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Abstract

This study addressed the problem of inadequate attention to the emotional
aspect of nursing care. The literature attributes this problem both to nurses' avoidance of
dying patients and to their poor communication skills. Based on review of the
death/dying literature including previous studies conducted to educate nurses regarding
death/dying and training in communication skills, an inservice training program was
developed for nurses. It sought to promote increased awareness of and sensitivity to
patients’ emotional distress when experiencing loss and to provide the nurses with
communication skills to cope more effectively. The inservice training program was based
on a phenomenological-fulfillment model and used an integrative approach
recommended by Carkhuff with didactic, experiential and modeling components. The
program, involving ten contact hours over a five-week period, was given to ten nurses and
one occupational therapist from medical wards in an acute-care hospital.

In the quasi-experimental design used to evaluate the inservice training program,
two null hypotheses were tested. One sought to determine attitudinal changes using a
Death Attitude Questionnaire. The second examined written and audio-taped responses
of subjects in a helper's role. Two independent, trained raters evaluated the responses
according to Carkhuff's Index of Communication. A t-test was used to compare the pre-
and post-training scores and the questionnaire items were correlated with the
independent variables. A third hypothesis investigated the post-training changes
obsen)ed in nursing care on the ward. Analysis of descriptive data included pre- and post-
program samplings of nurses' charting and handovers, a post-program interview of the
charge nurse, and a case study of one participant which involved pre- and post-program
shadowing and interviews.

Results of the study showed no significant attitudinal change as measured by the
Death Attitude Questionnaire. Significant improvements occurred on the measures for
written and verbal responses of the participants indicating an increased ability to

communicate empathically. Data from the work setting showed mixed results. Some



attitudinal and communication changes were observed and expressed when the
investigator was present on the ward but these changes did not ektend to nurses
recordings of nursing care.

Several implications arose from the study: the necessity and appropriateness of
this type of hospital inservice training and retraining for nursing staff to establish effective
"helping relationships”; the possibility of varying approaches to meet the needs of
different age groups, different shifts, different work settings; and the benefits of a team
approach which encompasses all medical staff on each ward to promote emotional
support and facilitate interpersonal communication.

Recommendations for further research include cross-sectional studies with
nurses from different settings and different age groups, longitudinal case studies
investigating long-term effects and retraining needs for effects maintenance, quasi-
experimental research to investigate the impact of training all nursing staff from one ward,
and an experimental research design to determine the effect of the charting format on

nurses' attention towards emotional aspect of nursing care.



Quotation

"He who has a why to live for

can bear almost any how".

Nietzsche (Frank!,1946: 121)
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Chapter |

Dealing With Loss: A Hospital Inservice Training Program

Introduction

Thanks largely to stories and reports in the media, we, as a population, are
constantly made aware of man's mastery over life through artificial means. From
respirators, pacemakers, prosthesis, organ transplants, including the heart, all the way to
the beginning of life—to test-tube babies--the control of vital life functions are increasingly
within our grasp. Due to continually improved scientific discoveries and their applications,
nurses in hospital settings, confronted daily with acute and chronic iliness, have their
feelings of competence in controlling iliness and death continually reinforced. However,
this focus on "science aspects of healing" have led to increased de-emphasis in the

psycho-social concomitants of patient care. This study is directed towards this deficiency.

Problem

It is true that through the work of such pioneers in thanatology as Kibler-Ross,
increased attention has been given to the psychosociological aspects of treatment in the
care of the dying, an area which up to recent times was ignored. Palliative care units
aimed at caring for the terminally ill patient have been created throughout North America
and considerable work has been undertaken to find ways to bring comfort to patients and
their families. Despite these developments, there remains a lack of attention to the
emotional needs of patients in the general hospitals. Health care workers generally
acknowledge the need for more attention to the emotional care of patients, but there is
minimal evidence of action being taken in this regard. One typical reason given by nurses
is lack of time; but more significantly, reasons may include: 1) avoidance, for personal
reasons, and 2) lack of knowledge of appropriate communication skills.

Considerable literature supports the need for better psycho-social patient care.
For instance, research suggests that nurses tend to adopt a "professional detachment”

as a protective mechanism that results in avoiding patients’ expressions of emotional



distress (Appleyard, 1982; Caty, Tamlyn, 1984; Fleming, Brown, 1983; Hopping, 1977;
Johnston, 1985). The end result is a mechanical approach which alienates and
dehumanizes patient care (Appleyard, 1982; lveson-lveson, 1983; Keck, Walther,
1977).

The lack of knowledge in effective communication with patients is well
documented (Kubler-Ross, 1975; Llewelyn, Fielding, 1983; Hopping, 1979; Keck,
Walther, 1977; Vachon, 1978). Vachon, interviewed nurses who were in the process of
developing a new palliative care hospital, and found that when the nurses were
attempting to meet the patients’ psychosocial needs they became increasingly aware of
their inadequate coping skills (Vachon, 1978). In response to interview questions, the
nurses stated that their main difficulties were responding adequately to the patients’
feelings about their illness, prognosis, and death. There was ". . . a lack of knowledge
and skill in interpersonal relationships and a lack of communication skills”, which
contributed to a feeling of impotence in giving adequate care (p. 368). Similarly,
Kastenbaum (1972), in a hospital survey, found that when concerns were expressed by
the patients, eighty-two percent of the health-care attendants responding to those
patients, used avoiding, pacifying or denying statements.

The literature reviewed focuses on the emotional distress of death and dying and
the subsequent loss experienced by not only the patient, but the patient's family, friends
and possibly heaith care workers involved in the patient's care. From this, a theory of
grieving has evolved which provides a model for understanding and dealing with loss.
Although there is some disagreement, later studies agree that loss extends beyond that
experienced from death to loss of parts of the body and losses experienced through
major life changes such as social status, goals, roles and relationships, i.e. divorce
(Bowlby, 1973; Kibler-Ross, 1975; Schoenberg, Carr, Peretz, Kutscher, 1970; Solnit,
Stark, 1961; Scarf, 1980).



*...Certain losses, at certain moments of our lives when
we feel unready, unprotected, unconfident of our ability
to cope with and transcend them, may be experienced
as an emotional starvation, as annihilation, as death.”
(Scarf, 1980, p. 202).

It follows then, that most patients encountered within the hospital are experiencing an
acute crisis of "loss", either through the imminence of death, or other crippling events,
and could be grieving.

The primary role of nurses in a hospital is that of "helper”. To function in this role
implies the provision of knowledgeable physical care including dispensing of medication,
application of specific treatments and informative monitoring of the iliness presented.
However, another important expectation of this role is the interpersonal aspect of care.
This aspect is essential when dealing with the emotional loss experienced by patients in
the hospital. However, as noted above, nurses have a tendency to avoid dealing with the
emotional aspect of care. This avoidance results in distancing of the patient, which leads
to isolation, feelings of abandonment, increased fears and loneliness (Fleming, Brown,
1983; McCaffery, 1984; Pierce, Carkhuff, Berenson,1967). Llewelyn states that". ..
failure to manage psychological distress can prolong and magnify physical pain.”
(1983:30). Consequently, nurses’ avoidance and lack of coping skills can affect patients’
degree of suffering and length of recovery.

To summarize, it is clear that hospitalized patients experience loss with
subsequent emotional distress. What's more, there is recognition that there are
inadequacies in patient care in regard to this psychological suffering. The reasons for this
are attributed to nurses' avoidance and lack of knowledge of coping skills. Thus, the
educational problem is how to develop a hospital inservice training program for nurses to:
decrease the problem of avoidance of patients' emotional distress; and to teach them

communication skills to deal with the patients’ emotional distress more effectively.

Purpose of the study

The words "palliative care" have become synonymous with hospice and/or care of

patients terminally ill with cancer. The dictionary term "palliate” in respect to a disease,



means “. . . torelieve . . . to reduce the severity of. . . affording relief, but not cure .. . to
reduce the violence of. . .". Thus, the focus has been on quality of life using a pain-free
approach in a therapeutic milieu of emotional, spiritual and especially, family-supportive
care. One cannot deny the value and contributions made from this endeavor in the past
three decades. However, one disadvantage is that it has tended to specialize the care of
the dying, and designate those requiring this special treatment only to those patients
suffering from cancer. One possible consequence of a specialized unit could be the
tendency to relegate "dying" to palliative care specialists with a subsequent decline of
care of the dying in other areas of the hospital.

When one realizes that at least fifty percent of the population die in hospitals, it
becomes clear that a specialized approach towards one disease is highly inadequate.
There are many patients with a variety of illnesses in a hospital who do not require invasive
and/or technological interventions and may be dying. However, even though the nurses
inthe hoépital may be confronted with dying patients they do not have access to the
benefits of what is generally found in palliative care units; i.e. the psychosocial aspects of
care, the peer support, and/or the institutional support in caring for the dying.

The hospice approach has provided a milieu which fulfills the helper role in a total
sense of patient care - physical, emotional and spiritual. However, many nurses in the
general hospital do not have this training or experience. These nurses become trapped
in a "responsibility vacuum" in which they are aware of increasingly refined approaches to
caring for the dying but they lack the confidence, interpersonal skills or psychosocial
setting necessary to fulfil their role expectations.

The purpose of this study was to develop, implement and evaluate a hospital
inservice training program utilizing the knowledge gained in death education programs for
palliative care but transcending this approach to all patients suffering from loss and
possible grieving. The design is essentially a fulfillment, phenomenological model --
fulfillment model in the sense that nurses are seen as having the potential to achieve

growth through personal awareness and acquired sensitivity of self and others; and



phenomenological in the sense that nurses will acquire communication skills that allow
them to enter the perceptual world of the patients.

The inservice program developed for this study sought to address the stated
problem in two ways. First, it included training to help nurses deal directly with patients'
emotional needs, making the tendency for avoidance less likely. Second, it included
training in empathic communication skills, thereby enabling nurses to deal more
comfortably and effectively with the emotional aspect of care.

The objectives which follow from the above stated purpose are:

1. To assess the attitudes of the participants towards death and dying and

nursing care of dying patients.

N

. To assess the levels of empathic communication skills by using Carkhuff's
Index of Communication on written and audio-tapes completed by the

participants.

w

. To provide the participants with a training program designed to increase
awareness and sensitivity to patients' emotional needs related to loss,

and to increase empathic communication skills.

H

. To test statistically the effectiveness of the training program in changing
the participants' attitudes towards death and dying.
5. To test statistically the effectiveness of the training program in increasing
the participants' empathic communication skills.
6. To determine if the training program had any impact on the participants’

nursing care in the hospital setting.

Hypotl er | -
For research purposes of the effectiveness of this hospital inservice training
program, pre- and post-training data were collected and analyzed. The three hypotheses
under investigation were two null hypotheses which were tested by statistical analysis
and one hypothesis in which a descriptive analysis was done to measure changes related

to the training program.



1. Hypothesis I: There will be no significant difference between pre- and
post-measures in the Death Attitude Questionnaire.

2. Hypothesis ll: There will be no significant difference between pre- and
post-written and audio-taped responses of empathic communication.

3. Hypothesis Ill: There will be attitudinal and communication changes after
the inservice program which will be demonstrated in actual nursing care

on the ward.

Although it is possible to assume that this group of nurses could possibly
represent other groups of nurses in similar hospital situations, the small sample size
makes it impossible to generalize beyond what is found in the study. However, a small
sample may nevertheless indicate patterns and trends that open up possibilities for
further research.

This study extended over a five-week period. Because of the nurses’ shift work
and irregular days off from work, the problem of attrition may have affected the results.

In spite of the use of independent raters, the experiences, ability and bias of the
investigator/therapist may affect the study.

This is a quasi-experimental study in which there is no control group to rule out
any other hospital factors. A considerable portion of the study utilized a qualitative design
in which the investigator made descriptive observations, interpreted data and attempted
to find verstehen!.. Much of the analysis is subjective and therefore does not have any

predictive value.

1= _the attempt to achieve a sense of the meaning that others give to their own
situations through an interpretive understanding of their language, art, gestures and
politics. To understand in this way further implies that one knows what another is
experiencing by engaging in a recreation of those experiences in oneself. At its core,
the essence of understanding is to put oneself in the place of the other--something
which is possible if one possesses a degree of empathy with the other or has the
disposition to recreate the experiences.” (Smith,1983:12).



There is no assessment of long-term effects of this hospital inservice training

program.

Definition of
The following expressions are defined in terms of their meanings for the purpose
of this study:

Psychosociological aspects of nursing care: This includes two aspects of nursing care
necessary in the delivery of total nursing care to patients in the hospital. First,
the psychological aspect deals with the emotional needs and feelings
expressed, especially those regarding their iliness, prognosis and/or death.
Second, the sociological aspect involves the patients, patients' families and
friends in which their feelings, concerns and interpersonal dynamics become
part and parcel of the total care.

Palliative care: The nursing care designated for patients terminally ill. There is an
acceptance by the patients and staff that this care will be non-invasive
treatment with the goal of "caring” rather than "curing".

Grieving process: This term denotes the emotional distress experienced following a loss.

Helper-helpee: A therapeutic relationship in which the helper's intent is to facilitate
growth and improved functioning in the helpee. This is inherent and
necessary in the nurse-patient relationship for the patient's recovery
(Anderson, 1980; Jourard, 1971; La Monica, Karshmer, 1978)

Hospice: A special unit or hospital in which there is a well-defined milieu and treatment for
patients with terminal cancer.

Hospital inservice training program: This refers to the training program designed
specifically for this study to promote awareness and knowledge of the
emotional aspect of patient care and acquisition of interpersonai skills to cope
more effectively with patients' emotional distress.

Empathic Communication: Communication in which the helper perceives the world as

the helpee sees it and communicates this understanding to the helpee.



Carkhuft's Index of Communication: This instrument of measurement assesses the level
of empathic communication in the written and audio-taped responses
completed by the participants in the study. It is based on a five-point scale in

which level 1 is the lowest level of empathy (Carkhuft, 1969)

Conclusion

In this introductory chapter of the thesis, it has been posited that there are
inadequacies in the psychosociological aspects of patient care which have been
attributed to nurses' avoidance and lack of interpersonal skills. This study addressed this
deficiency by developing and implementing a hospital inservice training program for
training nurses to deal more effectively with the pétients' emotional distress. For the
statistical requirements of the study, three hypotheses were generated to determine the
effectiveness of the inservice program in addressing the stated problem.

The second chapter is a literature review to establish the conceptual framework
for the study. First, to better understand the tendency for nurses' avoidance of dying
patients, a philosophical/psychological perspective on the denial of death which is so
prevalent in our society is presented. This is followed by a look at the literature which
supports the rationale for nurses learning about loss with subsequent grieving, and
acquiring empathic communication skills. The literature review is completed with a
description of previous studies dealing with nurses' avoidance and inadequate
knowledge and skills to cope with patients' emotional distress.

The third chapter deals with the methodology and research design employed in
the study. To deal with the procedural steps taken in the inservice training program, three
areas are identified and described: development, implementation and evaluation.

The fourth chapter describes the results of the data analyses. This is followed by
a discussion of the results and the subsequent conclusions, implications, and

recommendations for further research.



Chapter i
Literature Review

Few, if any thoughts, ideas, choices, or problems occur in a vacuum. This chapter
deals with some of the driving forces underlying the development of this study in
examining the emotional aspect of nursing care. To illuminate these forces, the following
questions are addressed: Why is there a denial of death? What is the rationale for nurses
learning about grieving? How is grieving presented in the hospital? What is the rationale
for teaching empathic communication to nurses? How have others approached this

problem?

Denial of death

"...the idea of death, the fear of it, haunts the human
animal like nothing else; it is a mainspring of human
activity-activity designed largely to avoid the fatality of
death, to overcome it by denying in some way that it is
the final destiny for man...fear of death is indeed a
universal in the human condition.” (Becker, 1973: ix)

Robert Fulton, a sociology professor, found that through our social structure of
nuclear families, segregation of the aging, deritualizing of mourning and isolation of the
dying, we have achieved the “death of death itseif” (Grollman, 1981: 37). Rollo May
(1969) likens our repression of thought about death to the Victorian repression of sex.
This denial of death is not new to our culture, although we have been more successful in
hiding it from view. Feifel, using a multi-faceted approach to explore the meaning of
death, found that "The idea of death has posed the eternal mystery, which is the core of
our religious and philosophical systems of thought.” (1959: xi).

Becker (1973).illuminates the existential paradox of mankind--the dualism of the
symbolic unique self, which represents freedom of thought, imagination and infinite
reach, and the body, which is deterministic, limits freedom and is doomed to decay. The
mainspring of human activity is designed largely to avoid/deny the finiteness of the body-
-death. This dilemma creates a basic anxiety that even a child is aware of and thus a "lie" is

established as a natural defense in self protection.



The existentialist, Kierkegaard, draws an analogy to the ejection of Adam and Eve
from the Garden of Eden to indicate man's greatest anxiety. In this myth, when Adam eats
of the fruit of the tree of knowledge, he attains self-consciousness and with this
awareness, the terror of death. He believes that the child, because of this basic anxiety,
unconsciously and automatically develops character defenses (Becker, 1973).

Freud introduced the concepts of repression, defenses and transference, with
sexuality as the central core. Focusing on revealing man's creatureliness, he believed
that these coping mechanisms formed man’s human character as a means to create a safe
environment without anxiety. Becker, who maintains that Freud, in his later years, was
beginning to alter his initial assumption of sexuality, illustrated the importance of Freud's
work but reinterpreted his findings from "repression of sexuality” to "repression of death".
For example, he attributed the oedipal complex to the child wanting to conquer death by
"becoming the father of himself, the creator and sustainer of his own life.” (Becker, 1973:
36). |

Jung agreed with the paradox of mankind. He stated that "We can conclude quite'
categorically that hypochondrias and phobias are focalizations of the terror of life and
death by an animal who doesn't want to be one.” (Becker, 1973: 227).

Maslow refers to the need for man to protect our ideal image through repression
of death. But he also points out an irony of this repression of death which he calils the

"Jonah Syndrome":

"...partly a justified fear of being tom apart, of losing
control, of being shattered and disintegrated, even of
being killed by the experience. And the resuit of this
syndrome is what we would expect a weak organism to
do: to cut back the full intensity of life". (Becker, 1973:
49).

Because of the anxiety reaction, the “fear of death™ extends to a “fear of life".
Thus, the negative aspect of being alive and having awareness of death is the need to
repress this knowledge to relieve anxiety. However, the posiﬁve aspect of this
knowledge is that without this awareness of death, life would not be so precious. Rollo

May stated that "Love is not only enriched by our sense of mortality but constituted by it.”
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(1969: 101). He feels that only when we can confront death by opening ourselves to the
negative as well as to the positive, can we have growth. Heidegger says "Death alone
gives meaning and destiny to my human life.” (Hunsinger, 1969:70). Jung, with his
teleological view of life, states that "From the middle of life onward, only he remains vitally
alive who is ready to die with life." (Feifel, 1959: 8).

Recognition of the meaning of life, even through suffering and dying, was
exemplified in Frankl's experiences in a concentration camp where living appeared to be
merely an existence of pain, suffering and indignities. He illustrated how one could
transcend suffering and, through personal choice, find living meaningful.

It should be noted here, that even though this thanatological literature is
reviewed from a psychological perspective,.the ideas originate from the roots of
psychology, philosophy. It was Socrates who said "...for is not philosophy the study of
death?” (Kastenbaum, Aisinberg, 1972: 1). The literature is revealing in the examination
of the fundamental question of "why." We deny death because we fear it and that fear is
universal and has been seen in most cultures and in all ages. It has also been
represented in many cultural manifestations, from art to religion. Because of fear, we see
many attempts in our culture to allay the resulting anxiety, from our beliefs in immortality to
our attention to sport heroes. "There have been a number of studies that indicate
doctors choose medicine as a career because of an inordinate fear of death. And
medicine is dedicated to defeating death.” (Kibler-Ross, 1981; 12)

It is no wonder that in the field of medicine, there is a striving towards longevity
and mastery of iliness with a propensity to ignore/deny the perceived failures in this
endeavor. Given such a history and such an ethos, it would seem logical that nurses

would have a natural tendency to avoid/deny the dying patients' emotional distress.

Rationale f leaming at -

"Affectus, qui passio est, desinit esse passio simulatque
eius claram et distinctam formamus ideam. Emotion,
which is suffering, ceases to be suftering as soon as we
form a clear and precise picture of it." (Frankl, 1946: 95)
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The term grief is the emotional response to a significant loss, as presented by a
patient and/or the patient's family. This emotional response to a loss is a process which
can include definitive phases which are interpreted from different perspectives. For
example, Freud séw the psychodynamics of grief as a means to withdraw the energy from
the loved-objects. The energy directed towards a loved-object is termed "cathexis” and
the withdrawal  of that energy from the loved-object is "decathexis.” The means to
withdraw energy, termed hypercathexis, is seen as one of the initial phases in grieving,
and is achieved by repetitively reviewing the painful events. This process is viewed as a
natural and necessary process.

Furman described grieving similarly. She stated that there was a need to
decathect the loved-object before one could wish to live and enjoy pleasures. Thus,
hypercathexis was experienced through deep longing and pain when cathecting fond
memories.

F’arkes, who sees the grief process of realization internalizing the event, studied
grieving widows and found a preoccupation of memories of the lost person. He
concludes that "It seems that the human adult has the same need to go through the
painful business of pining and searching if he is to ‘unlearn’ his attachment to a lost
person.” (Weiss, 1973: 66-67).

Peretz stated that "Grief, when expressed, usually involves a period of
convalescences in which the ties to the object can gradually be withdrawn and energies
reconstituted for the establishment of new ties." (Schoenberg, Carr, Peretz, Kutscher,
Austin,1970: 13). He found that often the basic defense of repression was used to
protect one from such emotions of yearning, anguish, sorrow, anxiety. Other defenses
often used were projection (blaming others), isolating emotion, rationalization, and
avoidance of reminders.

Bowlby (1961) sees grieving as a biological adaptive function of promoting
recovery of the lost-object, which was learned when a child experienced sepakation from

the mother. He itemizes three phases of grief that occur; 1) focus on recovering loss--
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weeping, anger, anxiety, grief, 2) disorganization--pain, despair, and 3) leading to a new
state.
Kibler-Ross (1969) has identified five stages when grieving:
1. Denial and isolation. This stage functions as a buffer to allow time to
adjust to the shocking news.
2. Anger. This anger can be displaced in all directions and projected
outwards.
3. Bargaining. A tendency to try to bargain or “make a deal” with God if He
will spare his/her life.
4. Depression. A feeling of deep loss, either a reaction to the initial loss or
secondary when realizing impending losses.
5. Acceptance. This is the final stage, in which there is a feeling of peace
when realizing that this is a reality that cannot be changed.
Vachon defined three stages in the process of grieving:
1. Shock, in which there is a dazed belief and denial.
2. Disorganization, in which there is a loss of patterns of conduct.
3. Turmoil, in which there is depression, anger, guilt, passively suicidal,
feelings of despair. |

"And then the despair,

Oh God, the despair...

It fills my entire being to the core.

Until | lay flooded with wounds so open
that | must fight to keep from

drowning in my own blood.”

by Linda Clark. (New Woman: June, 1884)
All agree that this is a time of extreme mental hurting and agony. One of the most
painful feelings experienced by those grieving is that of loneiiness (Scarf, 1980; Weiss,
1973). Becker statesv that *The most terrifying burden of the creature is to be isolated. . . "

(1973: 171). Loneliness is seen as a driving force which Bowlby and Parkes believe is an
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evolutionary adaptive trait towards forming new attachments. "It is appropriate to avoid
being alone as it is to avoid any of the other natural clues to potential danger.” (p. 143)

It would be difficult to pin down one theory as exclusive but all identify the
process of grieving as painful, personalized and unique with each individual. There are
different versions of phases described but the general view of grieving, while varied has
more similarities. There is a consensus that grieving is a natural, normal and necessary
response to loss of a loved-object. From this, it seems clear that many patients and their
tamilies encountered within the hospital are coping with a loss and could quite
conceivably be grieving.

Freud pointed out the necessity of going through the work of grieving before
being able to be ready for a new relationship. Deutsch (1937) supported this in his
research on the absence of manifestations of grief. Scarf (1980) said:

"This is true whether the bereavement has resulted from
death itself, or from the death of a love-bond. Without
taking into oneself the pain and the suffering, and
without working through i, there is no emerging of the
other side. The person who avoids the process --
thereby avoiding the suffering that accompanies it --
doesn't become psychologically ready, at liberty for a
fresh try, a meaningful relationship.” (p. 158)

To illustrate the consequences of not working through a loss is the following
anecdote from personal experience:

The patient was a 61 year old woman, lying propped up on the
stretcher with an oxygen mask over her nose. When approached she
quickly removed her mask and began to disclose her thoughts/feelings
with very little prompting. According to her, she had had a very close call
with death the previous night. She began by saying that she had feit as if
her sons had been taking her for granted lately which had brought her to
the conclusion that she wasn't important to them any longer. After her
cardiac distress the previous night with subsequent hospitalization, both
sons had visited her and their concern and caring was obvious to her
despite their difficulty in expressing it and her equal difficulty discussing it
with them. Her pleasure in discovering this was obvious.

She shared her belief in reincarnation and her feelings about
death. To her, death was a familiar friend and when it was time, she wouid
be ready. She spoke of losing her father when she was 13 years old, her
husband when her eldest son was 13 years old, and her second son
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when her youngest son was approaching 13 years of age. Death was not
a stranger in her life.

She discussed many items such as her funeral wishes,
experiences with her family, her relationship with her in-laws, and then
she suddenly began to reminisce about her childhood. She stated that
she had hated her brother for years and it wasn't until the last five years
that it suddenly dawned on her that he had also had problems as a child
but they had just never shared their feelings at that time. Her anger
began when her father died.

She said, "My dad and | were very close. As far as | was
concemed, he was absolutely perfect and | guess | was his little girl and
probably spoiled. We did everything together. He was ill for quite awhile
and went to the hospital. One day | came home from school and knew
that he was in the living room -- in a coffin. | just couldn't open that door. |
knew that if | went in | would want to talk to him and he wouidn't be able to
answer me.” (Tears formed and began to slowly trickle down her cheeks.)
"1 sat down on the doorstep and my brother found me there. He sat down
and asked me why | wasn't going in to see daddy. Then he said, "I'll bet
it's because you feel guilty.” Now | ask you, what does a child know about
guilt? | hated him after that." (At this point her voice tone became very
childlike with hurt and anger.)

What becomes apparent is the impact of this woman’s loss as a child and the long-
lasting effect on her relationship with her brother. This anecdote, which is one of many
such anecdotes heard by nurses, supports the literature describing the trauma
experienced by a child when a parent dies; the effect of nobody understanding how s/he
feels and the necessity of assisting the child to work through her/his feelings (Furman,
1974; Knowles, Reeves, 1983). What's more, it supports the view that people would
like to discuss their feelings and plans regarding dying (Feifel, 1959, Kibler-Ross, 1969,
1975, 1981).

It has been posited that the patients in the hospital are likely to be grieving due to
the loss that they are experiencing. Also, the literature is clear about the necessity of
working through this grief. Kabler-Ross offers an approach to recognizing and dealing
with stages of grief with decorum and dignity for the patient. Schneidman and others,
while not disagreeing that these stages are frequently seen, have found that everyone
does not follow a lock-step series qf stages but rather presents a wide variety of behavior,
just as one sees a variety of behavior in living. The important message here is that the

patients in the hospital frequently exhibit a variety of emotional and behavioral responses
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of grieving and these are natural and normal as well as necessary for them to work through
for a healthy future. Thus, it is important that nurses recognize and understand these
responses so they may facilitate rather than impede the process of grieving.

When stressing the need for attention to the emotional reactions of the patients
and their families, the nurses' responses often are: ". . . can't help it; we are here to deal
with the medical care of these patients; we don't have time for that; we're too short-
staffed; the most important part right now is to get the intravenous started.”" While it is
true that there is not enough allowance made for the emotional treatment of patients, the
primary reason is likely to be avoidance. Does this problem have any significance for the
healthful care of patients and their families? Why should this be such a concern as long
as the patients are receiving adequate physical care?

If one is to accept the theories of grieving presented earlier, it would appear that
failure to work through the grieving process could result in a pathological disturbance
which could affect one's health. Indeed, there have been many interesting studies done
in which there is a high correlation between grief and subsequent illness, even mortality,
especially with widows (Schoenberg et al, 1970). "It is believed that the emotional state is
one of the conditions which allows the disease to appear.” (p. 44) Hutschnecker found
that a loss of a parent often resulted in a somatic crisis with a physical trauma (Feifel,
1959). Glick found that there was an increased risk of mental iliness, especially
depression, with widows. [f depression is intense or persists for a long period, there is
always the risk of suicide. Vachon, (1986) reported some possible consequences of
death of a spouse as: iliness, death (most often in males 55-70 years old), and suicide.
When working with parental grief some of the consequences reported were: somatic
problems, infertility, increased rate of miscarriage, psychiatric morbidity, marital
breakdown, sexual problems and disturbed relationships with the other children.

The consequences of loss and subsequent grief are serious. It i$ true that most
people successfully work through this painful time eventually. However, it would be

difficult to determine the actual costs to the grieving individual and the family. If we can
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recognize, understand and facilitate the grieving process in the hospital, it would be good
preventive medicine. |

To summarize, it has been acknowledged that with repression of the fear of
death, the result has also been a fear of life. Kiibler-Ross emphasizes that for growth, we
must interpret dying as another phase of living with obligations and opportunities. To
achieve growth in our care of patients, it is necessary to understand and treat the total
patient — physical, emotional and mental. To approach the task of growth through care of
patients, it is necessary to know and understand the concept of grief when experiencing
loss, either through death or other significant losses seen in the hospital setting.

If the premises found in the literature are accepted, the following become issues
for serious consideration in the training of nurses and in the effective delivery of health-
care for hospital patients:

a) Nurses are constantly being placed in the position of seeing patients
suffer from a variety of losses and feel inadequate in dealing with the
emotional aspects of this suffering. 7

b) Nurses can learn to understand loss in more general terms by utilizing the
knowledge gained in the area of death and dying.

¢) Through learning and applying the methods described in the death and
dying literature, nurses can be more effective and find more satisfaction

in caring for patients' suffering.

The si | symot { patients’ grievi

"There is nothing either good or bad, but thinking makes
it so." Shakespeare: Hamlet Il ii (Ellerbroek: 66)

As with the phases of grieving described above, there are a variety of
descriptions of signs and symptoms of grieving seen in the hospital setting. For example,

Schneidman (1980) described the response to a sudden death as a
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*disaster syndrome'...combination of emotional duliness,
unresponsiveness to outer stimulation and inhibition of
activity...The individual who has just undergone disaster
is apt to suffer from at least a transitory sense of
worthlessness: his usual capacity for self-love becomes
impaired.” (p.160)

Glick, et al. (1974) noted that although knowiedge of an impending death did not
reduce actual grieving, the sudden unexpected death intensified the shock. In the
hospital setting, we are essentially dealing with the acute crisis of loss, and as a result, are
usually trying to cope with the first stages of grieving. Glick identifies the symptoms as
disbelief, shock, crying, sadness, despairing, disorganization, fear of managing, collapse
and considerable expression of anger towards others. When death is a sudden
occurrence, there is a tendency to dwell obsessively on what happened and in a search
for the cause. This observation coincides with Freud's theory of "hypercathexis”.

Vachon (1978) found that in her experience, shock was the initial reaction with
symptoms of disorganization, denial, desolate pining, guilt, anxiety and aggression. She
also identified psychophysical signs, as described by Lindemann:

1) crying, often without warning or obvious reason.
2) sleep disturbance.

3) reduced energy level.

4) changes in appetite, weight.

5) somatic--aches, pains, fatigue, nervousness.

Feifel attributed many of the symptoms to anxiety, a negative emotional state.
"Death fears can dissemble in insomnia, overconsideration for one's family, fears of loss,
the depressed mood,...diverse psychosomatic disturbances.” (Kastenbaum, 1972: 52)

While these symptoms are described when dying is the focus of loss, they are not
exclusive to death. Schoenberg recognized similar symptoms before surgery. "The most
awesome sense of loss is experienced by patients undergoing cardiac surgery.” (1970:
136) He also referred to the "phantom limb" of the amputee where grieving occurs.
Kastenbaum (1972) found that the debilitated athlete *. . . may perceive one or more of

his part-selves as wholly dead.” (p. 122).
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In a hospital setting, a patient frequently experiences the loss of freedom. The
literature describes the extreme dependency felt by a hospitalized patient and the
subsequent feeling of loss of control. "This climate of dependence on staff and on the
institution drains the patient's sense of uniqueness and of human worth.” (Schoenberg
et al.,1970:22) This loss of independence is often feit to be more painful that the illness
itself. With any loss of part of self without control, there is often a recognition and threat of
the future worsening. It would be safe to say that most losses carry the threat of a future
loss, which would account for the increased anxiety and fear frequently seen in patients.

Therefore, one can deduce from the above that in the hospital, the first phase of
grief is shock with the predominate symptoms of denial, disorganization, anxiety,
depressed mood and likelihood of psychophysiological changes. There would appear to
be a panoply of human feelings and emotions expressed that are likely signs and
symptoms of grieving. When noting the variation, Schneidman (1980) stated that
"oncology recapitulates ontology” in that "...each individual tends to die as he or she has
lived, especially as he or she has previously reacted in periods of threat, stress, failure,

challenge, shock and loss.” (p. 110)

Rationale for teachi thi ication skill

There is no time now for the game
Of mutual pretense.

To act as it I'm still the same

Quite simply makes no sense.

Observe me here, the worn remains
Of what | used to be.
This weary mass of aches and pains
Is plain for all to see.

But still it loves and wants to share
Its feelings with its friends.
So listen now and show some care
Before my sweet life ends.

by Lewis R. Aiken
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Should we learn methods to cope more adequately with the emotional anguish
experienced in the hospital? The literature is clear that this is not only possible but
desirable in health-care settings.

"Actually, my findings indicate that patients want very
much to talk about their feelings and thoughts about
death but feel that we, the living, close off the awareness
for their accomplishing this. (Feifel, 1959: 123)

It is important for the nurses to recognize and understand the messages from the
mind and body of the patient and to be aware of the vulnerability of the patient due to the
state of shock and feeling of dependency described above. To achieve maximum
psychological comfort, the patients need to retain some sense of autonomy in the
decisions remaining to them. However, many patients have difficulty expressing their
emotional reactions, may be unaware or deny their feelings, and invalidate underlying
feelings of vulnerability, for example, by masking their fear with anger.

From the literature some communication musts for all health-care givers have
been activated: (Kibler-Ross, 1969, 1975, 1981; Schoenberg, et al., 1970; Feifel,
1959; Glick et al.,, 1974; Groliman, 1967)

1. Recognize the patients' state of shock. Orient them to place and
situation frequently with an attempt to fortify reality rather than deny it.
Frequent clarification may be necessary.

2. Recognize the need for repetitive review of events and be prepared to
answer the same question many times. It is important to realize that
occurrences at this time will be played over and over in the patient's mind.

3. Encourage verbalization of feelings. Let them choose their attitude even
if there is considerable anger directed towards the nurses.

4. Be truthful. Discuss facts with the emphasis on an area of their gaining
control.

5. Reassure them:

—give support in accepting the iliness

—iet them know they will be taken care of by the nurses.
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—let them know that what they are feeling is not only normal but "okay."
—let them know they are not alone and offer to"help in the fight.”

6. Offer hope. Do not give up on the patient but be willing to share
information, feelings and concerns with the patient and family, giving
them the opportunity to make decisions and plan some goals, however
small, for the future.

“Those who know how close the connection is between
the state of mind of a man--his courage and hope, or lack
of them--and the state of immunity of his body will
understand that the sudden loss of hope and courage
can have a deadly effect.” (Franki, 1946: 96-97)
7. Silence is also an important facet of communication--the willingness to
listen and just "be there."

The nurses need to communicate their willingness to listen in order to have the
patients share in the decisions regarding the iliness. They need to recognize that
grieving is a personal and unique experience. There are no "right" or "wrong" reactions
and feelings must be acknowledged as messages to be listened to, understood and dealt
with in an open, honest factual communication. This is a reciprocal process of caring,
respect and dignity which requires awareness and supportive empathic communication
from the nurse.

However, it has been established that nurses have a low level of empathy
(Anderson, 1980; La Monica, Karshmer, 1978). In fact, in a study comparing a number of
occupational and professional groups, a sample of nurses scored second lowest on a
measure of empathy (Truax , Wittmer, Wargo,1974). Similar results were found by La
Monica et al. (1976) when rmeasuring the level of empathy in nurses involved in a human-
relations-modeled staff development program. The mean score was 1.47 using
Carkhuif's index of Communication (1969). This score indicates that nurses' responses
are midpoint between 1.0 which represents irrelevant or hurtful responses and 2.0 which

represents responses that only partially communicate an awareness of the surface

21



feelings of the helpee (Carkhuff, 1969). This is weil below the minimally facilitative level ot
3.0 which is considered necessary for enhancing growth in a helping relationship.

Thus, the training of empathic communication skills is essential for nurses to be
effective as helpers in the nurse-patient relationship. Carkhuff's Index of Communication
(1977) ofters a skills acquisition model with which to teach empathic communication. This
model is based on the Rogerian concept that the attitude of the helper promotes a feeling
of acceptance, trust, being understood and independence in the helpee which allows
the helpee to discover himself and the capacity to use the relationship for growth
(Rogers, 1961). Carkhuff states that "Helping is a process leading to new behavior for the
person being developed” (1980: 11). He describes responsiveness as a basic
dimension of human development and helping, which involves empathy and
communicating that experience to the person by responding to the content and feelings
expressed by the helpee. It is this action of exploration and understanding that leads to
action towards new behavior, thus, a crisis becomes an opportunity for growth and
development.

The empathic mode described by Carkhuft provides the key to a therapeutic
relationship in that it is a non-judgmental, respectful approach which says to the patient
that 1) 1 am hearing you, 2) | understand what you are saying, and 3) | am interested in
your perspective, your opinion and your~wishes. Thus, this mode of communication,
even at the minimally tacilitative level: allows the patients to maintain a feeling of
autonomy and self-respect; encourages verbalization of feelings; reassures them that
these feelings are okay and are supported; establishes an open line for facilitating an
understanding of self and his/her illness and provides an opportunity for the patients to
develop new actions. In other words, if this mode of communication is established, it

would fulfill the communication musts described above.

How have others approached the problem?
The response to the problem of avoidance and inadequate knowledge and skills

to cope with emotional distress has resulted in various studies described below.
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Avoidance,

"Perceiving an event as pleasant or unpleasant is, again,
a matter of choice of the individual, and although related
to the event is not determined by the event.”
(Ellerbroek, 67)

When describing the concept of avoidance the implicit assumption adopted by
researchers is that it is related to attitudes. The nurses' negative attitude towards death
and dying results in verbal and non-verbal behaviors which inhibits communication of
emotional concerns (Hopping, 1977). Nurses' attitudes towards death are influenced by
family attitudes, personal experiences with family or friends and personal experiences
caring for a dying patient (Caty, Tamlyn, 1984; Milton, 1984; Mullins, Merrian, 1983,
Shruck, Swanson, 1981). There is a need for nurses to understand their own
feelings/attitudes regarding death and the death process itself, before they can give
understanding and empathic care to the patients (Appleyard, 1982; Hopping, 1977;
Llewelyn, Fielding, 1983; Keck, Walther, 1972; Stowers, 1983).

From these premises, death education courses were developed that included
opportunities for self-exploration and ventilation of feelings regarding death, general
knowledge of the process of dying, and strategies for coping with dying patients and their
families. These education courses were taught to groups consisting of nursing students
(Caty, Tamlyn, 1984; Coolbeth, Sullivan, 1984; Hopping, 1977), and nurses in
extended care homes (Fleming, Brown, 1983; Mullins, Merrian, 1983). The courses
used a didactic and experiential approach, utilizing such techniques as role-playing
situations and group discussions.2 Pre and post-questionnaires were given to ascertain
the effectiveness of changing the attitudes of the nurses towards death. Those finding a
significant increase in positive attitudes (Caty, Tamiyn, 1984; Coolbeth, Sullivan, 1984)

supported the theory of Shruck and Swanson that there was an increase in positive

2The didactic approach emphasizes the knowledge base and techniques to be
taught while the experiential approach stresses awareness of one's own feelings and
learning from one's own experience (Payne et al, 1972).
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attitude with experience and death education. Lev (1986) found that experience alone
did not affect attitude. Hopping (1977) found no significant increase in positive attitude.

There were mixed results regarding whether the training increased or decreased
the nurses' anxiety regarding death (Lev, 1986; Mullins, Merrian, 1983; Milton, 1984).
Denton and Wisenbaker (1977) reported that experience with death was inversely related
to death anxiety among the nurses they studied. In one study observing nurses giving
nursing care to dying and non-dying patients, Keck and Walther (1977) found that
nurses did not spend less physical time with dying patients but less time attending to the
emotional needs of dying patients indicating an obvious discomfort. This noted
uneasiness in nurses caring for dying patients was the impetus for a study by Stoller
(1980). In her analysis of a questionnaire given to 32 nurses, she found that the nurses’
uneasiness associated with interaction with dying patients increased with experience.
She posited that one reason could be ". . . a task structure which enables the RN to
minimize social contact with the dying and therefore does not motivate her to acquire

strategies for handling death-related conversations” (p. 38).
| No research was found that linked more positive attitudes towards death‘to actuai
patient care. In other words, we do not know from the above research if death education
courses have any impact on reducing the nurses' tendency to avoid the dying patients in
a hospital. It was noted that after one déath education course, there was a change in the
nurses' charting, indicating some transfer of awareness to the work situation (Fleming,
Brown; 1983). However, the charting only changed in the subjective reporting and did
not affect the nurses' planning for the patient.

Thus, the evidence linking attitude to nursing care of the dying remains
inconclusive. It should be noted here that the actual education programs were seldom
described which makes comparisons difficult. What's more, due to the difficulty of
developing a valid measurement of attitudes, the measurement scales utilized may not

have been adequate.

24



Lack of il ication skill

When describing appropriate communication skills the implicit assumption is that
the primary ingredient for a nurse-patient relationship is empathy (Carkhutf, 1969; La
Monica, Karshmer, 1978; Kalish, 1973).

"Empathy is the ability to enter into the life of another
person, to accurately perceive his current feelings and
their meanings...When communicated it forms the basis
for a helping relationship between nurse and patient.”
(Kalish, 1973: 1548)

if empathy is not present in a helping relationship, rather than enhancing growth, it can be
destructive to it (La Monica et al., 1976; Vachon, 1980).

Training in communication skills using empathy has been well defined and
validated in various research studies with a variety of groups such as undergraduate
students (Berenson, Carkhuff, Myrus,1966; Collingwood, 1969; Foulds, 1969; Payne,
Weiss, Kapp, 1972), parents of adolescents (Guzzetta, 1976), parents of emotionally
disturbed children (Carkhuff, 1970), nurses (La Monica, 1976, 1978), nursing instructors
-(Anderson, 1980) and psychiatric in-patients (Pierce, Drasgow, 1967; Truax et al., 1971).
These training programs effectively increased interpersonal communication at the
significant level.

Guzetta's study documented the effectiveness of a structured training program
for 45 parents of adolescents to respond empathically to their children. The parents were
divided randomly into three experimental and one control group in which all but the
control group received the six-hour training program. Using Carkhuff's Empathy five-
point scale (1969), the treatment groups showed significantly more empathy than the
control group.

In the nursing context, La Monica et al. (1976) reported the effectiveness of a
staff development program to increase nurses' abilities to perceive and respond with
empathy. This experimental design involved three groups; 1) the experimental group
receiving the program, 2) the control group for effectiveness, and 3) a control group for

test-retest variability. Using Carkhuff's Index of Communication (1969) as the instrument
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to assess the effectiveness of the staff development program, the experimental group
made significant gains in empathic communication after 11 hours of training. Their
responses did not achieve a 3.0 level, the minimally facilitative level. However, it is clear
that a systematic approach to training groups in empathic communication skills is effective.

In the nursing-teaching context, Anderson (1980) empirically investigated the
effectiveness of a 20-hour interpersonal skills training program implemented for nurse
educators uéing Carkhutf's Index of Communication (1969). The results of the study
indicated a signiticant increase in facilitative functioning of the experimental group
compared to the control group.

The training format in the above research studies combined a didactic, modeling
and experiential approach with a variety of techniques, including role-playing. Guzzetta
(1976) also adopted Goldstein's structured learning approach3 which included social
reinforcement. In an experimental design using four groups to compare three learning
components--didactic, modeling and experiential--in a training program for coilege
students, Payne et al. (1972) found the didactic-modeling combined approach most
effective in a brief empathy training program. This concurs with the findings of Carkhuft
and Truax (1965), who found that the integrated approach was basic to an effective
training program.

Generally, there were pre and post-assessments of written, audio-taped and/or
role-played responses to "helpee-stimulus” statements. These statements were based
on situations which could occur in a "helper-helpee” dyad, wherein the subjects were
asked to place themselves in the "helper” role and either write or tape their best helping
response to a "helpee" statement of a problem, concem or feeling. These responses
were rated by raters using Carkhuff's Empathy Scale, in which high empathy is rated 5 on
a 0-5 scale. This scale has established validity and reliability (Carkhuff, 1969, 94-99)

3Goldstein's structured learning training combines the techniques of modeling,
role-playing and social reinforcement. The social reinforcement is not included in the
didactic and experiential approach used in the other studies.
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The length of training in the above research studies varied from six to twenty
hours over a one to ten week period. Collingwood (1971) studied the efficacy of training
interpersonal communication skills to large groups and found that ten hours was effective
in increasing empathic communication. Another consideration for training programs of
communication skills is the long-term effect. Collingwood (1971) investigated the
retention and retraining of interpersonal skills after a ten-hour training program. There was
a significant drop in levels of functioning after a five-month period but the levels of
functioning were restored to the training program level after a brief retraining program.

Research literature indicates that the trainer's level of functioning has an impact
on the success/failure of a training program in providing constructive growth for the
trainees. In a summary of sixteen studies of lay and professional training programs
assessing the trainer's level of functioning in relation to the trainee's level of functioning, it
was found that the trainees converged in the direction of their trainers (Carkhuff, 1969).
Additional support for this finding was found in a later study comparing the differential
effects of high and low functioning counselors upon counselors-in-training (Pierce et al.,
1967). The trainees of the high level functioning counselor demonstrated greater gain.
This is a key factor when planning a training program to increase interpersonal skills.

There is general consensus regarding the effectiveness of training groups to
increase empathic communication if an ihtegrative approach is used and the trainer
models a high functioning level of interpersonal skills. However, the transfer of these
skills to actual situations has not been established. Guzetta (1976) considered this
problem in her research with parents of adolescents. She adopted Goldstein's principle
of “identical elements"4 by including the parents' children in one of the experimental
groups. She found “. . . no evidence that the experimental manipulation designed to

increase transfer did, in fact, result in higher levels of empathy. . . " (p. 452). She

4+identical elements" is a principle which states that the greater the similarity
between situations, the greater the transfer of the learned skill to that situation.
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suggested that one possibility could be that the situations role-played were not truly
representative of their normal interactions. In another study to determine if there were
actual changes in personality and interpersonal functioning it was found that there was
significant improvement in general indicating personality changes. However, "the
significant others” did not perceive any changes on empathy and concreteness (Martin,
Carkhuff, 1968: 110). Thus, no conclusions can be made regarding the transfer of the
newly acquired skills to other situations without more research.

In summary, the literature reviewed indicates that-an important facet of patient
care is missing due to nurses' avoidance and lack of appropriate communication skills.
There have been attempts through education courses to change nurses' attitudes
towards death and dying, as well as training programs to improve empathic
communication. Generally, increased empathic communication skills resulted but
attitudinal changes were inconclusive. There were mixed results regarding
increased/decreased anxiety towards death with the resulting proposition that increased
anxiety may actually increase awareness and empathy.

The literature indicates that empathy is an essential skill for nurses to facilitate
healthy nurse-patient relationships. It has also been demonstrated that empathic skills
can be taught to homogeneous groups. However, there was no evidence to indicate that
these training programs have had an impéct on the actual setting. We are left with two
important questions when considering a program for training nurses. Do attitudinal
changes result in less avoidance of the patients' emotional distress? Are the learned

empathic communication skills transferred to patient care?
Conclusion
Within the hospital setling there is a focus on "science” and the implicit belief of
mastery over life through artificial means. This focus has contributed to the neglect of the

psychosociological aspect of patient care with subsequent increased suffering. Nurses'

neglect of patients' emotional distress is attributed to: avoidance due to personal
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experiences and attitudes; lack of awareness and knowledge of the emotional impact of
loss; and lack of adequate coping skills to deal with this emotional aspect of care.

This chapter was motivated by a search for some underlying principles which
promote understanding of this deficit in nursing care but also, to serve as a foundation on
which to develop, implement and evaluate a hospital inservice program directed towards
the problem.

To examine the question of why there is avoidance/denial of death, a
philosophical/psychological overview was made revealing that man's denial of death is a
universal fear. This appears especially true in medical personnel who are constantly
fighting death. There is some thought that, by seeing it happen to others, we are able to
deny or distance death for ourselves. "The very act of struggling against loss, pain,
disability and ultimately death enhances feelings of power and security.” (Schoenberg et
al., 1970: 27)

'the review of the "rationale for nurses learning about grieving” and "the signs
and symptoms of patients’ grieving” illustrated the need for nurses to come to terms with
death, and to have knowledge of the symptoms of grieving in the hospitél before they can
effectively help dying patients (Furman, 1974; Kabler-Ross, 1978, Rogers, 1958).

The "rationale for teaching empathic communication” illuminated the necessity of
acquiring empathic communication skills as a coping response to the patients' emotional
needs when suffering from loss. Carkhuff's integrative model of empathic communication
was illustrated as an appropriate means for training nurses these skills. |

In "how others approached this problem,” other research studies were reviewed
which dealt with avoidance of dying patients and inadequate communication coping skills.
Death education programs and empathic communication training programs were reviewed
to determine their effectiveness in addressing these problems. The findings were
indicative of some positive, but mixed results in changing attitudes towards death and an
improvement in communication skills, but the impact of these programs on the actual

setting remains unanswered. At the present writing, the combination of these two
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specific approaches has not been offered as an inservice program to practicing nurses in
an acute care hospital. ,

In Chapter lill, the methodology and research design of the study includes a
description of the development and implementation of a combined death education and
empathic communications training program and the evaluation procedures used to

determine any changes and impact on the hospital setting.
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Chapter Il
Methodology and Research Design

The purpose of this study was to develop, implement and evaluate an inservice
training program for nurses to deal with the emotional aspects of loss experienced by
patients in an acute care hospital. This chapter describes the procedural components of
this study under three sections: a) the development of the inservice training program; b)
the implementation of the inservice training program; ¢) the research design utilized for
evaluation of the inservice training program. However, before dealing with these
sections, the underlying aims, assumptions, beliefs and evaluation concerns of the
inservice training program are summarized.

The aim of this study was to develop, implement and evaluate a hospital inservice
training program to promote: 1) facilitation of self-awareness of attitudes towards death
and dying; 2) knowledge of emotional impact of loss on patients and families; and 3)
developrﬁent of empathic communication skills as a coping strategy. The expectations
were that the effectiveness of this inservice program would be evidenced by:

1) changed nurses' attitudes regarding emotional needs/care of the patient,
2) improved functioning of the nurses in empathic communication, and
3) impact on the hospital ward in which the nurses work.

An implicit expectation was that this inservice program would enable nurses to
feel more comfortable and confident dealing with the patients' emotional distress. These
feelings should not only enhance the delivery of total nursing care to the patients--
physical, mental and emotional--but contribute to greater satisfaction for nurses.

Underlying assumptions,

1. A concept of health and well-being for the patients includes physical,
mental and emotional health.
2. Patients in a hospital setting experience emotional distress due to loss

and/or crisis.
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3. Emotional care of patients, which has been neglected, must be givena
central place in health care.

4. The psychological state of mind is linked to physical recovery.

5. Nurses must have knowledge and understanding of loss and its
subsequent emotional impact on patients.

6. Nurses' attitudes and beliefs have an impact on their ability to deliver
adequate emotional care to patients.

7. Nurses require empathic communication skills to cope with the emotional
aspect of nursing care.

1. Patients in the hospital have the right to receive total heaith care—
physical, mental and emotional.

2. A sense of autonomy, independence and dignity is necessary for
emotional health.

3. Patients have a right to be informed about and participate in their own
decisions regarding care.

4. Nurses are potentially capable of establishing a therapeutic helping role

in which they can enable the patients to achieve emotional as well as

physical heaith.

Evaluation of this inservice traini " i [

1.

Will this inservice training program have an impact on nurses' attitudes
towards caring for patients who experience emotional distress from loss?
Will this inservice training program improve the communication skills
necessary to cope with the patients’ emotional distress?

Will nurses' increased awareness and knowledge of patients’ emotional
distress as related to loss and their acquisition of communication skills be

transferred to the actual nursing care of patients in the hospital?
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Keeping these underlying assumptions, aims, beliefs, and evaluation concerns
in mind, the remainder of this chapter describes the procedural components of the study,
beginning with the first section, the development of the inservice training program.

v i i ini

The purpose of this inservice training program was twofold: 1) to promote the
nurses' awareness and sensitivity to patients' emotional distress due to loss, and 2) to
teach the nurses' empathic communication skills to cope with this emotional aspect of
nursing care. A phenomenologicalfulfillment model was chosen for the training program
to enable the nurses to establish a helping relationship in which there is trust,
genuineness and the ability to see the world as the patients see it (Rogers, 1958, 1961);
to focus this nurse-patient helping relationship on the patients' emotional distress due to
loss; to provide the understanding and communication skills to enable the patients to
clarify their feelings, perceptions, information, and thus, make more knowledgeable and
constructive decisions regarding self-care.

The key ingredient to understanding helpees and communicating that
understanding to them is Empathy (Brammer, 1973; Carkhuff, 1961; Kalish, 1973;
LaMonica, 1976; Truax, Carkhuff, 1967). It is the helper's ability to enter the world of the
helpee and communicate that awareness and understanding to the helpee that allows the
helpee to feel less isolated with the problem (Carkhuff, Berenson, 1967). However, it was
previously noted that nurses have a low level of empathy (Anderson, 1980; La Monica,
1976;). For this training program, Carkhuff's skills acquisition model of empathic
communication (Carkhuff, 1969; Carkhuff, 1973; Carkhuff, Berenson, Pierce, 1973) was
chosen to meet this deficiency. The model is based on a non-judgmental, respectful,
genuine mode of empathic communication with clear, progressive step-by-step
gradations for learning, understanding and teaching others.

Carkhutf's systematic training method of interpersonal skills uses the didactic,
experiential and modeling approaches. When comparative studies were done, this

integrative approach was found to be the most effective in increasing interpersonal skills
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(Carkhuff, 1969; Carkhuff, Berenson, 1967; Collingwood, 1972; Gazda et al., 1975,
1977). The variety of training components used in this training program is described
below.

The didactic component is based on the assumption that information and
techniques need to be taught for learning to occur. Carkhuff stated:

". .. the high level trainer has the responsibility for
teaching the trainee in a structured and didactic fashion
the components of his fine discrimination and
communication, both inter- and intrapersonal.” (1969:
200).

According to this principle, a structured plan was prepared and implemented for carrying
out the twofold purpose of the training program (Appendix A) : to learn about patients'
emotional distress due to loss, and to learn how to communicate empathically. Written
guides and group discussions were the instructional strategies used in these two areas.

The experiential component, an essential component in a training program
(Carkhuff, 1969; Carkhuff, Berenson, 1967), is based on the assumptions that learning is
best if one is invoived personally and that knowledge has to be self-discoveredto be
meaningful (Rogers, 1961). To meet these conditions, dyad discussions and role-playing
techniques were used to give the participants the opportunity to experience the effects
of and practice the conditions of the empathic communication skills being taught. Special
attention was given to how these conditions were applicable to the helper-helpee
relationship in nursing care.

The modeling technique has been found to be effective in learning new skills
(Truax, 1964; Carkhuff, Bierman, 1970; Pierce, Drasgow, 1969; Guzetta, 1976). Itis the
responsibility of the trainer to model the characteristics and skills of high levels of
interpersonal functioning — empathy, respect, genuineness (Carkhuff, 1969). Thus,
the trainer practiced a high level of empathic communication during the training sessions,
especially during group discussions. Another modeling technique used was videotaped
role-playing of "helper-helpee"” situations with a focus on empathic communication. This

technique was based on the assumption that the videotape could function as an
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illustrative approach to teach empathic communication but also as a facilitative approach to
promote awareness and meaningful understanding through the examination and
discussion of the modeling examples.

Group,

The inservice training program was designed for a group size of 12-20 people.
Since groupi participation and sharing was an important learning component in the
acquisition of self-awareness, sensitivity and knowledge regarding loss and empathic
communication, it was felt that that would be difficult to achieve with larger numbers,
unless they were divided into sections with individual leaders.

Although there are economical advantages in training a group as opposed to a
few participants, this medium was chosen because the learning of interpersonal skills is
enhanced by the group itself; there is interaction among the members, dialogue
between the group and trainer, and knowledge gained from group members through
discussion. Carkhuff and Bierman (1970: 157) speak to the functional aspect of the
group medium for learning with the following propositions:

a) the core of functioning or dysfunctioning (heatth or
psychopathology) is interpersonal;

b) the core of the helping process (learning or
relearning) is interpersonal;

¢) group processes are the preferred mode of learning
interpersonal functioning;

d) systematic group training in interpersonal functioning
is the preferred mode of learning interpersonal
processes.

The effectiveness of systematic training programs for increasing interpersonal
skills with a variety of groups has already been documented. (Chapter II: 24-26)
Length of time,
" A consideration when planning a communication skills training program is the
relationship between the length of the program to the resulting success/Aailure in

achieving the expected goals. Although some studies indicate the necessity of 15-30

35



hours of training (Pierce, Drasgow, 1969; Pierce et al., 1967), Collingwood found that ". .
. a large number of trainees were trained en masse and in only ten hours.” (1969: 462).
Although more hours might have been preferable, ten hours was allotted for this training
program because of logistical and practical factors related to attrition, research and
nurses’ commitment.

Many hospital educational programs are given in a one to two day workshop
mode. This is more convenient to arrange due to the difficulty of nurses' regular
attendance because of shift-work and irregular free days. However, an intervaled
approach was chosen since it was assumed to be more effective to use a schedule that
allows time for the nurses to leam and assimilate new ideas, practice them in the group,
have opportunity to apply them in their clinical work, and then share their
experiences/findings with the group. Thus, the inservice program was implemented in
five two-hour weekly sessions in March, 1988.

The ice traini hedul

The schedule, found in Appendix A, illustrates the objectives of each session
and instructional strategies carried out each day. The sequence of the sessions® follows
a deliberate design. The five sessions of the inservice program were divided into two
sections to fulfill the two purposes of the inservice program: 1) death education and 2)
empathic communication skills training. Each section began with a special focus on
nurses' self-awareness of their attitudes towards death and their communication
techniques. This awareness was taken as an "a priori* condition to their appreciation and
acquisition of new knowledge and practice towards change.

The first section, consisting of two sessions, was devoted to 1) encouraging
awareness and acceptance of feelings and attitudes regarding death and dying and 2)

expanding nurses' knowledge base regarding the patients’ emotional needs due to loss.

5 "Session" corresponds to the "Day" indicated in the inservice schedule
(Appendix A).
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The second section included the latter three sessions and was devoted to a training
program in empathic communication skills to deal with the emotional aspect of nursing
care. Research has shown that those best prepared to assist others were those who
could discriminate, communicate and respond at high levels of functioning (Carkhuff,
1969). Due to the limited time available for training in empathic communication, the
training concentrated on the responding dimension of this skill.

Each session began with a different relaxation exercise. There are four reasons
for including this aspect of training (Davis, 1982; Nicassio et al., 1974; Walker, 1975).
First, it allows time for a transition from the hectic activities prior to entering the group and
thus, enhances concentration. Second, it promotes awareness of the effectiveness of
such a technique to reduce stress. Third, it creates a more relaxed and open
atmosphere. Fourth, it teaches five different relaxation techniques that can also be used
with patients who suffer emotional and physical distress.

The instructional strategies used in the five sessions (Appendix A) are
described further. In the first session, the exercise (Appendix B) was specifically
designed to sensitize trainees to their feelings and attitudes regarding death and dying.
This was posited as an essential process before one can help others (Klbler-Ross,
1979; Rogers, 1961).

In the second session, to provide information on death and dying and a
framework for shaping the trainees' ideas and responses, a study guide was developed,
distributed and used as a focus for group discussion. This "Guide for Gaining Knowledge
on Caring for the Grieving Patient” (Appendix C) was designed: 1) to provide an
opportunity for trainees to think about, write and discuss their feelings and attitudes about
death and dying, 2) to identify the psychosocial issues involved in nursing care of the
dying by sharing knowledge and experiences in group discussions, 3) to give trainees an
opportunity to become aware and sensitive to their own values, attitudes, and
experiences when coping with the patients’ emotional needs, and 4) to identify the

nurses' role in care of the dying patient and his or her family.
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It should be noted here that because of the gravity of the topic and the anxieties
that were anticipated in the discussions, a sense of humor and flexible approach were felt
to be important factors when dealing with the varied experiences of the group. Humor
was not only used in the written material but cartoons were used as examples for
discussion. In the discussion groups, the topics were frequently chosen by the
participants and directed by their concerns rather than imposed by the
trainer/investigator.

In concurrence with the assumption that self-awareness was an essential part of
the process of change, the third session focused on self-awareness of communication
styles used when dealing with the patients' problems. In an experiential approach using
role-playing, the trainees formed dyads and took turns being the "helper.” Sample
situations (Appendix D) were typed on cards for use if trainees did not wish to create their
own situation. These sample situations are comrmnon types of statements which nurses
frequentl'y hear in their daily routine at work and are designed, according to Goldstein's
"identical elements,” to represent different concerns or feelings--anger, fear, loneliness,
blame--that a patient, family member or nurse couid be experiencing in the hospital
setting.

For session four, an "Introduction to Empathic Communication" (Appendix E)
was developed and distributed as a guide to provide written information to be learned and
shared in discussion; to serve as a model for practice; and to be used as a reference for
discussing and evaluating the video presentation. This guide was based on Carkhuff's
Index of Comrmunication in which empathy has two main components: perceiving or
"tuning in" to the words and behavior of the other; and responding by communicating to
the other that "l am with you" (Carkhuff, 1969). Scale | (Appendix E) shows that low levels
of empathy, especially level one, are viewed as subtractive—irrelevant, hurtful, critical,
mechanical, denial of feelings--in that they do not attend to the patient’s ideas or
expressions of feelings. Level two is ineffective as there is only partial awareness énd

often distortion of the patient's surface feelings. Level three is the minimally facilitative
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level in which the therapist's responses are interchangeable because they demonstrate
awareness of both content and feeling expressed by the patient. The higher Levels four
and five are described as additive as they not only demonstrate awareness but expand on
the ideas and feelings expressed.

Session four was designed to promote knowledge of empathic communication.
The above guide was one of the instructional components. Another component, a video
role-playing demonstration made during this inservice training program demonstrated two
examples of ineffective communication followed by an example of empathic
communication. The purpose of the videotape presentation was to serve as a modeling
example for learning and as a stimulant for discussion.®

The plan for session five included a review of the videotape presentation so that
the trainees could compare the therapist's responses to the levels of communication in
the "Introduction to empathic communication.” Time was allotted for the participants to
practice émpathic communication in dyad role-playing situations and to complete the
post-questionnaires required for the study.

Thus, the inclusion of didactic, experiential and modeling techniques essential
for effective training (Carkhutf, 1969) is evident in the above description of the
instructional components used in this inservice program. To enhance bridging the gap
between the training program and on-the-job practice, the trainees were encouraged to
practice empathic communication with the patients and each other and to share their

experiences with the group.

8The guide and videotape modeling are directed towards the achievement of
Level three only, the interchangeable level. Although considered a minimum level, this
level is seen as the safest level for nurses who are inexperienced in this aspect of care.
It enables them to give respect and autoniomy to the patient. Thus, the importance of
just reflecting the content and feelings expressed by a patient are stressed in this
training program. The non-verbal aspects were briefly explored, for example the
importance of the language and tone of voice being congruent with the patient. A
stereotyped version often reported is the situation in which a nurse bounces into a sick
person's room and gaily states, "And don't we look great today!"
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Although this was described as a ten-hour inservice program, it should be
acknowledged that a portion of this time was devoted to completing the pre- and post-
measures described later in this chapter. While not precisely part of training, the
measures nevertheless are seen as functional in the learning process chosen for the
inservice program as they also promoted awareness of feelings, attitudes and
weaknesses, as well as offered opportunities to think about and practice therapeutic

communication.
Impl tati fthe i .

The site

The hospital chosen for the study is a 588 bed acute-care hospital in British
Columbia. it was chosen for two reasons. The first was convenience since the
investigator was a full-time employee there so arrangements and attendance were easily
accommodated. Also, as an employee and privy to employee confidentiality, consent
was readily granted for access to the wards and medical charts. The second reason was
that it fulfilled the research requirements of being an acute-care general hospital. -

By chance, there was another factor which may have affected the
appropriateness of giving the inservice program in this hospital. Despite considerable
protests from hospital staff and the community, the palliative care unit was closed for
economic reasons six months prior to the implementation of the program. This resulted in
the placement of terminally-ill patients, previously cared for in the special unit, to the
general areas of the hospital, primarily the medical wards. Thus, there was acute
awareness of added stress and need for the provision of assistance to these wards.
When approval was sought from the Director of Nursing for the inservice program, she not
only granted permission but arranged for the investigator to meet with the medical cluster
(charge nurses from five medical wards) with recommendations that the time required for

this inservice program be arranged for any nurses wishing to attend.
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Participant

The participants consisted of eleven Registered Nurses, nine from acute medical
wards and two from an extended care ward’ and one occupational therapist from the
extended care ward. All volunteered to attend the inservice program. As expected,
attrition was a problem. One of the nurses quit on the third session; one nurse missed
two sessions due to surgery and one missed the final session which was important in
regard to collecting data. Thus, the actual data collection was carried out for only nine
participants. Due to illness, working the night shift or inability to leave the ward, four out
of the nine participants missed one of the five sessions.

The participants were given a demographic questionnaire (Appendix G) to
complete. From the responses (refer to Appendix G (ii), it was found that all of the nurses
were graduates of diploma nursing programs and the occupational therapist had a
university degree. The ages ranged from twenty-five years old, to four over forty years of
age. One participant had previously attended a death education course and two had
taken an interpersonal skills training program as part of their nurses' training. Clinical
experience ranged from two nurses in the one-three year range to four who had more
than ten years experience. All participants had provided nursing care to more than ten
terminally-ill patients and had recent experience with dying patients. Generally speaking,
these participants constituted a mature group of nurses who were not strangers to care of
the dying. Infact, during the course of the inservice training sessions, most participants
were actively involved with care of terminally-ill patients.

In accordance with research protocol and requirements of the Simon Fraser
University Research Ethics Review Committee, each participant signed a Consent Form

(Appendix H) and was given a Simon Fraser University "Subject Feedback Form"

7Extended care ward in this hospital consists of patients who are functionally
unable to care for themselves and are requiring basic physical care but not “acute”
hospital care. Most are on a waiting list for nursing home accommodations for patients
requiring total care.
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following the inservice program. At the outset, they were informed that this inservice
training program was a research project; their participation was voluntary and they could
withdraw if they wished without affecting their hospital status; all data collected would be
coded and used for research purposes only; anonymity would be ensured; and the
results of the study would be published and available to read at a later date.
Therapist
it has been suggested that the level of functioning of the therapist has a

relationship to the efficacy of the training (Foulds, 1969; Friel, Kratochvil, 1968; Martin,
Carkhuff, 1968; Pierce et al., 1967). For example, research by Pierce et al. indicated that
the counselors functioning at the highest level elicited the greatest gain. Since the issue
of the level of trainer functioning is critical, the investigator's qualifications should be
noted. The investigator's background is quite eclectic, both in education and
experience. The education background includes a nurse’s three year diploma training
program, a Baccalaureate in Arts degree with a major in psychology and the required
course work completed for a Master's degree with the Faculty of Education, Simon Fraser
University. Graduate courses included statistics, curriculum development and more
important for the training of empathic communication, a teacher-student interactions
course which focused on Carkhuff's Index of Communications. This course involved
learning, practicing and self-and trainer-assessment of interpersonal skills.

| Clinical exper_ience consisted of more than ten years experience in acute care
hospitals, which included obstetrics, medical and surgical nursing care. In all these areas,
responsibility for the nursing care of dying patients and working with grieving families was
experienced. There has also been eleven years experience in psychiatric units which
included care of the chronic and acute mentally-ill patients. In the latter eight years, the
focus of treatment has been on assessment, utilizing a multi-disciplinary team approach.
There has also been two years experience as a Psychiatric Clinician in a Psychiatric Day
Program. This program consisted primarily of group therapy which ranged from

unstructured, exploratory and psychotherapeutic groups to structured groups which
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involved teaching with a focus on communication skills and stress management.

Interpersonal skills are foremost and central to effective psychiatric nursing.

To arrange for implementation of the inservice program, the investigator met with
the medical cluster to explain the plan. A consensus was achieved for the most favorable
time to conduct it and arrangements were made to post a description of the inservice
program (Appendix F) on each ward. One of the charge nurses was feeling particularly
stressed that day due to a sudden death on the ward and the subsequent frustration of
coping with avoidance and inexperience, as well as with the patient's family. Recognition
of the need for this type of inservice program was demonstrated in the attention given to
posting the notice and informing staff, with the resulting greater participation (6 out of 11
participants) from this ward. Because of this response, this ward was chosen to collect
data for the evaluation of impact to be described later.

The attempt to follow the inservice plan (Appendix A) as described was generally
successful except for the third session. This session started late, two participants were
absent and three came rushing in from their wards, one of them talking animated!y about
the pressure due to lack of time allowed for another inservice program. When the
participants were asked to do the Communication Questionnaire (Appendix 1), the non-
verbal messages were very apparent. Some slouched in their chairs; there were many
sighs and groans; a few tapped their pencils; there was frequent shifting of legs and
staring out the window. [t took fnuch longer than expected to accomplish this task. Along
with this, there were the usual avoidance behaviors expressed verbally when people first
meet this type of task. For example, "It's hard to write it;" "I know it would be easy if they
were saying it;" "l run across this every day and it's easy to reply when you are there.”

Suddenly, one of the nurses jumped up, handed in her unfinished questionnaire and
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left.8 It was difficult to assess what was happening. Were the questions too difficult? Was
the training program too demanding? Were they tired? Were they angry? Was it the
ability of the investigator/trainer?

After the trainees completed and discussed the questionnaire, the trainer began
preparation for role-playing dyads. At this point the non-verbal messages became even
more obvious and a hypothesis was generated that these behaviours were due to
“resistiveness.” A decision was made to forego the agenda and use some empathic
listening to clarify the situation. This would both uncover the difficulty as well as model the
techniques being advocated in the training program. in response to the observation that
*there seemed to be something bothering them,” one of the nurses stated in a loud,
somewhat defiant tone-of-voice, "We need some answers." She began with "What do we
do when. . ." questions in relation to patients dying, to which the group provided the
answers through discussion and sharing of ideas. What surfaced as most problematic for
them waé two major changes on their ward at this time. They were suddenly having to
deal with palliative care patients and the difficulties that care entailed in leaming and
accepting the “pain-free” medication regime.? But to compound this streésful situation,
they were suddenly faced with having to learn how to care for patients with tracheotomies
who were going to be moved from the intensive care units to their ward. Although some
had previous experience with this specialized care, they were being introduced to a new

type of equipment called a tracheotomy-cutf, which would require a few hours of

8The nurse quit the inservice at this time. in an interview the following week, she
stated that she was unable to continue due to too many commitments at that time. She
also stated that she was uncomfortable with the experiential style of the course,
preferring the didactic approach.

9Pain-free regime is a special medication regime for pain usually associated with
cancer, in which the medication (usually morphine mixture) is titrated and given regularly
in doses large enough to alleviate pain. Not only does this method require careful
monitoring until a therapeutic level is reached but psychologically, it is difficult for many
nurses to accept as: 1) the amount of morphine can reach much higher levels than
routinely given; 2) morphine is a narcotic which is usually given on a p.r.n. (whenever
necessary) basis; and 3) nurses tend to fear creating and perpetuating drug addiction
so are reluctant to give a narcotic unless the pain is obvious.
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instruction and supervision. From this added load of work and responsibilities, a variety of
feelings were expressed: anger as they already felt overworked; fear of the new
‘equipment; resentment becéuse they felt pressured trying to accommodate this extra
instruction; frustration that "nobody” cared about their stress; and concem that the work
situation was bordering on being unsafe. Once their feelings and concerns were vented,
the training program agenda continued with no re-occurrence of the above
resistiveness.19 However, it did cut substantially into the time allotted for them to become

involved with their own practice in empathic communication skills.

Besearch design
The purpose of this study was to develop, implement and evaluate an inservice

training program for hospital nurses to cope with the emotional aspect of loss. The first
two sections of this chapter described the process of developing and implementing the
inservice program. This third section deals with the process of evaluation. This includes
a description of the measures utilized to determine if the outcomes in the three defined
areas of interest-—-effect on nurses' attitudes, improved communication skills and impact
on actual nursing care--were, in fact, realized. For the determination of outcomes, three
hypotheses were tested in this study:

1. Hypothesis I: There will be no significant difference between pre- and

post-measures in the Death Attitude Questionnaire.
2. Hypot‘hesis II: There will be no significant difference between pre- and

post-written and audio-taped responses of empathic communication.

10peductions from this discussion and experience were: 1) Unspoken and
hidden feelings can have an impact on learning and concentration. 2) Attending and
responding with empathic communication is an effective tool in "clearing the air* when
leading a group. 3) One cannot understate the impact of a "change” in creating
emotional distress. 4) The fact that the paliliative care unit had ever existed increased
the nurses' feelings of inadequacy as they could not replicate the esteemed palliative
nursing care on their unit. 5) The "resistiveness” was not necessarily directed towards
this inservice program but there was a general feeling of frustration, overwork and
fatigue. Thus, expecting them to "do" something became an added burden at this time.
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3. Hypothesis lll: There will be attitudinal and communication changes after
the inservice program which will be demonstrated in actual nursing care
on the ward.

In the first two, rejection of the null hypotheses was determined at the .05 level
using a two-tailed test of "significance”. In the third hypothesis, a qualitative description of
identified changes pre- and post-training program was done. The results of the testing of
these three hypotheses are described in Chapter IV.

Procedure used to gather data for Hypothesis |
Discussion

Inquiry into attitude is based on the assumption that fears, values, beliefs,
preferences and prejudices of nurses can shape their expectations about others and
thus, affect their nursing care of the patients. The expectation in this study was that the
inservice training would have an effect on the nurses' beliefs, attitudes, and feelings
when caring for dying patients. This effect would result in increased understanding of
patients' emotional distress and subsequently less avoidance when dealing with this
aspect of nursing care.

When measuring attitudes it becomes necessary to try to infer the attitude from a
variety of responses that are seemingly related. This implies that the responses reflect
the attitude and thus, provide validity. The search for obtaining a previously tested Death
Attitude Questionnaire was unsuccessful, and therefore required the development of
one which borrowed some ideas and questions from three other studies (Beck,
Weissman, 1974; Coolbeth, Sullivan, 1984; Hoppings, 1977). In Coolbeth's study, he
identifies questions which are directed towards a person's opinions, feelings and beliefs
regarding death and dying. Hopping uses a similar approach but organizes the questions
in a sequence beginning with opinions and ending with feelings so as to reduce the
possibility of the respondent being affronted or "hemmed in* (p. 445). Both examples

use a Likert model based on the assumption that attitudes are best measured on a
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continuum with the middle value being neutral. Beck & Weissman illuminated the impact
of hopelessness on health recovery: the assumption is made that nurses' attitude of

hopelessness could have an effect on their nursing care of the dying.

Instrument

In developing an attitude questionnaire for this inservice program, the goal was to
measure the participants' personal philosophy (opinions, beliefs, and feelings towards
death and dying); their ability to discuss these feelings with patients and others; their
understanding of the patients' emotional distress; their ability to care for dying patients
and their attitude of hope. For this questionnaire, some items were borrowed and/or
modified from the above three studies; some items were developed by the investigator.
It was inferred that these chosen items reflected the personal philosophy described
above.

The developed death attitude questionnaire consisted of 39 items using a Likert
5-point bipolar-graphic rating scale with the highest score (5) indicating a positive attitude,
the lowest score (1) indicating a negative attitude and (3)indicating a neutral attitude.
There was no specific sequence to the questions but some items were reverse-ordered
in a random manner so the participant could not discem a pattern in marking the
continuum.

To determine internal consistency, this questionnaire was field-tested with thirty
nurses and student nurses. To ascertain if the language used would be interpreted as
intended, the respondents were asked to report any items that were unclear to them.
Using SPSS11, an item analyses was done, which found the questionnaire items to have
a .79 reliability. After inspection of the questionnaire, some of the items that showed no
variance were dropped. Following discussion with the respondents, some of the items

that were unclear were deleted; some modifications were made in the inversion order of

115pSS—Statistical Package for the Social Sciences.
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items; and six new questions were added. This resulted in a 36-item Death Attitude
Questionnaire which was used for the study (refer to Appendix I). (The asterisks by the
item numbers indicate those items reverse-ordered). Another test for reliability was
done, using 22 nurses and the reliability score was .77, an adequate result for a group
measure.

Additional informatfon about the final instrument is provided in Table I. The items
which correlated more highly with the total score are listed and are assumed to be
indicative of the aftitude being measured. Table | illustrates the items which were found to
have a correlation coefficient greater than .40 and their probability value.

These thirteen items are the strongest discriminators of attitude in the
questionnaire and as such, are useful for further development and/or replication of a
death attitude questionnaire in future research. It is noted that two of the items of higher
correlation, twelve and seventeen, are related to hope, an attitude that Beck &

Weissman maintain has impact on care of dying patients.
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12.

15.

16.

17.

19.

20.

21.

22.

. All possible efforts should be
made to keep a terminal patient
alive?

There is no reason in trying to
get what | want because |
probably won't get it.

| would feel very uncomfortable
if | entered the room of a
terminally ill patient and found
himv/her in tears.

Even if a patient knows s/he is
dying | would feel uncomfortable
discussing his/her impending
death.

One can always find something
to look forward to.

Discussion with the dying about
their feelings/Aears should only
be done by people trained for
this.

| cannot become involved with
the emotional care of the patient
as it takes too much time.

Families must be involved in
discussions and decisions
regarding the terminal patients
care.

| feel uncomfortable riding the
elevator when there is a patient
being transferred to the
morgue.
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.43
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ltems Cont. N Correl 2

23. When | answer the call light of a 22 .63 .00
patient who is critically ill, | am
often concerned that s/he might
die when | am in the room.

24. Afterthe death of a patient it 22 .63 .00
should be discussed with the
other patients in the room.

25. | would rather take care of a 22 47 .02
comatose who is terminally ill
than one who is conscious and
aware of impending death.

33. Do you believe emotions should 22 .57 .00
be expressed (1) or controlled
(5)?

For further interpretation of the items used, a correlation was also done of each
item with the independent variables in the demographic questionnaire (Appendix G).
Table Il illustrates the attitude items which indicated a high correlation to the demographic

data, using a p value at the .05 ievel of significance.

2. Age 1 25 34 19
5. Previous training re: deathvdying 3 30

6. Previous communication skills training 8 1

7. Communication course 8§ g9 o

8. Years of clinical experience 11* 19*

11. Recent death of a close person 11

* p value of .01
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Although the small sample size precludes any generalizability, this information
could be useful for further research. For example, item 11, "All possible efforts should
be made to keep a terminal patient alive”, correlates highly with two control variables: over
ten years clinical experience and no recent experience with death of a close person.
Since item 11 is inversely ordered, this indicates that those participants with the most
clinical experience and no recent personal experience strongly disagree with the
statement. Another example, item 8, "The patient should be told right away if he is
terminally ill" correlates highly with those participants who have taken a communication
course (demographic items 6 and 7). One could suggest that their agreement with these
statements indicates increased confidence communicating in this situation.

The Death Attitude Questionnaire was completed by the participants in pre- and
post-sittings. Using SPSS, a matched t-test was done for the statistical purposes of
testing the first null hypothesis, using a two-tailed test at the .05 level of significance.

Hypothesis I: There will be no significant difference
between the pre and post-measures in the Death
Attitude Questionnaire.

The results of the t-test are described in Chapter IV.
Procedures used to gather data for Hypothesis Il

Discussion

- When patients experience loss, a psychodynamic concomitant of that loss is the ‘
repression of feelings. When such emotional distress is repressed, it is frequently
expressed in other behaviors, described as defenses, such as: projection--blaming
others; isolating emotion--aloof, withdrawn; displacement--anger towards others or
objects; rationalizing; and avoidance or denial of the distressed feeling (Becker,1973;
Deutsch, 1937; Scart, 1980). The key to understanding and unlocking these repressed
feelings is through communication (Aiken, 1985; Furman, 1974; Gonda, Ruark, 1984;
Kibler-Ross, 1975; Schoenberg et al.,1970).
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The expectation of the training program in empathic communication, was that by
attending to the thoughts, ideas and feelings expressed in the training examples, the
participants would develop the skill to truly hear what the patient is saying and to
communicate to the patient that s/he has been heard. Previous studies suggest that this
communication of empathy enables patients to explore and accept their feelings of loss
and thus, be free to gain greater understanding of the emotional aspects of that loss,

resulting in enhancing dignity, autonomy and ability to make decisions.

Instruments

Two measures were used to gather data on Hypothesis I, a written questionnaire
and audio-taped recordings.

The written questionnaire was based on Carkhuff's Index of Communication. It
consists of “helpee” statements in which a problem is expressed and in which "helper”
responses showing empathic concern must be formulated. The method of writing
"helpee-stimulus” responses was found to have validity as an index of a helper's level of
functioning in a helping role by Greenberg (Anderson, 1980: 68). Carkhuff (1969)
established that the index is a reliable indicator of high and low-level communicators. This
index has been used in many training programs for a variety of populations and has been
discussed extensively in Chapter li.

The Communication Questionnaire developed to gather data on trainees' level of
communication skills is found in Appendix J. It consists of fourteen "helpee” statements
which were designed to represent feelings and content often revealed in hospital
situations. These statements are a deliberate attempt to utilize the same concept of
identical elements described earlier (p. 26). Table lll lists four emotions related to grieving
(fear, anger, depression and blame) and the related statements which could be ‘
symptomatic of these emotions. Added to this are two statements which test the nurse's
ability to respond empathically, in a non-judgmental manner, when there could be

perceived personal criticism.
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TABLE
"HE| PEE" STATEMENTS RELATED TO EMOTIONS OF GRIEVING IN QUESTIONNAIRE

Emotions of grieving Related “helpee” statements (Appendix J)
Fear Excerpt 1 Except5 - Excemti2
Anger Excemt 2 Excerpt 7 Excempt 13
Depression Excemt 3 Excempt 8 Excemt 10
Blame Excemt 4 Excerpt 9 Excempt 14
Testing empathy Excerpt 6 Excemt 11

The participants were given this questionnaire prior to the beginning of training in
empathic communication skills (Session three). They were instructed to formulate a
response to each of the "helpee” statements as though they were the helper in these
situations and write it in the space provided. As previously noted, the participants
appeared to struggle with this task. Because this measure took longer than anticipated
and some of the statements were not completed, the post-measure was shortened by
eliminating the uncompleted ones. Deleted from the post-version were excerpts 1, 3, 9,
13, 14, leaving nine "helpee” statements which were used for pre-post-training statistical
analysis.

Audio-taped measures,

For this study, it was felt that both written and audio-taped measures should be
used. Then, those who have problems with writing responses are given the opportunity
to use an alternative medium. Although simulating role interactions is frequently
described as too artificial to be applicable to real situations, participants quickly forget
they are "pretending” and begin to manifest strong emotional responses. In addition, this
technique offers an opportunity for practice of a skill promoting learning that can be

transferred to actual situations.
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Carkhuff (1969) advocates the use of a taping technique to obtain sémples of a
person's counseling competency. He states that the excerpts assessed should contain
at a minimum one 'helpée-helper-helpee" interaction.

In pre- and post-empathic communication training, the participants were divided
into dyads and instructed to role-play "helping" situations, taking turns being the "helper”
and to tape themselves. This measure was unstructured in that 1) they could choose
their role situation from personal experience or use one of the sample situations created
for the program (see Appendix D); 2) they were given enough time to expand the
situation as they chose; and 3) they could respond as they chose.

One limitation to be noted in this procedure was the factor of pre-treatment
inequality. For example, choice of partners was constrained by convenience and
availability; the capability of partners was not accounted for; and there might have been

compatibility problems between partners from previous experiences.
Rating procedure
This section describes the rating procedure used in this study to investigate

Hypothesis Il.

Hypothesis ll. There will be no significant difference
between pre and post-written and audio-taped
responses of empathic communication.

The scales.

To assess the effectiveness of the training of communication skills, the pre- and
post-written and audio-taped responses were rated using the Carkhuff's Empathy Scale.
Validity and reliability of this scale has been established in previous studies (Anderson,
1980; Guzzetta, 1976; La Monica, 1976, 1978; Kalish, 1973; Pierce et al., 1967). The
scale for empathy is a five-point equal interval scale in which a rating of 1.0 is low and a 5.0
is high. Level three, the facilitative interchangeable level is the expectation level for this

training since that represents the minimum level of effective helping responses.
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Rating of the measures,

Prior to the rating, the participants' written responses to the nine communication
items were coded with randomized numbers. To ensure anonymity, each excerpt was
separated from the questionnaire and typed onto nine different sheets under the nine
different items. Thus, each sheet contained all the participants' responses to one of the
items. The pre- and post-responses were randomly distributed on each sheet so the
raters would not know if the response was pre- or post-data. In the margin, the rater noted
the communication score for each item. The score for each participant was obtained by
totalling their score and dividing by the nine items for the mean score to be used for pre-
post comparisons.

Similarly, the audio-taped recordings were also coded with randomized numbers
and randomly organized so that the raters were unsure of which excerpts were pre- or
post-data. These tapes were rated in the same manner as the written items. The scores
for each banicipant's pre- and post-recording were totalled and divided by the number of
responses given for a mean score to be used statistically in the study. Carkhuff (1969)
stated that *. . . because of the inability of the scales to assess many aspects of the
helpee-helper interaction the modal level of helper functioning may be the most
appropriate statistic" (p. 232). For this reason a modal comparison is also used in the

statistical analysis.

Raters

The raters were two independent raters who had been taught Carkhuff's Index of
Communication in a graduate class and who are especially interested in the area. Prior to
the rating, they met to discuss the rating procedure and share their intempretation of the
levels. They rated all written and audio-taped responses independently. The interrater
reliability was calculated using the Pearson’s product-moment coefficient of correlation
and was .98 on the pre- and .98 on the post-written responses; .98 on the pre- and .97

on the post-taped recordings. The average of the raters' scores for each index was used
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for the statistical purposes of evaluation. A t-test was done for pre-post-training

comparisons of the means and these results are shown in Chapter IV.
Procedures used to gather data on Hypothesis Il

Di .
Guzetta (1976) states "one of the central problems in both education and
counseling, however, is how to maintain behaviors and extend them to new settings once
they have been taught.” (p. 449) This assertion has serious implications because even if

skills can be leamed in a training program, we do not know if they are applied to the
situations for which they are intended. In an attempt to delineate this factor, Guzetta
applied Goldstein's "identical elements” to one of the four groups of parents being
trained to communicate empathically with their children (1976). In this group she included
the parents' children in the training but found no evidence that this experimental
manipulétion increased transfer or a higher level of empathy than in the other two
experimental groups. In another study to determine if there were actual changes in
personaiity and interpersonal functioning it was found that there was significant
improvement in general, but the “significant others" did not perceive any changes on
empathy and concreteness in the participants (Martin, Carkhuff, 1968). Thus, from the
literature reviewed, no conclusions can be made regarding the transfer of newly acquired
skills to "real life" situations.

There is consensus that empathy is an essential skill for nurses to facilitate
healthy nurse-patient relationships (Chabter l1). However, it is still unclear if the methods
chosen to teach this skill have an impact on actual nursing care in the hospital. To gather
data on the transfer of training skills to actual hospital practice, one ward was chosen. Six
of the twenty-six nurses employed on this ward were enrolled in the inservice program.
This representation of staff from one area was considered to have the potential of
showing some indications of transfer of new skills to the work situation. To assess this

issue of transfer to the ward, three approaches were utilized: 1) charts and handover
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reports; 2) interview of charge nurse and 3) a case study. These data were collected and
analyzed to investigate the third hypothesis.

Hypothesis lll: There will be attitudinal and
communication changes after the inservice program
which will be demonstrated in actual nursing care on the
ward. _

Charts and Handover reports.

A chart is assembled for each patient in the hospital which consists of all the
medical reports pertinent to that patient during hospitalization. A legal document of the
hospital, the chart is an index of the total care being given to the patient. It is the
responsibility of the nurse to write all observations and treatments given to the patient in a
section referred to as Nurses' Notes. As such, the necessity of this documentation
requires a considerable portion of the nurses’ time in performing this task. The format of
the nurses’ charting varies. Sometimes it is a summation of the care given to the patient
each shift; sometimes a sequential description of events as they occur during the day is
reported; sometimes the patients’ medical condition at that time is described. Generally
speaking, the focus on the medical ward is the physical aspect of care; descriptions of
treatments given and results, invasive treatments such as intravenous therapy, various
diagnostic tests performed, respiratory and circulation monitoring, repositioning of the
patient, ambulation levels and elimination problems. There is very little mention of the
thoughts, feelings and/or concerns of the patient.

Handover is a term used to designate the report on patients' status that is given
from one shift of nurses to the next shift. All pertinent information regarding the patients'
treatments is reported at this time to ensure continuity of care. The handovers are audio-
taped on each shift by a designated nurse, referred to as the team leader, who gathers
and organizes the information from the nurses giving care to the patients. The advantage
of using charts and handovers is that they offer an unobtrusive index of the nurses’
concerns when delivering nursing care. The disadvantage encountered within the scope

of this study was that the charts of all participants of the inservice program could not be
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analyzed. Similarly, the handovers would not necessarily contain reports made by the
participants.

The purpose of examining the charts and handovers was to determine if they
reflected any change in attitudes or nursing care following the inservice program. Specific
change in attitude would be indicated by increased attention towards the emotional
needs of the patients.

The investigator, who has 20 years of experience in charting and handover
procedures and had access to the confidential information contained in the charts,
conducted this investigation. In an attempt to control the possible bias of the investigator,
objective criteria were established g priori the data collection. It has been established that
the purpose of the training program was to promote an awareness, sensitivity and ability to
discern and not avoid the emotionality factor attendant to hospitalization. Thus, the
criteria used to determine if there were any changes in nursing attention to the emotional
aspect o'f care were written or verbal references made to: the emotional state of a patient;
reasons given for the defined emotion; emotional needs of a patient; measures to
alleviate a patient's emotional distress or pain; and family visiting or family concerns.

The contents of the Nurses' Notes in twenty-two charts were analyzed. They
were not chosen at random but represented the patients under the care of the nurse who
participated in the case study. This decision was made as many nurses on the ward were
not attending the inservice program and subsequently, could not reflect the impact of the
inservice program. By chance, in all of the charts used, there were some nurses' notes
written by other participants in the inservice program. The contents of the previous 48
hours of charting were analyzed for criteria described above. The observations of the
"emotional aspect of care” were recorded and totalled for pre-and post-inservice program
comparison.

In the week prior to and after comi:letion of the inservice program, four handover
tapes were analyzed. As p}eviously mentioned, it was impossible to ensure that these

tapes would be recorded by a participant of the inservice program. Thus, only two out of
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eight handovers were taped by a participant. Pre- and post-inservice training, the
investigator visited the ward and listened to one dayshift (0730-1930) handover, and
three nightshift (1930-0730) handovers were obtained through the charge nurse. The
observations related to the above criteria of "emotional aspect of care™ were recorded
and totalled for pre-and post-inservice program comparison. The results of the charting

and handover reports are illustrated in Chapter IV.

Interview of charge nurse,

The charge nurse's support for this training program has been reported above.
Although she was aware of the basic principles of the inservice training, she was not
informed of any details of the research design itself, such as the criteria for observation on
her ward. She willingly agreed to an interview following the inservice program.

The purpose of the interview was to ascertain if she had noted any changes in
attitudes, or behavior of nurses who participated in the inservice program; if she felt that
the inservice training had improved the nurses' delivery of nursing care of the dying, and if
she had noted any changes in the ward dynamics since the inservice program, even
though only five of her twenty-six nurses were actually attending.

The interview was done ten days after completion of the inservice program, in her
office. It was recorded and later typed. The contents of the typed copy were identified
and reduced to analysis of the three cited criteria: changes in nurses’ behavior; changes

in ward dynamics; and changes in nursing care of the dying.

Case Study,

Initially, the plan was to include case studies of two nurses working in the clinical
setting. However, due to the unexpected illness of one of the trainees, she was unable
to give the time required in the preparation of the second case.

The choice of a nurse for a case-study was random in the sense that she was the
only nurse on duty the day the investigator visited the ward to see how many would be

attending the inservice program. She agreed to participate and arrangements were made
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to meet four days prior to the inservice program and eight days following completion.
Convenience determined the choice of time. First, the evening shift was chosen
because the ward was quieter with less external interruptions of her nursing care and
because it provided the longest continuous period of nurse-patient contact. Second, the
choice was limited to a time when she was working and the investigator was free.

Two approaches were undertaken for the case study--shadowing and
interviewing. The purpose was to ascertain if there were any notable changes in
behaviors, feelings and/or actions regarding nursing care of the patients.

Shadowing.

This is a process in which the nurse is followed as she performs nursing duties.
The hours chosen were 1900-2200, a period in which some of her responsibilities consist
of listening to the handover report, planning the agenda of nursing care with her assistant
(L.P.N.)12, preparing the medications and, with her assistant, giving the required
treatments and settling the patients for the night. To ensure privacy for the patients, the
investigator remained outside the curtained area when physical care was being given.

It was difficult to know which procedure to use when conducting the
observations. Keck and Walther (1977) used a stopwatch when cémparing the time
spent by nurses dealing with the emotional needs of dying patients as opposed to non-
dying patients. Similarly, a stopwatch was used to clock and record the elapsed time that
the nurse spent with each patient and the frequency in which three target behaviors
occurred; 1) giving just physical care, 2) giving physical care plus talking to the patient,
and 3) just talking with the patient.

Because the training aspect of this inservice program was focused on empathic

communication skills, this focus determined the observations recorded. Thus, the

121 p N. — Licensed Practical Nurse is achieved in a diploma course which
consists of 9-12 months training depending on the program taken. Many of the duties
are similar to that of a Registered Nurse, except for leadership responsibilities,
administration of drugs and many of the treatments given to the patients.
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criter'ion of the frequency and kind of talk during nurse-patient contact was established
and adopted to assess the nurse's verbal responses to the patients. If the level of
conversation was just "chit-chat”, without any recognition of feelings and content (Level
1), nothing was recorded. The responses that were coded and recorded were as follows:
Cl—those that clarified by asking questions pertinent to the patients' statements; Ref—
those that reflected the content of the pati‘énts' statements; and E—those that reflected
the patients feelings (empathic).

The pre- and post-inservice program shadowing observations were totalled and
used for comparison purposes to evaluate any changes. These results are illustrated in
Chapter IV.

To determine if any noted changes in the nurse's care of patients were due to the
influence of patients' needs, an attempt was also made to assess the severity of the
patients’ status. For this, charts of the patients under her care were examined and the
patients"age, length of hospital stay, if deemed terminal?23, and family support (spouse,
children) were recorded for a pre- and post-training comparison.

 Inferview,

Pre-inservice program interview was done immediately following the shadowing,
to explore the nurse's beliefs, opinions, values, feelings and any difficulties experienced
in caring for the emotional needs of the patients. The focus of the interview was care of
dying patients, dealing with their families and any experiences that she found meaningful
to her.

The post-inservice program interview was done following the post-training
shadowing. The purpose at this time was to determine if there were perceived changes

that could be related to the inservice training program. in other words, how did she feel

13By terminal, there is a "No Code”on their chart. This term indicates that there is
pot to be any invasive therapy done if their is a cardiac or respiratory arrest.

61



about the inservice program? Did it help her understand her patients any better? Did it
improve her skill and comfort in coping with the patients' emotional distress?

Both interviews were taped. They were then typed, analyzed and reduced to the
previously described themes related to the study--feelings and attitudes towards care of
dying patients, empathic communication skills and impact on the actual nursing care.

Shadowing, as an evaluative process, is limited by three factors. First, the degree
to which the presence of the observer changes the situation being observed. Second,
the inability to assess for reliability estimates as only one observer is evaluating the
situation. Third, the "halo effect"14 can influence the observer's ratings of all
observations.

The data gathered for hypothesis lll is of a descriptive, qualitative nature and as
such, cannot be used for statistical purposes with predictive value. However, the ’
collecting, observing, documenting and coding schemes used are an attempt to offer the
kind of construct and contextual validity described by Miles and Huberman (1984). Thus,
these methods can be replicated by others wishing to do a similar study for comparison or
confirmation purposes.

As well, the sample size is small preventing the findings from being generalized to
other areas. lt is also recognized that this study is subject to the investigator's personal

biases and observational skills.
Conclysion
This chapter has covered the methodology and research design of this study by

describing three procedural components of the inservice program: 1) the development,

14 "halo effect™--The investigator forms an early impression of the person being
observed and permits this impression to influence the ratings on all behaviors involving
the subject (Borg & Gall, 1983).

62



2) the implementation, and 3) the evaluation. The evaluation investigations were
determined by the three areas of concern described at the outset:

1) Will the inservice program have an impact on nurses' attitudes towards caring
for the emotional distress presented in the hospital? To evaluate this, a Death Attitude
Questionnaire was developed and given to the participants.

Hypothesis I: There will be no significant difference
between pre- and post-measures in the Death Attitude
Questionnaire.

2) Will the inservice program improve the communication skills necessary to cope
with the patients' emotional distress? To evaluate this, a Communication Questionnaire
and taped role-playing situations were developed and participants' responses assessed.

Hypothesis II: There will be no significant difference
between pre and post-written and audio-taped
responses of empathic communication.

::3) Will the nurses’ increased awareness and knowledge of patients' emotional
distress as related to loss plus the acquisition of communication skills be transferred to the
actual nursing care of patients in the hospital setting? To evaluate this, a variety of
approaches were used: analyzing the charts and handovers, an interview with the charge
nurse and a case study of a nurse using shadowing and interviewing techniques.

Hypothesis lll: There will be attitudinal and
communication changes after the inservice program
which will be demonstrated in actual nursing care on the
ward.

The last chapter presents the results of the data analyses of the above three
hypotheses. This is followed by a discussion of the results, and subsequent

conclusions, implications and recommendations for future research.
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Chapter IV

Results and Discussion

Introduction

The purpose of this study was to develop and implement a hospital inservice
training program for nurses to 1) increase their awareness and knowledge in regard to the
emotional needs of the patients and 2) to increase their communication skills to deal with
this emotional aspect of care. Three hypotheses were tested to assess the effectiveness
of the inservice program to determine a) if there were any changes in nurses' attitudes; b)
if there were improved communication skills; and c) if there was any impact on the actual
nursing care on the ward.

The first section of this chapter describes the data gathered on each of the
hypotheses, followed by a discussion of these data. The second section deals with the

conclusion, implications and recommendations for future research that are based on the

findings.

As previously stated in Chapter lll, a Death Attitude Questionnaire was developed
and used to determine i there were any changes in the participants’ attitude towards
death and dying fdllowing the inservice program. This questionnaire, consisting of thirty-
six items, was based on a 5-point Likert scale with 5 rated as a positive attitude and 1 as a
negative attitude. The participants completed this written questionnaire prior to and at
the end of the inservice program.

Using SPSS, a matched t-test was done comparing pre- and post-mean scores of
responses to the attitude questionnaire. Null Hypothesis | was determined at the .05

level of significance for a two-tailed test. The results are presented in Table IV.
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Mean
tems N Pretest Posttest SD. DF t-value
36 9 1424 148.1 13.72 8 1.24*

* Not significant at or beyond the .05 level.

Based on the data presented in Table IV, Hypothesis | could not be rejected.
Although differences in the mean scores indicate increased positive attitude after the

inservice program, these differences are not significant.

As previously described in Chapter lll, participants completed a communication

Questionnaire and participated in audio-taped role-playing exercises prior to and at the
conclusion of the communication skills training portion of the inservice program.
Carkhuff's Index of Communication (1969) was used to assess each participant's level of
empathic response. Independent raters assigned ratings to each "helper” responses
according to the levels illustrated in the Empathy Scale (Appendix E):
Level 1--the helper is unaware of even the most conspicuous surface
feelings; ‘
Level 2--the helper is partially aware of obvious feelings
Level 3--the helper accurately reflects the content and feelings (the
recommended response in this training brogram).
Level 4--the helper achieves level 3 plus adds further meaning.
Level 5--the helper communicates an accurate empathic understanding of

the deepest feelings.
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For statistical analysis of the written questionnaire, the raters' scores of each
participant were totalled, divided by nine, ({ number of responses per participant), and the
resulting mean scores were averaged to give the final score of each participant.

The audio-taped responses were similarly treated. Each rater designhated a score
to each "helper” response in the role-playing dyads. These scores were divided by the
number of responses to determine the mean score. The raters' mean scores were
averaged to give the final score and to allow for statistical comparisons. In keeping with
Carkhuff's recommendations (see Chapter Il), there were no less than two "helpee”
responses in each dialogue and the modal level of communication was also determined
for the participants’ responses.

Using SPSS, a matched t-test was done to determine the significance of
differences in pre- and post-training mean scores. Differences were accepted as
significant if the probability that they arose from chance was less than .05 for a two-tailed
test. Als‘o, for further interpretation to be discussed later, a comparison of the audio-

taped modal responses was done. The ﬁndings are given in Table V.
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Number Standard (Difference) Standard T
Variable of Cases Mean Deviation Mean Deviation Value
Pre-written 2.09 0.29
9 -0.28 0.24 -3.42**
2.37 0.38
Post-written
Pre-Audio
1.83 0.36
9 -0.33 0.17 -6.03"
2.17 0.48
Post-audio
Pre-modal
1.83 *0.35
9 -0.17 0.25 -2.00
2.00 0.43
Post-modal

**Significant at the .01 level for a two-tailed test.

When comparing the pre- and post-means of the written and audio-taped

measures, a significant difference at the .01 level of significance was found. Thus,

according to the data in Table V, nuil Hypothesis Il is rejected.

Hypothesis [Il: T il be attitudinal and ication of fer the inservi
hich will be d rated in actual Qursi " I

To determine the impact of the inservice training program on nursing care

descriptive analyses were done on a variety of assessments which are discussed under

the headings: 1) charts and handover reports, 2) interview of charge nurse and 3) a case
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study. These assessments were carried out on one acute medical ward, in which five of

the final participants were working.

Charts and Handover Reports.

Chars. As described in Chapter lll, the investigator examined the charts prior to
and following completion of the inservice program. The charts used were those of the
patients assigned to the nurse in the case study. As described in Chapter lll, the contents
of a two-day period in each chart were analyzed according to criteria indicative of nursing
attention to the emotional aspect of care. A pre- and post-inservice program recording of

specified criteria is illustrated in Table VI.

Pre

Reference to a patient's emotion/feeling 0 4
Reasons given for observed emotion of patient 0 1
Reference to emotional needs of a patient 0 0
Measures to alleviate a patient's emotional

distress or pain 2 0
Reference to family visiting or family concerns 0 0
Total 2 13

The above table indicates very few references to the emotional aspect of nursing
care that were charted by the nurses before or after the inservice program. Although a
slight increase is noted following the program, the numbers are too small to be
considered significant.

Handovers, As described in Chapter lll, four handover reports were analyzed
pre- and post-inservice program training to determine if there were any changes in the

verbal reporting of the emotional aspect of care. Table VIl illustrates the findings in the
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hand-over reports of thirty-two patients on the medical ward. Each report is made by two

nurses designated as the team leaders for that shift.

Pre

References to the patient's emotional state 8 7
Reasons noted for a defined emotion 2 2
Reference to emotional needs of a patient 1 2
Measures to alleviate a patient's emeotional

distress or pain 3 1
Reference to family visits or family concems 4 0
Total 18 12

* Also one instance when the nurse expressed a feeling for a patient.

The data in Table VI reveal very few references to the emotional aspect of care in
the handover reports analyzed. Although a decrease is noted following the inservice
program, the largest difference refers to "family visits or family concems”, which could be
attributed to coincidence of an attentive or concemed family at that time. Thus, the
changes shown in Table VIl are not considered significant.

The data collected from the charts and handovers are not significant therefore,
they are not supportive of Hypothesis lIl.

Interview of Charge Nurse

The charge nurse was interviewed ten days following the inservice program to
find out if she had noticed any changes on her ward since the onset of the inservice
program. Three criteria had been established (see Chapter Ill) as reflecting impact on the
ward: changes in nurses' behavior, changes in ward dynamics, and changes in nursing

care of the dying.
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Changes in nurses' behavior. The charge nurse had observed some changes
which she believed could be attributed to the inservice program: the nurses were
listening better; there was less complaining in the nurses’ station about how to handle
troubled behavior; and nurses had reported feeling more comfortable when working with
palliative care patients.

Changes in ward dynamics.. The charge nurse expressed some concern about
the ward dynamics during the past few weeks. There was reference made to other
changes taking place on the ward, such as the added load of palliative care patients along
with preparations being made to take tracheotomy patients. She expressed concern that
these changes had affected the interactions between her and her staff, suggesting that
the nurses were more guarded and less communicative with her. She sensed that they
were upset and frightened about the added responsibilities and expressed frustration in
trying to alleviate their fears by providing adequate preparation.

I:\lurses' delivery of nursing care of the dying. To illustrate an observed change in
the delivery of nursing care, the following example was described:

There is a dying patient on the ward who is unlikely to
leave the hospital again. He is described as a "seedy
character” —led a pathetic lifestyle, many social problems,
and difficult to like. In the hospital, his response to his
prognosis had been attention-seeking by frequently
ringing his call bell. He had a tendency to deal with his
illness in a bizarre way-talks about playing baseball soon
in spite of disintegrated shoulders--which the nurses
found difficult to handle.

The charge nurse describes having made a concerted
effort to change the nurses' attitudes towards this patient
by accepting his choice of fantasy to deal with dying and
feels that they are now tolerating his "sick sense of
humor” better. Also, because their listening skills have
improved, they are reading between the lines better.
Thus, they are avoiding him less and this attention has
resulted in less ringing of the bell.

To summarize the findings in the interview of the charge nurse, two changes

were observed: improved listening skills and increased comfort in caring for dying
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patients. While, these observations indicate support for Hypothesis lll, the supporting
data are suggestive, rather than conclusive.

Case Study

The subject, a volunteer for the inservice training program, also agreed to
participate as a case study. She had been a heaith care worker for nineteen years;
fifteen years as a L.P.N. and six years as a Registered Nurse. Since graduation in 1982,
she had been working on the same acute medical ward as a staff nurse. Her education
experience had not included any specific training in interpersonal skills or in death and
dying. Her clinical experience had included considerabie experience in caring for dying
patients and her personal experience included the death of someone close to her within
the past two years. She rated her job satistaction as very good and presented herself as
being confident in her work. A strong affiliation with a religious belief was also present.

As previously described in Chapter lll, arrangements were made to meet prior to
and follo§~ing completion of the inservice training program. It was explained that each
meeting would involve shadowing and an interview. The shadowing consisted of the
investigator spending three hours with the subject as she worked on the ward. The
interview, which was taped, occurred immediately following the shadowing during the
subject’'s "meal break™ from work

Shadowing of the subject lasted three hours from 1900-2200 hours. A stop-
watch was used for recording the ti.me she spent with each patient. Each contact with a
patient was recorded according to the time elapsed and the kind of care given using the
criteria: talking (T), physical care (P), and both physical care and taiking (B). The pre- and
post-inservice program shadowing observations of nursing care during each nurse-
patient contact are illustrated in Table ViIl. For example, the subject had contact with
patient 1 three times; spending thirty-five and forty-two seconds respectively, talking,

and three minutes and thirty-two seconds giving both physical care and talking.
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Patient = Activity

1 T=235 T=42 B-332 1 B=52
2 T=55 P=118 2  P= 05 B=1006
3 P=18 P=118 3 P=.15 B= 726
4 T=.18 P=832 T=.45 4 T= 53 B=1243 P=643
5 T=20 T= 22 5§ B=118 B=643 P=737
6 T=203 T= 51 6 P=2 T= 17
7 T=236 T=410 7 B=25 P=70
8 T-43 8 T= 36
9  T=.49 T=410 9 T= 37 P=251
10 T=45 T= 05 T= 25 10 B= 48 P= 251
11 P=160 P=1.18 P=1217 11 (sleeping)
12 B=822 T= 56

*“Time measured in minutes and seconds
Codes: T=Talkingonly. P =Physicalcare. B = Both physical care and talking

For differential comparison of time spent in nursing activities when delivering

care, the time spent for the three activities of nursing care was totalled. The comparison

is illustrated in Figure 1.
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Figure 1
A comparison of time spent in nursing activities

om-HcCczZz— g

Talking Physical Care Both
NURSING ACTIVITIES

Total time in pre-service program shadowing = 48 minutes.
Total time in post-service program shadowing = 75 minutes.

As the graph reveals, the nurse spent more time with the patients at the end of
the inservice training program which is partially accounted for by the increased workload of
two patients. Inthe second shadowing, an increase from three to forty-eight minutes
spent talking with the patients when giving physical nursing care is seen. Infact, an
increase from forty-four to sixty-eight percent of total time giving nursing care was spent

talking to the patients. A further clarification of the talking time is seen in Figure 2.
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Figure 2
A comparison of pre- and post-inservice program
responses of nurse when giving nursing care to patients

<O0OZmcCcoOm>xm:

Clarifying Reflecting content Empathic
RESPONSES

Figure 2 demonstrates a considerable change in nurse-patient communication
after attendance in the inservice program. This graph illustrates that prior to the program,
the nurse's talking with the patients consisted of general chit-chat. According to
Carkhuff's Index of Communication (1969), these types of responses would be coded at
a 1.0 level. In the post-inservice program observations, many more responses which
were coded as clarifying responses (questions which promoted clarification of the
patient's statements) are seen. As well reflective responses (responses which reflected
content) and empathic responses (responses which also reflected feelings) also
increased. Although there was only one empathic response at the 3.0 level, all
responses indicate increased awareness and listening to what the patients are saying and
would be rated at a 2.0 - 2.5 level. According to the measure, the subject has
demonstrated an increased level of empathic communication indicating transfer of
communication skills to the nurse-patient context. Thus, the data collected through

shadowing the nurse as she performed her nursing care, are supportive of Hypothesis Ili.
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Pre-i . . .

The subject stated that she chose the inservice training program because of the
new responsibility of care for the palliative care patients caused by closure of the palliative
care unit in the hospital. She identified three concerns: 1) lack of a specific ward routine
for caring of dying patients, 2) confusion around giving adequate emotional support to
dying patients and their families, and 3) administration of medications to control the pain.

Although general confidence was expressed when nursing dying patients, she
described difficulty in dealing with a patient's death when rapport*1S had not been
established with the family. When this occurred, she felt awkward and unsure as to how to
handle the situation and what to say to them. She had not developed any specific
strategy for these situations but generally found it easier If the family asked some
questions.

Throughout the interview, the subject expressed belief in establishing rapport
with patients and their families as a means of enhancing work with the family and
promoting discussion of dying with the patient.. Rapport also reduces the likélihood of
nurses becoming emotionally drained when nursing dying patients. Another belief
expressed was the necessity of the nurse's acceptance of death as it is "meant to be”,
since this acceptance helps the nurse when a patient dies.

Some other difficulties working with dying patients were identified. First, if the
doctor had not informed the patient of the terminal prognosis, there was difficulty
pretending and not being honest with the patient. In these situations, she would request
that the doctor inform the patient. If this was not done, she was reluctant to discuss dying

with the patient.

1S"rapport™ in nursing care refers to the establishment of a trusting interpersonal
nurse-patient relationship.
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Second, if rapport had not been established with the patient, there was difficulty
discussing the topic of dying; if rapport was established, there was no difficulty
discussing the situation but the topic was never initiated by the subject.

Third, she had difficulty caring for dying patients who were the same age or
younger than she. She expressed the feeling that working with older people dying "is
not as difficult as they have had a good life*. The subject attributed her beliefs and
feelings to an experience which occurred when she was twenty-four years of age:

The experience occurred when working on an
emergency ward. There was a twenty-four year old
patient admitted with extreme abdominal pain. When he
awakened from emergency surgery, he found that he\
had a colostomy and was given the diagnosis of terminal
cancer.

At the time, he was engaged to be married and the
couple wanted to continue with wedding plans but the
parents were against this decision. There was
considerable involvement with the patient and the family,
who were very upset, as they worked through this
difficult time. He died eight months later.

"l related so closely to their age (couple). . . | got to know
them all and found it very difficult to work through as | was
so involved.”

To summarize, the subject, who has had years of clinical experience delivering
nursing care to dying patients, found that problems arose when 1) there was no rapport
established with the patient and/or family, 2) when the patient had not been informed of
proghosis, 3) when the patient was approximately the same age or younger. The
difficulty in these situations as described by the subject and identified by the investigator
was not knowing how to communicate with them.

Post-inservice program interview . This interview was done one week after the
completion of the inservice program to determine if there were any perceived changes
that could be attributed to the efficacy of the training program.

The subject's self-observation was increased awareness of open-ended
questions in communication: of the ability to use this style of communication if needed; of

other people, such as doctors, using this style when talking to staff or patients. She
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stated that she was not only more aware of the communication around her but found that
she was listening more.

She denied consciously using or actually practicing her new communication skills
in day to day conversation with the patients and/or staff. However, she stated that there
were times when she thought “. . .maybe this is a good time to. . . and will try but do not
feel comfortable yet.” When the investigator commented on the observed change in her
communication with the patients since the inservice program, she laughingly stated,
"Yeah, but that's a little bit of a set-up. . .| know you're there, right?”

She voiced one difficulty with the inservice-program; she found that blocking off
five weeks was too long. '

Thus, according to the post-data collected in the case study, shadowing
revealed an increase of attentive responses to the patients’ statements (Figure 2) when
the investigator was present. During the interview, the subject also described a self-
reported increased awareness of and listening to others during interpersonal
communication in the work setting . |

To determine if there was any impact on actual nursing care three areas were
investigated: charts and handovers, the view of a significant other, the charge nurse,
and a case study, which involved shadowing and interviewing a nurse before and after the
inservice program. The resuits of these investigations indicated that:

1) charts and handovers did not reveal any significant attitudinal or reporting
changes regarding the emotional aspect of care.

2) the charge nurse reported two observed changes in the staff nurses:
improved listening skills and increased comfort dealing with dying patients.

3) shadowing and interviewing the participant in the case study found an
increased awareness of and practice of communication skills when delivering nursing

care.
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Hypothesis Ill is partially supported by some observed attitudinal and
communication changes in actual nursing care on the ward. However, this impact did not

extend to the written or verbal recording of nursing care on the ward.

Di ion of the Resul

In Chapter |, this study identified a deficiency in the delivery of nursing care -- the
lack of attention to the emotional aspect of nursing care which results in avoidance of the
patients. The defined problem was to provide a program to train nurses to a) decrease
avoidance of patients and b) provide nurses with the ability to deal more effectively with
the patients’ emotional distress.

The literature reviewed in Chapter Il indicated that an important facet of patient
care is missing due to nurses' avoidance and lack of appropriate communication skills.
Previous studies addressed this problem by offering death and dying education courses
to change nurses' attitudes and communication training programs to improve helping
skills of nurses. While attitudinal results were inconclusive and empathic communication
skills appeared to improve following training programs, there was no evidence in the
studies to indicate that there was a transfer of acquired knowledge and improved skills to
the actual work setting.

The purpose of this study was to develop and implement a hospital inservice
training program that would 1) improve nurses' attitudes toward care of dying patients
through a developed awareness and sensitivity to patients’' emotional needs, and 2)
increase their empathic communication skills to deal with the emotional aspect of nursing
care.

Based on previous studies and techniques, the inservice program described in
Appendix A was developed and implemented with ten nurses and one occupational
therapist from medical wards in an acute care hospital. The program which included
didactic, experiential and modeling components, consisted of ten hours over a five-week

period.
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The effectiveness of the training program was evaluated by 1) comparing pre-and
post-program attitude measures, 2) comparing pre-and post-program communication
measures, and 3) an assessment of transfer of acquired skills to the work situation. in the
pre- and post-program comparisons the findings were:

1) There was no significant difference found on the written Death Attitude
Questionnaire following the inservice program.

2) There was a significant difference found on the posttest ratings of written
and audio-taped responses in empathic communication.

3) There were some attitudinal and communication changes demonstrated
on the ward following the inservice program but these did not extend to
the written and verbal recording by the nurses.

The results and further interpretations of the data will now be discussed under the three
areas of concern in this study: attitudes towards death and dying; empathic

communication skills; and transfer of newly acquired skills to the delivery of nursing care.

In Table IV, comparison of pre-and post-attitude measures indicated an
increased positive attitude after the inservice program but the difference was not
significant. Hypothesis | could not be rejected. This lack of positive attitudinal change
supported the findings of Hopping (1977) and added to the mixed results from the
various studies described in Chapter Il. 1t is difficuit to compare the various studies on
death/dying education because of lack of description of the education program used as
well as omission of the instrument used to evaluate attitudinal change.

A further examination of comparisons of the pre- and post-program means of the
individual items in the Death Attitude Questionnaire was made. The only two items which
showed a significant difference are illustrated in Table IX.

These two items stated:

Item 13--"] feel uneasy talking to patients with a fatal prognosis.”
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Item 15--"1 would feel very uncomfortable if | entered the room of a terminally ill

patient and found himvher in tears.”

tem Time N Mean Difference SD T value

13 Pre- 9 3.333
0.8889 0.782 3.41**
13 Post 9 4.222

15 Pre 9 3.444
0.8889 1.167 2.29*
15 Post 9 4.333

* Significant at the .05 level in a two-tailed test.
**Significant at the .01 level

Both items reflect teelings of discomfort when dealing with dying patients’ emotion’al
distress. Although the sampling is small, these findings tend to suggest an increased
feeling of comfort or confidence when communicating with dying patients following the
insewice program.

The review in Chapter |l revealed that although attitude studies had mixed results,
hypotheses had been investigated which linked nurses’ attitude to variables such as
personal experience with a death, family attitudes, and clinical experience with dying
patients (Caty, Tamlyn, 1984; Coolbeth, Sullivan, 1984; Denton, Wisenbaker, 1977).
When testing the Death Attitude Questionnaire used in this study, an item analysis
indicated that some of the items in the attitude questionnaire were correlated to
independent variables such as age, previous training, clinical experience, and recent

death of a close person (Table ll). However, when a total item analysis was done with the
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independent variables in the demographic data, there were no significant correlations
found and thus, the findings do not support the previous studies.

As indicated by the findings in this study, exposure to the inservice training
program was not associated with significantly increased scores on the Death Attitude
Questionnaire. Considering the many variables which could affect one's attitude towards
death and dying, perhaps it is unrealistic to expect changes in attitudes in a five-week
course. However, some factors which could have influenced these results are: the
instrument used, the experience or age of the participants and the average age of the
participants’ patients.

The instrument, The complexity of developing a measure which reflects beliefs
and attitudes was discussed in Chapter lll. The indicators of attitude toward death used
on the Death Attitude Questionnaire for this study were developed by the investigator
and have not been fully validated through research as actual measures of this attitude. As
such, the use of this questionnaire to indicate the participants’ attitudes toward death and
dying might constitute a limitation.

Experience or age of the participants, As previously described, the participants in
this study were generally a mature, experienced group with considerable experience in
caring for dying patients. During the discussions in the inservice program, the
investigator found the nurses to be well-equipped with the technology of death
(equipment, medication) and the psychology of death involving stages of grieving,
spiritual and family needs. One could suggest that many of their attitudes toward care of
dying patients were quite firmly rooted and would require a more extensive inservice
experience before change would occur.

Average age of the patients. The participants worked on medical wards which
consist of patients who are generally elderly and have chronic medical illnesses. Vachon
(1984) had found that nurses had most difficulty with patients with whom they could
identify, such as similar age. This finding was confirmed in the pre-inservice program

interview of the participant in the case study. One could infer that giving nursing care to
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the dying is not as stressful with elderiy patients and thus, would not motivate a search for
attitudinal changes or strategies to reduce anxiety.

Another factor is the elderly patients’ attitude. towards dying which could
influence the nurses' attitude when caring for them. One of the biggest differences
noted in the elderly is the lack of intense fear of death. Munnichs, in 1965, did seven
studies of the elderly person’s orientation towards “the end" and found that ".onlya
small category of old people were in fear of the end” (Kastenbaum & Aisinberg, 1972:
81). One nurse related a conversation with an eighty-nine year old patient.

During the conversation, although expressing his
frustration with a declining memory, he did not complain
about his state of health or future. He stated, with a big
toothless grin, that he would like to go back to a Nursing
Home rather than stay with kin because, "...in the
home, we're all in the same boat. We know we're on the
last stop and we have a good timel”

It would appear that with advanced age one reaches a gradual acceptance of death and
this acceptance by a patient may allow the nurse to accept it also. This view was alluded to
by the participant in the pre-inservice interview and supported in the literature review
(Kibler-Ross, 1969). | '

~ The data in Table V substantiates that following the inservice program, there was
significant improvement in the ability of the participants to formulate written and verbal
empathic responses to "helpee” statements in the written and audio-taped measures.
After training, the group mean level on the written "helper” responses increased from
2.08 to 2.36 showing a difference of .27; the verbal "helper" responses in the audio-
taped dialogues increased from 1.8 to a 2.1 level showing a difference of .33. Although
the verbal responses were at a lower level pre- and post-training, the improvement was

slightly greater. Both results were significant below the .01 level in a two-tailed test.
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These findings were consistent with previous studies described in Chapter Il in-
which group training of nurses, using Carkhuff's Index of Communication and an
integrative approach, effectively increased empathic communication skills (Carkhuff,
1969; La Monica et al., 1976; Kalish, 1973).

The findings on Table V aiso support the findings in the literature which reveal that
nurses have a low level of empathy (La Monica, Karshmer, 1978; Kalish, 1973; -
Anderson, 1980). In the pre-test measures, it is seen that the mean scores representing
the level of empathic communication of this group were 2.08 in the written questionnaire,
1.83 in the audio-taped measures with the most frequent response at level 2.0. Although
these pretest scores of the nurses are somewhat higher than the group mean of 1.48
reported by La Monica (1976), they nevertheless reflect levels that were previously
defined as subtractive. The responses range from Level 1.0, in which they give no or
only partial awareness of the "helpee's” surface feelings to Level 2.0 responses that give
premature, superficial advice, ask questions to gather more data or behave in a manner
congruent with some preconceived role. (Carkhuff, 1969). Thus, we see that although
the findings show a significant improvement following training, the mean level of empathic
communication remains below the suggested minimally facilitative level of 3.0 considered
necessary for enhancing growth in a helping relationship.

As previously stated, the modal level of communication was also determined for
the participants' responses in the audio-taped measures. Table V reveals an increase in
the group modal level of communication from 1.8 to 2.0 which is not significant at the .05
level. Thus, even though a significant increase in the mean level of empathic
communication was achieved, indicating more responses at a higher level of empathy
following training, the responses most frequently used by the participants remained at
the same level. One factor that could have contributed to this lack of increase in modal
level of communication might be the length of some of the dialogues. The investigator
neglected to establish a maximum duration of dyadic exchanges which resulted in a

variation of “helper” responses from one to many. An average was calculated for each

83



participant. Consequently, aithough a few of the participants responded frequently at a
3.0 level of empathy which appeared to stimulate longer dialogues than their
counterparts, there was an increased opportunity to return to "old" responses.

For further examination of the findings, Table X illustrates the individual pre- and

post-training mean scores on the communication measures.

JABLEX
A COMPARISON OF INDIVIDUAL MEAN SCORES OF WRITTEN, AUDIO-TAPED AND MODAL
BESPONSES RATED FOR EMPATHY
Written Audio-taped Modal (Audio)
Subject Pre PostChange Pre PostChange Pre PostChange
1 23 28 5 21 24 .3 20 20 .0
2 19 20 A1 17 21 4 20 20 .0
3 19 26 .7 20 23 .3 20 20 .0
4 22 24 2 20 26 .6 20 25 5
5 19 18 -1 10 10 .0 10 10 .0
6 16 20 .4 16 19 .3 15 20 5
7 25 29 4 21 25 .4 20 25 5
8 21 23 2 20 24 4 20 20 .0
9 24 25 1 20 24 4 20 20 .0

Looking at the individual scores, it is seen that eight of the nine participants
improved their empathic responses in both the written and audio-taped measures.
Although the mean levels of three subjects were in the 2.5 to 2.9 range in the posttests,
no one achieved a mean level of 3.0, the minimally facilitative level. in the modal
tabulation of responses, three out of nine mean scores showed a changed level. This

indicates that although the participants’ responses achieved a higher mean level of
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empathic communication, the most frequently used mode of responses remained the
same. Level 2.0 was the response most frequently used by the participants in this study.
The written scores of subjects 1 and 3 showed the greatest difference following
training. These subjects were the only two who had taken previous communication
courses, which could confirm the value of retraining to quickly restore a higher level of
facilitative functioning (Collingwood, 1971). When comparing the written scores with the
audio-taped scores, it is seen that the changes are not consistent with each other. For
example, the difference in the scores of subject 3 favors the written responses while
subject 4 favors the verbal responses. In other words, achieving a significant increase in
written skills did not ensure an increase in verbal skills and vice versa. These findings
substantiate the need for both written and verbal practice in communication skills training.
Using SPSS, Pearson's correlation was done to determine if the differences in
the pre- and post-training mean scores were due to the influence of any demographic
variables. Only one independent variable, age correlated at or below the .05 level of

significance, as illustrated in Table XI.

Written Responses Audio-Tapes Modal Response
Pre-  Post Pre Post Pre Post

-.7012 -.4355 -.6446 -.7206 -.7556 -.5695

p=.03" p=.24 p=.06 p=.02* p=.01". p=.10

* significant at or below the .05 level.

Three of the above results show a significant negative correlation of age with the
participants' mean scores below the .05 level. These data indicate that the older the
participant, the lower the mean score or level of empathic communication according to

the above measures. If age influences the effectiveness of the training program, this
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could indicate that the longer trainees have been using lower level communication, the
more difficult it is to retrain.

In summary, the resuits support the concept of a training program which includes
didactic, experiential and modeling components to increase empathic communication
skills. Empathy was described earlier as the key ingredient in a helping relationship and
thus, essential in the nurse-patient relationship to cope with patients' emotional distress.
By responding to the content and feelings expressed by the "helpee”, an opportunity for
growth and development ensues. The above data comparing pre- and post-training
scores indicates an increased ability of the subjects to perceive and respond with
empathy. Even though the suggested level of 3.0 was not reached, the differences

noted indicate that "helper” growth was significant in four to six hours of training.

The purpose of the inservice program was to provide the participants with coping
skills to deal with the emotional distress of the patients when experiencing loss. The
expectation was that following the program, nurses would have increased awareness and
knowledge of patients' emotional distress and improved communication skills This
acquisition would be manifested in less avoidance of dying patients and lead to more
effective helping nurse-patient relationships. An added benefit would be nurses’
increased feelings of comfort and confidence when delivering nursing care. Transfer of
any newly acquired skills to the ward setting was determined by three measures
previously described: charts and handovers, interview of significant other and a case
study.

Charts and handovers were examined for written or verbal references to patients’
emotional state/needs/care and the findings illustrated in Table VI and Table VIII. It can be
seen that minimal attention was given to the emotional aspect of care in both of these
indexes. In pre-post-program comparisons, an increase in charting references to
emotional care (Table V1) and a decrease in verbal references to emotional care (Table VII)

is seen. Considering the amount of recording done on each patient, the small number of
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is seen. Considering the amount of recording done on each patient, the small number of
references to emotional concerns was not considered adequate for any conclusions. For
example, in Table VI, there are only 18 references made in the pre-training program
handover and 11 references in the post-training program handover. When one considers
that this total is taken from reporting on 128 patients (four handovers X 32 patients) over a
period of approximately 40-60 minutes (four handovers X 10-15 minutes), the numbers
and difference of six are insignificant.

The accepted standard of nursing care in the hospital presents a barrier to
change in nurses’ charting. The focus of nursing care is on the physical aspect of care
and the charts reflect that focus with no requirements for recording emotional factors.
Emotional caring would need to be more formally recognized and attention to emotional
care instituted across the organizational structure of the hospital.

Similarly,with handover reports, there would need to be a change in ward focus
before the handovers would likely reflect changes.

Interview of significant other. In a previous study, personality changes were
found but when significant others were interviewed, they did not perceive any chapges
(Martin, Carkhuff 1968). To determine if there were any changes noted by a significant
other in this program, the charge nurse of five of the participants was interviewed. Two
changes were observed which could be attributed to impact of the inservice program:
improved listening skills and increased comfort caring for dying patients.

It is recognized that the findings are confounded by other variables: the
introduction of another change on the ward concomitant with the inservice program (this
effect was also noted in the implementation of the inservice program--refer to the
description of the third session, Chapter Ill); and the effect of the charge nurse on
fostering positive attitudes towards nursing care of the dying. While it would be nice to
assume that these changes came from participants' experiences in the program, the
limitations of assessment coupled with confounding variables may not allow such claims to

be made.
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Case study The findings when comparing pre- and post-inservice program
shadowing and interviews of the subject revealed an increased awareness of and
listening to not only the patients but co-workers on the ward. Also, a considerable
increase in more effective communication skills when delivering nursing care was
observed by the investigator. This demonstration reflected the subject's incréased ability
to discriminate and respond to the patients. One cannot underestimate the effect of the
investigator's presence in influencing these results. This finding could generate the
hypothesis that the trainer's presence is a required motivator to encourage the trainees to
practice newly acquired skills and ensure transfer to the work setting.

Generally, Hypothesis Il was supported by some noted attitudinal and
interpersonal communication changes demonstrated in actual nursing care on the ward
but not reflected in the more enduring practice on a ward -- the technology of recording
information, charts and handovers.

A variable which could have contributed to post-program differences found on
the ward would be the status of the patients. To ascertain if the nursing needs/care
required by the patients was relatively similar, a further analysié was done and is illustrated
in Table XIl.
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QBSERVATIONS
Variables Pre A Post
Number of Patients 10 12
Average age of the patients 67.4 67
patients over 80 years old 2 5
patients under 40 years old 1 1
Average length of time in hospital since 6.3 10.4*
admission (days)
Patients described as "No Code” 4 6
Family support indicated on chart 4 6

*One patient was omitted from this average as he was a young man whose stay
exceeded four months, which was not the norm.

A pre and post-inservice program comparison does indicate some minimal
differences in the independent variables. Perhaps a more thorough comparison of the
pafients would find other discriminators which could influence the emotional state and
needs of the patients —- i.e. such as type of iliness, previous iliness, recent loss of
spouse. From Table XII, one could infer that the patients are similar in age, severity of
illness, and thus, representative of the same population with similar nursing care

requirements.

Conclusions

The conclusions drawn from this study were:

1. The hospital inservice program designed for this study was not effective in
changing the participants' attitude towards deathvdying as measured by the Death
Attitude Questionnaire.

2. According to the written and verbal measures used in this study, the hospital

inservice program was effective in significantly increasing the participants' empathic
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communication responses but the minimally facilitative level considered necessary for a
helping relationship was not achieved.

3. There were some changes in participants' attitude and interpersonal
communication observed on the ward following the inservice program indicating some

transfer of acquired knowledge and skills to the work setting.

Implications

The inadequacies found in the emotional aspect of nursing care led to the design
of the study. The literature suggested deteriorative consequences from unresolved grief
encountered by patients when experiencing loss. The literature also suggested that for
facilitative functioning in a helping relationship, there must be empathy. This study, like
previous ones, found nurses to have a low level of empathy. The study demonstrated
that nurses may be trained in a relatively short inservice program, using didactic,
experiential and modeling components, to signiticantly improve their empathic
communication skills. However, the participants did not achieve the recommended
minimally facilitative level which suggests some changes may be required in future
inservice programs, such as, longer training period, more practice, more examples.’

The findings in the study suggest other considerations for future inservice
programs. The results from the two participants who had had previous training supported
the value of retraining. Both made significant gains over and above the rest of the
trainees. Agé also influenced achievement of communication skills suggesting different
leamning needs related to different age levels. Shift-work affected participants’
attendance for all sessions in the intervaled schedule used for the study. Different
scheduling of sessions may be indicated.

The results of the study showed no significant changes in participants’ attitude
towards death and dying. Self-selection may represent subjects with a more positive
attitude towards death and dying prior to the training, reducing potential for change in a
written measure. However, the participants' observed behavior on the ward did reflect an

increased level of confidence or comfort when delivering nursing care to the dying
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patients. This could imply the instrument, used for the first time, provided an inadequate
measure of attitude towards death and dying. But, assuming that the attitude measure
was valid, another implication could be that attitude towards death and dying is the wrong
attitude to measure in this type of study. Perhaps, different attitudes need to be
considered. For example, could the attitude of hope, as previously posited (Beck,
Weissman, 1974) and suggested by the findings in the study, have an influence on
nurses' attitude towards care of the dying patients? Could the nurses' role perception as
an authority figure influence nursing care? One could speculate that if the nurse's role
was perceived as provider of answers and advice, avoidance of patients’ distress could
result when there were no answers available. Could the nurses' perception of “caring”
influence the nursing care? For example, if this attitude implied doing for the patients,
the resultant nursing care would focus on physical nursing tasks and making the
decisions rather than facilitating patient autonomy.

Regarding the transfer of the training program to the work setting, the subject's
communication skills improved when the investigator was present. Although reportedly
self-conscious, practicing the new skills appeared to be reinforced. Possibly, this type of
follow-up by the trainer is a necessary component of a training program to ensure practice
of acquired skills in the work setting.

In reference to the low level of empathic communication found in the participants'
responses, it would seem beneficial to provide inservice programs to all staff on a ward.
Kibler-Ross (1969) and Vachon (1980) recommended a team approach to deal with the
emotional distress experienced by patients and staff. The acquisition of empathic
communication by all staff would enhance the trusting, supportive milieu required for
effective interpersonal communication.

The lack of change in the focus of nursing care in the charts and handovers may
be a function of the stability of this recording procedure. This mode of task accountability

is very durable as it is maintained by habit, legality, and accepted rules. The complexity of
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making changes may require cross-organizational consensus and implementation before

actual recording changes would be made by the nurses.

Becommendations for Further Research

As a result of the study some recommendations for further research are
suggested.

Cross-sectional studies are necessary before generalizations can be made.
Replications of the study could be done with nurses working in areas where sudden
deaths are more frequent, such as emergency wards, intensive care units and surgical
wards, nurses delivering care to acutely-ill patients the same age or younger, and nurses
reflecting different age groups and experience. These situations might be helpful in
delineating more clearly for which nurses the inservice program is effective and to what
extent.

Longitudinal case studies should be done to assess the trainees' level of
empathic communication at specific periods following training. This would assist trainers
to determine the long-term effects of a short-term program and the retraining needs to
maintain high levels of interpersonal communication.

Quasi-experimental research should be done in which all staff on one ward
receive the inservice program, including the trainer's presence on the ward when nurses
are delivering nursing care and interacting in staff meetings. Evaluation could include pre-
and post-training interviews and questionnaires with staff and patients. This would test
the posited trainer-effect on motivating transfer of acquired skills to the work setting and
the effectiveness of a team approach.

An experimental research design could be used to compare attention to
emotional aspect of care if different charting formats are implemented on two wards. One
ward could use a flow sheet which necessitated observations of emotional aspect of
nursing care; the other could continue with present charting format. Pre- and post-
assessments of impact on nursing care could determine thé effect of technological

changes on nurses' attitudes towards patients' emotional needs.
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Appendices

- Introduction

This section consists of a complete description of the written materials developed
for this study. The inservice training program material includes an outline for the five, two-
hour training sessions, two Guide handbooks, pencil and paper exercises and sample
situations for audio-taped role-playing situations. Other forms used for data collection
include the demographic data form, death attitude questionnaire and consent form.

It is hoped that this material may prove useful to others interested in pursuing
further research in this area or in establishing similar inservice training programs for health

care workers.
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Appendix A

Hospital Inservice Program Plan

OBJECTIVES STRATEGIES
Day I: Awareness
The instructor will:
1. establish an open atmosphere » lead a relaxation exercise
2. explore and share experiences = give a questionnaire to obtain a
with death and dying. baseline of attitudes and
experiences with death and dying
{Appendix 1)
3. encourage awareness and « divide into dyads to listen and share
acceptance of own feelings re: personal experiences re:
death/dying. death/dying, using Exercise 1

{Appendix B).

* lead a group discussion which will be
open-ended but with a focus on the
feelings related to the experiences.

e close with distribution of Guide
{Appendix C)
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OBJECTIVES
Day 2 Knowledge

1.

2.

- The instructor will:

establish an open atmosphere

teach knowledge re: death and
dying and its impact on the patient
and his/her family.

promote awareness of emotional

needs of patients while in hospital.

present strategies of coping with
patients emotional stress.
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STRATEGIES

« lead a relaxation exercise.

» utilize strategy of brainstorming to
establish nurses knowledge re:
emotional impact of death/dying.

« use flip chart and Guide for group
discussion to share knowledge and
experience re: loss including:

° relationship of death/dying to all
loss.

° impact on patients and families with
focus on role changes and
subsequent loss.

° impact of grieving on physical
health.

° signs/symptoms of grieving by
patients in the hospital

° relationship of change events due
to experiencing loss to stress.

° strategies to deal with grieving
patients



OBJECTIVES
Day 3 awareness

The instructor will:

1.

2.

establish an open atmosphere.

explore individual modes of
communicating with nurse-patient
situations

promote awareness of own
interpersonal interactions.

promote awareness of the
process of helping.
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STRATEGIES

« lead a relaxation exercise.

« give each nurse a written
questionnaire requesting their
responses to patient-stimulus*

* expressions in hospital situations.

« form dyads and role-play some
patient-stimulus situations using
Samples (Appendix D). Each dyad
will tape their role-playing.

» lead group discussion to explore
and share the feelings in the
different role-playing situations.
There will be afocus on
effectiveness of different nurse
responses on patients expressed
concerns/emotions.

» Distribute Guide to Empathic
Communication (Appendix E)

*  patient-stimulus = a concemn or
emotion expressed by a patient,
verbally and/or non-verbally.



OBJECTIVES
Day 4 Knowledge
The instructor will:

1. establish an open atmosphere.

2. teach empathic communication

skills as defined by Gazda (1984).

Day5 Skills
The instructor will:

1. establish an open atmosphere

2. promote familiarity of empathic
communication skills.

3. develop nurses ability to
communicate empathically.
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STRATEGIES

« lead a relaxation exercise.

» discuss Guide to Empathic
Communication

» video-tape role-playing examples of
nurse-patient situations modeling
inappropriate and appropriate
responses, as recommended by
Gazda (1984).

» group discussion of each example
with clarification of skills used and
subsequent effect on the
interpersonal interaction.

+ lead a relaxation exercise.

* replay video role-playing examples
and discuss and evaluate the
eftectiveness of each one.
Compare with the Levels described
in the Guide.

» divide nurses into dyads to practice
skills by role-playing nurse-patient
situations—each dyad will tape their
interaction.

* lead group discussion of role-
playing experiences to determine if
effective in communicating.



Appendix B

Exercise 1

This is an exercise to explore your feelings. Choose a partner - one will be A and

the other B. First, A will ask B to finish the following statements, one at a time, allowing

person B to finish all of them with person A just listening. Then, exchange roles. When

finished all the statements, return to large group and share what you heard.

1.

My greatest fear about dying is......

When | try to express my feelings about dying with friends and/or family,

the usual response is...... and this makes me feel......

The ways that | sometimes avoid expressing my feelings about dying

When | am nursing a dying patient, | think my greatest strength is......

When | am dealing with an expression of strong emotions, i.e. anger,

crying, apathy, my greatest problemis......

| wish/want......
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Appendix C

A Guide for Gaining Knowledge in Caring for the Grieving Patient

This packet is for you to use as a guide to explore your feelings, your attitudes
and philosophy when delivering nursing care, often to a dying patient. Please, read it
slowly, think about it, write your own thoughts in it and through our discussions and
sharing, we will gain knowledge about ourselves and a basic foundation on which to
care for others.

Dying is one phase of living in the cycle of life. | stress the word 'living' as we
often treat it differently, even in the hospital. Weissman has described different phases

of dying:

1)
2)

3)

4)

existential plight—manifested mostly by numbness and shock.

mitigation and accommodation - when there is a very real possibility of
relapse. The person tries to seek a balance between a new role as
potentially dying and energy directed towards the previous lifestyle.

decline and deterioration - dying becomes more concrete with increased
intensity of symptoms. Now it becomes increasingly difficult to deny and
to maintain hope.

preterminality and terminality - there is a shift towards palliation rather than
‘cure’. There is a recognition of time limitations, thus, it becomes
essential to alter goals.

GRIEVING IS A NATURAL, NORMAL PROCESS

WO SAYS DM 5 M5 | SUE SAYS WE DONT REMLY
NATURAL AS BIRTH, AND TS| UNDRSTAND IT, BuT MERE.
AL PART OF TE LIFE QICIE. | ADE MANX THINGS ¥E JONT

L lm

Calvin & Hobbes

© 19?7 Universal Press Syndicate.
Reprinted with permission. All rights reserved.
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Vachon described three stages of grieving:
- 1) Shock—there is dazed belief and denial.
2) Disorganization—there is a loss of pattems of conduct.
3) Tummoil—depression, anger, guilt, passively suicidal, despair.

We are all familiar with the stages described by Kibler-Ross:
1) denial
2) anger
3) bargaining
4) depression
5) acceptance

Below are other noted signs and symptoms. Have you experienced any of these
symptoms? When? Please add any that you have experienced or noted.

fear shock crying
sadness despair disorganization
detachment insomnia loss of appetite

"Grief is a complex of symptoms and processes that
constitutes the acute reaction to a significant loss”.
(Gonda, p. 3)

[7N0U KHON, HOBBES, T CART
FIGURE QUE TWS DEATH STUFF.

OmMDNOI & Z=<r»0.

.
€0 Unerae Praes Bynd<on

WHY DD THAT LITILE RAGCOON
HWANE TO IE? WE DION'T
D0 ALINTHING "WRONG.

HE WAS JUST LITILE! WHATS |
THE POINT OF AJTTING Wit
HERE AND TRKING HIM

BACK SO SOON 22 !I

ITS EVIWER MEAN | Wit 15 1T
ORITS ARBITRARY, | ALWAYS NIGHT

Calvin & Hobbes
© 1987 Universal Press Syndicate.

Reprinted with permission. All rights reserved
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In the hospital, many patients, if not most, are experiencing a loss and/or crisis in
their lives. The patients that we see cou!d be in any one of the phases described by
Weisman, Vachon or Kibler-Ross. What manifestations of the grieving process have
you noticed in your patients?

blaming mutual pretense

Does grieving have an impact on one's health? Is it necessary for us, to consider
the emotional aspects of grieving? We have enough to do coping with their physical
care. It has been written that when there is unresolved grieving, there is a prolonged
failure to re-establish oneself and it could develop to a pathological phase in which
there could be denial, manic escape, dysfunctional hostility, depression, etc. But, is it
our responsibility to deal with this in an acute care hospital? If so, why? If not, why not?
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FAILURE TO MANAGE PSYCHOLOGICAL DISTRESS CAN PROLONG AND MAGNIFY
PHYSICAL PAIN

Coping Strategies

1. To achieve maximum psychological comfort, patients need to retain some
sense of autonomy in decisions remaining to them.

2. ltis the patients right to chart their own course - their definition of quality
of life.
How can we facilitate the patients autonomy and dignity? Some suggestions are:
 do not discuss the clinical picture of the patient within earshot. \
» be honest when giving them information about their illness.
» LISTEN to what they are saying
- Silence
« Demystify medical information - speak their language.

What do these suggestions mean to you? Can you add ideas that you have
found successful?
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THIS 1S WHERE DAD BURIED | I DION'T EVEN KNOW KE STILL.. N A SAD ANFUL, WHAT A
THE UTTLE RACCOON. B\S‘WKFWDMSK{)AND TERRIBLE WAY, XMW\PN SO
J NOW HES GONE FOREVER I MET WM, WORLD.

Calvin & Hobbes
© 1987 Universal Press Syndicate.
Reprinted with permission. All rights reserved.

COMMUNICATION; DONT JUST DO SOMETHING SIT THERE

It has been documented in many studies that we nurses tend to respond to
patients feelings/concerns with avoiding, denying or pacifying statements. Does this
description fit with your approach? Is it important for the patient to talk about his/her
illness or dying?

“Actually, my findings indicate that patients want very
much to talk about their feelings and thoughts about
death but feel that we, the living, close off the awareness
for their accomplishing this.” (Feifel (1959, p. 23). What
are your views?

There is no time now for the game
Of mutual pretense.

To act as if I'm still the same

Quite simply makes no sense.

Observe me here, the worn remains
Of what | used to be.
This weary mass of aches and pains
Is plain for all to see.

But still it loves and wants to share
Its feelings with its friends.
So listen now and show some care
Before my sweet life ends.

by Lewis R. Aiken.
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DONT JUST DO SOMETHING SIT THERE.

For communication to occur, it is important for the nurse to recognize and
understand the messages from the mind and body of the patient.

Before we can assist the patient to cope with their problems, we must explore
their feelings, their needs, and their wishes. What are your views about how this might
be done? What examples can you give from your experience?
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"He who has a why to live for can bear almost any how.” Hope is
essential. Can you give some examples of ways that you have used to facilitate hope
and that have worked for you?

PATIENTS AND FAMILYS NEEDS BASED ON PATIENT'S DESIRE RATHER THAN
ILLNESS.

OMOOOTI & Z2=<Ir'>0

Is it necessary to spend time with the patients family? How does the illness affect
their lives? Will they manifest any signs/symptoms of grieving? What have they lost?

[

As a member of a nursing team, do you need to share your problems and feelings
with others? When there are problem patients on your ward, are there any changes that
occur between nurses? Think about it. What examples can you give from your
experience?

WELL CALVIN, IF Yoo vount] | nERE'S vo PRRiEM <o
DRAG THAT TIGER SVERNWMERE] | Mg THAT YOU CANT ADD
4] THINGS LIKE. m\aA WOLDNT] | SOME GUT O AD

YOM! MOM! A BiG
o) ME.

Calvin & Hobbes
© 1987 Universal Prass Syndicate.
Reprinted with permission. All rights reserved.
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Situation:

Statement:

Situation:

Statement:

Situation:

Statement:

Situation:

Statement:

Appendix D

Sample Situations
You are a patient, very upset as you are not improving.
"Nurse, call my doctor and tell him that he is giving me the wrong
medications. it just isn't helping me at all.”
You are a patient, angry at the length of time it is taking you to
recover. A nurse is bringing you a fluid diet:
"What! Some more of that garbage? How do you expect me to
get better eating that stuff?!l"
You are a nurse, feeling very uncertain about your performance.

You are taking.

"My head nurse doesn't trust me at all. She's always asking m
questions about what I've done. if that's how she feels, | may as

well quit.!”

You are a patient having many tests done. A nurse enters your

room.

"My doctor is calling in a specialist to look at me. | wonder what

they're looking for.”
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Situation:

Statement:

Situation:

Statement:

Situation:

'

‘Statement:

Situation:

Statement:

Situation:

Statement:

You are a nurse working full time and having problems keeping

up. You discuss this with another nurse:

"l don't think it's fair for them to make us rotate shifts when some

" people want to work nights all the time. I'm such a bear when |

work nights - - - it's driving my family crazy".

You are a patient, very ill with reoccurring cancer.

"Nurse, I'm really scared that Il never leave here. | find not
knowing really hard. Will | ever get better? The doctor never tells

me anything.”

You are a patient about to undergo surgery for cancer of the
uterus.

"Nurse. That woman in the other bed that died yesterday had
this same operation, didn't she?”

You are a patient for diagnosis. You have been feeling weak and
"fluish" for past few weeks. The nurse enters the room:

"Is the doctor telling me everything? I've had 3 x-rays now and
I've lost count of the blood they've taken."

You are a nurse and feeling considerable stress in your work.

You discuss this with another nurse.

"I get so frustrated working with so many dying patients. In the
last place | worked, | only had 4 patients at a time and could give

them complete care.”
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10.

11.

12.

13.

14.

Situation:

Statemént:

Situation:

Statement:

Situation:

7

Statement:

Situation:

Statement:

Situation:

Statement:

You are a mother of a patient who just had surgery and has had
you worried for a couple of weeks. You approach your

daughter's nurse:

"We just found out that Kathy's surgery went well and she will be
okay. It's such a relief.” (start to cry).

Your husband is a terminal care patient.

"l sit here and watch him getting weaker and weaker and | just
can't do anything to stop it."”

You are a patient who has no family visiting you. You are getting
better.

"I'm so grateful to you - you're the only one in my life who has
cared for me.”

Your husband is a patient with cancer of the bowel and you are

frustrated with his poor progress.

"My husband just keeps getting worse. Those medicines aren't
helping a bit. | don't think the doctor is right but he won't talk to

me about it."

You came in to see your husband and found that he had just
died.

"Why didn't you call me? Now he's dead and | wasn't there. |told

you to call me if he got worse!”
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15.

16.

17.

18.

19.

Situation:

Statement:

Situation:

Statement:

Situation:

f

Statement:

Situation:

Statement:

Situation:

Statement:

You are a nurse and you've had a frantic week at work. One of

your patients died in the morning.

"I just feel terrible. I'm so tired and | just blew up at one of the

patients.”

You have been watching your sister suffer after being in an
M.V.A. A nurse enters the room in answer to the call light which

has been on for five minutes.

"Why don't you do something for her? She has been in pain for
two days now.”

You are a patient that has been in the hospital for a few weeks
with minimal family/friends around.

"Boy, am | glad to see your shift come on duty. Those other
nurses don't care about us at ail.”

You are a patient that has had a mastectomy and are now
receiving chemotherapy.

"1 keep having nightmares about people dying—! don't even

recognize their faces, and | just can't get back to sleep.”

You are a patient about to be transferred to a nursing home. Your
family is selling your apartment as you are unable to manage it

alone.

“How do they expect us to manage with so little closet space. |

don't even have room here for a few nighties.”
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20.

21.

Situation:

Statement:

Situation:

Statement:

You have been a patient for a few weeks without a sign of going

home yet.

"Two days ago | felt great, yesterday | felt rotten. Today | feel
okay but it's hard to enjoy it because | keep wondering if

tomorrow I'm going to feel lousy again.”

You are a nurse and have felt very stressed with the work load

and the patients you have.

"My two older sisters went into medical work, so | never thought
about doing anything else. Sometimes | wonder what | might be

doing now if | had considered other things.”
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Appendix E
Introduction to Empathic Communication for Heaith Care Workers
As health care workers, we become members of a "helping profession®, which has
many implications for us. It means that others come to us with specific problems in which we
are the experts. Wé are expected to recognize their problem; to have the knowledge and
capability of alleviating or reducing their problem; to help them with their problem. It also
means that we expect to recognize their problems; to have the knowledge and capability of
alleviating or reducing their problems; to help them with their problems. In other words,
because of our combined belief, we undertake the responsibility of doing something to help
them. in this modern age of technology, there has been extensive progress in finding new
methods, techniques and equipment to assist us in this designated task of helping. These
have enabled us to feel even more successful in helping the patients achieve a ‘cure’.
However, despite the evident progress in medicine, we are still confronted with patient's
suﬂering: patient's obvious pain, patient's unhappiness, and often, patient's dying. There
are times that we must switch our approach from ‘curing’ to "caring’. This is when many of us
feel frustratéd, helpless and inadequate, as there does not appear to be anything we can do
for them anymore. -
Somehow, in our faith in medical progress, we have focussed on how we can help the
patient's physical problems and have forgotten the importance of our opportunity to help
through the interpersonal relationship - the necessity of a trusting, genuine relationship with
R open communication. We feel that if we are not
“eg ” A n ’ doing something, we are not helping. We have
forgotten the importance of listening to the
‘- patient. We are often unaware of our own
communication style and how we may believe we
i are listening to the patient, but actually may be
cutting the patient off with our responses. We
often do not know how to LISTEN?

Heman. )
© 1987 Universal Press Syndicale
Reprinted with permission. Al rights reserved.

“I'd let you talk mors, but you‘re not .
as Interesting as me.” i 112



Before we can assist the patients to cope with their problems, we must explore their teelings,
their needs and their wishes.

How do we do that? By being empathic, Empathy means the ability to accurately
perceive what another person is saying, and the ability to communicate to that person that you
have heard and understood both the content and the surface feelings that are being
expressed. It means the ability to put yourself in another person's shoes, and what's more, to
communicate to him that you have done so. When we accomplish this, we are saying to the
patient:

"l am with you.”

"1 can understand the feelings you are expressing”.

Through this communication, we can add to and build the relationship. Our
responses will then be interchangeable with the patient's ideas and feelings. Our response
will be aqditive and will truly be 'in tune’ with their problems, and serve to clarify and expand
their exploration of their ideas and/or feelings.

To do this we need to recognize how we generally respond; do we have a tendency
to give advice, moralize, preach or tell the patient what to do? This low level empathic
response could be subtractive, perhaps harmful to the patient seeking our help.

Thus, first we need to LISTEN. This involves the ability to perceive what the patient is

saying to you verbally and non-verbally.

Now  MQ Tones. ..
THIS Won-T Hugr [
A 8T, :
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Empathic communication is a skill. It requires awareness of our own communication
styles in responding to the patients; discovering the areas that require improvement; and
practicing new skills until we are comfortable using them. The acquisition of this skill will
enable us to respond to patients in ways that will help them; it will increase-our understanding
of the process of helping; it will increase our skills in responding with accurate empathy; and it
wili increase our confidence in coping wiih siluations that before appeared hopeless, leaving
us with feelings of frustration and inadequacy.

I ing to Percei R | with E I

The two main components in empathy training are perceiving and responding. The
ditferent levels of accurate empathy! are illustrated here with examples of responses. At this
time, the expectation is to learn to respond at the "interchangeable” level, level 3 -in a
genuine and natural way. This means that we will be able to respond reflectively in ways which
communicate accurate understanding of the patient's message. The stress in this course is
coping w&h the patients in the hospital as effective "helpers” but is not meant to exclude
other interpersonal relationships. This method of communication is an additive to all
relationships in vghich we wish to communicate a warmth, a respect, a positive regard and an
understanding that we value the other person's ideas, opinions or feelings. We can practice

with each other - try it and discover for yourself how wonderful it is to be heard.
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Here are some guidelines that may be helpful in getting you started:2
A. Concentrate first on verbal behavior.
» Listen to what the patient is saying.
= Listen for tone of voice, rapidity of speech, nuances of expression.
« Try to identify the surface feeling being expresses.
e Try to identify the obvious content of the patient's message.
» Try to formulate a response which reflects back to the patient the obvious
feeling and meaning of statement—a level 3 response.
» Practice doing this many times.
B. Concentrate next on non-verbal behavior;
e Look at posture; placement of hands and feet.
= Watch facial expressions—tightening or relaxing of muscles, mouth, eyes,
forehead furrowing.
» Observe physiological reactions, such as flushing, or perspiring, facial tics.
» Watch body responses.
» Observe eye contact.
As you work in your practice sessions, try to remember the following?3:
a) Concentrate intensely on verbal and non-verbal cues.
b) Concentrate initially on responding at level 3 to the content and surface
teeling.
¢) Practice responses which try to capture the critical meanings of the patient's
message. Good reflective responses used repeatedly will help in building a
good relationship.
d) Formulate responses in the patient's language. Use the language that the
patient is most likely to understand.
e) Use a tone of voice that is compatible with the patient's tone of voice.
f) Concentrate on the possible hidden messages the patient is sending.
@) Try to retain data from the interchange. This may be of some use in future

responses.
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h) Only after a relationship has been established should you attempt to increase

your level of response to level 4.

1 These levels, originally derived from Truax and Carkhuff, have been borrowed and
modified from "Interactions li: Introduction to Interpersonal Skills Training™ Prepared by
Selma Wassermann, Simon Fraser University.

2 we strongly advise that you not respond at level 5 until you have "earned the right"
to do so. Probing at underlying feelings can be very risky for the patient. Unless there is a
healthy and effective rapport established with the patient, and until you have acquired a lot of
data, sensitivity and skill, you are advised not to try to respond at level 5. A mis-fired probe
(level 5) becomes a level 2 response and is subtractive in the relationship. If level 3
responses are maintained throughout the relationship, this can be powerfully effective
response in itself.

3 It is very difficult for some health care workers to maintain a position of facilitator in a
helping relationship. There is often a for him. That type of intervention is generally borne out
of the helper's need to be perceived as eftective and the helper's belief that to be effective,
it is essential to do something. Beware then, of your own needs. When you see yourself
directing, pushing, asking for more information, giving advice, interpreting, and probing, try
to find out why you seem to be manifesting the need to take the responsibility for getting the
patient to work through his problem your way.
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Nature of Response

Example of Response

SUBTRACTIVE

"Nurse, call my doctor and tell him that he is giving me the
wrong medications. It just isn't helping me all.”

IGNORES PATIENT'S FEELINGS:

Insensitive to most obvious feelings

Shifts topic away from patient’s

Irrelevant response

Criticizes: is judgmental, hurtful,
devaluing, ridiculing, rejecting

Denies patient’s reality

“Why don’t we go for a walk in the
corridor?”

“l see you had lots of visitors
today.”

“If you wouldn't refuse the ensure,
maybe you'll feel better.”

“If you would cooperate more with
physio, you would feel stronger.”
“Then what would you find to
complain about?”

“Are you sure you aren’t

improving?”
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Level

Nature of Response

Exampie of Response

2

SUBTRACTIVE

SHOWS PARTIAL AWARENES OF OBVIOUS FEELINGS:

Denies the patient the right to feel that Aah, don’t worry about it. It will be

way

Disallows patient's feelings

Moralizes, sermonizes

Gives advice; tells him what to do

Tells the patient how he/she (nurse)
feels

Asks stupid questions

Misses the meaning

Reflects content only

Makes excuse for not helping

okay.

Don't feel bad—lots of patients
feel the same way.

The doctor is such a busy man.
We shouldn’t bother him for that.

if you would eat more and get
more exercise, you would get
better faster.

| know how you feel. Last month
when | had the flu for so long, |
wanted the doctor to cure it too.

Why didn’t you ask the doctor
when he was here?

Oh, 'm sorry to hear that it isn't
helping—it just takes time.

You want me to call the doctor for
you.

I'l be glad to talk to you about it
some other time.
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Level Nature of Response Example of Response
INTERCHANGE] REFLECTS BACK SURFACE FEELINGS:

Includes content of patient's
statement and attends to surface
feelings.

Communicates to patient that s/he has
heard what the patient said.

"You are upset that you aren’t
feeling better and think it's the
medication.”

"You are feeling anxious because
you aren’t improving and want the
doctor to make some changes.”

4

ADDITIVE

CONTAINS ALL ELEMENTS OF LEVEL 3 AND:

Adds a new meaning (thought) which
is related to the patient’s statement.

Enables patient to examine a new

dimension of his expression

“Not only are you not feeling
better, but you are beginning tc
question your doctor. It's
important for you to believe in
him.”
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Level Nature of Response Example of Response
ADDITIVE CONTAINS ALL ELEMENTS OF LEVEL 3 AND:

Adds a probe towards disclosing the
patient’s underlying feeling.

Understands and communicates the
hidden message which the patient is
sending.

“It's really frightening to be
following doctor's orders and not
feel better. It may be that you're
beginning to feel hopeless of ever
feeling better.”

Bibli I

Carkhuff, Robert (1969) Helping and human relations, Vol. I and Il. New York: Holt, Rinehard

and Winston, Inc.

Gazda George, Walters,, Richard, Childers, William (1975). Human relations development: A

manual for health sciences. Boston. London. Sydney. Toronto: Allyn and Bacon,
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Wassermann, Selma. "Introduction to Interpersonal Skills Training”, Mini Handbook prepared

for the Interactions Centre, Faculty of Education, Simon Fraser University.

Cartoon by Jim Unger, Courtesy of Universal Press Syndicate Company, Kansas.
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Appendix F

A Special Inservice on Palliative Care for Nurses

This is your opportunity to experience, learn and practice coping strategies in a
pilot project dealing with the emotional aspect of nursing care. You will gain awareness
and knowledge of:

« self-attitudes/feelings regarding death/dying
« “loss®- what is it? how does it affect nursing care?
- patients' emotional needs when"grieving"
« coping strategies to deal with emotional aspect of care
« self-awareness of present interaction skills
« communication skills to deal with patients’ emotional distress
« the fun of leaming and practicing in a group setting
'fhe course will consist of five two-hour weekly sessions. It is important that you

attend all sessions.
Where: Sherbrooke Lounge
Dates: Tuesdays: March 1, 8, 15, 22, 29

Time: 1400- 1600

If interested, contact your Head Nurse or Loretta Wideen -4399/4665
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Appendix G (i)
Demographic Data

You are a participant in a research project which will examine the effect of a
hospital palliative care inservice training. It is necessary to collect pertinent information
from each participant. The confidential nature of the completed questionnaire will be
carefully maintained.
Instructions

Please complete the questionnaire by checking the box opposite the answer

which describes data relevant to you.

Number:
1. Sex:
Female
-Male
2. Age group:
Under 20 20-30
30-40 40 -50
Over 50

3. Family status:
single
married
parent

4. Please check any combination of responses that describes your academic
preparation:

Registered Psychiatric Nurse
Registered Nurse

Bachelor's Degree Nursing
Bachelor's Degree (in other areas)
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5. Have you participated in any training program specifically related to death/dying?
Yes No

6. Have you participated in any training program specifically related to interpersonal
skills training programs?

Yes No

7. If Yes, please indicate below if:
Human relations model (Gazda, Carkhuff)
Other

8. How many years of clinical nursing experience have you had?
None
1-3years
4 -6years
7 - 10 years
Over 10 years

9. Inyour experience, to how many terminal patients have you provided nursing care?
None
0-2
2-5
5-10
over 10

10. How recently have you experienced a patient die?
never
within past 6 months
within past 0 - 2 years
within past 2 - 5 years
over 5 years ago

11. How recently have you experienced the death of a close relative or friend?
never
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12.

13.

14.

15.

the past 6 months?
the past 1 - 2 years?
the past 5 - 10 years?

How often have you been in a situation when you thought you were going to die?
never
once
twice
more than twice

Have you attended a funeral?
never
in the past 0 - 2 years
inthe past 2 - 4 years
inthe past 5 - 10 years
over 10 years ago

If you were to rate your job satisfaction, you would find it:
poor
fair
good
very good
excellent

If you were to rate your affiliation with a religious belief, it would be:
none
fair
average
strong
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Appendix G (ii)
Demographic Data Results

1. Sex: Female Male
9
2. Age: Under 20 20-30 30-40 40-50 Over50
0 1 4 2 2
4. Academic: R.P.N. R.N. B.S.N. B.A. Other
8 1
5. Participated in training program related to death/dying?
Yes No
1 8
6. Participated in interpersonal skills training program?
Yes No
2 7

7. If yes, indicate if human relations modes (Gazda, Carkhuff)
Yes No
1

8. Years of clinical nursing experience?
None 1-3 4-6 7-10  Over 10
2 1 2 4

9. How many terminal patients have you provided nursing care?
None 0-2 2-5 5-10 Over 10
9

10. How recently have you experienced a patient die?
Never pastémo 0-2yr 25yrs Syrs
7 2

11. How recently have you experienced death of close relative or friend?
Never pastémo 1-2yrs 5-10yrs
1 3 5

12. How often have you been in a situation when you thought you would die?
Never once twice more
6 3

13. Have you attended a funeral? (Years)
Never 0-2 2-4 5-10 over 10
6 2 : 1

14. If you were to rate your job satisfaction, you would find it:
poor fair good very good excellent
2 4 2 1

15. If you were to rate your affiliation with a religious belief, it would be:

none far  average strong
2 2 5

125



Appendix H

Consent Form
| understand that this research project is designed to study the effect of a hospital
palliative care inservice training program.
My participation consists of answering a questionnaire. In addition, | will complete
situations, both prior to and following the training.
| understand that all data will be strictly confidential and will be used for research
purposes only.
As a participant in this research project, | will attend a five week palliative care training
program designed and conducted by the researcher, Loretta Wideen.
| am free to discontinue my participation at any time.
| understand that | may register any complaint | might have about the Project with the
chief researcher named above to my Director of Nursing, Joanne Konnert or Dr. S.
Shapson, Faculty of Education, Simon Fraser University.
Summaries of the study will be made available to the Royal Columbian Hospital of
which | am a member. At the time of completion, the researcher will contact the library

at Royal Columbian Hospital.

My signature below certifies that | consent to the experimental conditions

outlined in this document.

Date Signature
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Appendix |
Death Attitude Questionnaire
Read each question carefully and choose which reply best shows how you feel
about the statement. Choose your replies from this list and circle the number on your

answer sheet. There are no right or wrong answers so please be honest.

Strongly Strongly
Disagree Undecided  Agree
1. 1 believe that a dying person wants to talk 1 2 3 4 5
about his approaching death.
2. | believe that there is 3 life after death. 1 2 3 4 5
3. Children should attend funerals. 1 2 3 4 5
4*  Nurses should control their emotions 1 2 3 4 5
when nursing the patients.
5. | have great faith in the future. 1 2 3 4 5
6* |feel uneasy/nervous when caring for 1 2 3 4 5
patients with a fatal progress.
7. Children should be allowed to visit and 1 2 3 4 5
stay with a dying person.
8.  The patient should be told right away if 1 2 3 4 5

he is terminally ill.

127



10.

11*

12*

13*

14*

15*

16*

17.

The 1:1 relationship between nurse and
patient is the most important aspect of
nursing care.

When things are going badly, | am
helped by knowing it can't stay that way
forever.

All possible efforts should be made to
keep a terminal patient alive?

There is no reason in trying to get what |
want because 1 probably won't get it.

| feel uneasy/nervous when caring for

patients with a fatal prognosis.

It is the nurse's responsibility to make
the decisions for the patient.

| would feel very uncomfortable if |
entered the room of a terminally ill
patient and found himvher in tears.

Even if the patient knows s/he is dying, 1
would feel uncomfortable discussing his

impending death.

One can always find something to look
forward to.
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Disagree Undecided  Agree
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5
1 2 3 4 5



Strongly Strongly
Disagree Undecided  Agree

18* It is important that the patient not make 1 2 3 4 5
the decisions about his care.

19* Discussions with the dying about their 1 2 3 4 5
feelings/fears should only be done by
people trained for this.

20. 1cannot become involved with the 1 2 3 4 5
emotional care of a patient as it takes too
much time.

21. Families must be involved in discussing 1 2 3 4 5
the terminal patient's situation and
making decisions regarding care.

22* | feel uncomfortable riding the elevater 1 2 3 4 5
when there is a patient being transferred
to the morgue.

23" When | answer the call light of a patient 1 2 3 4 5
who is critically ill, | often am concemed
that s/he might die when | am in the
room.

24. After the death of a patient, it shouldbe 1 2 3 4 5

discussed with the other patients in the
room.
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Strongly Strongly
Disagree Undecided  Agree

25" | would rather take care of a comatose 1 2 3 4 5
patient who is terminally ill than one who
is conscious and aware of impending
death. |

26. ltis my responsibility to discuss a fatal 1 2 3 4 5
prognosis with a patient.

27* Ifind it more comfortable to care for 1 2 3 4 5
terminal patients who have not been
informed of their progress.

28. When a friend or close neighbor is 1 2 3 4 5
seriously ill 1 visit them immediately.

22" A nurse should never let a patient know 1 2 3 4 5
it she is upset about his condition.

30" It is important for a nurse not to express 1 2 3 4 5
her teelings to the patient's family.

31* Aterminally ill patient who talks about his 1 2 3 4 5

death is more difficult to care for than a
terminally ill patient who discusses more
cheerful topics.
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On the scale below, circle the number on the continuum that best reflects your

opinion:

32*

33.

34.

35.

36.

What does death represent to you?

Do you believe emotions should be

How often do you talk about death with

others?

if assigned to a dying patient, what

aspect of his care would concern you

most?

When in the presence of a dying
person, what are your feelings (or
expected feelings if you have not been

in situation)?
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aloss

of

control

1 2
expressed?
1 2
frequently
1 2
how he felt
about his
dying?

1 2
helpful

4 5

a change
of

existence

4 5
controlled?

never

4 5
his care
plan, meds
treatments?

4 5
helpless



Appendix J
Communication Questionnaire

In this pencil and paper task, you are asked to write responses to 14 different
helpee expressions. "Helpee", in these situations, could be a patient, visitor of a patient,
or another co-worker who has come to you seeking assistance. These statements are not
related to each other, but are examples of the varying types of situations that could occur
on a regular working day at the hospital.

Please, read the helpee's expressions carefully and then formulate your

response accordingly.

Situation #1

A patient is trying to walk with a walker for the first time: "You don't know how

stupid | feel trying this. All my life I've been the laughing stock because I'm so clumsy.”

Situation #2

Patient to nurse who is taking his vital signs: ':How can anyone get any rest
around here? What kind of a hospital is this anyway. First of all, that old woman down

the hall was ranting around half the night and now you wake me up.”
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Situation #3

Patient to nurse: "I can't stand the sight of my colostomy. Every time | change it, |

wonder if it's worth living like this.”

Situation #4

Patient's spouse talking to the nurse: "I hate seeing him suffer. He's getting so

much worse since the doctor told him he has cancer. It seems as if he has given up.”

Situation #5

Patient to nurse: "l heard the doctor talking to you about me but couldn't

understand what he was saying. | guess it's really serious."
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Situation # §

Visitor to nurse about her aging mother, who had a hip replacement: "Mom is fine
until you nurses come in and move her to the other side. | think she would be better off

resting than being constantly bothered.”

Situation #7

Patient to nurse: "I've just about had it up to here with you people. 'Nobody cares

about what | say or want to do. You people act as if I'm some sort of a baby or

something. My doctor never visits me! You better do something before | explode!”

Situation #8

Patient to nurse: "My daughters try to come and see me but they are so busy with
their work and families. You know what it's like when you have kids in school...one
takes piano lessons, the other plays ball all the time. Oh well,—| can't expect to have

company every night.”
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Situation #9

Patient's husband talking to the nurse: "My wife saw the doctor a couple of
months agd - even had x-rays - he said he couldn't find anything. Now, he says she is

full of cancer and they can't even operate.”

Situation #10

Patient to nurse: "l have trouble sleeping at night ...1 keep thinking about

everything | want to do and haven't done yet.”

Situation #11

Patient to nurse: "Next week I'm being transferred to Eagle Ridge Hospital. I'm

really looking forward to it. I've heard that the staff there are just wonderful.”
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Situation #12

Patient to nurse: “I'm not going to any old nursing home. I've heard lots about

those places!”

Situation #13

Nurse to nurse: “it would be a lot easier here if the hospital would enforce shorter

visiting hours. | spend half my time stepping over people's legs in those little rooms.”

Situation #14:

Patient's husband to nurse: “My wife just keeps getting worse. Those medicines
aren't helping her at all. | don't think the doctor is giving her the right treatment but he
won't talk to me about it. What do you think?
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