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A survey.for post traumatic stress disorder (prsD)mailed to Medical services Branch nurses in Manit,dbã-regi-on(corneil & Kirwan , L994) suggested prsD among 34. g fercent(n:88) of these nurses. Reseárch studies on prsD includesvictims of war, crime, and catastrophesi a dearth exists onthe association of exposure to trauiratic stress at work and
PTSD.

. A replication study of registered nurses (RNs) workingin emergency (En¡ and Íñtensivõ care units (rcu) in ¡¿anitobaexamined the prevalence of pTSD.
Questionnaj-res were mailed to ]-r2O0 RNs t 426 (3S.5å)repried. Exposure to violence was used as a proxy measurefor traumatic events.
using Burge's (i-9Bg) methodorogy t.hat links AmericanPsychological Assocíationr s oiagnostlc and statisticãrManual of Mentat Disorders (DSM- rV, L gg4) . PTSD diagnòsticcríteria with items from the Brief'symptom rnventoiy andrmpact of Events instruments, analysis reveared a ptsoprevalence of .42.LÈ (¡=1?9). Chi square sÈatisticestablished significance relationsftip between PTSD and whereharm in the workplace occurredi more harm occurred Ín rcucompared to ER. prsD was higher among d.ivorced and separated

RNS.
RecommendatÍon for nursing educaÈion, research andadministration are based on thã study resurts.
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Recent Canadian studies (¡tanitoba Association of
Registered Nurses IMARN] , L9B9 ; Regristered Nurses,

Association of Ontario IRNOA] , 1-992) report an increasing
incidence of nurse abuse in the workplace. Not only are

registered nurses witnessingr the d.evastating effects of
trauma whíle working in emergency (ER) and intensive care

units (ICU), registered nurses are also reporting personal

abuse in the workplace. This reported trauma among

registered nurses increases the likelihood that some

registered nurses wil] e>q>erience post traumatic stress
disorder.

Post traumatic stress disorder (prsD) is categorized as

an anxiety disorder in the fourth edition of the Diagnostic

and Statistical Manual of Mental Disorders (DSM-IV fourth
edition) (American Phycological Association tApAl , Lggl).
PTSD is neither a disease, nor a medical slmdrome. rt begins

as a normal reaction to an extraordinary event, For some

individuals the end result of this normal response to an

extraordinary event is PTSD (Hartsough, 1985).

To develop PTSD, ârt individual must be e>q>osed to an

extreme traumatic stressor. A traumatíc stressor is defined.

as a "direct personal experience with an event that involves

STATEMENT OF THE PROBLEM

CHAPTER ONE
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actual or threatened death or serious injury, or other
threat to one's physical integrity; or witnessing an event

that involves death, injury or a threat to the physical
integrity of another person,. or learning about unerq>ected or
violent death, serious harm, or threat of d.eath or injury
experienced by a family member or close associate. The

response to the event must involve intense fear,
helplessness, or horror,, (DSM-IV (l*gg4) fourth edition p

424) .

Individuals who develop post traumatic stress have

persistent reexperiencing of the traumatic event. They

continually avoid stimuli associated wíth the trauma and

psychologically experience a numbing of their general

responsiveness. Physiologiically, they exhibit persistent
symptoms of increased arousal. Post traumatic stress causes

distress or impairment in social, occupational, ot other
important areas of functioning (DSM-TV (!994) fourth
edition) .

Registered nurses working in emergency and intensive
care settings are exposed to and/or e>q>erience trauma in
their work environment. Whether it is personally e>q>erienced

trauma, the threat of trauma, ot the observation of trauma

in others, regístered nurses may work in environments that
increase the risk for PTSD. The prevalence of PTSD amongi the

registered nurse population is unknown. One reported
Canadian study on the prevalence of PTSD in ',outpost,'
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nurses, conducted by Medical servíces in Northern Manitoba
Nursingr stations ín L994, found. a higher prevalence of prsD

among these registered nurses than is reported in post viet
Nam War Veterans (Corneil & Kirwan, L9g4) .

PTSD is not solely a function of either individual
personality characteristics or work environment. rt is
caused by perceived or actual e:çposure to, or threat of
personal trauma. perceiving the workplace as a threat could
potentially result in pTSD. Liss (tgg3) reported a 59

percent assault rate among nurses surveyed in ontario. The

problem of abuse amonq health care staff is recognized by

the Federal Government. The Ministers of Labour, Justice and

Health have published a protocol for prevention of abuse

(Ministerial committee on Abuse of Health care staff, tggl_)

some registered nurses who are not performing to e:<pected

professional norms in the workplace, may be experiencing
PTSD. rt is most important that nursing be alerted to the
possibility of PTSD as a potential cause of observed

behavioral changes in some nurses. Tf there are regristered
nurses with PTSD working in emergency and intensive care
units, then it is most important that the risk for prsD be

identified and recog,nized as a normal reaction to an

abnormal event so the nurses e>q>eriencing prsD can be

encouraged to seek assistance. Alternatively, this knowledge

can assist employers to address prsD among nursing staff
through preventive action.



Research Ouestion

What is the prevalence

nurses working in emergrency

Siqnificance of the Studw

This replication study, incorporating quantitative and.

qualitative approaches, contributes to the d.ata accumulatingr

on the prevalence of PTSD among registered. nurses in canada.

Data have been collected under the auspices of Health canada

by Dr. Walme Corneil and Sharon Kirwan (Corneil & Kirwan,

L994). This study is one of many investigating the
prevalence PTSD among canadian registered. nurses. As data

from these studies accumulate, the prevalence of prsD amongr

nurses will be established.

The results of the study may contribute to the

improvement of the quality of nursingr care in Manitoba as

well as to the quality of the lives of reqistered nurses

suffering from PTSD. fncreasing the awareness that some

regristered nurses are not performing at their highest leve1

of competence because of PTSD, could lead to appropriate
assistance for nurses with prsD. Healthier nurses should.

result in an improvement in their ability to nurse as well
as improved personal lives. Awareness of the possibility of
PTSD can lead to the establishment of support for nurses in
work environments. Nursing has a responsibility to nurture
nurses. The establishment of the "Nurses at Risk program" by

the Manitoba Association of Registered. Nurses is one program

of PTSD in Manitoba registered

and intensive care units?



that acknowledges nurses' commitment to help themselves.

Knowledge gained from the study will assist in the

identification of the prevalence of psrD amonq Manitoba

registered nurses. This study is a gross analysis for the
prevalence of PTSD among' nurses; f iner d.iagnostic analysis
is beyond the parameters of this study.

This study will also contribute to the applicability
and evaluation of sister callista Roy,s Adaptation Model as

a primary assessment tool (Fawcett, 19Bj-) . Roy,s Model

indicates PTSD is an inability to adapt or cope with
stressors. There appears to be a good conceptual "fit'¡
between Roy's Model and the present understanding of prsD.

The Model also serves to direct data collection related to
PTSD.

5



Post traumatic stress disorder (PTSD) is identified as

a normal stress reaction to abnormal events (Horowitz, 1,9g6;

Mitchell & Everly, L993). ft is not a "syndrome" nor a

"d.isease". The phenomenologry of prsD has been werl studied
and most researchers endorse the validity of the DSM-11I-

(1980) third edition criteria (Choy & de Bosset, !992) .

Historically, the recognition of post traumatic stress
disorder originates primarily from studies conducted. by the
American military on soldiers suffering from the effects of
war when they returned from battle. what is now known to be

PTSD \^/as call-ed "soldier's heart" during the American civil
War, and "shell shock,, duringr World War One. ',survivor
slmdrome " and " concentration camp slmdrome', \¡/ere the labels
attached to PTSD in both soldiers and civilians following
World War T\¡¡o (Choy & Bossett, L992; peebles, IgBg; Ramsay,

1_990 ) .

During the Korean War, PTSD v¡as classified as ,'gross

stress reaction" in the Diagnostic and statistical Manual of
Mental Disorders authored by the American phycological

Association (DSM-l- (1952) first edition (Choy & Bossett,
L989; Peebles, 1989; Ramsay, L990) . The DSM-rr (196g) second

REVIEW OF THE LITERÄ.TURE

C}APTER TWO

6
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edition, contains no reference to traumatic stress disord.er.

The Korean war was over and interest in t.he disorder waned.

The viet Nam war resulted in a multitude of studies
being conducted on the returning war veterans. PTSD

reappeared in DSM-rrr (1980) third edition, and became the

distinct entity it is today in pSM-III A, (Lggl-) third
edition, revised (Mejo, !990) .

Epid.emiological research into the incid.ence of prsD has

also been conducted on civilians. E>q>eriencing a distressíng
event that ís "outside the range of usual human experíence',

occurs fairly frequently. populations exposed to natural
disasters (for example, earthquakes, floods, hurricanes, and.

tornados), automobile accidents, rape, person-made fires,
etcetera, have been studied during the past twenty years

(McFarlane, 1988; Ramsay, j_990 ) .

Studies have been conducted on emergency personnel, for
example, fire fighters, police, and. ambulance attendants
(Corneil , 1993; Lawson, L9B'7; McFarlane, l-988; Manolias &

Hyatt-wi1liams, 1-993), However, regristered nurses as a group

have not been assessed for the prevalence of prsD except by

Corneil and Kirwan in L994. Their study found that the
prevalence of PTSD amonq registered nurses working for
Medical services in a Northern Manitoba was 34.8 percent.

There are numerous studies published on PTSD that
report the history of the debates around the establishment

of diagnostic críteria for pTSD (Keane, Wo1fe, & Taylor,
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1987; Moody and Kish, 1,989). The primary argument was

whether PTSD was a legritimate disorder of its owrl., or just
other previously identified disorders being manifested. in a

different ways. Many of these studies make use of case

histories which illustrate the symptoms of PTSD (Green,

wilson & Lundy, 1985; Mejo, L990). other studies examined.

the biological bases of PSTD ( Choy & de Bosset, L992;

Peebles, L989) .

There are many studies that report the efficacy of
various treatments for PTSD. Treatments includ.e

psychoLherapy, eye movement therapy (found helpful in
reducing the incidence of intrusive dreams), group therapy,
pharmacotherapy (antidepressants primarily), occupational

therapy, sweat lodges, humour, and diet (Choy & de Bosset,

1992; Everly ,Jr., 1993; Friedman, 1-993; McFarlane, 19BB;

Mejo, 1990¡ Merwin & Smith-Kurtz, 1-9BB; Ochl:ergr, L}BB,

Rosenbluh, L984; Roth, j-988; Shapiro, 1988; Walker &

Webster, 1989; Wilson, 1-989) .

Diagnostic tools have been developed, then tested and

re-tested for validity and reliabílity in the course of
identífyinq PTSD as a distinct entity. For instance, studies
on veterans have used the Minnesota Multiphasíc personality

Inventory (MMPI) (Keane, Wolfe & Taylor, 1_987; Kuhne, Barag'a

& Czekala, l-988; McCaffrey & Bellamy-Campbe1l, t9B9¡ Watson,

Kucala and Manifold, 1-986). Rating scales that includ.e the

Impact of Events Scale have been used to assess for
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subjective distress (Ramsay, 1-990) . Interview guides and

psychophysiological assessment protocols have also been

developed (Davidson, Smith & Kudler, L989 ¡ Feinstein, L9B9;

Keane, Wolfe, & Taylor, t9B1; Watson, Kucala & Manifold,

1986).

fn l-993, it was estimated that 1,5 .2 percent of Viet Nam

war veterans evidenced PTSD. Up to 85 percent of the

veterans with PTSD have never seen a mental health

professional (Scurfield, 1-993). This has contributed in
part, to their inability to adjust to civilian life
following active military service. North American society

has been s1ow, due to the continued stígrma surrounding

mental dístress, in the acceptance of PTSD as treatable

"normal" reaction to extraordinary events. It appears,

however, there are many people who may require treatment for
this disorder.

Post traumatic stress disorder has been identified in
victims of rape (Burgre, L988¡ Salasin & Rich, 1993), in
those experiencing violence (Ochberg, 1-988), in people

"caught" in a bank robbery (Sabourin), and in staff who work

with children who have survived. abuse (Lyon, l-993 ) .

Studies identifying critical incident stress, for
example, ërrl event that involves many individuals being

exposed to extreme trauma and threat, indícate that all
emergiency personnel involved in an incident are effected
(MARN, 1993; Solomon, 1-989). Although the nursing literature
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reports nurses u/orkinq in emergency units and intensive care

units are effected by critical incidents (Acker, L993 ¡

Appleton, 1,994; Burns & Harm, L993) , PTSD amonq nurses has

not been studied.

Rayner (1958) studied registered nurses "post

hurricane" thiry-eight years ago and Waters, Sel-ander and

Stuart (1992) studied registered nurses "post hurricane"

more recently. These were the only studies found in the

literature that v¡ere conducted on registered nurses

followingr natural disasters, although marry registered nurses

have been a part of and worked in natural disasters.

Critícal incident stress debriefinq teams have only recently

conìmenced work with emergiency personnel and civilians

following critical incidents. It is anticipated that longl

term benefits of debriefing will help to prevent post

traumatic stress disorder.

Burnout amongi nurses was studied in the l-980s (Graham,

1-98L; Benica,Longo & Barnseiner, L989; BarLz & Maloney,

1986; McConnell, 1,982; Pines, Aronson & Kafry, l-981). Carlm

Summers (L992 ) in her article, "Nursing stress: Burnout or

PTSD", summarizes the differences between burnout and PTSD.

The "burned. out" reqistered nurse may be irritable and

depressed as he/she has not learned to separate work stress

from personal 1ife, whereas the nurse with PTSD is a walking

"time bomb" who can suddenly become e:<plosive or panic,
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causingr great disruption in the workplace. PTSD is a more

debilitating disorder than burn out.

There is a dearth of studies on the prevalence of PTSD

among registered nurses. Corneil and Kirwan's (1994) study

on the prevalence of PTSD in Northern Manitoba nurses

appears to be the first of its kind.

Limitations of the Studw

As this study is a survey, the percentage of registered

nurses electinq to respond to a voluntary confidential
questionnaire does, in part, determine the accuracy of the

findings. Individual interpretation of guestions will also

effect accuracy of responses. Nurses not self-reporting as

working in emergrency and intensive care units on their L995

MARN licensure application were not included in the survey.

Norma11y, there is a low rate of return to mail out surveys

and this questionnaire requires an investment of at least 30

minutes to complete which further hinders the response rate.
Assumt¡tions

It is assumed in this replication study, based on

Corneíl and Kirwan (L993) who e:<plored the prevalence of
PTSD in a northern nursing population, is egually valid and

reliable when repeated on another nursing population, that
is, registered nurses who work and reside primaríly in
southern Manitoba. It is assumed that registered nurses

working in emergency and intensive care units in southern
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tvtanitoba are exposed to similar trauma in the workplace as

nurses workingr in northern Manitoba.

Summarv

Post traumatic stress disorder is now established as a
"legitimate" disorder fol-lowing decades of study and. debate.

A survey to establish the prevalence of PTSD amongr

regiistered nurses working in emergency and intensive care

units in Manitoba will add to the body of knowledge about

this normal reaction to traumatic events.



Theo¡:etical Considerations

Research related to prsD has primarily been conducted

by professionals working in three domains; psychology,

biologry and. sociology. The DSM-ïV (Lgg4) fourth ed.ition
criteria for PTSD (see table 1 ) describes the difficulties
experienced by individuals with eTSD. Cognitive ability,
biological functioning and social interactions are affected
in this disorder. Corneil and Kírwan,s original study, !994,
in which the prevalence of PTSD was surveyed in northern
Manitoba registered nurses, focused primarily on a cognitive
assessment. More precise measurements of biological changes

and assessment of social interactions is more appropriately
assessed in an interview.

Nursingr theorist, Sister Callister Roy, deduced a

framework for nursing that views individuals from a systems

and adaptation theoretical perspectives (Meleis, L9B5). Her

theory has demonstrated its helpfulness in id.entifying wtrere

individuals experience difficulties with their adaptation to
life events (Fawcett, 1981) . Roy descríbes individuals as:

"in constant interaction with a changing environment:

therefore, a person is continually changing and

CHAPTER THREE

METHODOLOGY

1_3

attempting to adapt A person uses both innate



and acquired mechanisms to ready himself to adapt to
his enwironment. A person is conceptualized as having

two subsystems for adapting. These are the regulator
and cognator mechanisms,' (Meleis, l-9g5, p. 2Oj ) .

The regulator mechanism receives all input from the
external and internal environments of the individual into
the central- nervous system. The cognator mechanism

identifies, stores and relates stimuli so that a symbolic

meaning can be attached to the behavior (Meleis, l-9g5, p.

207).

Roy's framework is illustrated in Figure l-. (Riehl-
sisca , L989 ) . The systems components f or this mod.el are

input, control processes, effectors and. output. rnput are

considered as stimuli. Adaptation is seen as a part of the
control process and is manifested. through an individual,s
coping mechanisms; the regul-ator and cogrnator subsystems .

The ef fectors register the outcome of the individ.ual, s

cognitive ability to process the stimuli; changes in
physiologrical function, self-concept, role function and.

interdependence. The output discloses ind.ividuals
adaptation.

1-4
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This replication study surveyed for the prevalence of
PTSD among nurses worki-ng in emergency and intensive care
units in Manitoba. Roy's framework was applied to Burg.e,s
profile of PTSD (table l_) that places items from the Bríef
symptom rndex (BSr) and rmpact of Events scale (rES), two

instruments included in the survey, in a framework that
links questionnaire iLems to the diagnostic criteria for
PTSD assessment.

L6



DSM l-11-R Dx CRITERIA

A.Recognizable
St,ressor

DSM
AND T

R PTSD D

B. Re-e:rperíencíng
the trauma (at least
one of following
four symptoms)

8.1 Recurrent/ IES i_ Intrusive
intrusive images Thoughts

IES 1_0 Tntrusive
fmages

Table 1

ITEMS from BSI & IES

TIC CRITER

Exposure as defined
i.e. abuse in
workplace

8.2 Recurrent
dreams

B.3 Sudden acLing/ fES 5 Waves offeeling like it emotion
is recurring

t'7

ROY'S MODEL

Regulator
Mechanism
processes
stimuli

external
stressor )

as a threat

IES 6 Had dreams
about it

8.4 Distress at
exposure to
events
resembling
trauma

Regulator
Mechanism
processes
stinn:li
( internal )

as a threat
Regulator
Mechanism
processes
stimuli
( internal )

as a threat
Regrulator
Mechanism
processes
stimuli
( internal )

as a threat
Regulator
Mechanism
processes
stimuli
( external )

as a threat

IES 11- Thingrs
trigger it

TES l-4 Reminders
brought back
feelings about
ir



C. Àvoidance of Stimuli/
Numbing of general
responsiveness
(at least three of the
following symptoms)

c.1- Avoid thoughts/ rEs 9 not talk about it cognator
feelings IES l-3 tried not to Mechanism

think about it processes
IES 2 avoid upsets stimuli as
IES L2 not deal with negrative. . .

f eelingrs avoidance
used as
coping
mechanism

C.2 Avoid activitíes IES 7 stayed away from see C.1
reminders

BSI 31 avoiding things,
places, activities

C.3 Inability Lo ïES B felt like it. had see C.1recall- details not happened
IES 3 removed from

memory

C.4 Lowered interest BSI l_8 no interest in see C.1in significant things
activities

c-5 Feeling detached/ P.Sr 44 not feeling Effectors:
estranged close to others self-

concept

c - 6 Restrícted af f ect f Es 15 feelings \,r¡ere Ef f ectors:
numb self-

BSI L4 feeling 1one1y concept

c.7 sense of fore- BSr 35 feeling hopeless Effectors:
shortened future about future self-

BSI 39 thoughts of concept
dying

BSI L6 feeling lone1y
BSf L7 feeling blue
BSI 9 thougrhts of endíng

life
BSI 50 feelings of

worthlessness

LB



D. Other symptoms
(at least two

D. 1- Sleep
disturbances

D.2 rrritabil-j-ty/
outbursts of
ang'er

symptoms )

IES 4
BSI 25

D.3 Memory loss or
trouble
concentratíng

trouble sleeping Effectors
trouble sleeping physio-

logical
function

easily annoyed Effectors
uncontrollable rol_e
temper outbursts function
urge to harm
others
urge to smash
things
freguent argruments

BSI T6
BST 13

BST 40

BSI 41

BST 46

BSI 5

D.4 Hlrpervigilance

remembering
BSf l-5 work seems

blocked

D.5 Startle Response

1,9

trouble

BSI 26 double checking
BSI 27 trouble decidi_ng
BSI 32 mind going bl_ank
BSI 36 lack of concentration

D.6 Physiological
reactivity to
remínders

BSI 1 nervous or shaky Effectors
BSI 1-9 feeling fearful self-
BSI 38 feeling tense concept
BSI 49 feeling restless physío-

logical
function

BSI 1,2 suddenly scared Effectors
BSI 45 spe1ls of panic physio-

logical
function

BST 2 faintness/ Effectors
dizziness physio-

BSI 7 chest/heart pains logical
BST 23 nausea/GI upset function
BSI 29 trouble breathing
BSI 30 hot/cold spells
BSI 33 numbness/tingling
BSI 37 feeling weak

Effectors
role
function
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The Brief Symptom Index (BSI) developed by Derogratis

and Spencer (!982) is a self-report psychiatric symptom

rating scale. rtems are rated on a S-point scale from "not
at all" to "extremely". The scores profile nine primary

s]¡mptom dimensions : somatization, obsessive-compulsive
(concentration problems), Interpersonal Sensitivity
(interpersonal rel-ationship problems), Depression, Anxiety,
Hostility (anqer) , Phobic Anxiety (fear) , paranoid. ïd.eation
(suspiciousness), and Psychoticism (alienation). The BSI is
not a measure of personality or of past psychiatric status.
The BSr has been used with a wide rangie of groups and has

been standardized on both community and patient groups. Test
re-test reliabilities rang'e from 0.78 to o.90 for individ.ual
scale dimensions (Derogatis & Spencer, L982) .

Corneil and Kirwan (L994) state in their study that the
rmpact of Events scale (rEs), developed by Horowitz, wilner
and Alverez (1,979) , was selected:

"to detect conscíous experience related to a stressful
event, focusing on the Intrusion and Avoidance

components of the stress response. The most widely used

instrument for the assessment of trauma, the rES has i-5

items rated on 4-point scale of intensity. Cluster
analysis has shown the subscales to be 1ogica1ly and.

empirically consistent, using Cronbach,s a1pha, âs 0.78

and 0.82, respectively (Horowitz, Wilner and Alverez,
L919)' (Corneil & Kirwan, L994) .
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The input stimulus for this study is abuse experienced

in the workplace. rt is believed that personal abuse or
threat of abuse is more accurately remembered than the
wiLnessing of traumatic events in the workplace. The

demogiraphic questions and. the instruments used in the survey
assess the control process, or the coqnitive and regrulator
mechanisms of the individual. The effectors are assessed by

questions relating to physiological function, self-concept,
role function and interdependence. self reported id.entified.
difficulties in control processes and. subsequent effector
deficiencies will assist in organization of data needed to
establish PTSD.

Subi ects

The subjects for thís study hrere registered nurses

currently working in emergency and intensive care units
within the Province of Manitoba. The work environments of
these nurses closely approximates the work environments of
nurses working in northern Manitoba nursing stations
surveyed in the original L994 study by corneil and Kírwan.

The assumption v/as made that nurses working in nursing
stations are exposed to personal abuse and. threat of abuse

similar to the abuse nurses workinq in emergiency and

intensive care units e>q>erience. euestionnaires were mailed
to 1-,200 registered nurses identified as being a member of
this population.



Procedure

Registered nurses working in Manitoba who indicated on

their 1-995 I4ÃRN licensure application that they were

currently working in emergrency units (ER) or intensive care

units (rcu) lincludes coronary care units (ccu), surgical
intensive care units (SICU) and med.ical intensive care units
(Mrcu) I were mailed the study questionnaire used by corneil
and Kirwan (l 994) in their research on nurses working in
northern Manitoba nursing stations.

Demographic questions in the questiorueaire v/ere

changred from the original study to reflect professional work

designations used in employee/employer contracts in the

Province of Manitoba. The five psychometric tools (BSf, rES,

coping, family scale and workplace scale) used for
measurement of PTSD by Corneil and Kirwan (!994) were not

changed (Appendix A). This allowed for an accurate as

possible replication of the study in a d.ifferent registered
nurse population.

The names and addresses of registered nurses hrere

obLained from the Manitoba Association of Registered Nurses

(MARN) registration data bank. Following ethical approval of
the study by the Faculty of Nursingr, universíty of Manitoba

Ethics committee, and the MARN Board., the lvlARN Registrar $¡as

approached to identify these nurses. The stuffed envelopes

containing questionnaires and a covering letter that
e>q>lained the purpose of the study (Appendix B) were mailed

22
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by the staff at MARN. An enclosed stamped addressed envelope

was included in the packaqe for the return of the completed

questionnaire.

Confidentiality and anonymity were maintained by

requestinq that participants not place their name anlrwhere

on the questionnaire. The return envelope did not require
participants' addresses. As registered nurses residing in
smal1 towns may be easily traced, return envelopes rtrere

addressed to Ms Marni Laurencelle, a secretary in the

Faculty of Nursing who destroyed the return envelopes and.

forwarded only the completed questionnaire to the

researcher.

A reminder letter (Appendix C) was mailed by IfÃRN staff
to all potential subjects two weeks following the original
mailing. A copy of all data collected was sent by registered

mail to Dr. Walme Corneil, Health Canada, for analysis 6

weeks following the initial mailing of the guestionnaire.

Dr. Corneil's research associate then entered the data into
the computer SAS program at the Uníversity of Ottawa. Dr.

Corneil safely secured the hard and soft copies of the data.

The original data are stored in a locked filingr cabinet in
the Faculty of Nursing and will be saved for '7 Lo 1-0 years.

Future research may include a secondary analysis of the

material. Data access is limited to the researcher, the

researctrer's committee, Dr. Corneil, and Dr. Corneil's
research assistant.



Ouestionnaire

Demographic questions included lifestyle information
since problems with relationships, the ability to complete

normal activities of daily living (a¡f.) and use of chemical

substances can be attributed to PTSD (Green, Wilson & Lindy,
1-985; Keane, Wolfe & Taylor,L98'7; Kuhne, Baraga & Czekala,

1-988; Solomon, 1-989 ) .

E>q>osure to violence !ì/as used as a pro)cy measure for
traumatic events in this study. rt was anticipated that the

occurrence of threats to personal safety or actual assaults,
31.22 and 33 .1% respectively, for nurses in the 1,989 MARN

study, were more likely to be recalled by nurses with
greater reliability than their observance of trauma

e>q>erienced by others in the workplace.

Horowitz's Impact of Events Scale (IES) is the most

widely used instrument for assessment of trauma. rt focuses

on the intrusion and avoidance components of the stress
response. Test-retest reliability for the entíre scale is
0.87 , for intrusion 0.89 and for avoidance 0.89. Normative

data is available from a wide range of populations (Burgie,

l-998 ) .

Derogatis' 53 item Brief Symptom Inventory (BSI)

(Derogatis & Spencer) is scored to profile nine primary

symptom dimensions : somatization, obsessive-compulsive

behavior, interpersonal sensitivity, depression, anxíety,
hostility , phobic anxiety , I)aranoid ideation and

24
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psychoticism. Test-retest reliabilities rangre from 0.79 to
0.90 for individual scale dimensions . Normative d.ata exists
for several populations. The BSr has been widely used in the

study of traumatic stress reactions (Corneil, L993, p 59).

To create a díagnostic tool for PTSD, Burge (j-gBB)

matched the individual test items from the fES and the BSr

to the DMS-l-1-1--R (]-987 ) third edition revised criteria for
PTSD and created a new profile (Table 1-). This profile makes

possible a differentiation in the levels of chronic stress

when arriving at a diagnosis of PTSD. IES is a 4 point scale

and BSI is a 5 point scale. Responses from both scales are

re-coded to a 3 point scale: high(¡'3"), moderate("2") and

1ow(r'1'¡ ) . Then, items within each section of the profile
(A,B,C &D) are averaged and ranked high, medium or low. The

severity of PTSD is estimated by summing the "8", ,,C,, and

rrD' section rankings. Subjects with scores in the mod.erate

and high rank are diagnosed as having pTSD. Score ranges

are: high 8-9, moderate 5-7, and 1ow 3-4.

To screen for PTSD caused by life events other than

workplace trauma, the questionnaire has 3 additional
instruments: Horowitz and Wilner,s Coping Scale (Horowitz,

Wilner & Alvarez, t979), and Billings and Moos Famí1y Scale

and their Vrlorkplace Scale (Heitzmann & Kaplan, !9BB).

Further analysis of the data from these scales can be a done

in subsequent studies to determine the effect of pTSD on

regristered nurses' coping abilities, family relationships



and workplace conditions. fhis study only
prevalence of PTSD among nurses workingr in
intensive care units in Manitoba.

Analvsis of Data

The program for the analyses of all of five instruments

has been set up by Marc Alary, University of Otttawa, using

the Statistical Analysis System program (SAS Institute,
1-988). This computer program v/as originally set up and used

to analyze Corneil's 1-993 study on fire fighters. It Ïras

since been modified for the analysis of corneil and. Kirwan

(1994) study on regristered nurses working for Med.ical

Servíces in Manitoba. As this is a replication study,

analysis was conducted by Walme Corneil and. Marc Alary at
the university of ottawa using the sarne sAS program as was

used for the analysis of the data collected in the corneil
and Kirwan (1994) study.

fn this study, each individual,s data from the IES and

the BSI were re-coded to Burge,s profile. profile scores

were tallied. The nunber of subjects with scores of 5 and

above (Moderate and high rang'e) divided by the number of
subjects in the study were calculated to arrive at the
prevalence of PTSD in Manitoba nurses working in emergrency

and intensive care units.
Roy's framework, adapted to Burge,s profile (Table I),

\^/as reviewed as an org'anizational assessment tool in this

assessed for the

emerg:ency and.

26
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study. Demographíc data from the questionnaire (Appendix A)

were summarized The demogrraphic profile included:
o marital status
. educational attainment
. primary work area

. institution size

. current work status

. \n¡ork classification

. length of employment

. injury on duty

. verbal threats of physical harm on duty

. attempts of physical harm on duty

. actual physical attacks

. cigrarette smokingr

. alcohol use

. physical exercise

. weigrht

. socialization and recreational activities
o past history of stress related health problems

. work place stress and past experience with critical
incident stress debriefing.

Gender was not included in the data collection as this might

have lead to identification of the respondent as there are

few male registered nurses working in Manitoba.

Chi-Sguare statistic v/as used to identify any specific
relationships between these demographic data and PTSD.



Ethical Considerations

introductory letter explained the purpose of the study; how

the study was to be analyzed; the time required to complete

the questionnaire; how confidentiality will be maintained;

that there \^/as no obligation to participate; and the risks
that may have been incurred from completing the
questionnaíre (Appendix B) .

There was the possíbility that registered nurses would.

be very concerned, during this tíme of health care reform in
the province, about absolute confidentiality of the
participants in this study. If they .r^rere experiencing

difficulties in their lives, they may not have wanted their
employers to know for fear that their jobs would be in
j eopardy.

Registered nurses may have been alerted to the fact
that they u/ere e>q>eriencing difficulties in their lives as

they answered the questionnaire. fncluded in the mailed out
package was information regarding the Manitoba Association
of Registered Nurses' "Nurses at Risk program,' that
facilitates access to support. The "Nurses at Risk program"

provides confidential support and information regard.ingr

treatment options available for nurses in theír home

communities.

The collection of data was by mail survey. The

28



Ethical approval was received from Lhe university of
Itanitoba, Faculty of Nursing, Ethical Review committee on

April 4, l-995 (Appendix D ).
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According to the Manitoba Association of Registered
Nurses (MARN) there was a total of !,290 nurses working in
intensive care and. emergency units in Manitoba d.uring 1995.

of this number, 83 0 (62e") nurses worked in intensive care

units and 460 (38%) worked. in emergency departments. MARN

predicted that approximately 10% or l-29 nurses would. not be

"reachable" by June 1-995 because of resignations,
retirements and the effects of health care reform. The

researcher decided to mail out 1-,200 questionnaires to
nurses who indicated on their MARN registration forms that
they were working greneral duty in either intensive care

units or emergency departments. Nurses who ind.icated they

were employed by Medical Services Branch (Health Canada)

were excluded from the survey as they constituted the
population for the initial L994 corneil and Kirwan prsD

study.

T\^/elve hundred guestionnaires were mailed on .Tune 30,

4995. A reminder letter reguesting responses by July 31,

1995 was then mailed onJuly 19, L995. By August B, L995,

438 guestionnaires were returned. (36.5%). Copies of these
questionnaires were sent to Health canada in ottawa for

CHAPTER FOUR

FÏNDINGS

Quantitative Data
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assistance with computer analysis. T\¡¡elve guestíonnaires

were incomplete and were not includ.ed. in the analysis. The

total number of usabl-e questionnaires was 426 or 35.5% of
the population of nurses working in intensive care units and

emerg'ency departments throughout the province of Manitoba.

Personal profile
Marital Status

Nearly 74 percent (n=313) of the nurses responding to
the survey were married. Althouqh 9.7 percent (n=41-) were

currently separated or divorced, 17.7 percent (n=72) had

previously been separated or divorced. A sma1l percentage

(n=7) of the respondents u/ere widowed while 15.3 percent
(65) had never married.

Education

Just over 16 percent (79) of the nurses had completed a

baccalaureate degree. Forty-seven percent $94) of nurses

had obtained a nursing diploma, while 36.1 percent (49) held

a specialty certificate in nursing. one nurse held. a master

of nursing degree (see Table 2).



Educational preparation of reqistered nurses

Educational preparation

Nursing diploma

Specialty certificate
Nurs ing baccal-aureate

Other baccalaureate

Masters

Other

Social Habits

Table 2

Approximately one fifth (n=84) of the nurses were

cigarette smokers. Most of the smokers (n=50) smoked l_/2 to
one package a day. Eíght percent (n=34) of the nurses smoked

less than one half a package a d.ay, and only 2 nurses smoked

more than one package per day.

Seventy-three percent (n=3i_1) of the nurses reported
that they consumed alcohol with 68.5 percent (n= 292)

drinkíng between one and seven drinks per week. Four percenL

(n=19) drank eight to fourteen alcoholic drinks per week.

Less than one percent (n=2) indicated that they drank l-5 to
2t drinks per week.

Life Stvles

Fifty-five percent (n= 235) of the nurses exercised
regularly. The number of nurses who reported that they
exercised regularly three times a week or more was 39

Percent

47.02

36.1-Z

42.62

03 .62

00.22

00 .5å

32

Number

L94

1_49

52

1_5

1_

7



33

percent (n=L56). Fifteen percent (n=65) exercised at least
twice a week, 0.9 percent (n=4) exercised once a week and 45

percent (n=i-91-) of the respondents did not exercise
regularly. Fifty-one percent (n=217 ) of the nurses declared

themselves as overweight.

Life Stressors

Regristered nurses indicated that they had experienced a

major personal/1ife event in the past year. Thirty-five
percent (n=149) of respondents reported a serious illness in
the immediate family, while "a death in the family" hras

experienced by 1-8.5 percent (n=79) of the registered nurses.

Serious financial problems (1,52, n= 65) and serious injuries
occurring in their immediate family (LO%, rt=A2) were also
identified by the respondents.

Approximately one quarter of the nurses (23.j% n=101)

had sought professional assistance for stressful problems

during the past year. A majority (1-2.9e", n=55) had contacted

their family physicían. other professionals consurted were

psychologists (6.8e", n=29) , social workers (4?o, n=!7) ,

clergry (2.62, n=11-) and workplace health units (4% n=1_j) .

Unidentified sources were sought by six percent (n=25) of
the registered nurses.

Workplace and Nursinq experience

Workplace

The percentagre of nurses from emergiency versus

intensive care units who respond.ed to the questionnaire u/as
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proportionally the same as MARN had recorded. as working in
these areas.

Table 3

Survev Nurses' Place of Empfovment Compare¿ to
Place of Emplovment

Emergiency care unit
Intensive care unit

Fifty-five percent (¡=230) of the nurses who respond.ed

worked in institutions u/ith 4oo or more beds; forty-five
percent (n=1BB) were employed in institutions with less than

four hundred beds. The percent of nurses who worked ful1-
time and permanent part-time ü¡as comparable at 4i.s percent
(n= I94) and 44.9 percent (n= 190) respectively. Most

(80.72, n=293) of the nurses who reported their work

classif ication (1-7%, n=63, díd not answer this question)

\¡¡ere in the categrory Nurse T\¡¡o or Nurse Three, indicating
that they were working primarily as general duty nurses.

Yeafs of Nursing Experience

Survev

3I . 0% (n=1-59 )

62.02 (¡¡=259)

MARN Records

382

622

The reported nursingr experience rang'ed from one to 43

years. Just over 6 percent (n=28 ) of the nurses indicated
that they had worked for less than two years in the

emergency or intensive care. Most of the nurses who were

surveyed \,vere not novíces. They (72%, n=303) had been

working from six Lo 20 years (mean 14.6 years, standard

deviation 7.35) .



rniurv in the workplace

During the course of their careers, 60.3 percent
(n=257 ) of the nurses had been injured in the workplace

setting. Of those who reported being injured, 4t..1- percent
(n=175) were injured more than once and 20 percent (n=85)

identified that they \,vere absent from work for more than one

week because of work injury. Nurses (L9.72,n=84) who \^¡ere

injured. at work continued to e>q>erience problems related to
their injury. Back injuries were Lhe most common (3'l .BZ,

n=161) followed by needlestick injuries (25.4%, ¡r=108) .

TVpe of Iniurv
back injury
needlestick injury
sprain

laceration

other

hTork Related fniuries Rer¡orted. bv Nurses
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Table 4

Percent Nurses Number Nurses

Iniured

37.82

25.4%

09.22

06.L%

15 .5%

Nurse abuse in the workplace

Most verbal threats of physical harm were from patients
(77.2%,n=329), followed by patients, family members and

friends (43.72, n= 1-86) . Other threats (Lïeo, n=80) in the

workplace \^/ere f rom pkrysicians (13 .1-%, n=56 ) .

Iniured

1-61

1-08

39

26

66
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Attempts of physical harm occurred most frequently by

patients (84.72, 36L) , foll-owed by patients, family members

and friends (t4 .6e" ,n=62) Again, in the workplace,

physicians attempted physical harm (3.L%,n=13) more often
than any other workers (I.6%, n=7)).

Nurses were subjected to actual physical attacks most

often by patients (73e<, t1= 31_l-), then by patients, family
members and. friends (5 .22, rt=22) and also by co-workers;
physicians accountingr for 2.L% (n=9), nurses for 0.5% (n=2)

and other workers 0.93 (n=4).

some nurses (i_0.5% n=45) reguired medical attention
when attacked by patients (9.62, rt=41-) , patients, families
and friends (0.53, n=2) and from d.octors and nurses (0.22,

n=1, in each category).

Stress in the workplace

Working alone on a unit, especially at night was

identified as stressful. seven and one half percent of the

nurses reported working alone on their nursingr units. Formal

group critical incident stress debriefing sessions were

attended by seventeen percent (n= 73) of the nurses.

The majority of the registered nurses (62.5qø, rr= 24Ol

recorded at least one significant event at work that caused

them significant stress duringr the past year. Most of the

stress was reported as occurring during the months of
February, March, May, June, and July 1-994 (see Table 4).



Month of

Incidents

,January

February

March

April

May

.June

.Iuly

Aug:ust

September

October

November

December

Table 5

Work Related Stress Bv Month

No. of

Incidences

L4

2T

22

I4

26

25

24

5

1l_

6

1-2

L2

Percent of

Total

1 .32

L0.9e"

1_1_. s%

7 .32

13 .5%

1-3 .0%

1"2.52

2 .6%

5.Je"

3.1-e"

6.3e"

6.32

When asked where stressful incidents occurred, a

qrouping of the responses ind.icated that "at work" vras the

most frequent answer (21 .tZ, rr= 64) , followed by emergency

d.epartment (25.12) , intensive care unit (20.5e", n=60), at
the bedside (3.4e", D=8), and transporting a patient (O.g%,

n=2) - other locations such as in the ha1l wdy, the nursing

desk, or while in an administrator's office accounted for
22.4 percent (n= 52J of the rest of the locations for the

occurrence of remembered significant stress. Forty-five

37



percent (n= I92)

this question.

The majority of registered nr-rrses (62.52, n=240) who

returned the questionnaires indicated at least one

significant stressor that they had encountered over the last
year. Qualitative comments underwent content analysis. T\^¡o

major groupingis rtrere supported by the data: nursing practice

issues and workplace issues. Work place incidents reports
(n=240) outnumbered nursing practice reports (n=206) by t4
percent.

Nursing practice issues anecdotes were reports that
related the nature of nursing,practice, that is, the nurses

would only have been exposed to the incident as a direct
result of being employed as a nurse. The five most common

nursing practice issues ín order of the number of anecdotes

reported u/ere: death of a child, abuse from patients and

patient's families and friends, personal identification with
the victim, loss of life following extraordinary expenditure

of energ¡y during rescue efforts, and death of patient or

serious injury as a consequence of a med.ical procedure.

Death of a child

of the registered nurses did not respond

Qualitative data

Nursincr practice issues

3B

to

The death of a

the most significant

child (n=46 )

stressor in
was

the

identified by nurses as

categlory of nursing
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practice issues. Nurses reported that children,s deaths from

physical abuse were very difficult to manage and were

extremely difficult when the abuser v/as present in the unit
at the time of the child's death. one nurse voiced that a

nine month o1d was "stomped. on by the boyfriend of the mom,,.

Many nurses reported being very upset by the

unexplained sudden deaths of young children following heart
surgery at the children's Hospital. The cancellation of the

heart program because of higher than expected deaths was

thoroughly detailed in the 1ocal press d.uring the past year.

Nurses found it exceptionally difficult to orient parents

pre-operatively for their child's heart surgrery when they

"knew" the baby would, in all probability, die post-

operatively. one nurse commented that she wanted to te11

parents to cancel their child,s heart surgery.

Another death of a child incident that was

exceptionally poignant and upsetting for a nurse concerned a
parent arriving at an emergency department and placing her

dead child in the nurse's arms. The parent turned and. fled
the room. The parent had run over the child with her car.

Nurse abuse

Nurse abuse from patients and patient's families (n=34)

and visitors (n=2) was the second most significant stressor
identífied by nurses. one nurse reported that she felt
frightened for her own safety when the son of a patient
accused the staff and the facility of incompetent care as he
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banged his fist on the unit desk and then the wa1l. Another

nurse wrote that a mentally ill patient hit and kicked out

at her and then following discharge from the unit, phoned in
a "bomb threat" against her. One angry visitor threatened to
kill another nurse. These events illustrate the day to day

stressful incidents that exist in the workplace for nurses.

Identification with wictims

Nurses identified with victims (n=30) in many ways.

Some nurses also knew the patients they cared for. The death

of an l-8 year ol-d elicited the following: comment, "I kno\¡¡

the family well and used to baby sit this boy". Other nurses

wrote; "A two year o1d who died was the same age as my

daugihter", "My own father came in with a M.I. (myocardial

infarction) and died ! ", "The sister of a staff member on our

unit was brought in 'DOA" (dead on arrival) following a

motor vehicle accident". "A patient, the same aqe as a
relative, died from the same cause on the first anniversary

of the event". "A fifteen year o1d hanging victim had the

same narne as my sixteen year o1d son. " These e:<periences

exemplify the constant wulnerability nurses have of being

suddenly e>q>osed incídents that create emotional turmoil.
Extraordinarv efforts to save life

There were numerous accounts

efforts to save life that were not

underwent a double lung transplant
and then died. A young patient \¡/as

(n=J_4 ) of extraordinary

successful. One patient

twice within six months

adÍritted and placed on a
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respirator for several days and. then died of unknowrr causes.

Full resuscitation was carried out on a child for two hours

but the child died anyway from unexprained circumstances

following heart surgery. A patient forrowing cardiac surgfery

had two arrests, went back to surgery twice and. had his
chest opened up on the unit before death occurred.. After
weeks of burn treatment and managing difficult family
dynamics, treatments were discontinued and the patient d.ied.

Loss of life following extraordinary energ-y and commitment

to life can elicit multiple emotional restr)onses, for
example, angrer at defeat, and d.espair at the inabílity to
save l-ife, that can be dif f icult to resolve. Enrotional

turmoil can effect job performance.

Failure of medical treatment

Reported failure of medical treatment (n=18) included
death from catheters being misplaced. into the body, children
dying following "routine" cardiac surgery, and ine>q>erienced

staff attending "99" ca1ls. The "normal expectation"

following routine medical procedures is a successful

outcome. Failure of procedures, that resulted in the death

of patierrts, was perceived by nurses to be need.less deaths.

These incidents caused significant stress in registered
nurses in this study.

hlorkplace issues

The five most distressing workplace issues were

behavior of medical personal, behavior of co-workers,
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increased patient work load., behavior of management, and the

effects of "bumping,".

Medical incomnetence

Nurses reported (n=38) that incompetence in the
performance of medical procedures vras very stressful. Nurses

offered the followingr accounts of what they perceived to be

medical incompetence. There \,vere incidents of a physician

who left the room of a hemorrhaging patient, a physician who

stood in the doorway and watched a patient e>q>erience

cardiac arrest, and a physician who was unable to assess

critically ill patients. Difficult interpersonal behavior

included physicians who swore at their patients, physicians

who sexually harassed nurses, physicians who chose to speak

to only some nurses on a unit and not others, physicians

arroqance/ physicians who e>q>erienced difficulty "dealingi"

with grieving families, and. physicíans who bLamed nurses for
bed and operatingi room time cut backs,

Nursinq incompetence

Co-workers (n=32 ) who were not ,,team players,' created.

stress in the workplace. As one nllrse wrote, "They are type

A personalities trying to ,one, up each other. " A number of
nurses remarked about the lack of support they received from

their colleagues. There was also consid.erable concern

expressed about nurses who were perceived to be incompetent.

The documentation required to have a nurse relieved. of
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his/her dutíes was extremely stressful for the nurses on a
unit.
Workloads

Remembered stressful incidents (n=29) of increased

workload recorded, referred to occasions when nurses felt
demeaned because they had to ask to go to the washroom when

there \^ras no relief staf f for hours. Nurses indicated that
they felt overwhelmed and fearful of makingi errors because

patient assignments \¡rere so heawy. These nurses experienced.

that they were "being run off their feeL". They \,\rere ar-so

worried because relief nursing staff had no emergency or
intensive care e><perience. Many nurses reported working all
day without any breaks. some voiced that the standard of
care was being lowered qiven the recent cutbacks in
staffing.
Manacrement

There vrere many concerns (n=2'7 ) about manag'ement at all
levels. One nurse wrote, ,,total quality management means

solve your own problems and half of the managers problems,

and sti11 care for the patients. " other nurses reported a

l-ack of support from managers when units were short staffed..
on occasion, patients continued to be admitted but there was

no staff ca]led in for relief. Not supportingr staff when

they were harassed by medical personal or \^/ere harassed by

nursingr management were also reported. by eighteen nurses.



Bumpinq

Bumping is the process whereby nurses who lose their
nursing position because of health care restructuringr are

permitted, on the basis of seniority, to bump another nurse

on another unit out of her or his position. The bumpingr of
staff throughout units created stress for nurses. Nurses

commented (n=5) that they do not know if they would be

"bumped." next and lose their jobs. The nurses who bump into
an intensive care or emergiency unit are inexperienced. in
critical care. There was increased. stress reported by nurses

who had to work with novice nurses, especially in units
where the inservice education nurse's position was deleted.
Furthermore/ nurse/patient ratios have been doubled and

units have been reclassified to non critical care units, to
accommodate bumping by nurses who do not have critical care

nursing' experience.

Data Analysis

Post traumatic stress disorder (PTSD)
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Data from the Impact of Events scale (IES) and the Brief
symptom rnventory scale (BST) were analyzed to determine a

mean response for each question within the scales. Using

Burge's matching of IES and BSI items to the DSM-III-R
(1980) third edition revised / DSM-IV (]994) fourth edítion
criteria for PTSD (see table 1-) the registered nurses, means

for these items were calculated to arrive at diagnostic



levels of

findings

PTSD. Burgre's means for pTSD disorder and the

in this study of regiistered. nurses were:

Table 6 (Burge, 1988 )

Post Traumatic Stress Disorder

Number of Sr¡mptoms

0-3

minimal symptoms:

3 or 4 (level L)

low number of symptoms:

(l-evel 0 )

5, 6 or 7 (level 2)

moderate number of symptoms : 1-40 nurses

8 or 9 (level_ 3 )

higih number of symptoms:

Number of RNs Percent of RNs

According to Burge, a diagnosis of prsD occurs wtren an

individual reports a moderate or high number of symptoms

that are interfering with their ability to live a normal

life. rn this study, there \^rere !79 registered nurses who

had a moderate to high number of symptoms, that is 42.tä meL

Burge's criLeria diagnostic of PTSD. PTSD symptoms as

orgranized by Burge can be viewed as a continuum of
slrmptomology, that is, reactions to traumatic stress, ot
post traumatic stress (pTS) can be minimal to severe. Nurses

exhibiting a moderate number of symptoms can be identified
as having a PTS reaction (n=140) whereas those wíth a high
number of s]¡mptoms can be identified as having pTSD (n=39).

4 nurses

45

43 nurses

0.92

39 nurses

57 .0e"

32.92

9.22
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Analysis also identified the number of registered

nurses having symptoms in each category of the DSM-IV (1994)

fourth edition for PTSD (table 7) . Table 7 illustrates the

symptoms in category B, C and D. Category B is "re-
experiencing the trauma". Sixty percent, rt=238, of the

registered nurses experienced recurrent/intrusive imagres,

that is they were unable to control images of traumatic

events intrud.ing into their thoughts whí1e engagred in other

activities. Recurrent dreams !ì/ere experienced by 20% (n=85)

of the registered nurses. Forty-nine percent, rt=207,

registered nurses e>q>erienced sudden acting/feelingrs like it
is recurring, that is they re-lived the erq>erience of the

traumatic event. When e>cposed to events resembling the

initíal trauma, 45.1- percent, n=1-92, of the registered

nurses reported feeling distressed.



LINKTNG DSM ]-11R PTSD DIAGNOSTIC CRTTERIA WTTH ITEMS FROM
THE BSÏ AI\TD IES INSTRUMENTS AND ROY'S ADAPTATTON MODEL

REGTSTERED NURSES' RESPONSES

DSM l-11-R Dx CRITERIA

A. Recognizable
Sfressor

A. Registered Nurses:
rnjured on duty
Injured more than once
Away from work more than
one week due to injury
Subjected to verbal
threats from patients
Attempts of physical
harm from patients
Actual physical attacks

Table 7

ITEMS from BSI & TES

Exposure as defined
i.e. abuse in
workplace

from patients 311
Received medical attenntion
for attacks from patients 41,

B. Re-$q)eríencíng
the t,rauma (at least
one of following
four symptoms)

B. 1- Recurrent/ IES 1- fntrusive
intrusive images Thoughts

fES 10 Intrusive
Images

47

ROY'S MODEL

Regulator
Mechanism
processes
stimuli

external
stressor )

as a threat

257
a'75

85

329

36L

(60.3U)
(4L.1-Z)

(20.0%)

(77 .29.)

(84.1?")

(73.0%)

(09 .6e")

8.1 Registered Nurses:

8.2 Recurrent
dreams

8.2 Registered Nurses:

238

IES 6 Had dreams
about it

Regulator
Mechanism
processes
stímuli
( internal )

as a threat
(ss.9%)

Regulator
Mechanism
processes
stimuli
( internal )

as a threat
(20.02)85



8.3 Sudden actíng/ IES 5 Waves of Regulator
feeling like it emotion Mechanism
is recurring processes

stimuli
( internal )

as a threat
8.3 Registered Nursesz 2Oj (49.62)

8.4 Distress at IES 1-l- Thingrs Regulator
e)<posure to trigger it Mechanism
events IES t4 Reminders processes
resembling brought back stimuli
trauma feelings about (external)

it as a threat
8.4 Registered Nurses z 1-92 (45 .1-Z)

C. Avoid.ance of Stímu1í/
Numbing of general
responsiveness
(at least three of the
following symptoms)

C.l- Avoid thoughts/ fES 9 not talk about it Cognator
feelings IES l-3 tried not to Mechanism

think about it processes
IES 2 avoid upsets stimuli as
IES t2 not deal with negative...

feelings avoidance
used as
coping
mechanism

C.l Regístered Nursesz 220 (51_.6%)

C.2 Avoid activities IES 7 stayed av/ay from see C.1
reminders

BSI 3l- avoiding things,
places, actívities

C.2 Registered Nurses: 220 (51.6%)

C.3 Inability to fES I felt tike it had see C.l_
reca11 details not happened

fES 3 removed from
memory

C.3 Registered Nurses: 185 (43.59ø)

48



C.4 Lowered ínterest BSI
in significant
activities

C.4 Registered. Nurses:

C.5 Feeling detached/ BSI
estranged

C.5 Registered, Nurses:

C.6 Restricted affect IES

BSI

C. 6 Registered Ntrrses:

C.'7 Sense of fore- BSf
shortened future

BSI

BST
BSÏ
BST

BST

C.7 Regístered Nurses:

D. Otï¡er sympt,oms
(at least two symptoms)

1-8 no interest in
thinqs

44 (l-0.3%)

not feeling
close to others

s2 (L2.22)

feelings were
numb
feeling lonely

83 (19. s%)

feeling hopeless
about future
thoughts of
dying
feeling 1one1y
feeling blue

thoughts of ending
life
feelings of
worthlessness

58 (1-3 . 6% )

44

1_5

1_4

see C.1
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D.l- Sleep
disturbances

35

39

1-6
1,7
9

s0

Effectors
self-
concept

D.1 Registered Nursess

D.2 rrrirabil,ity/
outbursts of
anger

Effectors
self-
concept

Effectors
self-
concept

IES 4 trouble sleeping Effectors
BSI 25 trouble sleeping physio-

logical
function

D.2 Resrístered NurseE:

BSI
BSI

BST

BSÏ

BSI

l-97 (46.2%)

easily annoyed Effectors
uncontrollable role
temper outbursts function
urgie to harm
others
urge to smash
things
frequent arguments

54 (1_2.1%)

1,6
13

40

4L

46



D.3 Memory loss or
trouble
concentratíng

BST
BSI
BSÏ
BSI

Registered, Nurses:

Hyigervigilance BSI
BST
BST
BSÏ

D.3

D.4

BST

BSI

5 trouble
remembering

l-5 work seems
blocked

D.4 Registered Nurses:

D.5 Startle Response BSI
BST

26 double checking
27 troubl-e deciding
32 mind going blank
36 lack of concentration

1-01- (23.1%)

D.5 Registered Nurses:

D.6 Physiological BSf
reactivity to
reminders BSI

BST
BSÏ
BSÏ
BST
BSÏ

D.6 Regist,ered Nurses:

l- nervous or shaky Effectors
t9 feeling fearful self-
38 feeling tense concept
49 feeling restless physio-

logical
function

73 G.7 .t%\

Effectors
role
function

50

1-2 suddenly
45 spe11s of

2 faintness/ Effectors
dizziness physio-

7 chest,/heart pains logical
23 nausea/GÏ upset function
29 trouble breathing
30 hot/cold spe11s
33 numbness/tingling
37 feeling weak

20 (4.7%)

scared Effectors
panic physio-

logical
function

(3.s%)15
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Analysis of Category C of the DMS-IV (]994) fourth
edition criteria for prsD, "avoid.ance of stimuli/numbing of
general responsiveness " , showed avoidance behaviors li/ere

being used by registered nurses. Avoiding thoughts/feelings
was used by 51-.6 percent (vt=220) of the registered nurses.
For example, they tried not to think about the traumatic
event they had experienced. Avoidance activities v¡ere used

by 1-9.5 percent, (n=83) of the registered. nurses, that is,
they purposely stayed away from the area where the traumatic
event occurred in order to stop being reminded. of the event.
The inability to recall details, f.or example, the removal of
the traumatic event from conscious thought, q/as reported by

43.5 percent (n=185) of the registered. nurses. A lowered

interest in signifícant activities, that is they experienced
a changre in how important they felt some activities of their
]ives were, \,vas reported by J-0.3 percent (n=44) registered
nurses . T\lue]ve percent (n=52 ) of the registered. nurses f elt
detached or estranged and 1_9.5 percent (n=83) had. restricted
affect, that is they did not feel close to others. The last
symptom in the c category is a sense of fore-shortened
future which was found to be present in j-3 . 6 percent (n=5g )

of the sample.

category D ín the DMS-rv (]-994) fourth edition criteria
f or PTSD is entitled " other slzmptoms " . These includ.e sleep
disturbances, experienced by L9j (46.22) registered. nurses;
irritability/outbursts of anger, experienced by 54 (L2.7%)
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registered nurses; memory loss or trouble concentrating,
e:q>erienced by 1-01- (23.72) of the nurses; hypervigilence,
experienced by 73 (17.1,%) of the nurses: startle response,

e>q>erienced by 1-5 (3 .59ø) of registered nurses and

physiological reactivity to reminders, experienced by 20

(4.12 ) registered nurses.

Relationships between demoqraphic data and pTSD

The Chi Square statistic \^/as used to deLermine whether

there were any significant relationships between the
diagnosis of PTSD and current marj_tal status; past

separation or divorce; level of education; workplace, for
example, emergiency room or intensive care unit; size of the
institution where employed; employment status, for example,

permanent, term or casual position, ful1 time or part time
employment; work classification; and years of nursing
service. There were no statistically significant
relationships found. However, there may be a relationship
between hawingi been divorced or separated and e:cperiencing
PTSD.

The rate of e>q>eriencing Burge's level 3, that ís the
severest level- of PTSD symptomologry was 32 percent for
divorced nurses and 39 percent for separated nurses compared

to 6 percent for married and never married nurses.



Burge's 1eve1
of svmptoms:

¡narital- status:
Married

frequency
percent

Separated
frequency
percent

Divorced
frequency
percent

Widowed
frequency
percent

Never Married
frequency
percent

Total

Marital Status and Relationshir¡ to PTSD

Table I

0

3
0.96

1_

'7 .69

0
0.0

0
0.0

0
0.0

4

1-

i_88
60.06

5
38 .46

B

28.57

5
7r.43

31
56.23

243

2

Statistic
Chi-Square
Sample size = 426
Warning: 55% of the cells have expected. counts
Chi-Square may not be a valid test.

]-02
32.59

2
]-s.38

i- 1-

39.29

1_

14.29

24
36.92

L40

53

20
6.39

5
38 .46

9
32.1_4

L
1,4.29

4
6 .15

39
9.1-52

There may be a statistically significant relationship
between registered nurses being ',hurt at work,' and

experiencing PTSD. The chi square statistic generated p.

0.002 for this relationship, but it carries a warning that
3Bz of the ce11s have e>q>ected counts of less than 5 in a

sample size of 426. Therefore, this relationship must be

viewed with some caution. There was a significant
relationship (p.0.000 chi statistic) between harm and where

0.9496

tic for

Total

3 1_3

73 .47

l-3
3 .05

28
6 .62

7
t .67

65
1-5 .26

426
l-00%57 .04% 32.869õ

DF
1"2

status

VaLue
47 .2L7

ionshi

Prob
0.000

less than 5.
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it occurred. rifty-seven registered. nurses reported being
harmed in the workplace. Eighty-four percent (4g) harm-

events occurred in intensive care units. Attacks (n=7g) on

the Lt2 registered nurses (70%) working in intensive care

units was significantly higher than attacks on registered
nurses working in emergrency rooms (chi sç¡jare p.0.05) . The

chi square p.0.048 statistíc suggests that of the 240 (642)

registered nurses who reported being harmed. at work, the
expected rate in the intensive care units was significantly
higher than what was e>çected in emergency rooms.



Burge's Level 0
of sr¡mÞtoms

# Not hurt at work
% Not hurt at work

# Hurt at work
% Hurt at work

Statistic
Chi-Square
Sample size- 426

Relationshíp of hurt experienced. at work to pTSD

Table 9

Warning: 38% of the cel1s have expected counts
Chi-Square may not be a valid test.

4 220 L32
1" .04 s]-.1,4 34 .29

0238

The rate of e>q>eriencing 1eve1 3, that is the severest
level of PTSD symptomology, is higher for nurses who have

been hurt at work (24.392, n=10) than for nurses who have

not been hurt at work ('7.532, n=29) .

There is a significant difference in years of service
by work location (chi square p. 0.00). One hundred. and

twenty-six of the l-59 (ig.2z) registered. nurses working in
the emerg'ency rooms had over ten years of nursing
experience. one hundred and fifty-four of the 259 (sg.42)

registered nurses working in intensive care units had over

ten years of nursingr e)q)erience.

Eight nurses did not state Lheir work location. rn the
hospitals with over 400 beds, 52 of LL'e 225 nurses (232)

worked in emergency. fn the hospitals with under 400 beds,

t02 of the 185 (55%) of the nurses worked in emergency. This

0 s6.l_

Chi-Square Statistic
DF Value
3 l- 4 .396

3 Total

29 385
7.53 90.38

1-0 4L
24 .39 9 .62

Prob
0.002

less the 5.
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is a signíficant difference of registered rrurse

representation (chi square p. 0.000.) from emergiency rooms

related to size of work institution.

s6



Replication Study: Differences and Similaritíes
Numbers of Participants

There were 88 registered nurses who participated in the

Medical Services Branch (MSB) study conducted by Corneil and

Kirwan (L994). The large difference in the sample size
between the two studies places limits on analysis for
significant differences and similarities between ttre two

study giroups.

Education

T\nrenty-five percent (22lr of the regristered nurses

working for MSB during the Corneil and Kirwan (1-994) study

graduated from a university compared to ]-6.7 percent (69) of

the registered nurses working in emerqency (ER) and

intensive care units (ICU) in Manitoba. There may be a
relationship between education and PTSD. The rate of PTSD

appears lower in the Corneil and Kirwan (1994) study where

the percentage of university educated nurses is higrher than

in this study. The rate of PTSD in nurses with university
education may be lower than diploma educated nurses as the

liberal arts component of a deqree prog,ram may increase

nurses' understanding of human behavior, both their own and

those they encounter in the workplace. In the ER and ICU

CHAPTER FTVE
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regristered nurses' study the chi square statistic was not
reliable as the number of university educated. nurses was 1ow

(n=82 ) .

Work experíence

The response to the question on nursing e)q)erience in
the MSB study indicated thirty-four (38.6%) of the
registered nurses had worked. for less than two years with
MSB, whereas in the ER and rcu study, registered. nurses

indicated that only twenty-eight (6.62) had. less than two

years work experience in their respective work areas. The

MSB regristered nurses working in nursing stations had a prsD

rate of 34.8 percent. The nurses working ER and rcu had a
PTSD rate of. 42.1 percent. The ER and rcu nurses had. from
one to forty-three years of work experience in nursing (mean

1,4.6, standard deviation 7.35). Three hundred and. eighty_
eigrht of the four hundred and nine registered. nurses who

responded (92.6%) had over five years of experience in
nursing. An initial chi square analysis using five year
intervals per cell was not valid to establish a relationship
between work experience and prsD as some of the cells had

too few numbers. perhaps constant exposure to traumatic
events does have an effect over time. studies to date have

primarily been done on the effects of trauma over a short
period of time, for example, post war, following
earthquakes, following rape. Little is known about the
cumulative effect of traumatic events.



Replication Studies

replication studies. The benefits include: the problem is
identified and well defined; the methodologry is established

with the strengths and limitations of the study delineated;

the literature review is ready to be read and updated; the

original researcher who conducted the first study is
available for consultation in thís particular case. Contact

and discussion with the origínal researcher was educational

and he1pful. Replication studies strengthen the findings in
all previous studies. Hou/ever, for the individual
researcher, the freedom to chang,e design is not available
and the weaknesses identified in the original study can not

be corrected if a true replication is to take place. As

environments change over time, and populations d.iffer, it is
to be remembered that replication is always a matter of
degree of sameness to the original study.

There are benefits and drawbacks to conducting

s9

This study identif ies the existing cases (42.1,2, rr=

Ll9) of PTS reaction and PTSD among regristered. nurses

working in ER and. ICU in Manitoba based on Burgie,s (l_9BB)

methodology for analysis of BSI and IES instruments that
registered nurses completed and mailed back in Ju1y, L995.

Dr. Louis Ludwig, emergtency director, Health Sciences

Centre, Winnipeg, is concerned about the staff in Emergency

Prevalence of PTSD
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f ollowing an emergiency d.octor, s sLrike in the fal1 of j,ggs .

"We're still feeling the effects of what was a very
traumatic time for everyone and. some staff are still reeling
from that" (Pau1 , L996) . Alexand.ra paul, author of the Free

Press article that quoted Dr. Ludwig, also wrote ,'Al-most

four months after the end of the emerg:ency doctor,s strike,
the pressure is so bad hat one doctor suggests some

emerqency staff suffer post traumatic slmdrome (paur, L996,

p A3 ) . rt is of interest to note that this study found a

high prevalence of prsD among ER and rcu nurses before the
event of the emergency doctors, stríke.

No studies to determine the prevalence of prsD in the
greneral Manitoba population have been conducted.. A study of
a financially stable greneral population in the united states
of America by Helzer, Robins & McEvoy (L9g7) found a pTSD

rate of one percent. whether the results of Helzer,s study
is generalizable to the Manitoba population is questionable

as the subjects in his study were all financially stable and

this certainly not the case for all nurses in Manitoba. Few

studies have been done in ',normal,' populations.

Work trauma

The combination of the reported work trauma and the
responses to the questions in the survey asking for
descriptions of significant stress in the workplace over the
past year, suggest that perhaps the criterion ,,A

Recog'nizable Stressor" in the DSM TV (rgg4) fourth edition
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diagnostic critería for prsD extends beyond the exposure to
violence that was used as a pro)cy for traumatic events in
this study. rt may be probable that significant stress as

described by the nurses in this study is as upsetting as

exposure to violence at work. Encountering dead children and

their families, knowing' the victims of accidents, being

emotionally invol-ved in accidents, being involved. in extra
ordinary efforts to save 1ífe, and observing the failure of
medical treatment, year after year must take its toll. prs

reaction is a normal reaction to traumatic stressor(s).
Nurses' experiences in their day to day work lives are

traumatic stressors.

DSM IV (4994) fourth edition defines a traumatic
stressor as "direct personal e>q>erience with an event that
involves actual or threatened d.eath or serious injury, or
other threat to one's physícal integrity; or witnessins an

inteqritv of another person, ot injury experienced by a
familv member or close associaLe. Re

involve intense fear, helplessness, ot horror. Nurses

reported e>q>eriencing the above underlined events and

feelings that are a part of the DSM fv (L994) fourth edition
definition of a traumatic stressor. prs reaction and prsD

prevalent in ]-79 (42.L2) of the registered nurses is a

normal response to traumatic stress in the work p1ace.

involwe

sponse to the event must
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The high prevalence of prs reaction and. prsD in the
registered nurse popuration working in ER and. rcu in
Manitoba may indicate the need for therapy for nurses.
Nurses need to be reminded that prs reaction is a normal

reaction and all nurses, for example, greneral duty nurses,
nurse administrator, and nurse educators need to be informed
regarding the higrh prevalence of psr reacLion and. prsD amongl

nurses working in ER and rcu. An improved. knowledge of prs

reaction and PTSD may lead to a better understanding of peer

behavior and earlier therapy for prsD sufferers. The

Manitoba Association of Registered Nurses has a "Nurses at
Risk Program" that can direct nurses to therapists residing
in nurses residential area of the province. This progrram was

developed primarily to assist nurses with drug and alcohol
dependency. Perhaps the mand.ate for the ',Nurses at Risk
Program" could be e>q>anded to includ.e preventive
intervention for nurses wulnerable for pTSD.

The coordinator of the physicians at Risk program for
the province of Manitoba, Dr. Bill Jayck, u/as cred.ited. as

stating in the winnipeg Free press on November 26, 1-gg5,

that the number of physicians seeking help has risen from 5

to 15 percent over the last three years (Redekopp, i_995).

Last year, 35 of 2,300 physicians sought help. Dr. Jacyk
identified health care reform as the key stressor. ',Health
care reform has really shaken people up". He was also
credited as saying that "one sign that doctors are under
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increasing stress is that complaints are rising against them

for being abusive in ttre workplace,' (Redekopp, j_995) . In
this study, the physicians were identified as the prime co-

worker abusers: verbal threats from physicians, 56(l_3 .L%);

from nurses and other co-workers, 24(5.7%)¡ attempts of
physical harm from physicians, 1-3 (3 .IZ) , from nurses and

other co-workers, 7(L.6%)¡ and actual physical harm from

physicians, 9(2.1-%\ , from nurses and other co-workers

4(0.9%). This study confirms Dr. Jacyk,s observations that
physicians are elçperiencing difficulty with interpersonal
relationships in the workpl-ace.

Sister Roy's Adaptation Model used as an assessment

framework in this study, reveals that the registered nurses

in ER and fCU \^rere primarily having difficulty coping. The

DSM IV (1994) fourth edition strmptomologry of
recurrent/intrusive images, sudden act.íng/feeling like the

event is recurring:, distress at e)<posure to events

resembling trauma, avoiding thoughts and feelings, and an

inability to recal1 details, all ind.icate difficulty in
Sister Roy's "coping mechanisms,' domain. The two main

"effectors" identified in the study \^/ere sleep disturbance

related to physiological function and memory loss or trouble
concentrating related to role function.

Sister Callista Roy's Adaptation Model



difficulty begins first with coping and then when copingr

strategies are ineffectual, physiological symptoms develop
and there are difficulties e>q>erienced carrying out one's
role in life. Evidence for the staging of mental processing
is noted by the high number of coping symptoms exhibited in
the study respondents compared to the number of symptoms

noted that \¡rere physiological and. functional in nature.
(Tabl-e 7). This study supports Roy's systems framework which
orgranizes stages of mental processing that occur when a

stimulus is identified. in the externar environment by the
individual. Roy's framework for organizing the process for
dealing with external stimuli could be used to educate

nurses to the risk of prsD and assíst in the identification
of content for preventive programs.

Roy's framework was useful in ídentifying that

onry 426 (36 -5e") of the registered nurses working in ER

and rcu in Manitoba responded. to the survey. Although the
number of responses accurately represented the number of
registered nurses working in the ER and rcu, it can not
necessarily be concluded that the responses reflect the
whole population for the study. perhaps only nurses who were

experiencing some symptoms chose to respond or perhaps those
who recognized they had prsD from read.ing the questionnaire
chose not to respond. one nurse who completed the

64

Limits of the study
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questionnaire did write that helshe recognized. hís,¿her

symptoms while completing the guestionnaire and helshe was

seeking he1p. The covering letter did alert nurses to the

possibility that they may "se1f diagnose" as having PTSD

while answering the questionnaire. rnformation reqard.ing the

MARN "Nurse at Risk Program" \¡/as also included in the letter
accompanyingr the guestionnaire. The prevalence of pTS

reaction and PTSD amongi ER and rcu nurses could be higher or
lower than reported in this study. rn the population that
did respond, there is a prevalence rate of 42.L percent. ff
one Ì^/ere to assume that all who failed to respond did not

e>q>erience PTSD, the percentage would still be extremely

hígh (15t3), when compared to United States studies showing

that PTSD is one to three percent in the general population.

one might conclude that prevalence is at least five times

greater in nurses than in the general public. rt is to be

remembered that this was a prevalence study only and does

not identify the actual incidence of prsD in registered
nurses in tvtanitoba.

Nursincr r:ractice

Changes brougrht about by health care reform and

technological advances are creating hospitals with only
patients who are acutely i1l. predictions are for hospitals
to be composed of only intensive care units in the near

Implications for nursing
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future. The prevalence of prsD among: nurses now working in
ER and rcu is high. prsD can interfere with nurses work
performance. Early intervention and preventive measures need

to be established in the near future as the number of
traumatic events at work will increase for registered. nurses
with the e>q>ected increase in the acuity of illnesses of
future patients. The hiqh number of workplace issues that
interfere with the delivery of quality nursing care reported
in this study ind.icates that nurses need assistance in
developinq new skills to manage interpersonal relationships
in the workpLace.

Nursinq administration

Nursing administrators need to be cognizant of the
symptoms of PTS reactions and prsD and ad.dress the
difficulties prsD can create in the workplace. rt is to be

remembered. that prs reaètion is a normal reaction to
traumatic events. Nurses suffering from prsD need to have

access to educational- and therapeutic programs. some

administrators, if the anecdotal reports of their behaviors
recorded in this study are accurate, ilây need therapy for
PTSD.

critical incident stress has been well addressed by
administrators in some institutions in recent years. Many

institutions are no\^r providing debriefing sessions following
identified critical incidents. Hopefully the debriefing
sessions are assisting nurses with their coping following
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traumatíc incidents. Ho\a¡ever, not all incidents, and not all
nurses receive debriefing following traumatic events. In
this study, only t7 .2 percent (n=73 ) of the nurses had ever

attended a debriefing session. Debriefing protocols need to
be established in some institutions and griven a priority in
al1 institutions for the health betterment of working

nurses.

A report in the Winnipeg Free press, ,Ianuary L7, 1_996

(Pau1, L996) , notes the effects of workers in Emergency

working with no down time, that is no relief time from high

stress work. Traditionally, workers in emergrency units have

experienced extremely heav]¡ workloads followed by some

"recovery" time. If the "recovery', time is removed in the

current move for greater monetary efficiencies, the guestion

needs to be asked as to whether this will increase the

prevalence of PTSD that will eventually create costly
inefficiencies in the workplace.

Implications for nursinq education

rn nursing education prog'rams, course content needs to
include data on PTS reaction and prsD. students need to
learn that PTS reaction is a normar reaction to traumatic

events and need to be alerted to watching for the symptoms

of PTSD not only in their work colleagues in years to come

but also in themselves. students need to be aware of the

need for early intervention and how they can access therapy

if the need arises.
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rnservice educators can conduct sessions on prs
reactions and the DSM IV (1994) fourth edition criteria for
PTSD so all nurses gain an und.erstanding of this normar_

reaction to traumatic events. seeking help for difficulties
with coping is sti1l seen as a weakness by many in our
society. until the normalcy of prs reaction is accepted by
nurses, there will be difficulty having nurses attend
therapy. Al-1 ed.ucation needs to address the normalcy of
PTSD.

The general public needs to be better informed
regrarding PTSD- That the prevalence among nurses in Manitoba
is high, should not reflect negatively on nurses. prsD is a
normal response and the public needs to und.erstand this, and.

support programs put in place to assist nurses.

This research study raises some questions. what is the
relationship between prsD and. formal ed.ucation? Does

multiple exposure to traumatic events over many years
influence the prevalence of prsD? Are nurses effected.
differently by traumatic stressor than other emergency
personnel? Does being female raise the risk of developing
PTSD? Most studies on prsD to d.ate have been carried out
with male subjects and it has not been established as to
whether there are differences in responses to traumatic
stress by males compared to fema]es. All of these questions
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address the need for further research into the phenomena of
PTSD.

Conclusion

Registered nurses working in ER and ICU in Manitoba

face marry e;<periences in the course of the normal work day

that increase their wulnerability for PTSD. pTS reaction is
a normal response to a traumatic stressor. The nature of the

workplace is such that nurses are constantly e>cposed to

working with patients and their families who are und.er

extreme stress following trauma and/or life threatening

social and pathological disease. It is not surprising that
among the ER and fCU registered nurses the prevalence of
PTSD is 42.I percent. This study demonstrates there is most

likely (Chi-Sguare statistic p 0.002) a significant
relationship between e>q>eriencing beíng "hurt at work', and.

having PTSD. The study did find that there u/ere

significantly more nurses harmed while working in ICU than

ER. Reported incidents of disturbed interpersonal

relationships in the workplace, perhaps, is in part due to a

prevalence of 42.1- percent of PTSD among the registered
nurses.

Responsibility to address PTSD among nurses rests with
all members of the nursing profession. This incl-udes not

only greneral duty nurses but nurse administrators, nurse

educators and nurse researchers.
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As you read through the questionnaire, please circle your
response to each question on the question format or wiiteyour responses on the page where indicated. Do not put your
name on the questionnaire.

1-. What is your marital status? Are you presently:
Married ...i-Separated... ........2
Divorced .......3
Widowed ...4
Never married .......5

2. Have you ever been divorced or separated.?
Yes
No

3. what is the highest level of post secondary education you
have completed?

Nursing diploma .....1_
Specialty certificate ....2
Nursing Bacca1aureate ....3
Other Baccalaureate ......4
Masters . . .5
Doctorate... ...6

Äppendix A

NURSTNG QUESTTONNATRE

4. You work primarily:
In an Emergency Care Unit . . . . .1-
Tn an fntensive Care Unit
(CCU, MICU, SICU, etc) ........2

The institution you work in has
400 or more beds ....1
399 beds or less ....2

79

Other (please specify

5. Your present employment status is:
Permanent position - fu1l time.
Term position - full time.
Permanent position - part time.
Term position - part time.
Casual position fu1l time.
Casual position part time.

)7



6. What is your present nursing work classification?
Nurse l-... .....1
Nurse 2... -....2
Nurse 3... .....3
Nurse 4... .....4
Nurse 5... .....5
Other .....6

How many years nursing experience have you
accumulated?

How long have you worked in an frnergrency and/or rntensive
Care Unite

Less than 3 months .......i_
3 to 12 months... ........2
L2 to 24 months... .......3
more that 24 months... ........4

Have you ever been injured on duty while working as a
nurse?

yes
No

Have you been injured more than once?
yes
No

Have you ever been off the job for more than one week due
to an injury?

yes
No

Was the injury due to:

BO

Do you sti1l have problems due to this injury?
yes
no

Have you ever been subjected to verbal threats ofphysical harm by:
Patients ..yes
Patients' family member(s) /

a back injury ..yes
a needlestic:. i;j;;/: : : : : : . . . . . . . ..yes
a sprain ..yes
a laceration. ......yes
other .please list

L0. Have you ever been subjected to attempts of physical

friend(s) .. ....yes
Doctors ...Yes
Nurses ....Yes
Other ..please list

No
No
No
No

No

No
No
No



harm by:

L1-. Have you ever been subjected to actual physical attacks
by:

Patients ..yes
Pat.ients' family member (s ) /
friend(s) .. ....yes
Doctors ...yes
Nurses ....yes

t2 - Have you ever required medical attention for physical
injuries from attacks by:

Patients ..yes No
Patients' family member ( s ) /

Patients ..yes
Patients' family member(s) /
friend(s).. ....yes
Doctors ...yes
Nurses ....yes
Other.

l-3.

1-4 .

Do
Tf

Do
If

you smoke cigarettes.. .yes
yês, how many cigarettes do you smoke per day?

friend(s) .. ....yes
Doctors . . .yes
Nurses ....yes

.please list

15. Do you exercise regularly?
If yes, how often do you work out for more than 30
minutes at a time in the averagre week?

81-

No

No
No
No

you drink alcohol?
y€s, how many drinks don you have in a week?

Other ....p1ease list

L6. Do you consider yourself to be overweight?. . . .yes No

1-7. Do you work alone (not with other nurses).....yes No

l-8. fn the past year have any of the following major events
occurred in your personal/family life:
A death in your immediate family ...yes No
A serious injury in your immediate fami1y....yes No
A serious illness in your immediate fami1y...yes No
A major financía1 problem. . . . .yes No

No

No
No
No

79 - Have you ever sought professional assistance for a

No
No
No

No



B2

stress-related health problem?.... ..yes No

If yes, who did you contact?
Family physician...
Workplace Health Unit
Clergy
Social Worker
Psychologist
Other. . .Please specify_

20. Have you ever participated. in a formal critical rncid.entStress Debriefing session?, . . . .yes No

Think back over your past year at work. Do you reca11
any event at work that caused yorf , a professional rì.urse,significant stress? ..yes No

rf yes, please complete the following questions:
When did the event occur? (month)
Where did the event occur?

Please give a brief description òt the event

rf there was more than one event, please repeat the above
d.aiua/information for each event. Thank you.



qELO T IS A IJST OF COMMENTS TúADE BY PEOPLE AFTER STRESSFUL EVENTS.
LEASE CIRCLE EACH ITEM, USING THE FOLLOVTNG SCAI4 INDICATING HO\ø

FREQUEIVTLY THESE COMME¡{TS \TERE TRUE FOR YOU OU¡iNT¡C THE PAST
MONTH. IF THEY DID NOT OCCIJR DURING THÂT TNdE PLEASE CTNCTT TTæ
1IVOT AT ALL"

1.

2.

NOT AT ALL
0

I thought abour ir whes I didn't mean ro....................... O

I avoided lefting myself ger upsec when I
thought about ir or wí¡s reniãded of ir........................... O

I tried to remove it from Etemory....... ........ O

I had trouble ålling asleep or saying as1ecp................... O

I had waves of strong feelings abour it...................-....... O

3.

4.

5.

6.

7.

R.ARELY
1

I had dreams about i
I staycd away from remindcn of i

83

I fch as if i¡ harln'¡ happened or it

SOMETIMES OFTEN

9.

10.

11.

12.

wâso't reaI....................--

I t¡ied rot to tdk about it..................

Pictures about it popped into my mind

Other t[ings kqrt '"oLi"g mc think about it.......

I'was eware that I srill had a lot of feelingp
about it, br¡t I dido't deal wfuh them..........,

73. I rried nor ro rhink abour ir..................

14. .Any reminder brought back feelingp about ir.......

15. My feelings about ir vere kind of numb......

123

......................... 0

t2
72
t2
t2
t2
12

3

3

3

3

3

3

01
01
01
01

01
01
01
01

23
23
23
23

23
23
23
23



TI{E FOLLO\nNG ARE SOME OF THE THINGS PEOPLE DO To H.å,r\DLE sTREss.
VHEN You HA\¿E EXPERIENCED A sTREssFUL SITUATIoN As /r NrrRSE, Hov
FREQUEIVTTY DO YOU USE ONE OF THESE VAYS TO I{ANDLE IT? PLEASE
CIRCLE THE APPROPRIATE ANSVER.

NOT AT ALL R¿,REIY SOMETIMES OFTnI0123

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

tz
13.

14.

15.

t6.

17.

Remind myself I am provi.li' g he1p................................ O

f,smind myself things could be worse............................. O

Look a¡ the situa¡ion realiaicalty.. ............. O

Figu¡e out which things you feared really
could have happeaed............................:.

Concentra¡e on other thingp...............

Think abour the more humorous parts of the event...... O

Be more helpful to othe¡s...... ..................... O

Think of tüc meaning of life after the evenr.................. .O

'Vork on ex¡recrations for the fr¡nrre......,........................ O

I-et myself e-Terience atl the feeting about the
q¡ent.....................

Talk to others about the iscident

Put feelingr out of my min{.... .................. O

Thhk about rhe good rhingp in 1ife................................. O

Figure out when my reqponses were i¡ræiond............... O

84

Dcvote m]rself to worh.....

72
72
72

Figure our how thing;s would be differenr if I

J

3

3

acEed in a different way

.0
0

See&, out other nurses who are <lrling with the
5¿¡s ¡hing... ......................... O

Figure our rhe meaning in nursing.... ......... O

Put the whole tåing out of my miad.............................. O

\Íithdrac¡ from people ............ O

Devclop a positive anin¡de about the wenr.................... O

Think about v¡har happened on rny o.w¡r........................ O

7

18.

19.

20.

2t.

22.

t
1

1

1

1

7

23
23
23
23
23
23

.0
72
t2
t2
t2
t2
t2

3

3

3

3

3

3.....0

0123

t2
t2
72
t2
L2
l2

3

3

3

3

3

3



Fig¡rre out why the event made me feel
the way it did............ ........... O 1 2

Not be borhered by conflicdng feelinç.......................... O 1 2
Involve myself in orhcr acdvities...... .......... O t 2
Seek increased emodonal supporr from others................ O 1 2
Look for sorneo¡re ro provide direcdon........................... O 1 2
Turn to r.ligig" or pf,ilosophy for he1p......................... O 1 z
Find new intere*......;.. ............ O 1 2
Spend more time lio*i"g to music, wririns

or gctting in touch wfuh nan¡re................:..... o I 2
þs trrings inpulsively to see if sr¡ch ardvftics

would hu1p.............. ............. o 1 2
Figure out choices ia life and how thcy are :

relæed to.the eveat.. ...-__..:*.........._. .... ... ...:....-.... O , 
,"

24.

?s.

26.

27.

28.

29.

30.

3L.

85

3

3

3

3

3

3

3

3

3



TH.E FOLLOVING ARE SOME STATEMENTS ABOUT \TORKPLACES. THEY AREINTENDED TO APPLY TO ALL VONTPUCES. SOME Or r¡æ TrORÐS ìVLå.Y NOTDIRECTLY A-PPLY TO NURSING. rOR ETilÀ{PLE, TIæ r¡NU SUPER\¡ISOR ISMEANT TO REFER TO TI{E PNNSOÑ iOU ON.rCrrY IEPONT TO. YOU ARE TODECIDE VHICH STATEMENTS EN¡ Ti.T¡T OF YOUR VORK AND \YHICH AREffi"" ^11?ylgl5'np_s'11pgyr¡ 
rnr¡s-önùösrrv rRrrE FoR youRr L, ul(VORT, CIRCLE TIfr "TN. IF YOU TTItr.rK:MU SrEMN¿BrVr IS Få,LSE OR MOSTLYFAISE FOR YOUR VORr" Cncl¡-rtæ r,

Ð

2)

The work is really chdlenging.. .................. T
People go our of their way ro make a new
e-Floyee comfonable. ............. T
Supewison tend to rtk down to emp1oyees................... T
Few employees have any irnForrant res¡ronsrlbilities....... T
Tbere is con$ant pressure to keep working.................... T
Tbiogs are somerimes prersy disorga¡ize¿.........:............ T

3)

4)

s)

6)

4 There's 
" {ti.r emphasis on followjng

policies and regulations........................-.

8)

e)

10)

ïte¡e's not nuch group spiric. ................... T
The at-oçhere is somewhat impersona1........................ f
Supervisors usually complirnent ao emoloyee
who does something .to"It......................:...:....

1Ð

t2)

H#m"3:::î:Y:::*:::lt,
Ttere.always seems to be an urgency abouteverphing... ......... T
Activities a¡e well plan.ed.......

A lot of people seem to be just putting in time.............. T
People take a personal interesr i¡l each other.................. T
Supervisors resd ro discourage criricisms
from enp1oyees................. ....... T
Employees are er¡couraEed to make their
own dccisio¡s ....... T
People ca¡'s afford ro re1ax........ ................. T
Rulcs and regulations are some.ç¡har
vague and ambig¡rous... ............ T

9

13)

14)

15)

16)

86

F

F

F

F

F

tn

18)

1e)

F

F

F

TF

F

F

F

F

F

F



20) People are expected so follow seÈ ruIes
in doing their work... .............. T
People see¡n ro talce pride in rhe departme¡r.................. T
Employees rarely do rhinç together after work-............ T
Supervisors usually give full credir to
ideas contributed by employeæ.... ............... T
People c:ln use rheir own ini¡iæive to do thi'gÞ............. T

2t)

?2)

23)

24)

2s)

26) l1.e responsibilitiæ of supervisors are
clearly defi¡ed.........

Nobody works too ha¡d......

ù)
28)

2e)

30)

(r)
32)

33)

34)

35)

36)

3n

Supervisors keep a rather dose wæch on employecs...... T
People put quiæ a lor of effon into whæ thcy do.......... T
People are generally úna¡k about how they fecL............. T
Supewisors ofun criticize employees over
'nin g¡'hinç............................ j.................:,

Supen'isors encourage employees to rely on
the"selves when a problem arises..................:................. T
There is no dmc pres$re........

F

F

F

The dæails of assigped jobs are generally
oglained to e-Floyees

Rules and regulations e¡e prerty well enforced.

Few people ever volu¡teei.

B7

................... T

F

F

F

Employees often eat lunch together,

Employees gencrally do not try to be
rrnique and different

38) It is hard to keep up with ¡rour work 1oad"....................

39) E'-,Floyecs are often co¡ñ¡sed abouc exactly
what úey are supposed to do............

40) Supervisors are dways cberking on employees
and supervise then very closely.

F

F

F

F

41) It is quire a lively place.......

Ð Employees ¡vho differ grarly from oúers i¡
the organÞation don't ger otr we11..............

10

TF

F

F

TF
TF
TF
TF

TF
TF

TF

TF
TF

TF



+3)

+4)

Supervisors expect far soo much from employees........... T F
Emplo-yees are encour:¡ged to learn rhingg
even if rhey are nor dirécdy related ,o .t job............... T F
You can rahe ir easy and sdll gæ your work doae......... T F
Fringe benefiæ are fully explained to employees............. T F
Supervisors do nor ofteu give in to employeepressure....... ........ T F
It's ha¡d to gæ people to do any extra vorh................. T F
Employecs often talk ro cach other about
their penond problcms...... .......................... T F
F'rn¡¡lo-yees discr¡ss their personal problemi
vith their supen'isors... ............ T F

4s)

46)

44

48)

4e)

50)

51. E'''Floyel fr¡ncrion fairly indçcndeotly
of supendso¡s.................. .......... T

s2)

53)

s4)

ss)

s6)

ffhere a¡e always deadlines to be ¡næ......-..:-_..,....._..._ T
Rules a¡d policies are constantly 

"h^.girg...........,........., f
F1,ployees are orpected to conform *f* " '

,crialy to rhe ruló and

Täe work is uzually very interesting ........... T
Qfte1n-eof-te make trouble by t^lki.g behind
otheds bacL"............ ................ T
Supervisors really stand up for't[cir p*p1".................... T
Supervisors meec wfth employces regr¡larlv
to disct¡ss their futurç .roit io"t .. ..:..,...-.:...................... T
Supen'isors encourage employees to be near
and orderþ...................... .......... T

s7)

58)

8B

se)

....................... T

F

F

F

F

F

F

F

11



THE FOI¿O\NNG ARE,SOME STATEMENTS ASOUT FAIUILIES. YOU ART TO)ECIDE \VHICH OF -THESE 
ARE- TRTIE FOR YOUR FAÙÍILY AND VHICH AREFAISE. REMEMBER THIS IS H-O\P'ìõU EEEL NOT HOV OTHERS I¡I THE FÄ}fILY

i*ffis*-o^ygr, rrmvr j-sTôrErr'Eh¡T-ls :nr¡¡-ón Mosrly rRirE FoRJ¡tYOUR FAlfrLy, cryclJ næ rù. rr iou rHrNK r¡ru siers¡¿rvr rs FAISE ORMosrly FALSE Fo¡ fguR re¡¿nÌ, clRcrr rHE nF,.

Ð

2)

3)

4)

s)

6)

4
8)

(t
10)

-1Ð

t2)

13)

t4)

15)

16)

t/)

18)

Le)

20)

-r)

Family members really help and support
one anorher. .......... T F
F"qlly nembers ofrea keep their feelinç
to the"'sdves ......... T F
\fe fight a lor in our family... ..................... T F
Ve qpeud mosr weekeads and eveninç æ home............ T F
lÍe often seen ro be lrilling time a¡ home...................... T F
'We say an¡hing y¡e.wanr to around home..................... T F
Family members rarely become openly angry................,f F
Friends ofteo, come over for dinner or to visit.............. T F
'w'e pur a lot of e¡ergJr into what we do ar home.......... T F
It's hard to 'blow off steann æ home
without upscning somebody............

lY.Þ.{y h ou¡ frmily is active in qroræ,
Litde Leagug bowling, erc...................................¡............ T F
There is a fecling of togeuherness in our fanity.............. T F
'!Øe tell each otrher about our personal prob1ems............ T F
Family members h"rdly ervcry lose thcir tempers....... T F
'!7'e often go to moviesr lporrs erenrs, camping eæ....... T F
'We rarely volunteer when somæhing has
to be done ar hone....... ............ T F
If-w.e feel like doing something on the spur
ot the rnornetrr we just pack up and go........................... T F
Family mcmbers often cririci,e each other..................... T F
Everyone in our family has a hobby or trc/o................... T F
Family members really back each other up..................... T F
Someone usually teæ upscr if you complein
in our family.......... .................. T F

L2

B9



22)

23)

Family srembers some¡;mes his each orher..................... T
Family members a¡e aoc very involved in
recreational acdvities ourside of work or schoo1............. T
There is liæle group spirir in our family......................... T
Money and paying bills is openly talked
about in our family... .............. T

$ tlae is a disagrecment i¡ our famil¡ we rrt
ha¡d so smooth thinç over and k"op th" pedc.............. T
Family membe¡s sometimes anend counics or take
lessons for hobbies or inæresæ ourside of work ............ T
lle really æt along well with each orher........................ T

24)

2s)

26)

v)

28)

2e) 'We a¡e usually ca¡eful about what we ery
to each other............

30) Fanily membe¡s often try ro onêup or ourdo
each other...

3Ð Family nembers go out a lot
32) There is plenry of ti-e and amendon for

eì¡eryone in our fami1y.....,.... ..,................... T F
33) There is a lot of spontaneous discr¡ssions

34) In our famill, we belierye you don't eyer gec
an¡rhere by raising your voice...

in our fani}y................

F

F

35) Q¡¡r main foio of cnte¡tainneut is

DO NOT ]ßrfËfi

90

F

TITE GREEN PRINTED PAGE
PURCËTASED FROM NATIONAT
COPYRIGHT.

F

F

TF

TF
TF

TF

TF
TF

OF THE QUESTIONNAIRE HAS BEEN
CoMPUTER SYSTEMS AS REQUTRED BY
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Brief Symptom lnventory "

oooooo
@@@@@@

Leonard R. Derogatis, Ph.D.

@o@@o@
o@@@@@o
@@@@@@@
@@@@@@@

INSTRUCTIONS:
Below ¡s a llst of ryobbrß peopl€ soíþtlmes ha\re. please read
each on€ cårefulv, a¡rd Uacl(€n ttre circ,þ lhat b€st describes
HOW MUCH THAT PROBLEM ¡IÁS DISTRESSED OR
BOTHEREO YOU DURING THE PAST 7 DA\S INCLUDING
TODAY. Bhcksn $o clrcl€ br only orp number for each problem

do mt sklp a¡ry items. ff !ðu clrangs )our mlnd, €r:ts€ yþur

DIRECÏlONS:

Please lollow theso d¡rectlons when complet¡ng tho ident¡licatlon
areas on this pago and respond¡ng to the 8Sl tost ilems.

câr€fully. Road lho exa¡rpb before beglnnlno, a¡d lf

FOR USE WITH
tuIlCROTEST '' Assessment System

q-Fst¡orB pbas€ ask lhem r¡o¡r.

1. Pr¡nt yout ¡dontlflcatlon number ¡n tllo

t.
2.
3.
4.
5.
o.
7.
8.
9.

10.
11.
12.
13.

'4. ]

15. I

re. I

¡.1
rs. I

rg. I

'o. I

circl€ bêlôw aach bor
box. ln a slm¡lar

@
@
@
@
@
@
@
@
@
@
@
@
@
@
@
o
@
@

3. lf you make a m¡giaka or change your mind, pleaso orase the r
- mark fulg and thon tlll ln the corroct clrcle.

when lllllng ln the clrcl€s.

o
o
o
o
@
@
o
o
o
o
o
o
o
o
o
o
o
o

blâck lead penc¡l only and make a heavy, dark mark

9t

"@

o
@
@
@
@
@
@
@
@
@
@
@
@
@
@

@
@
o
@
@
@
@
o
@
@
@
o
@
@
o
o
@
o
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HOW MUCH WERE YOU DISTRESSED BY:

Feellng easlþ annoy€d or
Palns ln heart or cheet
Feellng afrald ln open spaces or on the
Thoughts of endlng your llfe
Feellng that most pêoplo cannot be trusted
Poor appellte
Suddenly scared lor no reason
Temper outbursb that you could not control
Feellng loneþ even when you are with people
Feellng blocked in gettlng thlngs done
Feellng lonely
Feellng blue
Feellng no lnterest ln thlngs
Feeling learful
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21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.

Feeling that people are unfriendly or d¡slike you
Feeling inferior to others
Nausea or upset stomach

36.
37.
38.
39.
40..
41.
42.
43.
44.
45.
46.
47,
48.
49.
50.
5f.
52.
53.

F€eling that you arê watched or talked about by others
Trouble falling asleep
Havlng to check and double check what you do
Dlfllculty making declsions
Feellng afrald to travel on bus€s, subways, or t¡alns
Trouble gettlng your breath
Hot or cold sp€lls

HOW MUCH WERE YOU DISTRESSED BY:

to avold certaín things, places, or actlvitles because they lr¡ghten you
mlnd golng blank

or tlngllng ln parts of your body
that you should be punlshed for your slns

about tho future
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Letter Requesting Participation in Study

Post Traumatic Stress Disorder amonq Recfistered Nurses
work+nq in emerqencv and intensive care units in Manitoba: A
replication studv

Dear Registered Nurse

Appendix B

My name is Pat Powell. As partial requirement for my
Master of Nursing degree at the University of Manitoba I am
undertaking the replication of a ]-994 study that id.entified
the prevalence of posttraumatic stress disorder ín
registered nurses working for Medíca1 services in Manitoba.
studies on the incidence of nurse abuse in canada ind.icate
nurses are e)q)eriencing trauma ín the workplace. A normal
reaction to trauma can be posttraumatic stress d.isorder
(PTSD). Studies identifying the prevalence of PTSD have been
completed on nonnurse emergency personal (e.g. firefighters,
police, ambulance drivers). The prevalence of pTSD in
Canadian nurses is unknown. Dr. Walme Corneil and Sharon
Kirwan, Health Canada, are in the process of collecting data
across Canada to investigrate for the prevalence of pTSD in
regristered nurses. Data from this survey will be analyzed in
Ottawa and become a part of the national data bank on nurse
PTSD. This series of studies is being conducted to assess
whether there needs to be preventive measures taken to
decrease PTSD and íncrease the safety of nurses in the
workplace.

To assíst me with this study, I am requesting
approximately 30 to 60 minutes of your time. participation
in this project is entirely voluntary. You are under no
obligation to participate. By completing and returning the
questionnaire in the enclosed self-stamped envelope you are
aqreeing to take part in the study. This study has been
approved by the Ethical Review Committee of the Faculty of
Nursing and by the Manitoba Association of Nurses (MARN)
Board. The mailing of the questionnaire has been completed
by MARN staff. A computer search of the data entered for the
L995 registration g:enerated the names of nurses working in
emergency and intensive care units. All data is
confidential. Please do not place your name or any

;
June 29, 1-995
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identífyíng marks on the questionnaire or envelope. your
completed questionnaire is being returned to a secretary inthe Faculty of Nursing, Ms Marni Laurencelle, who willdestroy the envelope before forwarding the questionnaire tome. This procedure protects the anonymity of all nurses
completing the questionnaire. The names of the peop]e whowill have access to the collected. d.ata are: my research
committee chair, Dr. David Gregrory, Dï. corneil and hisresearch associate in ottawa, Ms Marni Laurencelle andmyself, Pat Powell.

The original completed questionnaires wilr be securely
l-ocked in my office in a filing cabinet and. kept for sevento ten years and then destroyed. similarly, data from thestudy in ottawa will be securely stored electronically byDr. walme corneil. They may be made available for further
research following the completion of this study. only pooled.
data will be published. No índivid.ual data will be mädepublic. A summary of the findings from this study will be
submitted to the Nurscene for publication.

If you have questions regarding this study, my thesis
committee chair, Dr. David Gregory, Associate Deanl racultyof Nursing, can be contacted by phoning (204) 474-9317.

rf you find that completing this questionnaire alertsyou to difficultíes you are currently experiencing in your
life, please carl the I4ÄRN Nurses at niik erogram. tnèir
telephone number is (204) 7i5-i 660. All enquiries areconfidential. This service wíI1 assist you in obtainíngprofessional help within the province of Manitoba.

r thank you for your participatíon. A reminder letterwill be mailed to you in two weekè. rf you Ïrave completed
and sent in your questionnaire please ignore this tètter, ifnot, would you please reconsíder participating in the study.

Sincerely

Pat Powe11 R.N., B.N.



Appendix C

Reminder Letter

Dear Registered Nurse

Hopefully you received. a questionnaire in ttre mai1,approximately two weeks ãgo, requesting your input into anursingi research project being conductãd to estãbtish theprevalence of post traumatic stress d.isorder among nursesworking' in emergency and. íntensive care units in úanitoba.
rf you have completed the questionnaire and mailed itback, r thank you. rf you are undecided, please reconsiderparticipating in the study. euestionnaireã will be acceptedfor inclusion in the study up to ,Ïu1y 31-,1-995. rf. you dianct receive a questionnaire, please èall me col-lecL ator

Thank you for your time and consideration.

r,? -. '.i
July 18, L995
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Sincerely

Pat Powell, R.N.,B.N.



Appendix D

Ethical Approval Form

: Thc University of Manioba

FACULTY OF NTJRSING
ETT{ICAL REVIEW COMMITTEE

APPROVAL FORM

P¡oposst

nÎIIg: A EEFLIAIION

P¡oporsl Nr¡mbcr-Wl3--
I'IEE PRBVâLEITCE OT POSI TRAT'}IAIIC STÊESS DISORDEß III RBCISTEßEI'

Namo a¡d1lrlo of
R¡sor!,b¡a(s):

.APPRO\¿ED BY lEB @MTíITTæ IIARCE 06. 1995.

FACT'L T OF ÑI'RI¡ING, INTVBRSI T OF UAITIÎOBÀ

Commonu: aP?so!'Eo llIm smürmÐ RE[:sroNs ¿¡tD grÆrrrcÂrroN
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llrsEcs¡fcT
'tt

¿Pnû 3, tggs.

NCIIE: 
POSIdON

Any dgníñcant cbssges in the p'roposal should bc r€pfited o thc Chairpcrson for tho
Ethical Rcvlcw Comnittcc's considaration, in advanco of lmplcmcntation of cuch
cbangcs.

Rcvl¡cd: 9?¿OSl08læ,

-è¡=..Fi

r.ffitffdttffi,PüD. RN Chalrpcrson
A¡socla¡o Prolc¡¡c
Lhrivcrsity of I'lm¡toba Fæulty of Nurdng


