group or members 

of the group that was the object of the study. Survey 

research relies almost exclusively on the use of inter

views and questionnaires. The questionnaires are self

administered written forms. 

Setting 

The setting for this study was a large city in the 

Southwestern part of the United Statesp The city has a 

population of approximately 750,000 persons. The private 

hospital in which the study was conducted was a 475-bed 

acute care facility located in the downtown area of this 

city. The hospital was an adult medical-surgical facility 

divided into three divisions: (a) critical care, (b) 

medical-psychiatric, and (c) surgical. The hospital does 

not offer obstetric services and has no pediatric unit, 
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although child~en are often admitted. The oncology unit 

,is a member of the medical-psychiatric division and is 

composed of 19 beds. 

Population and Sample 

The population was comprised of all adult patients 

in this particular hospital with a medical diagnosis of 

cancer and the registered nurses who cared for those 

cancer patients, The target population consisted of 

those oncologic patients on the oncology unit and the 

reg~stered nurses employed to work on this unit. The 

sample consisted of 20 adult patients and 10 registered 

nurses on this oncology unit who consented to partici

pate in the study. Approximately 35 patients and 14 

registered nurses were approached over a 3-month period 

of time to participate in the study. The registered 

nurses participating in the study were directly respon

sible for planning the nursing care for their assigned 

patients. 

Protection of Hu.man Subjects 

Written permiasion to perform this study was obtained 

from the Texas Womanis University Human Research Review 

Comrni ttee (.Appendix A) , the graduate school (.Appendix B) , 

and the participating hospital administration (Appendix C) . 
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Subjects were informed of the purpose and methodology of 

the study by means of both a written and oral explana~ 

tion (Appendix D). Each tool contained the phrase: 

"Completion and return of this questionnaire will be 

construed as informed consent." Participants were re

quested not to write their names on the answer sheets 

to insure anonymity. Answer sheets were coded numeric

ally with a number assigned to represent each subject. 

The subjects were protected in regard to confidentiality 

since data were reported in group form. A subject could 

request a specific score by presenting his/her assigned 

number. Subjects were free to withdraw from the study 

at any time without penalty. 

Instruments 

The instrument utilized in the study, The Adaptation 

to Loss tool, was specifically designed by the researcher 

for the study and was based on Engel's (1962) theory of 

adaptation to loss. The terminology of the tool was 

derived directly from the theory. Nine of the 10 items 

were developed to be answered with a "yes" or "no" 

response; one question called for checking the appropri

ate response or responses. The tool was altered to 

serve both patients and their nurse in that the pronoun 

was in the first person on the patient tool (Appendix E) 



and phrased in the third person on the nurse tool 

(Appendix F) • 
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Content validity was assessed by a three member 

panel of experts (Appendix G) . _ Two of the members were 

master's prepared nurses working in clinical settings, 

the third panel member had a doctorate degree and was 

currently on the graduate faculty at a college of nurs

ing. Each panel member was provided with a list of the 

questions and a space for responses to the following 

criteria: ta) clarity or was the question free from 

ambiguity, (b) conciseness or was the question compact 

and brief, (c) relevance or did the question appear to 

be appropriate to the concept being studied. Since the 

panel members responded in the positive to the tool cri

teria, the tool was used as originally developed. 

Demographic information (.Appendix H) was collected 

concerning sex, age, race, and marital status. These 

date were used to facilitate a description of the sample 

and to ease future duplication of the study. 

Data Collection 

Data were collected in the setting previously 

described. Willing participants who composed the con

venience sample were asked to respond to the tool. 
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Those participants were patients admitted to the 19-bed 

oncology unit and the nurses caring for them and who 

desired to answer the 10-item Adaptation to Loss tool. 

Instructions for both the patients and the nurses were 

included with the tool. The patients received the 

questionnaire from the researcher. Each nurse received 

the questionnaire as it was placed with the nursing care 

plan. The completed questionnaire was placed in an 

envelope and dropped into a designated box. 

Permission to collect data for the study was ob

tained from Texas Woman's University Human Research 

Review Committee and from the graduate school. The 

nurse administrator of the participating hospital was 

contacted to obtain agency permission. When the agency 

permission was granted, prospective participants were 

contacted and given a brief description of the study. 

The researcher was available to answer any questions 

and explain possible risks to prospective participants. 

Each tool contained the phrase: "Completion and return 

of this questionnaire will be construed as informed con

sent." 

The sample was composed of professional nurses and 

oncologic patients. A number was assigned to each tool 

and given to the subjects. Of the 10 registered nurses 



participating, 1 of the nurses completed a tool on 3 

different patients, 8 of the nurses completed a tool 

on 2 patients, and 1 of the nurses completed a tool 
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on 1 patient only. A maximum of 8 hours was given for 

each subject to complete the questionnaire. The ques

tionnaire was collected by the researcher. If a par

ticipant desired to withdraw from the study at any time, 

he/she was allowed to do so without penalty. 

Treatment of Data 

The Wilcoxon signed~rank test was utilized to 

determine the differences in the nurse's and patient's 

perceptions in questions 1 through 10 of the tool. The 

Wilcoxon signed-rank test is a nonparametric test that 

involves taking the difference between paired scores 

qnd ranking the absolute difference. It was set up in 

a 2 x 2 table to compare the perceptions of the patients 

and the nurse caring for that patient(s) (Polit & Hungler, 

1978}. For the purposes of this study, the level of 

significance was set at .05. 



CHAPTER 4 

ANALYSIS OF DATA 

A descriptive comparative study was conducted to 

determine the degree of difference between the nurse's 

perception and the patientls perception of the patient's 

stage of adaptation to loss. The information was ob

tained directly from oncology patients and the registered 

nurses caring for the oncology patients by administering 

the Adaptation to Loss tool. This chapter reports the 

analysis of the data gathered by the use of this instru

ment. 

Description of the Sample 

The sample consisted of 20 patients on an oncology 

unit in a 475-bed private hospital and the 10 registered 

nurses who cared for these 20 patients. The sample was 

a convenience sample consisting of 9 (45%) male patients 

and 11 (55%) female patients, The ages of the patient 

subjects ranged from 26-81 years with a mean age of 

52.15 years and a median age of 60.5 years. The sample 

consisted of 10 registered female nurses. The ages of 

the nurses ranged from 26-54 years with a mean age of 

44,4 years and a median age of 36.8 years. 
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The ages and gender of the patient subjects is 

discussed in the following section~ Between the ages 

of 26-30 years was l (9.1%) female and 1 (11.1%) male 

for a total of 2 (10%). Two (10%) patients were between 

the ages of 36-40 years, of which l (9.1%) was female 
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and l (11.1%) was male. Between the ages of 41-45 years 

was l female (9.1%) comprising 5% of the total sample. 

Two patients (10%) of the sample were between the ages of 

46-50 years of which both were females (18.2%). One 

patient (5%) of the sample was a male (11.1%) between the 

ages of 51-55 years. Between the ages of 56-60 years 

was 1 female (9.1%) and 1 male (11.1%), for a total of 

10% of the sample. Three (27.2%) females and no males 

comprised a total of 3 (15%) of the sample between the 

ages of 61-65 years. The greatest number of patients, 

5 (25%) were between the ages 6f 66-70 years. Two {18.2%) · 

were female and 3 (33.3%) were male. One male (11.1%) 

and no females, for a total of 5% patient subjects ranged 

in age from 71-75 years. Between the ages of 81-85 years, 

there were no females and 1 (11.1%) male for a total of 

5% of the sample. Table l summarizes the patient sample 

distribution by age and sex. 



Age Range 

Table 1 

Distribution of Oncology Patients 

by Age Range and Sex 

Females Males 
(in years) Number % Number % 

26-30 1 9.1 1 11.1 

36-40 1 9.1 1 11.1 

41-45 1 9.1 0 0 

46-50 2 18.2 0 0 

51-55 0 0 1 11.1 

56-60 1 9.1 1 11.1 

61-65 3 27.2 0 0 

66-70 2 18.2 3 33.4 

71-75 0 0 1 11.1 

81-85 0 0 1 11.1 

Totals 11 100.0 9 100.0 
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Total % 

2 10 

2 10 

1 5 

2 10 

1 5 

2 10 

3 15 

5 25 

1 5 

1 5 

20 100 

This section presents the age ranges and gender of 

the nurse subjects. Of the nurse subjects, 8 were white 

and 2 were black. All nurse subjects were female. Seven 

of the nurses had a baccalaureate degree _in nursing while 

the remaining 3 were graduates of an associate degree 
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nursing program. Between the ages of 26-39 years were 2 

(20%) females. The greatest number of registered nurse 

subjects (50%) of the sample were between the ages of 31-

35. Two (20%) females for a total of 20% of the sample 

were between 36-40 years, Between the ages of 51-55 

years, there was 1 (10%) female for a total of 10% of 

the sample. Table 2 summarizes the registered nurse 

sample distribution by age. 

Age Range 

Table 2 

Distribution of Registered Nurses by 

Age Range and Sex 

(in years) Number % 

26-30 2 20 

31-35 5 50 

36-40 2 20 

51-55 1 10 

Totals 10 100 

Findings 

Total 

2 

5 

2 

1 

10 

% 

20 

50 

20 

10 

100 

The null hypothesis stated: There will be no differ

ence between the patient's perception and the nurse's 



perception of the patient's stage of adaptation to loss 

as measured by the Adaptation to Loss tool based on 

Engel's (1962) four stages of adaptation to loss. The 

hypothesis was treated by utilizing the nonparametric 

Wilcoxon signed-rank statistical test to determine the 

differences in the nurse's and patient's perceptions. 

The data were set up in a 2 x 2 table to compare the 

perceptions 0£ the patients and nurse caring for those 

patient(.s). 

The Wilcoxon signed-rank statistical test indi

cated agreement in the analysis of the data. The 

Wilcoxon statistical test gives an absolute T value. 

Except for Question 10, "I feel good about myself and 
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I am looking forward to the future," there were no 

significant differences in the nurse's perception and 

the patient's perception of the patient's stage of 

adaptation to loss as measured by the Adaptation to Loss 

tool based on Engel's four stages of adaptation to loss. 

Question 10 was statistically significant, E = .038. 

Thus, the null hypothesis was rejected for only item 

number 10 and not rejected for all other items. The 

inference for the hypothesis is that in this sample, 

the patient's and the nurse's perceptions regarding the 

patient's adaptation to loss were congruent. 



Summary of Findings 

The findings of the study are summarized as 

follows: 

1. There were no significant differences in the 

nurse's perception and the patient's perception of the 

patient's stage of adaptation to loss as measured by 

the Adaptation to Loss tool on Questions 1-9 which 

dealt with identifying the following behaviors: 

avoidance, denial, suppression, anger, anxiety, depres

sion, withdrawal, dependency, and acceptance. 

2. There were significant differences in the 

nurse's perception and the patient's perception of the 

patient's stage of adaptation to loss as measured by 

the Adaptation to Loss tool on Question 10, "I feel 

good about myself and I am looking forward to the 

future," at the E = .038 level. 
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CHAPTER 5 

SUMMARY OF THE STUDY 

This descriptive comparative study was designed to 

determine the difference between the nurse's perception 

and the patient's perception of the patient's stage of 

adaptation to loss. A null ~ypothesis was formulated 

which stated: There will be no difference between the 

patientts perception and the nurse's perception of the 

patient's stage of adaptation to loss as measured by the 

Adaptation to Loss tool based on Engel's four stages of 

adaptation to loss. A summary of the study as well as 

a discussion of the findings, conclusions, implications, 

and recommendations for further study are reported in 

this chapter. 

Summary 

The difference between the nurse's perception and 

the patient's perception of the patient's stage of adap

tation to loss was measured by an instrument called the 

Adaptation to Loss tool. This instrument was specifically 

designed by the researcher for the study and was based 

on Engle's theory of adaptation to loss. The terminology 

56 



of the tool was derived directly from the theory. The 

tool was altered to serve both patients and their nurse 

in that the pronoun was in the first person on the 

patient tool and in the third person on the nurse tool 
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in order to quantify the differences in the two groups' 

perceptions of the patient's stage of adaptation to loss. 

The sample of interest in this study was comprised of 

patients with a diagnosis of cancer and the registered 

nurses employed to care for these patients in a 19-bed 

oncology unit of a 475-bed private hospital. The 

Wilcoxon signed-rank statistical test was utilized 

to determine what significant differences existed between 

the patient's perception and the nurse's perception of 

the patient's stage of adaptation to loss. 

There were two findings of the study. The first 

result indicated that no statistically significant dif

ferences existed in the patients and their nurses regard

ing perceptions of the patient's adaptation to loss. The 

second finding was in opposition to the first in that 

patients and their nurses disagreed on the feelings the 

patients had regarding themselves and their future. 
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Discussion of Findings 

The major finding of this study which shows agree

ment in the perceptions of the oncology patients and their 

nurses of the adaptive capabilities of cancer patients is 

heartening. The literature reviewed for this study sup

ported the concept of loss in that most authors agreed 

that from birth to death persons experience many losses, 

whether they be real or imagined. Reactions and how well 

adaptation takes place influences the character developed 

and the attitudes formed (Speck, 1978). 

When looking at the nurse subjects the question of 

their academic nursing degree, their years of experience 

working with oncology patients, their support system on 

the particular unit, and their length of employment on 

the particular unit comes into play. Did the baccalaureate 

degree background of the nurses have any effect on the 

results of the study? Did the nurses~ years of experience 

in oncological nursing influence their perceptions? Did 

the fact that completion of more than one tool by 9 of 

the 10 nurses participating in the study influence the 

way in which these nurses interacted with or assessed 

their patients? As an example of the available support 

system on this particular clinical unit, the staffing 

ratio is usually one registered nurse and licensed 
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vocational nurse for every seven patients. The average 

length of employment for iicensed personnel on th~s 

particular oncology unit is 2 years. This group of 

nurse subjects had been working together for an average 

of 2 years. Two of the 10 nurse subjects participated 

in planning and designing the philosophy, unit policies, 

and procedures of this particular oncology unit. 

Is is possible that the above speculations come to

gether to form a basis for the agreement which was found 

between the patient's perception and the nurse's percep

tion of the stages of adaptation to loss? Since no 

literature of this nature was found, the discussion 

can only revolv~ around inferences. 

The oncological patients at this particular hospital 

have a tendency to experience numerous hospitalizations. 

Many of the patients, their families and friends, and 

the nurses on this oncology unit develop a warm and 

supportive rapport. Patients are encouraged t9 visit 

one another to develop other avenues of support. Usually 

the patients on this unit are aware of their diagnosis 

as well as their prognosis. This allows freedom for the 

nurse and patient to discuss all aspects of the patient's 

illness. This directly concurs with Schoenburg and 

Sensecu (1970) who reported that recent surveys indicated 



that most patients wanted to be informed of potentially 

fatal illnesses. When given the opportunity to speak 

freely, 75% of terminally patients in a general hos

pital setting discussed dying with hospital personnel 

in the Schoenburg and Senescu study. The patients in 

the present study seem to fit into the pattern of the 

75% of the patients reported. 

While there was strong agreement on other aspects 

of nurse's and patient•s perceptions, the item which 

referred to the patient's feeling good about the self 

and looking toward the future elicited differences in 

patient/nurse perceptions. Could it be that patients 

who answered "yes" to this item continue to maintain 

hope while the nurses who have experienced death with 

numerous patients, while supporting the concept of 

hope, are more realistic? 

Folta (1965) and Peretz (1910) studied the ways 
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in which nursing service personnel coped with the problem 

of dying patients. The data showed that most nursing 

service personnel viewed death as a peaceful, controlled, 

predictable, and common phenomenon. 



Conclusions and Implications 

The following are conclusions and implications of 

the study: 

Conclusions 
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1. Engel's theory of adaptation to loss was appro

priate to the study . . In addition to 9 out of 10 areas 

of agreement between patients and their nurses regard

ing adaptation to loss, the statements below are 

offered as support of the theory. 

The following were unsolicited comments written by 

patient subjects responding to the Adaptation to Loss 

tool: "I blame no one for my illness," "Sometimes I 

become depressed knowing I can't'.d6 any productive 

work," "I think about what my family will do," "I am 

a lucky man, I married the finest woman and have a 

fine family. God ·ha·s been good to me, giving me every

thing I ever needed," ''I am a realist--!, know I am ill-

I am doing all I can to be well," "I think about my 

illness in a positive way." 

2. The researcher-developed tool was valid. The 

nurses of the oncology unit where the research was con

ducted have expressed an interest in the research 
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instrument. A copy of the Adaptation to Loss tool has 

been requested to become a part of the overall patient 

assessment tools. The nursing plan of care is seen to 

become more complete with the addition of the study tool. 

3. The nurse subjects in the study are using appro

priate nursing behaviors. Freihofer and Felton (1976) 

reported from their study investigating nursing behaviors 

in bereavement that to be with the dying person, to be 

helpful to the dying person, to be informed of the mate's . 

condition, and to be informed of the impending death were 

found to be the most desired nursing behaviors. 

Implications 

1. Nursing should continue to seek out and utilize 

theories and concepts from the psychological and socio-
' 

logical areas. The present study shows support for 

Engel's work on loss. 

2. Research in nursing has positive aspects and 

needs to be strongly encouraged in both academic and 

nursing service settings. The tool developed for this 

study may enhance patient care in at least one setting. 

3. The nurse subjects should be supported and 

encouraged in their work, The research results need to 
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be shared with these nurses and their administration. The 

patients should be included as appropriate. 

Recommendations for Further Study 

The following are recommended to be studied in future 

nursing research: 

1. Implement the tool again in different settings 

and with larger samples. 

2. Implement the tool with patients who have other 

terminal and/or chronic illnesses and their nurses in 

order to compare similarities and/or differences. 
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TEXAS Wcw.N'S UNIVERSITY 
Box 23717 • 'lw'U Station 

Denton, ·Texas 76204 

1810 Inwood Road 
Dallas Inwood Canpus 

HUMAN SUBJ'ECIS REVIEW. cx:M.f!'ITEE 

Nane of Investigator: GaTy J. Eubank Center: Dallas 

Address: 6916 Sandybrook Dr. Date: 4/27/81 ----------~---------~ 
Ft. WoTth, Texas 76112 

Dear Mr. Eubank: 

Your study entitled Patients and Nurses Perception of 

Oncologic Patient's Adaptation to Loss 

has been rev:1.ewed ·bY a comnittee of the .Human Subjects Review Carmittee 
and it appears to neet our requirements :1n regard to protection of the 
irxiividual's rights. 

Please be reminded that both the University and the Department of 
Health, F.ducation, and Welfare regulations typically require that 
si.gna.tures indicating :1nfor.ned consent be obtained fran all hi.man 
subjects 1n your studies. 'Ihese are to be filed with the Human SUb
jects Review Camrittee. ftny .exception to this · requirer?ent 1s noted 
belc:M. Furtherm:>re, according · to I:HEW re~tions, another review by 
the Cannittee 1s required if your project changes. 

M'J'J special provisions pertaining to your study are noted below: 

Add to infonned consent fonn: No medical service or can
~at1cn 1s provided to subjects by the University as a 

result of injury .f'ran participation :1n research. 

Add to 1nforni?d consent fonn: I UNDERSTAND '!HAT 'IBE F.EWRN 
--OF MY QUESTIONNAIRE CONsrr:rums MY INFO~·IBD CONSENI' 'ID ACT 

AS A SUEJECl' IN THIS RESEARcH. 
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. . The filing of signatures of subjects with the Ht.mm'l SUbjects 
--Review Ccmnittee is not required. 

__ Other: 

___x_No special provisions apply. 

PKJsmJJ3n1ao 

~~~ 
Chairman, Human Subjects 

Review Carmittee 

at ___ .... P""'a .. J...,J ... a ... s-.--
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,rry~4i, . . 

1 WU ;4! Texas Woman's University 
P .0. Box 22479, Denton, T vr:as 76204 (817) 383-2302. Metro 434--17S7, T ex•An 834-21.33 

THE GRADUATE SCHOOL. 

Mr. Gary Jon Eubank 
2507 Sou~h Fielder Rd. 
Arlington, TX 76015 

Dear Mr. Eubank: 

January 28, 1982 
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I have received and approved the Prospectus for your research 
project. Best wishes to you in the research and writing of your 
project. 

Sincerely yours, 

dl 

cc Dr. Helen Bush 
Dr. Anne Gudmundsen 
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TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

AGENCY PERMISSION FOR CONDUCTING STUDY* 

THE SAINT JOSEPH HOSPITAL 

GRANTS TO GARY J. EUBANK 
a student enrolled 1n a program of nursing leading to a 
Master's Degree at Texas Woman's University, the privilege 
or its facilities in order to study the following problem. 

The problem of this study will be to determine if there 

is a difference between the patient's perception and ~he nurse's 

perception of the oncologic patient's health adaptation process 

using Geo~ge Engel's four. stages of adaptation of loss theory. 

The conditions mutually agreed upon are as follows: 

70 

l. The agency (may) f~ be identified in the final 
report. 

2. The names of consultative or administrative personnel 
in the agency (may) {-may not-1 be identified in the 
final report. 

3. The agency (wants) +does m:it w-an:t+ a conference with 
the student when the report 1s completed. 

4. The agency is (willing) .( urmill±n-~ to allow the 
completed report to be circulated through interlibrary 
loan. 

5. Other -------------------------

of Student 

§d;gziature of Agenc mel · 

;/t,1.ta,.J /l. dt1u11 ;-}u:r R}}. 
S1__gnature of Faculty Advisor 

*Pill out & sign three copies to be distributed as follows: 
Original - Student; First copy - Agency; Second copy - TWO 
College of Nursing. 
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Oral Presentation to Patients 

Hello: ' 

I am Gary Eubank, a registered nurse and graduate 

student at Texas Woman's University. I am conducting a 

research study to determine if a difference exists be

tween the patient's perception and the nurse's percep

tion of the oncologic patient's health adaptation 

process. 

I would like to have you participate in the study by 

completing the following questionnaire: Adaptation to 

Loss Tool. This questionnaire will take approximately 

5-10 minutes of your time. You will be given as much 

time as you need to complete the questionnaire. You 

will be asked to respond as truthfully as you can to 

the questionnaire. There are no right or wrong answers. 

Prior to completion of the questionnaire, you will 

be asked to complete a data sheet requesting the follow

ing information: age, sex, race, and marital status. 

The following risks or discomforts may be associated 

with this investigation: 

1. It will take a period of time to read and 

complete the questionnaire. 



2. Although measures have been taken to control 

data, an improper release of the data may occur. 

The following benefit may occur as a result of 

this study: Information yielded from this study may 

have implications in planning individualized nursing 

care to support the patient through the various stages 

of adaptation to loss. 

An offer to answer all of the q~estions regarding 

the study will be made. If alternative procedures are 

more advantageous to the subjects, they will be ex

plained. 

Your decision to participate, not to participate, 

or to withdraw from this study will have absolutely no 

affect on the care you receive in the hospital. If 
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you agree to participate, you will be assigned a number. 

Your name will in no way be connected to the question

naire or-the data sheet and your anonymity will be main

tained. This number will be on the tool you receive. 

The nurse taking care of you will also be completing 

the same tool in order to determine similarities or 

differences in the responses. 

Your cooperation is greatly appreciated. The 

results of the study will be available upon completion. 
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Oral Presentation to Nurses 

Hello: 

I am Gary Eubank, a registered nurse and graduate 

student at Texas Woman's University. I am conducting a 

research study to determine if a difference exists 

between the patient's perception and the nurse's percep

tion of the oncologic patient's health adaptation 

process. 

I would like to have you participate in the study 

by completing the following questionnaire: Adaptation 

to Loss Tool. This questionnaire will take approximately 

5-10 minutes of your time. You will be given as much 

time as you need to complete the questionnaire. You 

will be asked to respond as truthfully as you can to 

the questionnaire. There are no right or wrong answers. 

Prior to completion of the questionnaire you will 

be asked to complete a data sheet requesting the follow

ing information: age, sex, race, and marital status. 

The following risks or discomforts may be associ

ated with this investigation: 

1. It will take a period of time to read and com

plete the questionnaire. 



2. Although measures have been taken to control 

data, an improper release of the data may occur. 

The following benefit may occur as a result of 

this study: Information yielded from this study may 

have implications in planning individualized nursing 

care to support the patient through the various stages 

of adaptation to loss~ 
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An offer to answer all the questions regarding this 

study will be made. If alternative procedures are more 

advantageous to the subjects, they will be explained. 

Your decision to participate, not to participate, 

or to withdraw from this study will have absolutely no 

effect on your employment in any way. If you agree to 

participate you will be assigned a number. Your name 

will in no way be connected to the questionnaire or the 

data sheet and your anonymity will be maintained. This 

number will be on the tool(.s) you receive. The patient(s) 

you are caring for will be completing the same tool in 

order to determine similarities or differences in the 

responses. 

Your cooperation is greatly appreciated. The results 

of the study will be available upon completion. 
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COMPLETION AND RETURN OF THIS TOOL WILL BE CONSTRUED AS 
INFORMED CONSENT TO PARTICIPATE IN THIS STUDY. 

Number 

Adaptation to Loss Tool 

(Patient Tool) 

Directions: This tool contains a series of statements. 
Read each one, decide how you feel about it, and then 
mark your answer in the space provided to the left of 
the question. There are no right or wrong answers. 
Answer all of the questions. 

yes no 

yes no 

yes no 

yes no 

yes no 

yes no 

yes no 

1. I try not to think about my illness. 

2. I really don't understand why I have 
to be in the hospital. 

3. I would rather be alone most of the 
time than have to deal with my family 
and friends. 

4. I feel so angry most of the time. 

5. I get nervous or tense when someone 
discusses my illness or therapy with 
me. 

6. I have a great desire to discuss my 
illness with someone. 

7. It is so nice to be waited on in the 
hospital. 

8. (Please mark as many as apply) 
Everytime I think about my illness: 

I become angry 

I become hostile 
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COMPLETION AND RETURN OF THIS TOOL WILL BE CONSTRUED AS 
INFORMED CONSENT TO PARTICIPATE IN THIS STUDY. 

yes no 

yes no 

I become depressed 

It really doesn't bother me to 
think about my illness 

I don't want to think about it 

Other (please specify) 

9. If need be, I am willing to accept 
modifications in my way of living. 

10. I feel good about myself and I am 
looking forward to the future. 

Please be advised that there is no medical treatment or 
compensation for physical injuries incurred as the result 
of participating in this research. 
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COMPLETION AND RETURN OF THIS TOOL WILL BE CONSTRUED AS 
INFORMED CONSENT TO PARTICIPATE IN THIS STUDY 

Number 

Adaptation to Loss Tool 

(Nurse Tool) 

Directions: This tool contains a series of statements. 
Read each one, decide how you feel about it, and then 
mark your answer in the space provided to the left of 
the question. There are no right or wrong answers. 
Answer all of the questions. 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

no 

no 

no 

no 

no 

no 

no 

1. The patient tries not to think 
about his/her illness. 

2. The patient really doesn't under
stand why he/she has to be in the 
hospital. 

3. The patient would rather be alone 
most of the time than have to deal 
with his/her family and friends. 

4. The patient is angry most of the 
time. 

5. The patient gets nervous or tense 
when someone discusses his/her 
illness or therapy with him/her. 

6. The patient has a great desire to 
discuss his/her illness with some
one. 

7. The patient enjoys being waited on 
in the hospital. 
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COMPLETION AND RETURN OF THIS TOOL WILL BE CONSTRUED AS 
INFORMED CONSENT TO PARTICIPATE IN THIS STUDY 

yes no 

yes no 

8. (Please mark as many as apply) 
Everytime the patient thinks about 
his/her illness he/she: 

9. 

10. 

becomes angry 

becomes hostile 

becomes depressed 

it really doesn't bother the 
patient to think about his/her 
illness 

the patient doesn't want to think 
about it 

Other (Please specify) 

If need be, the patient is willing 
to accept modifications in his/her 
way of living. 

The patient feels good about him-
self/herself and is looking forward 
to the future. 
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Dear Panel Member, 

I would appreciate your cooperativeness in assessing and 

evaluating the Adaptation to Loss tool developed to measure the 

similarities and/or differences between the patient's perception 

and the nurse's perception of the patient's stage of adaptation 
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to loss. The questions were derived from the literature and are 

directed towards the patient and the nurse caring for that patient. 

The definitions of these tenns are as follows: 

1. Patient: any person who has been admitted to a hospital 

oncology unit with a diagnosis of cancer. 

2. Nurse: that registered nurse who is responsible for 

planning the nursing care of a given patient (s) as documented 

in the patient's nursing care plan. 

3. Stage of Adaptation to Loss: one of the four stages 

of adaptation to loss as outlined in George Engel's model of 

adaptation to loss. 

You are asked to evaluate the questions according to their 

clarity, conciseness, and relevance to the assigned topic by 

placing a check in the appropriate space. Additional space has 

also been provided for your comments. The title of the study is 

Patient's and Nurses's Perceptions of Oncologic Patient's Adapta

tion to Loss. 
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Please place your response in the self-addressed envelope. 

Should you have any questions, I may be reached at (817) 654-0447. 

Thank you again for taking the time to answer my questionnaire. 

If you are interested in the outcome of this study please indicate 

your interest on the questionnaire and I will mail you the findings 

of the study. 

Gary J. Eubank, R.N. BSN 
Graduate Student 
Texas Woman's University 



Pnnel Evaluation Tool 

Topic: Adeptetion to Loss Gleer Concise 
Yes No Yos No 

l fAthnt tccll 
1. I Rl1l aw ere of my illness but I 

trv not to think about it. 

2. I really don•t understand why I 

have to be in the hospital. 

j. I would rather be alone most of 

the time than have to deal with my 

fAmilv end friends. 

h. I feel so enprv most of the time. 

s. I get nervous or tense when some-
one discusses my illness or ther-
anv with me. 

6. I have a yreat desire to discuss 

my illness with someone. 

7. It is so nice to be waited _on in 

the hospitel. 

8. (Please mark as many es apply) 

Everytime I think about my illness 

I become: _; · Anp:ry __ . Hostile 

__ Depressed 

Helevent 
Yes No 

Comments 

00 
u, 



Panel Evaluation Tool 

Topic: Adaptet1on to Loss Clear Concise 
(Patient tool) {es No Yes No 

8. __ It really doesn•t bother 

me to think about my illness. 

I don•t want to think --
about it. 

Other (olea5e specify) 

9. If need be, I nm willlnp to 

accept modifications in my 

way of living end return to 
my previous life-style. 

10. I feel f'OOd about mys_elf end 
I em lookinF forward to the 
future. 

Relevant 
Yes No 

Comments 

00 

°' 



Panel Evaluation Tool 

Topic: Adepetion to Loss Clear Concise 
(Nurse tool) Yes No Yes No 

1. The patient is aware of his/her 

illness but tries not to think 

about it. 

2. The patient really doesn•t un-

derstend why he/she hast~ be 

in the hospital. 

3. The patient would rather be 
alone most of the time than 

have to deal with his/her 
familv and friends. 

4. The patient is angry most of 

the time. 

5. The patient gets nervous or 
tense when someone discusses 

his/her illness or therapy 

with him/her. 

6. The patient has a ~reat desire 

to discuss his/her illness with 

someone. 

Relevant 
Yes No 

Comments 

CX) 

...._J 



Pnnel Evaluation Tool 

Topic: Adaptation to Loss Clear Concise 
(Nurse tool) Yes No Yes No 

1. The patient enjoys bein~ waited 
on in the hospital. 

8. (Please mark as many as apply) 

Everytime the patient thinks 

about his/her illness he/she 

becomes: _AnfZry 
__ Hostile __ Depressed 

__ It really doesn 1 t bother the 
patient to think about his/her 
illness. 
__ The patient doesn 1 t want to 

think about it. 
Other (please specify) 

9. If need be, the patient is wil-

ling to accept modifications 

in his/her way of llvinp Rnd 

return to his/her previous 
life-style. 

10. ·The patient feels rood about 
himself/herself end is looklnr 

forward to the future. 

Relevant 
Yos No 

I 

Comments 

co 
CXJ 
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COMPLETION AND RETURN OF THIS TOOL WILL BE CONSTRUED AS 
INFORMED CONSENT TO PARTICIPATE IN THIS STUDY. 

Demographic Data Questionnaire 

Directions: Please place an (X) in the space provided 
by the appropriate response to each question. 

1. Sex: 
Male 

Female 

2. Age: 

18-21 years 51-55 years 

22-25 years 56-60 years 

26-30 years 61-65 years 

31-35 years 66-70 years 

36-40 years 71-75 years 

41-45 years 76-80 years 

90 

46-50 years 81 years or older 

3. Race: 

Caucasian 

Black 

Indian 

Asian 

Spanish 

Other 

4. Marital Status: 

Married 

Single 

Divorced or Separated 
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