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ABSTRACT
’

An lnvestlgatlon of hospltal nurses was conducted in an'
effort to determlne whether varled amounts of contact with
patient-deaths and/or varied degrees of peofessional nursing
experience szgnlflcantly 1nfluenced nurses' responses to

-

' patient-deaths. Also-of interest was whether Bandura's

theory of soczal modeling was applicable in understanding how
hospltal nurses learn to confront patient- deaths. A sample
of 210 female nurses gathered from public general hospitals,
were assessed in terms of their personal death anxiety, the \\
anxiety they reported in response to the death of another i
person, their levels of general anxiety, and in terms of the
coplng strategies reportedly used by nurses following : j
patient-deaths. The extent to which social modeling occurred ;
was assessed by means of a2 questionnaire developed for the
.project. ' . - i
Nurses who indicated that they had a high amount of
contact with ﬁatient—deaths reportedly used an altruistic
coping strategy to a significantly greater extent in response
to patient-deaths than did other nurses in the sample. In
addition, nurses who indicated that they tad a low degree of
prefessional experience expressed significantly greater
denial of death anxiety than did other nurses in the sample.

Two significant interactions of the independent variables

were found in regard to nurses' fearful anticipation of their
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own deaths and in regard.to the anxiety nurses reporﬁed}_

following the death of another person. Evidence was obtained

to lndlcate\that social modeling occurred among hospltal

nurses, with reference to learning how to confront ’

patient-deaths. Relatlonqhips among‘éeveral of the dependent

measures and the variables of 'age, a history of personal

loss, and social desirability were also discovered..

Explanations were offered to accouﬂt for the project's

findings, and recommendations for future research in the area

were suggested.
.
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INTRODUCTION

By considering Bandura's social modeling conceptual
framework as the theoretical infrastructure for the project,
the present investigation was undertakeﬁ to explore hospital
nurses' psychological responses to p;tient-deaths and to |
delineate some of the coping strategies used by nurses when
confronted with the- threat posed by the deaths of patients.

Social scientists have expressed increasing interest in
the topics of dying and death, with particular attention to
the ways in which the process of dying %nd the event of death
affect people involved in those qircumstances. Kibler-Ross'
(1969) work regarding the dyiﬁg process has addressed the
pligﬁt of the dying person, identifying a number of respénse
patterns that may likely be foun@ among those personally
facing_iiyiﬁént death. The reports of Lindemann k1944) and
Parkes (1975), as examples from the growing body of
literatufé concerned with grief reactions and bereavement,
have also qg)ineated psychological response patterns often
found in family members following the deaths of persons .
especially close to them.

In recent years, reports in the deat§ and dying

literature have begun to address the psychological impact

" that patient—deaths have on members of the health

professions, whose increasing responsibility it has become to

provide direct care to dying patients in hospitals and attend
. - 4



to patients' subsequent deaths. Within the health care
delivery system of a hospital, registered nu;;éé_occupy a
position of primary importance in relation to dying patients
and patient-deaths. According to Kastenbaum (1978), nurses
tend to have a greatbr frequency of contact with dying
patients and patient—de;ths than all other hospital health
professionals, including physicians. On the basis of
knowledge that nurses have more exposure to patient-deaths
than others in hospital systems, explorations of the impact
of these events on nurses seem warranted.

It has been.suggested that the ways in which a nurse

-r

respongds to—confrontations with patient-deaths may be related
to a numSer of variables that operate within the nursing
professién, such as the amount of contéct one has with
patient—deaths or the pverall professional nursing experience
one Qossesées. Whilg'the vast majority of repofts about
hurses' responses to patient-deaths have been é;ecdotal in
nature, a few investigations'fe.g., Hurley, 1974/1975) have
attempted to explore the topic from the theoretical
perspective of Glaser and Strauss' (1965) sociological
conceptualizations of "death trajectbries“ and from the
rationally—baseé stage theory offered by Kiilbler-Ross (1969).
Given the style of insE?uction involved in the education
of nurses and the ways in which nurses’ subseguent
performances are conducted, rewarded, and /6r censured ﬁithin

the social milieu of a hospital environment, Bandura's (1969)

xi

\
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social lea;hing fheory of médeling appears to provide a
meaningful theoretical framework within which to view how
nurses may respond to confrontations with pa;ieht-deéths.
Since the use of social modeling seems to be an integral
component in the training of.professional nurses, the ways in
which nurses respond to patient-deaths may be partly related
to the extent to which modeliné of other hospital personnel
occurs.

A detailed description of the project is set forth in
the fbllowing four chapters. The firgt'chapter is designed
to provide reviews of psychological literature in the areas
of (1) Bandura's social learning theory of modeling, (b)
threat perception, and (c¢) nurses' responses to
patient-deaths. At the conclusion of the first chapter, the
theoretical-empirical rationale for the project is outlined,
as are the“theoretical hypotheses. The.second chapter
describes the sample of research participants, the \
instruments used to explore nurses' psychological reéponseg
to patient-deaths, andithe Procedmres carried out in the
collection of aata for thé project. At the conclusion of the
- second chapter, both the statistical null hypothéses and .the
planned statistical analyses will be explained. The third
chapter focuses on the results of the data analyses, and the
final chapter provides a discussion of the project's findings
regarding nurses' responses to confrontations with

patient-deaths. Following the discussion, recommendations



for future research in this area and an overall summary of

the study.2¥e to be found.



CHAPTER. I

REVIEW OF THE LITERATURE

This chapter-is intended to review relevant literature

_ —~
in three major areas of psychological interest. First of

all, a févieﬁ of Bandura's éheory of social modeling will be
_offered, with pafticular emphasis on his.concept of vicarious
_extinction of avoidance behavior. Secondly, a selective
review of literature concerning threat perception ;ill be
presented, since perceptions of threat (and its often
accompanying reports of anxiety) seem to influence avoidance
behaviors. The third major area of focus concerns the topic
of nurselresponses to patient-deaths, since nurses are often
exposed to perceived threat in the form of patie;t—deaths
(i.e., aversive séimuli) and may behaviorélly respoﬁd in ways
they have learned from observations of others. At the
conclusion of the literature reviews, the author will Present

the rationale for the study and the hypotheses investigated

herein.

Modeling
Bandura's social learning theory of modeling (also known
as "observational learning") has emerged in this century as
one of the most significant contributions to psychology's

understanding of the learning process. Since the appearance



of his work, psychological interest in médeling as’ a vehicle
for learning has focused on several issues believed to be
influential. What follows is an exploration of some of those
- issues. The terminology used requires some attention, since
an initial misunderstanding of reference poinﬁs may lead to
widely divergent intefpretations/conclusions. A brief
historical overview of modeling, exploring the antecedents of
Bandura's analysis, may be of help in c¢larifying his ﬁnique
contribution. The major components, effects, and variables
which govern responsiveness to modeling influences may be
delineated, as these three aspects of modeling have received
wide attention in the research literature. Concurrent with
the theoreticgl developments in modeling, variant formgjof
this learning approach have evolved, again génerating
investigations pertaining to the relative efficacy of each
such form. Finally, attention will be directed.at the impact
of modeling on the acquisition‘;ﬁd'extinction of avoidance
behavior, with reference to some of the particular variables

\
that may contribute to modeling's usefulness in regard to

this issue.

Definition of Terms

Citing several theories of modeling that evolved since
the late 19th century, Miller and Dollard (1941) used the .
term "imitation" to signify learning which takes place by

observing others; furthermore, they sought to outline several
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sub-mechghisms of imitation, among them "same behavior"
“matched—depéﬁdent behlravior™, and "copying", each of which
reportedly differed from the other in terms of the imitator's
knowledge about the response-e11c1t1ng stlmulus. More- r
recently, Rachman (1972} argued that dlstlnctlons be made 15'
the use of the terms "observational learning”, "imitation”

and "modeling"; insisting that modeﬁ}ng is a sub-class of

both observational learning and imitation. In demarcat;ng

the differences apong the terms, Rackman suggested égat
somewhat different mechanisms governeéﬁzgg§§’fgz;;£;g\ .
phenomena, and that interchangeable usage of the terms gépld )
only cloud the issue further. In order td alleviate much of
the terminological cénfusion, Bandu;a (1971a) openly °h§33ﬁ§~—///
that, unless it can be conclusively shown that different
variables govern the differing forms of modeling behavior,
further distinctions among the terms in use would be
fruitless and only add needless confusion to the matter.
Bandura has used the terms modeling, vicarious-—learning, and
observational learning interchangeably to refer to learning,
... in which new responses are acquired or the
charac£eristics qf existing response repertoires are
modified as a function of obserying the behavior of
others and its reinforcing consequences, without the
modeled responses being overtly performed by the
viewer during the exposure period (Bandura; 1965a,

/

p. 3).



It is in the sense explained above that

modeling/observatiopal learning may henceforth be considered.

Historical Overview
: 1

The notion that one can learn from observing the social

-

Behavior of others has appeared in the psychological
literature since the late nineteenth century. Early -
speculations about modeling behavior attributed its existence
to innate tendencies already present in;the observer, as
evidenced by findings thaf eéen.infants were capable of
reproducing modeled actions (Valentine,'l930). Nonetheless,
with the establishment of behaviorism as the predominant
learning theory in the first-half of this céntury,'the
fﬁstinctual-speculations about modeling fell into disrepute

(Hilgard & Bower, 1966). However, in their classic

-~
publication, Social Learning and Imitation, Miller and

Dollard (1941) renewed psychologists' interest in modeling as

@ viable method for learning.

fed

Periving largely from Hullian concepts of drive, cue,
and reinforcement, Miller and Dollard (1941) were successful
in demonstrating in their work with children that "...
imitation of a given response will be learned- if rewarded,
«+." (p. 131), thereby offering what they considered an
acceptable explanation for the acquisition of behavior.

Although Miller and Dollard's work demonstrated the utility'

of imitative learning, Bandura (1570) raised two major’



objections_gbont their findings: (1) what learniny had
occurred was.contingent largely upon reinforcement-to the
observer, and (b) Miller and Dollard's work did not actually
account for the acquisition of new forms of bﬁgav1or.

Rather, Bandura argued that Miller and Dollard satisfactorily
showed how the performances of already~ex1sting behavior
patterns in observers were strengthened or weakened by the
administration of relnforcement and that sucﬁ’relnforcements
then served as discriminative stimuli whereby observers would
come to match their performances with behaviors that produced
reinforcement.

Following Miller and Dollard's work, operant theories
(e.g., Gewirtz g Stingle, 1971) also posited that
reinforcement to observers was necessary in order for
learning to occur, on either a direct or observational basis.
Bandura (1970, 1971a) questioned how operant theorists could
hold to the bellef that reinforcement was necessary for
learning, Sane in some of his earlier experiments (Bandura,
1965b) it was found that the acqguisition of new behavxor
could be brought -about without observers receiving
reinforcement. In an effort to clear up some of the apparent
confusion, Bandura found it useful to distinguish between
acquisition and performance, as these two properties
represent distinctively different perspectives of learning
phenomena, \

According to Bandura (1965a), the acquisition of



response patterns occurs when an observer is exposed to a
model's behaviors\wi;hout the observer having to behaviorally
enact what helhas seen; in subseguent tests of the observer,
it has generally been found thatllearning has occurred, but
that it assumed éhe form of symbolic representations of that
to which the observer was exposed. Performance, however,
seems to be well acéounted for by the operant theories of
iearning, insofar as reinforcement té'observers serves to
regulate/maintaiﬁ that which has already been learned. ‘While
operant theories appear to be well-suited to explications of )
how already-existing behaviors are maintained or discarded,
they fall short in explaining how new patterms of behavior
are initially learned. Still, Bandur; holds that
reinforcemenélcan play an important part in enhancing
modeled behaviér, e;Zn‘though he does not view reinforcement
as essential for the acguisition of new forms of behavior.
Whilé several early theories attempted to explain obser-
vational.léanging, Bandura's theory of modeling presented yet
ancther evolﬁtionary step. The early speculations about
observationél learning attributed its origins to internal,
instinctual patterns within individhals. With_tﬁe appearance
of behaviorism and its clear preference for study ‘of
observable behaviors, the shift in attention focused on the
external situational determinantg‘of how people responded to
the actions of others. In Bandura's social learning

‘ .
analysis, however, the focus must shift again; that i3y there
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must now be a %pnsideration of interacting internal and

eéxternal determinants of social behavior (Bandura,'1977a;

1978). ' | /
)

Bandura's Theory of Modeling

Eandura 1s the one Person most responsible for the
renewed recognition of the importance of observational
learning in psychology. It is Principally through his theory
and subsequent research findings that the conclusion has been
reached that virtually all human learning that occurs through
direct experience can Occur vicariously by observing the
behav1or of others.

Bandura's theory of modeling is said to differ from
other social learning theories in that hiS'formelatiOns
concern almost'exclusively the acquisition and medification
of secial behaviors (Bandura & Walters, 1963). Bandura has
objected to those medeling theories which continue to rely
heavily on explicit reinforcement-based explanatlons of
modellng, reasoning that learning which is contlngent upon
relnﬁorcement is inordinately tlme—consumlng, uneconomical
and’ dengerous in some cases. Bandura (l965a, 1969) proposed
his theory as an example of "no-trial learning", in which an
observer can acquire patterns of behavior solely on the basis
of observing a model, with subseguent modeling exposures
often helpful in perfectlng the learning that occurred durlng
the initial exposure. According to Banduta, some forms of

behavior cannot reasonably be expected to be acquired on the

¥
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basis of trial-and—error learning (e.g., surgical techqiques)
and must, therefore, rely heavily on observational ﬁethods of
information transmission; In Bandura's analysis of no-trial
iéarning, reinforcement is not considered an essential.
c0mpoﬁeﬁt for learning to occur, but rather occupies a
secondary role in helping to maintain already existing
responses. -

Another defining characteristic of Bandura's social
modeling theory is the sighificance attributed to the
cognitive activity of the observer, who can symbolically.
represent for himself.what he has observed (Bandura, 13969,
197la), rather than having to rely on specific
stimulug-response associations to activate his newly-acquired

behavior. The observer can eiéker respond at the moment.

without receiving reinforcemept or cah delay his ;esponding"
for long periods, even in the del's absence, in both cases
using the symbolic representatlons ©«f his initial
observations as "guides" for latef’be avior.

-

An examination of addltlongi ﬁeature andura's
theory will now be undertaken, 3as there is.much evidence that
they cogently pertain to his propgsals about ,human social
learning.

\

Components of Modeling \

>
Repeated reference in Bandura's s§c1al learnlng theory

—
i ,/has been made to four integral process%s essential for

N

|
,

/
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modeling to -occur. The components are: (a) attention to
modeled behavior, (b) retention of the model's behavior.in
symbolic representational form, (¢) motoric reproduction of
modeled: act1v1t1es, and (d) motlvatlonal or 1ncent1ve
pProcesses. Together, they constltute the conditions which
must be met in order for modeling to achieve optimal results;
if moéel;ng does not occur, Bandura believed it to be due to
an impairment in one or more ¢f the necessary components.

For observational learning to- have any impact on the-
observer; it. is imperative that he attend to the actions of
the model. Experimental evidence, gained from investigations
with children (Bandura, 1965b), has clearly shown that the
Observer's attention to modeled stimul%_affect the extent to
which observatinal learning takes place. However, merely
exposing an obseréer to a performing model does not guarantee
that tne'observer will be attentive. 1In order to promote )
attention, certain modeling "enhancere need to be operative,
as well as select1v1ty on the part of the observer, to choose
frem among the multiple stimuli to which he is exposed those
aspects to be modeled (Bandura, 1971b}. dne such determinant
of attention is reported to be the model(s) with whom one
- usually interacts (Bandura, 1977b), who delimit the types of
behavior that are repeatedly observed and hence learned most
thoroughly.

The second identified component requires the observer to

retain in symbolic form what he has noted about the model’'s



®
behavior. According to Banddra (1971b), observationgl
learning inclgdes two symbolic systems useful for the
retention -of modeled stimuli: an imaginal system and a verbal
'system. As one is exposed to models, the action(s) to be
retaineé is thought to be coded into an iméginal form (e.q.,
"seeing" the model perform his behavior). 1In the absence of
.the modei, the imaginal c¢oding is hypothesized to become
verbally encoded and covertly rehearsed by the observer, thus
becoming capable of being stored in memory and retrieved for
‘future use. The importance of the retention component in
observa;ional_learning has been demonstratedrboth with
children (Bandura, Grusec & Menlove, 1966) and with adults
(Bandqra & Jeffery, 1973; Jeffery, 1976), suggeséing that
modeled behavior can be learnad as a whole symbolically
before behavioral enactment.

While the cpmponehts of-attention and retention are
assumed to govérn the acquisition of observed behaviors, éhe
foliowing two components are believed to regulate the
performance of such behaviors. ’

Motoric reproduction processes-refer to thengserver's
execution of the repained aspects of mo@eled performance.
Although less research has been conducted in regard to this
component as coﬁ;ared wilth thg othér three, Jeffery's (1976)
work, comparing the relative influence of symbolic and

motoric reproduction processes in adults, attests to its

importance. Bandura (1969) has reported that the level of

10
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observational learning can be greatly increased‘when the
observer overtly practices (or rehearses) the modele& ~
response patterns. The chief limitation regarding motoric
reproduction, howeveff is that the model's behavior must be
within the percéptuai and motgr capacity of the observer: ifk
it is pot, it is unlikely that observational learning can be
coﬁpletely successful. . -

Motivational processes are considered to be the fourth
essential component. The extent Eé which one learns through
observations of others may be governed, in part, by
conditions ngFounding the models that influence the
likelihood of observers similarly behaving in the same or
‘similar circumstances. -Even though an observer may well have
atteﬁéed closely to modeled behavior, is able to symbolically
retain the modeled behavior, and pos;ésses the capacity to
overtly perform the modeled behavior, he may be prevented
from doing so if sufficiently strong negative sanctions exist
in his environment (Bandura, 19%69).

Pl

-Effects of Modeling

. The social learning theory of modeling has proposed that
three different classes of effects ¢an result within the
-
realm of observational learning. These classes are most
often referred to as (a) modeling effects, (b) inhibitory/

disinhibitory effects, and (c) eliciting/response~

facilitation effects. Although the three effects do not
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- exhaust the potential expressions of observatinal léarning:
they reportedly do account for many of them,

Modeling effects refer to the observer's acquisition of
novel response patterns, one which did not previously exist
in his beﬁévioral repertoire (Bandura, 1969). This
particular effect moét clearly distinguished Bandura's theory
of modeling from tﬂe oberaﬁt conditioning aéalyses of the
' same, since herein new response'patterns‘are acqg%;ed, not
merely maintained or regulated. In order to dem&nstrate the
modeling effect experimentaily,.it is necessary for the model
to.exhibit highly novel responses which observeg; have not
yet learned and which thé_observers later reproduce in
substantially identical form (Bandura, 1965a; Bandura, Ross &
Ross, 1963a). Bandura also reported that observgrs may be
expesed to more than oﬁe model, and from H?Oing cbserved the
modelsgy also exhibit novel patterns of beﬁavior derived from
combining features of each model: howevef, this latter éffect
is difficult éq demonstrate expérimentally.

Inhibition/disinhibition refers to the strengthéning or
'weakening of inhibitions in the observer's behavioral

: -
repertoire as a result of noting the response consequences

accruing to a model's performance (Bandura, 1965c). i
Inhibitory effects are indicated when observers display a
reduction of general responsiveness after having observed

models' behaviors producing negative conseguences for them

.(e.g., Walters{ Leat & Mezei, 1963), while .disinhibition



. occurs when observers display an increase in formerly

inhibited responses after observing that a model's responses
meet witH positive consequences (Bandura, 1971b).

The final effect, eliciting/response-facilitation,
refers to the fact that the behavior of models may serve as
discriminative stimuli for the observer, by eliciting
previously learneé and noninhibited response patterns that
may be applicable in a variety of situations other than the
one where the response pattern was first employed (Bandura,
_1969). An example of such an eliciting effect is provided by
Bandura and .Walters ((1963). They suggested that children
lnltlally iearn from their parents or other models how to

respond when faced w1th stressful s1tuatlons.- As a child

‘matures and happens to confront such situations, his learned

pattern Qf stress responses is "elicited"” and used to cope
with the stress, rather than having the child resort to

trial-and-error methods of coping with the situation.

Modeling Enhancers

Several factors are believed to influence responsiveness
to modeling. In order of their apparent importance, Bandura

(1971b} listed three such” influences: (a) the reinforcement

_ contingencies associated with modeling behavior, (b) model-

;’/ characteristics, and (c) observer characteristics.

Althougﬁ an individual may possess the requisite

components for modeling, the conseguences accruing to the

-
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model tend to act as powerful incentives in determining
whethér or not one will manifest the observationally learned
behavfbrs. Should one see, or infer froh certain attributes
of a model, that a model's behavior results in positive
outcomes, it is believed that an observer can be so motivated
to attempt to act similarly (Bandura, 1965c¢). Such
reinforcement contingencies operating in the énvironment
provide éiscriminative informational cues to observers as to
which actions may result in positive reinforcement or
aversive conseguences. On receipt of such information, the
Observer's expectancies become attuned to what conditions are
most often rewarded and which are not (Bandura, 1977b). The‘
perception that any two events may be correlated in their
effects (Baum, 1973) seems'to be facilitated when the
reinforcement contingencies for actions are unambiguously
presented.‘ It has been demonstrated that the outcome
consequences of a model'é behavior influence not only.
taék-pérformance but also the acquisitioﬁ of certain
altruistic valueé (see Hornstein, 1970).

Eiperimental evidence generally gupports the claim that
reinforcement contingencies influence the extent to which
behaéio; is modeled, both with children (Bandura, 1965b:_
Mischel & Liebert, 1966) and with adults (Rosenbaum & Hewitt,
1966), although some discrepant observations can be found in
the literature. ..In a study concerning the influence of

electric shock delivered to a model on a maze-learngng task,

\v
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Rosenbaum and Hewitt (1966) found that male college students
who acted as observers seemed to'be.uninfluenced,
unexpectedly, by the aversive consequences experienced by
models (i.e., administration of electric. shocks during
performances). Instead, that study fouﬁd that observers were
guite able ﬁo learn the task cérrectly in spite of the ‘
models; intermittent mistakes. Notwithstanding this example,
the effects of reinforcemént contingencies on observers"\~*
later behaviors certainly appear quite powerful. . N
Model characteristics have been underscored as having a
notable effect on responsivehess to observatinal learning.
Findings gleaned during 35 years of research have rather
consistently shown that models who possess high status in
prestiée (Bandura, 1971b; Miller & Dollard, 1941), soclal
power (Bandura, 1971lc; Grusec & Mischel, 1966), competency
(Bandura, 1971c; Baron, 1970), and rewardingness (Banduré &
Huston, 1961; Bandura,.Ross & Ross, 1963b; Grusec & Mischel,
1966; Mischel & Grusec,’l966) elicit a greater degree of
imitative learning than do models who do not possess these
characteristics. Since the appeérance of Meichenbaum's
(1971) model;charécteristics research, considerable
supportive evidence has been found for the hypothesis that
"coping" models (e.g., those who are initially apprehensive
when confronted with a task, but who eventually are able to
overcome their hesitancy and perform the task as prescribed)

are as effective, in particular instances (Bandura & Barab,
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1873; Kazdin; 1974a; Melamed & Siegel, 1975), as Bandura's
"mastery" models, who show nd hesitancy throughout task
performance. Additional model attributes found to influence
observational learning have focused on the model's
attractiveness (Baron, 1970){ whether the model_resembles an
observer's peer (Hartup & Coates, i967; Melamed, Yurcheson,
Fleece, Hutcherson & Hawes, 1978), and sex of the modely
despite inconclusive evidence for this variable's particular-
influence (seé Flanders, 1968). -

Certain observer characteristics have also been found
to, in part, augﬁent modeling's effectiveness: (a) persons
who engagé in help-seeking behaviors and who generally accept
the suggestions of others seem to be receftive to modeliﬁg
influences (Bandura, 1969; Jakubczak & Walters, 1959); (b)
those who readily conform to éstablished behavior patterns,
which define the boundaries of the observers' actions, tend
to be responsive to models (Bandura ﬁ Walters, 1963); (c)
observers who have been previously rewarded for behaving as
models tend to continue, to ensure future rewards (Miller &
Dollard,‘194l); and (d) observers who perceive a degree of
similarity between themselves and a model may be more likely
to respond to modeled actions (Hornstein, 1970).

‘Bandura and Walters (1963) have noted that the degree of
emotional érousal in the observer méy affect responsiveness

to modeling influences. According to their reasoning, a

person confronted with a salient stressful stimulus may be



moré prone to atténd to the specifics of a model‘s'behavior
than hg otherwise could be. If confronted with a situation
or eveht that is not emoticnally arousing, the observer may
disregard a model's behavioral cues altogether or, in the
case of extreme emotional arousal, the observer. may not be

able to clearly discriminate what are the proper modeling

cues to which he should attend.

Modeling Modes

Concurrent with the development of Bandura's social
learning theory of modeling has been a refinement in the ways
modeling 3§imuli are presented. Four such examples include
(a) live modeling, (D) symbolic modeling, (c) participant
modelihg, and (d) covert modeling.

Initial research efforts concerning observaéional
learning made extensive use of live models, since it was
believed that much of our social behavior derives, in part,

b~

from exposure to live examplars. To ascertain the relative
Eg;icacy of such proceduréé, live modeling was often
.~ contrasted with symbolic modeling (i.e., films or pictoriai
presentations) of the same behaviors. Bandura and Mischel
(1965) found that, over time, live modeling effects were more
enduring than symbolic modeling effects.

Subseguent research pointed to the merits of symbolic

modeling. Although people are exposed to live models through

whom they can observationally acquire diverse social



behaviocrs, people are'also heavily exposed to symbolic
modeling influences. Research conducted with symbolic

model ing has decidedly demonstrated its potency, as
illustrated_ in the acquisition of aggressive behaviors in
¢hildren via filmed models (Bandura, Ross & Ross, 1963a), the
increase in children's approach behavior toward feared
stimuli (Bandura, Grusec & Menlove, 1967; Bandura & Menlove,
1968), and in the acquisition of assertive responses for
specific situations by adults (Eisler, Hersen & Miller,
1973).

Developments in the therapeutic use of modeling have
investigated how modeling procedures may~be enhanced. In
their investigation, in which modeling technigues were
applied to snake~phobic individuals, Bandura, Blanchard, and
Ritter (1969) compared the relative effectiveness of
systematic desensitization, symboli; modeling, and live
modeling with-guided-participation (hereafter referred to as
"participant modeling”). The participant modeling procedure
essentially involves having observers watch the model (i.e.,
the therapist or éxperimentgr) engage in the behavior to be
modeled, followed by actively including the observer in the
model's activities. " While doing so, the model can provide
response guidance in the form of‘suggested expectations about '
the beha;ior being performed and immediate feedback to the
observer about his performance. Of all the modeling

techniques employed, research evidence has conclusively



shown participant modeling to be the most effective {Bandura,
B{anchard & Ritter, 1969; Bandura, Jeffery & Gajdos, 1975;
Blanchard, 1970). an important goal in participant podeling
procedugés is said to be the development of a sense or L2
expectation of greater self-efficacy and/or competency
(Bandura, 1977a), whereby the observer .comes to view himself
as now possessing a new skill to be used again in situations
that previously were construed by the observer to be beyond
his capabilities.

Covert modeling differs from the three other modes
insofar as the stimulus to be modeled is cognitively-cued
rather than overtly presented. 1In an initial comparison of
overt and covert modeling, Cautela, Flannery and Hanley
(1974) found both methods equally effective in reducing
avoidance behavior toward laboratory réts among fearful
college studénts. Subsequent reports by Kazdin (e.g., 1974a)
have provided fprther support for the claim of covert ]
modeling's effectiveness in reducing avoidance behavior and
in increasing assertiveness.

-

Response to Perceived Threat

When an event or situation is perceived as capable of
érousing negative and unpleasant reactions, it is believed to
possess aversive, fear-arousing qualities. How one responds
to these conditions has been explained in terms of

conditioning theories, vicarious learning, and in terms of
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the expectations one has.

For ¥ea£s, condition@né explanations for responses to
aversive stimulation were widely accepted, on the grduﬁds
thét exposures to aversive stimuli were often found to be' -
associated with painful‘experiences in a subject. Mowrer's
(1960) dual-process theory, combining elements of both
classical and instrumental conditiéﬁing, ﬁosited that when
stimulus events assumed aversivé qualities through -
association with painful experiences, they generated fear
arousal; in turn, the fear ardusal was believed to then
generate defensive or avoidance behaviors w%ich appeared to
reduce the degree of negative emotional arousal. Research
findings attesting to Mowrer's hypothesis have been
documented, although continued reliance on the thecory as an
adegquate explanation of responses éo perceived threats seems
to be waning.

Vicarious learning has also been invoked as a possible
e;planation in accountind for the acgquisition of emotional
responses to perceptions of threat. It has been reported
that peréons can observatioconally acguire emotional response
patterns to‘a variety of stimuli from watching others,
includiné the painful conseguences incurred by a model
(Bandura & Walters, 1963). Although some evidence suggests
that negative emotional responses may be transmitted
vicariously, it has also been reported that obervational

methods of learning do not consistently support that



contention {(Geer & Turtletaub, 15967; Rachman,-1972).

| The self-expectations one learns have recently become
popularized in the social learning literature as important
mediators of response. How capable a person vigws himself to
be in terms of coping with threatening stimuli is likely to
be related to previo&s performance accomplishments ( Bandura,
1977a). If a person has skillfully coped with threateping
stimuli in the past, his expectations are believed to
transfer to new situatisns in which he may encounter similar
threatening stimuli; on the other hand, if a person's
performance history in\zgé }ace of perceived threats haé'been
marked by repeated failures (i.e., unskilled coping
behaviors), it is assumed that the expectation Qgﬂggilure

will continue unless modified. Evidence demonstrating the

influence of expectations seems to support the social

R

1earding analysis of learned responses to perceived threat e

(Bandura, et al., 1975).

L

Vicarious Extinction

The reduction of avoidance. behavior, which is assumed to
be brought on by confrontation with fearful/anxiety-provoking-
stimuli, occupies a place of central significance among the
therapeutic uses of modeling piocedures. When persons are

faced with fearful and/or anxiety-provoking stimuli, it has

been repeatedly shown that modeling treatments are often

successful in reducing avoidapce behaviors. In the modeling



literature, a process by which such avoidance reduction takes
place is referred. to as "vicarious extinction".

Just as avoidant behavior may be acquired vicariously
( Bandura & Walters,.l963), it has also been shown to be
amenable to Gicariously provided extinction processes.

Bandura (1969) proposed that vicarious extinction of

avoidance responses occurs when observers are exposed to
models who engage in fear-provoking actions without

»

experiencing aversiv coﬁsequences. The theoretical

rationale for the effectiveness of vicarious extinction rests’
partially on a dual-factor theory of avoidance béhavior. If
the arousal capacity of threatening stimuli is eXtdinguished,
then the motivation to engage in avoidance behaviors
dim}nishes, and the expectancy of aversive consequences’to

the observer sim%larly becomes weakened (Bandura, 1977b).

In order for vicarious exfiqg?ion to occur, both the
models and behavioral tasks need tS\E€‘"EEievant“ for |
obsepvefs, as indicated previously for-other modeling
‘procedures. Can the observer discern any degree of
similarity between himself and the model, leading the
Observer to realistically eipect that he too could behave
like the model? The evidence bearing on perceived-similarify
between the observer and the model in vicarious extinctiqn
studies seems rather inconclusive (Bandura & Barab, 1973;
Kazdin, 1974a). &as for the behavioral task, is the activity

in which the model successfull& engages likely to be



encountered by the observer? If not, such a-task may be
irrelevant for the observer and thus serve to distract his
attention awaysfrom the model;ng behaviors. If the task is,
in fact, relevant for the observer, it is then assumed there
would be a greater.likelihood that the observer would respond
to the model.

Research concerning the vicarious extinction of
avoidance behavior has- been conducted in a variety of
settings with botﬁ children and adults. The most frequently
eported focus of vicarious extinction operations has been -

KH_, or phobiés of animals (Bandura, et al., 1967; Bandurar&
Menlove, 1968; Ritter, 1968), although its successful
applications in preparations for dental-medical procedures
(Melamed & Siegel, 1975; Melamed, et al., 1978), test-taking
behavior (Mann & Rosenthal, 1969), pain (Vernon, 1974}, anqe
acrophobia (Ritter, 1969) have also been documentgd.

The modes through which vicarious extinction procedures
have been presented have also varied. Those mos£ often used
include symbolic modeling (Bandura & Menlove, 1968}, covert
modeling (Ka;din, 1974a), and different classes of

participant modeling (Bandura & Barab, 1973; Ritter, 1969).

Key Variables in Vicarious Extinction

In much of the literature concerned with vicarious
extinction, reference is repeatedly made to variables

believed partly responsible for the sought modeling effects.



Three variables which seem most prominent include: (a) the
usé of multiple models, (b) the amount of exposure to the
aversive stimu;us, and (c) opportunities to observe models
frequently intera%ting with the aversive stimulus without
incurring negative con;équences. :

It is unlike;y, in real-life social settings, that
people are regularly e#posed to singulaf models from whom
they can viéariously acquire information about behaviof.
More oftern, the laboratory is the setting in which the sheer
number of models can easily be controlled. in vicarioué
extinction situations as contrived as those existing in
. laboratories, people may observe one model engage in
po;entially hazérdous behavior. However, when confined to
only one stimulus peérson, as Maher (1978) suggested, certain
attributes of the modél may well have stimulus value that
will be unknown to the observer and extremely difficult to
explain experimentally, thereby perhapé methodologically
obscuring results.

A number of studies have investigated the relative
éfficacy of single vs. mﬁltiple models, as a potentially
influential variable in vicarious extinction. Bandura and
Menlﬁve (1968) found that while a single model treatment
effected redqctioné in avoidance behaviors of cﬁildren toward
dogs, the use of multiple models proved to be more thoroughly
successful. However, as Kazdin (1974b) indicated, the

results of Bandura and Menlove's study were somewhat unclear.

-
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Although there was evidence that multiple models could
interact with a number of different dogs and so aid in
bringing about greater avoidance behavior reductions in

obserQers, no evidence was apparently gathered regarding

'multiple models' interactions with one dog (the single

aversive stimulus) to aid in the vicarious extinction of
avoidance behaviérs. Since the 1968 experiment, it has been
sﬁbwn that multiéle models interacting with the same fearful
stimulus are sﬁperior to single models in the vicarious
extinction of observers' avoidance behaviors} as shown in
bbtﬁ overt and covert modeling programs {Bandura, 1971b;
MeichenBaum, 1971{. The rather gonclusive findings about
multiple'models appear to have prompted gazdin (1674b) to
suggest that }n future research, "modeling techniques should
routinely include multiple models™ (p. 230).

The amount ©f exposure an observer has to an aversive
stimulus - indépendent of the response consequences accruing
to the model or observer - has also been reported to
influence vicarious extinction's eéfects on avoidance
behavior. Repeated exposure has been addressed in the

research literature on fear under the headings of both "mere

~exposure” and "prolonged exposure". Harrison's (1977) review

of mere exposure research provides evidence that a subject's
response to repeated exposure 'to stimulation often involves a
phasic process. A subject may be gquite responsive to a

stimulus during the initial phése of exposure, but his

25
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responsiveness gradually diminishes as a function of the
repetitizn. Stang (1975) proposed a theory of learning and
§atiation to account for the effects of repeated exposure.
According to his hypothesis, repeated exposure is accompanied
by learnipg about‘the_presented;géimulus; hoqever, once
learned,'a state of satiation is assumed to develop," ...
causing a depression of affect ratings" (Stang, 1975, p. 7).
Support qu Stang's position was earlier provided by Rachman
(1972), with particular reference to the effects of repeated
exposure on the extinction of avoidance behavior. According
to Rachman, the thgrépeutic use of modeling, desensitization,
and flooding all suggest a commen mechanism éhat accounts for
reduced responsiveness to aversive stimulation, namely, -
extinction. In each therapeutic approach, a subject may be
repéatediy anéd enduringly exposed to an aversive stimulus and
prevented from engaging in avoidant/escape responses.
Rachman also gugésssed that the three ;reatmeht procedures
may operate in accoéd with a sensitization-habituation
process, such tﬂat initial responéiveness to aj feared
stimulus may increase fear or anxiety response:) but that
repeated presentation of the stimulus leads to decrements in
responsiveness (i.e., habituation).

Bandura has expressed interest in the influential ro;e
of repeated exposure in the vicarious extinction of avoidance
beha&ior. Bandura and Menlove (1968) suggested that repeated

(i.e., massed) presentations of aversive stimuli augmented



vicarious extinction far more than ocqas;oﬁal presentations
of'such stimul®». They concluded that observers who are
highly susceptible to emotional arousal wohld_tend to respond
-to occasional fear-provoking stimuli with heightened arousal
_reactions and show relatively strong resistance to vicarious
extinction. Later reports by Bandura (1971b) concurred with
his earlier observations that massed presentétions of
aversive stimuii were more efficacious in reducing avoidance
.behavior than distributed presentations. Clinical evidence
attesting to repeated exposure's effectiveness over
intermittent exposure pas been demonstrated in casés of
chronic phobias {Watson, Gaind j\Marks, 1971) and for
obsessive-compulsive disérders (Rébavilas, Boulougouris &
Stefanis, 1976). - -

‘ﬁ third variable in vicarious extinction concerns the
opportunity of observing models érequently interact with an
aversive stimulus, believed to be hazardous, without
incurring negative conseguences. It is bélieved that by
observing models  safely interact with aversive stimuli,
observers cannot only learn to increagg their approach
behaviors toward feared stimuli, but also shift their
self-expectations and those they have about the aversive
stimuli. Bandura (1965a) has suggestéd that what may
partially account for the extiqction effect is the vicarious
induction of competing positive responses 1n observers.

After having beén exposed to models who interact with

-



aversive stimuli without incurring negative conseguences,
continued practi;e or training under advantageous conditions
is recommendeé {Bandura, l??lb),\ﬁo reduce the observer's
vulnerability to future ﬁegative éxperiences with such
stimuli.

It haé been proposed that not only an observer's overt
) beﬁaviors but also his appra}sals and expectations about
aversive stimuli can be modified by vicarious means. Seeing
models' successes in the face of threatening stimuli can
serve as a motivator by arousing in an observer expectations
that hertoo is capable of success in similar situations
{ Bandura, 19f7a). As such self—expectatiéns are subsequently
reinforced and strengthened, occasional iﬁstances of failure
when confronting aversive stimuli are believed to have
reduced negative impacts on the observer.

+ -

Generalizability-Specificity of Modeling Effects

To what extent do modeling effects and vicarious
extinction effects generalize from one.learning.situation to
another? The literature on this issue coﬂtains evidence
which suégests both generalizability and specificity of
effects.

It might be expected, on the bésis ofgeneralizati;n
principles, that what one has learned in one situation wou}d

tend to generalize to other situations, given that some

degree of similarity exists between the new situation and the



original one. However, contrary to expectations, there
appears to be some inconsistency about the place of
generalizability insofar as modeling effects are concerned.
Miller and Dollard (1941) reported thgt generalizations
of imitative regpbnding can bé observed in animals. What an
animal learns in one situation can generalize to other
situa;ions, given that appropriate conditions of drive, cue,
and reward for such behavior obtain. Miller and Dollard also
reported that, on the basis of experiments conducted with

children, imitative responding in children will tend to

,’F

generélize from one situation to a new one. The majqr
qﬁalification for such generalization, however, is that the
new situation be "somewhat similar"™ (Miller & Dollard, 1941,
p. 131) to the original one. Later experiments with children
" by Lepper, Sagotsky and Mailer (1975) attempted to determine
the generalizability of the effects of exposure to models-who
displayed either very strict or very lenient standards of
self-reward. The findings of Lepper, et al. were'taken as
evidence that modeling effects in children are quite
generalizable, even from one situation to a different on some
weeks after the modeling exposures.

In a study of adolescent and adult snake-phobic
individuals, ﬁandura, et al. (1975) found that dnce
expectations for success in coping with threatening
situations could be well established, there was a tendency to

generalize to other situations in which performance had



previously been handicappéd by ;oncern over one's coping
inadequacies. |

In a.¢overt modeliné investigation usiné adult subjectﬁ,
in which single vs. multiple covert models were factorally
combined with confrontation with either the same fear
;timulus or varied fear stimuli (i.e., snakes), Kazdin
(1974b) unexpectedly found that varying the fear stimuli
across sessions failed to contribute to avoidance reduction.
Al though he had assumed that the greater the number of
stimuli to which anxiety is extinguished, the greater should
be the reduction in avoidance behavior, his results indicated
that shch generéiization did not occur.

Sevefal investigations have identified variables that may
account for the limitations on generalizability. It has been ~
suggested that generalization may be influenced by the
potency of the modeling treatﬁent(s) used (Bandura, 1971b),
the degree of close similarity between the original learning
situation and the novel sets of cues (Bandura & Walters,
1963), the degree to which expectations for success have been
well established (Bandura, 1977a), the homogeneity of certain
social groups in which imitative responses undergo‘little or
no change across successive models ({Bandura & Walters, 1963),
the personal history of a person who has had prior direct
experience with related feared object (Bussey & Perry,
19]6), and perhaps due to observations that, while modeling

is usually quite powerful in and of itself, "Vicarious



extinctiop is completely successful with only a portion of
the subject population, -about 40% ..." (Blanchard, 1970, P.
60). !

Clearly, the cited examples of variables that could
impede generalization of modeling effectg is not exhaustive,
but highlights a number of conditions thag may nheed added
consideration when investigations intend té.demonstrate
generalization effects. It appears, then, that."even though
a model's re&arding qualities are equally associated with the
different types of behaviorgﬁﬁa\eerforms, modeling effects
nevertheless tendjta be specific rather than general®
(Bandura, 1969, p. 131}. However, as recent evidence
suggests, one of the more promising avenues to pursue
rééafding the issue of generalizing modeling effects across

situations seems to be increased attention to the

self-expectations learners have for themselves in different

situations.

Summary of Modeling Literature

Bandura's social learning theory of modeling aépears to
be sound, both theoretically and‘empirically. As a major
method of social learning, it requires the active operation
of'four integral components, without which observational
learning purportedly does-not occur. Modeling's effects -
reciprocally influenced Sy a number of personal and

situational variables - extend from the acquisition of novel
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forms of behavior to the reduction of other forms of
established behavior. As a treatment approach, that can be
appropriately modified to fit the situation, modéling appears
to be egpecially well-suited to reducing avoidance behaviors
that are considered maladaptive. The generalization of
modeling effects, however, seems to be limited by a plethora‘
of often uncontrollable variables. ’

o
&

Threat Perception

Throughout much of the psychological literature, a great
deal of attention has focused on stress, threat, and Ehe \
consequent patterns that emérge in response to such
stimulation. What follows is a brief review of some of the
theoretical and empirical literature in this area, with
particular emphasis on perceptions and appraisdls of threat
and some of the efforts employéd to mitig he impact 6f

perceived threats.

Definition of Terms

Deriving Iargely from Selye's physidlogical '
"stress" has sometimes referred to an abnormal stiﬁulus
overload, in which an individual's resources tO manage the
overload are heavily taxed. Arising from physiélogical,
psychological, and/or social conditions, severa} other

general classes of stressors have been identified (Korchin,
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'1976), among them uncertainty, understimulation, danger,

ego-control/ego-mastery failures, self-esteem danger, and the
danger of losing the esteem of others.

"Threat” may be distinguished from "stress® insofar as
it denotes an anticipatiog that avfutur% confrontation with
harm (i.e., a stressor) will befall an individual (Lazarus,
1966) . By virtue of its anticipatory nature, threat gnvolves
the active perception and ;ppraisal of potentially noxious or
unpleagant stimuli that impinge upon individuals. |

The term "coping" has accrued a wide variety of meanings
among psychological writers, in much the same manner as has
the term "anxiety". 1In an attempt to provide what they
considered some clarification about the”issue, Lazarus,
Averill and Opton (1974) suggested the following general
definition for "coping":

We regard coping as problem-solving efforts made by an

individual when the demands he faces are highly relevant

Eo his welfare (thgt is, a situation of considerable

jeopardy or promise), and when these demands tax his

adaptive resources (pp. 250-251). .

"Coping”, then, is determined and affected by at
least three major variables, including the person, the |
situation, and the available responses possessed by the
person. When considering coping, therefore, attention to
these three variables appears to be essential.

On the basis of the three defined components thus far



listed, psychological stress may be viewed 2as a three-stage
process: (a) a taxing stimulus impinges upon -an organism,
which leads to (b) a perception of anticipated confrontation
with harm, coupleé with an evaluation of that harm's impact,
which in turn progresses toward (c) attempts to
satisfactorily respond to the stimulus (Lazarus, 1966). The
"emphasis here is intended to address the second and third
stages of the process, perceptions of threat and coping

responses.

Determinants of Threat

Just as coping is reportedly determined by personal,
situational, and response-related variables, the saie
determinants also enter into discussions of threat
percéption; Research efforts have tried to isolate the
unigue influence of certain person variables. Krupat's
(1974} study of 60 undexgraduate males found that both the
amount of prior experience a subject had with a dangerous
situation, as well as confidence in his own ability to deal
witﬂ that danger, coacted to influence the degree of
perceived threat. He concluded that the greatsrc the amount
of previous danger experience and the higher tne

self-confidence of a person, the less will events or

situations be perceived in threatening terms, psychologically

as well as physiolégically.

Schwitzgebel (1976), addréssing another determinant, has
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argued fqr the relatively greater significance of situational
factors as they pertain to threat perceptions and the arousal
of anxiety. From his vantégé-éoint, the more threatening the
situation, the greater the likelihoocd that the behavicral
responseé to deal with the perceived threat will be‘linked to
the situation itself, rather than to an individdél!g private
emotional responses. o h

The response dimension's relation to perceived threat
(and its often accompanying anxiety) has alsc been addressed.
Discussing the effects of interruptions of behavioral
sequences, Mandler and Watson (1966) suggested that an
organism may perceive interruptions as threatening whenever
alternate responses to the interruptions are unavailable to
the organism; in that case, the organism may well anticipate
upcoming confrontation with harm. 1In a related article
c&ncerning perceived controel, Averill (1973) suggested that
what may be considered threatening is, in part, a function of.
the number of responses available to a person. -

While the cited references appear to make lfgitimate
claims for the relative contributions of personai,
situational, and response-related variables in perceptions of
threat, they tend to compartmentalize the respective
influence of each or overlook points cof Jjuncture. pespite
the fact that peréeptions of threat can be derived from each

of the dimensions thus far listed, it has been suggested that

each may be reciprocally dependent upon the other in order
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for threat to be perceived (Lazarus, i§66). That is, one
cannot define a situation as the sole determinant of threat
unless one also knows the characteristics of the perceiver
and the response alternatives avéilable to him. As Lazarus,
et al. (1974) have recommé;S\d, it is perhaps more
appropriate to conceptualizegxhe perception ¢f threat as-
resulting from "tramsactions”™ among thé three interacting
variables of person, situation and response.

Appraisals and Expectations

The issues ©of cognitive appraisals and expectat;pns
about threat assume central importance for Lazarus' (1966)
explanatiohs of the threét-coping process {consideration of
such appraisals at this point shifts the focus from threat to
coping responses, of which appraisals are one part}f When
one is confronted with a situation, the degree "of_ threat
posed 1is purported to be the product of active cognitive
appraisals made by the organism. Lazarus, et al. (1974)
hypothesized that ag initial appraisal serves to disginguish
potentially harmful stimuli from those which are either
beneficial or irrelevant to the organism. Having arrived at
the distinction, a second appraisal acts to alert the
organism to the range of coping responses available to it, by

. .
‘means of which to either master the anticipated harm, adapt
to it, or respond otherwise.

In the process of evaluating the potential threat
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stimulus, Lazarus (1966) has indicated that three stimulus
properties affect the degree to which threat is perceiveér
(2a) the balance of power between the harm-producing stimulus
and the orggnism‘s resources to cémbat the harm; (b) the
imminence of the anticipated time before confrontation‘with
the stimulus; and {(c) the ambiguity of cues about whether
there is to be- a harmful confrontation. On the‘basis of his
appraisals of threat and the sﬁimulus properties associated
with it, a person's expectations about his ability to cope
with the threat assume significance (Lazarus, 1977). If a
person has previously been exposed to similar threats and
respondéd to them in ways considered to be successful -or
adaptive, mastery expectations gleaned from previous
accomplishments would be assumed to take prominence. .0n the
other hand, if a person's previocus experience with a threat
stimulus has been marked by ineffectivé or inadequate
responses that go unmodified Ewhich, in turn, interfere with
relevant approaches to problem solving and serve to further
increase anxiety), failure expectations may well be

generated.

Coping Responses

Having both appraised the threat stimulus and generated

expectancies about one's response to the threat, the coping
strategies that one adopts will be related to interacting

personal, situational, and response-related characteristics.

e m— - .
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Lazafus (1966) proposed'the existence of ﬁwo general
classes of coping responses; {a) direct actions taken toward
one's self or the environment, and (b) cognitive maneuvers
aimed at effecting interpretive changes in the appfaisals of
2 situation, without actually directing action toward the
objective situation. Withiﬁ the realm of the first class are
included some of the more obvious response patterns of
attack, avoidénce, and active pfeparation against harm.
Within the second class, however, the response patterns
allegedly rely on covert operations. Typically, such
maneuvers afe regarded in the sense of the Freudian-dgfense
mechanisms, which act to distort the significance of a threat
stimulus by creating an intrapsychic impression of security.
Viewing the covert operations from a less maladaptive
perspective, Girodo (1977), for examplé, has discussed the
use of self—stateﬁents to readjust the appraisal of threat
into nonthreatening terms. While both classes of coping
responses appear to be applicable to a diversity of threat
stimuli, there sti}l exist some stimuli to which the only

appropriate response can be cognitive in nature. As Lazarus,

et al. (1974) have indicated, certain conditions such as

terminal illnesses, severe injury, or the death of a loved

one prevent a person from taking direct action against
/ﬂ_//threat and permit a person, instead, to only cope wxth the

threat cognitively.
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Death,‘Threat and Coping

The prospect of death is usually considered a threat

stimulus of extremely high potency to both humans and

animals, since an individual is incapable of ?reventing or
coﬁtrolling its occurrencé; the only thing that can be done -
is to delay it (Lazarus, 1966). The threat of death, and the’
anxiety it arouses in people, reportedly can be dbserveq in
both threats of personal death and in confrontations with the
deaths of others. 1In his description of the impact that
attendance at an autopsy has for a beginning medical.student,
Lazarus (1977} indicafed'that many students have‘difficulty
main;aining‘a‘balance between objectivity and their affectiveﬁ
responses to death. However,-cerﬁain ingtitutional,
procedures facilitate the adéption of detachment or
distancing as legitimate methods of taking direct éction
‘Egainit the threat pose§ by death,. and 56 tend to reduce its

impact.

Summary of Threat Perception ~

Perceptions of threat and conéomitant coping responses
characteri;é psychélogical processes of adaptatioﬁ, Baseéd on
Lazarus' (1966) model of psychological responges to threat,
5ersonal, situational, and response-related c@aractgristics
interact to determine both whether a stimulus is perceived as

threatening and the beha#ioral, affective, and cognitive

operations of coping with threats.  Of principal interest to

eme e e e e AT L h e A e e s e e e T A e T ma— - tmaetait R et keeeT et WA ekt e -
.
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Lazafhsﬂ theoretical conceptualizations of threat are
.cognitiveﬁappraisals that mediate thé perception of threat,
fas-well as the expectations one has for either mastering or
failing the threatening stimulus. Coping respohses have been
classified into two major groups, the first consisting of
diregi actions taken agaiﬁst either the seif or the
environment, and the second of cognitive maneuvers to
re-conceptualize the perception of " threat. O0f all
threatening stimuli, death seems to provoke the most anxiety
because of humans' inability £§ prevent its éventual
occurrence, although even those who must confront At (i.e.,

health professionals) learn ways of coping w1th it.
Nurse Responses to Patient-Deaths -

. In recent years, the topics of dying, death and
bereavement have become popularized in the thepreﬁical and-
empirical writings of psychology and allied disciplines.
bespite Freud's (1917/1963) dictum that contemplation of
death was bevond the scope of man's capability - an assertion
that served to inhibit scientific explorations of the topic
~+ the lethal events of this century and frank media

- depictions of death have activated a renewed awareness of and
interest in these issués.

Inquiries into the dz}né Process, the death event, and

-
the impacts of these related/hatters have primarily fociused



either on dying patients or on the people closest to them.
Lindemann's (1944) ground~breaking study of survivors' grief
reactions following the Cocoanut Grove ‘fire elucidated many

of the ways in which people grapple with tragic death

occuxrences. In a somewhat similar vein, increasing
attention has been directed toward the widowed, both to
examine their responses to loss and to then predict and

LY

//’€¥fectively treat the outcomes of different forms of mourning

’  (e.g., Parkes, 1975). Kibler-rRoss' (1969) work with dying

patients provided yet another example of the concerns both
the living and the dying have with death and the ways with
which it can be coped.

Although today our society appéars to be somewhat more
conscious and aware of death in an abstract sense than it may
have been in the past, there is now less éirect contact with
death for most people than ever before. Ow;ng in part to
advances in medical technoiogy,-people today tend to live for
longer periods and when death occurs, it more often than not
takes place within'institutional settings. Where in the past
most families had been exposed to the deaths of loved ones in
familiar surroundings, the responsibility for caring for the

- dying and dealing with death has now been delegated to
"professionals” (Feifel, 19775. It has been estimated that
70% to 80% of the population ;bw die in health care
facilities (Fulton, 1978-1 79), and the trend is expected to

continue. How health car professionals, who tend to receive
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moré exposure éo death than m&st others, respond to deaths
that occur in their iﬁstitutions has in recent years finally
become a burgeoning area of .interest. However, aside from
theoretical position papers'and a plethora of anecdotal
reports, there is a genuine scarcity of methodologically
sound applied research concerning health professionals'

Psychological . responses to the deaths of patients (Kastenbaum ,i 

& Costa, 1977; vVachon, Lyall & Freeman, 1978).

This review is intended to examine how nurses, as one
segment of the heglth care professions, respond to
patient-deaths. The effects of contact with patient deaths
has received wide attention from within nursing, psychiatric,
and psychological circles, as have the conflicts that beset
the nursing profession's traditional goals in the face of a
growing recognition of death's impacts. The socialization of
nurses into their specific reference groups seems pertinent
to a discussion of response styles to patienﬁ—deaths, since
valued nursing behaviors are often rooted within such social
groups. Preparation for dealing with routine stresses as
well as the stress of death will be considered, as the
pPreparation topic has attracted the atteptiontof those
responsible for the education of health p;dfessionals.
Nurses' appraisals of the threat posea by patient~deaths and
some of their ensuing coping responses will be explored,
since these reactions appear to affect further exposures to

deaths. Finally, attention will be directed toward a number
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of variables believed to exert considerable influence on

nurse résponses to patient-deaths.

Contacts with Patient-~Deaths

It has been reported that nurses have a 'greater degree
of actual contact with patients and their subsequenf.deaths,
both in nursing héées and in hospitals, than all other health
professionals including physicians (Kastenbaum, 1978).
Whether patient-deaths occur in areas designated as having
high death rateg (e.g., intensive care or emergeﬁcy units) or
low death rates (e.g., obstetrics/gynecology or psychiatry),
nurses spend appreciably greater amounts of time with
patients as the primary providers of direct care. It has
been repeatedly documented that contacts with patient-deaths
tend to be extfeﬁ%ly stressful events for ﬁursing personnel
within a hospital (Hay & Oken, 1972;'Rabin & Rabin, 1970),
even though nurses from lbw—death—rate units do not confront
patient-deaths with as high a frequency as do nurses from
high-death-rate units. 1In areas such as intqnsive care

units, nurses work under conditions of sustained stress,

where relief from the pressures of closely monitored

.patients, emergency situations, and the extra stress rosed by

patient-deaths is not readily available; to respond to
patient-deaths under such conditions, a nurse's psychological
resilience becomes heavily taxed. On hospital units where

the patient-death rate is comparatively low, the stresses

3
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impinging upon nurses tend to be of a different variety due,
in part, to the fact that there is considerably less exposure
to death and, conéequently, less advanced preparation and
experience in how to deal with the additional séregs when it

oCccurs.

Traditional Nursing Goals and Death

Traditionally, institutional health care systems have
been devoted to-the curing of illness. However, as Brunner
and Suddarth (1975) have indicaéed, the emphasis has shifted
from an.almost exclusive concern with cure to a heightened
awareness of health and a growing interest in its
maintenance. Nursing, then, is cénsidereé to be a service
oriented té&ard the prevention’of illness, the maintenance of
health, and the provision of_relief to those who are
suffering. 1In all three aspects of the nursing orientation
listed here death's relative significance appears conspicuous
by its absence. It does not appear that there is a gross .
denial of the fact that deaths do occur, but rather a
deflected emphasis toward providing all of the available
services to somehow delay its inevitability.

The prospect of patient-death for nurses calls into
guestion some of the traditional nursing objectives and
suggests still another shift in emphasis. The point must be
recognized that, at some times, the active treatment and/or

health maintenance goals for a patient yield to a "care"”
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orientation (Saunders; 1969). However, most health care
systems have not been weli organized to provide sguch Eare
and, consequeétly,‘often pose a d;lémma for nurses who may be
cauéht in the coqflicting demands of'twa orientafions: (a)
cure "at all costs", and (b) personalized care (Benoliel,
1977, 1978). The Qanner in which a nurse responds to this

conflict and others may often be functionally related to the

training provided to those in the nursing profession.

Social Conformity and Nursing

As a social institution, the nursing profession provides‘
1ts members and its recruits (i.e., nursing students) with
rather clear guidelines abou;'the profession's functions, its
expectations of them,'and‘the limits of conduct that will be
reinforced, tolerated, or censured. Throughout a nurse's
training - both in prep%ration to become a nurse, as well as .
during her professional career -, instructors furnish
information about the technical aspects of work, the
interpersonal components necessary for efficient nursing
functions, and the nursing behaviérs that are highly wvalued.
In order for a nurse to perform within the guidelines
provided by the profession, a nurse must, to some extent,

-t

conform to the demands and preferred activities of her social

»

reference group.

1

Social psychologists have suggested that an interaction

of several factors combine to influence the degree to which
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one will conform to a group, including personal
characteristics of the conformer, characteristicé about
‘members of the reference group, and the consequences which
may result from either conformity or nonconformity (Baron &
Liebert, 1971). Examples of conformers' personal ‘
characteristics are said to include features such as
dependency on others to proviée clarity in ambiguous'
situations, or safety-orientations by which uncertaiﬁty and
anxiety can be reduced via active modeling of the responses
of reference group members (Wilson, 1976). The degree of
attraction the reference group holds also has been identified
as influential in fostering conformity; the greater the
'degree of similarity between a group and an outsider, the
greater the likelihood that the group will be viewed as
acceptable (Allen, 1965). Moreover, the extent to which tﬁe
group nurtures conformity appears to be related to the
support it provides.its members and to the frequency with
whié¢h the support is delivered by the group (Hollander,
Julian & Haaland, 1965). The consequences of conformity and
meeting the social pressures and expectations of the group
appear to be related to deriving valued reinforcements from «

social referents, thereby increasing |Jone's acceptance into

the group (Schwarté, 1977) and t adoption of the group's

standards of behavior.

From this brief account of some the social

46
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psychological aspects of conformity, it is clear that much is
applicable for those in Fhe nursing profession. Within the
microcosm of hospital settings, several behavioral
characteristics of health care workers tend to be valued most
highly; among thgm are tﬂe'maintenance of ;elf—contro;,
composufe, and competént efficiency (Benoliel, 1974; Glaser &
Strauss, 1964, 1965).* To insure the continued presence of
these characteristics among health cdare workers, nursing
instructorg émphasize the necessity for nufses to learn
profess;onally responsible ways of behaving and so maintain
’the valued behaviors. 1In so doing, high e#pectations for
success are reportedly instilled in student nurses and new
nurses (Quint, 1967a), as are the grave consequences that
will result for those who méy be negligent in their requireé
nursing duties. Confrontations with @atient-dééths are
considered to present the greatest jeopardy to a nurse's
professional demeanor and provide the situations when the
valued characteristics of the nurse's spcial reference group
are most challenged. The group's éocial pressures and
supports at such times are considered crucial in influencing
the:waysﬁin which a, nurse fespondg to either a patient's
deéth 6: otﬁer streés situations (Benoliel, 1978; Parkes,
1978}; unless the supports and feedback systems exist for
nurses, their actions in such ¢ircumstances may prove to be
both personally and professionally unsatisfying. Those

nurses who are able to maintain their composure, as gleaned
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from the teaching of others, under the stress provided by a
patient's death may obtain rewards in the form of admiration,
statﬁs, and praise from other staff members (Caughill,-1975);
while those who do not maintain such gfoup.standafds may be
perceived as weak in character and their actions frowned upon
(Kastenbaum, 1978). Preparation for stress confrontations
would likely seem to also iﬁfluence a nurse's actions when
faced with a patient's death or related threats to a nurse's

composure, and so may be discussed at this point.

Preparation for Stress

Examples of stresses to be encountered as ajprofessional
nurse are provided during the course of a nurse's training,
with gﬁidance from insta;ctors on how to effectively manage
them so as to avoid losses in one's profgssional demeanor.
As Bfunner and Suddarth (1975) have indicated, almost all
areas of nursing continually deal with anxiety and stress
generated by alvarietg of events. The range of stresses mai
include having to withstand supervisors' critica% reprimands
about nursing behaviors, working with particularly annoying
or obnoxious patienﬁs and their %amilies, carrying out
repulsive or noxious procedures, preparing children for
surgery, and so forth. Theé stress presented by death,
ho&ever, may not be routinely addressed in either the
formalized training of nurses or in the less formal

educational surroundings of hospital in-service training
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programs. In fact, Quint and Strauss (1964) observed that
the notion of death may not feadily be buil£ into the
work-related expectations of young nurses and that a nursing
student can complete all of her clinical t;aining/educatioﬂ
without ever having confronted the stress and heightened
anxiety of a patient‘sldeath. Thus, when the nurse initially
encounters patient-deaths during her nursing career, she will
most likely be most unprepared to effectively cope with their
effects. Despite the fact that Quiqﬁ and Strauss'
observation was made in 1964, more recent reports attest to
its validity and continue to claim that nurses' preparation
for gffective.death°confrontation is still seriously'
inadequate {Beneliel, 1978; Bunch & Zahra, 1976; Kastenbaum &
Aisenberg, 1972)..

Self-reports from working hospital nurses indicate that,
of all of the stress situations that pose major difficulties
for nurses, the éying and deaths of pa&iegts tend to have the
most devastating impacts (Davitz & Davitz, 1975; Vachon, et
al., 1978). Confronted with the stress of a patient's death,
a nurse's perception and appraisal of that event, in part,
determines the extent to which the nurse may be threatened by
death. ‘A number of variables appear to influence the

threat-value of death, three of which‘are discussed below.

Appraisals of Patient-Death

The literature concerning nurses' appraisals of the
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threat posed by patient-deaths may be grouped into
essentially three‘separate clusters. It has been shown in
several investigatidES‘that unexpected deaths tend to provoke
greater stress and anxiety in nursing personnel than do those
deaths that may be anﬁicipated (Kastenbaum & Aisenberg, 1972;
Spitzer &.Folta, 1964). Owing in part to Glaser and Strauss'
(1965) "death trajectories” (e.g., certain death-expected
time, certain death-unexpected time, eﬁc.), observations of
nursing personnel confronted with unexpected deaths find them
ill-prepared for the events in terms .of effectively managing
théir responses and anxiety to the deaths. ﬁ}th anticipated
deaths, however, staff members may have time to prepare
themselves for the stress-confrontation before it arrives and
so be less "taken off guard" with its appearance.

. A second area of concern has focused on the relative
social loss value attributed by nursing personnel to
patients. Certain hospitalized patients tend to be
characterized as more "valuable"™ than others by virtue of
their age, social status in the community, education, or
fri;ndly relations with the nursing staff. The deaths of
young patients conéistently evoke strong emotional responses
from hospital staff members because of their "high social
loss" value (Reynolds & Kalish, 1974). Older patients, the
' comatose, or those simply forgotten by others tend ﬁo be

considered as less socially valued and, subsequently, their

deaths pose less of a threat for nursing personnel. By



reducing the social importance of those who die, caretakeré
are then able to reduce the impact of death and further
protect themselves from the stress and perg;s&ve feelings of
anxiety brought on by death (Blauner, 1966;bKastenbaum,
1978) . | '

A third issue that may influence the degree of threat
associated with death is the perceived-meaningfulness of a
nufse‘s actions when confropted with a patient's death. In a
recent study involving nuses from a coronarf care unit, Price
and Bergen (1977) found that those who could remain "active”
and f£ind some sense to their work felt a greater dé§?é€]5f
control over often uncontrollable situations and lessened
feelings of impotence whén_confronted with death than those °
nurses who perceived little meaniggfulness in their
functional roles. °

Among thefvariables_here presented as possible
determinants of death's threat—vg}ue to a nurse, there does
nét appear to be any uniformity inherent in any one
combination of the three varibles (or in any of their
permutations) that would indicate the extent to which a nurse"

may be threatened by a patienf's death. Clearly, other

variables would have to be considered. 9

Nurses' Coping Responses

The range of responses nurses empioy with. patient-deaths

may reflect what nurses have  been taught by others (or taught
or .



themselves) about such events, what nurses have consistently
used in the past when confronted witp'stfésses that begr a
resemblance to death, or what iinds of coping behavor tend to
be sanctioned by'the_institutional setting in which nurses
work. fThe literature on nurses' coping responses includes
five very general, aqd somewhat 6verlapping, response classes

that tend to be those predominantly employed in reference to
patient-deaths. _
C

Avoidance and withdrawal from patients and other s;gff
embers tend to be the most widély used coping responses used
5y hospital nurses in confronting dying patiehgg and death
(Hurley, 1974/1975). Not only are sﬁch responses provided by
a hospital's system, but they are also encouraged and
considered neéessary protective mechanisms (Benoliel, 1872)

for those whqse work brinys them into contact with

patient-deaths. Since exXpos to/patient—~deaths isg

generally believed to be emdtjion lly-draining on staff

members, opportunities to ?emove oneself from thatbmilieu s0
as to_restore one's emotional equilibrium are-%requently
endorsed as legitimate responses for nurses.

In those instances where outright avoidance/withdrawal
cannot be easily effecfed} as in emergency or intensive care
settings, the allied response of deniai:is said to often be
invoked, so that a nurse may sometimes be relieved of some of

the emotional_pressures that obtain with continued exposure

to death. Denial may take the form of distraction away from

-
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“g dying patient's psychélogical needs and attaching sole
significanée to the éasks designed to keep the patient alive
_(Caughill, 1975; Schulz & Aderman, 1976).

A third variety of responses tsldeath among nurses
reportedl§ involves blaming onéself for negligen£ behavior in
not.having "done enough" for a patient. Given the training
and expectations'imposed on nur;;s by their educafional
background, in which ilnstructors repeatedly emphasize the
necessity for thoroughly professional competence in handling
medical emerggncieé (Quint, 1967a), it is understanéable that
feelings of negiigence and guilt would follow when nurses'
efforts fail (Quint, 1967b). Indeed, the manner in which
d:;ths may be perceived often-entaiis/a sense of failure
since death signifies an affrontery to a nurse's professional
sense cﬁ.self-esteem and coveted institutional values. -

é;ief‘rgéctions are considered to be natural responses
t; death (e.g,,'depéession, anguish, anger, isolation, etc.),
in which émotiOn—laq§n material is ventilated prior to an
evengual acceptancékgf death by a survisor of the loss. As
coping respohses, grief_réactions‘are sometimes found among
nurses, altholgh the intensitygof their grief tends to be
apprecialy  lower than thét éxperienced by families (Parkes,
1978).. Because of th% institutional values of composure,
control, and competencg, grief reactions among prbfessional

" staff members are often viewed as illegitimate and may

subsegque t;y'be blocked by nurses to avoid the negative
7t 3 by

.
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sanctions accruing to those who openly expregg themselves
(Benoliel, 1974; Kastenbaum,‘1978).

Another group of coping responses, used to dissipate
anxiety -after a patient's death, consists of projecting blame
for the death onto others, usually directed at physicians or
the hospital structure (Vachon, Lyall & Rogers, 1976).
Resentful of the fact that death uncontrollably has occurred

i . S
and intent on preserving some degree of self-esteem, nurses -

often displace thcir anger onto others for "allowing" g
the death to take'élace or for negligence or insufficient
tceatment of the patient. ‘ *

In an evaluation of ccping strategies, Worden and
Proctor (1976) listed (a) withdrawal from others, (b)
avoidance, (c¢) dlstractlon, (d) fatalistic acceptance, {e)
self-blame, and (f) _blaming others as “less effectlve" than
(a) confrcntlng the problem, (b) seeking additional
. information, (c) redefining the problem, and (é) sharing
one's concerns with others. While Worden and Proctor
indicated that the first six strategies may be scmewhat '
effect;ve in reducing anxiety, their assessment concluded
that the responses tend to have only short-range
effectiveness and hever adequately resolve the problems
provoked by death.

s

Influential Variables in Responses to Death

Among the issues thus far discussed, a number of

G
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éhriablesuhave been listed which seem to exert an influence
on how nurses respond ﬁo patient-deaths. In the d;scussion
that follows, four variables will be explored in te;ms of
their rglative influence on responses to patienf-deaths.
Repeated éprsure to/contact with patient-deaths has
been designated as an important determinant of nurses'
responses to confrontation with death, although the
literature does not reveal complete consistency with regard
to its effects. Investigations of intensive care unit nurses .
.Suggest that personnel become habituated to theagmpact of
patient-deaths by the sheer repetition of their occurrences,
thus precludihg'the experience of chronic anxiety that would
accompany tﬂe deaths of patients and Perhaps interfere with
worf’performance (Hay & Oken, 1972). To reduce the anxiety
and'emotional upset that accompany loss, nurses working on
units witﬁ high death ggtes tend to affix labels of lessened
social significance to patients in order that the nursing
staff can become "accustomed"” td deaths (Glaser & Strauss,
1964). Studies conducted in extended-care facilities for war -
veterans have found that staff members claim to have "gotten
used” to seeing death, stating that it no longer arouses in
them the anxiety that it initially had (Reynolgs & Kalish,
1974). 1In contrast to the observations cited thus far,
Granich's (1976) study of nursing students' exposure to

patient-deaths found that relatively high amounts of clinical

experience dealing with death did not result in a predicted



desensitization to/lowering of death anxiety or concern about
death. Despite Granich's unexpected findings, repeated
exposure to patient-deaths does seem to exert a considerable
influence over the ways in which nurses respond to
patient-deaths. 3

A second variable that gés been proposed as influential
involves the amount of professional nursing experience a
person has, although again, results of studies peint to
inconclusive findings. 1In Granich's (1976)b§tudy, a group of
pre-nursing students was compard with groups- of junior—yigr
and senior-year nursing students (total N=139) to determine
. whether the total amount of clinieal nursing ekperience
impacted on reducing death anxiety and death concern; as the
results of her study indicated, the‘amount of nursing
experience did not significantly seem to influence the
dependent variables of death anxiety or death concern. In a
study of nurses aides employed in nursing homes, Howard
{1874) found, on the basis of interview responses, that the
longer the term of employment, ®the greater the avoidancg of
death among employees. Howevg;, in a study of 122 hospital
nurses, using theoretical conceptions about responding to
death derived from the writings of Glaser and Strauss,
Benoliel, and Kubler-Ross, Hurley (1974/1975) concludgd, on
the basis of retrospective reports and interviews, that those
who had more nursiAé experience and who perceived themselves.
as competent in handling the stresses of their work tended to

avoid dying patients to a lesser degree than did nurses who
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had less expefience and less'perceived—combetence in their
nursing abilities. ,

Age has also been identified as a plausible determinant
of responses to patient-deaths. 1In an investigation with
groups of terminally-ill patients, chronically ill and
: I
physically disabled patients, psychiatric patients, and

normals (N=371), Feifel ‘and Branscomb (1973) attempted to
‘lisolate the major demographic variables t?at were most
élqsely associated with fears of perscnal death. Of the ten
pré&ictor Gariables included in their analyses, a self-rating
of religiosity and one's age were the only ones significantly
related{po conscious fear of death. In another study
involﬂfﬁg 235 nurses from both chronic- or acute-care
facilities and from public health agencies, Gow and Williams
(1977) concluded that age was an important determinant in
nprses‘ perceptions of death, as older nurses in their sample
(i.e., those 40 years of age and older) reported less anxiety
about death-and more positive attitudes than groups of
yéunger nurses (contrary to Gow and williams' predictions).
‘Finally, a history of peﬁgonal loss (through the death

of loved onesi has been suggeét;d as another variable that
may affect how one responds to death. Recounting the
stresses of emergency room nursing, Caughill (1975} suggested
that nurses who have suffered a recent loss of their own may
have great difficulty coping with patient-deaths and thsb

patients' families. Brown {1975) concluded from her study



of 209 university students that reél—life confrontations with
deéth (i.e., ﬁaving a history of personal loss) may have an
effect of lowering death anxiety, as measured by responses on
a death anxiety scale. In considéring the conflicting
observations about the effects of'personal loss experiences
with death, Kastenbaum and Costé (1977) suggested further

- study té obtain clarification about the impact of this

variable.

Summary of Nurse Responses to Patient-Deaths
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/‘ .
Only in recent years has the renewed social awareness 1in__

death and dying been directed toward health professionals.
Due to the greater degree of exposure health professionals
have with death, invegtigators have indicated an interest in
the ways in which nurses and physicians psychologically
respond to the deaths of patients in hospitals. Members of
the nursing profession, while dedicated to the goals of
health restoration and maintenance, are often faced with
conflict when their traditional aims must yield to a "caring”
orientation toward those patients for whom active treatment
is no longer a viable alternative. The training and
education of nurses has been found to foster conformity among
its members, giving certain institutional behaviors high
priority and value, while socially censuring those nurses who
fail to uphold such standards. Altho?gh formally prepared in

their education to meet the stresses usually imposed on



\/’?
nurses, preéaration fqrjthe stress of petiente' deaths and
the usually ensuing anxiety tﬁe stress prompts remains
seriously inadequate. Appraisals of the threat presented by
patlent—deaths are believed to vary, depending upon the
response, siltuational, and personal characteristics that
exist for nurses. The predominant coping responses used by
nurses appear to be effective in dissipating some of the
anxiety of death's impaet, although the responses’ .
effectiveness seems to be relatisgly short-lived. Repeated

exXxposure to death amount of professional nursing experience,

age, and history of personal loss have all been identified as

potentially related to the manner_ in which nurses
psychologically respond to patient-deaths, although the
findings from investigations of these variables provide

inconclusive evidence attesting to their purported influence.
Summary of the Literature Reviewed

'Having provided selective reviews of Bandura's social
learning theory of modeling, threat perception, and the topic
of nurse responses to confrontations with patient-deaths, it
is evident that features of each of these separate areas
coincide in part with features in the other areas.

It would appear that social modeling occupies a role of
eent%al importance in the education and training of nursee.

According to Bandura (1965a), the provision of social models

59
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-
is an indispensable method for conveying information in
situations where errors may produce costly or even fatal
- consequences; if left to learning on the basis of
trial-and-error, such undesirable olitcomes may frequently

occur. Through their observations of social models, however,

4

" individuals may acquire information about what kinds ?f - d
behaviors result in positive ocutcomes, the manner in which
those behaviors or procedures may be carried out to insuge
the desired-outcomes, an& what skills are necessary in order
té function effectively. Bandura's thebretical notions about
social modeling may be applied guite easily to the
instructions ;nd training provided for nursés. Guided by
their examplars - b2~they either nursing school instructors
or those nurses whé.possess greater érbfessional nursing
experience in the field -, nurses are taught, via
observational methods, a variety of procedures, skills that
may be used in a variety of situations, and standards ﬁhat
are to be upheld by members of the nursing profession. By
means of observing the actions of nurse models, three types
of modeling effects (Bandura, 1969) may emerge, incluéing the
acquisition of new styles of nursing behaviof, the
strengthening or weakening of previously learned actions, and
the elicitation of nursing behaviors applicable in situations
that differ from the one in which such behaviors were

initially learned. : ’

In addition to the three modeling effects, the personal
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chafacteristics of mo@els, observers, and response )
consequences, as outlined by social learﬁing theorists (e.g.f
Bandura, 1971c; Bandura & Walters, 1963; Miller & Dollard,
1941), appear to be similarly influential for nurses, who are
ﬁembers Of a social organization that’ requires some degree of
conformity among its constituents-{e.g., Baron & Liebert,
1971). |

As suggested, nurses'make extensive use of social
modeling principles througpout their formal education and
subséquent careers. If observation‘of models by nurses can
assist iﬁ'the acquisition of new mod?s of behavior,’
theoretically it should be equal%; effective in reducing '
certain manifestations of aveidance or anxiety-related
behévior- According to ﬁhemprinciples which are said to
govern the vicarious extiﬁction process (Bandura, 1971b),
nurses® anxieties and often subseguent avoidanée behaviors
. upon confrontation with anxiety-producing stimuii (i.e..,
patient-deaths) may be efficaciously reduced through.
observations of multiple nurse models, repeated exposure to
‘patient;deaths, and observations of nurse models who can

seemingly confront patient-deaths without incurrihg negative

consequences or suffering ill-effects.
A final point of convergence between the topics of
modeling and nurse responses to confrontation with

patient—deaths concerns the relative significance attributed

to appraisals and expectancies. Recent developments

-

s
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B

in Bandura's (1977a, 1977b) theoretical notlons about soc1al
modeling suggest the utility of cognltlvely-medlated
expectations as partlal determinants of the extent to which
'observational learning may occur. In the literature
pertaining to nurse responses to confrontation with
patient-deaths (Glaser & Strauss, 1965; Reynolds & Kallsh
1974), appralsals of anxiety-producing 51tuat10ns (i.e., the
.death of a patient) appear to influence one's expectations of
the impact a pat@entjs death may have and so serve to

somewhat prepare nﬁfses in advance of a death.

As alluded to in the preceding paragraph, threa£ ’
perception is directly related to the way(s) in which a nurse
responds to patient-deaths. Lazarus (i966) indicated that
the three-;tage process of psychologiéal stress ordinarily
involves perception and appraisal of a stressor as
threa;ening; followed by arn organism's €oping response(s).

If a stressor is capable of arouéiné,fear or anxiety in an
organism, the threat perceptlon would suggest an ant1c1pated
confrontatlon with harm. The prospect of death, either one's
own or that of others, is <aid to be among those stimuli
which most consistently are perceived as thréatening and tend
to provoke a high degree'qf aniiety in people. 1In response
to the perception of threat posed by death,'one;s expecta-
tions about the ability to ‘cope with the anticipa£ed harm
(e.g., a high level of anxiety) in part determine the impact .

that death méyihave (Lazarus, 1977). Similarly in nursiﬁg, as
i .
I

.

>

o



63
N\
already suggested (e.g., Reynolds and Kalish, 1974), the
appraisals a nurse makes about death's impact and the
expectations a nurse may have about her ability to copé with
the death appear to be influential in the coping response(s)

selected for the task.’ o

4

- Theoretical-Empirical Rationale for Project

Béndura's_social learning analysis of modeling phenomena
appears to provide a reasonably sound theoretical foundation
by means of which to conceptualize how nurses might respond
to confrontation with anxiety-provoking stimuli such as CY
deaths of pa;ignts. ‘Although previous investigations have
sought to explain nurses' responses to confrontation with
pggient—deaths from differing conceptual perspec;ives (e.g.,
Hurley, 1974/1975; Quint, 1967a), the author was unable to
locate studies‘in the literature that explored
actively—workiné hdgpitél nurses' reéponseg to confront;tion
with patient-deaths within the theoretical context of

Bandura's social learning analysis of modeling.

On the. basis of the reviewed literature, two primary /,'

independent variables have emerged which theoretically appeag__////
to exert an influence over a class of dependeni variables
referred to as "nurse responses to confrontation with

patient-deaths". For this study, "nurse responses to

confrjiiii}on with patient-deaths” includes the level of

"~
’
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reported death aﬁ;iety, the level of reporteé general
anxiety, and the kinds of behavioral coping responses
employed by nurses who cohfront patient-deaths.

' The first major independent variable believed to be
theoretically relevant for this project concerns the
influence exerted by the amount of exposure to/contact with
patient-deaths on nurses' subsequent responses to
confrontation with patient-deaths. According to the
obversations of Glaser and Strauss (1965) and Hay ‘and Oken
{1972), nurses who experience high levels of exposure to
patient-deaths tend to become less anxious with repeated
exposure to death. 1In hér study of student nu;ses,nGranich
(1976) empirically examined the hypothesis that repeated
exposure to patient-death leads to lowered death anxiety

levels and lowered concern about death. Contrary to her

- expectations, Granich found that repeated exposure to death

did not result in a statistically significant lowering of
student nurses' anxiety or death concéern. The unexpected
results of Ggénich‘s investigation may be understood in light
of the fact that student nurses do not typically'encounter
dying patients and patient-deaths with as high a relative

frequency as do professional hospital nurses (see Quint and

Strauss, 1964) and thus may not be as likely to report

\\lowered levels of death anxiety or death concern. By

\
examining the observations of Glaser and Strauss (1965) and

Oken (1972) with reference to a group of professional
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hospital nurses in the present project, as contrasted with -
the student nurses used in Granich's (1976) investigation,.
the possible effect of exposure to/contact with
patient-deaths in lowering a nurse's death-aﬁxiety may'be
more clearly delineated. Theoretically, it was believed in
this project that the level of exposure to/contact with
patient-deaths would significantly influence the class of
dependent variables'referred to as "nurse responses to
confrontation with patient-deaths.”

The second major independent variable believed to be
theoretically relevant for this project concerns the
influence exerted by level of professional nursing experience
on nurses' responses to confrontation with patient-deaths.
Since empirical evidence pertaining to the relative influence
of this variable is still inconclusive (e.g. Howard, 1974;
Hurley, 1974/1975), it would be appropriate to further
investigate its impact on how nurses respond to
patieat—deaths. With higher levels of professional nursing
experience, such ﬁufses would likely have been exposed to
nurse models for longer periods, through whom they would be
hypothesized to have observationally'learhed hgw te confront
patient-deaths. Theoretically, it was believed In this
project that the level of professional nursing experience
would also significantly influence the class of dependent

variables referred to as "nurse responses to confrontation

with patient~deaths”.
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Two additicna; variables, age and history of personal
ioss, appear to be.theoretically relevant for this projegt,
although they may be closely allied with the second
independent variable of level of professional nursing
experience; that is, those nufﬁes with higher levels of
professiogal nursing experience would more likely be older
and also more likely to have experienced ‘a personal loss.

The variables of'ége and history of personal loss have each
beeh reported in the literature as bearing a relation to
responses to death. Feifel énd Branscomb (1973) found age to
be significantly related to fear of death, whereas Eight
other demographic variables investigated in relation to death
. lacked a significant association té that fear. Gow and
Williams' (1977) study found that older, more experienced
nurses.were less anxious than.younger nurses when relating to
\dying pétients, a finding the authors reported as a
significant difference. As for the influence of a history of
personal loss, Brown (1975) found that persons in Hér study
who reported having experienced a personal loss also reported
lower levels of death anxiety than subjects who had no such
histprj of personal loss. On the basis of the apﬁarent,
although incohclﬁsive, evidence which suggests that the
Yfriables of age and history of personal loss may influence

responses to death confrontation, they were included for °

investigation in this project as covariates.
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Statement of Purpose ana Theoretical Hypotheses

<

The purpose of this study is to explore the leative

influence of the amount of exposure to/contact witn7‘

batient—deaths and the lével. of brofessional nursing _
experience, while statistically controlling for the effecés;,
of the variables of age and history of personal loss, on the

C)

class of dependent variables referred to as ‘"nurse responses

to confrontation with patient—deaths".;

The indepepdent variables are investigated in relation
to (a) a-measure of death anxiety, (b) measures of s%éte and
trait anxiety, and (c¢) the types of behavioral coping
strategiéé used by nuréés in response to §atient deaths.

Two theoretical hypotheses are addressed in this

- project:

1. Nurses who repg{t a high degree of exposure to/contact
N .
* with patient-deaths will report lower death anxiety,

N : . .
lower general anxlety?land wtll report using .behavioral

coping responses associated with/ both lower d h

- -

kw;

anxiety and lower general anxiety than nurses who
repprt a low degree of exposure to/contact with patient-
deaths, when the effects of age and history of personal

loss are statistically controlled.

2. Nurses who report .a high dégree of professional nursing:
. 6 . r.o
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experiencetqill report lower death ahxiet%, lower

general anxieﬁy, and will'geport ﬁsing behavioral coping -
responses associated with both lower death anxiety and
lower general anxiety ‘than nurses who report a low

dggree of professional nursing experience; when the

effects of age and history of personal loss are

statistically controlled.



CHAPTER II
METHOD

The purpose of ehis chapter 1s to provide detailed -
information coneerniné ka) the research participants, (b) the
instruments used, ahd (c) the procedures followed in data -
collection. At the conclusion of the chapter, the
statistical hypotheses will be presented and the statistical

procedures for the data analyses will be outlined.

Research Participants

The sample of research participants consisted of 210 T y
female registered nurses, rénging-in age from 21 to 59 years,
who ' were drawn from a sample pool of 400 nurses. Inclusion
in the sample was limited to females, due to the greater
avallablllty of females who are employed as reglstered nurses
and so that possible sex differences often found on one of
the measures used for the project ({1i. e., the death anxlety
measure) could be av01ded., Participation in the project by
the sampled nurses was voluntary and involved no financiel
.:?eﬁuneration to them for their assistance.

Aliﬁof the participating nurses were employed in one of

three, prédominantly English—speaking,'ottawa public general

hospitals: the Ottawa General Hospital (a 526-bed, %

L =

full-teaching institution), the Ottawa Civic Hospital (é

9604bed, full-teaching hospital), and the Grace Hospital
~
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(a 203-bed, partial-teaching hospital). Nurses employed in
pediatric, psychiatric, convalescent and/or rehabilitation,
chronic and/or extended care, or other hospitals which

ide primarily for the treatment of a limited range of

diseas \Pr injuries, or which restrict admissions to a

particulaf,age group or sex were not included: in the ﬁfoject.
Descriptive demographic information about each

participant Was obtained by means of a Biographical Data
Sheet, develdﬁed by the author for, this ‘project and found in

Appendix A.
‘!
‘ *
In order{ to ascertain the degree of similarity between

the present sémple and the larger group of Ontario nurses,
three sets of empariSOns were drawn between 1975-1976 data
provideﬁ by Staé@stics Canada (1978) and the present group of
nurses. The firét’éomparison concerned nurse occupational
levels. 1In 1975, the’occup;tional category of "general duty
ﬁurse" included approximately 84.86% of all Ontario hospital
nurses; in the presént study, "general duty nurses®™ comprised
approximately 97.61% of the sample. 1In i975, the
occupational category of "nursing supervisor”™ included
approximately 10.97% of all Ontafio hospital nurses; in the
present study, "ngrsing sdpervisors” (also known as "nursing
coordinators”) comprised approximately 2.39% of the sample.

A chi-square analysis of the difference between ﬁroportions _
of uncorrelated data (Downie & Heath, 1970, pP. 208) revealed

a statistically significant difference between the two



groups of data (X2 = 16.00), evidenced in this sample by
the predominance of general duty nurses, and-the virtual
absence of nursing supervisors, as compared with the larger-
group of Ontario nurses. -
fhe second comparison concerned the attained level of
education among nurses. In 1976, the ratio of Ontario nurses
with and without academic degrees {i.e., possession of
baccalaureate degrees or higher versus possession of
registered nursing diplomas) was 1:10.2; persons with
academic degrees gccounted for 8.93% of all Ontario nurses,
while those without academic degrees.accounted for 91.06%.
In the present sample, the ratio of nurses wiéhAand without
academic degrees (i.e., baccélaureate degrees versus

registered nursing diploméZ) was 1:10.6; persons with
academic degrees‘dccounted for 8.59% of the total sample,
while those without academic degrees accounted for 91.42% qf‘
the total sample.™ A chi—séiare analysis for the difference

between proportions of uncorrelated da;a resulted in no
statistically significant difference between the 1976 Ontario
nurse data and the present sample's in terms of level éf
attained education (X2 = .03).

The third set of comparisons explored the dimension of
the nurses' marital status. ﬁg 1976, the percentage of
married Ontario nurses employved in nursing was 68.65%,
whereas the total percentage of single, éeparated,.divorced,

and widowed Ontario nurses employed in nursing was 31.34%.

For those nurses participating in the present study, 49.52%
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reported beiné mar;iéﬁ, while the percentage of those
reportedly single, sepafa;ed, divorced, and widowed combined

Ll ‘ N
to a total of 50.47%. A chi-sguare analysis for the .
difference between proportlons of uncorrelated data 1né:;;:;;
a statistically 51gn1f1cant dlfference (X2 = 35.00) between
the proportions of marital status for Ontario nurses in 1976
and those in the present saﬁble.- According to the data, the
present sample appeared to manifest é greater degree of >
balance between the number of 51ngle and married nurses than
has been found in the larger group of Ontario nurses.

The participants were asked whether they had experienced
a personal loss through the éeath of someone close to them.
The responses indicated that 162 of the total -sample &f 210
(i.e., 77.14%) reported haviné’such a history of personai
loss,- ranging in intensity from “viﬁy little sense of lpss“
(n=6), to "mild" (n=22), to "moderate” (n=62), to "severe”
(n=43), to "profound” {n=29). The remaining 48 respondents
(i.e., 22.85%) reported no such personal loss history. The
éeported incidence of personal.losé among members of this
sample differed markedly.from Brown's (1975) study, in which
only 13% of her sample of 209 upiversity students had -
reported a history of perscnal loss.

aAsked whether one had received training or had attended
classes on the topics of death and dying, 103 ?f the
respondents (i.e., 49.04%) indicated that_they had received

some form of instruction about the topic area, whereas 107
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respondents (i.e., 50.95%) indicated that they had not
received sucﬁ training.

Information regarding the socioceconomic levels of the
research participants was derived from items found in the
Biographical Data Sheet. By providing information about
their occupatiornal level, or that of their spouse if married,
the participants indicated the approiimate income-education
level of the head-of-household. Blishen and McRoberts'
(1976) sociceconomic class scale, based u;on 1971 Canadian
census data, was used to group the occupational level of the
head-of-household into one of Blishen and McRoberts' six
class intervals. The Blishen and McRoberts (1976) scale was
employed in this study because it represents the second major
updating of Blishen's orig%nal index, based upon 1951
Canadian census data. As compared with his two previous
scales (based upon 1951 and 1961 éensus data), the most
recent scale has increased the number of occupations listed,
and concurrently the number of socioceconomic index sco;es,
and has been adjusted to more accurately reflect the Canadian
labor force. Table 1 presehts the breakdown of the sample's

sociceconomic levels, according .to the Blishen and McRoberts
index system. . - o

Six general types of hospital nursing units were
represented in the sample of nﬁrses: (a) Psychiatric (n=23,
10.95%), fb) Obstetrics (OB)/Gynecolbgy (GZN)/ﬁe&bofn nursery

(n=28, 13.33%), (c). Surgical (n=52, 24.76%), (d) Medical
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Table 1

SOCIOECONOMIC LEVELS OF SAMPLE,. BASED ON BLISHEN & MCROBERTS
(1976) SOCIOECONOMIC INDEX FOR OCCUPATIONS IN CANADA

-Class Intervals n $ of Sample
70.00 + 11 5.24
'60.00 - 69.99 S, 31 . 14,76 e
50.00 - 59.99 , 139 ° 66.20
40.00 - 49.99 24 11.42
30.00 - 39.99 5 2.38
Below 30.00° . C 0 ’ 0.00
210 100.00
.. .
i
/
(
| ,
|
/ / N
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(n=70, 33.33%), (e) Emergency (n=11, 5.23%), and (f)
Intensive Care (ICU)/Coronary Care (CCU)/Recovery (n=12,38%).
The nurses who worked on each identified type of hoépital
.unit were asked to prévide an estimate of the incidence of
patient-deaths that occur on their:units during a six-month
period. The mean estimates of the relative incidence of
patient-deaths within a six-month period on éhe different
‘units is presented in Table 2, in order of incréasing
incidence raﬁes_of patient-deaths. The estimates provided. by
the Eespbndents permitted the six different hospital units to
be collapsed into two separate groups, one designated
"low—death-réte“ units (i.e., psychiatric, OB/GYN/newborn
nursery, and surgical units) and the other "high—éeath—rate"
units (i.e., mediéal, ICU/CCU/recovery, and emergency units).
A test of the difference between the mean incidences of
patient~deaths on low-death-rate units and high-death-rate
units was found to be statistically significant (z=10.66,
.E'< .001), suggesting rather strikiqg differences between the
two groups of units in terms of the incidence of -
patient-deaths (i.e., a significantly greater number of \\
patient-deaths on the high-death-rate units).
The ages of nurses working on the three low-death-rate
units ranged from 21 to 59 yeg}é, with a mean age of 32.42
) years; The ages of nurses working on the three
high-death-rate units ranged from 21 to 57 years, with a mean

age of 29.99 years. A test of the difference between the two



MEAN ESTIMATES OF INCIDENCE OF PATIENT-DEATHS

Table 2

-

WITEIN A 6-MONTH PERIOD

Unit
Psychiatric
OB/GYN/Newborn nursery
Surgical

Medical
ICU/CCU/Recovery .

Emergency

a
23
28

52
70
26

11

Mean

.69
1.46
3.61

14.84
25.65

29.00

M\

”®

1.18
1.79

4.14
12.52

20.11

12.00

76
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groups' age means was found to be statistically
non-significant (2=1.88). .
The amounts of.time spent in active professional nursing
for nurses on the low-death-rate units varied from 9 months
to’ig‘years,'with a mean gmount of nursing experience of
10.59 years. The amounts of time spent-in‘active
professional nursing for nurses on ﬁhe high—dgath—rate units -
ranges from 7 months to 36 years, with a mean amount of
nursing experience of 7.86 years. Comparing the two means of
low- and high-death-rate nurses in terms of their experience
vielded a statistically significant difference (z=2.44,
P < .05), indicating that, as a group, nurseé working on
low-death-rate units tend to have higher levels of nursing
experience than nurses working on high-death-rate units.
Finally, the nurses were asked to provide an estimate of
the amouqt of contact each had with patient-deaths in the
last six months. In the order of patient-deaths contacts,

-

the estimated means became increasingly higher from nurses on

psychliatric units, to_OB/GYN/newborn nursery units, to.
surgical units, to medical units, to emérgency units, and

" then to ICU/CCU/rqﬁLvery units. fhe order of
patient-death-contacts estimated by the presént sample was -
" found to be consistent.with the ‘relative oiger of |

patient-death-contacts obtained in a 1975 surﬁey of 15,430

~

s

practicing nurses, conducted by the Nursing 77 skillbook

Series (see Chaney, 19773. The difference between the mean



amounts of patient—death-cSﬁtacts experienced by nurses on
high-death-rate units and nurses on low-death-rate units was
found to be statistically significant (2=10.19, p < .001).
Table 3 presents the means and standard deviations for
age; nursing experience, and patient-death-contact
characteristics for the two groups of low- and

high-death-rate unit nurses.

Instruments

In addition to the Biographical Data Sheet, six
instruments were included in the collection of data. As
measufes of the dependent variables, (a) Templer‘§ Death
Anxiety Scale, (b) and (c) Spielberger, Gorsuch, and
Lushene's State and Trait Anxiety Inventoriles, and (d) a
Nufse Reaction Iﬁventory, developed ﬁor use in this project,
were used. Two other instruments, (a) the Marlowe-Crowne
Social Desirability Scale and (b) a Role-Model Questionnaire,
also developed for this préject, were used for allied
purposes. A description of each of the instrum&hts is
provided below, toge%her with the rationale for their use in
the project. Copies of the seven instruments used in the

project are found in Appendix A.

Death Anxiety Scale (DAS)

¢

In order to assess the level of death anxiety
experienced when nurses conflont patient-deaths, a suitable '

and appropriate measure had to be found. McMordie's (1978)

. \
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Table 3

MEANS AND STANDARD DEVIATIONS FOR THE CHARACTERISTICS OF
AGE®, NURSING EXPERIENCEa, AND CONTACT WITH

PATIENT-DEATHS® AMONG NURSES

\ Contact with

. Patient-
Age Experience Deaths

Unit a X S8 X sO | X B
Psychiatric 23 34.60 10.10 11.86 7.58 .65 1.05
OB/GYN/
Newborn _ o )
Nursery . 28 36.82 11.78 15.00 11.33 - 1.25 1.62
surgical 52 29.09 7.56 7.66 6.77 2.86  3.68
Low-Death- .

Rate Group 103 32.42 $.97 10.59 r8.94‘ 1.83 2.94

Medical 70 30.44 9.45 8.09 7.77 9.87
Emergency 11 28.45 4.82 6.81 3.54 11.00
ICL/CCu/ .
Recovery _26 29.42 7.82 7.69 6.53 14.00
High—beath—

' Rate Group 107 29.99 8.67 7.68 7.12 10.99

-

in years,” _
in nunbér of patients.

[}
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review of the death anxiety literature indicgted that at
least 15 differgnt scales exist, each purportiing to be both a
reliable and valid indicator of deth anxiety. However,
because ¢of the lack of_agreément among scale developers as to
the exact meaning of the termr"aeath anxiety", it is
difficult to determine what the individual scales actually
measure.

Deafh anxiety has been reported to encompass attitudes
toward personal death and dyving (Durlak, 1972); a generalized.
fear reaction to death (McDonald, 1976); contemplation..of
death's inevitability and a négative evaluation of that
reality (Dickstein, 1972); and, as factor-analytic
investigations have shown (e.g., Nelson & Nelseon, 1975), a
multidimensional pattern of de;th avoidance, death fear,
death denial, and reluctance to interact with dying people.

Templer (i970), whose Death Anxiety Scale (DAS) has been
used more extensively than others in existence, defined the
concept of death anxiety as an unpleasanﬁ,emopional state
precipitated by contemplation of one's own eventual death;
furthermore, as Templer, Ruff, and Franks (1971) have’
indicated, arousal of the state of death aﬁxiety appears to
be sensitive to environmental events. According to Klug
(1976), Templer's definition of death anxiety has cgme ;o be
the one most widely accepted in éhe literature. |

A rationally-based instrument; Templer's DAS appears to

be the only one among all of'the published scales for which a

substantial amount of data-about its relative reliability and
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validity has been gmasséd. ‘ For a sample of 31 students,
qupler (1970) repofted_an interﬁal consigtency reliabiliﬁy
coefficient of .76 (Kuder-Richardson Formulé 20), a finding
later verified by McMordie (1978) who obtained the same
coefficient with a sample of 320 subjects. Information
pertaining to the DAS' sﬁability over time has also been
reported by Templer (1970) for a sampie of 31 students who
were re-tested with the DAS after a 3:week interval; Teﬁpler
obtained.a testfrétest réliability coefficient of -83, a
value he considered aeceptable. In térms of its content
validity, Templer (1571) found that the DAS was positively
related to both emotional reactions to death-related words
(r=.30) and subjects; self-reports of the fear of death
(£=.Sl). Other studies RHave demonstrated that females tend
to obtain higher scgres on the DAS than males (Templer, Ruff,
& Franks, 1971}, that psychiat;ic patients tend to score
higher on the DAS than non-psychiatric control gﬁbjeéts
(Templer, 1970), ana that DAS scores are unaffected by the
varible éf age (Templer, Ruff, & Franks, 1971); . Templer
(1970) has addressed the issue ?f construct validity by
reporting significant correlation coefficients beﬁween
his scale and Boyar:s Fear of Deatﬁ Scale (r=.74), the Welsh
‘Anxiety Scale (r=.39), the Taylor Manifest Anxiety Scale
'(£=.363, and a sequential word association task (r=.25) in a
sample of 77 college students.

A recent report by Dickstein (1977-1978) further
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attests to the construct validity of the DAS, ds evidenced by
its sfgnificant relationships with Dicksﬁein's Death Congern
Scale (rs Qf .50 -for males, .61 for fémales), Tolor and )
Reznikoff's Death Anxiety Scale (Eé of .82 for males, .56 for
females), and Collett and Lester's Fear of Death and Dying
Scale (rs of .62 for males, .38 for females) in a sample of
68 college students. As for i£s discriminant validity,
Templer (1970) has positeq that, although his DAS tends to
gorrelate significantly with measures of general anxiety, the
intercorrelations with such meashres and death anxiety tend
to be lower than those found among the general anxiety
measures themselves. In'a study comparing groups ¢f medical
patients and their wives on measures of death anxiefy and
general anxiety, Lucas (1974) obtained~results which
éssentially supported Templer's claims about the

DAS' discriminant validity.

Since the appearancé of the DAS, several investigators
have pointed out tﬁe limitations of the scale. Nelson and
Nelson (1975) suggested that by treating death anxiety as a
unidinensional concept, as Templer has, one risks the loés of
potentially valuable information about death anxiety'éhat
could be found in a multidimensional approach toward death
anxiety. Regarding the DAS' reported discriminant validity, )
Kastenbaum and Costa (1977) have suggested that Templer's
scale may be a poor measure of general anxiety and nbt

actually specific to anxiety regarding death. .1In his
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attempt to improve ﬁpon the psychometric pfoperties of the
DAS, McMordie (1978) described Templer's coefficient of .76,
as the index of the scale's internal consistency reliability,
as "too low" {p. 21) to be c0nsidered_adequate, and that many
of Templer's claims for both construct and discriminant
validity are overestimated and only "marginally acceptable”
(p. 18). A final criticism about the DAS concerns its
relationship to the response set of social desirability.
Whereas Templef'(iQ?O) reported a non-significant correlation
coefficient of .03 between the DAS and the.Marlowe-Crowne
Social Desirability Scale, others (Dickstein, 1977-1978;

McMordie, 1978) have more recently indicated that, in fact, a

. significant negative correlation-exists between the DAS and

the Marlowe—céowne measure of social desirability. That is,
there seems to be a relationship between reports of low death
anxiety and the desire to be perceived by others in a
favorable iight.

Despite 1its shértcomings and after consideri}g the other
available death anxiety measures, Templer's scale seemed to
be Fhe one most apprépriate fbfiﬁse in tﬁis project. The DAS
consists of 15 statements that are answered in a true-false
format, with nine items keyed "true” and six items keyed

’

"false". Completion of the DAS can be accomplished within a

' 5- to 10-minute period, and may be administered either to

individuals or-to groups. In accordance with what appears to

be a trend in analyzing death anxiety measures (e.g.,
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McMordie, 1978; Nelson & Nelson, 1975), a factor analytic

approach to scoring the DAS was adopted in this study.

State-Trait Anxiety Inventory (STAI)

The measures of general anxiety édopted for this project
included the State (Form X-1, A-State) and Trait (Formlﬁ—z,
A-Trait) anxiety scales developed by Spielberger, Gorsuch,
and Lushene (1970). Based upon factor-analytic studies by
Cattell and Scheier, in which two distinct typesrof anxiety
emerged, Spielbergerl(1966) suggested that it is meaningful
to distinguish between anxiety as a transitory state and
anxiety which seems to reflect a rather stable personality
tgait, i.e., anxiety-proneness.

Spielberger (1972) has described state anxie as a

transitory emotional condition that is evoked when an

individual perceives a sitvation or evenf as somehow

threatening; because of 1its situational-specificity, stateR
anxiety is said to vary in intensity and fluctuate over time
as a function of the degree of threat 1mp1ng1ng upon an
individual. Trait anxlety refers to rather stable individual
differences in anxiety proneness. While trait anxiety
theoretically does notlmanifest itself directly through overt
behavior, the degree df ;rait anxietj may be inferred from
the frequency and intensity of state anxiety over time.

Evidence for the reliability of the STAI is provided in

:Spielberger, et al.'s (1970) test manual. Based on samples

of college students who were among those included in the



STAI's normative group, test-retest reliability cqeffic%ents
were obtained for both the A-Trait and A-State scales, with
retest administrations varylng from one hour after the first
administration to 20 days later to then 104 days 1ater.
Reliability coefficients for the A-Trait scale ranged from
.73.to .86, while those for the A-State scale ranged from .l6
to .54. The t&st authors reportedly anticipated the low
test-retest reliability coefficients for the A4State scale,
since its situvationally-based nature precluded staBility
across time. The authors reasoned that alpha coefficients of
the scale's internal consistency could better reflect both
A-State and A-Trait reliability. The ob;éined alpha
_reliability coefficients ranged from .83 ﬁo .92 for both the
A-State and A-Trait scales. Thus, Spiélberger, et al. (1970)
'concluded that their scalés possessed relatively high degrees
of internal consistency and that the A-Trait scale’s
stability over time tended to be guite acceptable. v

As for the A-Trait scale's concurrent validity,
Spielberger, et al. Eeported that the measure correlated
significantly with the IPAT Anxiety Scale (rs from .75 io
-77) . the Taylor Manlfest Anxlety\Scale (rs from .79 to .83},
and Zuckerman's Affect Adjectlve ETE list (rs from .52 to
.58). On the basis of these rela;§;i§; high correlation
coefficients, the authors concluded that all ¢of the
instruments essentially measure A-Trait. E;;dence bearing on

the construct validity of the A-State .scale has been

1
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collected, in which students resp&nded to the scale's items
under "norm" (non-stressful) conditions and under "exam"”
(stressful).conditions. The mean scores obtained in the
"exam" condition were found to be considegaa;y higher tﬁan in

-

the "norm” condition for the A-State scale.

-

The A-State scale is a 20-statement iﬁventéry that
reguests a desc?iption of how one. feels at.a_particulaf
moment in time, andﬁrequires one to select, froﬁ among four
alternatives, a description of thé inEensity of | feeling
(e.g., "not at all", " éomewhat", "moderately sol, or "very
much so"). The A-Trait scale similarly consists of 20
statements that asks for a description of how one generally
feels, again to be indicated by one of four alternative
responses (e.g.,‘“almost never", "sometimes", “"often", or
Malmost always"). According to Spielbefger, et al. (1970},
the A-State écale hgs been balaﬁced to rule-out the influence
of an acquiescence response set, aithough the A-Trait scale
céuld not be so balanced. While the authors of the STAI have
not reported evidence suggesting a relationship with other
response sets, they did cite a 1969 study by Sachs in which a
significant negétive correlation (i;—.25) was found between
the A-Trait scale and the Marlowe-Crowne Social Desirability
Scale.. It remains to be conclusively demonstrated whethér
thé STAI's scales may ?e influenced by the social

desirability component.

in consideratioﬁ of the acceptable reliability and

S
1
//‘

!
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validity information for the STAI, its wide usage in -
psychelogical research (see Kendall, Finch, Auerbach, Hook;,
- & Mikulka, 1976), its distinction between state and trait
anxiety, the ease with which it can be administefed, and éhe
short time needed for its completion (estimated to be 15 to
20 minutes by the authors), its application in assessing
nurse resﬁonses to confrontation with patient-deaths seemed
'germane—to this project.

As_has_been done in other investigations (e.g., Lucas,
1974), the STAI may here be compared with Templer's DAS to
determine the degree of relationship that exists between a
reportedly specific anxiety scale pertaining to death and a
general anxiety scale (i.e., A~Trait). While the standard
instructions for the A;Trait scale remain as suggested by the
test authors, Splelberger, et al. (1970) have indicated that
modifications may be made in the A-State scale's 1nstruct10ns
if the researcher }ntends to evaluate the level of A-State
intensity for any situation of particular interest. In this-
project, the research participants were specifically
instructed to indicate on the A-State scale how they felt
"following the death of a patient”. 1In so deing, it was
believed that A-State responses would reflect
51tuatlonally —~bound anxiety associated with a patient's
death. Further, the relationship between Templer's DAS (said-
to reflect anxiety about contemplation of one's own death)

and this project's specific A-State scale (intended to
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reflect ankiety associated with another's death) was of
interest to ascertain the degree of convergencerén these two

measures of anxiety purportedly associated with death.

- L

Nurse Reaction Inventory (NRI) ) : 4

In order to determine what behavioral coping stratégies
nurses employ in response to patient-deaths, an exploratory
inven;ory was devised for this project. A four-phase process
was involved in tﬁé inventory's construction: (a)
identification of persons believed to hafe a high degree of
exposure to/contact with patient—~deaths; (b} enlistment of
the identified persons in interviews; (¢) individual,
audio—tape;recorded interviews with the identified persons to
determine how they behaviorally respond to patient-deaths:
and (4) constructioﬁ of the NRI.on the bagis of interview
responses. |

A ten—item_questionnaire was sent to ; random sample of

. . _ ~
50 nurses from the three p%;ticipating hospitals, asking each
respondent to identify one person she considered a
"significant model" for nurses in the area of dealing with
critically ill patients and patient-deaths. Phrased within
the context of Bandura's modeling theory, the form briefiy
explained the utility 5f "models" and how beginning nurses
appear to depend on'a variety of more experiencedhpeople for
learning specific tasks or for dealing with problem )

situations. Of the 50 forms distributed to the nurses, 34

were completed and returned to the investigator;. Inspection



89

of the returned forms revealed the identification of 22
individual "models", including nurses, physicians, social
workeré, and chaplains; of the identified models, 11 were
found to have Bbeen mentioned by two or more nurses.

Letters were subsequently senf to the 11 models whose
names were Qrovided by two or more nurses. Again phrased
within the context of the social-learning theory of modeling,
the letters indicated that the pérson had bégiwpamed as a

\
"model" for nurses and that the investiga;or wagﬁinterested
in discovering how the models responded to patient-deaths.
The investigator sﬁggestéd that an indi%idu;l intervi be

scheduled, at which time the model would be 'aske & geries of

questions regarding his/her responses to patientkdeaths. To
insure acéurate recall of interview material, the
investigator requested that the interview be

audio-tape—fecorded. The model was informed that his

responses'wougd be kept confidential and that the recorded

interviews would be coded by number (e.g., 001, 002, etc.).

-

At‘the bottom of the letter, a "Notice of Informed Consent"
was provided which the models were to complete and return to
the investigator in a stamped, self-addressed envelope that
accompanied the letter. O0f the 11 letters sent, five
individuals returned the "Notice of Informed Consent™ and
telephone contacts were then made to schedule the
interviews.

Individual audio-tape-recorded interviews were conducted

with the models at each of their respective hospitals, and
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lasted from 20 to 45 minutes in length. A X7-item interview
schedule, compriéed of both open-ended and clésed questions,
was employed, séveh items of which provided information about
personal characteristics of the models, while the remgining
ten items focﬁsed on both the models' immediate and delayed
(i.e., "In the first few Qays aftef a patient:é death,...")
responses to patiengiiéathé. The five models incluéed three
nurses, one physician, and one social wmorker. The ages of
the models ranged from 27 to_46 years, with a mean age of
40.2 years (SD of 7.52). The levels of professional
experience ranged from 6 to 23 years, with a mean level of
'professional experience of 17 years (SD of 7.31). All five
models reported working in hospital areas where confrontation _
with.patient-deaths were relatively frequent (i.e.,
emergency, intensive care, and medical units). ©Of the five
models, two (40%) reported having a history of personal loss,
and three (60%) indicated attendance at informal seminars
relat;ng to carelof the dying patient and death.

‘ Once all of the interviews were compfeted, the models'
responses to questioﬁs concerning their behavioral coping
strategiés in death-confrontation were transcribed.
Inspectio;'of the interview data indicated the freguent -
repetition of certain behavioral reéponses to patient-deaths
(e.g., "I start crying”®, "I 'try to comfort the patient's
family"); however, other responses were mentioned by some of
the models only once (e.g., "I begin to blush"” or "I just

s i ‘
take the day off"). Using all of the model's interview
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responses, a total of 29\Egées of responses (i.e., 19
"immediate”™ responses and 10 "delayed® responses) to

patient-deaths emerged.

-

: -~
The 29 items to be used were grouped into two temporal

classes: (a) "Situation I: Immediately after witnessing or
hearing about’ a.patient's death", and (b) "Situation II: In
the first few déga after a patient's death®™. As suggested by
Thorndike and Haéen‘s {1977) guidelines for inventory
construction, all responses used in the inventory reflected
overt behaviors fhat were rated on a 5-point continuum in
te;ms of the frequency of their occurrence, from "alﬁost

never" to "almost always".

The NRI was constructed and used in this project for
essentially.two reasons. First of all, it was intendea to
provide a means of identifying‘the varieties of behavioral
coping rééponses'nurses use in confrontations with
patient-deaths. - Secondly, it was believed to be one device
for iéentifying some of the overt behavioral correlates
‘associated with levels of death anxiety. As Kastenbaum and
Costa (1977) have suggested, the sole use of direct
self-report measures as indicators of death anxiety is highly
questionable and needs to be verified by qfﬁg; types of data.
Use of the NRI was partiaily intended to answer the following
question: if a nurse's report of death® anxiety was found to
be comparatively high in relation to other nurses, would the

rd

coping responses used by that nurse be different from the

91
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coping responses used by nurses who report comparativeiy low

| death anxiety? In a pretest of the NRI with a sample of lj
non—participant‘nurses, it wa§ found that the inve;tory‘s
directions wére understandable and that the inven£ory could
be completeq within a 15-minute time period.

Copies of the ten-item questionnaire used for
model-identification, the letter sent to the models to
arrangeifof individual interviews, and the l?—%tem interview
schedule may all be found in Appendix B.

.Marlowe-Crowne Social Desirability Scale (M-C SDS)

kesponses on psychological tests or in psycholoéical
experiments reportedly rgflect not only what the Egst or
experiment is intendedflo measure, But oftentimes also i
response cﬁaracteristics of the subject, what Orne. (1962)
termed "demand characteristics", that may'distort ﬁhe test's
or experiment’'s results.' One such set of response
characteristics, or habitual response preferehcesW that has
received wide attention concerns'an hypothesized nged for
social approval. lAccording to Crowne and Marlowe {1964),
certain test items tend to elicit responses that favor a need
for approval or to present oneself in a socially acceptaﬁle
and conforming manner; the response set is thus described as
one of social desirability.

Of the meaéures designéd to assess test items' social

desirability, the Marlowe—Crowne SDS (Crowne & Marlowe,

g2



1960, }964) appears to ee recognized in the psychological.
iiterature as the most widely aceepted such measure. -
Comprised of 33 statements that are answered in a-true;false
format (18 items keyed "true", 15 items keyed "false"), the
scale is usually used to account fer ﬁonftestmrelevant
response variance on pereonality questioﬁnaires {Marlowe é
Crowne, 1961). In the development of the SDS, the'authors
'selected scale items which defined behaviors that were
sociai}y sanctioned and approved, but which were unlikely to

occurf Persons who deplct themselves in very. favorable terms

on fhe M-C SDS may be understood as displaying a

—~social-desirability response set.

93

The authors reported an internal consisteﬁcy reliability

coefficient for.their scale (using the Kuder-Richardson
Formula 20) of .88; test-retest reliability coefficients
after two l-month intervals have been reported to be .88 and

.89 (Crowne & Marlowe, 1960, 1964). Both sets of rellablllty

coefficients for internal consistency and stablllty over tlme_

have been considered adequage,_#gg_for_ﬁhe M-C SDS'
correlation with other measures of social desirability,
Crowne and Marlowe (1960) reported a significant coefficient
of .35 between their measure and Edwards' socia; desirability
scale} suggesting a tendency_for scores on £he two tests to
be associated, although the M-C SDS reportedly does eot_
jinvolve acquiescence or denial by the respondent of

pathology. Thus, the M-C SDS appears to be widely accepted

|
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in psfchological research, is easy to administer, and
'requires a short 1ength of time (approximately'lS-minutes)
for .ts completion, ‘

.The. M—C SDS was selected for . use in this project to
ascertaln to what -degree the DAS, STAIs, and NRI were eacha.-
influenced by the social desirablllty_response set.

Although Templer (1970) indicated-that no significant
relationship existed between his measure of death enxieE§ and
social desirability (as measured by the M-C SDS); beth
chksteln (1977-1978) and McMordle (1978) reported
51gn1f1cant lnverse relationships between the two measures.
As suggested by Kastenbaum end Costa (1977), research
conceining death anxiety should roqtinely include measures of
social desirability to ascertain the influence,of that
component on reported death anxiety.

Although Spielberger, et al. (1970) indicated that their
A-State scale did not seem to be influenced by an .
acquiescence response set, the relation of the A-Trait scale
toréesponse distortion remains unclear. Since it has been
Vsuggested that A-Trait may|be inversely related to social
desirability,.further investigation of that alleged
association seems warranted in this project.

Inqu1ry into the possible influence of social
de51rab111ty on the NRI appeared approprlate in this pro;ect
for two reasons. First of all, many of the NRI 1tems could

ostensibly mirror socially desirable responses among nurses

@



to conf;détation with p@fiedt—deaths, and it was considered
necessary go determine to what extent that might have been
the case. Sgcondly, éipce hospital nurses reportedly
function within highly evaluative s?&ial atmospheres (see
Quint, 1967a), it might be assumed %ﬁét the ways in which
they respond to events that één threaten the institutional
values of control, competence,  and composure are influenced

: U .
by what is socially sanctioned and acceptable.

——

Role-Model Questionnaire (RMQ)

Since the.theoreticél uqderpinnings for the project were
gro&ﬁded in Bandura's social learning theory of modeling, it
wasfconsidEred essential to try to ascertain whether modeling
does, in fact, ex}st among nurses. Of additional interest’
was whether a vicarious Extinction process involving nurses'’
anxiety responses to confrontation with patient-deaths
occurs, as suggested by Bandura (1971b). To that end, a
Role-Model Questionnaire (RMQ) was constructed by the
au;hor.'.

The RMé sought to determine the relative influence of
various parameters believed to operate in the modeling and
vicarious extinction processes. BAs suggested by research
evidence, a number of model characteristics apparent}y affect
responsiveness in observational learning situations. Among
those identified in the literature, the four characteristics

of a model's prestige (e.g., Miller & Dollard, 1941), social

influence or power (e.g., Grusec & Mischel, 1966),
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competency (Bagdura, 1971¢c), and rewardingness or‘heipfﬁlness
(e.g., Bandura & Huston,. 1961) have been reported'as‘
particularly influential. Similarly, four obgerver
~ ;
\\ﬂéhayégzéristics have been noted to augment the effectiveness
\4g§/modeling: (a) pergoné having low levels of experience at
performing tasks and who seek assigtance from others fe.g.,
Bandura, 1969); (b) those who réadily conform to established
_patterns of béhavior (e.g., Bandura & Walters, 1963); (c)
"those who have been reinforced in the past for modeling‘the‘
" behavior of others (e.g., Miller & Dollard,‘194l); and (d)
hose who perceive a degree of similarity between themselves
and a model (e.g., Hornstein, 1970). Regarding the vicarious
extinction process of modeling, it appears rather well
established that exposure to multiple models greatiy
facilitates modeling's effectiveness (e.g., Bandura, 1971b;
Kazdin, 1974b). The opportunity to observe models interact
with stimuli, believed to be hazardous, without incurring
negative consequences 1is also hypothesizéd to effect a
reduction of'anxiety in obsergzrs (e.g., Bandura, 1971b,
1977a). Finally, having observers interact with the aversive

stimuli after observing models, without incurring negative

consequences, has been suggested as evidence that modeling

has occurred (e.g., Blanchard, 1970).
To address the variables believed to be theoretically
relevant in modeling processes, 14 questions were devised for

the project.” The term "role-model" was used rather than

L 4
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"model" alone s1nce it was assumed that the former term would

be Pess amblguous for respondents and mlght better
characterlze the people selected for purposes of
observational learning. In the order of thelr occurrence in

the questionnaire, two questions asked about the number of

modeling influences available to nurses; one item focused on
the-bpportunity to observe models effectively provide nursing \\
care to patients following anorher patient's death; four
irems‘addressed characteristics believed to be influential in
nrrse models; anogher four items inquired abogt observer
characteristics; and, the remaining three items were‘worded
so as to reflect the extent to which a vicarious extinction
process in nurses' anxiety responses to patient-deaths might
occur. Twelve questions were worded, as suggested by
Thorndike and Hagen (1977), in terms of overt behaviors that
could be observed by the research participants; the last two
jtems in the RMQ were directed more toward covert responses
within the respondents. Responses for the first 12 items
were given a frequency rating along a 5-point continuum,
while the last two items were answered in terms of intensity
. ratings, also along a 5-point continuum. &s found in a
pretest application of the RMQ, the form appeared to be
understandable and could be completed in less than ten
minutes.
On the basis of the RMQ responses, it was assumed that

(a) one could determine whether modeling does occur in



nursés;'as it is strongly suggested by Bandufa‘s model ing
theory, and ‘that (b} one could identify which of the modéling
parameters seem to exert the greatest influence for this
sample of nurses, whether all of the parameters are necessary
or only a portion of them. To accomplish this goal, a

discriminant analysis of the RMQ seemed most appropriate.

e .
- L]

Procedure

Upon receipt of the dissertation committee's endorsement
for the project, letters were written to the nursing
directors of seven Ottawa hospitals to inform them of the
study and to enlist their cooperation in its completion.
.Three of the seven nursing directors agreed to allow their
nurses to voluntarily participate in the project if fhey so
desired. The procedures. followed in the development of the
NRI (outlined previously) were then instituted.

once all of the selected measures for the project were
assembled, they were printed in bookl orm, with either the
tests' standard instructions or instr <tions developed by the
auﬁhor for tﬁe A-State scale, NRI, and RMQ. The order in
which the measures were presented was the same for all
participants and appeared in the following sequence: (a)
Biographical Data sgeet, (b) Templer's Death Anxiety Scale
(entitled "DAS"), (cj Mérlowe-Crowne Social Desirability
Scale (entitled "Personal Reaction Inventory"), (d) the

A—Stéte scale (gntitled "Sel f-Evaluation Questionnaire, STAI

S8
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Form X-1"), (e) the A-Trait scale (enti elf-Evaluation

Questionnaire, STAI Form X-2"), (f) the Role-Model
Questionnaire, and (g) the Nurse R action Inventory.
Following the procedure used by McMordie (1978), the M-C SDS
was administered after the DAS so that it would not affect
responses given to the DAS items. Since both the A-State and
A-Trait scales were given tbgether, the A-State scale was
presented firstd as recommended by Spielbergef, et al. :
(1970).

Accompanying each test booklet was an answer sheet that
could be optically scanned for purposes of data analyses.
altogether the test booklet contained 143 items; however,
only 137 items could be entered on the acéompanying answer
sheet. For the remaining items (e.g., age’, nursing
experience, etc.), blank spaces for the requested information
;ere provided on the Biographical Data Sheet. Since the
answer sheet was to be completed using an HB lead pencil,
each participant was supplied with one by the investigator.

A cover letter for the test booklet preceded the
self—admlnlstered measures. It was briefly explained to the
participants that the progect concerned how the deaths of
patlents affect nurses and how nurses use “role-models for
learning how to confront patient-deaths. The letter informed
the participants that several forms were included and that
the booklet could be completed in less than one hour (based

upon feedback information from a pretest of the booklet) .
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Confidentiality of the pérticipants' responses was

#mphasized, with each booklet and its accoﬁpanying answer

j/sheet coded by means of a 3;digit'number to avoid use df.the
participants' names. All ﬁarticipants were requested to not
discuss their responses to the booklet items with other
nurses.

For their participation in the project, the nurses were
informed that they would be provided with a summary of the
results. If interested in receiving such information from
the investigator, nurses were instructed to complete an
enclosed “ResulEE“Request" form, providing their name and . «
address. To maintain confidentiality and the respondents'
anonymity, the nurses were instructed to mail their "Results
Request"” forms to the investigator, in an addressed envelope
provided for them, after completing the measures in the test

-booklet..

Thus, the materials provided for each participant
included a 9" x 12" envelope containing (a) the cover letter
and test booklet, (b) an answexr sheet, (c) a "Results
Reguest” forﬁ enclosed in a 5" x 7" white envelope, and (d{
oéq HB lead pencil. o )

Four-hundred packets of material were distributed among

thegEEEee participating hospitals. Arrangements were made by

the investigator with thefnursing directors at each hospital

to deliver the forms to theiyr respective offices. From the

nursing directors' offices, the ckets of material were
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then distributed, via head nurses, to nurses who worked on
units that had been identified by the nursing éirectors as

- either having what they considered high or low incidences of
patient—deaﬁhs. Upon completion of. the test measures, the
research,partiéipants were instructed to re-insert their

" booklets intolthe 9" x 12" envelopes, seal them, and return

the envelopes to the nursing directors' offices.

Arrangements were then made for the investigator to return to
each of the hospitals to cdllect the completed forms. Of the
original 400 packets, 210 (i.e;, 52.5%) were completed and
returned to the investigator, after which time the data
analyses could begin.

A flowchart outlining the project'g procedures may be
found. in Figure 1. Copies of the cover letter and "Results

Request” form may be found with the booklet measures in

Appendix A. “\\‘ .
5

Statistical Hypotheses

Two statistical hypotheses, stated in the null form,
were addressed in the present project:

1. There are no statistically significant differences
among nurses who report varied amounts of contact
with patient-deaths on their leQels of measured death
anxiety, state and trait anxiety, or behavioral
coping responses, when the effects-of agé and history

Oof personal loss are statistically controlled.
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May June July Aug. Sept. . Oct. Nov. Dec.

£

[-Committce 1
\\ acceptance

- of proposed

" project .

§ Letters sent tod
seven hospitals. 1
Tegquesting par-

‘tieipation in
project

INufsing Directors of
hree hospitals agree
~to participate in

\_/ project

i

Fifty nurses, among
participating hospitals,
surveyed in order to
identify "nurse nodels"

! Letters scn:_a
to 11 "models'
Tequesting
interviews;

5 models agree
to be inter-
viewed

January February March April May

il B N

lrEndividual interviews conductcd]
with 5 "models" at participa-
ting hospitals

.IConstruction of NRI; assembly I
of selected measures in test
booklet form

™~ ) - ‘ )
IPretest of 1
booklets -

I Distribution of test bookiets to |
40Q nurses in three hospitals;
210 of 400 completed booklets
returned to author =

Figure 1. Flowchart of project's procedures,
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2. There are no statistically significant differences
aﬁong nurses who report varied degrees of professional
nursing experience on their levels of measured death
anxiety, state and ;rait anxiety, or Behavioral
coping responséé, when the effecté/pf age and history

of personal loss are statistically contrelled.

Planned Data Analvyses
ol

Prior to examining the statistical hypotheses, both
Templer's DAS and the present study's Nurse Reactién
Ipventory (NRI) were subjecéed to factor analytic procedures.
Following what appears to be a recent trend in the ‘
measurement of death anxiety (see McMordie, 1978; Nelson &
Nelson, 1975), the DAS was factor analyzed, with the
resultan; factor(s) employed as the measure({s) of "death
anxiety'zI for the current project. Similarly, by factor
analyzing the NRI, the behavioral-coping responégs reportedly
employved by nﬁrses who cénfront patient~deaths cculd be more
satisfactorily and accurately delineated. Following the NRI

factor analysis, Pearson product-moment correlation

coefficients were computed to determine if the NRI coping
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responses were, in fact, behavioral cqrreiates of méasdred
death anxiety. -

Subsequent to determining the extent of relationship /
between the death anxiety measure(s) and the NRI's behavioral
coping responses; correlation coefficients were computed to
ascertain whether statistically significant relationships
existed between the dependent measures and the covariates of
(a)‘age and (b) history of personal loss. although the
empirical literature has indicated that a éerson‘s age and/or
a history éf personal loss ﬁay be related to measures of
death anxiety (e.g.., Feifel & Bransigmb, 1973; Bfown, 1975), .
Such relationships were considered open to examination for
the present sample of nurses.
~ In order to statistically examine the three null
~hypotheses, two-way analyses of variance were computed. In~
‘he event that correlational analyses revéaled statistically
significant relationships between any dependent measure and
the covariates of age and/or higtory of pergonal loss,
two-way analyses of covariance were computed to test the null
hypotheses. The decision to use two-way anﬁlyses of variance
or covariance: seemed reasonable, since both the main effects
of the two independent variables (i.e., for Hypotheses 'l and

2} and the interaction effect of_the two independent
variables (i.e., for Hypotheses 3) could be addressed in a

single statistical framwork.

In order to assess the extent to which each of the



dependent measures could be statistically significantly
associated with the social desirability component {(as
measured by the Marlowe-Crowne Social Desirébiliﬁy Scale),
Pearson product-mement correlation coeff%cients were
computed.s In order to statistically control for the poséible.
effects of age and/or history of personal loss, first- and
second-order partial correlation coefficients were also
computed between the dependent measures and the social
desirability measure. In addition to' examining the
relationships between the d?pendent measures and social
desirability,'iqtercorrelations that may have existed among
the dependent measures in this project were also explored.s
Finally, two stepwise discriminant analyses of the 14
variables that comptised the Role—Model Qgestionnaire (RMQ)
were conducted in an effort to determine which modeling
parameters seemed to be df the greatest importance for nurses
who must learn Sow to confront patient-deaths. The first
discriminant analysis was computed for nurses who had either
a low or high amount of contact with patient—deaths (i.e.,
two groups). The second discriminant analysis was computed
for nurses who possessed either low or high degrees of
professional nursing experience (i.e., two groups). The
decision to employ stepwise discriminant analyses was based
on the ASSumption that through such procedures the best sets

of discriminating variables from the RMQ could be located for

each analysis.
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CHAPTER III

RESULTS

The purpose of this chapter is to present the results of

‘thg statistical analyses computed .for the data collected in
this Qroject. Due to the variety of statistical procedures
that were employed this chapter's focus may be divided among
the following six sections: (a) DAS factor analy515, (b) -NRI
factor an;lysis and correlation anal¥yses; {c) correlation
analyses of the dependent measures' associations with the
suspected covariateé of age and history of personal loss; (41

Q
analyses of the three stat15t1cal hypotheses; (e) correlation

analyses ;f the relatlonshlps between the dependent measures
and the measure ‘of social desirability, as well as
explorations of the dependent measures' inter?orrelation§;
and (£) §tepwise discriﬁinant analyses of the RMQ.

Prior to the commencement of the formal data analyses,

the level.of significance for all statistical tests was set

at the .05 level.-

DAS Factor Analy51s.

r

A factor analytic approach was undertaken with Templer s
DAS in order .to explore the patterning of the DAS variables
and to identify the fundamental properties underlying the

measure of death anxiety. A'principal-axes factor analysis



. with iteration was conducted, using the SPSS subprogram
Factor-PA2 (see Nie, Hull, Jenkins, Steinbrenner, & Bent,
1975). Since the major concern of the présent study was to
explore nurses' psychological responses.to confrontation wi;h
patient—deathé and, to that end, used as a measure of death
anxiety the one empirically considered most adequate, ‘the
principal-axes factoring method with iteration seemed

apropos to addressing the project's needs.

After calculation of an R-type cotrrelation matrix, based
upon intercorrelations among the 15 DAS variabies, initial
factors were extracted. The principal-axes factering method
yielded five factors, each with an eigenvalue greater thgn“_
1.0. Togethér, these five factors accounted_for 52.9% ©of the
total variance for the DAS items. o

In order to enhance the interpretability of the factors
and simplify the DAS' factor structure, the factor matrix was
subjected to an orthogonal rotation by means of the
normalized varimax méthéd. The varimax method was selected
becguse of its wide usage and applicability in behavioral
science data analyses and because of its documented
reliability as a rotational method (see Gorsuch, 1974). The
criterion level adopted for. statistical significance of the
factor loadings was +/-.30, as suggested by Nunnally (1967).
The rotated factor matrix of the DAS items is presenéed in
Table 4. Included in Table 4 are the final communality

extimates (i.e., h2) for each of the DAS variables. These
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Table 4

VARIMAX ROTATEB“F&@@OR\MATRIX OF DAS ITEMS

5P

Factor .
Item 1 2 3 4 5 Ez
& : A .
DasSl - =-.296 .472 J131 ..157 .078 .358
DAS2 .228 -.047 -.346 -.060 .067 L1837
DAS3 116 -.456 -.095.- . ..037 -.169 .260 7
DAS4 -.080 .204 .302 .099 117 .158
DASS w636 -.076 -.097 -.044 -.082 .429
DASE .243 -.066 -.143 . =.301 .056 173
DAST .686 .061 - =.119 -.120 - =.003 - .504
DASS -.105 .175 .415 .192 .06l -254
DASS -.088 . -.034 .038 757 .118 .597
DAS1{ -.029 LA27 .160 -.002 .042 211
DASLL .129 .427 -.001 L217 029 - .247
DAS]12 .128 .125 .653 -.012 “.192 .496
DAS13 -.042 086 .151 079 . .735 .579
DASl4 .0%0 .515 -.011 -.127 -.133 -307
DASLS -.178 .040 -.316 - .038 -.012 .135
% of ,
Common ; “
Variance 41.2 22.1 T 14.6 1Z.9 9.2
Cumula-

tive §  41.2 63.2 "77.9 90.8  100.0
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communality estimates are .equal to the total variance of each
variable accounted for by the combination of the five rotated
factors. Inspection of the communality estimates reveals
that at least two variableS'ti.e:,'DAS4 and DAS6) do not seem
to contribute substantially to the definition of a single
factor, as demonstrated.by;the_generally lower values of
their estimates (.158 and .173, respectively). Nevertheless,
as suggested by Overall and Klett (1972), to the extent that
these Lwo varlables are related to the other. varlables 1n the
set, thelr relatlonshlps may be qulte meanlngful

When applled to the initial factor matrix, the varimax
method of orthogonal rotation resulted in tﬁo fariables
loading above +}—.60.on the“first_factor, five:variables
rloading;above %/—.40 on thersecohd factor, five variables
loading above +7-.3 -oh'the third factor, two variables
loading between +/— 30 and .76 0on the fourth factor, and one
variable loadlng above +/—.70 on the final factor. The five
factors were then 1nterpreted in light of the DAS items
load}ng hlghestﬁon them. The first three factors may ‘be
considered major ones, since together they accounted for
77.9% of the commoﬁ‘variance. _

In an effort to procure factor definitions, a modified
version of the Delphi method.of'factor-naming was employed.
The Delﬁhi-method essentially requires that a'group'of
individuals respond-to a situation, after which time they are
'provided with feedback about their responses, and are finally

requested to react to. the situation again based on the
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group's response (Linstone & Turoff, 1975). Five graduate
student interns\gﬁd'full—gjme_staff counsellors from the
University of OE;awa Counselling Service were aéproached and
told that the DAS items wereisorted into fiﬂf groups because
the -items in each group had something in common with one
another, yet were different from items in the other groups.
That is, all of the grouped items were said to reflect
anxiety about death, but that different aspects of death
anxiety were represented in each'separaté group. The interns
and staff counsellors were asked to provide a definition for.
. each of the five different factors.

After obtaining and collating the factor names generated
by the group, all five group members were given feedback
regarding the suggested factor names. The group members were
then asked to revigw the suggested definitions and again read
the DAS-items. Finally, the task of the group members was to

>
come to an agreement and choose the one description that best
defined each factor.'

“Factor 1, which accounted for 41.2% of the common
variance, was defined by the group as "Death Anxiety Denial®,
since the two items upon which the factor is based appearqg
to reflect an active denial of the anxiety usually a;sociated
with one's own eventual death. As indicated by Templer
(1970), the DAS apparently reflects anxiety related to

contemplation of one's own death and therefore would be

expressed by the DAS factors in that light. The group
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defined the second factor as "General Death Anxiety”
(accounting for 22.l1% of the common variance), since the five
items that.comprise that‘factor seemed to encompass rather
general, negatively-toned emotional responses to qne's own
death. Factor 3, which accounted for 14.6% of the éommon
variance, was characterized by the group as "Fearful
Anticipation of Death", as the items loading higbesé on the
factoxr referred to the notion of untoward circumstances
associated with one's death in the future.

The remaining two factors together accounted for as much
of the total common variance as did £factor 2 alone. Factor
4, w%ich accounted for 12.9% of the common variance, was
defined by fhe group as "Physical Death Fear", since the two
items loading highest on the factor pertained to having
cancer and the pain whicp is associated with dying and death.
The final DAS factor, which accounted for 9.2% of the common
variance, was based upon only one item loading highly on it.
The group defined.the factor as "Fear of Catastrophic Death",
because the content of the item was related to the possible
outbreak of ancther world war. A summary ©of the fachr
interpretations 1is provided in Table 5.

For the five defined DAS factors, estimated factor-score
coefficients were computed for each of the 210 research

participants. The factor-score coefficients were derived

from a least-squares regression method and were estimates

rather than exact coefficients.

111
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Table 5

FACTOR INTERPRETATION OF THE DAS ITEMS
AFTER VARIMAX ROTATION .

Item

*5

*7'

w

10

11
*14

*12
15

**9

 **13

‘Factor 1 - beatn‘Anxiety Denial
LY

I am not at all ‘afraid to die.
The thought of death never bothers me.

Factor 2 - General Death Anxiety

I am very much afraid to die.

It doesn't make me nervous when people talk about
death. ‘

The subject of life after death troubles me
greatly.

I am really scared of having a heart attack.

The sight of a dead body is horrifying to me.

Factor 3 -Fearful Anticipation of Death

The thought of death seldom enters my mind.

I dread to think about having to have an
operation. :

I am often distressed by the way time flies so
rapidly.

I often think about how short life really 1is.

I feel that the future holds nothing for me to
fear. '

Factor 4 - Phvysical Death Fear

I am not particularly afraid of getting cancer.
I fear dying a painful death.

Factor 5 - Fear of Catastrophic Death

I shudder when I hear people talking about a
World War III.

* loading between .50 and .70
** loading above .70
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On the basis of the DAS féctor analysis, five factors
were identified which appeared to reflect a number of -.
different dimensions within Templer's measurge of death
anxiety. Rather than examining the influence of varied
amounts of contact with patient-deaths (i.e., first
independent variable) and)or the influence of varied degrees
of prefessional nursing experience (i.e., second independent
variable) Qf,a single measure of death anxiegy, this project
e#plored the impact of the two major independent wvariables on
each of the five "death anxiety" factors. The individual DAS
factors were thus considered ‘as five seéarate dependent
variable measures and were used in combination with the state
and trait Enxiety dependent measures in all subsequent

statistical analyses.

NRY Factor Analysis: B

A second exploratory principal-axes factor analysis with
iteration'(Nie, et al., 1975) was computed for the 29
variables that comprised the NRI, in an effort to determine
whether a varie£y of behavicral coping.strategies reportedly
used by nurses in response to patient-deaths could be
efficaciousiy deécribed by a more manageable number of
grouped factors.

As was the case for the DAS factor analysis, an R-type

dcor;elation matrix was calculated prior .to the extraction of

initial factors. The principal-axes factoring method



114

generated five factors with eigenvalues greateruthan 1.0,
which were subsequently subjected to an orthogonal rotation
by means of the normalized varimax method. The rotated
factor matrix for the NRI varlables is presented in Table 6
According to the data in Table 6, the first NRI rotated
factor accounted for 46.5% of the common variance, whereas
the remaining four factors dropped off sharply in terms‘of
their ability to 1nd1v16ually account for large portions of
the common variance.

The "composite estimate” approach for determining NRI
factor scores was adopted in this project. According to both
Cattell (1957) and Rummel (1970), this frequently-employed
and highly recommended approach involves selecting a group of -
Qariables to represent an identified factor and summing their
values for each subject; the camputed sSums of the values for
the different variables loading'on each factor then serve as
the factor-score estimates. For the present project, those
variables with the highest loadings on each of the five
factors above the Nunnally criterion for statistical
significance of +/-.30 were included in the composite
estimates approach for factor scores. By retaining the
established statistical significance criterion level, the
factor loadings of four NRI variables (i.e.,q§R14, NRIS,
NRI10, and NRI24) fell short of statistical significance and
were subsequently excluded in the determination of

factor-score estimates.
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Table 6

VARIMAX ROTATED FACTOR MATRIX OF NRI VARIABLES ~

" Factor
NRI
Variable 1l 2 3 4 5
NRI1 -.031 .055 .220 .181 .309%*
NRI2 .044 .133 .362%* .144 .025
NRI3 ) —1059 .328%* .000 -.056 .087
NRI4 ** .019 .068 .078 .213 .203
'NRI5 .362% -.128 .143 .312 .047
. NRIb .522%* -.285 .132 .053 120 °
NRI7 -.115 .264 -.513* - .019 -.039
NRIS -.260 .670* .003 -.136 126
NRIQ ** .030 .021 .075 - .108 .000
NRI1O** .261 -.022 .184 -.068 -.058
NRI11 -.138 .478% -.229 .058 -.156
NRI1lZ2 . -.171 L454* - —-:031 .028 .060
NRI13 .037 -.143 .391* .390 -.028
NRIl4 .068 -.191 .084 .315% .039
NRI1S L122 .442%* .01l4 .081 -.091
NRIl6 .229 .042 .078 LA433* .055
NRI17 .344*% L1227 .095 .291 -.052
NRI18 .352% 060 .179 . .263 -.090
NRI1S -.024 -.020 -.094 .605% .057
NRI20 . 612% N -.243 .147 ~.037 L061
NRIZ21 .628% -.255 -.049 -.036 .243
NRIZS .485 .042 -.104 .007 . .642*
NRIZ3 .5587%* -.112 .265 .236 -.078
NRI24*%* -.127 .133 -.063 .282 .003
NRI25 -.037 -.030 .104 .069 .630%
NRIZ26 . 036 -.085 .146 .348%* .123
NRI1l27 -~ .102 -.102 L492% .125 .126
NRI28 .256 .062 .521%* .094 .040
NRIZS -.235 .376 -.544%* .073 -.216
% of Common <
Variance . 46.5% 18~ 2% 13.4% 12.0% 9.9%
Cumulative )
Percentage 46.5% 64.7% 78.1% 90.1% 100.0%

* Joadings statistically significantly above +/-.30 for

each factpr.

. ** yariables excluded due to nonsignificant loadings dgﬂgny*”’
factor.

/
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As evidenced by ;he.data.presented in Table 6, seven NRI
variables loaded above the level of statistical siqhificance
on Factor 1, five NRI varigbles loaded\above the level of ¥
statistical significance oh Factor 2,.six NRI variables
loaded above the level of statistical significance on Factor
3, four NRI variables loaded above the level of statistical
significaﬁce on Factor 4, and three NRI variables loaded ¢
abové the level of statistical significance on Factor 5.
According to the computational descriptions of the composite
estimates approach (see Cattell, 1957; Rummel, 1970), the |
range of summed numerical values for the group of seven NRI
variables loa&ing highest on Factor -1 was fou?d to vary from
0 to 28 foé each research participant, with the numerical
value of each NRI variablé itself ranging between 0 and 4.
Summed numericaltvalues for the NRI variables loading highest
on Factors 2, 3, 4} and 5 were determined in a similar
fashion. ]

In order to obtain appropriate definitions for the five
NRI factors, the modified version of the Delphi method of
factor—qgming was used in the same maéner as it had been for
naming the DAS factors. Again, five graduate student interns
and full-time staff counsellors from the University of Ottawa
Couﬁselling Service were approached and informed that the
NRI's ~items were.divided into five classes and that the items
comprising each class shared something in eommon, yet

-

differed in some respects froﬁ items found in the other
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*classes.  While all of the NRI items were described as
indic;tive of nurses?‘response styles following

"patient-deaths in hospitals, the items in each class were
said to reflect an aspect of responding to patient—deathé
that in some way distinguished one class_from another. The
interns and staff counsellors were then asked to provide a
dgfinition for each of the five different classes.

After obtaining and collating the definitions generated
by the factor—néming groﬁp, all five group members were
provided with feedback abéut the variety of sgggested
factor definitions. The group members were then asked to
review-the suggested definitions, as well as the items that
comprised all five NRI clésses. Finally, the group was
instructed to come to an égreement and decide which of the
alternative factor names best defined é;ch NRI factor.

Factor 1, which accounted for 46.5% of the common’
variance, was defined by the group as an "Avoidance”
response, since the items that comprised the . factor were
considered to-reflect movement away from contact with others.
Factor 2, which accounted for 18.2% of the common variance,
was defined by the group as an "Altruism" response. It was
the group's decision that the items in factor 2 represented
examplary kinds of nursing behaviors that could be enlisted
during times of crisis, such as when patients die. The
definition offered for Pactor 3 (which accounted for 13.4% of

the common variance) was.that of an "Emotion Suppression”

response, since the items that comprised the factor suggested

L



a conscious suppression of emotional reactions that might
accompany a patient's death. Factor 4, accounting for 12.0%
of the common variance, was defined by the group.as a
"Blaming" response that could be either self- or _
other-directed. [The group of four items included in this
factor were considered by the interns and staff counsellors
as repreéenting the ways in which a nurse might seek to place
responsibility for the patient's death onto someone, either
herself or someone else. The three items which comprised
Factor 5 (accounting’ for 9.9% of the common variance) were
characterized by ‘the group as.collegtively denoting a

" Sympatity" response, because the items apéarently reflected
feelings of sorrow over the death of a patient and a need to
share one's sorrow with the grieving family. Table 7

. presents the factor interpretations for the NRI items. Only
those NRI items that demonstrated statistically significant
loadings above tge +/-.30 criterion level for each of the
NRI's fivé fact&rs were included in the interpretation.

On the basis of a principal-axes factor analysis and
derived composite factor scores, five categories of
behavioral coping strategieé used by hospital nurses in
response to patient-deaths were identified. 1In order to
determine whether and to what degree the categories of
behavioral coping responses could be considered correlates of
death anxiety, state anxiety, and/or trait anxiety, -Pearson

product-moment correlation coefficients were computed, using

118
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Table 7 *

FACTOR INTERPRETATION OF THE NRI ITEMS

AFTER VARIMAX ROTATIOCN

Item

17

18
20

21
23

j 2 e s PV

12
15

[3%)

13
27

28
29

14
16

19
26

22
25

Factor 1 - Avoidance

HHHHMHHKMH

withdraw from other people.

ask to not work with dying patients for awhile.
talk sarcastically to others.-

begin to blush. *

call in sick. ‘

just take the day off.

try to avoid working with dying patients.

Factor 2 - Altruism

H M

prepare the body for the family's visit.

try to comfort the patient's family.

try to remain composed and "in control" in
front of others.

try to comfort my co-workers who act as though
they are upset.

"watch" what I say in front of others.-

Factor 3 - Emotion Suppression

HHH

’
leave the nursing unit.

dontinue working as I did before the patient's
death.

am slow to return to my assigned nursing duties
with other patients. '
slow down my pace at work.

leave the unit so that I can just be alone.

try to continue working as I did before the
patient's death.

Factor 4 - Blaming

=

act surprised and shocked.

react violently to things unrelated to the
patient's death. .

ask others, "What went wrong? How come the
patient died?"

try to give more nursing care to other patients
than I did hefore a patient's death.

Factor 5 - Sympathy

I
I
I

start crying.
call or visit the patient's family.
send flowers or attend patient's funeral.
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the SPSS subprogram Pearson Corr (Nie, et al., i975), between
each of the ﬁRIdcategorieS'and the seven dependent measures.
Since it was not known in advance whether the possible
elationships between the NRI categories and the dependent
measures would be positive or negative, two—tailed tests of
statistical significance were applied for each coefficient.
In addition to computing product—moment correlation
coefficients for these data (as well as for data to be .
reported in later sections of this chapter), eta correlation_
coefficients were computed to ascertain\whether non-linear.
relationshipé, rather than linear associations, existed;
however, no etatistically significant non-linear
relaticnships were found to ex1st.

An immediate impre551on gleaned frOm the data in Table 8
is that the five NRI categories of coping:responses appear to
represent behavioral correlates of death anxiety, and
demonstrate some relationships to State and/or Trait anxiety.
‘The correlation coefficients for'the relationship of
"avoidance" with the seven dependent measures ranged from
-.016 to .394, with‘five'of the seven coefficients attaining
statistical significance. More specifically, "Avoidance" was
found to be statistically significantly correlated with three
of the five death anxiety factors, as indicated by its
inverse relationships with Death Anxiety Denial (r of -.149,

p < .05) and General Death Anxiety (r of -.355, p < .01) and

its positive relationship with Fear of Catastrophic Death

/—/
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~ Table 8
PEARSCN PRODUCT-MCMENT CORRELATION COEFFICIENTS FOR
NRI BEHAVIORAL COPING RESFONSES WITH MEASURES

OF DEATH ANXIETY, STATE ANXIETY, AND TRAIT ANXIETY

Cmsi® pas?® pass®  pase® pass®  state  Trait
Avoidance _.149%  —.355% 012  -.016  .175%%  .167*%  .394**
Altruism 054 205%*% -.035  -.127 -.085  -.118  -.147*
Broticn
Suppression -.008 - .148* -.008 .046 .075 003 .042
Blaming 073 -.113 -.139*  .056  .009 L207%%  L313%*
Sympathy ~.134 =127 .022 .145% 002 077 -.009

* p < .05, two-tailed test.of statistical significance.
** p < .01, two-tailed test of statistical s:.gnlflcance.
Death Anx?oty Denial.

General Death Anxiety.

Fearful Anticipation of Death. -
Physical Death Fear.

Fear of Catastrophic Death.

OO0 T
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(r of .175, p < .01). The negative‘coefficiéntg may'ge
viewed as signifying that as Death An;iety Denial and General
Death Anxiety increase, the use of an. Avoidance strategy -in
response to patient-deaths éecreaseé;‘alterna;ely, thé
positive correlation coefficients may be viewed as signifying
direct felationships between any two variables. Avoidance.
was also fouhd to ke directly felated ﬁé State anxiety (r of
.167, p < .01), the meaéure adopted in this projecf to
reflect ‘the situational anxiety associated with the death of
another person. Finally, the use of Avoidance was found to
be ﬂirectly related to a nurses' relative ievéi of gengral
Trait anxiety (r of .3%4, p < .0l). |

The second NRI coping strétegy,‘?Altruism“, wés found to
be statistically sigﬁificantly related td General Death
Anxiety (r = .205, p <-.01), suggesting that as General Death
Anxiety increases, a nurse may similarly increase her use of
_the Altruism coping stragegy when confronted witﬁ.' ‘
patient—deaths. Altruisn also correlated in a statistically.
significant inverse fashion with the measure of traitrahxiety
(r = -.147, p <.05), reflecting the increased use of a.
particuléé type of coping response in.ordef to reduce one's
level of general anxiety.

"Emotion Suppression’ alsd correlated;at_é statistically-
significant level with General Death Ahxietf (r = .148;:E <
beS). This finding would suggest that as General Death

anxiety increases, a nurse's use of Emotion Suppression would
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also.zncreage in:Srder‘for her to.successfully manage her
response to patieﬁt-deaths. Beyond the one observed
relatiOnship'wiEh General Death Anxiegy, the Emotion
Spppression reéponse was notJféhhd to statisticélly-

-

significantly corrélate with any of the other six dependent

‘measures.

Statistically significant correlation coefficients were

-

obtained between the Blamidg response ang Fearful

AnticipationAof Death (r = -.139, p < ..05), the measure of

state anxiety (r N207,_E <.01), and the measure of ‘general

trait anxiety (r ,.313,T2 <.01). The_ipvérse rélatiqnship
of Blaming with Fearful Anticipation of Death would suggest
that the Blaming response servesjto reduce thg‘discomfort
associated with anticipation of one's own déath. Direct
relationships were obtained between the Blaming résponse and
the state énd traitranxiety scales, perhaps suggesting that
as one engages the Blaming response.following patient-deaths
one's anxiety associated with those deaths as well as oné's_
level of general anxilety would both tend to also increasé}
The "Sympathy" response was found to be sﬁgtistically
significantly related to Physical Death Fear (r = .145, p <«
.05), although its relationship with Death Anxiety Denial
approached significgﬂ%b. One may infer that as the fear
associated with physical death increases, the;e would tend to
be a corresponding increase in the use of a Sympathy coping

response. u

Despite the faéi that the statistically significant
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cdrre;ation coefficients obtained between the five behavioral
coping responses and the other Seven dependent measures were
generally low in magnitude, the evidence indicated that the
death anxiety factors and indices of state and trait anxietys
may be‘partialf} réflectedlin the‘oveft behavioral actions of
participants in this samplé.

In all further statistical analfses, the impact of the
two major independent variables will be assessed in relaticn
ito the five death anxiety factors, the measure of staté
an#iety, the measure of trait anxiety, and the five'. Kh—
behavioral coping strategies used by nurses in response to
paﬁient—deaths. Given the increased number of dependent
measures used in the project, the null hypotheses may be
,revised at this'time to include the various dependent
measures aﬁd to address possible interaction effects.

1.0 There ére no statistically significant, differences
. among nu%seg who report varied amounts of contact with
paﬁient~de;ths on their levels of Death Anxiety Denial
< (1.1), General Death Anxiety (1.2), Fearful Anticipation
of Death (1.3), Physical Death Fear (1.4), Fear of

-Cétastrophic Death (1.5), state anxiety (1.6), trait

anxiety- (1.7), Avoidance (1.8), A;truism (1.9,

Emotion Suppression (1.10), Blaming (1.11), or

Sympathy (1.12), when the effects of age and history

of personal loss are statistically controlled.

2. There are no statistically significant differences .
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among nurses who. report varied degrees of professional
nursing exgerience on their levels of Death Anxiety
Denial (2.1), General Death Ainxiety (2.2), Fearful
Anticipation of pDeath (2.3}, Physical Death Fear (2.4),
Fear of Cataserophic'Deatp (2.5), state anxiety (2.6},
rrait anxiety (2.7)+. avoidance (2.8). Altruism (2.9).
Emotion Suppression (2.10), Blaming (2.11), or Sympathy
(2.12), when the effects of age and history of personal
loss are statlstlcally controlled.

3. There are no statistically significant interaction
effects between‘varied amounts of.contact with
patient—deaths and varied degrees of professional
nursing experience on aurses' levels of Death anxiety

.Denial (3.1Y, General Death Anxiety (3.2). Fearful
Anticipation of Death (3.3). Physical Death Fear (3.4).
rear of catastrophic Death (3.5{, state anxiety (3.6),
trait anxiety (3.7). avoidance (3.8), Altruilsm (3.9,
Emotion Suppressxon (3.10), Blaming (3.11), or sympathy
(3.12), when the effects of age and history of personal
loss are statistlcally controlled.
) The parenthetical expressions found in each
hyéothesis refer to the specific dependent measures .that

precede them.

Relationships of Age and Loss to Dependent Measures:

according to Empirically-derived evidence, it had been
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hypothesized that the variables of age ahd/or having a
history of personal loss through thé death of someone close
are related to death fear or deathlgnxiety. In order to
explore whether such hypothesized relationships do, in fact,
exist for the participaﬁts in';he preseng\study; Pearson .$::
product-moment correlation coefficients were computea between
the age variable and all 12 dependent measures. Sincé.the
ﬁeasurement level of the history of personal less va;iable -
(abbreviated "Loss") was considered ordinal in nature {i.e.,
ranging in value from 0 ("no history of personal loss*)
through a value of 5 ("profound sense of loss™)), Spearman
rank-order correlation coefficients were computed betweén the
loss variable and the dependent measures. The results of the
combined correlation analyses are presented in Table 9. For
purposes/;f tabular presentation, the five death anxiety
measures are abbreviated DAS1 (Death Anxiety Denial), Das2
(General Death Anxiety), etc. Similarly, the five coping
responses are abbreviated NRI1 (Aveidance), NRI2Z (Altruism),
etc.

As is evident, the age/vgriable was found to correlate
at a statistically significant level with Death Anxiety
Denial (DASl) (r = =-.441, p < .0l) and the Sympathy coping
response (NRIS5) (r = .215, p<.0l); however, the age variable
failed to significantly correlate with any of the remaining
dependent measures. Because of the association of two .

dependent measures with the age variable, all future
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. Table 9

1#a CORRELATICN COEFFICIENTS BEIWEEN AGE AND LOSS AND;.

'MEASURES OF DEATH ANXIETY, STATE AND TRAIT ANXIETY, AND
BEHAVIORAL QOPING RESPONSES

a DAS1 DAS2 DAS3 DAS4 DAS5 A-ST A-TR NRI1 NRI2 NRI3 NRI4 NRIS
Age” -.441** -.089 .026 .118 -.073 -.078 -.126 -.036 .025 -.028 .005 .215%*

Lossb -.036 -.028 =-.021 .077 .149* -.091 -.094 -.0l1 L152% (112 .01l .075

a Pearson product-mcment correlation coefficients.
b Spearman rank-order correlation coefficients.

*  p<.05 '

** p<.ol
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statistical analyses-that involve Death Ahxiety Denial and/or
the Sympathy bbping response must take into acccount the
influenée exerted by one's age and soO statgstically control
for its effects. Since statistically significant
relationships of age with the other débendent meagures were
" not found to exist, it was decided that statistical_control
for age's potential effekts could be deferred in analyses
that involvecd the four -rémaining death anxiety meaéures, the
measures of state and trait anxiety, or the four remaining
behavioral coping feéponses.
| Thd loss variable was similarly found to correlate at a
statistically significant level with Fear of Catastrophic
Death (DASS) (r = .149, p < .05) and the Altruism coping
response (NRIZ2) (r = .152, p<.03); according to the comphted
results, no other dependent measure demonstrated a
statistically significant'relationship with ﬁhe loss
variable. Therefore, in subseqﬁent statistical analysis tbat
involve Fear of Catastrophic Death and/or the Altruism coping
response, it will be necessary .to impose statistical con;rol
over the effects of loss. No such imp;sitions of statistical
control for the effects of loss need be employed for the
other dependent measures in the project.

On the basis of results from the preceding correlation
analyses, the analyses of the statistical null hypotheses
could be initiated, controlling for +he effects of age and

loss where appropriate.
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Analyses of Statistical Null Hypotheses:

~

The approaches selected as the most efficient and
appropriate means of addreséing the statistiéal null . \\
hypotheses were two-way analyses og variance and two-way'
analyses of covariance. A separate analysis of the main
effects éf theVMtwo independent variables and their possible
interactions was conducted for each of the 12 dependent
measures. Due_ to the fact that the intercorrelatioh
coefficients among the dependent measures Were quite low
(ice., ranging from .003 through .394), the multivariate
analysis of variahce approach could not be used in this
project.

A 2 x 2 fixed-effect analysis of variance design was
adopted to explore whether the main effect of varied amounts
of contact with patient-deaths (Hypothesis 1) and/or the main
effect of varied degrees of professional nursing e;perience_
(Hypothesis 2) and/or the interaction of the two independent
variables (Hypothesis 3) exerted ; statistically significaﬁt
effect upon five dimensions of personal death anxiety, -
anxiety associated with another's death, general trait
anxiety, and five categories of behavioral coping responses
. reportedly used by nurses. '

The independent variable "amount of contact with
patient-deaths" was éichotomized and defined as either "low-="
or "high-contact". The determination of low or high contact

was made on the basis of reported estimates of contact with
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patient-deaths (see Biographical Data Sheet, item F) and on
the basis of the type of %ospital unit on which a nurse

reported to have been employed (see Biggraphical Data Sheet,

item 6). As indicated in Table 3, nurkes reporting

comparatively low amounts of contgct wit patientJdeaths.

(n = 103) correspondingly worked on "lowAdeath-rate" units *
(i.e., psychiatricj pB/GYN/newborn nursery, and surgical
units), whereas nurses reporting comparatively high amounts

of contact with patient-deaths (n = 107) correspondingly
worked on "high-death-rate" units (i.e., medical, emergency,
and ICU/CCU/recovery units). Thus, the type of unit on which
a nurse was employed was consider?d to Best reflect her
approximate amount of contact with patignt-deaths.

By means cof a median split for tﬁijkeported years
actively spent in professional nurs%Pé (see Biographical Daté
Sheet, item B), the entire sample of nurses was divided into
two groups for the second independent variable. One group
consisted of "low-experience" nursés (n = 107),,in which the

{
degree of professional nursing experience ranged from seven

months to six years, while the cond group was comprised of

"high-experience” nurse 103), whose degrees of
professional nursing eéperience ranged from seven yvears to 38
years. |

In order to explore the main effects and/or the

interaction effects of the independent variables, the two

"contact" groups and the two "experience" groups were
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combined to produce a 2 x 2 design, consisting of four groups
of nurses: (a) nurses having low contact with patient-deaths
and low professional‘nursing experience (n = 44); (b) nurses
having high contact with patignt—deaths and low professional
nursing experience (n = §3); - (¢) nurses having low éontact
with patient—deaths and high profeésional nursing experience

. b ™

(n = 59); and (d) nurses having sigh contact with

=]

patient-deaths and high professional nursing experience
(n = 44).

In order to adjust for the inequality of cell
frequencies and the consequent nonorthogonal nature of the
design, a hierarchical approach to the analysis of variance
in each main éfféct and interaction efféct was employed.
According to Nie, et al. (1975, Pp- 414), by specifying the
option for a hierarchical approach in the SPSS subprogram
Anova, each typé of effect is evaluated separatelj"and
hierarchically., ;ith adjustments made for the effects of each
variable prior to assessing the effects of subseguent
variables or interactions. For those instances in which a
covariafe is to be included in an analysis (Nie, et al.,
1975, p. 416), the main effects will be assessed first,
followed by an assessment of the covapiate's'effect, with
adjustments then made for the main effects. Finally, the
interaction effect will be computed after adjustments have
been made for: the influence of‘the covariate.

Table 10 presents the means and standard -deviations
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obtained by the four ésoups ofvnurses on each of the
dependent measures.

Since each two-factor analysis of variance or covariance
is designed to examine the three statistical null hypotheses,
~the three separate findings which result frpm an analysis of
variance will each be addressed to the respeetive null
hypothesis. Thus, for example, should neither the mais
effects nor the interaction effect on, for example, the third
dependent measure, be found to reach statistical
vsignificance, the decision t¢ not reject a null hypothesis

will be stated as follows:

s,
’

"Therefore, nuii hypotheses 1.3, 2.3, and 3.3 could
not be rejected.”

By means of the SPSS subprogram aAnova (Nie, et al.;
1975), a two-way fixed—eﬁfett hierarchical analysis of
~covarilance was computed, statistically controlling for the
effects 0of age, to determine whether varied amounts of
contact with patient-deaths and/or varied degrees of
professional nursing experience and/or their intexaction
significantly influenced the level of measured Deaﬁh Anxiety
Denial. The results of the analysis are presented in Table
1l. According to the summary table, no statistically
significant differences in levels of reported Death Anxiety
Denial were found to exist between nurses who have either low

or high amounts of contact with patient-deaths: F(1l, 205) =

2.97. Therefore, null hypothesis 1.1 could not be rejected.



Table 10 \\

MEANS AND éﬁRNEARD DEVIATIONS FOR
FOUR NURSING GROUPS AND TOTAL SAMPLE (N
CEPENDENT MEASURES

Dependent Group 12 Group 2b Group 3¢ Group 4d Totale5
Measures X sb X sb X S X sb X S
Death Anxiety Denial .29 .48 .21 .64 -.37 .93 -.10 .90 .00 le

General Death Anxiety .08 .71 .10 .66 -.17 .94 -.03 - .70 .00 .77
Fearful Anticipation ' e

of Death -1 73 .07 .77 .19 .74 -.19 .68 -.00 .75
Fhysical Death Fear -.10 .76 -.10 .70 .14 .8 -.03 .78 -~-.00 .78
Fear of Catastrophic . .

Death -.12 .74 .06 .74 -.00 .76 .03 .76 -.00 .75
State Anxiety 49.5 9.2 42.7 8.8 42.7 10.9 44.4 10.0 44.5 10.0
Trait Anxiety 38.7 9.0 37.4 8.2 36.0 7.8 37.1 7.8 37.2 8.2

L
Avoidance 2.3 2.8 1.7 2.9 2.4 3.2 1.7 2.6 2.0 2.9
Altruism 13.0 3.7 15.1 3.1 12.7 3.9 15.2 - 3.2 14.0 3.6
Bnotion
Suppression . 8.6 1.8 8.1° 1.5 8.4 1l.6 8.4 2.3 8.3 1.8
Blaming . 4.4 2.8 3.5 2.4 3.8 2.3 4.1 2.7 3.9 2.5
Sympathy 1.0 1.5 .6 1.0 1.1 ].6 1.0 1.8 9 1.5
a = low contact X low experience, n = 44. -
b = high contact X low experience, n =.63. (
¢ = low contact X high experience, n = 59. AN
é = high contact X high experience, n = 44.
e = 210 research perticipants.



Table 11 |

ANALYSIS OF COVARIANCE FCR THE EIFE‘EE'fS CF

CONTACT WITH PATIENT-DEATHS AND ‘
PROFESSIONAL NURSING EXPERTENCE (N DEATH

ANXIETY DENIAL, CCNTROLLING FOR THE EFFECTS OF AGE

1=

Source of Variation S8 4df MS
A (Contact) 1.58 1 1.58 2.97
B (Experience) 12.26 1 12.26  23.07%
AB 1.09 1 1.09  2.05
Brror 108.95 205 .53

- . L]
* p < .001,
e 8

134
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With regard to the influence of professional nursing
experience on the dependent measure, a statistically -
significant difference in the level of reported Death Anxiety
Denial was found to exist between nurses who possessed
differing degrees of professional nursing experience, even
when statistical adjustments were made for the effects of
age: F (1, 205) = 23.07 (p < .001). Inspéction of the mean
Death Anxiety Denial scores for the low- andchigh—experience
groups indicated that nurses who possessed a low degree of
"nursing expeﬁjénce (as defined in this study) reported a
significantly greater degree of Death Anxiety Denial than did
high-experience nurses. The significant main effect obtained
.in the present analysis might have been expected, since age
was previously found to significantly correlate in an inverse '
fashion with measured Death Anxiety Denial (r = -.441, p<

.01). The results may also be partially explained by the
fact that the age variable was found to statistically
significantly correlate with one's degree of professional _
nursing experience (r = .69, p < .00l). This particular
correlation coefficient indicated that younger nurses tended,
as a group, to possess lower degrees of professional nursing
‘experience than the group of older nurses. On the basis of
-the obtained significant effect of experience, null
hypothesis 2.1 may be rejected.

Finally, as indicated in Table 11, there was no

statistically significant interaction effect for the two
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independent variables on measured.levels-of Death Anxiety
Denial: F (1, 205) = 2.05. Thus, null hypothesis 3.1 could
not be rejected.

a téo—way fixed-effect hiefarchical analysis 6f_variance
was computed to ascertain wheﬁher varied amounts of'¢ontact
wfth Patient-deaths and/or varied degrees of professional‘
nursing experience and/or their interaction-gignificantly E
influenced levels of measured General Death Anxiety. Table
12 presents a summary table of the ;eéults-of the analysis.
Regarding the influence of varied amounts of-contéct_with
patient-deaths, no statistically significant differences were
found on the measure of GeﬁéralfDeath Anxiety for nurSes-who ‘
reported either low or high amounts of contact with
patient—-deaths: F (1, ?06) = 1l.31. Consequently, null
hypothesis 1.2 could.not be rejected.

.Likewise, no statistically significant differences in
measured General Death Anxiety were obtained .among nurses who

reported having either low or high degrees of bréfessional
‘ nursing expeéience: F (1, 286} f'2.93.- Henée, null
hypothesis 2.2 could not Le rejected. |

Finally, no statisticallf significant interaction effect:
for the influence of the two ihdependent vatiabies upon
levelé of'meaSured General Death Anxiety was found to exist
for the present sample of nurses: F (1, 206} = 252.. |

Therefore, null hypothesis“3.2 could ﬁot be rejected.

A second two-way fixed-effect hierarchical analysis
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ANALYSIS OF VARIANCE FCR THE EFFECTS OF

Table 12

CONTACT WITH PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE CN

GENERAL DEATH ANXIETY

*us

Source of Variation =S af us F
A (Contact} .78 1 .78 1.31
B (Experience) 1.74 1 Jd.74 2.93
AB 3101 .31 .52
Error "206 .59

157
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of variance was computed to explore ‘whether varied amounts of
contact w;th patient-deaths and/or. varied degfees of
professional nursing expérience and/of an interaction of the
two independent variables exerted a statistically significant
influence on the levels’of measured Fearful Anticipation of
Death. A summary table outlining the results of the analysis
is presenteé in Table 13. According-to the analysis of
variance, the main effect of contact with patignt-deaths was
found to be statistically non-significant: F (1, 206) = .53.
The obtained é—value may be interpreted to mean that no
statistically 'significant differences in measured levels of
Fea:ful Anticipation of Death were found among'nurses who
gepdrted having either low or high amounts of contact with
paﬁient—deaths. Therefore, null hypothesis 1.3 could not be
rejected.

similarly, no statistically significant differences in
measured levels of Fearful Aﬁticipation of Death were found
to exist among nurses who reported either low or high degrees
of professional nursing experience: F (1, 206) = .16. Due to
this finding, null hypothesis 2.3 could not be rejected.

However, as indicated in Table 13, a significant
interaction effect for the influence of the independen£
variables was obtained: £ (1, 206) = 9.13 (p < .003).
Consequently, null hypothesis 3.3 may be rejected.

A graphic representation of the interaction of contact

with patient-deaths and professional nursing experience 1is



ANALYSIS OF VARIANCE FCR THE EFFECTS OF

Table 13

CONTACT WITH PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE ON
FEARFUL ANTICIPATION OF DEATH

Source of Variation SS. dat MS F

A (Contact) .29 1 .28 .53
B (Experience) .09 1 .09 .16
AB 5.03 1 5.03 9.13*-
Error 113.41 - 206 .55

* p < .003

138



shown in Figure 2. It is evident from Figure 2 that nurses
who possess a low degree of professional nursing experience

report increasingly higher levels of Fearful Anticipation of

Death as thel amount of contact with patient-deaths

increaseg, whereas nurses who possess a high degree of
nursing experience report increasingly lower levels of
Fearful Lnticipation of Death as their amount of contact with

f :
patientﬁﬁeaths increases.
\ .

_ On tkhe basis of having obtained a significant
interaction, theé decision was made to compute tests of simple
main-effects for each independent variable (Kirk, 1968).
Table‘l4 presents a summary table for tests of simple
main-effects in the present analysis. According to that
summary table, it may be concluded that a.statistically
_significant difference in measured levels of Fearful
éﬁticipatiOn of Death exists between nurses with low and high
amounts of contact with patient—deaths,.but only at the high
_1evei of professicnal nursing experience: F (1, 202} = 6.46
© (p < .025). |
| A £hird two-way fixed-effect hierarchical analysis of
variance Qaé.computed to ascertain whether varied amounts of
éoéﬁact with patieﬁt-deaths and/or varied degrees of

professional nursing experience and/or an interaction of the

independent variables significantly influenced nurses' levels

‘ -
of measured Physical'Death Fear. A summary of the analysis

of variance results is presented in Table 15. Evident in

140



of Death

.

Mean Values for Fearful Anticipation

- - R 2
a ] [——-—0 = low experience
0------ 0O = high experience

> .
Auaunt of Contact with
‘~Batient-Deaths

Figfzre 2. - Significant interaction effect between contact
and experience on Fearful Anticipation of Death
‘measure. e
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- ANALYSIS OF VARIANCE FOR THE EFFECTS OF

Table 14

QONTACT WITH PATIENT-DEATHS AND

PROFESSIONAL NURSING EXPERIENCE CN
FEARFUL ANTICIPATION CF [EATH,

EXAMINED FOR SIMPLE MAIN-EFFECTS

142

Source of Variation 58 af MS - F
A (Contact) .29 1 .29 .52
“Aath .99 1 .99 1.76
A at by 3.62 1 3.62 6.46*
B (Experience) .09 1 .09 .16
B at a; 2.38 1 2.38 4.24
B at 2 1.85 1 - 1.85 3.30
AB 5.03 1 5.03 8.96*
Error 113.40. . 202 .56
* p <.025
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ANALYSIS OF VARIANCE FCR THE EFFECTS OF

Table 15

OONTACT WITH PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE ON

PHYSICAL DEATH FEAR

Source of Variation sSs df MS F
A (Contact) 1.35 1 1.35 2.21
B Experience) .65 1 .65 1.06
AB .10 1 .10 .17
Error 125.98 206 .61

”

T



Table 15 are the findings that no statistically'significant
differences were obtained in terms of measured levels of
Physical Death Dear for nurses with varied amounts of contact
with patiént-deaths (F (1, 206) = 2.21) or varied degrees of
professional nursing experience (F (1, 206) = 1.06).
Moreover, the analysis failed to reveal a statistically

significant interaction of the two main effects (E (1, 206) =

.17). Conseguently, null hypotheses 1.4, 2.4, and 3.4 could
notlbé rejected.

A second two-way_fixed-effect hierarchical analysis of
c0variance‘waé computed,- statistically controlling for the
“effects of loss, to determine whether varied amounts of
tontact with patient—deathé and/or varied degrees of
professianal nuraing éxperience and/or’ an interaction of the
independent variables have a aignificant effect upon nurses'
levels of ﬁeasured Fear of Catastrophic beath. Actording to
the summary of the covarlance analysis in Table 16, no
statlstlcally SLgnlflcant dlfferences in measured levels of
Fear of Catastrophlc Death were found for nurses who reported
either varied amounts of cogtact with patient-deaths (F (1,
205) = 1.18) or varied degrees of professional nursing
experience (F (1, 205) = .16); in addition, no statistically
significant interaction effect was found (F (1, 205} :~.46).
Hence, null hypotheses-1.5, 2.5, and 3.5 could not be

rejected.

A fourth two-way fixed-effect hierarchical analysis of



Table 16

ANALYSIS OF COVARIANCE FCR THE EFFECIS OF

CONTACT WITH PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE ON°

FEAR OF CATASTROPHIC LEATH,

CONTROLLING FOR THE EFFECTS OF LCSS

Source of Variation ss daf MS F

¥
A (Contact) .66 1 .66 1.18
B (Experience) .09 1 .09 .16
AB .26 1 .26 .46
Error 114.99 205 .56
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variance was computed to ascertain whether varied amounts ;f
contact with batient—déaths and/or varied degrees of
professional nursing experience and/or their interaction
exerted a significant influence on measured levels of State
Anxiety (i.e., the anxiety one may experience in relation to
the death of another person). The results of the analysis
are summarized in Table 17. Inspection of the summary table
indicates that neither the main effect for contact with
patient-deaths nor the main effect for professional nursing
gxperiénce was statistically significant. That is, no 4
statistically significant‘differenceé were found to exist on
levels of measured State Anxiety for nurses having_either low
.or high amounts of contact with patient-deaths (F (1, 206) =
2.65) or for nurses possessing low or high degrees of |
professional nursing experience (F (1, 206) = 3.24). Thus,
null hypotheses 1.6 and 2.6 could not be rejected.

Despite the findings of no significant main effects in
this analysis, a statist&cally significant interaction was
obtained: F (l,.206) = 9.44 (p < .002); therefore, null
hypotheses 3.6 may be rejected. Figure 3 depicts a graphic
fepresentation-of the interactive effect of éontact with
patient-deaths and professional nursing experience on
measured levels of State Anxiety. According to Figure 3,
low-experience nurses' reported levels of State Anxiety
(i.e., éﬁxiety associated with the death of énother pergon)

tend to decrease as the amount of contact with patient-



&
Table 17 .
ANALYSIS OF VRRIANCE FOR THE EFFECTS OF
CONTACT WITH PATIENT-DEATHS AND
PROFESSTONAL NURSING EXPERIENCE ON
STATE ANXIETY
Source of Varia%n S8 df Ms F
I e
. \/ i
A (Contact) \Jzéms 1 254.36  2.65
£ IS
B (Experience) 311.27 1 311.27 3.24
2B 906.37 1 906.37 9.44*
Error ’ 19772.06 206 95.98

*

P <.002
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Mean Scores for Measure

of State Anxiety

. O———A= low - experience
O------- [= high experience

50
49
48

Low . High
. Amount of Contact with
tient-Deaths

Figure 3. Significant interaction effect between contact
and experience on measure of State Anxiety.
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deaths increases."However, thejgz;elﬁ\gf/sgpgrted State
Anxiety among high-experience Qgrses tend to increase
”slightly as high~ex§erience nurses increase their amouhts of
cbntact with_paéient-deaths.

Due t§ the significanﬁ interaction effect, the decision
was madé'ﬁo compute tests of simple main—effects for each
independent Qariable. 'Table 18 prov1des a:S;\\ary of the
'tests of simple main-effects for the pre anqu51s of
variance. According to Table 18, it may be concluded that a
stat;stically significant difference %n levels of measured
StaterAnxiety exists between nurses who have-'low amounts of
,Eontact with patient-deaths and those who have high amounts
of contact with patient-deaths, but only at the low level of
professional nursing experience (F (1, 202) = 12.07, p< .
.025). similarly, it may be concluded that a statistically
significant difference in levels of measured State Anxiety
exists bétween nufses who have a high degree of nursing
experilience, but only at the low level of contact with
patient-deaths (E (1, 202) = 11.68, p<,.025).

A fifth two-way fixed-effect hieragbhical analysis of

.
variance was computed to determine whether varied amounts of
contact with patient-deaths and/or varied degrees of
professional nursing experience and/or an intefaétion of the

lndependent variables significantly influenced nurses'’

measured levels of general Trait Anxlety. The summary table

-
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Table 18

ANALYSIS OF VARIANCE FOR THE EFFECTS OF
OONTACT WITH PATTENT-DEATHS AND

PROFESSIONAL NURSING EXPERIENCE ON

STATE ANXIETY,

* EXAMINED FOR SIMPLE MAIN-EFFECTS

iation ss df

Source of Var daf Ms £
&, (Contact) 254.36 . 1 254.36  2.59
Aatby 1181.75 1 1181.75 12.07*
A at™b, 70.22 1 70.22 .71
* B (Experience) . 3127 1 311.27  3.18
Bata ° 1144.03 1 1144.03 11.68*
B at a, ] < ne 1 73.63 .75
3B 906.37 1 906.37  9.26*
Error _.19772.06 202 97.88
* p <.025
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Y
of the analysis is presented in Table 19. ‘The results
indicate thet no statistically significant'differences in
measu;ed levels of general Trait Anxiety were found for
nurses who reported varied amounts of contact w1th
patient-deaths (F (1, 206) = .Ol) or for nurses who reported
varied degrees of profe551onal nursing experlence (F (l 206)
= 1. 52) leew1se, no statistically s;gnlflcant interaction
effegt was found to exist (F (1, 206) = 1.09). Hence, null
hypotheses 1.7, 2.7, and 3.7 could not be rejected.

A sixth two-way fixed-effect hierarchical analysis of
varianoe:was computed to specify whether varied amounts of
contact:eith petient-deaths and/or varied degrees of
professional nursing experience and/or an interaction of the
two main effects significantly influenoed nurses' use of the
Avoidance cop?ng strategy in responseuto patient-deaths. As
.insoection'of the data in Table 20 reveels, no statistically
significant differences were found in regard to the extenﬁ to

wh;ch nurses with varied amounts of contact with

patient-deaths reportedly use the Avoidence stragegy (F (1,

206) = 2.67) or in regard to the extent to which nurses with
varied degrees of professional ansing experience™use the {;’-
Avoidance strategy (F (1, 206) = .02). Finally, no

statistically significant interaction effeot was found:lg (1,

206) = .0l. On the basis of the absence of significant

results in this analysis, null hypotheses 1.8, 2.8, and 3.8

could not be rejected. Eigﬁb
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Table 19

ANALYSIS OF VARIANCE FOR THE EFFECTS OF .

 CONTACT WITH PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE N

Source of Variation Ss af MS F
A (Contact) .80 1 .80 .01
B (Experience) 102.66 1 102.66 1.52
AB 73.94 1 73.94 1.09
Error 13902.43 206 . 67.48
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- Table 20

ANALYSIS OF VARIANCE FOR THE EEFECTS OF

CONTACT WITH PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE QN
THE AVOIDANCE COPING RESFONSE

Source of Variation SS [Sh MS

S5 at E
A {Contact) 23.57 1 23.57 2.67
" B (Experience) .23 1 .23 .02
BB .09 1 .09 .01

Error \ 1818.53 206 8.82
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A third two-way fixed-effect ﬁierarchical analysis of
covariance was combuted, statistically controlling for the
effects of loss, to ascertain whether varigg amounts of

O et
contact with patient-deaths and/or varied d;brees of
professional nursing experience and/or their interaction:
exerted a significant influencq on nurses' use of the
Altruism coping Strategy in response to patient—deaths. A
summary of the results of the analysis is presented in Table
2l. According to the data in Table 21, the amount of contact
& nurse has with patient-dgaths does appear to statistically
significantly influence the extent to which she may employ
the Altruism stragegy for coping with patient-deaths (E (1,
205) = 22.66, p < .001). Thus, null hypothesis 1.9 may be
rejected. Examination of the mean Altruism scores for the
nurses hav1ng either low or high amounts-of contact Wlth
patlent—deaths revealed that nurses who- have high amounts of
contact with patient-deaths tend, as a group, to report using
the Altruism coping stragegy to-a'significahtly greater
extent than do nurses having comparaﬁively low amounts of
contact with patient-deétbs. .

Beyond the statistiéally significant main effgct of
contact with patient-deaths, no statistically significant
differences in regard to the use of the aAltruism coping
étrategy were found to ‘exist among nurses with varied degrees

of professional nursing experience £ (L, 205) = .Q06.

Furthermore, no statistically significant- interaction effect



T

Table 21

ANALYSIS OF COVARIANCE FOR THE EFFBECTS OF
CONTACT WITH PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE ON
THE ALTRUISM OOPING RESPONSE,
CONTROLLING FCR THE EFFECTS OF LOSS

Source of Variation sS af MS F

A (Contact) 276.28 1 276.28 22.66*
B (E:xperience) .07 1 07 .006
AB . 2.34 1 2.34 .19

Error 2499.17 205 "12.19
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resulted in the analysi$§: F (1, 205) = .19. Consegquently,
null hypotheses 2.9 ;gd 3.9 could not be rejected.

A seventh two-way fixed-effect hierarchical analysis of
variance was computed to determine whether varied amounts of
contact with patient-deaths and/or varied degrees of
professional nursing experience and/or an interaction of the
two independent variables significantly influenced qprses'
use of the Emotion Suppred®ion coéing strategy in'response to
patient-deaths. The results of the analysis of variancé are

presented in Table 22. aAs indicated in the summary table, no

statistically significant differences in the use of the )
- ~

-

Emotion Suppression copigg stragegy were obta%%ed for nurses
who varied either in the amount of contact wikhj
patient-deaths (F (1, 206) = 1.29) or in the egkeefof
professional nursing experience (F (1, 206) = :ﬁ€4);
moreover, no statisticallﬁ signffiéant interaction effect was
found (F (1, 206) = 1.08). Therefore, null hypotheses 1.10,
2.10, and 3.10 could not be rejected.

An eighth two-way fixed-effect hierarchical analysis of
variance was computed to'explofe whether 2?ried améhnts of
contact with patient—déaths and/or varied degrees‘gf'

. . N .
professional nursing experience and/or their interaction
resulted in a statistically significant difference in nurses'
‘use of ‘the Blaming coping strategy in response to

patientéaeaths. Table 23 presents a summary table for the

analysis of variance. According to the results provided in



Table 22

ANALYSIS OF VARIANCE FOR THE EFFECTS OF
CONTACT WITH - PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE ON

THE EM%‘ION SUPPRESSION -QOPING RESPONSE

Source of Variaticn

ss af w o E
A (Contact) 4.4 1 4.44 . 1.29
B (Experience) .01 1 .01 .004
aB 3.72 1 3.72 1.08
Error 707.55 206 3.43
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Table 23

) ANALYSIS OF VARIANCE FOR THE EFFECTS OF

CONTACT WITH PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE ON

THE BLAMING COPING RESPONSE

daf

Source of Variation ss df MS F
A (Contact) . 3.66 1 3.66 .55
B (Experience) .008 1 .008 .001
AB ' 18.36 1 18.36 2.75
Error 1373.00 206 6.66

/ ?
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Table 23, no statistically significant differences in the usé
of the Blaﬁing coping strategy were obtained for nurses who
had varied amounts of contact with patient-deaths (F (1, 206)
= .55) or for nurses who possessed varied degrees of
professional nursing experience (F (1, 206) = .001).
Furthermore, no statistically significant irnteraction effect
was obtained: F (1, 206) = 2.75. On the basis of these
findings, null h;potheses 1.11, 2.11, and 3.11 could not be
rejected. | : ’

A final two-way fixed-effect hiérarchical analysis éf
covariance was computed, statistically controlling for the
effects of age, to ascertain whether‘varied amounts of
contact with patient-deaths and/or varied degrees of
professionél nursing experience and/or the interaction of the
.independent variables exerted a Sighificant influence on
nurses’ use of the Sympathy coping strategy in response to
patient-deaths. "The fesults of this analysis may be found in
Tab}é 24. According Eo the summary of the covariance
analysis, no statistically significant differences in the use
of the Sympathy fesponse were found-for nurses reporting
varied amounts of contact with patient—deaths (F (1, 205) =
1.45) nor were statistically significant differences found
among nurses who reported varied degrees of professinal
nursing experienée (F (1, 205) = 1.46). Lastly, no
statistically significant interaction effect Was obtained: F

)
(1, 205) = .83). Therefore, null hypotheses 1.12, 2.12, and



Table 24

. ANALYSIS OF COVARIANCE F(R THE EFFECTS OF

—

CONTACT WITH PATIENT-DEATHS AND
PROFESSIONAL NURSING EXPERIENCE CN
THE SYMPATHY COPING RESFONSE,

CONTROLLING FOR THE EFFECTS OF AGE

Source of Veriation ss af MS F
—

A (Contact) 3.19 1 3.19 1.45

B (Experience) _ . 3.23 1 3.23 1.46

AB ' T.1.84 1 1.84 .83

Error o . 450.79 2.19

205

4
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3.12 could not be rejected.

In summary, the findings from the preceding 14 sets of
analyses resulted in the following two significant main
.effects and two significant interaction effects:

{(a) A statistically significant difference exists
between low- and high-experience nurses on their measured
levels of Death Anxiety Denial, such that lew—experienee
nurses .report a significantly greater degree of Death Anxiety
Denial_than do high—experience nurses, even when staiisticel
adjustments are made for the effects of age.

(b) A statistically significant difference exiets
between low~ and high contact nurses in the extent to which
the Altruism coping strategy is used in response to
patient—deaths, such that. -high- contact nurses reportedly use7
the Altruism coping strategy in response to patient- deaths to
a significantly greater degree than do low-contact nurses,’
even when statistical adjustments are made for the effects of
a history gf loss. b -

\;’(c) A statistically significant interaction effect for
the two independent variables indicated significant
differences between low-~ and high-contact nurses in measured
levels of Fearful Anticipation of .-Death, but only for those
nurseé who- possess a high degree of professional nursing
experience.

(d) A statistically significant interaction effect for

the two independent variables revealed two significant



™

differences: (l) a statlstlcally 51gn1f1cant dlffereece wasA
found between low- and high-contact nurses 1n thelr measured
levels of State Anxlety, but only for those nurses who
possess.a 1ow degtee of profe551onal nuF51ng experlenceﬁ (2)
a statistieallé significant difference wes'found between low-
and hlgh—experlence nurses in their measured levels of State
Anxlety, but only for ‘those nurses who have a low amount of
contact w1th patlent—deaths.

All other analvses of variance and.covarlance failed to
reveal statistically eignlflcant dlfferences on measured
levels of the ether dependent measuree for the ptesent samﬁle

of nurses.

" Relative Influence of Social Desirability:

Peetson product-moment correlation coefficients were
computed to_leefh whether statistically significant
‘relationships existed between the t&el@e dependett measures
'ueed in thié-pteject and the response-distortion dimension of
social des;rablllty The results of-the.correlation analyses
ldentlfled three statistically 51gn1f1cant inverse
relationships.

First, & stetistically significant negative correlation -
coefficient’of-;;ZT (p < 2001) was found to exiet between the
measure of Death Anxiety Denial and the measure of social
desirability (i.e.,,Marloweeérewne Social Deeirability

Scale). Using the -SPSS subprogram for partial correlations

162
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{Nie, et al., 1975),.thé individual effécts of age and l&ss
were statisticaliy rémoved, with resulting first-order
partial correlation coefficients of -.20 (p < .003) and -.26
(p < .001), respectively. Statistically controlling for the
céﬁﬁined infiuence of age and loss resulted in a second—orgﬁr

partial correlation coefficient between Death Anxiety Denial
and social desirability of -.20 (p < .003). The éignificagé\
inverse association between the two variables would sgem_EQH;
suggest that, for the present sample of nurses,\as one(; ~
Death Anxiety Denial increases, the soccilally-desirable nature
of such a denial correéponéingly decreases.

Second, a statistically significant negative correlation

coefficient was obtained between the measures of Trait
Anxiety and'sgcial desirability:‘z = —.37 (p < .001). When
the influgnce of age was partialled-out, the correlation
coefficient for the two variables decreased somewhat, but
remained statistically significant: ¥ = -.35 (p < .001);

likewise, when the influence of loss wag_statistically

removed, the cgrrélation coefficient retained its
significance: r = -.36 (p < .001). Controlling for the
combineé : fluence of age and loss again resulted in a Ci\.
stétistically gignificant second-order partial correlat£On
coefficient: r = -=.35 (p < .001). This unexpected findng
would appear to suggest that, for the present sample of

-/

nurses, as.one's reported-level of general trait anxiety

decreases; the'socially—desirable nature o6f such a report



164

would, inversely, tend to increase.

Third, a statlstlcally s;gnlflcant negatlve correlatlon
coeff1c1ent was obtalned between the measure of the Av01dance
coping response and the.social desirability dlmeqslon: r =
-.18 (p < .009). Afzer paréialling-out thé effecﬁéﬂgf age,

the correlation coefficiedt remained significant (¢ =-&,;7,

p <.01); similarly, when the effects of loss were’

w .
- -

stétistically removed, the coefficient wag again significant
(r = -.17, p < .0l). Statistically controlling for the
effects of both age and loss resulted in still another
significant second-order partial correlation beé@een
Avoidance and social desirability: r = -.17 (p'< .0l). This
finding_would suggest that, for the present sample of nurses,
the use of an Avoidance coping strateg§ in.response to
patient-deaths may be at odds with more socially;desirable
kinds of nursing behavior.

Although th% data in Table 8'provide infor;atioq
regardlng the correlations between the five behavioral coping

“oand

responses and the measures of both death anxigty and
state-trait anxiety,'informatiOn pertaining ti§§be
interrg}ationships émong the death anxiety measures -and the
state—-trait anxiety measures themselves has not as yet been
addressed. Table 25 prééents the intercorrelations found

»

among the five measures of death anxiety\fnd the measures of

-

state-trait anxiety. /,~f

. . R E { .
As is noted in Table 25, three dimensions of personal
<
i
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Table 25

INTERCORRELATIONS AMCNG DEATH ANXIETY MEASURES AND
MEASURES OF STATE-TRATT ANXIETY

D

1.000

-.015

.088

.098

-.006

-124

e FAD PDF FCD sa A

1.000

.139* 1.000 . ;57

.010 045 1.000

.053 155 .087 1.000 [z;
—.249** - 153* -—,159** 112 1.000

-.346%% —.242%% —.175%% 027 .368 1.400
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death anxiety (i.e., General Death Anxiety, Fearful
Anticipation of Death, and Physical Death Fear) were found to
correlate at a statistically significant level with the
measures of state anxiety and trait anxiety. As pointed oat
in Chapter II, the measure of state anxiety in this project
was intended to reflect situational anxiety assoclated with
the death of a patient, thereby providing a contrast to the
personal aﬁxiety associated with one's own eventual death.

The statistically significant negative correlation
between the three measures of personal death anxietv and the
measure of state anxiety may be viewed as indicating that as
the anxiety a nurse reports in relation to the death of
another person increases, her own level of general death
anxiety, her own level of fearful anticipation of death, and
her own level of physical‘death fears may decrease in
intensity.

The Statistically significant negative correlations
‘. between the three measures of personal death anxiety and the
measure of tralt anxiety also leadkf“ the tentative.
conclusion that as a nurse's level of measured death anxiety
iaereases {(i.e., in terms of-general death anxiety, fearful
‘anticipation of death, and/or physical.death fear), her%
overa;l reported level of trait anxiety may tend to deerease.

" Two dimensions of measured death anxiety, Death Anxiety

Denlal and Fear of Catastrophic Death, were not found to

correlate at a statistically significant le}éT’;:th either

- It

PR



the staté or trait_ahxiety measures. Furthermore, neither of
the two dimensions correlated at a ;tatistically significant
level with any of the other death anxiety measures.

The measure of.state anxietf was found to correlate at. a
statistically significant level with thie measure of trait
anxiety (r = .368, p < .0l), a result thét is generally to be
expected according to the tests' developers (Spielberger, et
al., 1970). > ~

Finally, althohgh the DAS factor aﬁalysis attempted to
generate five orthogonél factors (by means of Ihe varimax
rotation method), one statistically significant correlation
was found to exist, between éeneral Death Anxiety (Factor 2)
énd Fearful Anticipation of De;th {Factor 3). Inspection of
the item content for each factor is suggestive of some degree
of overlap. ©Nevertheless, while the correlation coefficient
.ostained for the two factors is statistically significant,
the magnitude of the relationship appears to be relati#élf

low.

RMQ Biscriminant Anaiyses:-

In an effort to ascertain which model ing parameters tend
to be most prominent for nurses who must learn how to
confront patient-deaths in hospitals, the Role-Model
'Questiqnnaire (hMQ) was subjected to discriminant analyses.
Tﬁe_RMQ.was.analyzed-in relatién to varied amounts of contact

a nurse has with patient-deaths and analysed in relation to

varied degrees of professional nursing experience as well.
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The results of the discrimigant analysis for those wﬁb
differed .in terms of contact with patient-deaths will be
discussed first, with appropriéte data presented in Table 26
through 29. |

An inspection of the meaﬁ values for each of the 14 RMQ
variables found high-gontact\nurses to have higher values for
each variable than low-contéct nurses. As indicated in Table
26, the results of univériate F-tests revealed that mean
differences between the twoﬂéroups were statistically
significant, at less than thev.01 level, for all variables
excébt for RMQ3 and RMQ8, which were found to be not
statistically difﬁsrent. On the basis of such findings, the
data indicate that significant differences exist between the
two contact groups on at l;ast 12 of the 14 RMQ variables.

A stepwise di%priminant analysis was performed, using
the SPSS ;ubprogram Discriminant (Nie, et al., 1975).
Variables were selected for entry‘into the analysis on the
basis of their discriminating power. The method of variable
selection decided upon was Rao's V criterion. According to
Rao's method, the variable séiected is the one which
contributes thé largeﬁt increase in V, a generalized distance’
measure, when added t&:the variables already chosen, thereby’
resulting in the greaﬁest overall separation of the groups.
(Nie,-et al., 1975,-p. 448).

Af;er progressiné through a series of ten:steps, a
subset of teﬁ RMQ variables emerged which significantly

.discriminated between the two groups of nurses (i.e., those
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Table 26
ROLE-MODEL QUESTIONNAIRE (RMQ): UNIVARIATE F-TESTS
FOR THE LOW-HIGH OONTACT GROUPS' DISCRIMINATION
_ |
RMQ Variable  Wilks' Lambda . F-ratio . P
RMQL .953 T 10419 .001
RMQ?2 .920 . 18.06 .001
RMQ3 .993 1.36 n.s. o
RMO4 .880 ! 28.20 001 0 LA
RMQS .973 . 5.67 .01
RMO6 . .843 38.66 .001
RMQ)7 777 59: 62 .001
RMO8 .982 3.60 n.s.
RMQ9 830 - 42.49 - .001
RMQL0 .955 | 9.58 .002
RMQ11 N Y 7 5.92 .01
RMQ12 .899 23.33 .001
RMQ13 .946 11.86 .001

RMQ14 ) .890 25.66 .001
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having low-contact with patient-deaths and those with
high-contact). A summary of the RMQ variables selected for
their discriminating power in the analysis 1s presented in
Table 27. Of the ten selected vaéiables listed in Table 27,
RMQ% (L.e., referring to a ﬁodel's rewardingness) wag_ found
to have been the single best-discriminating variable, as
reflected by the change in Rao's V, and to have thus made the
gréatest contribution to’discrimiﬁéting between the two
nugsing groups. The order in which the remaining nine
'vargables were entered indicates their relative
. discriminating power. |

“-Since only two groups were included in the analysis, it
Qas possible to derive only one discriminant function to
account for 100% of the variation between the low- and
high-contact groups. Table 28 presents a summary of the
discriminant function data for the comparison between nurses
having low-contact and high-contact with patien®-deaths.
According to the summarized informatign, the digcriminating
power of the function was statistically significant, as
indicated by a chi-square value of 109.18, with 10 degrees of
freedom (p < .001). These results suggest that
discriminations between nurses having low-contact with
patient-deaths and nurses having high-contact with
patient-deaths may be made on the basis of obtained values

for ten discriminating RMQ variables.

The placement of low-contact and high-contact nurses



Table 27

 SIMMARY OF MOST DISCRIMINATING RMQ VARIABLES

171

Vari'able Wilks' Rao's Change

Step  Bntered  Lambda p %___p iny
o
1 RMQ7 777 .001. " 59.6 .001 5%9.62
2 RMQl4 - .708 001 85.7 001  26.07
3 RMO9 .661 .001 106.3 .001 20.6l
4 RMQL0 .628 001 123.0 001 16.69
5 RMQIL .616 .001 129.7 .001 6.66
6 RMQ5 -609 .001 133.5 .001 3.89
7 RMQ12 .601 .001 137.9 .001 4.3%
8 RMQ3 .594 001 142.0 .001 4.10
9 RMD6 .589 .001 145.0 .001 2.94
10 RMQ8 .584 .001 148.2 .001 3.18
’ .
|
/ ]
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Table 28

DISCRIMINANT FUNCTICN SUMMARY DATA FCR RMQ
: DISCRIMINANT ANALYSIS

Relative Wilks'

2
Comparison Function % Lambda X~  df B
Low Contact~
High Contact 1 100.00 .584 109.18 10. .00l

4




along each group's respective discriminant function axis may
be dete§mined by inspecting the centroids for the two groups_
of nurses. Thus, a nurse withﬁa discriminant function score
closer in space to the. low-contact centroid {.639) would be
classified among those in the low-contact group. Likewise, a
nurse with a discriminant function score closer in space to

" the high-contact centroid (-1.103) would be classified among
those in the high-~contact group.

In order to examine the adequacy of the derived . .
discriminant function to correctly assign individuals to the
appropriate group, Table 29 presents the classification
results for the necontact" discrimination. The results
indicate the number of cases who were either correctly or -
incorrectly predicted to be members of the. low- and
high-contact groups. According to the information i; Table)
29, 103 of 133 low-contact nurses (i.e., 77.4%) were
correctly classified as belonging to that group on the basis
of their discriminant function scores for the selected RMQ
variables; however, 30 of the low-contact nurses were
incorrectly classified: In similar fashion, 65 of the 77

]

high—contact nurses (i.e., 84.4%) were correctly classified ,
as belonging to that group, while 12 nurses were
misclgssified. Oon the basis of discriminant function scores
for.the ten discriminating RMQ variables, 168 of 210 nurses

(i.e., 80%) were correctly clﬁfsified as belongind;to either

the low-contact or high-contact group.



.Table 29

CLASSIFICATIG\J RESULTS FOR 'IHE LOA CONTACT-HIGH CCN'I‘AC.‘I‘
DISCRIMD\IATI@I

B

N
i ]

?red icted Group Membership

{ Actual Growp,  n Low Contact n . High Contact g_ '
.Low Contact 1330 77.4% 103 22.6%, - 3}
gigh Contact 77  15.6% ig\ sa.4% 65
Correctly cla551f1ed cases- 80 00% ' /L Q
- ) d\\
Fe
L4
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The second discriminant analysis concerned the ability
T of the RMQ to discriminate between nurses who differed in

- degrees of pr essiohal nursing experience. Once again, a
Stepwise analysis Qas conducted, using Rao's V as the
criterion by means of which to select the best subset of RMQ
discriminating variables. The results of the second
discriminant analysis will bé Presented in Tables 30 through
33. Due to the fact thHat 30 of the 210 cases had either
missing or out-of-range group cédes, only 180 cases {85.7%)
.Wwere processed for‘the analysis,

Low—experignce nurses were found to have high mean
values on RMQ variables 2, 3, 4, 5, 12, 13, and 14, whereas
high—experience nurses had high mean values on RMQ variables
l, 6,7, 8,9, 10, and 11. As may be seen in Table 30,
univariate F-tests indicated that although the two experience
groups differed in terms of mean values for the RMQ
vafiables, statistically significant differences between the
low-experience ang high—experience-grougg were found for only
five of the }4 variables.

After progfessing through a serigs of four steps,”a
'subset of four RMQ variables Qas found which significantly
discriminated between the low- and ﬁighéexperience groups 6f
nurses. A summary of the four RMQ variables selected for
their discriminating power iscpresented in Table 31. Of the
four variables enter?? into the analysis after stepwise

seledtion, RMQ2 (i.e., referring to ongoing exposure to

»
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Table 30 '

ROLE-MODEL, QUESTIONNATRE (RMQ): UNIVARIATE F~TESTS
FOR THE [OW-HIGH EXPERIENCE GROUPS' DISCRIMINATION

RMQ Variable Wilks' Lambda F-ratioc -~ P =
RMOL : .982 3.11 n.s.
RMQ2 .947 ©9.96 -  .001
RMQ3 995 : .75 - n.s.
RMO4 . .991 : 1.55 ©on.s. .
RMQS .985 2.58 n.s.
RMQ6 .991 1.55 n.s.
RMQ7 .989 : 1.92 n.s.
RMQ8 .979 3.73° n.s.
RMQ9 .992 1.30 n.s.
RMQ10 981" 3.34 n.s.
RQ11 .953 8.67 .003
RMQL2 .962 6.98 .008
RMOL3 -958 7.63 .006
RMQ14 .956 8.03 .005

Pl
Vv
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Table 31

SUMMARY OF MOST DISCRIMINATING RMQ VARIABLES

Varisble  Wilks' Rao's Change
Step intered Lambda P v <} inV
1 RMO2 .947 .001 - 9.96 .00L 9.96
2. MLl 911 .001 17.33 -001 7.37
3 RMQ7Y 904 .001 18.88 = .00l 1.54
4

RMQ3 .897 .001 20.40 .00l 1.52
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multiple.models) presented itself as the single

' best—@iscriminating variable, as indicated by the change
which occurred in Rao's y.' That is, the RMQ2 variable
exerted the greatest effect in discriminating'between the
iow-high experience nuféing groups.: The order in which the
remaining three RMQ variables we;ewentered may be viewed as
reflecting each variable's relative discriminating power.

The anélysis generated one discrim;nant function which
accounted for 100% of the variation between low- and
high-experience nursing gfaups. Table 32 provides.a summary
of the discriminant function data £or the comparison between
nurses who differed in terms of their levels of nursing
experience. AS méy be seen in Table 32, the discriminating
poker of the function was found to be statistically
significant, as indicated by the chi-square value of 19.09,
with four degrees of freedom Wg < .001). "It may be said that
discriminations between nurses who differ with respect to
their level of nursing experience are possible on the basis
of obtained values for the subset of four selected RMQ.
variables.

The placement of low-experience nuéses and
high-eiperience nurses along each group's discriminant
function axis may be determined frém an examination of the
two groups' centroids. Nurses with discriminant function
scores closer in space to the low-—experience centroid (.488)

would be classified as belonging to that group. whereas
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Table 32>

DISCRIMINANT FUNCTION SUMMARY [ATA FCR RMQ
DISCRIMINANT ANALYSIS

Relative Wilks'

Comparison Function % Lambda x_2 af P
low Contact—
High Contact 1 100.00 .897 15.09 4 .00l

—
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nurses with discriminant ﬁuﬁction scores closer in space to
the high—exéerience centroid (-.232) would be classified as
belonging to that éroup.

Althéugh the discriminating power of the derived
‘function was found to be staiistical;y significant (see Table
32), its édequacy in correcﬁly assigning individuals to the
appropriate group was explored.-'Table 33 presents the
classification fesﬁlts for the "experience™ discriminatioﬁ.
According to the information in the Table, 43 of 58
low-experience nurses (i.e., 74.1%) were correctly classified
as‘belonging to that group on the basis of their discriminant
function scores for the four discriminating variables;

" however, almost 26% of the low-experience nurses (n = 15)
were q}sclassified. Similarly, 75 of 122 high-experence
nurses were correctly identified as belonging to that group,
while 47 high—exéerience nufses {i.e., 38.5%) were
incorrectly classified. On the basis of their discriminant
funcfion scores fdr ﬁhe fou:_discrimingting RMQ variables,
118 of 180 nurses (i.e., 65.56%) were correctly classified

~into either the low-experience or high;experience groups.

“fb In view of the findings from the two discriminant
~ function anaiyses,'one may conclude that discriminations

between nurses who differ in terms of (a) amount of contact
with patient-deaths and (b} degree of professional nursing '
experience may be made based upon the relative significance

of certain modeling parameters for each group.



Table 33

CLASSIFICATION RESULTS FOR THE LOW EXPERTENCE-
HIGH EXPERIENCE DISCRIMINATION

Predicted Group Membership
Actual Group n Low Contact n High Contact

Iow Contact 58 74.1% 43 25.9%
High Contact 122 38.5% 47 61.5%

Correctly classified cases: 65.36%

R

15

75

~_
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For those nurses who Siffer ith rFspect to having
either low or high am;unts of contact with patient-deaths,
thé following sequence of modeling parameters served to best
.dlscrlmlnate the two groupsa (a) a model's rewardingness, (b)
percelved self-change follow1ng frequent exposure to
patient—deaths, (c) extent to which an observer conforms to
group ;tandards, (d) an observer's previous hiséory of
reinforcement for modeled mehaviors, (e) an observer's degree
of perceived-similarity to a model, (£f) a model's prestige,
(g) extent to which vicarious extinction of avoidance
behavior occurs, (h) exposure to modelé who confront
patient-deaths without models' suffering negative
after-effects, (i) a model's competence, and {3) an
observer's amount of contact with patient-deaths.

For those nurses who differed with respect to having
either low or high degrees of professional nursing
- experience, the fo%lowing'sequence of four modeling
parameters served to best discriminate the two groups: (a)
ongoing exposure to multiple models, (b) an observer's degree
of perceived-similarity to a model, (c) a model's
rewardingness, and (d)_exposuré to models who confront
pa;ient—deaths without modéls' suffering negative
after-effects.

The results of the discriminant analyses, as well as all
of the preceding statistical analyses, will be discussed in

the following final chapter.



. CHAPTER IV

DISCUSSION

The purpose of this chaﬁfer is to e;plore and discus§

'the results obtained im the statistical treatment of the
data. The order in which éﬁe results are to be discussed
follows the same seguence Of presegtation as founé in Chapter
I¥I: (a) DAS factor analysis; (b) NRI factor analysis and
correlation analyses; (c¢) correlation analyses of the
relation of age and loss to the depeﬁdent measures; (d)
analyses of the statistical null hypotheses; (e) correlation
analyses of the influence of social desirability onuthe
dependent measures; (f) examinations of the intercorrelations
‘ of death anxiety measures and measureé of state-trait
anxiety; and (g) the RMQ discriminant analyses.
Recommendations for future resarch will al§o be offered.
Following this chapter, a summary of the project and its
conclusions will be presented. |

DAS Factor Analysis:

During the past decade, interest in the assessment of
:death anxiety" has addresséd the development of valid and
reliable measures of death anxiety. needed clarification of
the meaning of the berm "death anxiety", and gfamination of
death anxiety's mgléidimensionality. According to Nelsor? and

Nelson (1975), ambiguities inherent in definitions of death

anxiety and the assumption that death anxiety refers to a
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unidimensional construct together serve to retard the growth

" of knowledge that might derive from a clearer understanding”
of the essential components of "death anxiety".

Until recent years, the assumption about the unitary
nature of death anxiety has begn-gccepted, and it is upon
such an assumption that most of the published measures of
death anxiety are founded. One such instrument that defines
death énxiety in unidimensional terms is Templer's (1970)
Death Anxiety Scale (DAS). Although the scale is empirically
considered as éne of the most reliable and valid measures of

-

death anxiety, Templer.has limited his definition of the
construct to refer to anxiety which arises from contemélation
of one's own eventual death. To consider death anxiety in
such terms unéoubtedly provides some information, but, as
suggested bf Nelson and Nelson (1975)f it also risks the loss
of additional information that might be gleanéd only when thé
multidimensionality of death anxiet& is taken into account.
To enhance our understanding about death anxiety and so
identify some of its component—dimenéibns, the statistical
technique of factor anaiysis has increasingly been employed.

| In the current project, a principal-axes factor analysis
of Templer's (1970) DAS yielded five relatively indépendent
factors. According to the results of the analysis, the
factors were interpreted as representing different components
of death anxiety not readily apparent in the DAS's .

traditionally unfactored index. In the order of their

!
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relative prominence for the sample of nurses who participated
in the project, the.identified factors included: {1l) Death
Anxiety ‘Denial, (2) Genefal Death Anxiety, «{3) Fearful
Anticipation bg@th,'(4) Physical Death Fear, and (5! Fear
of Catastrophic Death.

Other reports in the psychological literature attest to
the increased use of factor analysis as a suitable method for
inquiry into the multidimenéionality of death anxiety.

Nelson and Nelson (1975) administered a 20-item "death
questionnaire" to one group of 135 students and to another
group of 1,279 male residents of the state of Virginia. A
factor analysis of the questionnaire responses indicated the
presence of fouf dimehsions subsumed within Ehe notion of
death anxiety: (1) death avoidance, (2) death fear, (3) death
denial, and (4) reluctance to interact with the dying. For

-

their sample{ the "death avoidance" factor was found to be
the most prominent and correlated ét highly with their
questionnaire's unfactored sqggg—:?%e., r of .88). -
Nevertheless, the three additional factors identified in
their analysis were considered essential; it was
hypothesized, however, that the factors' emergence was most
probably ?asked or overshadowed by the more global unfactored
questionnéire's single score.

Klug and Boss (1976) factor analyzed Dickstein's 30-item

Death Concern Scale (DCS), a measure they believed to reflect

more than the single dimension proposed by the scale's
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developer. Dickstein (1972) had pro?é:;; éhat the DCS
measufed a conscious contegplation/p&‘the reality of death
-

and a negative evaluaton of that ality. Klug and Boss
(1976) contended that, if Dickstein's scale assessed the two
aspects of death concern, gerhaps the two aspects'were‘
distinct phenomena. Testing their hypothesis with samples'of
671 college students, Klug and BoOss fdund, after factor
analyzing the DCS, that in fact two relatively distinct, yet
correlated factors comprised the scale and thus warranted

—
separate.scores instead of the unfactored single score
usually provided by the DCS. -

Employing Templer's DAS with samples of 320 college
studenﬁs, McMordie (1978) deriveé five factors from the
measure of death anxiety by means of the principal;axes
factoring method. Based upon his student samples, the five
factors identified by McMordie included, in fheir order of
relative prominence, (1) high death fear, (2) physical death
fear, (3) time fear, (4) ugliness of death, and (5} fear of
after-life.

In comparing the overall results of this project's
factor analysis of the DAS with findings obtained in other
factor analytic studies of death anxiety measures,
similarities among the studies' general findings become
apparent. It is clear that some of the most widely-used

death anxiety scales are uneguivocally multidimensional in

nature and, indeed, involve more than an ill-defined negative
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emotional response to contempla;ion of one's own death. The
notion that a single-scale score or that a single global
definition can sufficiently provide clear informatién about a
variety of components that comprise a single death anxiety
measure appears to be increaéingly less.tenablé as. additional

support for the multidimensional nature of death anxiety
becomes more evident. 7

"The five factors derived from the present DAS factor
*analysis rege@blé faétofs identified by MgMordie (1578) in
ﬂis analysis of the DAS and bear a resemblance to factors
identified in Nelson and Nelson's (lQ?S)‘anglysis of their
"death questionnaire". Both McMordie's analysis and the one
conducted for:the present_inveStigation identified factors
associated with fear that accompanieq one's own physical
dving and death. For the students in McMordié‘s study and
_the nurses in this project, fears related to lifeéﬁhreatening
illness and pain assumed prominence. In éddition; McMordie's
factor of "high death fear" bore some resemblance in terms of
its content to this projeét's factor of "General beéth
Anxiety". Nelson and Nelson's £l§75) identification of
"death denial" may be related to the first factor of this
project, "Death Anxiety Denial", since both factors seem to
reflect a self-protective defense against the impact of
death.

While the three previously-cited factor analytic studies

of death anxiety (i.e., Klug & Boss, 1976; McMordie, 1978;

Nelson & Nelson, 1975) used samples which were comprised of
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college students, who probably do not have much exposure io
death, the present inv;stigation differed in its assessment
of death énxiety's various dimensions by sampling people $ho
tend, as.a group, to have more exposure to dyihg people and
death than do others in the general population (see
Kastenbaum, 1978). On the basis of this fact alone, one
might -intuitively suspect that the factor structure of the
DAS for nurses would likely be different from that which is
found for collegé students. In peoint of fact, this appears
to be the case.

The most prominent factor for the present sample of
nursés, which accounted for.mére than 40% of the common
variance,.was defined as "Death Anxiety Denial". Two
explanations may be offered to elucidate this factor's
prominence. First of all, in accord-with proposals espoused
by several learning theorists and by some of those concerned
with the effects of repeated exposure to séimulation {e.g.,
Harrison, 1977; Rachman, 1972, Stang, 1975), it may be
hypothesized that the initial exposure of a nurse to the
deaths of patients may produce a sensitized response to the
events, such that a nurse's awareness of death's impact is
markedly heightehed. However, as’ exposure to patiené-deaths
increases, a nurse's response to the®deaths may progress from
increased sensitization toward a diminution of responsiveness
to patient—deaths.  If such was the case, high "death anxiety

denial" for a nurse who has had repeated exposure to patient-
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deaths may actually reflect a virtual decline in one's

relative level of anxiety about death. v '

Although thé senéi;ization-desensitization hypothesis
about nurses'’ responses'to_patignt—deatﬁs may be intuitively'l
~attractive, it seems unlikely that such a process would
regularly occur. That is, certain extraneous‘Gariébles, such
as a nurse's interpersoffal relationship with a patient, her'
ldentlflcatlon with the present c1rcumstances .or experlences
of a patient, or the diagnosis of a patlent s illness, may
each effectively interfere with the transition from increased
responsiveness (i.e., sensitiéation) to death to decreased
responsiveness (i.e., desenéigizatioﬁ). Hence, a second
alternative explaﬁation seems warranted.

In many instances, theé death of another person with whom
one has had contact may be considered an "aversive” event.

" According to learning theories, when confronted with an
aversive stimulus, an organism's initial résponsé typically
'invblves\an-attempt to escape from the unpleasant situation.
However, escape may not always be a viable option for those
people whose work brings them into contact with aversive
stimuli, such as patient-deaths. Accordiﬁg to Hay and Okeﬂ's
(1972) account of intensive care‘nursing stresses,.physical
escape from sucEJgp envi;onmgnt is not always possib
consequently, nurses may then hgve to resort to gross denial

of the death anxiety they may experience as a result of

exposure to a patient's dying and -eventual death. The
‘ ) ’
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denial of ‘anxiety about ope's own’eventual death, engendered
in nurses through expesure ﬁo patient-deaths, thus serves as
a protecllve dev1ce by means of which nurses may figuratively
"escape" an aversive situation and contlnue ‘working in a
\hlghly stressful environment.
| Since several extraneous variables such as one's

relationship with a patient, or any of the variables
previocusly mentioned may be i?volyed in nurses' responsges to
.patient-deaths, such variables may effectively preclude an
easy transition from sensitization to desensitization.‘ .
r The second most prcﬁinent factor derived from this

study's analysis of the DAS was defined as "General Death‘
Anxiety?. It would appear'that the items loading highest on
this factor refer to geneggl concerns that people may have
‘abGEt their own deaths., such as worry abeut an afterlife, the p
fright assdciated with stfering a Keart attack, and

expressed uneasiness Qitﬁ the‘topic of death. According to.
Kastenbaum (1978) , the general\lay pub Ioften assumes that
health profe551onals somehowfhave le ned how to stoically
con?ront death, have learned how td f?fiﬁcomfortable iﬁ the
pr’éence of death, and that physiciams and nurses are perhaps
immune to death's 1mpact.- Notwj hs;andlng these common

misconceptions, nurses and other health professionals do

appear to report varying degrees.of death anxiety in much the

same way as do other people found in the geﬂe;al\piz:lation.
i Q -, .
., The third factor, "Fearfgl Angacipation of Death", may
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be said to reflect nurses'- fears that death will,'in any

event, be untimely for them. Because of their emp%oyment in
generai hospitals, nurses in this project-would mo;t likely
wdfk with people who range in age from the very young to the
elderly, and thus could potentially encounter deaths amorg
very ' different age groups. Witnessing the death of a young
child, adole%cenﬁ, young adult, or a patie;t with whom a
nurse closely.identif;és, tends. to be particularly taxing for
nurses (Vachon, et al;} 1978) and perhaps may serve to
increase a nuEse's anxiety and awareness that death, in fact,
often 8Boes cqwe béfore one may expect it. |

The final DAS factér to 3% considereéd from the present
analysis is that of "Physical Death Fear". Although McMordie
(1978) identified a similarly-defined factor in his analysis
of the DAS, that factor in McMordie's study occupied a
positipn of major prominence (i.e., his first factor): Since
his samples were comprised of students, it may reasonably be
understood tﬂat fears about death could most often include
fears about the physical components of dying, suffering, and
death, which people may réflexively associate with death.
For nurses, on the other hand, fears relating to the physical
aspects of death may be considered from a somewhat different
perspective. For nurses, the physical act of dying and the
out;oﬁe of death may not be shrouded in as much mystery as

death has come to be perceived by the general public.

Because of the greater likelihood of their acquaintence
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with the physipa;‘ménifestations of dying and death, and
theix familiarity ‘with ways gp medically manége the pain
associated with dying, nurség may- be less prone than others
ko expreséifearé about those features of death with which
they are somewhat familiar.

On the basis of the DAS analysis for this sample of
nurses, it may be concluded that the major underlying
property of Templer's ;cale is one of‘“Death Anxiety Denial”.
However, in addition to this factor, the present anélysis
identified four other aspects of personal death anxiety that

merit consideration in future explorations of the

multidimensional death anxiety construct.

NRI Factor Analysis and Correlation Analyses:

Developed from interviews conducted wgth five
"nurse-models", the Nurse Reaction Inventory (NRI) represents
in this project one attempt to delineate some‘of the ways in
which hosgital'nurses behaviorally respond to patient-deaths.
Althoqgé a total of 29 different response items comprised the
inventory, a principal—axes factor analysis with varimax
rotation was able to identify £ive distinct factors which
define various response-styles for nurses who confront
Patient—deaths, In the order of their relative prominence
for the present sample of nurses, the factors includeé“TI) an
"Avoidance" response, (2) an "Altruism" respeonse, (3) an

"Emotion Suppression" response, (4) a "Blaming" response, and



(5) a "Sympathy" response.

The "Avoidance" response, which accounted for the
lérgestiproportion of common variance, undoubtedly represents

-~a major response strategy employed by nurses in this study

who must confront patient-deaths. Not only does avoidance of
dying patients reportedly take place, but so also does a
general withdrawal (both active and passive 1in nature) from
contact with others. According to reports in the nursing .
-literature that concern the dual topic of dving and death, it
has been amply documented that "avoidance" .is by far the most
commonly~used manner of respondin§ to dying patients and
patient—-deaths among health professionéls {(Hurley,
1974/1975). Moreover, as Benoliel (1972) has indicated, such
a mannher of response may_be considered legitimate by the
nursing profession for nurses Qhen they are confronted with
an emotionally-taxing situation such as the death of a
patient. In order for one to be productive as a nurse, one
needs the emotional stamina ggquired to complete a variety of
assigned tasks; if a nurse's emotional strengths have been
depleted through constant or frequent exposure to high-crisis
situations (e.g., patient-deaths), one's productivity-level
may not be at its peak and thus, a nurse may require time away
from patient—deaths in order to replenish her supply of
emotional strength. |

The second most prominent factor derived from analysis

of the NRI was defined as an naltruism" response. As 1is



obviouséggfa pérusal of the factor's-eontents, the items
refe& tg-nursing behaviors aimed at taking cére of other
people during a time of crisis. Furthermore, the kinds of
‘behavior that load highest on the Altruism factor may be

- Jescribed as what one might expect a nurse to do at the time
of death. By responding to a death with "other-directed”
comforting behaviors, a nurse knowingly or otherwise fulfills
the institutiOnal/profegsinal expectations of others that a
nurse remain effective, compoéed, and'iq control of herself
(Caughill, 1975; Quint, 1966).' However, in attending to the
apparent needs of others, a nurse's use of altruistic
'behaviors may serve te distract her attention away from
whatever emotional impact a patient's death may actually have
for her (Quint, 1967a). In this sense, the "Altruism" coping
strategy bears some resemblance to the general notion of
avoidance, although the manifest behaviors that comprise the
"aAltruism" response serve to quite legitimately and
successfully mask the protective nature of such coping
behaviors.

The third factor was defined as an "Fmotion Suppression”
response. Agcording to the items that loaded highest on this
factor, the adopted-coping strq}eqy presumably %ncludes an
active attempt to cﬁf;;;e working effectively despite the
fact tha£ a ag;:;‘ias occurred. While the “Emotion
Suppres;}ég: response may be viewed as encompassing elements

of denial (e.g., "I continue working as I did before the

194
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patient's death™), the'ove;whelming impression remains one of ,

stymied emotional expression. Within the health professions,

but particularly so in the field of nursing, the outpouring

of one's emotional reéétions following patient-deaths -

reportedly tends to be frowned upon by others and is

considered a sign of professional "weakness" (Benoliel, 1974;

Kistenbaum, 1978).. Rather than risk the loss of social

approval for what may professionally seem to be unwarranted

or unprofessional behavior, it is hypothesized that nurses

would seek to ﬁaintain self-control over their frank

expressions of grief, at least while faced by their

co-workers or other attending perSonnel.' In so deoing, a

number of the traditional standards of nursing behavior

(i.e., composure, competence, and control) may remain intact,

perhaps at the expense of added emotional strain for a nurse.
An inherent dilemma appears to exist for nurses in

regard to the ventilation of their pef3cpal feelings after a

|
patient's death. ©On the one hand, con porary textbooks of

nursing practiZe (e.g., Brunner & Suadarth, 1975) urge nurses
to share with others their feelings of helplessness and
hopelessness when confronted with events over which they -have
very little control, as in the case of a patient's death.
However, despite such textbook directives and.suggestions,
the theoretical and practical instructions provided for

nurses alternatively reinforce traditional nursing standards

of operation that emphasize the ability to objectively assess
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a erisis situation and carry out appfopriate nursing acﬁions
on the basis of_that assessment. The freqguent situational
demands of nursing practice and strong negative sanctions
against breaking with time—hbnored nu:ging traditions may
together'serve to inhib%t nurses' overt-emotional expressions
following patient-deaths.

The fourth factor was defined as a "Blaming" response,
Because Of their adherence to the goals of cure and )
health—maiﬁtenance, health care systems and their
professional employees often respond to a patient's death as
if it signified personal failure on the part of physicians
and nurses (Rabin & Rabin, 1970). One expectation prevalent
among health professionals 1is thét a patignt's l1ife can now
be maintained for almost indefinite periods of time, owing in
part to the tremendous technological advances of modern
medicine. Operating from this perspective, when death occurs
it serves to highlight the possibility that someone Or
something has failed to function in a desired way and that
the death might well have been prevented had someone OF -
something not been negligent in an assigned task.

THe NRI's "Blaming™ response strategy may be sald to
reflect one device by means of which a nurse can maintain
some sense of professional integrity when confronted with
patient-deaths, either by assuming partial responsibility for
the death or by attributing responsibility for the death onto

others' mistakes. According to vachon, et al. (1976},
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nurses' projections of blame onto physicians or the hospital
system often serve to provide nurses with a "reason" for the
death's unreasonable occurrence. If "blame" can be affixed
to someone or something, then much of the confusion and -
uneasiness one experiences after a death may, for a timé, be
dissipated. 1If blame becomes self-imposed, such that a nurse
comes to view herself as partially responsible.for a
patient's death, increased attention to other patients may
function to compensate for one's previous negligent behavior
and the guilt that may accompany such behavior.

The final NRI coping strategy, and the one which assuméd
the position of least prominence for nurses in this sample,
was defined as é "Sympathy" response. The behaviors that.

" comprise the "Sympathy" response include the overt expression
of emotion (e.g., "I start crying"), as wéll as expressions
of continued comforting of others (e.g., "I call or visit the
patient,s family”, and "I send flowers or attend patient's
funeral™). According to Benoliel (1977), personalized
relations with a patient's family may be one way.in which
nurses respond to a patient's dying and death. As a means of
coping with patient-deaths, the "Sympathy" responge bears
some resemblance to features of both the "Altruism"™ and

"Blaming"” response classes As an altruistic type of

response, "Sympathy" is egsentially "other-directed", intent
on making certain that the sufféging of those most affected

by a patient's death may be sopewhat eased. As a blaming
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type of response, sympathéiic actions may serve to reinforce

for a nurse the notion that she has now done for the patient'

and his/her family everything possible; such sympatﬁe;ic
actions thereby aid in decreasing the residual guilt a nurse

' ¢

may experience after a patient's death (Janes & Weisz,

1970).

When the five coping strategies identified in this -
project are compared with those most frequently reported in
the literature, marked-similarities are apparent, with the
possible exception of the "Sympathy" response found here.
Although there is little evidence to suggest that
pfeviously-defined coping responses used by nurses have been
identified by means of factor-analytic procedures, the
resulgs of the present analysis of Ehe NRI serve as
verification for the existence -of several rationally-baseé
nursing responses helieved to emerge as & conseguence of
patient-deaths. .In accord with Hurley's (1974/1975)
observations, "Avoidance" tends to define the most general
class of responses to patients' dying and deaths, with
related response categories branching offlfrom "avoidance®”.

In sum, the five response strategies identified by a
factor analysis of the NRI primarily reflect the first of
Lazarus' (1966) two general classes of coping, namely, action
tendencies. By employling any one or-a combination of the NRI
response strategies, a nurse may attempt to mitigate the

anticipated threat to personal and professional self-esteem

e
it



which may be provoked by patient-deaths. However, according
to Worden and Proctor (1976) and Vachon, et ai; (1976}, four
of the five NRI response strategies (i.e., "Avoidance",
“Altrﬁism“, "Emotion Suppression™, and "Blaming") may be
considered to have only short-lived effectiveness, in terms
of reducing oﬁe's ﬁmmediate anxiety level and allowing a
nurse to efficiently continue working after a patient's
deaﬁh. A§ suggested by Worden and Proctor (1976) and othérs
(e.g.,.iazafus, 1977), cognitive maneuvers aimed at
re-defining the threat imposed by death may -result in mofe
effective long-term coping responses when one is confronted
with patient-deaths. ‘

As the results of correlation analyses iftdicated (see
Table 8), the five NRI coping responses were found to
statistically siénificantly'correlate with the five measures
of death anxiety, as well as with measures of state anxiety
and/or trait anxiety. Although statistically the
relationghips'between the various coping responses and death
anxiety measures were significant at the%.OS level or better,
the relative magnitude of many of the significant correlation
coefficients was considered to be low (i.e., ranging from
+/-.139 to .394). When examined in terms of their
statistical power, those coefficients”above +/-.20 agz;;%ed'
power values greatér than .80 (Cogen, 1969, p. 90); however,

for those correlation coefficients ranging from the minimum

value for significance (+/-.139) to less thqn +/=-.20, the
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corresponding éower values ranged from .29 to approximately
.50. On the basis of examinations of the statistical power
of the significant correlations, the interpretation of the
present set of correlations needs to be quélified. Despite
the fact that this study obtained indicationg'of
statistically significant relationships between a set of ﬁive
classes of cop%ng responses and measures of death anxiety,
state anxiety, and/or trait a%xiety, only five of the twelve
significant correlation coefficients (i.e., 41.66%) achieved
a high level of statistical power (i.e., greater than .80
power values); for the remaining sevén significant
correlation coefficients, the power values were less than
.50. So as to avoid the complication of low statistical
power in future investigations, it is imperative that

-

. validity and relfability data be obtained for newly-developed
psychometriq:ﬁeasuresﬂ Specifically, an item analysis and
the validity coefficients of a proposed index of coping
responses are warfanted to identify clearly those items that
are most representative of the topics under consideration.
In addition, such measures should be examined for their
test-retest reliability, in order to ascertain this relative
stability over time. By, means of such procedures, it is -
believed that some of the limitations inherent in phe present
study may be avoided in future research efforts.

Five classes of behavioral coping responses reportedly

used by nurses after patient-deaths were found to correlate

at statistically significant levels with the measures of
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personal death anxiety, a measure of situ&tiqnal anxiety
experienced in relation to the death of another pefson[ and a
measufe of general trait anxiety. The nature of the
relationship of. each coping response with the different B
anxiety measures may here be discussed.

-As a nurse's measured level of Death Anxiety Denial
increases, use of the.Avdidénce coping response
correspondingly decreases (as indicated by the significant,
althought .modest negative correlation coefficient between the
two variables). This finding lends support to the notion
that denial may function as a protective device for nurses.
It may be stated here that a basic assumption in this project
is that death anxiety varies in all peopLé along a coﬁtinﬁum
from very low death anxiety to very high death anxiety.

Wwithin the limits of such a continuum, it cannot be said that

a person has no death anxiety, since absolutes such as "no A
death anxiety" .exist beyond the range of Ehe continuum and
exlstlng scales used to measure death anxiety. According to
Hay and Oken's (1972) observatlons, intensive care unit

nurses often employ denial as one means of reduc1ng their
anxiety aftef repeated exposure to the léss of patients. It
woulé seem, in the context of the present study, that those
nurses who were able to manage their own anxiety about death
through the use of denial were also less prone to respond to

patient-deaths with avoidance maneuvers. Alternately - nurses

in this study having low levels of measured Death Anxiety
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penial may be expected to have uéed avoidanc? respongses to a
far greater extent, since a low degree of denial may reflect
acknowledgement of one's own death anxiety and subsequently
serve as a threat to one's professional sense of integrity
(Garf}eld, 1977}).

The relationship of measured levels of ngeral Death
Anxiety to Avoidance fér nurses in the prbject:;s i
conceptuélly'more complex. According to the sign;ficant
nega;ive correlation coefficient for these two variables, as
a nurse's level of General Death Aanxiety about her owﬁ death
increases, her tendency to employ an Avoidance strategy in
-respoﬁse to patient-deaths decreases. It would seem in this
cgse'that the Aveidance coping respénée does not provide an
effective means of reducing_one's personal anxiety about
death. That is, when confronted with the awareness of one's
own eventual death after witnessing the death of agéther
person, a nurse's use of avoidance maneuvers may only serve
to increase her own death anxiety; one way of controlling her
anxiety level then is to refrain from withdrawing from the
fearful situation and confront her anxiety by other means.
Since Avoidance responses may function so as to increase
one's awareness of %eath's presence, coping with that
heightened awarehesékgndJits concomitant anxiety may reguire
that a nurse attend more élosely to the death event. Viewed

from this perspective, a nurse whose General Death Anxiety is

relatively high may find herself "paralyzed" in her attempts

- o —— -
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to deal successfully with patient-éeéths. : -
The aveidance response was also found to éignificantl&

correlate with one's Fear of Catastrophic Death. éﬁqing

confronted or witnessed the death of a patiént in a hospital

a nurse's own fears of perhaps dying in a similar fashion may

-

be heightened. In such an instance, some degree of vicarious

identificat;on with the patient's outcome, death, méy result
(Pattison, 1978) aﬁd thus prompt a nurse to withdraw from
peoﬁle or things that have come to be associated with moments
of unpearable fear or;uﬁeésiness.regarding one's own death.

A modest relati&ﬁship was found to exist between thg
situational anxiety a nurse experiences in relation to a 34
patient's death (as assessed by the State Anxiety scale) and
het use of Avpidance“maneuvers, such that when a nurse's
exposure to-another person's death initiates an anx ious
response in the nurse, évoidance may function tovthen reduce
the anxiety associated with a patient's death.

As might be expécted, a nurse's use of,Avoidance coping
responsés was found to be directly related to her.level of
general anxiety (as assessed by the Trait Anxiety scalel-_
For a nurse whose level of general anxiety tended to be
relatively high, Fhe likqlihood that she would employ
Avoidance maneuvers in response to patient-deaths to reduce
that anx&ety would similarly be relatively high.

The Altruism response was found to significantly

correlate with only two of the seven measures of various

a

.
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types of anxlety. First of all, thé results suggested that
as a nurse's level of General Death anxiety increased, rather
than openly avoiding the situation, which would apparently‘
increase the general anxiety associated with one's own death,
a nurse may 1nstead increase the extent of her prqfessional
involvement or helping behaviors w1th others and thereby
effect a reduction in her leeel of General Death Anxiety.

Such Altruistic responses, it may be recalled, may function

to dlstract a nurse's attention or awareness away from the

anxiety-provoking situation of a patlent s death (see Quint,
1967a) and so relieve a nurse of the General Death Anxiety
she may otherwise experience about her own death.

Secondly, a modest inverse relationship was found to
exist between the Altruismﬁfesponse and one's level of
general anxiety (as measured by the Traie Anxiety scale). A
tentative interpretatlon for this relationship may be that
increased use of Altruistic response strategies after
patient-deaths may be related to lower general an;iety. "By
actively engaging in familiar, standard nursing behaviors at®
a time of crisis (that are in large part altruistic in
nature), a nurse may ilncrease her senseaof méstery over what
appears to be an uncontrollable situation and consequently
may experience little in the way of debllltatlng anxiety In
their investigation of the responses of coronary care nu::%Z

»

to patienx%ggaths, Price and Bergen (1977) concluded that

active nursing management of crisis situations resulted in

204
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a ‘greater sense of control for nurses and lessened feelings

of impotence. Such a conclusion may be applicable for nurses
in this sample as well. .
The Emotion SuppreSSLOn response was fousd to
significantly coFrelate at a modest level only with the
measure of one‘s General Death Anxiety. According to the
directionality of the cofref%%ion,'increases iﬁ the | -
suppression of emotlonal responses to patient-deaths may be
associated with increases in a nurse’ s level of anxiety about‘
her own death. Al ternately, as a nurse's anxiety about her
own death decreases, the need toO restrict her emotional
responsiveness following another pérson‘s‘death may similarly
decrease. The rather well—established traditions in the
nursing profession which reinforce the maintenance of one's
sel f-control and‘composure on the job (Bensliel, 1974) may
function as a kind of, protective "huffer” for nﬁrses. That
is, by restraining one's emotional respon51veness in the face
of a crisis sitvation (e.g., & patient's death), a nurse mag
also av01d confrontation with the anxlety assoclated wish her
own eventual death. It 1ncreased awareness of one's personal
. -~
death anxiety were to become ‘unmanageable, it is unlikely
that a nurse could sontinue working effectively with others
without being constantly reminded of the fact tﬁat she too
will someday.die.. Thus, the "Emotion Suppression” response, -

like the "Altruism" response, can serve as a variant form of

a more general class of avoidance maneuvers used by nurses
-

-
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in respénsé to patient-deaths.

In the p;esent project, the Blaming response
significantly correlated in an inverse fashion with the’
measure of Fearful Anticipation of Death. A tentative
interpretation of the relationship might suggest that as a
nurse's;fearful anticipation of her own death increases, to
the extent that she becomes overly-preoccupied with her own
future, the need to use the Blaming response to cope with a
patient's death may conversely decrease. Because a patient's
death can serve to heighten a nurse's awareness and fear that
she, like'the patient, will also die, the ngrse's expectation
of having no appreciable control over deaéh may precluag'
adoption of the Blaming coping response when a patient dies.
If the Blaming strategy‘is used to cope with a patient’'s
death, the result may be an increase ;n a nurse's feérful
expectations about death.

A signifidant positivg relationship was found between
the Blaming response and tﬁe measure of a nurse's situational
anxiety associateéd with anothef person's death. Because the
death of a patient reportedly can represent a "failure"™ and,
to a degree, negligence on the part of health professioﬁals
(Caughill, 1975; Rabin & Rabin, 1970), self- and/or
other-directed blame for allowing the death to occur is not
at all uﬁcommon (Benoliel, 1977; Vachon, et al., lﬁ?S). It
would follow, tﬁen, that in order to reduce her level of

anxiety and uncertainty following the death of a patient,”a

2%
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nurse may iikely employ the Blaming strategy to identify the
"responsible” agent(s).

. A~§ignificant positive correlation was also found
between a nurse's level of general anxietyﬁfnd use ¢of the
Blaming coping strategy. For reasons presumed to be similar
to those that applied to the measure of State Anxiety, a high
level of general anxiety in a nurse was correspondingly
associated with increased use of-the ?laming response. Able
to affix the "blame" for a deatﬁ onto either oneself or some
other agent in the enﬁironmént, aﬁd thus find a "reason”
which accounts for the death, a nurse's level of general
anxiety may consequently become more manageable.

‘The fimal significant correlation coefficient to be
discussed concerns the positive Eelation found between use of
the Sympathy resé&nse strategy and a nurse's level of
Physical Death Fear. According to the obtained correlation,
as a nurse's own féars about the physical aspecté of her
dy;ng and death increase, the expression of sympathy in
response to a patient's death may correspondingly increase.
Expecting difficulty with one's own physical dying and death,
after exposure in her wérk to the pain suffered by many
pétients who die, -may serve to increase a nurse's
appreéﬁation of the difficulty experienced by those who

survive a patient's death and prompt increased expressions of

sympathy.
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Relationships of Age and Loss to the Dependent Measures:

In order to explore whether two variables, age and a
history ¢of personal loss (abbféﬁiatéd “losé“), were related
to any of the dependent measures, correlation coefficients
were computed. Feifel and Branscomb (1973) had reported that
a person's age significantly influenced the dread one had of
personal death.' According to Brown's (1975) investigation,
persons in her sample who had sustained a personal loss
through the death of someone close to them correspondingly
reported lower levels of death anxiety, as measured with the

unfactored, standard version of the Templer DAS.

The results of the correlation analyses demonstrated

.that the variables of age and loss significantly influenced

twb measures of personal death anxiety and two of the
behévio;al coa;ng responses. No statistically significant
relationships—were found to exist between either the age or
loss varibles and the measures of either State or Trait
Anxiety. .

Specifically, age inversely correlated at a
statistically significant level with the measure of Death
Anxiety Denial, and positively.correlated at a statistically
significant level with the Sympathy coping response. Since
both of the correlation coefficients exceeded a value of
+/-.20, the‘statistical power for each coefficient may be
considered quite adequate in terms of Cohen's (1969)

convention of .80 for desired power. The relationship between

"age and Death Anxiety Denial may be interpreted to indicate
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that whth increasing age, a nurse's level of Death Anxiety
Denial may décrease (and vice versa). Empirical support for
such an interpretation is provided by Gow and,  Williams'

(1977) 7nvestigation, in which older nurses (1.e., nurses 40
years ¢of age or older) reportedly had more positive.reactions
tP caring for dying patien%s than did younger n@¥ses; on the
basis of their findings, Gow and Wwilliams concluded that age
was an important determinant of nurses' perceptions of and
responses to death.

Age's relationship with the Sympathy coping response may
be interpreted to indicate that with increasing age, there is
a concomitant increase in nurses' use of sympathetic
responses after patient-deaths. Theoretically, as one grows
older, there is an increased probability that one will
personally experience the dgath of someone close;’ a
statistically significant correlation between age and loss of
.23 in the present study attests to that hypothesized
correspondence. For older nurses, expressions of sympathy
following another person's death may more commonly occur, as
these nurses in all likelihood have also survived the death
of someone close and similarly were likely the reciplents of
sympathetic condolences from others. Therefore, when other
people with whom these nurses have contact die, one
characteristic way of responding would tend to include
expressions of sympathy.

The variable of loss was found to positively correlate

v
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with Fear of Catastrophic Death and the Altruism coping
response. In contrast to the two significant correlétions
already discussed for the age variable, the statistical power
values for the two significant loss-correlation coeff%cients
failed to satisfy Cohen's (1969} .convention of .80 for
desired power; consequently, the relationships should be
reéarded in more tentative terms than the relationships
reflecting ﬁigh statistical power.

Loss' relaticonship with the measure of Fear of
Catastrophic Death may be interpreted to indicate that as the
degree to which one experiences a sense of personal loss
increases, one's Fear of Catastrophic Death may similarly
increase. The relationship may be more clearly defined upon
examination of the extreme responses for the loss variable.
For a nurse who has not experienced the death of someone
close, her own Fear of Catastrophic Death may be
comparatively low; however, for a nurse who has experienced a
"profound sense of loss" from the death of someone close, her
oﬁn Fear of Catastrophic Death may be comparatively high.
Theoretically, such a conclusion seems tenable, particularly
in light of evidence from the threat-perception literature

a
which suggests that one's expectations are important
determinants of the anticipated harm thPt a threat such as
death can impose (Lazarus, 1966; Lazarus, et al., 1974)..
Finally, loss was found to significantly éorrelate with

the Altruism coping response. The relationship may



tentatively be interpreted to indicate that as the degree ;o
which one experiences a persoﬁal loss increases, use of the
Altruism coping response may similarly increase. When nurses
who have a history of personal loss are further exposed to
~the deaths of patients with whom they have worked, the
anxiety, uneasiness, and grief associated with the former
losses may be revived (Caughill, 1975). To mitigate the
impact of such feelings within themselves, nurses may
behaviorally respond by comforting others who appear
distressed and thereby regain a measure of control that
affirms their ability to function effectively at a time-of
crisis. |

On the basis of correlation analyses, evidence was
obtained to support previous emp%rical conclusions that age
and a history of personal lOSS’Sbth influence, to some
degree, measures of personal death anxiety or death fear. 1In
addition, both age and a history of personal loss were found
to influence two of the five behavioral coping responses
reportedly employed by nurses following patient-deaths, an
observation not previously cited in the nursing literature.

Before concluding this section of the chapter, one
observation derived from the above correlation analyées
called into guestion one-of the assumptions about Templer's
(1970) measgre,@f death anxiety. Whereas Templer, et al.

(1971) indicated that the unfactored DAS showed no

«
relationship to the variable of age, this project's factor-
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analyzed versiqd of ;pe DAS found that age indeed was related
to the factor defined as Death Anxiety Denial. Although the
unfactored DAS may show little or no relation with the age

variable, closer exémination of the scale suggests otherwise.

€

Analyses of the Statistical Null Hypotheses:

According to reports in the nursing and psychological
literatures, two‘%ﬁéependeﬁt variables were theoretically
presumed to exert a significant influence upen nurses'
responses to patientldeaths. It had been -reported (Glaser &
Strauss, 1964; Hay & Oken, 1972; Revnolds & Kalish, 1974)
that nurses who experienced repeated contacts with
‘patient-~deaths tended to respond to such events with less
anxiety than did nurses whose exposuée to patient—deaths.was
appreciably less frequent. However, when such documented
evidence was explored ih relation to the effects of varied
amounts of contact with patient-deaths on the levels of death
gn?iet§ and death concern of student’ nurses {Granich, 1976),
no significant differences were. found among student nurses
who had either relatively low or relatively high amounts of
patient-death-contacts. To ascertain whether and to what
degree the amount of contact nufses have with patient-deaths
impacts upon their measured‘levels of personal death anxiety,
their situational anxiety associated with another person's
death, general anxiety levels, and behavioral coping

responses, an empirical exploration of the hypothesizeq



influence of contact with patient-deaths was conducted with
professional hospital nurses. ' o

The second variéble‘believed to affect nurses' responses
to patient-deaths had been reported to be one's overall
degree of professional nursing experience. According to Gow
and Williams (1977), nurses in their sample with high degrees
of profe;;ional experience reportedly expressed less anxiety
about work with dying patients than did their
less-experiehced colleagues. However, Howard (1874)
discovered that, among nursing home employees, personnel who'
pogsessed a high degree of nursing experience tended td avoid
work with ?ying paﬁients. Granich's (1976) investigation'of
student nurses similarly considered that the degree of
overall nursing experience would impact upon the students'
reported-levels of death anxiety and death concern; ﬁowevgr,
according ﬁb her resu%ts, no significant differences were
found in the measures of death aqyiety or‘death'concern for
student nurses who had differing degrees of nursiné
experience. Since evidence regarding the "experience”
variable has thus far yielded inconclusive results about its
impact on responses to patient-deaths, further examination of
the variable seemed warranted.

In addition‘to examining the relative influence of each'tu
independent wariable, the possibility that the two variables

might statistically interact and consequenély affect nurses'

responses to patient-deaths was also investigated.
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According to the results of the analyses of variance and
covarianée, four theofetical expectations were realized;
however, the remainder of the results indicated no .
statistically significant differences or interactions. Prior
to discussing the statistical findings, séveral reasons which
may account for the non-significant results need to be
adéressed.

Methodologically, three conditions éxisted in the
project which could have interfered with_the attainment oﬁ
statistically significant results. According to analyses of
the statistical power of the F tests for factorial designs
with unequal cell frequencies, the power values of the

H
project's no%-significant findings in all instances were no
greater than .57 and, in many caseé, demonstrated
considerably lower degrees of statistical power. The
condition of low statistical pbwer, and its consequent
inability to précisely detect statistical significance,
appears to have been influenced by at least two éther
condi£ions. h

First, although the project's sample size was moderately
laréé (i.e., 210 research participants), an even larger
sample of approximately 256 nurses would be required in order
to achieve the desired power value of .80 (Cohen, 1969, p.
377} .

Secondly, psychometric weaknesses in the measuring

instruméhts used for the project may have also detracted from
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the statisﬁi al power of the g.tes;. al though Temﬁler's ' =
(1970) DAS is considered to be psychometrically among the
most adequate measures of death anxiety curréntly availablé:
the scale's validity has been questioned in terms of whetherf
the DAS actually can assess the death anxiety cohstruct
(Kastenbaum & Costa, 1977; McMordie, 1978).' In addition to
the shortcomings of the DAS, neither reliability nor valid}ty
estimates exist for the five identified coping strategies
derived from a factor analysis of the present study's NRI.
Thus, it may be seen that three methodological conditions
(i.e., low statistical power, an insufficient number of
research participants, and psychometric'weaknesses in several
of the project's dependent measures) combined in this preoject
to effectively limit the extent of statistically significant
findings.

Theoretically, many of the non-significant findings of
the project might have been anticipated‘to some extent.
Based upon conflicting empirical results for the effect of
éne's degree of professional nursing experience on responses A
to patient-deaths (Gow & Williams, 1977; Howard, 1874) and
Granich's (1976) observation that the degree of nursing
experience exerted no significant influence on responses to
death among student nurses, several of the present project's
fesults would tend to confirm Granich's f£indings. Similarly,
the unique influence of the “contact with patient-deaths”

variable may have been contaminated, as a post-analysis



observation indicated a modest, although significant inverse
relationshié between the two indepepdeﬁt variables (x = -.l6,
P <.0l). That ié, ?t was determined that nurses with high
degrees of professional nursing'ekperience tended, as a_
group, to have low amounts of contact yith patiepgt-deaths,
whereas nurses with lo@ degrees of professional nursing
experience tended, as a group, tec have high amounts of
contact with patient-deaths.

Despite the cited methodological and theoretical
shortcomings in the project, the analyses of variance and

*

covariance revealed two significant main effects and two
. -

significant interaction effects, to which attention may now

be addressed. )
According to the first statistical null hypothesis, no
significant differences in measured levels of death anxiety,

— _
state anxiety, trait anxiety, or behavioral coping responses
—_—

gl 2
dyere.proposed for nurses who reported varied amounts of

contact with patient-deaths. As the results of analyses of
variance and covariance indicated, no statistically
significant differences in five measures of personal death

anxiety, a measure of state anxiety, a measure of trait
Y ?a b4

an{iifzi/gp/four measures of behavioral cogéng responses were

detected for nurses having .varied amounts of contact with
patient-deaths. However, an analysis of covariance did
indicate that the amount of contact (i.e., low or high)} a

nurse had with patient-deaths significantly influenced the
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extent to which a nurse wouid employ the Altruism coping
strategy in response to patient—deaths. Specifically, it was
found that nurses who tended to have high amounts of contact
with patient—deaths reportédly empioyed altruistic coping
behaviors 51gn1f1cantly more often than nurses who tended to
have low amounts of contact with patlent —deaths. As Hay and
Oken . (1972} suggested nurses who have frequent exposure o
patiént-deaths are often unable to phy51cally withdraw from
their nursing tasks. " To c1rcumvent the impact that repeated
death-confrontations may have, nurses must -adopt coping
methods othet than outtright avoidance. According to=Hay and
Oken (197}), "denial®” is one such response that nurses may
select. For nurses in the present project who reported high
amounts of contact with patient-deaths, it appeared as though
the Altruism response was the preferred choice for coping
with patlent—deaths. By employing either denial or, as was
the case for the present sample of nurses, altruistic
behaviors,;nurses may then ;égtlnue to functioﬁ effectively
without suffering @ebilitating effects that could accrue, from
repeated contacts with patient-deaths.

A¥cording to the second statistiéal null hypothesis, no
significant differences in measured levels of éeath anxiﬁty}\
state anxiety, trait anxiety, OT pehavioral éoping respon%es
were proposed for nurses who reported varied degrees of -
professional nursing experience. AS the results of analyses\“\

of variance and covariance indicated, no statistically

-
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significant*differenCes ﬁi four measures of personal death
anxiety, a measure of stateranxiety, a measure of trait
anxiety, or five measures of behavioral coping responess were
detected for nurses poésessing varied degrees of pqofessional
nursing’ experience. However, an analysis of covariance
indicated that éignificant differences did exist between
nurses having low experience and those having high experience
on the measure of Death Anxiety'Denial. Specifically, the
ireéults suggested that iow—experience nurses in this sample
tended to report a significantly greater degree of Death
Anxiety Denial than did their more experienced colleagues,
even when the effects of age were statistically controlled.
As sthn by both Kastenbaum and Aisenberg (1872) and
Quint and Strauss i1964), the training of nurses is, in large
measure, concerned with insuring that nurses will be.capable
of competent performéncg in their professional nursing
careers. Hence, in the training of nurses, a great deal of

-

emphasié\is placed on £he nurse's ability to objectively
assess and master situations as they arise, on her ability to
remalin composed and contrblled when coﬁfronted with crises,
and on her ability to function properly in. accord with the
ideals of her profession. Such conceérns in nurses' training
have been described as " one-sided" and unrealistic, shch
that a nurse may begin a professional career without the

notion of death included in her job-related expectations.

When confronted with patient-deaths in her work, a low-
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experience nurse may engage in cognitive maneuvers in an

effort to persuade herself that shé_can withstand the impact
of death, that "it's happening to them", and that at least
for a moment a nurse is somehow removed from the possibility

that she tod could die. By means of such "éeif-talk", a

. nurse may be able to successfully, albeit temporarily,

convince herself that she is guite free of anxiety about her

own eventual death.

/

Two significant interactions of the independent Gér;bles
were found, one for the measure of‘Pearful Ahticiﬁation of
Death and the gecond for'the measure of State Anxiety, or
that situational anxiéty specifically associated with the

death of another person.

-
-

According to the test‘résults for simple main-effects, a
significant difference in the measure of Fearful Aﬁticipation
of Death was found for high-experience nurses who reported
having either low or high amounts of contact with
patient-deaths. Inspection'of the obtained mean values for

the two high-experience.nursing groups on this variable
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(s€e Table 10 and Figure 2) revealed that the high-experience
nurses who had a low amount of contact with patient-deaths
tended to report significantly more fearful anticipation of
death than high-experience_ncrses who had a high amount of
contact with patient—déaths. -

Theoretically, such a finding mayrbe explained by
drawing upon the opservations of Glaser and Strauss (1965) in
regé?d to "death expectations”™. When a nurse éan expecé with
some certainty that a patient will die in the foreseeable
future, such an_anticipated death may prove to be
.anxiety-provéking for a nurse; however, "unanticipated
deaths", those for which little or no ;;rning signs are
available, tend to have sigﬁificantly more devastating
effects on people than the "anticipated" deééhs. For
high-experience nurses who work in hospital areas where
patient-deaths are relatively infrequent, those deaths that
do occur may be classified within Glaser and Strauss'
“unantiéipated“ group. Perhaps for high-experience nurses
from low-death-rate nursing units, the occasional deaths of
patients who have not been defined as "terminal" or dying
serve to rﬁmind the more-experienced nurses that they too
could aievunexpectedly. Such high anticipatory fear may then
account for the differences that obtain for high-experience
nurses in this sample who reported varied amounts of contact

with patient-deaths.

A significant interaction of the independent variables
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was also demonstrated for the measure of State Anxiety.
According to the test i:Eults for simple main—efgects,.two
differences were indicated. First of all, low-experience
nurses who reported varied amounts of contact with 3
patient-deaths significantly differed in terms of their
levels of situational anxiety associated with the death of
another.person. Inspection of the mean State Anxiety scores
for the two groups of low-experience nurses indicated that
those nurses having low amounts of contact with
patient-deaths tended to report higher levels of_Stgte
Anxiety than did their high-contact colleagues._ The \
signifiéant difference may be explained in terms of differing
expectationg about the incidence of patient—-deaths (see Quint
& Strauss, 1964) and/or in terms of an anxiety-extinction
process that might take place. Aadcording to Rachman (1972),
extinction is the common denominator in many .therapeutic
techniques aimed at ankiety—reduction; after repeated
presentations of an anxiety-producing stimulus (in this case,
patient-deaths), one's initial sensitivity to and anxiety
about the stimulation gradually diminishes until the stimulus
can no longer elicit an anx'iety response. While such an
explanation may be theoretically appealing, its practical
application to the métter of responses to patient-deaths is
only conjecture at this point.

' The. second difference found in regard to the measure of

State Anxiety was that among nurses who reported low amounts
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of contact with patient-deaths, the less-experienced nurses
again reported higher levels of State Anxiety than their
more-experienced colleagues. The reasons offered for the
first-obtained difference for the measure of State Anxiety

may similarly be applied to th& second-obtained difference.

Relative Influence of Social Desirability:

In the present study, three dependent measures
demonstrated:statist}cally significant inverse felationsbips
with the Marlowe-Crowne chial Desirability Scale (Crowne &
Mérlowe, 1960). According to Cohen's (1969) conventon of .80
for desired power of correlation coefficients, two of the
obtained partial correlation coefficients satisfactorily
exceeded Cohen's criterion; the third statistically
significant partial correlation coefficient (i.e., r of -.17)
failed to reach the level of desiréd power and should
therefore be interpreted in light of the power analysis.

" A significant negative correlation ccefficient was
obtained for the relationship between the Death Anxiety
Denial factor and the measure of social desirability, even
after statistically controlling for the individual and
combined effects of ;he age and loss variables. Although
Templer (1970) indicated that the DAS bore no appreciable
relationship to the response set of social desirability, the

results of the present analyéis indicate otherwise.

Moreover, two other investigations have recently noted



sighificant inverse relationships betwéen Templer's DAS and
the Marlowe-Crowne séale. In alcompatison study of several
measures of death anxiety and their relations with measures
of general anxiety and social desirability, Dicksﬁein
(1977—1975) found that, for a sample of 34 female college
students, Templer's DAS (in unfactored form) was
significantly correlated with the Ma;lbwe—Crowpe_Social
Desirability Scale (X of -.42, p < .05). McMordie's (1978)
study of the psychometric properties of the DAS similarly
discovered a significant negative correlation between
Templer's DAS and the measure of social desirability (x of
-.21, p <.001) in 2 sample of 320 college students. In the
present study, only the Death anxiety Denial factor was
significantly related in an inverse manner with the measure
of social desirability, with the remaining four death anxiety
factors showing no such relationship. On the basis of a
factor-analyzed version of the DAS for the present sample of
nurses, it is hypothesized that the two variables loading
highest on the factor may, in large measure, account for the
relationship with the social desirability component (l.e., "I
am not all afraid to die", and "The thought of death never
bothers me") .

A second significant negative correlation was found to
exist between Spielberger, et al.'s (1970) Trait anxiety
measure and the measure of social desirability, even after

the individual and combined effects of the age and loss
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variables were statistically';emoved. As indicéted by the
aéthors of the STAI, it was not Possible to develop a
complepely balanced Trait Anxiety scale from the original
pool of test items (Spielberger, et al., 1970, p. 3), whiceh
may have accounted in pPart for the significant negative
‘correlation obtained in this project. However, a
theoretically more interesting and Possible explanation for

the relationship may be considered, -

3
. S .
Repeated reference has been made to the training of

nurses, in which a great deal ©f emphasis and stress is
pPlaced upon one's ability to Successfully perform nursing
duties in'siresponsible, competent manner; for a nurse‘£6
perform otherwise may be considered an indicatién of
professional failure (Garfield, 1977; Quint, 1%67a),
accompanied by a lowered sense of professional self-esteem.
In an effort to pPrevent the occurrence of such professional
losses ang thereby sustain.the social approval of her
colleagues, a nurse may respond to potentialiy anx ious
situations in a manner which has been Prescribed by her
training and which is reinforced by her social network of
professional peers. Interestingly, Kendall, et al. (1976)
have concluded that the Trait Anxiety scale may actually be a
"dispositional measure of fear of failure or loss of

sel f-esteem” (p. 406} .- Thus, for the Present sample of
nurses, the significant nNegative correlation obtained between

the measure of Trait Anxiety and the measure of social



R 225

desirability may reflect a phenomenon applicable to those
people whose work demands allegiance to common group goals
and professional ideals. -

Finally, the Avoidance coping response was found to
negatively correlate wi@h.the measure of social desinability,.
even after the individual ?nd combined egfects of the age and
loss variables were stati%@ically removed. Although the
correlation coefficient E;E of a2 low magnitude, the
directionality of the association suggests that the use of
clearly avoidant behaviors to cope with patient-deaths may be
considere8 less socially-desirable than other, somewhat more

subtle nursing behaviors that indirectly serve a similar

purpose.

Intercorrelations of Death Anxiety and State-Trait Anxiety:

The correlations to be discussed in this section were
those found to exist between the five measures of personal
'éeath anxiety, the measure of state anxiety (which served as
an index of the situational anxigty a nurse reportedly ;
experiences in relation to the death of another person) , aﬁd
the measure df trait anxiety. Once again, only those
correlation coefficients which exceeded the level of +/-.20
were considered tolpossess an acceptable degree of
statistical power, aécording fo Cohen,s (1969) convention of

.80 for desired power; those correlation coefficients lowex

in magnitude than that of +/-.20 (and thus of lower
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statistical power) shgu;d.be interpreted as conditionally.
reflecting relationships that may exist in this p;?ﬁeét.
‘Three measures of personal death anxiety were found to
negatively correlate at statistically significant levels with
both the State and Trait Anxiety meésures. Fof a group of 60
women who participated in his study, Lucas (1974) obtained
signifiéant correlations between the State and Trait Anxiety
measures éhd the standard, unfactored version of Templer's
DAS; however, the directionality of thé correlation
coefficients was in each case posi%ive (r of .49 for the.
association between the DAS and State Anxiety scale, and r of
.50 for the association between the 'DAS and Trait Anxiety
scale). éince Lucas' (1974) results are indicative of a fair
degree of similarity between a measure of death anxiety and
two measures of general anxiety, there does not appear to be
much evidence- that the three measures reflect essentially
different kinds of anxiety; that is, the unfactored DAS may
have poor discriminant validity, as suggested by Kastenbaum
and Costa (1977). However, according to the significant
negative correlations in this project among the e
factor—-analyzed -measures of personal death anxiety, the
measure of other-directed "death anxiety" (i.e., State
anxiety) and the measure of general anxiety (i.e.,‘Trait
Anxiety), it may be that the measures of personal death
anxlety do reflect dimensions of deéth—related anxiety that

essentially differ from dimensions of general anxiety, as
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assessed by conventional anxiety‘measures. This hypothesis

is only speculation and would require fur investigation.

In the present project, the measurgs of State and Trait
Anxiety significantly correlated with one no;her (r of
.368). This finding compares favorably with correlations
reported by Spielberggr, et al. (1970). For females, the
correlation coefficients for the two scales under
differentially stressful conditions generally range from‘.ll
to .53, with a median correlat?on coefficient of .30.

Lastly, a modest, although significant‘correlation
coefficient was obtained for the reiationship between tﬂe
measure of General Death Anxiety ana the measure of Fearful
Anticipation of Death (r of .139). Accbrding to this '
finding, two of the purportedly orthogonal factors derived
from the DAS demonstrated a significant degree of
l'association.‘ However, examination of the statistical power
for a correlation coefficient of this magnitude reveals a
power value of .29 (Cohen, 1969, p. 90). Although
statisficaily significant, such a correlation coefficient for

the two factors may be regarded as spurious and unlikely to

be found when greater statistical precision is employed.’

RMQ Discriminant Analyses:

The results obtained in stepwise discriminant analyses
of the Role-Model Questionnaire (RMQ) lend empirical support

to the theoretical expectation that Bandura's (1969, 1971b)
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gonceptions of social modeling occupy a position of central
importance for nurses, particularly in regard to the ways in
which nurses'learn how to confront patient-deaths. It can be
argued, on the basis of the nurses' self-reports, that
certain of the reported model;ng parameters were
differentially influential for nurses who varied in terms of
their amounts of contact with patient-deaths, as well asrfor
nurses who varied in terms of their degreeé_of professional
ﬁursing experience:

For nurses who differed\wéth respect to having either
low- or high-contact with patient-deaths, a combination of
ten parameters of social modeling significahtly discriminated
between the two groups. Of the ten d;scriminating variables,
nurses whe had high-contact with patient-deaths reported
sigrificantly more é:i;nsive use of eight such variables,
while the low- and high-contact nursing groups did not
aépreciably differ in the extent of their use of two
discriminating variables.

The rewardingness of a model (i.e., RMQ7) was found to
be the most significantly influential parameter for nurses
who had a high amount of contact with patient-deaths.
According to findings from several investigations in the area
of sociall modeling (e.g., Bandura & Huston, 1961; Bandura, et
al., 1963b; Grusec & Mischel, 1966), "rewarding” models tend
to positively influence the degree to which modeling of their

behavior occurs. Nadelson (1975) observed that rather
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strong, mutually suppoftive relationships tend to exist among
nurses whose work brings them frequent contacts with
patient-deaths; if one ﬁurse may experience difficulty-
working with a patient, physician, or technical aspects .of
her work, other nurses reportedly become avgilable to assist
in completing the difficult task. As a “neQJ:nurse is
introduced into this atmogphere of mutual support and
camaraderie (wﬁich may reflect an naltruistic® strategy for
coping with patient-deaths), the rewardingness and
helpfulness of her professional peers tends to be highlighted
and conseguently provides a viable atmosphere for the "new“’
nurse to engage in observational learning (one of the
principal teaching methods used in nurses' training
programs) .

In addition to the singular significance of a model]s
rewardingness for nurses who have high-contact with
patient—deaths,:ihe characteristics of a model's prestige
level and high degree of professional competence were both
prominent in terms of their discriminating power. Such an
observation provides further support for previous research
findiggs which demonstrated the influence of each of these
other model characteristics (e.g., Bafon, 1970; Miller &
Dollard, 1941).

For nurses having high-contact with patient-deaths,
tH¥ee "observer" characteristics were found to significantly

influence the extent to which modeling of others occurred:



(a) observers who tended to readily conform to established
patterns of behavior, (b) observers who had received
reinforcement in the past for modeling the behaviot of
nurse-models, and (c) observers who perceived a dégree
similarity b?tween their own nursing behaviors and those of
a model; pvidence attesting to the importance of qertain
observer'qualities in the present project serves o support
the findings of prior investigations ingéhe area of
observational learning (seé Bandurjh& wWalters, 1963;
Hornstein, 1970; Miller & Dollard, 1941).

. As suggested in the results of the discriminant
analysis, it may be concluded that nurses who have .
high-contact with patient—deaths may be distinguished fr?p/
nurses who have low-contact with patient-deaths on the basis
of a combination of ten interacting modeling pérametersl
Given exbosure to models who possess certain characteristics
(cited above), as well as exposure to models who are able to
provide effective nursing care to other patients subseguent
to the death of a patient (see Bandura, 1971b, 1977b), a
group of observing nurses, who all possess certain salient
characteristics (cited above), may then be able to confront
patient-deaths in a manner similar to what they had 1earnéd
from observing the performances of their models.

For nurses who differed with respect to ha&ing either a
low or high degree of professional nursing experience, a

combination of four modeling parameters were selected in the

)
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second analysis which significantly discriminated between the
two groups.

Of the four discriminating RMQ variables identified in
the second analysis, ongoing exposure to multiple models
(i.e., RMQ2) was found to be the most significantly

influential modeling parameter used to distinguish

. low-experience nurses from nurses who had a high degree of -

professional nursing experience. Inspection of the RMQ2 mean

values for the low- and high-experiencé\groups indicated that

)low—experience nurses assigned a higheridegree of importance
to exposure to multipie.models than did h'gh—experiénce
nurses. This finding is understandable in light of Bandura
and Walters' (1963) observation that members of relatively
homogeneous groups, such as a group of high-experience .
nurses, may tend to discern such high degrees of similarity
among.one another that it becomes difficult to separa%e from
one's peers those nurses who may be considered "mode%é“. The

relative importance attributed by the group of low-experience

nurses to having multiple modeling influences serves to

confirm Kazdin's (197431 observation that exposure to

multiple models is more effective in promoting observational
learning than is exposure to a single model.
A second variable found to distinguish low-experience
nurses from high-experience nurses concerned the extent to
o

which low-experience nurses reported exposure to models who

are able to provide effective nursing care to other patients

231
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subsequent to the death of a patient. To the extent that
many professionél nurses with whom a low-experience nurse has
contact may be perceived as "models”, it would appéar that
low-experience nurses attend most close;y t& those "models"
who personify what a low-expefience nurse -has been taught
about nurses in her training (Brunner & Suddarth, 1975; Gow &
Williams, 1977). o

As was fg;nd in the first dlscrlmlnant,analy51s, ﬁhe
parameters of a model's rewardingness and percelved-
similarity in nursing behaviors on the part of the observer
with a model were influential discriminators for nurses who
reported varied degrees of professional nursing experience.

‘According to the responses of the present sample of
nurses to the RMQ items, it would seem that modeling'is
indeed of importance for nurses who.must, as part of ;heir
work, learn how to confront the deaths of patients. However,
a{question that remains to be answered is whether a fica:}oﬁs
extinétion process of nurses' anxiety responses in relation
to patient-deaths does occur. Perhgps future research |
efforts which espouse Bandura's social learning:-theory of

modeling may be able to explore that issue in depth.

Recommendations for Future Research:

according to Kastenbaum and Costa (1977) and Vachon, et
al. (1978), theoretical and/or applied research concerning

the psychological impact of death on health professionals has



only recently made its appearance_iﬁ the psychological
literature. The majority of research reperts are, therefore,
exploratory in nature and open to continued investigatiens.
In accord witﬁ the findihgs ef the present project, several
recommenaations angd suggestibns are‘offered for those who

wish to pursue the topic discussed in this report.

A number of practical problems need to be weighed before

one chooses to investigate the psychological responses of
nurses to patieht-deaths. 1In the present project, a sizeable
~amount of time wae spent securing the cooperation and
participation of several communlty hospltals. Once
permission was granted-to conduct the lnvestlgatlon in three
such hospitals, furtherlpractidal problems arose in terms of
enlisting ‘the cooperatioh of a sample of reeearch

»

participants. Other practical factors that require

consideration in such an investigation include the amounts of

time and money that are expended in the collection of data

{e.g.., periodié visits to hospitals to distribute and collect‘

test booklets, dupl1catlon costs for test materlals, ete.)

In“the present project, everal methodologlcal
shortcomings were'encountered which may well have influenced
the results of the data analyses. To circumvent such
problems in the future, an'increesed sample size may aid in
improving the level of etatistical powe:.. Furthetmore, use
of psychometrically—improveg_instruments which possess

acceptable standards of reliability and validity is

b
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recommended, since ciear evidence for the reliability and
ﬁGélidity of several of this project's dependgnt measures was
lacking or insufficient.

P Baving considered some of the practical and
methodologlcal issues, several research areas invite further
inquiry: .

First, the Eontinued use of factor-analyzed measures of
death anxiety-seems warranted in order to more cogently
define what is meant by ndeath anxiety" and to delineate its
underlying dimensions. By means of factor analysis, greater
comparlsons among diverse measures of death ahxiety may be
conducted in an effort to explore whether dlfferent measures
reflect essentially different Qimensions of the gonst;uct.

second, this projgct found that the age variable was
significantly related to the measure of Death Anxiety Denial,
the most érominent factor derived from Templer's (1970) DAS.
Further inquiry into the possible .influence of age on
\measures of death anxiety,is thus indicated. -

‘Third, sihce.evidence appears to be accumulating that
attests to the influencé of social desirability on measures
of death anxiety (such as Templer's scale), the construction
of death.anxiety scales that are relatively free of this
component would be preferred. Until the time when such
scaleg may be constructed, Kagtenbaum and Costa‘'s (1977)
recommendation should be observed, that measures of social

Jesirability be routinely included in studies of death

234
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anxiety.:

Fourth, to Qérify or refute this project's
ident&fication of certain behavioral coping strategies used
by nurses in response to patient—deathsi further exploratory
work in this area is suggested.

Fifth, although this project determined what may be
considered several behdvioral correlates of death anxiety,
many of the observed rélationships were of low magnitude and
equally laow statistical power. It remains to be seen whether
the behavioral correiates found in this project can be
.identified in future research in which greater statistical
precision is apparent.

Sixth, the observed significant inverse relationship
found for the measures of Trait Anxiety'and social
desirability in the present sample of nurses demands further
investigation. It remains to be seen whether those employed
in the helping professions characteristically respond to
anxiety in what may be considered a socially-desirable or
socially-undesirable manner. *

Seventh, inconclusive evidence remains for the
lhypothesized relative significance nurses' amounts of contact
ﬁi;h patient-deaths and/or degrees of professional nursiné
experience have on their responses to patient-deaths.

Further inquiry using festricted samples of énrses with

extreme amounts of contact with patient-deaths and extreme

degrees of professional nursing experience (i.e., low and

»
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high in both. cases) may serve to more cleariy demonstrate
whether sigﬁificant differences actually exist for such
groups in terms of theif:responses to patient-deaths.

Eighth, consideration of other independent variables,
such as the degree of a nurse's relationship with a patient,
méy be inveétigéted to ascertain what effect the relationship
variable has on nurses' responses to paﬁient—deaths. The
literature which concérné grief fesponses {e.g., Parkes,
1975) has addressed 1he relationship varfable's significance
in regard to family membérs' responses to death, although
there 'is a dearth of such' explorations among health-care
professionals. |

Ninth, ﬁof'a more accurate indication of "amount of
contact with death" than was_useé/in this project, two
alternative indi;ators may be consiéered.‘ First of all, an
investigaESr maj secure hospital records that identify the |
specific rates of patient-deaths among different hospital
nursing units, rather £han having to rely solely on the

biased recall of research participants. Secondly, one may

want the research participants to indicate the relative
T

percentage of patienﬁs who die on‘their uﬁits, thereby
avoiding some of the inherent biases in the subjective
recollection of absolute numbers of patients.

Finally, although.this project identified a number of

significant modeling parameters for nurses who confront

patient—deatﬁé, it remains to be seen whether such parameters
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can be identified in future studies that more validly and
reliably assess the impact of social modeling. In addition,
future investigations of this type would do well to study the

overt behaviors of models and observers rather than, as was

the case in this study, relying completely on the selective

recall of people to report past experiences with social

o
modeling.

L 2.9
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SUMMARY AND CONCLUSIONS

adopting Bandura's (1969, 1977b) social learning

conceptualizations of modeling as a theoretical
infrastructure, the present project explored hospital nurses’
psychological and behavioral responses to confrontations with
patient-deaths. Specifically, the project investigated'the
impact of Fwo independent varigbles, (a) the amount of
contact a nurse had with patié%t—deaths and (b) the degree of
professional nursing experience one had, on five measures of -
nurses' personal death anxiety, on a measure of anxiety
associated with another person's death, on a measure of |
general trait anxiety, and on the use.of five coping ) .
strategies which may be employed in response to
patient-deaths.. In addition, the p%oject sought to (a)
determine the extent to which social modeling takes place
among hospital nurses and to (b) determine which modeling
parameterg were of most importance for the sample of 210
female nurses.

< According to the results‘of the study, nurses who had
high-contact with patient-deaths used an altruistic class df
coping respbnses following patient-deaths significantly more
often than low-contact nurses. Secondly, low-experience
nurses reported significantly higher degrees of anxliety

denial in regard to their own deaths than high-experience

nurses. Thirdly, significant interaction effects of the two

a
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independent variables significantly influenced nurses' own
levels of fearful anticipation of death and the situational
anxiety a nurse repofted in‘relation to another. person's
death. Expectations regarding the impact of the independent
variables on the other dependent measures were not realized,
It wgirconcluded that low statistical power, an insufficient
number of research participants, and psychometric
inadequacies in the measuring instruments all served to
inteffere with the potential achievement ¢f a greater number
of statistically significant results.

Apart from the test results of thelstatistical
hypotheses, significant correlations were found améng several
cf the dependent measﬁres, as were relationships with the
variables of age, a history of personal loss, and the social
desirability component. Tentative behavioral correlates of
death anxiety were also discovered. Finally, it was ‘
concluded that social modeling appears to occur among
hospital nurses and that combinations of gelected modeling
parameters were differentially ©of importance to nurses who
varied with respect to their amounts of contact with
patient-deaths and with respect to their degrees of
professional nursing experience.

Recommendations were made that future research concerned
with nurses' responses to patient;deaths attempt to build a
greater degree of statistical precision into their designs by

-

using both sufficiently large samples of participants and

3



instruments possessing sound psychometric qualities.
Continued use of féctor analysis for measures of death
anxiety was emphasized, as was application of the same
statistical techniqué'to explore coping strategies used by
nurseafs. Finally; suggestions Qere made for future research
to coﬂsider, in addition to the independent variables USeq in
this project, other variables which potentially also

influence nurses' responses to patient-deaths.
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Code No. XXX

In nursing journals a great deal of attention if focused
on the deaths of patients in hospitals. To increase our
understanding of how these deaths affect nurses, it is
important to study large numbers of nurses who have

experienced the deaths of patients with whom they have had
“contact. I will be grateful for your assistance and input in
one such study that I am conducting for my doctoral thesis.
My study has to do with "role-models" and how nurses use
these people to learn how to confront patient-deaths,

in learning how to confront and cope with
patient-deaths, as in learning many other things, we tend té
watch how others respond to deaths. -These "others" may be
supervisors, friends, co-workers, or other kinds of
"role-models" . When observing "role-models", we watch what
they do, how they do it, what approaches they use, etc. From
ou¥ observations we can learn how-we might respond in similar
situations, and possibly then be a "role-model® for someone
else.

There are several forms I would like you to complete. A
number of them were developed from interviews I conducted
with some of your peers at this and two other Ottawa
hospitals. They can all be completed in less than an hour.
Please do not discuss your answers with other nurses. I will

return to the hospital in one week to collect all completed
forms.

All of your responses will be kept strictly -
confidential, will not affect your job security, and will be
used only by me in tabulating the results. Enclosed is a
special answer sheet that is coded with a number (see upper
right-hand corner of this letter), in lieu of having to use
your name.

For your participation in this study, I will gladly
provide you with its results. If you would like such
information, please fill in the "Results Request Form" (found
inside the small white envelope)} and mail it to me after you
have completed the guestionnaires. In that way, your
guestionnaire responses will remain confidential and
anonymous. .

Thank you verly much for your time, "assistance, and
cooperation in this project! )

. Thomas 0. Martin
University of Ottawa
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DIRECTIONS FOR USING YOUR ANSWER SHEET: The green/white -
‘answer sheet must be used for recording your responses (with
the exception of Questions A-F on the following page). The
ANSWER spaces are numbered across, ranging from 0 to 9, and
correspond to the selection of responses on the
guestionnaires. Use the enclosed pencil to completely
blacken in the answer space you choose.

EXAMPLE: If your answer to a question is (4) - ALMOST
ALWAYS, record it as follows:

‘ (0) (1) (2) (3) @ (5) (6) (7) (8) (9)



UNIVERSITE D'OTTAWA

OF Tawva OnTamio
CANADA  B1M BN}

CENTRE D'INFORMATIGUE COMPUTING CENTRE

IS

UNIVERSITY OF OTTAWA

NE RIEN INSCRIRE A GAUCHE DE CETTE LIGNE: UTILISER UN CRAYON A MINE 'HE",

MAKE NO MARKS TO THE LEFT OF THIS LINE. USE AN "HB’ LEAD PENCIL.
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RESULTS REQUEST FORM

I am interest in recelving a summary of the results of
experiences with patient-

YES,
My. Martin's study on nurses'’
deaths.
He may send the summary to me in care of:

Name:

ST. ADDRESS:

CITY & PROV.:

POSTAL CODE:
I agree that I will not e hearing from Mr. Martin

until the completion of his study.



.choose the number that corresponds to your answer.

A
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' BIOGRAPHICAL DATA SHEET

requested information.

A.

B.

What is your age?

DIRECTIONS: Please fill in the blanks (A-F) below with the

How long have you actively worked as

a nurse?

What is your occupational level (e.g.,
staff nurse, team leader, head nurse,

¢coordinator)?

If married,
occupation?

what 1s your spouse's

On the average how many deaths occur
in a 6-month peripd on your unit

(give number)?

In the last 6 months, how many

patients have you had contact
who have died (give number)?

with

DIRECTIONS: For the multiple-choice items below (items 1-6),

that number in the appropriate space of the answer sheet.

1.

2.

Sex:

Level -of nursing education:

Marital status:

Have you had courses or

received training in the area
of death and dying?

To what degree have you
experienced personal loss

- from the death of someone

especially close to you?

Blacken
-
0-Male
l-Female
0-Diploma

1-Bachelor's degrée
2-Master's degree
3-Doctorate

0-Single, never married
1-Married

2—-Separated

3-Divorced

4-Widowed

0-Yes
1-No

0-Never lost someocne
especially close to
me through death

l1-Very little sense of
loss

2-Mild sense of loss



s

3-Moderate sense of ioss
4~-Severe sense of loss
s-profound sense of loss

6. On what type of unit do you
work in this hospital?

2-Geriatrics
3-Psychiatric

6—-Medical

DAS

4-Emergency
5-ICU/CCU/Recovery

7-Surgical

0-0B/GYN/Newborn nursery
l-Pediatrics -

DIRECTIONS: Listed below are a number of statements that

cover items 7-21 on your answer sheet.

if you feel that the
statement 1s TRUE for you, blacken the 0 space on the answer

sheet; if you feel the statement is FALSE for you, blacken

the 1 space on the answer sheet.
answers.
personally.

EXAMPLE: "I enjoy reading novels.”
- as:h1lf
S as: (0)
7. I am ve uch afraid to die.
7N

Vv

(1)

8. THE“fhought[of death seldom enters my mind.

9. It doesn‘t‘hake me
about death)\_ ¥

I dread to thin
operation.

11. I am not at all afraid to die.

ab®ut having to have an

ervous when people talk

12. I am not particularly afraid of getting
cancer. '
13. fThe thought of death never bothers me.
. | . '
14. I am often distressed by the way time flies

so very rapidly.

There are no right or wrong
Answer the staﬁiijnts as each one pertains to you

If TRUE, mark you answer

If FALSE, mark you answer

0-true
l1-false

O0-true
l-false

0-true
l—fa;ge

g-true
l1-false

O-tyue
l1-false

0-true
l-false

0-true
l1-false

O0-true
l1-false
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15. I fear dying a painful death. O0-true
‘ - o 1-false
16. The subject of life after death troubles “0-true
me greatly. X : l-false

17. I am really scared of having. a heart attack.3_0—true
. l-false

18. I often think about how short life really is 0O-frue
) : ‘ . . l-false
19. I shudder when I hear people talklng about 0-true
a World war III. . l-false

20. The sight of a dead body is horrifying to me. O-true
' . l-false

21.. I.feel that the future holds nothing for me 0-true
to. fear. . ' l1-false

DIRECTIONS- Llsted below are a number- of statements that

cover items 22-54 on your answer sheet. If you-feel the
statement is TRUE for you, blacken the 0 space on the answer

sheet; if you feel the statement is false for you, blacken
the 1 space on the answer sheet.

+ . v

answers. _
¢ ' .
EXAMPLE: "I logk forward to the gummer™. If TRUE, mark your
answer as: @ (1)
. If FALSE, mark your
hd 3 ant: as: (0)
22. Before voting, I thoroughly investigate 0-true
th alifications of all the candidates. ’ 1-false
L . .
23. I never hesitate to go out of my way to 0—true
., help someone in trouble. l1-false
24. It is sometimes hard for me to go on with 0-true |
my work if I am not encouraged. l-false,
25. I have never intensely disliked anyone. 0-true
: : l-false
26. On occasion I have haé doubts ‘about my 0-true
‘ ability to succged it life. -l-false
_") N
27. 1T sometimes feel resentful when I don't get  O-true
: my way. ' ‘ l-false
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28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

.2
. -
I am always careful about my manner of -
dress. -
My table manners at home are as good as when
I eat out in a restaurant.

If I could get into a movie without paying
and be sure I was not seen, I would probably
do it.

On a few occasions, I have given up doing
something because I thought too little of my
ability.

I like to gossip at times.

There have been times when I felt like
rebelling against people in authority even
though I knew they were right.
No matter who I'm talklng to, I'm alwa&s
a good listener.

I can remember “playlng sick"
something.

to get out of

There have been occasions when I took
advantage of someone. .

I'm always willing to admit it when I make
a mistake. .

I always try to practice what I preach.

I don't find it particularly difficult to
get along with loud mouthed, obnoxious

people.

I sometimes try to get even rather than
forgive and forget.

When I don't know something I don t at all
mind admitting it. 4

-

I'am always -courteous, even to people who
are disagreeable.

At times I have really insisted on having
things my own way.

There have been occasions whe felt like
smashlng'thlnq?.

O-true
l-false

O0-true
l-false

O0-true

l-false

O0-true
l-false

0-true
l-false

O—tfue
l-false

.0-true

l-false

O-true
l1-false

0-true
l-false

O-true
1-£false

0-true
l1-false

0O-true
I-false
0-true

l-false

O-true
l-false

O~true

l-false .

O-true

J-false

0-true
l1-false
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I would never think of letting someone else

45.
be punished for my wrongdoings.

46. I never resent being asked to return a favor.

47. I have never been irked when people expressed
ideas very different from my own.

48. I never make a long trip without checking the
safety of my car.

49. There have been times when I was guite
jealous of the good fortune of others.

s0. I have almost never felt the urge to tell
someone off.

51. I am sometimes irritated by people who ask
favors of me.

52. I have never felt that I was punished without
cause. . .

53. I sometimeés think when people have a
misfortune they only get what they deserved.

54. I have never deliberately said something

that hurt someone's feelings.

SELF-EVALUATION QUESTIONNAIRE
(Developed by C.D.” Spielberger, R.L. Gorsuch & R.

STAI FORM X-1

O;true
1-false

D-true
1-false

0-true,
1-false

0-true
l-false

0-true
1-false

0-true
l1-false

0-true
l1-false

0-true
l-false

O-true
l1-false

0-true
l1-false

Lushene)

DIRECTIONS: A number of statements which people use to

describe themselves are given

belows They cover items 55-74

on your answer sheet.

‘you feel following the death of a patient.
are: 0-NOT AT ALL, 1-SOMEWHAT, 2-MODERATELY SO,

MUCH SO. There are no right Or wrong answers.

or

too much time on any one statement, but give the answ

seems to describe your.feelings best.

55. I feel calm. q;not at all
l-somewhat
2-moderately so
3-vezy.much S0

56. I feel secure. 0-not at all

l-gsomewhat

2-moderately s©

3-very smuch so

Read each statement and then blacken
on your answer sheet the appropriate number to indicate how
Your alternatives

3-VERY

Do not spend

% which
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57.
58.
59.
60.
61.
62.
63.
64.'
65.
66.

67.

I am tense.

I am regretful.

<

I feel

I feel

I am presently worrying over

at ease.

upset.

possible misfortunes.

T feel rested.’

I feel

I feel

I feel

I feel

anxious.

comfortable.

Yoo

gse]l f-confident.

nervous.

T am jittery.

O-not at all
l-somewhat
2-moderately so©
3-very much so

0-hot at .all
l-somewhat
2-moderately s©

3-very much so

0-not at all

l-somewhat
2-moderately so
3=-very much so

0-not at all
l-somewhat e
2-moderately SO
3~-very much sO

0-not at all
l-somewhat
2-moderately s©
3-very much so

0-not at all
l-somewhat &

2-moderately sO.

3-very much soO

0-not at all
l-somewhat
2-moderately soO
3-very much so

0-not at all
l-somewhat
2-moderately soO
3-very much soO

0-not at all
l-somewhat
2-moderately sO
3-very much so

0-not at all
l-somewhat
2-moderately so©

3-very much so

0-not at all
l-somewhat L E
2-moderately so

3-very much so



68. I feel "high strung”.

- '
69. I am relaxed.

70. I feel content.

71. I am worried.

72. I feel over-excited and
"rattled".

73. I feel joyful. : ¢

~

F 4
I3
-~

74, 1 feel pleasant.
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0-not at all
l-somewhag
2-moder;fely sO
3-very much so

0-not at/ all

l-somewhiat
2-modepately so

much so

derately so
ery much so

0-not at all
l-somewhat
2-moderately so
3-very much so

0-not at all
l-somewhat
2-moderately so

3-very much soO

0-not at all
l-somewhat

2-moderately so
3-very .much soO

O—nét at all
l-somewhat
2-moderately so

- 3—-very much so

SELF-EVALUATION QUESTIONNAIRE

STAI FORM X-2

DIRECTIONS: A number dﬁ’statements'which people have used to
describe themselves areg.given below. They cover items 74-94
on your answer sheet. Read each statement and then blacken .’
on your answer sheet the appropriate number to indicate how
you generally feel. Your alternatives are: 0-ALMOST NEVER,-
1-SOMETIMES, 2-OFTEN, or 3-ALMOST ALWAYS. There are no right

or wrong answers. DO not spend too much time on any one

statement but give the answer w

generally feel.

75. I feel pleasant.

hich seems to describe how you

0-almost never
l-sometimes -
2-often
3-almost always



76.

77.

78.

79.

80.

8l.

82.

83.

84.

85.

86.

I tire quickly._

1 feel like crying.

I wish I could be as happy
as others seem to be.

I am losing out on things
because I can't make up My

mind soon enough.

I feel rested.

o -

I am "calm", cool, and
collected”.

A

I feel that difficulties are
piling up so that I cannot
overcome them.

I worry too much over some=
thing that really doesn't
matter..

I am happy.

T am inclined to take things
hard.

I lack sel f-confidence.

- 1-sometimes
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0—almost never
™,

2-often /{’

3-almost aiways

0-almost never
l-sometimes
2-often

3-almost always

0-almost never

l-sometimes
2-often
3-almost always

D-almost never
l-sometimes
2-often
3-almost always

0-almost never
l-sometimes
2~often /

3-almost always

g-almost never
l-sometimes
2—often
3-almost always

0-almost never-
l-sometimes
2—often
3-almost always

0—-almost never
l-sometimes
2-pften
3-almost always

0-almost never
l-sometimes
2-often
3-almost always

0—almost never
l-sometimes
2-often
3-almost always

0-almost never
l-sometimes
2-often
3-almost always
D



-
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B87. I feel secure. 0-almost never
‘l-sometimes
2-often
3-almost always

88. I try to avoid facing a . 0-almost never
crisis or difficulty. l1-sometimes
2-often
3-almost always

89. I feel blue. 0-almost never
. l-sometimes
' 2-often .
3-almost always

0. I am content. . 0-almost never
l-sometimes
2-often
3-almost always

91. Some unimportant thought runs 0-almost never

through my mind and bothers l-sometimes
me. 2-often

3-almost always

92. I take disappointments soO 0-almost never
keenly that I can't put them l-sometimes
out of my mind. ’ 2-often

3—almost always

g3, I am a steady person. . 0-almost never
l-sometimes
2-often

3-almost always

94, I get in a state of tension 0-almost never

or turmoil as I think over l-sometimes
my recent concerns and 2=0ften
interests. . i-almost always

ROLE-~MODEL QUESTIONNAIRE

As mentioned earlier, an important way to learn involves
watching "role-models" perform. A "role-model™ for a nurse
might be someone whose nursing care you admire, who
communicates well with patients, families, and staff, and who
you think is able to cope well with stressful situatiens; in
short, a person who you want to be more like.

DIRECTIONS: Listed below are a number of guestions about you

and your ."role-models”. The guestions cover items 95-108 on
your answer sheet. Read each question and then select one of

the possible alternatives (0 to 4) for your answer. Blacken




the number of your res

.
~

on the other forms.

95.

96.

97.

98.

99.

100.

101.

102.

ponse on_the'anSwer sheet,

How many "role-models” do you 0-none
suppose yoa have been exposed l-only one

to since you became a nurse?

M N .
How many "role-models" are
you now exposed to 1n your
work?

Have you seen your "role-
models"” provide what you
consider effective nursing

2-a couple
3-a few
4-many
0-none ‘
l-only one
2-a couple
3-a few
4-many

0-almost never
l-only one
2-a couple

care to other patients after 3-a few

a patient has died? 4-many

Does haVing r|rOle—mOdENnot at all
affect the ways in which =sTightly

you act as a nurse?

L 4

From your vantage point, do
your urnle-models” occupy a
place of importance in the
nursing staff hierarchy?

Have you seen your "role-
models™ successfully perform
their nursing duties in a
consistent way?

po you find that yopr "role-
models" personally (try to
help you with your nursing

duties?
//*

How much nursing/experience
do you have worﬁpng with

patients who have died?

AN

2-somewhat
3-pretty much ¢80
4-very much soO

0-not at all
i-slightly
2-somewhat
3-pretty much SO
4-very much soO

0-almost never
l-seldom
2-gometimes
3-often
4-almost always

0-almost never
l-seldom
2-gsometimes
3-0ften
4-almost always

0-high

1-moderately, high

2—-averade
3-moderately low
4-low

as you have
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103.

104.

s
)
\

107.\Following a patient's death,

108. What kinds of changes do you
notice in yourself as you
get more exposure to patilent-

DIRECTIONS: Listed below are some reactions that nurses have
reported in two situations after patients die.
items 109-137 on your answer sheet.

If "role-models™ offer you
verbal suggestions about your.
work, do you try to do as

they suggest?

To the best of your recollec-

tion, have you received

.approval from other staff
members for behaving like

your "role-models"?

From your perspective, do

you notice similarities
between your nursing

behaviors and those of your

"role-models™?

From what role-models”

you, can you then provide
what you consider effective

nursing care to other

patients, after you have
\\experienced a patient's death?

e you generally feel

\

deathS?

0-—almost never
l-seldom
2-sometimes '
3-0ften
4-almost always

0-almost never
l-seldom
2-sometimes
3-often ‘.
4-almost always

0-not at all alike
l-slightly alike
2-somewhat alike
3-pretty much alike
4-very much alike

0-almost never
l-seldom
2-sometimes
3-often.
4-almost always

0-very upset?
l-moderately upset?
2-somewhat upset?
3-only a little upset?
4-not upset?
4
0-much more upset after
each death
l-a little more upset
after each death
2-no changes in mgself
noticed
3-a little *less upset
after each death
4-much less upset
after .each death

NURSE REACTION INVENTORY

decide which answer applies to you.
0-ALMOST NEVER, l-SELDOM, z—SOMETIMES, 3-0OFTEN, or 4-ALMOST

They cover
Read each item and

Your alternatives are:

ALWAYS.

Blacken the appropriate number on your answer sheet,
as you have on the other forms.
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109.

110.

111.

112.

113.

114.

115.

§£?UATION Iz IMMEDIATELY AFTE

R WITNESSING OR HEARING

N ABOUT é PATIENT'S DEATH:
I start crying. § g-almost never
) 1-seldom
2-gometimes
3-pften

I leave the aursing unit.

1 prepare the body for the
family's visit.

r

I become silent.

I withdraw from other
people. Ay,

I ask to not work with dying
patients for awhile.

a
)

I continue working as I did
pbefore the patient's death.

116. I try to comfort the

patient's family.

» N

4-almost always

0-almost never
l-seldom
s-sometimes
3-often
2-almost always

0—-almost never
l-seldom
2-gometimes
3-often
4—-almost always

0-almost never
l-seldom
J-sometimes
3-often
4-almost always

0-almost never
l-seldom
2-gometimes
3-often
4-almost always

g-almost never
l-seldom
2-sometimes
3-pften
4-almost always

g-almost never
l1-seldom

2-gometimes
3~0ften

LT3 -almost always

g-almost never
l-seldom
2-gsometimes -
3-often
4-almost always
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117.

T 118.

119.

120.

121.

122.

123.

124.

125.

I begin talking a lot.

I express anger toward other

staff members.

I try to remain composed
and "in control" in front
of others.

I try to comfort my co-
workers who act as though
they are upset.

I am slow to return to my
assigned nursing duties
with other patients.

I act surprised and shocked.

I "watch" what I say in
front}bf others.

/

I react violently to things
unrelated to the patient's

death.

I talk sarcastically to
others.

kY

0-almost never
l-seldom
2-sometimes
3-cften
4-almost always

0-almost never
l-seldom
2-gometimes
3-often
4-almost always

p-almost never
l1-seldom
2-sometimes
3-often
4-almost always

0-almost never
l-seldom
2-sometimes
3-often
4-almost always

0-almost never
l-seldom
2-sometimes
3—-often
4-almost always

0-almost never
l=-seldom '
2—-sometimes
3-oftén
4-almost always

0-almost never
l-seldom
2—sometimes
3-often ’

4—-almost always .

0-almost never
l1-seldom
2-sometimes
3-often
4-almost always

0-almost never
l-seldom
2-sometimes
3-often
4-often
4-almost always
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126~

127.

128.

129.

130.

131.

132.

133.

I begin to blush. .

I ask others, "What went
wrong? How come the
patient died?”

SITUATION II:

271

0-almost never
l-seldom
2-sometimes
3-often

. 4-almost always

0-almost never
l-seldom
2-sometimes
3-often
4-almost always

IN THE FIRST FEW DAYS AFTER -y

A PATIENT'S DEATE:

I call in sick.

I just take the day off.

I call or visit the
patient's family.

I try to avoid working with

dying patients.

I talk over the éatient's

death with other staff
members.

T send flowers or attend ‘

patient's funeral.
- \

0-almost never

l-seldom
2—sometimes
3-often

4-almost always

0-almost never

l-seldom
2-sometimes
3-often

4-almost always

0-almost never
l-seldom
2—sometimes
3-often

4-almost always .

0-almo§t never

l-seldom
J2-sometimes
3-~often
4-almost always

0-almost never

l1-seldom
2-sometimes
3-often
4-almost always.

p-almost never

l-seldom

2-sometimes .
3-often v
4-almost always
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N
134. I try to give MORE nursing 0-almost never
care to other patients than l-seldom
I did before a patient's 2—-sometimes
death. ' 3-often .
' ' 4-almost alway
135. I slow down my pace at work. O-almost nev
‘ . l-seldom
2-sometimes
3-often
4-almost always
136. I leave the unit so that I 0-almost never
can just be alcne. l-seldom
2-sometimes
3-often
4-almost always
137. I try to continue working 0-almost never
as I did before the l-seldon
patient's death. 2-sometimes
3-often
4-almost always
’ Y
THANK YOU VERY 'MUCH!
&



APPENDIX B

Questionnaire, Letter,.and Interview Schedule
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One of the most profitablé.ways to learn is by watching
another person; psychologists call this "obgervational

learning® or modeling. Modeling has been shown to be highly

effective when a person is in a position to learn something
new or unusual - for example, as when one begins a new job.

Wwhen a nurse begins working in a hospital, she is
expected to be knowledgeable about many complicated
procedures and techniques and to know ways of handling
problems as they arise. As part of her orientation into the
hospital milieu, a "new" nurse is often encouraged to observe
other hospital personnel, who have more experience than she
does in that setting. By observing those who have more
experience, one can learn how to carry out specific tasks
and/or how to deal with problem .§ituations.

aAs part of a larger future stfudy, I am intetegted in
finding out who are significant medels for nurses,. who work
in areas of this hospital where patients are often critically
ill and where patient-deaths occur at a relatively high rate.

Please answer the questions listed below and return this
form in an enveélope to the Nursing Director's office. Your
cooperation will be invaluable and very much appreciated, as

the information vou provide will contribute to the larger
study. Thank you. .

. Thomas 0. Martin
University of Ottawa

1. Your age:

2. Your sex: F
M

3. Your amount of professional experience (in years &
months) as a registered nurse:

4. Your professional position in the hospital (e.g.; staff
nurse, coordinator, head nurse, or others):

5. The name of a person you consider to be a model for

nurses, who works in a hospital area where the rate of
patient-deaths is high: _

6. Where does that model usually work in this
hospital?
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What is that model's professional positien in this
hospital (e.g., registered nurse, RNA, physzc1an,
chaplain, etc.)? :

Wﬁat is the approximate age of that model?

What is the sex of the model? F
- M

About how much professional experience do you think
the model has? -
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Dear (Model's Name),

I am a doctoral student in Clinical Psychology at the
University of Ottawa. My thesis topic involves. the study of -
registered nurses' responses to patient-deathis. In that
regard, the act of modeling - or how one person learns from
observing the behavior of others - is considered to be
influential in how nurses respond to patient-deaths.

géving obtained permission from the Director of Nursing, I am
in the process of recruiting registered nurses for
participation in my study. I have already collected
information which identifies certain hospital staff members
who a thought of as "models" by registered nurses. For the
next part of the study, I would like to collect information,
via interviews with the models identified by the surveyed
nurses, and so discover how the models respond to
patient-deaths.

Since you weré‘named by some of the nurses as a model, I
would like to interview you for the project. The interview
will require approximately 30 to 45 minutes of your time and
I will ask for your asnwers to a few selected guestions. The
information I receive from you will be held in strictest
confidence and will only be used by me to help construct a
guestionnaire for use later in the study. I would like to
tape-record our interview to insure accurate recall of the

information you provide, though arrangements can be made to
not use the tape-recorder if you so desire. To maintain
confidentiality of your interview responses, all recordings
will be coded by number (e.g., 001, 002, etc.). With the
cooperation of the Director of Nursing, a room at your
hospital will be provided where the interview can be
conducted.

I will appreciate your assistance should you decide to
participate. Aall interviews are planned to take place during
the weeks of January 9 and 15. Please complete the "Notice
of Informed Consent” at the bottom of this letter and return
it to me in the enclosed envelope by January 2. After that
date, I will call vou to schedule an appointment for our
interview. ‘

Thank you very much for your time and consideration in this
matter.
Sincerely yours,

Thomas Q. Martin

e ———— i —— — — T — — b i [ i o (. =A% S S s e e e e R SR S
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NOTICE OF INFORMED CONSENT:

I, : » having read the information
contained in the letter, agree to participate in Mr. Martin's
study of registered nurses' responses to patient—-deaths. 1
‘may be contacted AT WORK by calling so that an

appointment for an interview can be scheduled for the week of
either January 9 or 15. . |

Date: ' © Signature: -

INTERVIEW SCHEDULE

As I indicated in my letter, I am in the process of trying to
determine how hospital staff members respond when a patient
dies. Some months ago, registered nurses were surveyed and
named you as a person they considered a "model”. That is,
the nurses selected you as a person they believed to have a
good deal of professional experience in working with dying .
patients and in confronting patients' deaths.

I am now going to ask you a few guestions. I would like you
to answer in the light of your own professional experiences

from working with patients who die. Please feel free to add
information vou consider related to the questions., Your

responses will be kept confidential and will have no bearing
on your job security. Do you have any questions? If not, we
can now begin {turn on tape-recorder).

What is your age? -

1.

2. What position to you hold in the hospital?

3. For how long have you worked in your professional
capacity? :

4. In what section(s) of the hospital do you usually :
work? ) :,f//

5. Have you ever experienced the death of someon&

especially close to you (e.g., spouse, parent,
sibling, etc.)?

6. Have you had any training in how to deal with dying
and death?

7. Why do you think people selected you as a "model"?

8. Immediately after a patient's death, how to you behave?
9. Do you sometimes feel that you are supposed to react
to the death of a patient in a prescribed way?
10. When a patient with whom you have worked closely dies,
how do you usually feel and behave?

11. Do you sometimes feel like a patient's death interrupts
your schedule? How? '

B



12.
13.

14.

15.

l6.

17.
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How do personal characteristics of the patient influence
your response (e.g., patient's age, the diagnosis,
etc.)? ' : < .

When a patient dies, do you behave differently when
you are by yourself than when you are in front of
others? . .

How do you respond to a patient's death while in the
presence of other staff members?

How can other staff members tell if you are _upset or
anxious after a patient's death? 1Is there som thing
you do differently or don't do? !

In the first few days after a patient's death, do you
notice any changes in your interactions with other
patients, your work habits, your absences from work,
your personal habits, and so forth? - .

Is there anything you would like to add?

MODEL CODE NO.






