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ABSTRACT

The lived experience of ICU nurses who have encountered a critical incident
was explored in this ethnographic study. A critical incident “is any event, which
has a stressful impact sufficient enough to overwhelm the usually effective, coping
skills of either an individual or a group” (Mitchell, 1993).

Nine ICU nurses participated in the study. Semi-structured interviews were
conducted with all participants. Meaningful data were extracted from the
transcribed interviews and classified according to Wilson’s (1989) Interactional
Model of Traumatic Stress Reactions.

Critical incidents described by the participants related to death of a patient,
burns, moral distress, and human error. Three of the participants met the
diagnostic criteria for Post-traumatic Stress Disorder (PTSD), as defined by the
American Psychiatric Association (1994).

Findings of the study indicated that the experience of critical incident stress
is an extremely complex process. A multitude of variables related to the dimensions
of person and environment shape the nurses’ subjective response to the traumatic
event. Environmental and situational variables of key importance in the nurses’
experience were the duration and severity of the incident and the degree of
exposure of nurses to situations where death and injury occur. Critical incidents
were found to be comprised of multiple stressors and had a high degree of
complexity. Individual subjective responses to the trauma were demonstrated in a
multitude of ways. Intrusive re-experiencing of the incident was prevalent among

the nurses. Feelings of helplessness, hopelessness, and vulnerability were common



reactions in the days and weeks after experiencing the incident. Finding meaning in
the events surrounding the incident had important healing power for the nurses.
Participants who were able to cognitively re-structure the event gained a new
perspective of self and of their world. As well, participants were able to sense they
had triumphed over adversity, and though their incident was forever impregnated
in their mind, they were able to look onward in their professional and personal
lives.

Based upon the study’s findings, recommendations for nursing practice,

education, administration, and research were made.



ACKNOWLEDGEMENTS

There are many colleagues, friends, and family members who I pay tribute
to in helping me accomplish this goal. I am eternally indebted to all of them for
their interest and support of my academic adventures.

I would first of all like to thank all of the participants in this study. [ have
had the opportunity to meet and interact with a group of human beings who
embrace nursing in it's true spirit and meaning. In doing so, they have placed
themselves vulnerable to traumatizing their own spirit. These are risks I applaud,
for without such a demonstration of caring there would most certainly be a
disservice to the patient and family population of the ICU.

I am indebted to Dr. Pat Farrell for her advice and wisdom related to
scholarly inquiry and research. I am especially appreciative of Dr. Farrell’s
flexibility in allowing me to complete this thesis according to my own deadlines and
within very tight time frames. Her demonstrations of patience and flexibility have
taught me the importance of these attributes to the lives of others.

I am also thankful for the advice of Dr. David Gregory with regard to data
analysis and the writing of case stories. Dr. Arnett granted me his wisdom related
to the world of psychology and I am thankful for his academic advice. And lastly, I
thank Ms. Linda Newton for sharing with me her experience as a student and as a
lecturer. She has provided me with many a helpful tip related to the finer detail of a
thesis project. Most importantly, however, Ms. Newton has offered me forethought
related to the world of Critical Incident Stress. Her knowledge and expertise in this

area was extremely valuable, from designing the interview guide, to recruiting



subjects, to helping me find meaning in the data. Moreover she was always aware
of my own emotional needs and thereby a guiding silent spirit during a deep and
sensitive time.

I owe thanks to my colleagues for their morale support during the
completion of my thesis. For attending meetings on my behalf and being tolerant of
my absences from work while I completed my academic work, [ am most grateful.
To my friends in my personal life I am also thankful. From i)abysitting, to phone
calls of moral support, your encouragement has not gone unnoticed.

A special thanks is given to my Mom and Dad and sisters Marg and Barb.
During my years growing up at home they were enthusiastic of my interest in
creative writing and in my pursuit of programs which continued my formal
education. Without this early direction and support [ would never have ventured to
accomplish this goal.

I would like to thank Tillie and Harley, two special in-laws who never
questioned my ambition and always saw as part of their role to offer help in
whatever manner I called for. I am thankful for the unconditionality of their
support.

To James and Samantha, my two beautiful children, whom I owe so much.
You were both conceived, born, and partially raised during the time I was in
Graduate School and therefore have traveled along this long road with me in it's
entirety. [ hope that I have taught you the value and challenge of seeking to
understand more than we currently know and understand about certain dimensions

of human life. May you never stop exploring and inquiring about your world.



Xii

To Gary, my husband and lifeline, I will always be indebted for your love,
encouragement, and support. From looking after the kids, to consenting to hiring a
cleaning lady, to lending me your computer expertise, you have never stopped

believing in me and thereby neither have I. With deep love, forever.



Figure
1
2
3
4

o

LIST OF FIGURES

Description

The Human Stress Response
CIS Reaction Pathways

Psychosocial Model of PTSD
Wilson’s Interactional Model

Revised Version of Interactional Model

Xiii

27

29

31

250



Table

10

11

LIST OF TABLES

Description

Potentially Traumatic Events

Nursing Diagnostic Criteria for PTR

Diagnostic Criteria for PTSD

Definitions of Burnout

Comparison of Burnout and PTSD

Profile of Study Participants

Diagnostic Criteria for PTR in Study Participants
Person Variables in ICU Nurses

Environmental and Situational Variables in ICU
Nurses

Individual Subjective Response to Trauma In ICU
Nurses

Post-Trauma Adaptation in ICU Nurses

Xiv

12

13

20

21

73-74

75

153

194

243



Appendix
A
B
C
D

tm

LIST OF APPENDIXES

Description

Letter to Participants
Description of the Study
Consent Form
Interview Guide

Document Used for Member Checks

297

300

302



LIST OF ABBREVIATIONS

Abbreviations used in this thesis are presented in alphabetical order.

CIS

CISD

CIsM

ER

ICU

PTSD

SI

Critical Incident

Critical Incident Stress

Critical Incident Stress Debriefing
Critical Incident Stress Management
Emergency

Intensive Care Unit

Post-Trauma Reaction
Post-Traumatic Stress Disorder

Surgical Intensive Care Unit



CHAPTERII

INTRODUCTION AND BACKGROUND INFORMATION

Introduction

This qualitative nursing study had as its purpose, the exploration and
description of the experience of critical incident stress (CIS) by intensive care nurses.
Mitchell (1993) defines a critical incident as “any event, which has a stressful impact
sufficient enough to overwhelm the usually effective, coping skills of either an
individual or a group. Critical incidents are typically sudden, powerful events
which are outside the range of ordinary human experiences” (p. 5). Critical incident
stress, thereby, is defined as “the reaction a person or group has to a critical
incident” (Mitchell, 1993, p.6).

In order to fully understand the context of this study the concept of critical
incident stress and post-traumatic stress disorder (PTSD), as well as their conceptual
origins, are reviewed. The historical roots of critical incident stress management
techniques are discussed and summarized. Linking the topics of human stress and
traumatic stress to the nursing profession, this section culminates with a discussion
on occupational stress in critical care nursing. The differences between burnout and

PTSD are also discussed.



Background to the Study

A Personal Testimony to Critical Incident Stress

On a frigid winter’s evening in December of 1992 I received a telephone call
at home from a staff nurse working on the nursing unit I managed. She informed
me that one of the patients was missing and a hospital-wide search had begun to
locate this person. Immediately I sensed the strain in this nurse’s voice as she
grappled with her patient care assignment, the responsibilities of being Charge
Nurse, and an unfolding traumatic experience. The 24-hour period which
transpired after this phone call will forever be imprinted in my mind and was one of
the most difficult encounters in my nursing career. This incident did not end
favorably: the patient was found frozen to death in a secured outdoor area of the
hospital grounds, her way of ending a future of pain and discomfort. And thus I
had experienced for the first time the cold, sudden, and painful personal
transformation that a critical incident can bring. The critical incident stress
debriefing (CISD) which I attended after this incident led to a catharsis of thought
and feeling and enabled my own inner healing to begin. My intrigue into the world
of critical incident stress had begun.

Theories of Stress and Stress Response

Defining Stress

The word “stress” is derived directly from Latin and in the literal sense
means “force”, “pressure”, or “strain”. Up until the twentieth century the term
stress was used only in relation to discussion pertaining to the physical sciences. In

1926, Hans Selye (Mitchell, 1993, p. 17) began to publish his work on mind-body



reactions. Selye noted patterns of reactions where there was a “nonspecific response
of the body to any demand” (Mitchell, 1993, p.17). Later, this pattern of reaction
was described as “the rate of wear and tear on the body” (Mitchell, 1993, p.17).
Selye was asked to present his findings to colleagues and searching for a term to
describe his observations, he borrowed the word “stress” from the physical sciences
literature (Mitchell, 1993, p. 17).

A more recent definition of stress is:
e A response to a perceived threat, challenge, or change
e A physical and psychological response to any demand
e A state of psychological and physical arousal (Mitchell & Bray, 1990, p.4)
Common to all of the above definitions is the concept that stress is a response to
some form of stimulus or demand. The term “stressor” was created by Selye
(Wilson, 1993) to describe the stress-provoking stimulus.

From Selye (Mitchell, 1993, p. 17), two other terms related to stress were
developed. The term “eustress” refers to stress, which is positive and motivating
for an individual. The term “distress” refers to stress which results in negative
adaptation and possibly illness, for an individual (Mitchell, 1993).

The Human Stress Response

Mitchell developed a comprehensive systems model of stress based on the
work of Lazarus and Folkman, Selye, Everly, and Everly and Smith (1993, p.22).
This systems model is compatible with etiologic theories regarding PTSD, which
will be discussed in Chapter Two. Mitchell’s stress model is depicted in Figure 1. A

summary of Mitchell’s model follows:



The Human Stress Response

Environmental Event (stressor)

Cognitive Interpretation (meanings are assigned)

Affective Integration (resultant emotional arousal)

|
Stress Response

Target Organ Activation
Excessive Activation Coping
Stress - Related Disease/Dysfunction Return To Homeostasis

Figure 1. The human stress response.
Note. From Critical Incident Stress Debriefing: An Operations Manual for the Prevention of

Traumatic Stress among Emergency Services and Disaster Workers (p. 21), by J.T. Mitchell
and G.S. Everly, 1993, Ellicott City: Chevron.




Stressors

Environmental Stressors

Generally, stressors can be categorized into one of two categories:
environmental and psychosocial (Mitchell, 1990). Environmental stressors include
noises, sights, smells, and tastes. In addition, environmental stressors can include
crowds, the weather, confined spaces, the speed of movement and ingestion of
biochemical substances which effect a physical stress response i.e. caffeine.

Psychosocial Stressors

According to Mitchell (1993), psychosocial stressors do not actually cause a
direct stress response, but rather set the stage for the stress responses to be initiated
via interpersonal mechanisms. Examples of psychosocial stressors include family
relationships, conflicts with others, and the ways in which we think and feel about
ourselves based upon past experiences.

Cognitive Interpretation

Environmental and psychosocial stressors will not lead to excessive stress
unless an individual appraises or interprets the stressor as being meaningful and/or
threatening (Mitchell, 1993).

Lazarus and Folkman (1984) describe the individual (the person) as being in
constant contact with the environment. It is this person-environment relationship
which is always changing and which may be a determinant of mal-adaptation. The
concept of appraisal is also derived from the work of Lazarus and Folkman.
According to their definition “psychological stress is a particular relationship

between the person and the environment that is appraised by the person as taxing or



exceeding his or her resources and endangering his or her well-being” (1984, p.19).
Cognitive appraisal then, “is an evaluative process that determines why and to
what extent a particular transaction or series of transactions between the person and
the environment is stressful” (p.19).

Emotional Integration

Mitchell (1993) draws on the work of Arnold (1984) and Roseman (1984) and
states that the emotions which humans encounter are derived from their
interpretation or appraisal of the events occurring in their environment. This
process is known as cognitive primacy. Lazarus and Folkman (1984) also discuss in
great detail the relationship between cognition and emotion (p .273). They conclude
that “for all intents and purposes...cognitive appraisal always mediates emotional
reactions to a greater or lesser degree...” (p. 278).

The Stress Response

Mitchell’s model of stress includes the physiological aspects of the stress
response. Mitchell has simplified this complex process into three pathways or axes:
1) the neural axis, 2) the neuroendocrine axis, and 3) the endocrine axis. Within
this system the hypothalamus, the adrenal glands, and the pituitary gland are all
stimulated to produce their respective hormones and chemicals and thus enable an

individual to manifest a physiological response to the encountered stressor.
Target Organ Arousal

The effects of stress may be apparent in any internal organ, which resides in

an individual’s body. Once aroused, the individual may exhibit actual symptoms of



the stress response. Depending on the organ affected the symptoms may be
physical, cognitive, emotional, or behavioral in nature.

Stress-Related Disease

As depicted in Figure 1, once target organs are activated an individual can
go on to develop stress-related illness if coping mechanisms fail. Physical illness is a
manifestation of the prolonged “wear and tear” (Mitchell, 1993) on the body.
Coping

The concept of coping is essential to the understanding of psychological
illness and adaptation and has been studied extensively. According to Lazarus and
Folkman (1984) coping is defined as the “the constantly changing cognitive and
behavioral efforts to manage specific external and/or internal demands that are
appraised as taxing or exceeding the resources of the person” (p.141). Coping is
viewed as a process, which includes variation in stages of adaptation. The two
primary functions of coping are: 1) managing or altering the problem with the
environment causing distress (problem-focused coping) and 2) regulating the
emotional response to the problem (emotion-focused coping) (Lazarus and
Folkman, 1984, p.179).

Mitchell’s model of stress is a simple yet effective model for reviewing the
human stress response. As the next section will demonstrate, his model is closely

aligned with the concept of post-traumatic stress.



Psychotraumatology

Defining Psychotraumatology

The term psychotraumatology refers to the study of psychological trauma.
In turn, the study of psychological trauma refers to a review of the antecedent,
concomitant, and subsequent factors which are associated with the traumatic event
(Mitchell, 1993, p. 34). The most notable clinical syndrome under the category of
psychotraumatology, is that of Post-traumatic Stress Disorder (PTSD).

Post-traumatic Stress Disorder

Post-traumatic Stress

The term post-traumatic stress is often used synonymously with the term
critical incident stress. As defined by Mitchell (1993), a critical incident “is any event
which has a stressful impact sufficient enough to overwhelm the usually effective
coping skills of either an individual or a group. Critical incidents [traumatic events]
are typically sudden, powerful events which are outside the range of ordinary
human experiences” (p. 5). Critical incident stress or post-traumatic stress, thereby,
is defined as the stress response reaction that the individual experiences as a result
of exposure to some traumatic event. Table 1 lists examples of incidents, which are

likely to be traumatizing for an individual or group of people.



Potentially Traumatizing Events

INDIVIDUAL COMMUNITY

1. Automobile accident . Earthquake

2. Sexual assault / abuse 2. Hurricane

3. Any life threatening experience 3. Fires

4. Robbery 4. Flood

5. Serious Physical injury / abuse 5. Large-scale environmental pollution

6. Perception of serious threat to self or 6. Multiple injury / fatality accidents
significant other 1. Terrorism

7. Psychological abuse
8. Severe injury / death of one’s own child
9. Suicide of family member or coworker
10. Homicide
11. Line of duty injury or death among
Law Enforcement or other first responders
12. Multiple Homicides within a community
13. Injury or death 10 a child
14. Observing any of the individual or
community trauma listed above

8. Child related traumatic events

9. Homicides in the community

10. High publicity crimes of violence of sex
11. Community wide disasters

Table 1, Potentially traumatic events.

Note, from Critical Incident Stress Debriefing: An Operations Manual for the
Prevention of Traumatic Stress among Emergency Services and Disasters Workers
(p. 23), by J. T. Mitchell and G. S. Everly, 1993, Ellicot City: Chevron.
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Post-traumatic stress disorder is a syndrome, which occurs when the stress
response effects of the traumatic event become prolonged and/or persistent.
Inherent in the diagnosis of PTSD is the presence of three distinct symptom clusters:
1) Intrusive re-experiencing and recollective ideation of the traumatic event; 2)
Persistent symptoms of arousal (stress) i.e. startle, anger, irritability; and 3)
Persistent avoidance of people, places, and things associated with the trauma
(Mitchell, 1993, p. 36).

In 1986 the North American Nursing Diagnosis Association (NANDA)
approved the addition of Post Trauma Response (PTR) to the list of accepted
nursing diagnoses (Norman, 1989). The major and minor defining characteristics

for PTR as they appear in the 1997 edition of the Handbook of Nursing Diagnosis

are found in Table 2. Within the medical community, PTSD is now formally
recognized as a mental disorder and was included for the first time in the 1980

edition of the Diagnostic and Statistical Manual of Mental Disorders-3- edition
(DSM - 1II), produced by the American Psychiatric Association. The diagnostic

criteria for the diagnosis of PTSD according to the DSM-III-R (1987), as summarized
by Everly (1987), are presented in Table 3. These diagnostic criteria are essentially
unchanged in the DSM-IV edition of the manual (1994), although there have been
changes made to the number of symptoms required to be present in the avoidance
category, decreasing to two from three. In addition, there is no longer the
requirement that symptoms must be present for at least a month for a diagnosis of
PTSD to be assigned. Recommendations for changes related to nomenclature and

classification of PTSD are also made in the 1994 version of the manual. With the
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inclusion of the disorder in both the 1987 and 1994 editions of the DSM, research
into the cause, effect and treatment of this syndrome has dramatically increased. A
review of the literature related to the cause and effect of PTSD is presented in
Chapter Two.

Treatment modalities for PTSD are either pharmacological or psychological
in nature. Critical incident stress management techniques help support an
individual through the normal post-traumatic period and toward non-pathological
adaptation.

History and Background of Critical Incident Stress Management Services

Since humans first inhabited this great earth, chaos and catastrophe have
been encountered. Yet despite enduring pain and disruption, humans have often
countered against hardship by a revision of ideas, techniques, and technologies.
“The current knowledge base in the fields of traumatic stress, critical incident stress
management, and debriefings has its origins in the conflicts and turmoil of the past”
(Mitchell, 1993, p.46). Mitchell defines the four major influences
on critical incident stress management (CISM) as being warfare, disasters, law

enforcement psychology, and emergency medical, fire and hospital services.

The Influence of Warfare

“Among the many stressors which affect the human race, few can be
imagined which are as destructive and psychologically debilitating as warfare”
(Mitchell, 1993, p.46). As early as 603 B.C. combat stress was observed and recorded

in military records (Mitchell, 1993). During the Napoleanic War senior Lieutenants
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DEFINITION: The state in which an
individual experiences a sustained painful
response to one or more overwhelming
traumatic events that have not been
assimilated.

MAJOR DEFINING MINOR DEFINING
CHARACTERISTICS CHARACTERISTICS
(Must be Present, One or More) (May be Present)
Reexperiencing the traumatic event, which Psychic/emotional numbness
may be identified in cognitive, affective, or Impaired interpretation of reality, impaired

sensory-motor activities, such as:

Flashbacks, intrusive thoughts

Repetitive dreams/nightmares

Excessive verbalization of the traumatic
events

Survival guilt or guilt about behavior
required for survival

Painful emotion, self-blame, shame, or
sadness

Vulnerability or helplessness, anxiety, or
panic

Fear of repetition, death, loss of bodily
control

Anger outburst/rage, startle reaction

Hyperalertness or hypervigilance

memory

Confusion, dissociation, or amnesia

Vagueness about traumatic event

Narrowed attention or inattention/daze

Feeling of numbness, constricted affect

Feeling detached/alienated

Reduced interest in significant activities

Rigid role adherence or stereotyped behavior
Altered lifestyle

Submissiveness, passiveness, or dependency

Self-destructiveness (e.g., alcohol/drug
abuse, suicide attempts, reckless driving,
illegal activities)

Thrill-seeking activities

Difficulty with interpersonal relationships

Development of phobia regarding trauma

Avoidance of situations or activities that
arouse recollection of the trauma

Social isolation/ withdrawal, negative self-
concept

Sleep disturbances, emotional disturbances

Irritability, poor impulse control, or
explosiveness

Loss of faith in people or the world /feeling
of meaningfulness in life

Feeling of not achieving normally expected
life goals

Sense of foreshortened future or disturbance
in orientation of the future

Chronic anxiety or depression

Somatic preoccupation/multiple
physiological symptoms

Table 2, Nursing Diagnostic Criteria for Post-Trauma Response.
Note, from Handbook of Nursing Diagnosis (7t Ed.) (p.273-274), by L.]J. Carpenito,

1997, Philadelphia: Lippincott.
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A. The person has experienced an event that is outside the range of usual human experience
and that would be markedly distressing to almost anyone, e.g., serious threat to one’s life
or physical integrity; serious threat or harm to one’s children, spouse, or other dose
refatives and friends; sudden destruction of one’s home or community; or seeing another
person who has recently been, or is being, seriously injured or killed as the result of an
accident or physical violence.
B. The traumatic event is persistently re-experienced in at least one of the following ways;
(1) recurrent and intrusive distressing recollections of the event (in young children, re-
petitive play in which themes or aspects of the trauma are expressed)

(2) recurrent distressing dreams of the event

(3) sudden acting or feeling as if the traumatic event were recurring (includes a sense of
reliving the experience, illusions, hallucinations, and dissociative (flashback) epi-
sodes, even those that occur upon awakening or when intoxicated)

(4) intense psychological distress at exposure to events that symbolize or resemble an
aspect of the traumatic event, including anniversaries of the trauma

C. Persistent avoidance of stimuli associated with the trauma or numbing of general respon-
siveness (not present before the trauma), as indicated by at least three of the following:
(1) efforts to avoid thoughts or feelings associated with the trauma
(2) efforts to avoid activities or situations that arouse recollections of the traumas
(3) inability to recall an important aspect of the trauma (psychogenic amnesia)

(4) markedly diminished interest in significant activities (in young children, loss of re.
cently acquired development skills such as toilet training or language skills)

(5) feeling of detachment or estrangement from others

(6) restricted range of affect, e.g., unable to have loving feelings

(7) sense of a foreshortened future, e.g.. does not expect to have a career, marriage, or
children, or a long life

D. Persistent symptoms of increased arousal (not present before the trauma), as indicated by
at least two of the following:

[¢)] difﬁculty falling or staying asleep

(2) irritability or outbursts of anger

(3) difficulty concentrating

(4) hypervigilance

(5) exaggerated startle response

(6) Physiologic reactivity upon exposure to events that symbolize or resemble an aspect of
the traumatic event (e.g., a women who was raped in an elevator breaks out in a swegat

when entering any elevator)
E. Duration of the disturbance (symptoms in B, C, and D) of at least one month.

Table 3, DSM-III-R (1987) diagnostic criteria for PTSD.
Note, From A Clinical Guide to the Treatment of the Human Stress Response (p. 314), by G.

S. Everly, 1990, New York: Plenum Press.
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wrote of their own personal symptoms of combat stress and during the American
Civil War thousands of soldiers suffered from combat stress (Mitchell, 1993).
Unfortunately, instead of receiving treatment for their stress reactions, soldiers were
left untreated and even ridiculed or accused of being cowards or traitors; some were
even imprisoned or killed.

In World War I the incidence of psychiatric casualties rose to 4.0 per 1,000
troops, from 2.34 and 3.3 per 1,000 troops during the Civil War (Mitchell, 1993,
p-47). Soldiers encountering traumatic stress were desperately needed at the front
lines in order to survive the advanced technology and tactics of this momentous
war. Hence, these “shell-shocked” soldiers were provided with newly tested
medical and psychiatric interventions at field hospitals close to the site of battle.
Most of the psychiatric intervention was in the form of one-on-one individual
counseling. Sixty percent of the soldiers treated immediately at the field hospitals
were able to return to battle, as compared to a forty percent return rate if the soldier
was treated in a military hospital remote from the battle (Mitchell, 1993).

During World War II traumatic stress was known as “combat fatigue”
(Norman, 1989). Immediate on-site support services were more readily employed
during this war and were effective in lowering the number of combat stress
casualties from 20 percent to 8 percent (Mitchell, 1993).

Dr. Glenn Srodes (cited in Mitchell, 1993) performed the first rudimentary
debriefings on the beaches of Normandy. His technique was to simply let the
soldiers, working as a group, talk about their traumatic experiences, and thereby

ready them for return to battle the next day. During the Korean and Vietnam wars
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counseling for soldiers was mostly in the form of one-on-one individual sessions,
although some small group sessions were held.

There was a heightened interest in the 1980’s on research into the
development of PTSD in soldiers who served in the Vietnam and Korean wars and
much has since been learned about this disorder. The survivors of the Holocaust,
the Hiroshima bombings and Pearl Harbor, have also served as subject material for
those researching the effects of post-trauma responses (Norman, 1989). The diverse
study population lead researchers to two important conclusions. First, anyone, and
not just combat soldiers are prone to developing PTSD. Second, PTSD could first
appear in an individual, years after the event had passed and thereby be
significantly delayed in its presentation (Norman, 1989).

The Influence of Disasters

As early as 1666, symptoms of PTSD were described by those who suffered
devastation as a result of the Great Fire of London (Norman, 1989). In the centuries
that passed since the Great Fire, catastrophic disasters have continued to occur.
While it was generally recognized that victims of disasters do suffer psychologically,
none of the victims were provided with therapeutic interventions.

In 1943, 400 persons were killed in a fire at the Coconut Grove nightclub in
Boston, Massachusetts. The crisis intervention work developed by Dr. Eric
Lindemann to the victims of this horrific event, and refined later by Dr. Gerald
Caplan, laid the ground work for present day crisis intervention work and CISM

interventions (Mitchell, 1993).
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As the implementation of crisis intervention models swept the nation for
those who were victims of disaster, the psychological effect on the emergency
rescuer remained unacknowledged. It was not until the mid-seventies that the
literature began to reflect the potential harmful effects of disaster work on
emergency services personnel (Mitchell, 1993).

The Influence of Law Enforcement

An interest into the psychological stress associated with law enforcement
work from, a behavioral scientist perspective, was not realized until the late 1960’s.
It was at this time that the Los Angeles Police Department hired Dr. Martin Reiser
as the first full time law enforcement psychologist. Intervention strategies which
Reiser put in place for police personnel included counseling services, spouse
support programs, marriage and family counseling, stress inoculation training, and
general stress education programs (Mitchell, 1993). Interestingly, however, it was
not until the early 1980’s that similar programs were consistently being offered
nationally, within the United States. This included the FBI, which added a
psychological services program in 1980. Today, police departments are more
frequently utilizing CISM strategies to help support their staff and enable them to
counter the stressful effects of their work.

The Influence of Hospital, Emergency Medical and Fire

During the mid-seventies stress management programs for employees
working in hospital, emergency medical, and fire services also began to gain

popularity. Due to the close working relationship of these three latter service
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groups, much of the work which took place was done interdependently and thereby
benefited all three service groups.

According to Mitchell (1993), the Shock Trauma Center in Baltimore was the
first major medical trauma facility to provide support services to its trauma staff. A
social worker at the facility, Epperson-Sebour, developed a stress management and
crisis intervention program in the mid-seventies in an attempt to improve nurse
retention. It was some of Epperson-Sebour’s work, which formed the theoretical
base for Mitchell's CISM model. Presented publicly in 1983, Mitchell had developed
his CISM model over the previous nine years while employed as a regional
Emergency Medical Services Coordinator for the State of Maryland. Jeff Mitchell
gained immediate national and international recognition for his debriefing model.

The reasons for such worldwide recognition of Mitchell’s CISM model are
intriguing. Mitchell (1986) hypothesized that within society our knowledge
regarding stress and our attitudes to stress had begun to change. With regard to
knowledge about stress, as Mitchell says, “stress [had] come out of the closet” (1986,
p-24). Stress is now a familiar concept for the average lay person and the
deleterious effects of excessive, negative stress are well known. In addition to
gaining knowledge, society also indicated a new tolerance regarding demonstration
of feelings and emotion, particularly in the helping service professions. Stoicism
was an attribute of the past and “the truth [was] spreading that normal people have
normal reactions all of the time and that crying and feeling bad or overwhelmed or

something is far healthier than never feeling anything” (Mitchell, 1986).
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Occupational Stress in Nursing

Stress in Nursing

Occupational stress in nursing is reviewed in the literature by Lewis (1993),
Lawson (1987), Spitzer and Neely (1992), Mitchell (1993), Thomas (1993), Gonzales
and Stern (1991), and McGrath, Reid, and Boorre (1989). An unequivocal conclusion
by all of the authors is that the nursing profession is an occupation subject to a high
degree of stress. Factors contributing to occupational stress in nursing include
patient workload and increasing acuity, lack of time to address patients’ and
families” psychosocial needs, the complexity and frequency of moral-ethical decision
making, effects of shift work, feelings of powerlessness, administrative conflicts,
dealing with death, interpersonal conflicts, inadequate physical space/environment,
and repeated exposure to traumatic events.

Within the setting of an intensive care unit (ICU), the burdens and stressors
among nursing staff are abundant. This topic has been discussed and researched
extensively. As summarized by Bartz and Maloney (1986), an extensive literature
review conducted by Stehle in 1981 found 98 articles published between 1965 and
1979 on critical care unit stress. Nineteen empirical investigations were conducted
on stress in the ICU work environment and the results overwhelmingly indicated
that ICU nursing is highly stressful.

Burnout in Nursing

With stress as an antecedent, many nurses develop a syndrome known in
the literature as burnout (Bartz and Maloney, 1986). When the work of ICU nursing

generates more negative stress than positive stress for the bedside nurse, burnout
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may be an expected outcome. As observed by Gonzales and Stern (1991), burnout,
like stress, has been conceptualized and defined in many different ways. Table 4
presents common definitions of burnout. Burnout as a syndrome is characterized
by emotional exhaustion, depersonalization, and reduced personal accomplishment
(Bartz and Maloney, 1986). Symptoms of burnout can result in physical, emotional,
attitudinal, cognitive, behavioral, and social changes (Gonzales and Stern, 1991). In
general, burnout is a process, which can vary in intensity and duration and is
insidious in nature.

PTSD in Nursing

According to Everly (1992), PTSD represents the most severe and disabling
variation of occupational stress in the general population. Richards (1991),
estimates that there are approximately 200,000 new cases of PTSD diagnosed each
year. The measured costs of PTSD are overwhelming. Richards (1991) calculates
that medical and insurance costs, lost wages, and legal expenses total more than
$100 billion annually. Additionally, employers lose more than 50 million labor days
each year.

PTSD has only been recognized in the nursing and emergency services
literature for the past decade, and therefore its prevalence in these specific
occupations remains largely unknown. Table 5 provides a contrast of the causes
and symptoms of burnout as compared to PTSD. While diagnostically each
syndrome is unique to itself, the overlap in symptoms more than likely results in

PTSD being mistaken for burnout.



A syndrome of emotional exhaustion, depersonalization, and reduced
personal accomplishment that can occur among individuals who
do “people work™ of some kind.

A progressive loss of idealism, energy, and purpose experienced by
people in the helping professions as a result of the conditioas of
their work

A state of physical, emotional, and mental exhaustion marked by
physical depletion and chronic fatigue, feelings of helplessness and
hopelessness, and the development of a negative self-concept and
negative attitudes toward work, life, and other people.

A syndrome of inappropriate attitudes toward clients and self, ofien

- associated with uncomforuable physicl and emotional symptoms.

A state of exhaustion, {critability, and fatigue that markedly decreases
the worker’s effectiveness and capability.

A process in which a professional’s attitudes and behavior change in
negative ways in response to job strain.

A condition produced by working too hard for too long in a high-
pressure environment.

A debilitating psychological condition resulting from work-related
frustrations, which resulis in lower emplovee productiviey and
morale.

Table 4, Definitions of Burnout.
Note, From Intensive Care Medicine (p.1917), by Rippe, ]. M. and Alped, J. S., 1991.




: B8umsmp],, woxy BION
FHd "GoON[OADY ‘srowums ] °D 4q ,/ASLd 0 InouImy :§591s g
Tonn[OAdY ‘T661 $12 -asld pue ynoung jo uostredwod y ¢ 9[qeL

“ARIMOOKIAS JEnpuADY)

WD paaIns SIONOW frpcang

nw A vl 30 Aug ‘Mmmli‘nmlm;xmm
Suubriusrues Agaxug PIRASY Avst3

WG ABur “Amgens “SURADUUT O UDIDRALBAD
(‘OM&:NW)WIWMPM "SI “SPI0D ) RGNGIISNG
TINPQIND CAS SHUTQNSY S5

033y Busaoy aary 0y Appary) UOUSITYE2 AN

lmmwuuumm (POO) PUE JURYED ‘UMM DANDNINN

"SORID SIUN JOUOINE) SRIIIND LO IUNAY ISR “SDOUD SBRN0 “TOUOE) SBUNAID VD FURIRI PISTRIN]

SHUALIY W 1S DIGERALIG 21 DUR WIOM INOGE SIS

(ersause xu3BoudASH) rwnen 2w Ko 0) Amgry) PaNia) Aust3

’”"'A‘T.Jﬂn’?n‘.ﬁ ummgmv SHIRI) PIO0EN SSIUTIHIOCY §0 SORNS

TWNEA XA HRUISSI 18U TUIAI 12 STANRY Aaus pur abuy s80us) 0 $307

1$)1uasd 3l 10 Sweasp dussansg SWAQED 1D LONEIWBWAIRQ
mMW—lm SK0090 PIEMD) SIDNLIE SATRDIY H

SUOLOLA N0 Ylus SIUCWIW DALEIEY (LONROS) 55330 woy) Buuersig

SWOLdNAS

S3U0 PIAD| 10 SO LIPPNG WOM SSIHDUIEINY

I8 PR SUOLETIG pue STrage yy

awnesl 01 uNSOCXI PNRLTISIY ‘Bunsen 30 y31

[SBUQuIOQ) SRISESD NRIIGRQ 10000 0

“{S1003e 1)
SRISTSY MUY SUOPPUC Bungsom AOU DIpMas)

“{spooy
“SINENDULITS) SIS rRIEY “vognA0we)

S Doy J0 paInkn

i ASNOUdS
U330 ST DU (S)VOSIRA ¥ Sunass vonubora 10 ]

"ol 1 Asea oy — Avorouon
SIIUPD YOYHP 10 BAY Ydw

“Apunuuod
20 JUIOY JO YONUISIP UIPONS
am 30 AsBagn S 300 53 ANy ¥

TEWESHORY
10 0GRy 20 10153 “Fe8y PROLBAD — STIUGD Autul 00

SIIAD 10 SIUIS J0 RIIAD ‘03 0) BwAn 9 oA 2003 Y
Mexbopydisd y VOUESN IS DL NATSUOY)

nonNung
sane)

osld

dS1d 'sA LNONANA

1T



Davidson and Jackson (1985) suggest that situation specific characteristics in
the nursing environment potentiate a tendency toward maladaptive coping to
traumatic events:

As an example, the cross-generational transmission of morbid themes
from traumatized parent to child intensifies a basic perception that life is
dangerous and catastrophic, and that disaster is never far away. For the pre-
sensitized recipient of such transmission to spend even a relatively short
time in her adult career working in the unpredictably “catastrophic” areas of
a hospital, is to invite and to intensify a preoccupation with themes of
destruction, disfigurement, pain and death (p. 7).

In order for critical incident stress and PTSD to be accurately diagnosed in
the work place, occupational health programs, which incorporate stress
management, must be employed. Mitchell’s CISM framework provides a
mechanism for the prevention, detection, and treatment of CIS and PTSD in nursing
staff.

Critical Incident Stress Management

In 1983 Jeff Mitchell published a theory for CISM which could be employed
through the emergency services sector as a means to offer support for workers and
thereby mitigate the deleterious effects of post-traumatic stress. Mitchell’s theory is
illustrated in a comprehensive stress management model, which incorporates
education, the formation of a critical incident stress team, peer support programs,

and a range of psychological interventions. The three major components of the

CISM model are pre-incident education, defusings, and debriefings.
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Traumatic Stress Education

Pre-incident education regarding critical incident stress is the most essential
element of preventing PTSD. The basic premise of stress education is that informed
staffs will more readily recognize signs of distress in themselves and one another,
and therefore seek early assistance in resolving the distressing event. The content of
the educational sessions includes information on general stress and CIS, immediate
and long-term effects of traumatic stress, signs and symptoms of CIS, and how to
access assistance to effectively deal with CIS.

Defusings

The word defusing means to render something harmless before it can do
damage (Mitchell, 1993). Defusings are one of the most frequently employed CISM
interventions. The defusing is a small group session held as soon as possible after
the occurrence of the traumatic incident. Led by trained peer support persons or
mental health professionals, the defusing aims to rapidly reduce the intense
reactions to a traumatic event, and to “normalize” the event so staff can return to
their duties as quickly as possible. The defusing is comprised of three phases:
introduction, exploration, and information. A defusing also provides an
opportunity to assess whether the effects of the traumatic incident warrant more
intense interventions, such as debriefings.

Debriefings

A debriefing is one of the most complex intervention techniques within the

CISM framework. According to Mitchell (1993), a formal debriefing “is a structured

group process integrating crisis intervention strategies with educational techniques”
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(p- 7). A debriefing is also “a peer driven, clinician guided discussion of a traumatic
event with the goal of mitigating the psychological trauma and accelerating
recovery from significant stress” (p. 7). The debriefing follows a defined structure
which journeys the participants through seven phases: introduction, fact phase,
thought phase, reaction phase, symptom phase, teaching phase, and re-entry.
Summary

In this first chapter, Mitchell’s theory of the human stress response was
described. The section of the chapter devoted to psychotraumatology,
demonstrated that ineffective means of coping to traumatic events might result in a
syndrome known as PTSD. The history of the development of CISM strategies was
presented and Mitchell’s CISM model was briefly reviewed. Lastly, the relationship

between occupational stress in nursing, burnout, and PTSD was examined.
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CHAPTER TWO
REVIEW OF THE LITERATURE
Introduction

In this chapter the literature relevant to traumatic stress is reviewed.
Etiologic theories of PTSD development are discussed. While Mitchell’s (1993)
model for CISM addresses the intervention strategies required to combat PTSD, it
does not serve as a means to explain the multiplicity of factors that contribute to the
experience of CIS. Therefore, Wilson’s Interactional Model of Traumatic Stress
Reactions is discussed in particular detail, as this model served as the conceptual
perspective for the study.

From the review of the literature, four dominant categories of information
were identified. The categories are: (a) general theory on CIS and the CISM
process, (b ) the experience of critical incident stress, (c) empirical research related
to critical incident stress and ( d ) qualitative research studies in the area of CIS.

Based on the review of the literature, the methodological perspective for this
study is presented.

Theories of PTSD Development

As noted by Green, Wilson, and Lindy (1985), in the thirty-five year period
from 1940-1975 there were 836 major disasters worldwide in which hundreds of
people were killed. In this same time span there were three major wars which left
over 10 million soldiers dead and over a million injured. The survivors of all of

these traumatic events were rich research informants for numerous medical and



26

psychological studies dissecting the effects of post-traumatic stress. As a result,
several theories or conceptualizations related to PTSD development have been
derived. The post-traumatic stress response is believed to be a normative
occurrence following exposure to an event beyond the range of usual human
experience. Possible reaction pathways which individuals may follow after
experiencing a critical incident are depicted in Figure 2. It is interesting to note that
of all survivors approximately 3-4% of the population will go on to develop PTSD
(Mitchell and Bray, 1990, p. 33).

The Biologic Theory of PTSD

Norman (1989) summarizes two biologic theories of PTSD development in
her review of the concept of PTSD. Theorists who believe there is a biologic cause
for PTSD point to the complex hormonal and chemical changes which take place in
the body after encountering a traumatic event (Norman, 1989). Kolb, as cited in
Norman (1989), found that after repeated exposure to stress, an individual’s cortical
neurons became vulnerable to a cascade of neuroendocrine disturbances which then
lead to symptoms such as palpitations, startle responses, and panic attacks.

Van der Kolk (as cited in Norman, 1989) centered his work on the release of
endogenous endorphins during a traumatic stress response. It is postulated that the
released endorphins provide an analgesic effect, which allows an individual to
survive the traumatic ordeal. However, once the trauma ends the endorphin levels
decrease. Symptoms of PTSD such as hyperalertness, irritability, and anxiety might

be signs of withdrawal of the endogenous opiods.
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Possible Reaction Pathways after a Critical Incident
Critical incid
| il | ]
No Criical s Crtical incid Ciitical incid
effects stress (acute} stress (delayed) stress {acute
310% of 80-85% of (Approximately ”
personnel) personnel] 3-10% of
persoanel}
["'""L_l | 1
Heip given No heip Help given No help Heip given No heip
given or given or given or
accepted accepted accepted
Resolution in Reschution Resolution in Resolution No resolution No resolution
shortes time in 3 longer shorter time in 8 longer achieved achieved
frame time frame frame time frame
Partial or Partial or
Full recovery Full recovery Full recovery Eventual 1o racovery N0 rocovery
full recovery oocurs occurs
Continued
ifelong
problems and
post: .
stress disorder
for some
(Usualty 3-4%
of personnel}

Figure 2, Possible stress reaction pathways after experiencing a critical incident.
Note, From, Emergency Services Stress: Guidelines for Preparing the health and Careers of
Emergency Services Personnel, (p. 33), by J. Mitchell and G. Bray, 1990, Englewood Cliffs:

Prentice-Hall.
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Mitchell (1993) refers to the work of Everly (1989) and Everly and Benson
(1989) and their discovery of a condition known as neurologic hypersensitivity. As
Mitchell summarizes, the traumatic stress initiates a cascade of neural and
endocrine events, which alter normal neurologic processing. In addition to excess
neurotransmitters being secreted, depolarization thresholds are lowered and
micromorphological changes occur within the neurons themselves (p. 39). The end
result of these changes is increased arousal within the individual.

The Information Processing Model of PTSD

Horowitz (Norman, 1989; Green, Wilson, and Lindy, 1985) is credited with
the development of the information-processing model, which explains the
development of PTSD. Working on the premise of the completion tendency, Horowitz
claimed that an individual’s mind will continue to process information and review
memories of the traumatic event until the event can be understood in context of the
individual’s own world view. During this integration process an individual will
experience intruding images about the event, manifest as nightmares and
flashbacks. In an attempt to achieve control over the intruding thoughts the
individual will enter into a numbing cycle (avoidance) in order to deny the presence
of the intruding images. Individuals vacillate between intrusion and avoidance
until they have assimilated the traumatic event into their own inner reality. If
acceptance and integration fail to occur, the individual is then likely to develop

PTSD.
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Figure 3, A psychosocial model of PTSD.

X : -traumatic Stress Disorder, (p. 58), by
Note, From Trauma and Its Wake: The Study of Post:

C. R. Figley, 1985, New York: Brunner/Mazel.
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A Psychosocial Theory of PTSD

Green, Wilson, and Lindy (1985) developed a model which recognized the
importance of cognitive processing but which also accounted for individual
differences in the eventual adaptation to the traumatic event. This model is
depicted in Figure 3. The broken lines around the individual characteristics and the
recovery environment indicate the dynamic interaction between these characteristics
and the cognitive processing of the event (Norman, 1989). Therefore, “a survivor’s
psychologic adaptation to traumatic experience is dependent on the actual event,
the survivor’s individual characteristics, and the quality of the recovery
environment” (Norman, 1989, p.58).
An Interactional Model of Traumatic Stress Reactions

Wilson (1989) expanded on his work with Green and Lindy in 1985, and
developed an interactional model for traumatic stress reactions in 1989 (Figure 4,
page 37). While many of the key elements of both models are similar, the
interactional model is more detailed than the psychosocial model proposed in
conjunction with Green and Lindy. In summary, the interactional model “assumes
that there are dynamic person-environment interactions of great complexity that
determine how individuals subjectively react to traumatic events that can lead to
either acute or chronic forms of adaptation which are, in turn, either pathological or
nonpathological” (Wilson, 1989, p. 19). The key elements of Wilson’s interactional

model are summarized below.
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From Trauma, Transformation, and Healing: An Int

Figure 4, An Interactional Model of Traumatic Stress Reactions.
and Post-traumatic Therapy, (p. 7), by J. P. Wilson, 1989, New York: Brunner/Mazel.

Note.
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Person Variables

Wilson’s model includes the major personality dimensions studied by
clinical and social psychologists and includes motives, traits, beliefs, values,
abilities, cognitive structure, mood, defensive styles, coping styles, and genetic
propensities. Wilson points out that it is not the personality characteristics alone,
which determines one’s stress reaction, but also how cognition and information
processing occur in relation to the personality style demonstrated.

Environmental and Situational Variables

As indicated in Figure 4, environmental and situational variables consist of
four sub-groups. The first sub-group is termed Dimensions of the Trauma and
there are twelve dimensions defined by Wilson (1989). He notes that the more these
dimensions are present in any particular trauma, the greater will be the tendency for
a pathological outcome to occur.

The Experience of the Trauma denotes the second category of the
environmental variables. Based on research Wilson (1989) argues that whether the
trauma is experienced alone, in a small group, or as part of a larger community, this
will impact the way in which the stress response unfolds.

The third category refers to the Structure of the Trauma and by this Wilson
(1989) means whether the traumatic event is comprised of single-stressor events
versus multiple-stressor events. In addition, traumatic events may be either man-
made or the result of natural disasters. All of the causes of traumatic events “have
important implications for both attributions of causality in stress response

syndromes as well as post-traumatic adaptation” (Wilson, 1989, p. 10).
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The Post-traumatic Milieu is equivalent to the recovery environment found
in the model by Green et al. (1985)(Figure 3). Important to the milieu are four
dimensions: (a) The level of social, economic, and personal support present.
Lindy (cited in Wilson, 1989) termed this support network the trauma membrane
and it is hypothesized that the greater the level of supportive mechanisms, the more
positive will be the stress recovery process (Wilson, 1989, p. 11), (b ) Cultural
rituals. The purpose of the development of certain rituals by cultural groups is to
assist the person suffering from emotional distress. The rituals may vary from
collective expressions such as parades to highly specific ceremonies such as a sweat
lodge ceremony (Wilson, 1989, p. 11); (¢ ) Societal attitudes toward the event. This
is an important aspect of the recovery environment because societal and political
attitudes will ultimately determine the resources available to the victim of the
traumatic event; and (d ) Opportunity structures refers to structures which exist in
the environment to facilitate integration back into the community or cultural group.
An example of an opportunity structure would be the creation of a job for a person
returning from serving in the military.

Individual Subjective Response to Trauma

In this component of the model Wilson refers to five separate but interrelated
dimensions which explain individual responses to trauma. These five dimensions
are emotional, cognitive, motivational, neurophysiological, and adaptational. A
more detailed description of each of these five dimensions can be found in Wilson
(1989). In summary, it is important to note that the individual responses were

codetermined by the personality characteristics of the individual coupled with the
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environmental dimensions of the trauma. In addition, “these five [response]
dimensions occur simultaneously within a person at different levels of awareness
and ultimately determine the post-traumatic pattern of adaptation” (Wilson, 1989, p.
20).

Post-traumatic Adaptation

The elements of personality, environment, and individual response may
interact with one another in an unlimited range of possibilities to ultimately
determine the outcome of the traumatic event. In general, outcomes may be acute
or chronic and pathological or non-pathological. Important to the component of
adaptation is that at one end of the spectrum an individual may encounter severe
psychopathology, yet at the other end of the spectrum lies the capacity to develop
“self-actualizing transcendence, positive character change, and altruism toward
others” (Wilson, 1989, p. 20).

Conceptual Perspective of the Study

Wilson’s model of traumatic stress reactions (1989) served as the conceptual
framework for this study for two reasons. First, in the above described interactional
model, the constructs of person variables, environmental and situational variables,
and individual subjective responses, weave a myriad of connections toward
pathological or non-pathological adaptation. Nursing encompasses both
pathological and non-pathological events. Second, and most importantly, Wilson’s
model is congruent with a nursing worldview that the person as an individual is

holistically connected with their environment. Intense exploration of the study
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concept with ICU nurses, can help us better understand how the elements of
Wilson’s model influence the experience of traumatic stress.
General Theory on CIS and CISM

Since Mitchell first published his CISM model in 1983, there has been
numerous journal articles focused on the development of CISM programs in various
occupational settings. It is important to note that all of these models follow
Mitchell’s CISM process exactly, thereby strengthening the use of the model as an
effective implementation tool. Areas where CISM programs are utilized include the
workplace in general, in disaster response work, in emergency services response
work, and in hospitals.

Workplace CISM Programs

Bell (1995) lends a social work perspective to CIS and details the unique role
social workers can play in developing and leading traumatic event teams. Bell
suggests that these social work lead teams may be effective in a variety of settings,
from institutions to private businesses, to communities.

Maggio and Terenzi (1993) discuss the need for CISM programs for the
Federal Probation and Pretrial Services System in the United States. The authors
cite a number of violent incidents affecting their staff and which have had
devastating lasting effects.

In a unique initiative, Richards (1991) details the development of a CISM
program developed at the Worker’s Compensation fund of Utah. Largely

preventative in nature, the program focuses on training adjusters on early
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identification and prevention of PTSD with the goal of being better able to respond
to mental health issues related to workers’ disability claims.

Disaster Response Work and CISM Programs

Various community organizations have played a role in assisting the
community to adapt to disasters. Hays, Goodwin, and Mars (1990) detail the
services they provide to the community as part of the Cincinnati Red Cross Crisis
Support Nurse Team. Assistance has been provided with bus crashes and
numerous fires.

Samter, Fitzgerald, Braudaway, Leeks, Padgett, Swartzx, Stephens, and
Dellinger (1993) describe the CISM services they provided as a team to American
soldiers traumatically injured in Operation Desert Storm. A research component
was also included in their interventions and this will be discussed in the section of
the literature review, which discusses empirical findings related to CIS.

Armstrong, Lund, McWright, and Tichenor (1995) chronicle the combined
efforts of the U.S. Department of Veteran Affairs and the American Red Cross.
They detail how the team was utilized to provide CISD services to Red Cross
personnel who assisted in combating the East Bay Hills firestorm in California in
1991.

The Kansai International Association of Counselors and Psychotherapists
produced a handbook for Kansai residents following the Great Hanshin earthquake
of 1995. The booklet provides information on traumatic stress and the healing

process. The booklet itself is easy to read and provides an abundance of useful
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information. Most importantly, the target audience of the booklet is clearly defined
and as a result a sense of personal attention is derived after reading the booklet.

Emergency Services Response Work and CISM Programs

The articles critiqued in this section of the literature review are all of a similar
design but detail the work of different CISD teams. In all of the articles the need for
CISM teams in emergency personnel is discussed and Mitchell’'s CISM model is
reviewed. Teams which have been formed include the Champaign, Illinois Fire
Department CISD Team (Clark and Friedman, 1992), the Oregon Critical Response
Team (Spitzer and Neely, 1992), and the Greater Kanawha Valley critical incident
stress management team based out of Charleston, North Carolina (Linton, Kommor,
and Webb, 1993).

Hospital Based CISM Programs

The literature on hospital based CISM programs serve the purpose of
describing processes in place, which support nursing staff through traumatic events.
It is interesting to note that although CISM programs are multi-disciplinary in
nature, all of the literature reviewed about hospital based programs are written by
nurses and focus on the needs of nursing staff. Given the nature of nursing work
and the stressors associated with the occupation, and given that nursing personnel
comprise the largest group of workers in the hospital, this finding is not surprising.

Wright and Casier (1996), Jefferson and Northway (1996), Spitzer and Burke
(1993), Rikard-Bell (1994), Queen (1986) and Wright (1989) all present information
on the CISM programs which have been developed in their respective institutions.

All of the programs have been modeled after Mitchell’s CISM model.
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Informational articles regarding CISM programs in place within health care
institutions are also found in the work of Lane (1994), Back (1992), Freehill (1992),
Rubin (1990), and Shannon (1991). The difference in this latter group of journal
submissions, however, is that the authors address the specific needs of emergency
(ER) and ICU nurses with regard to CISM interventions. None of the authors
present information which claims the stressors encountered by ER and ICU nurses
are of a nature more deserving of CISM intervention. Therefore I can assume only
that the link by these authors between practice environment and need for
intervention, is based on their own professional roles in the same practice arenas.

As such, their personal experience has taught them of the need for CISM strategies.

CISM as a Nursing Intervention

Petit (1991) and Ragaisis ( 1994) both speak of CIS from the patient’s
perspective and cite the need for nursing to provide CIS interventions to the patient
in order to assist with healing of psychological traumas. Mitchell’s model of CISM
techniques are described in the context of nursing interventions provided on behalf
of the patient and family.

In summary, the general theory on CIS relates to explanation of CIS and
offers description of CISM programs, which have been implemented in a variety of
work-place settings. Mitchell’s CISM model is referenced in all works and therefore
lends great support that from an operational perspective, the model is
implementable. There is support in the literature for employing CISM models

within nursing, as a helping tool for both nursing colleagues and patients.
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The Experience of Critical Incident Stress

The experience of CIS in the literature is described solely via brief personal
anecdotal accounts of the effects of the traumatic event. In some circumstances the
anecdotal recounting of the incident is the sole purpose of the article. Itisa
catharsis and a means to tell one’s story. In other circumstances, the description of
the incident is meant to lend support for the need to develop CISM programs. In all
of the anecdotes there is description, pain, and tragedy.

Davis (1996), Flynn (1995), Costello (1990), Evans (1993), and Walker (1990)
provide perspective to tragedies via first hand description of the event itself. They
are stories of bombings, accidents, explosions, and hurricanes. They are small
snapshots in the lives of emergency services responders.

Laing (1994), Martin (1993), Musto (1995), Petersen and Sopher (1989),
Sibbald (1997), Summers (1992), and Freehill (1992) provide evidence of CIS in
nurses. Some of the stories are personal journeys of the effects of a critical incident;
others are illustrations of case examples witnessed in nursing colleagues. There is
poignancy in the description of these events, no matter how briefly described.

Due to the brevity of the anecdotal stories it was not possible to review the
material, as a secondary source, and determine themes or categories which lay
submerged within these recitals. Common symptoms of CIS are evident and the
effects on the physiological, affective, emotional, and cognitive domains of one’s
well being are vivid. Yet in their conciseness and without context, these anecdotes

remain but brief glimpses into the world of CIS.



Two articles in particular stand out in terms of their usefulness and
applicability to this study. Flynn (1995) recounts his reflections after providing
CISM interventions for those involved in the bombing of the Alfred P. Murrah
Federal Building in Oklahoma City in April of 1995. Flynn provides context in his
description of his experience by describing the temporary culture, which existed in
Oklahoma City after the bombing. He also speaks of the culture at the workplace
and is thus able to effectively describe the milieu post-bombing. Flynn also uses
themes to describe his thoughts and impressions. Under a broad heading of
“Symbols and Rituals” are the sub-categories of “The Bear”, “The Doves”, and “The
Building”. These individual examples lend support for the importance of symbols
and rituals in Flynn's collective experience.

The setting is also purposefully described in the work by Lane (1994). Lane
asks rhetorically “what does Critical Incident Stress debriefing look like?” (p.304)
and then answers “...it often looks like a group of nurses, aides, unit secretaries, a
physician, a social worker, and two debriefers sitting around a table in a break room
with the name of the patient written in large letters on the blackboard on the wall.
The faces around the table differ in the emotions they express. Some look angry,
red-eyed, bored, and apprehensive.” (p. 304). For the first time we see the post-
event adaptation as a process, occurring and unfolding in a place where there is
culture and context.

Empirical Research and CIS

As previously mentioned, war veterans provided an immense study

population to explore in detail, knowledge related to PTSD. Research among
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veterans has included identifying and diagnosing PTSD, comparing PTSD among
individuals who have experienced different war-time stressors, and examining
different treatment protocols for those who are suffering from PTSD (Norman,
1989).

Wilson (1989) refers to seventeen studies, which have been conducted which
examine the complex relationship between stress vulnerability and person and
environmental variables, as they relate to the development of PTSD. A conclusion
from this depth of investigation is that situations of extreme stress will produce a
predisposition to stress and illness in some persons, while in others even greater
levels of resiliency to stress may evolve. Wilson thus calls for further research to
continue from an interactionist perspective in order that “complex relationships
between relevant dispositional and situation variables” (p. 77) be identified.

The empirical research related to CIS and PTSD in the nursing world can be
grouped into one of three categories: (a ) prevalence studies, (b ) defining and
categorizing critical incidents in nursing, and ( ¢ ) efficacy of CISM interventions. A
review of the literature in each of these categories follows.

Prevalence Studies of CIS in Nurses

Corneil and Kirwan (1994) conducted a prevalence study of PTSD in nursing
staff employed by the Medical Services Branch, Manitoba Region in 1992. Study
participants were asked to complete two well-tested tools in PTSD research:
Horowitz’s Impact of Events Scale (1979) and Derogatis and Spencer’s Brief
Symptom Inventory (1982). Participants were asked to complete the questionnaires

in relation to a pre-determined traumatic event of workplace violence. An
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acceptable response rate of 63% was obtained. Data analysis occurred via a
descriptive statistical analysis program. Burge’s PTSD scale (1988) was used to
match the responses from the events and symptoms inventories. A significant
finding from the study was that 33% of the study population were found to be
diagnosable as having PTSD. This finding is remarkable in relation to findings of
15.2% prevalence in wounded combat veterans and a 16.2% prevalence rate among
fire fighters (Corneil and Kirwan, 1994).

Building on the work of Corneil and Kirwan, Powell completed a replication
study in 1995, which looked at the prevalence of PTSD in Manitoban ER and ICU
nurses. Other than a different study population, Powell’s research design was an
exact replication of Corneil and Kirwan's design. The response rate to the surveys
was 35.5%. Data analysis echoed the methodology used in the Corneil and Kirwan
study. Overall, the prevalence rate of PTSD in ER and ICU nurses was found to be
42.1%.

The studies by Corneil and Kirwan and Powell are the only prevalence
studies done to date regarding PTSD in nurses. While there is a need to conduct
further research regarding the incidence and prevalence of PTSD in nursing, these
two studies support the premise that nurses are at risk for developing PTSD
through exposure to critical incidents.

Description and Categorization of Critical Incidents in Nursing

Table 1, previously referred, summarized the most common events, which

are likely to cause a traumatic stress reaction in people or groups. Despite this

knowledge, there was no specific information in the literature regarding types of
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incidents perceived to be stressful among nursing personnel, until two separate
studies were completed by Burns and Harm (1993) and Appleton (1994).

One of the purposes of the study done by Burns and Harm (1993) was to
determine what clinical events emergency nurses perceived as “critical”. Study
instruments included a questionnaire, which asked nurses to rank 18 possible
traumatic events on a 4-point Likert-type scale. Participants were also asked
whether they had ever participated in a debriefing and were asked to complete a
checklist of helpful or unhelpful aspects of the debriefings. A limitation of the
findings of the study was the low response rate of 45%. In addition the
questionnaire and Likert scale developed by the authors have not been previously
tested, although the use of a single Likert question makes this less an issue of
validity. Findings of this component of the study support that all of the listed
events are potentially traumatic for ER nurses. The events, which are most
traumatic for nursing staff, are death of a child, death of a co-worker, and suicide of
a co-worker.

Appleton (1994) conducted a descriptive study as part of her master’s thesis
which attempted to determine which types of incidents nurses found to be stressful,
the emotional responses nurses experienced in relation to the event, and ways
nurses cope with the critical incident. A convenience sample of 50 medical and
surgical nurses from three separate hospitals was used. Data collection instruments
included the Emotional Appraisal Scale and the Ways of Coping Scale developed by
Lazarus and Folkman (1986). Events appraised by the study nurses as being critical

were categorized as, moral distress, lack of responsiveness by a health care



professional, violence toward a nurse, emergency situations, patient death, and
actual or potential contact with infectious body fluids (hepatitis B or HIV).
Unfortunately the remainder of the article is descriptive in nature and none of the
actual study results are published or analyzed.

Efficacy of CISM Interventions

While anecdotal support of the CISM process exists in the literature, a body
of empirical knowledge is lacking which addresses whether debriefings are indeed
successful in what they are designed to do.

Robinson and Mitchell (1993) used an exploratory descriptive study to
determine the effectiveness of debriefings on emergency, welfare, and hospital
workers. Participants in debriefings were asked to complete an evaluative
questionnaire at the completion of the intervention, which included an Impact of
Incidents Scale. A response rate of 60% was achieved. Findings supported that
there was a significant lowering of the impact of the event two weeks after attending
a debriefing (p<.0001).

Raphael, Meldrum, and McFarlane (1995) present a comprehensive review of
studies completed to date, which evaluated the effectiveness of CISD. A 1989 study
by Hytten and Hasle supported that Norwegian firefighters found debriefings to be
helpful. However, the same group did not experience any lessening of intrusive
images or avoidance behavior. A 1992 study by Griffiths and Watts and a 1995
study by Kenardy also demonstrated that although participants of debriefings
perceived the process to be helpful, negative symptoms of stress reactions were still

reported. Raphael et al (1995) conclude that in order to scientifically explain this
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dichotomy, randomized controlled trials of debriefings be conducted, with multiple
outcome measure over time. However, the moral-ethical merits of withholding
intervention would first have to be intensively reviewed.

Only one study appears in the nursing literature, which measured the
effectiveness of debriefings for critical incidents. Burns and Harm (1993) report 88%
of their study population who participated in debriefings, stated on a questionnaire,
that the debriefings were helpful. Reasons attributed to the helpfulness of
debriefings included an ability to talk about the incident, realizing they were not
alone in their responses to the incident, hearing others talk about the incident, being
part of a group, hearing how others handle stress, a lessening of the stress response
post debriefing, and learning more about stress. This study supports the previous
findings that participants in debriefings perceive them as helpful.

Qualitative Research and CIS

All of the qualitative studies related to CIS have been found in the nursing
literature. The findings of these studies are briefly reported.

Paul and O’Neill (1986) conducted a grounded theory approach to study the
“milieu in which nurses had worked in Vietham and to explore whether they
suffered and are still suffering adverse aftereffects” (p. 526). Participants in the
study (88% response rate) completed a questionnaire, which included open-ended
questions. The grounded-theory approach was integrated into the study when
analyzing the findings of the open-ended questions. Participants reported
experiencing 8 types of traumatic events while in Vietnam and 14 adverse

aftereffects to the event. Unfortunately the summary of this study is only reported
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in a one page research review article for a generic nursing journal. Details
pertaining to the exact methodology are not provided. The significant findings of
the study are only summarized as described above.

Samter, Fitzgerald, Braudaway, Leeks, Padgett, Swartz, Gary-Stephens, and
Dellinger (1993) conducted interviews with soldiers who were injured during
Operation Desert Storm. The structured interviews were analyzed for relationship
systems, the degree of stress encountered and previous encounters with traumatic
events. The authors describe three categories of risk factors contributing to the
development of PTSD. These were premorbid personality, the environment, and
the trauma. Again, methodology and findings are only briefly mentioned in the
publication. Therefore it is not possible to more critically examine this study.

Focus groups with nursing staff were conducted at the Health Sciences
Centre in Winnipeg, Manitoba in order to obtain feedback regarding the
effectiveness of a pilot CISM program (Deatrich, McLaren, Layne, 1996). Nine
nurses particpated in the sessions. Topics of discussion were: advantages and
disadvantages of participating or not participating in a CISM session; most helpful
and least helpful aspects of CISM sessions; barriers to participating in a CISM
session; and sources of support and coping strategies for nurses. The findings of
the group discussions are helpful to the CISM program team within the hospital, in
terms of assisting them to re-define any components of the program. However, the
results of the discussions mostly centers around operational issues related to the

program and are therefore not pertinent to this study.
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Burns and Harm (1993) used a one hour structured telephone interview in
their study of ER nurses’ perceptions of critical incidents. Twenty-six nurses
participated. Conversations were transcribed verbatim. Each of the researchers in
the study analyzed the transcripts of the interview and developed themes for each
of the questions. Themes were then combined for the final content analysis. The
theme categories derived in this study are not reported in the literature. Common
threads found in the interviews and commented on by the researchers were vivid
recollection of the event, despite the amount of time elapsed since the incident, and
feelings of helplessness and lack of control among the informants. In addition,
when asked, “what event in your nursing career was the most difficult for you to
handle?” (p. 433) 20 of the 26 participants described traumatic events, which
involved children. The study is limited by the paucity of its published findings.

Lane (1994) reports on her observations as an observer at CISD sessions
while she was interning as an Employee Assistance Counselor. Her commentary on
“what a critical incident stress debriefing looks like” provides a vivid description of
the milieu in which critical incidents and their debriefing aftermath occur. Lane is
attentive to many dimensions in the setting: the appearance of the debriefing room,
the location of the room, the manner in which debriefing participants are situated
around the room. A sense of presence, of actually being at the debriefing, was
achieved through her illustrative dialogue. In addition to observations collected at
the debriefings, Lane individually interviewed some of the debriefing participants.
She does not report on the total number of interviews completed. Lane’s

questioning technique was informal “with thematic emphasis on role, responses to
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the incident, and reaction to CISD” (p. 308). Theme categories derived as a result of
the data analysis were not provided in the article. However, Lane does share four
separate summaries from her interviews. While each excerpt is brief, Lane’s ability
to attentively describe the traumatic event from the informant’s perspective is
particularly poignant. The titles of the summaries are captivating: “The Very Long
Day”, “The Burning Bed”, “The Supervisor in the Middle”, and “The Social Worker
Didn’t Go Home” portray accurately the traumatic event as an interaction between
nurse and environment. This study has important reason for the ethnographic
research, which I conducted. Firstly, for the first time in the literature the milieu is
described in context with interview excerpts. As a result, the reader gains an
enhanced meaning of the critical incident. Secondly, the interview summaries
demonstrate the immense variation, which occurs within the world of traumatic
events. This variation applies to key players and their life histories, to the nature of
the occurrence, and to the specific environment within the hospital. Henceforth
there is need to further explore the experience of critical incident stress in order to
illicit patterns evident among the various dimensions.

The most rigorous qualitative research is the work described by Norman
(1989). The research question, which guided the study, was “Were there factors that
influenced the wartime experience of professional nurses in the Vietnam War?” (p.
219). Face-to-face interviews with 50 women who served in Vietnam in the Army,
Navy, and Air Force Nurse Corps were conducted. The interview schedule
consisted of 35 open- and closed-ended questions administered to nurses acquired

for the study via snowball sampling. Frequency and mean-distribution were
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conducted on the closed-ended questions while content analysis was conducted on
the open-ended questions. Interrater reliability was reported to be a mean average
of 89%. Content analysis identified 10 categories, which in turn denoted two major
influencing themes: ( a ) branch of service, and ( b ) year served in Vietnam (p. 220).
Generalizing this finding to other nursing environments, it may be that the concepts
of location and time will also be important dimensions in the ICU nurse’s critical
incident experience.

Research Aims and Objectives

Theories regarding the etiology of post-traumatic stress and PTSD have been
generated within the last ten years. In the early part of this current decade,
literature has supported the existence of critical incident stress in professional
nursing. Yet, little is still known about the nature of the experience of critical
incident stress within the professional and personal world of the nurse.

The purpose of this study was to comprehensively describe the experience of
critical incident stress according to the unique worldview of individual nurses. The
following research objectives were developed for this study:

1. To describe in detail what it is like for an ICU nurse to experience a

critical incident.

2. To explore and describe the antecedent, concomitant, and post event

factors present in an ICU nurse’s life, in relation to experiencing the

traumatic event.
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3. To describe the milieu of the setting where the critical incident occurs, in
order to provide a contextual view of the description of the traumatic
event.

4. To provide insight into the phenomenon of critical incident stress, which
may guide future questionnaire and survey construction.

Definition of Terms

The following key definitions apply to this study. Definitions are taken from
the work by Mitchell (1993), as his published work is the most widely referenced in
the literature.

1. Critical Incident/Traumatic Event - these terms are used synonymously

with one another and refer to “any event which has a stressful impact
sufficient enough to overwhelm the usually effective coping skills of
either an individual or a group. Critical incidents are typically sudden,
powerful events which are outside the range of ordinary human
experiences” (Mitchell, 1993, p. 5).

2. Critical Incident Stress - the traumatic stress reaction a person or group

has to a critical incident (Mitchell, 1993).
3. ICU Nurse - a nurse who is employed on a full-time, part-time, or casual
basis in an intensive care unit of a hospital.
Methodological Perspective for the Study
A qualitative research design was chosen in order to best achieve the
research objectives of this study. A qualitative design was appropriate for the

following reasons: (a) detailed description of the phenomenon of CIS is lacking; (b)
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an undesstanding of the emic perspective of CIS is needed; (¢ ) traumatic stress
reactions are a process which vary and change over time and therefore require a

scientific design which is also process oriented (Morse and Field, 1995).

Ethnography
Both phenomenological and ethnographic methods were considered for this

study. While a phenomenological approach would have provided rich description
into the experience of CIS, a holistic and contextual description would have been
lacking. Therefore, an ethnographic study design was chosen in order to
encompass all of these elements. As defined by Aamodt (1991), “ethnography
attempts to learn what knowledge people use to interpret experience and mold their
behavior within the context of their culturally constituted environment”. In this
study an ethnographic approach enabled a better understanding of how ICU nurses
integrate the experience of a critical incident into their personal and professional
lives.

This study of CIS in ICU nurses may be viewed by some as being a nursing,
topic-oriented ethnography and as such may be termed a focused ethnography
(Morse, 1991). In keeping with the hallmarks of all ethnographies the characteristics
of holism, contextuality, and reflexivity, were incorporated into this study. The
setting for this study (an intensive care unit) served as a subculture within the larger
sociocultural institution of the hospital (Germain, 1993).

Ethnography is a basic form of naturalistic inquiry from a social perspective.

As such, it is the perfect methodology to explore the world of traumatic stress and
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thereby “learn...about the extremes of human nature in terms of life, death, and the

transformation of the spirit” (Figley, 1989).

study:

Assumptions

The following assumptions were formulated and guided the design of this

Nursing staff in the unit under study had received pre-incident CIS
education and had a basic understanding as to the definition of a critical
incident.

Patient activity and acuity in the unit chosen for study were at a pace
where there was frequent exposure by nursing staff to traumatic events.

Limitations

The following limitations of this study were hypothesized during the

proposal stage:

1. As the primary researcher in this study was a nurse administrator closely

connected to the study hospital, participants may have felt
uncomfortable disclosing their inner most thoughts and feelings.
Therefore, there was a danger that the data may not entirely reflect the

nature of the experience of the traumatic event, from the participants’

perspective.

. The participants may have experienced more than one traumatic event in

their professional career and therefore may collapse events together

when describing their recollection of the incident.
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With regard to the first potential limitation, I found the participants to be
very candid and they openly shared their stories during the interviews. Many of
the participants were unknown to me and via general, informal conversation, it
became evident that they were not aware that I was a manager. Atno time had I
ever had any administrative power over any of the participants. Therefore, I feel
that my position within nursing administration did not negatively impact the
candor of the participants.

A question in the interview guide allowed the opportunity for the
participants to discuss other critical incidents in their lives and to compare these to
the incident described in the interview. During these periods it was evident that the
participants had clear recollection of the events of each separate incident. They were
able to recall exact dates, the circumstances surrounding the event, and the actual
event itself. When I asked participants if they felt they may be confusing some
aspects of the various events in their lives with one another, they were all emphatic
in their response that they could clearly recall each incident in it’s totality.

A limitation in this study, which I had not anticipated, became evident
during recruitment. Several of the participants shared with me that they wanted to
participate but had hesitated in volunteering for the study because they would have
to “re-hash” all of the circumstances of the incident. They anticipated this as being
an emotionally painful process and therefore hesitated to participate in order they
spare themselves of further suffering. Informally, I also heard stories of other
potential participants who declined to participate for similar reasons. I found

recruitment to therefore be a labor-intensive process. I was unsuccessful in reaching
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the sample goal of 10-15 participants, having a final total sample size of 9
participants.
Summary

Several theories related to the etiological development of PTSD were
reviewed in this chapter. Wilson’s interactional model of traumatic stress reactions
was described and served as the conceptual framework for the proposed study.

The remainder of the literature review related to CIS was discussed in four
main sections. The first section of the review pertained to information, which
related to general theories on CIS and CISM. Mitchell’s CISM model was the
debriefing model most frequently referred to and thereby provided a framework for
intervention and CISM research.

Empirical research conducted in the field of CIS supports a significant
prevalence in nursing and important work has taken place which attempts to
further describe and categorize critical events in the nursing world.

Qualitative studies in CIS and anecdotal accounts of the experience of CIS
provide important information relevant to this study. Currently, anecdotal stories
found in the literature and in the content analysis of qualitative studies describe the
experience of CIS. However, significant gaps in the literature remain. Pieces of
information about an experience remain fragmented parts if not connected in any
way. To date a holistic qualitative study has not been conducted which attempts to
map the connections between person, environment, and traumatic event. The
ethnographic methodology of the world of critical incident stress that was used in

this study, was intended to help bridge that gap.
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CHAPTER III
RESEARCH DESIGN
Introduction
The study of the experience of critical incident stress in ICU nurses required
the use of a method that permitted the phenomena to be deeply probed and
explored in the context of the environment in which ICU nurses practice. The
positivistic and empirical approach to studying research problems are appropriately
reserved for those questions whose answers require prediction, control, and
statistical analysis. However, still to be investigated in the world of critical incident
stress are the meanings, expressions, patterns, functions, and structure of the
experience (Leininger, 1991). A qualitative, ethnographic study enabled this
discovery.
Details about the research method, the study participants and selection
process, the setting, data collection methods, and data analysis strategies are
provided in this chapter.

Methodology

Research Design

Ethnography

An ethnographic study design was chosen for this particular body of
research. As defined by Aamodt (1991), “ethnography attempts to learn what
knowledge people use to interpret experience and mold their behavior within the

context of their culturally constituted environment”. In this study an ethnographic
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approach enabled a better understanding of how ICU nurses integrate the
experience of a critical incident into their personal and professional lives.

A small participant size and time limitations required that this study take
place on a smaller research scale and as such the design could be termed a mini-
ethnography. This term is used for ethnographic studies which are not as extensive
nor as prolonged as true ethnographies but which otherwise adhere to all of the
principles of research design which are characteristic of an ethnographic approach.
However, at a symposium on qualitative research held in 1991, researchers
challenged whether the term “mini” is appropriate as it may carry connotations of
meagerness (Morse, 1995). This study of CIS in ICU nurses may be viewed by some
as being a nursing, topic-oriented ethnography and as such may be termed a
focused ethnography (Morse, 1991). Therefore, the proposed design of this study is
known as focused ethnography.

In keeping with the hallmarks of all ethnographies the characteristics of
holism, contextuality, and reflexivity, were incorporated into this study. Holism
was accounted for by recognizing the study informants as persons shaped by their
individual personality characteristics, their environment, and their experiences.
Contextuality was incorporated by recognizing the importance the setting and social
scene has on shaping human behavior. Questions were built into the interview
guide, which asked the participants to describe the unit in terms of activity, sights,
and sounds. The relationship between the environment of the ICU and the
participants’ experience with their critical incidents was also probed. Lastly,

reflexivity supported the incorporation of my own personal experiences with
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traumatic events into the experiences of the informants. Reflexivity was also used
during the process of interview question development and data analysis.

In ideal circumstances, an ethnographic approach to studying critical
incident stress in ICU nurses would result in the researcher immersing herself in the
ICU environment and then following participants over time as they encounter,
endure, and resolve their experience with a traumatic event. However, it is
impossible to predict when a critical incident may occur and whether the event
would be perceived as outside the realm of normal human experience for an
individual staff nurse. As a result, participants were interviewed retrospectively
regarding their experience with a traumatic event.

Study Participants

The study participants were registered nurses employed in an Intensive Care
Unit at a health care facility in the City of Winnipeg. As discussed in Chapter One,
there is support in the literature that nurses, and ICU nurses in particular,
encounter significant occupational stressors in their work lives. It was assumed that
the stressors identified in the literature would also be present in the ICU of this
hospital.

The target participant size for this study was 10-15 informants. In a
qualitative methodology the participant selection strategy is aimed at providing, as
much as possible, a complete picture of the subculture and the phenomenon under
study (Germaine, 1993). The number of participants required to achieve this goal is,

however, very much a decision of judgment and experience.
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I was successful in recruiting a total of 9 participants for this study. A tenth
interview had been scheduled but was canceled and the participant declined an
opportunity to re-schedule the interview. While the final participant tally fell
slightly short of the target goal set for the study, it was acceptable for a number of
reasons. Firstly, repetition in themes began to emerge by the fifth interview and no
new themes were identified beyond this point. Therefore, saturation of data was
experienced. Another reason why nine participants was an adequate participant
size relates to the culture of the Unit under study. This Unit, like many other ICU’s,
is experiencing a period of crisis secondary to a profound shortage of nursing staff.
Most nurses are working over-time and when they report to work often carry the
workload of two nurses. As a result, there is a great deal of fatigue and
psychological stress among the nursing staff. Potential research participants,
therefore, may have been reluctant to devote any other additional time to something
even remotely associated with their work. Lastly, a barrier to further participant
recruitment relates to the subject material itself. Informal feedback to the researcher
was that participants did not want to par-take in the study because they did not

want to re-live the pain of their traumatic event.

Participant Selection

Key informants (participants) in this study were full time, part-time, or
casual registered nurses employed in this particular ICU for a period of one or more
years and who had experienced a critical incident within the defined setting.
Informants may or may not have participated in a CISM intervention as a result of

the incident. Originally, casual nurses were not included as participants because it
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was felt that the casual nurses might have had little opportunity to experience a
critical incident given their irregular work pattern. However, it soon became
apparent that many casual nurses had previously worked part-time or full-time in
the study unit and therefore had valuable experiences to share. Therefore, this
criterion was revised and casual nurses were included in the study.

A time period of working in the unit for one year had been specified in order
to ensure that informants had been indoctrinated into the culture of this nursing
environment. There were two participants who did not meet this requirement,
however, having worked in the unit for six and ten months respectfully. Despite
having worked in the study unit for less than one year they both felt that they had
worked through the nuances of being a new member of a group and were accepted
by long-time staff members. During the interviews their description of the unit as a
workplace did not differ from the description provided by nurses who had been
employed in the unit for more than one year.

After achieving approval from the Ethical Review Committee at the Faculty
of Nursing at the University of Manitoba and from the Hospital Research Impact
Committee, participant recruitment commenced. A meeting with the Unit Manager
of the study unit was held in order to fully apprise her/him of the proposed study
and gain her/his support for the conduction of the study. This meeting also
enabled logistics of the study to be discussed, particularly around issues of
recruitment.

During the recruitment phase of the study potential participants received

three inserts into their mailboxes at work which invited them to participate in the
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study. In addition a series of four posters was displayed in the unit (in two separate
locations). The posters tracked the number of participants who had volunteered to
participate to date via a bar graph illustration. The purposive sample of nurses,
who volunteered for the study and who met the requirements stated above, were
individually sent a letter that invited them to participate in the study (Appendix A).
Participants were asked to complete a form indicating their willingness to
participate in the study.
Setting

The setting for this study was an Intensive Care Unit at a health care facility
in the City of Winnipeg. Further description of the Unit is presented in the Findings
section. This ICU employs approximately 60 staff nurses. The capacity of the unit
is 9 beds and one isolation room. Reasons which lead to the selection of this ICU as
the study unit were: (a) The level of patient care required in the unit was of an
intensity and acuity likely to be associated with a great number of stressors; ( b )
The unit had previously participated in a CISM pilot study and therefore the
nursing staff had received education about CIS; (¢ ) The chosen unit was one in
which I had had peripheral contact with in my capacities as former ICU nurse and
as Nurse Manager. As a result, I had some sense already of the culture of the unit.
A prior knowledge of the sociocultural dimensions of the unit assisted me to more

fully describe the study milieu.
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Data Collection Procedure

Ethnographic Interviews

Face to face interviews with key participants were the primary means of data
collection in this study. Once participants had completed the form indicating their
desire to participate in the study and returned it to myself, each participant was
provided with a written description of the study. The description provided
background information about the study, the purpose of the study, and the
proposed methods to conduct the study. Informants were asked to complete a
consent form prior to participating in the study. Examples of the study description
and consent form are found in Appendixes B and C.

Interviews were conducted at a location of the participant’s choice and
therefore occurred either in my home or the home of the participant. Interviews
lasted for 1.25 hours to 2.0 hours. The research element of explicit purpose (Sorrell
and Redmond, 1995) was attended to via constant reiteration with the informants
about the purpose of the interviews. This was done at all formal and informal
meetings with the informants prior to the actual conduction of the interviews. All
interviews were tape-recorded.

The interview format was semi-structured and employed the ethnographic
interviewing technique outlined by Sorrell and Redmond (1995). Therefore, three
types of questions were incorporated into the interview guide: descriptive,
structural, and contrast questions. Descriptive questions, also known as “grand
tour” questions (Sorrell and Redmond, 1995, p. 1119) provided me with a general

view of the participant’s perspective on the subject matter, or their previous
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experience. Structural questions were more specific in nature and were used to seek
out explanation and verification of information. Contrast questions occurred during
the course of the interview and served to clarify the meanings of words and phrases
used by the informants. Contrast questions also served to maintain a free-flowing
nature to the interview (a hallmark of the ethnographic interview) and thereby
elicited important information regarding the behavior and culture of the
participants.

During the course of the interviews, some participants offered information of
significance that I wanted to explore with the other participants. Therefore a total of
three additional questions were added to the interview guide. During the second
interview, the following research question was added: “Some of the other
participants have told me that they found sharing their experience with their
partner/significant other to be limited in its effectiveness. This is because their
partner is not medically trained and therefore cannot truly understand what this
incident was like. Is this true for you?” During the fourth interview the following
research question was added: “What happens at work to make you think, when you
leave for the day that it's been a ‘good’ shift or a ‘lousy’ shift?” This question was
added because in the first three interviews the participants were describing what it
is like to work in the unit but in a very matter of fact, detached way. I wanted to get
more of a feeling of the impact of work on their psyche and therefore this question
was posed. One further question was added to the guide during the seventh
interview. In the previous two interviews the participants had mentioned their

awareness of the activity in the Unit while their incident was unfolding. I wanted to



63

make sure that [ asked this to all remaining informants in order to fully explore this
theme. Therefore, this question was added: “Many of the other participants have
mentioned that while their incident was occurring they were oblivious to what else
was going on in the Unit. Would you say this was true for yourself?”

The interview guide, which was used for this study, is presented in
Appendix D. Questions have been delineated in the guide as to whether they are
descriptive or structural in nature.

As a co-key participant

in the study it was necessary for me to keep a journal of personal experience
throughout the study. The purpose of the journal was to note my reflections,
emotions, and discoveries as I journeyed along with the informants. Journal entries
provided a heightened self-awareness to the subject material and hence, enhanced
my orientation to the lived world of the informants. In addition, journalling
assisted me in adapting to my own stressful reactions, which I did endure through
the re-living of others’ painful experiences.

Ethical and Human Rights Considerations

This study at all times was guided by the standards for conducting research
on human subjects as stated by the Medical Research Council of Canada and the

Canadian Nurses’ Association.

Approval for the study was received from the Ethical Review Committee of
the Faculty of Nursing at the University of Manitoba and by the study hospital’s

Research Impact Committee.



Prior to conducting the interviews informed consent was obtained from the
participants (Appendix C). Participation in the study was strictly voluntary and
informants were able to withdraw from the study at any time. Confidentiality was
maintained at all times and informants’ anonymity during the interviews was
assured through the use of a pseudonym chosen by the informant. Access to the
audiotapes of the interviews was restricted to the transcriptionist, my thesis chair,
and myself. Audiotapes and raw data have been kept in a secured area in my home
and will be retained for a period of 7 years. After this time period all evidence will
be shredded and discarded.

Potental risks to the informants related to issues of anonymity and re-
activation of a traumatic reaction through the re-telling of the event. Although
informants’ names have not been used and all key phrases and words have been
coded into themes, it is possible that the participants in the study may be identified
via the description of the traumatic events. This is particularly true, given the
unique circumstances of the event and the relatively small community of ICU
nurses within the City of Winnipeg. Attention was given to this risk and minimized
as much as possible.

Re-activation of a traumatic stress reaction in the informant was indeed a
real risk of participating in this study. During all interactions with informants I
monitored for signs and symptoms of a traumatic reaction. Informants were
reminded that psychological support services were available to them via the
employee assistance program at the hospital or via access to one of the mental

health professionals serving on the hospital CISM team. In addition, the fourth
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member of this thesis committee, Ms. Linda Newton, is a mental health professional
who has attained special credentials related to the provision of CISM interventions.
Ms. Newton offered her personal services to the participants, the researcher, and
thesis committee members, if in the course of the study any of these persons
required interventions for CIS.

There was also a risk that the person hired to transcribe the interviews may
have experienced a traumatic reaction during her interaction with the participants.
Acknowledging the possibility that the transcriber was a vulnerable person
(Gregory, Russell, and Phillips, 1997) several strategies were employed to prevent
the transcriber from being negatively impacted by her work. This included fully
explaining the purpose of the study and the nature of the subject material to the
transcriber prior to hiring her for the study. Upon transferring each tape to the
transcriber, a brief summary of the tape and its contents were provided to the
transcriber. After each tape was transcribed, the researcher and transcriber spent
time discussing the content with special attention given to the emotional impact on
the transcriber. One or two days after the tape was transcribed the researcher again
made contact with the transcriber to ensure she was not experiencing any signs of a
traumatic reaction.

Data Analysis

Ethnographic studies require an analysis unique to this mode of inquiry.
The data generated from an ethnographic study is voluminous and requires hours
upon hours of review. However, if the analysis is done comprehensively the results

can be rich in their description.
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Preliminary data analysis begins during the data collection stage. As
Germaine describes (1993, p.256) data collection and analysis are cyclical in nature
and thereby allows the researcher to share his or her interpretation of the meaning
of the phenomena under study with the participant population. This was true in
this study, as there were three additional questions that I added to the interview
guide based on the responses of the participants. For example, the first two
participants mentioned an aspect related to talking about the incident, which was
not a component of the interview guide. Therefore, in each subsequent interview I
included a question which asked the participant, “Some of the other participants
have shared with me that they found sharing their experience with their
partner/significant other to be limited in its effectiveness. This is because their
partner is not medically trained and therefore cannot truly understand what this
incident was like. Is this true for you?”

The stage-by-stage process of qualitative data analysis described by Burnard
(1991) was used as a guideline in this study. The audiotapes of all interviews were
transcribed verbatim. In the first step of the more comprehensive data analysis the
transcripts were read by the researcher in order to get an overall "feel" for the
material. The transcriptions were also compared to the audiotapes to verify the
accuracy of the transcription. This process was repeated several times until "a sense
of the whole" had been acquired. As the ethnographic analysis is iterative and
builds on ideas throughout the study, I came back to the raw data many times

throughout the analysis process (Fetterman, 1989).
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In the second step of data analysis more thorough content analysis began.
Significant words, phrases, or statements related to the CIS experience were
extracted from the transcripts. The extracted data was printed on summary sheets
and grouped according to the four major categories in Wilson’s interactional model
(1989).

The third step of data analysis involved the formulation of sub-categories
from the extracted key words and phrases. These categories were merged with the
major dimensions and sub-categories developed by Wilson (1989). In addition some
new categories were identified. The categories were reviewed repeatedly and in
relation to the context of the text. When necessary, the transcribed interviews were
referred back to for further clarification.

After the third step was completed further validation was obtained by
submitting samples of raw data, transcribed interviews, formulated codes of
meaning, and categories, to my thesis chair, Dr. Pat Farrell for her assessment and
agreement with my findings.

Final results of the study were integrated into a comprehensive narrative
description of the CIS experience in ICU nurses.

Reflexivity was incorporated into the data analysis process by examining my
own memories related to experiencing traumatic events while employed in an ICU.

Methodological Rigor

Reliability and Validity of Findings

Ethnographic researchers, like all other researchers, are concerned with

achieving reliable and valid findings. The scientific rigor of this study can be
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discussed according to truth value, applicability, consistency, and neutrality as
summarized by Sandelowski (1986), based on the work of Lincoln and Guba (1981).

Truth Value

Truth value refers to the credibility of the research (Sandelowski, 1986).
Credibility in this study was addressed by reading the transcripts in their entirety
and by comparing the transcripts with the audiotapes, word for word. Typical and
atypical examples of categories were derived whenever possible. Incorporating my
personal observations and reflections into the reporting of the data also attained
credibility. A further measure to ensure the credibility of this study was taken. A
summary of findings was mailed to each study participant (Appendix E).
Participants were asked to verify if they found the findings and case story to
accurately reflect their perceptions of the critical incident. Participants were asked
to respond to me if they felt any amendments were required. I did not hear from
any of the study participants.

Applicability

In qualitative research, applicability refers to fittingness. That is, how well
the study findings "fit" into other contexts or cultures (Sandelowski, 1986).
Fittingness was addressed by ensuring the categories and themes developed in the
content analysis were a reflective derivation of the data. The study will also have
achieved fittingness if the results reported have meaning for other nurses as they

reflect on their own experiences with critical incidents.
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Consistency

Consistency in qualitative research is equivalent to auditability. In turn,
auditability refers to being able to read a study and being able to follow the
sequence of events, from data collection to data analysis, as they logically occurred
(Sandelowski, 1986). Auditability in this study was achieved by writing a report
that described, explained, and justified how the researcher came to know, and

understand the world of the ICU nurse as they experienced a traumatic event.

Neutrality
Sandelowski (1986) describes neutrality in qualitative research as being

attained when truth value, auditability, and applicability are established. Therefore,
neutrality of the research findings was achieved in this study by ensuring the above-
described methods for assuring truth value, auditability, and consistency was
employed.
Summary

In this chapter the research design of this study was described. An
ethnographic research methodology was explained. Ethical considerations and data
analysis techniques were also presented.

The research design of this study scientifically supported a comprehensive
exploration of critical incident stress. This ethnographic approach created an

accurate portrait of traumatic events as they impact professional nurses.
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CHAPTER IV
FINDINGS
Introduction

The findings of this study are presented in this fourth chapter. The
participant population for the study is briefly described, followed by a detailed
description of the setting for the study. Findings of the study are then presented,
using Wilson'’s (1989) interactional model of traumatic stress reactions as a guiding
framework. Consistent with the ethnographic method used in this study, in depth
reporting of the findings are supported by quotations from the participants and this
helps to illuminate the findings of the study.

All names are fictitious in nature and are actual pseudonyms chosen by the
participants themselves. In order to further protect the anonymity of the
participants, certain aspects of the events or circumstances have been slightly
altered. In some of the discussion a participant number refers to informants and in
other sections they are referred to by their pseudonym. The names and numbers
have purposefully not been correlated with each other in order to further protect the
anonymity of the participants.

Analysis of the Participant Profile

A demographic profile was not formally collected for this participant
population. However, some general information can be provided about the
participant group and these are summarized in Table 6.

Of the nine participants in the study, eight were female and one was male.

The number of years employed in nursing by the participants ranged from 3 to 27
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years, with the mean years of service being 13. In terms of time spent working
specifically in ICU, the range was from 1.5 to 14.5 years with a mean of 8.8 years.
Participants had worked in the study Unit from 6 months to 13 years.

Findings in the literature regarding the nature and frequency of critical
incidents, were compared with the data from this study. Most of the participants
were similar in their reporting of the number of critical incidents experienced, with a
range of 1-3 events being recorded. One participant stated she had experienced 5-6
incidents in her career while one other nurse remarked she had encountered at least
2 incidents per year while being employed in an ICU setting, thus totaling 18
lifetime incidents. This number is much higher than the other participants reported.

The nature of the incidents are also documented. In this study, incidents
involving patient death, burns, moral distress, and human error were reported. The
duration and location of the traumatic event are also reported in Table 6. These data
were collated as the literature suggested these variables might be of significance
with regard to the overall experience of Critical Incident Stress (CIS). It should be
noted that the duration of the incident does not necessarily relate to the length of
time a participant experienced symptoms of CIS. For example, participant #4 went
on to develop acute PTSD in the first three months after the onset of the incident.
However, she was able to mobilize effective coping strategies for the remainder of
the time it took for the incident to be resolved.

The information, which pertained to the timing of the incident (season and
shift), was collected partly out of a personal curiosity and partly out of an

hypothesis mentioned in the literature. Appleton (1994) found that two thirds of the



incidents reported in her study occurred on the night shift. The season in which the
incident occurred was of interest to myself secondary to the type of unit under
study. The study unit receives many patients who have endured a traumatic injury.
I wondered if there would be evidence that some of the critical incidents were
seasonally related, with a higher incidence occurring during the busy summer
months.

In addition to the demographic information summarized above, I was
interested to determine if the participants in the study met the diagnostic criteria for
either PTR or PTSD, based on symptoms they reported at the time the event was
experienced and in the immediate aftermath of the incident. (Please Note: Atno
time did any of the participants indicate they were currently experiencing a
pathological response to the critical incident). In terms of PTR, the major defining

characteristics, as listed in the Handbook of Nursing Diagnosis (1997), were

matched to each of the participants. The findings are presented in Table 7. Only
one of the nine participants did not meet the criteria for PTR in the immediate
period surrounding the occurrence of the event. Similarly, the study group was
compared to the diagnostic criteria for PTSD, as defined in the DSM-IV (1994). In
order to meet the criteria for PTSD, the individual must have met all of the
following criteria: (a) exposure to an event outside the range of normal human
experience, (b) re-experiencing the event, (c) demonstrated at least two mechanisms
by which stimuli associated with the event are avoided, and (d) demonstrated at
least two symptoms indicative of increased arousal (please refer to Table 2). Three

of the participants met all of the requirements for PTSD in the period after the



Participant Sex Number of | Numberof | Number When Incident | Duration | Locationin Nature of # Critical
Number Years in Years of Years Occurred of Unit of Incident Incidents
Nursing Workingin | Working (Season/Shift) Incident Incident Experienced
ICU in this (including
ICU this
incident)
1 Female 16 13 10 Summer/Day 1day Small Side Extensive 1
Burn
Death
2 Female 10 7 7 Unknown/ All 3 months Unknown Moral 2
shifts Distress
Death
3 Female 27 1 11 Winter/Evening 11 Bed #9 Medication 3
months (Small Side) Error
Grievance
4 Female 16 13 13 Winter/Day 8 months | Bed #4 (Big Death 1
Side)
Moral
Distress
5 Male 3 1.5 6 months Winter/Day 3 days Bed #6 Death 3
(Isolation
cubicle)
6 Female 17 14.5 1 Christmas/Night 2days Bed #4 (Big Death 3
Side)
7 Female 12 8 10 months Winter/Day 1 day Small Side Extensive 3
Burn
Death
8 Female 1 9 3 Summaer/Day 7 days Bed #2and | Unexpected 18
#6 (Big Side Death
and Isolation
cubicle)

€L



Participant Sex Numberof | Numberof | Number When Incident | Duration | Location in Nature of # Critical
Number Years in Years of Years Occurred of Unit of Incident Incidents
Nursing Workingin | Working (Season/Shift) Incident Incident Experienced

ICU in this (including

ICU this
incident)
9 Female 5 2 2 Fall/Day 3 days Bed #4 (Big Death 5-6
Side)
Moral
Distress

Table 6. Profile of Study Participants.

vL



Participant Number

Major Criterion 1|2 ]|3|4|5|6]7
Flashbacks/ Intrusive thoughts v {7 v VI
Repetitive dreams/ rightmares
Excessive verbalization of the trauma v v |~ N

Survivor guilt or guilt about behavior required for survival

Painful emotion, self-blame, shame, or sadness v | v v | v v | v
Vulnerability or helplessness, arxdety, or panic v v v | v
Fear of repetition, death, loss of bodily control v v v v v v
Anger outburst/rage, startle reaction v v v v
Hyperalertness or hypervigilance v v v

Table 7. Diagnostic Criteria for Post Trauma Response in Study Participants.
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critical incident. Furthermore, participants #4 and #6 met the criteria for acute
PTSD, based on the fact that the symptoms lasted less than 3 months. Participant #1
met the criteria for chronic PTSD because her symptoms lasted longer than 3
months.

In summary, the participants in this study were a predominantly female
population who have been employed in IC1J nursing for approximately nine years
and the study ICU for approximately seven years. Incidents described by the
participants related to death of a patient, burns, and moral distress. All of the
participants experienced a critical incident and eight of the participants displayed
signs of PTR. Three of the participants met the diagnostic criteria for PTSD.

Description of the Study Unit

In keeping with the ethnographic methodology used in this study a detailed
description of the study unit is provided. Questions 4, 5, and 5B in the interview
guide asked the participants to describe what it is like to work in this ICU. Their
responses were analyzed and grouped into the following major categories: The
Setting, The People, A Typical Shift, A Good Shift, and A Lousy Shift. The myriad of
verbal illustrations paint a rich and vivid image of a place like no other.

The Setting

The Unit under study is an intensive care unit that specializes in the care of
the surgically and traumatically ill patient population. As such, the area is properly
termed a “surgical intensive care unit”. Those who are in association with the unit
secondary to their employment status refer to the unit as “SI”, thus differentiating it

from its sister unit, “M1”, the medical intensive care unit.
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As the automatic glass doors to SI slide open, the hiss of the hydraulic
operating system is liberated with the push and pull of these symbolic dividers. The
hiss is heard relentlessly and marks the incessant comings and goings in the Unit.

The doors are open 24 hours a day, the lights are always on. You can feel
“the pulse of the unit” (Sheila, p. 5, line 16) the minute you walk through the
entrance. You hear it in the sounds, you see it in the people, and you feel it in the
dynamism and tenseness that pervades the Unit. Itis a challenging place, totally
unpredictable, and the activity swirls about in a kind of “fast paced frenzy” (Elaine,
p. 5, lines 3-4). Sl is a busy place and the beds are always full to capacity. Emotions
“flip fast” (Elaine, p. 5, line 11) in order to keep abreast with the physical, mental,
and emotional challenges which await you every day, every shift, every hour, every
second. You don’t get bored working in SI. But neither do you do the good old-
fashioned things you used to do for patients.

Mary: I haven't cut anybody’s fingernails for a couple of years (laughing) (p.

8, line 25).

The Physical Environment

The Space
When you first come into SI you can tell right away that it has a bit of a funny

layout. It was not ever really designed properly, and if anything, is just some kind of
an add-on (Sheila, p. 5, lines 20-21).
Hailey: It’s like it was built before they realized, you know, people would
need dialysis, people would need, you know, all kinds of machines around

them and it’s not, definitely not ideally set-up (page 4, lines 9-11).
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The Unit is divided into two separate halves, a Small Side and a Big Side. Big Side
appears at first as though it were a big open space but on second glance it is apparent
that it is actually quite “horrible and cramped” (Hailey, p. 4, line 9).
Judy: So people are working in close quarters and lots of equipment around,
lots of things that kind of get in your way unless you keep tidying up all the
time, with chairs and tables migrating (page 5, lines 1-4).
Central pillars and cubicle curtains drawn tightly around the bedside, as though to
swaddle the patients in some form of privacy interfere with lines of vision. Then
again there is not much to see.
Bob: Physical environment,...ah grungy, dinghy, uninviting. No bright
lights, no soothing colors, no nice colors on the walls, everything is just kind
of a, almost like a sea of kind of gray monotone, the whites are not, you
know cheery, there is nothing cheerful...we just don’t seem to have anything
that perks it up (page 6, lines 15-25)
Each bedside is supposed to be a self-contained workspace, but the area is either
over-stocked or under-stocked, and somehow never quite right. To get anything you
need you have to walk a long way. As you search and scrounge for needed supplies,
you walk by the newly renovated isolation cube.
Sheila: ...and now we have the Isolation cube. Um, which is frustrating
because the doors don’t open quick enough should you need to get in there,
you have to wait for one to close before the other will come. It’s hot in there,
you know, despite all the millions of dollars they’ve spent - the ventilation

system is not working (page 5, line 26).
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But, the one good thing about being in the isolation cube, is that it is relatively quiet
in there.
The Noise
You hardly notice it any more. It just kind of seems “like a constant hum”
(Elaine, p. 6, line 9). After a while you just take it for granted because there is noise
from everything and anything. From the phones, from the people, from the visitors,
from the overhead paging system, from the radio, from the staff, and from the
alarms on the equipment.
Donna: We have our Marquette monitors for cardiac monitoring and they
have alarms, they have ventilators and they have alarms; we have different
types of ventilators and they have varying degrees of alarms, as in pitch
(page 9, lines 22-25).
Some days there is additional noise.
Hailey: I know, well, I mean sometimes, you know, Maintenance will be
working - I don’t know what's up on the 8t floor but sometimes
Maintenance will be working, like banging and banging and banging all day
and you're thinking ‘you know, I have this neuro patient that we're
supposed to be controlling the .C.P.’s on’, [ mean, you, you just have no
control over so many things...(page 4, lines 14-17).
On the whole, if it were not for those alarms, things would be so much quieter. And

if it were not for all the equipment, there would not be any alarms.
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Equipment

Cardiac monitors, ventilators, medication syringe pumps, chest tubes and
wall suction, gomcos, Kangaroo pumps, TPN pumps, air mattresses, and cooling
blankets. It is a sea of equipment and somewhere in the middle you can find a
patient resting on an island that is a bed, that is really just another piece of
equipment. Just when you think you have seen everything along comes something
new. The new piece of technology on the block in SI right now is CRRT, Continuous
Renal Replacement Therapy. So now you’re not only an ICU nurse, but also a
Dialysis nurse. It is kind of scary.

Hailey: So that, I mean, that CRRT, it adds a lot of stress, for me anyways.

We don’t see it often enough, so when we do, it is always on a very sick

patient...Which, thank God, I've never had to do, cause I don’t even...I

guess [ could do it from a bock but I wouldn't feel very safe (page 7, lines 19-

21 and page 8, lines 7-8).

But with the advent of all this super deluxe equipment, one questions if it really does
make any difference.

Mary: There is... more and more equipment, not that I think it's doing

anything more for the patient, personally, but there is more equipment...you

know, with all these new pieces of equipment, the potential for problems is

just expanding (page 36, lines 22-24).

Judy: And conversely, the stuff I've enjoyed the least is the times when

people are so sick and our technology doesn’t help them and we struggle

with that, when enough is too much and so on (page 2, lines 14-16).
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The People
Nursing Staff

There are a lot of nurses who work in SI. They wear lab coats and scrubs,
have a stethoscope around their neck and carry with them a little pouch which
carries their life tools - black pens and red pens, a pencil, calipers, and a pen-light.
You mostly notice the nurses in the Unit but depending on the time of day when you
visit you may find physicians, students, respiratory technicians, pharmacists,
nutritionists, chaplains, and technicians from diagnostic imaging. They are all there,
all with their own role and purpose.

It is the people who “make or break the environment” in SI (Sheila, page 6,
lines 20-21). “As soon as the doors open, you can tell what kind of day it is by the
look on people’s faces” (Sheila, page 5, lines 16-17). With so many staff around it is
inevitable that there will be a real variety of personalities. At times there is a
wonderful camaraderie among staff. At other times, when the nursing staff is asked
to do “more than is physically or mentally possible” (Pat, page 4, line 22), the
“personality traits come out” (Donna, page 11, line 25). As with most groups of
people, there are good ones and there are bad ones.

Good Groups

The Good Groups are the reason Donna likes to work (page 11, line 3). They
are a bunch who work hard, who work together, and who like to have a good time.

The Good Groups bring levity to tense situations and build cohesiveness with those

around them.
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Elaine: I find the people there (SI), for the most part, are really gung-ho. A
lot of academically inclined people, not a lot of slackers. Like people are
there -~ when they go there, they are there to work, they know their stuff...I

find that the people here are really into their nursing (page 4, lines 12-18).

Bad Groups
The nurses who fall into the Bad Group category are not necessarily unkind

folk, they are just people who over time, have become bitter and possibly burnt out.
They have lost their flexibility and their ability to see change as potentially beneficial.
Resistance and hard feelings are characteristic of this group. They are cliquey and
controlling. Their spirit can sometimes dominate the entire Unit.
Mary: ...there are some groups that I really don’t like, but I only work with
them once in a while. Well, (some) groups tend to be very uh, self contained
and anybody else is an outsider, so you don’t get the help and that sort of
thing...when [ come on and see a certain group, [ know what the night is
going to be like (page 6, lines 18-23 and page 7, lines 2-3).
There is a fear of becoming one of the Bad Group, of developing a hard side as a
means of protecting oneself.
Pat: ...I didn't want to see myself become aggressive...I don’t like to hurt
people’s feelings and I see that those people, some of it is they are victims to
the circumstances in some respects because they are actually protecting
themselves by being that way. Because they are asked on a daily basis...to
do more than probably is physically or mentally possible...But then it also

has a negative impact on the Unit as a whole because they scare a lot of
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people, especially the students and young people and I didn’t want to see
myself progress to that kind of negativity (page 4, lines 15-27).
The interesting thing about the Bad Group is that there really are not that many of
them. They just have a way of “nittering and knit-picking” (Bob, page 4, line 23)
about a lot of petty things and after a while it “gets on everyone’s nerves” (Bob, page
3, line 7).

Recruitment and Retention

The majority of the stress in the Unit can be directly attributed to a lack of
nursing human resources. An experienced knowledgeable ICU nurse is a valuable
commodity these days, especially during times of increased patient acuity and
occupancy.

Finding Staff

If some nurses in SI develop a sense of despondency, there is a good chance
it may be due to a staffing shortage. On a daily basis, sometimes more, there is a
round of phone calls made, asking people if they can come into work. Staff are
frequently “doubled”, assigned two critically ill patients to care for over the course of
their shift.

Sheila: And then with the staffing shortage that we are in, then it’s

scrambling and scrambling, and ['ve - you know, recently I have had the

pleasure of doing Charge and often, you're well, you take the patient cause

there is no one else that you can call.



The constant scrambling takes it toll on people and is both frustrating and
frightening (Elaine, page 4, lines 2-3). The best way to cope is to work as little as is
personally possible.

Work Status

Not very many nurses in SI want to work full time. The 12-hour shifts and
the nights are exhausting, especially when you run and run and run the whole time
you are at work. There is a general feeling that it is advantageous to work part-time
or casual in the Unit.

Elaine: ...being part-time I guess, I sort of look at it in a more positive (light)

- the stress, [ can cope with it, I can make it through a 12 hour hellish shift

knowing that I won’t be there for another four or five. I don’t think I can

keep the pace up all the time. Um, I don’t know how people do it full-time, I

guess you have different coping mechanisms...I don’t know if it's being

part-time and you go in there and you are not horribly exhausted going in

from work-related things - it's almost refreshing, so you go in there with a

fairly good attitude...(Elaine, page 5, lines 17-20 and page 6, lines 16-18).

Seniori

If you can’t change your work status however, another way to cope is to
simply get out, to leave the Unit. Sometimes you think the sliding doors should be
replaced with a revolving door, there are so many people coming and going. It's
hard to be the new nurse on the block and at first you are just another face because

nobody knows you. But pretty quickly you prove yourself and then the next thing
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you know, you end up being thought of as someone Senior, despite really being
Junior. And that can also be frightening.

Hailey: So, and that’s another thing is a lot of our senior staff are leaving so

you feel like you don’t sometimes have a lot of people to lean back on. Not

to double-check everything, but you know, it's nice to just say, you know,

‘this is the way I should be doing this right?” Sometimes you look around

and you think nobody is going to know anyway (page 8, lines 8-12).

Nursing Students

When you have a lot of staff leaving, then you are desperate for new staff to
come to work in the Unit. The biggest pool of new staff for the ICU has been the
graduates from the Intensive Care Nursing Course. Like everything else in health
care however, the structure of the course has changed over the recent years.
Enrollment has decreased. The length of the course is shorter, and most
significantly, the amount of time allotted for preceptorship in the clinical area has
been reduced. Staff who are assigned as preceptors are unable to provide the
students the one-on-one supervision they require, because they have their own
critically ill patient to care for.

Donna: The change in the acuity of the unit, the change in the program, the

way they structure the program - the theory, clinical and preceptorship

part...I think it is detrimental (page 7, lines 11-22).

Students from the course, now hired into the Unit are described by Pat as

being “young and stressed” (page 4, line 7).
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Pat: Some of them are young and stressed and you, know, going through the
learning process and have excellent potential...I see a certain group - the
new nurses. I just think when [ was a new nurse in that Unit, how calmer
the situation was for us than now. The precepting has diminished, the time
frame. Frequently you're supposed to be orienting and fall into a situation.
So, I think, for them when they are supposed to be in a learning situation, it
is even more stressful, so I think they have even a bigger challenge than I
did (page 5, lines 20-25).
Other Staff
Working from an interdisciplinary perspective, there are a lot of other health
care professionals who work in SI. The one discipline which has perhaps the most
influence on the nurse is the Attending Physician. The Attendings work on a
rotating schedule, changing over every week. Like the nursing staff, there are some
Attendings who are good to work with and some that are difficult to work with.
Sheila: So, we waited for the Attending to come...and I walked on glass and
approached him because there (are) two ways you can approach him and if
you approach him the wrong way, you know, there will be a huge
scene...(page 13, lines 8-10).
Sometimes the change in Attendings can be frustrating because the
Attending coming on duty changes the entire care plan from what it was under the
previous physician. This often creates a lot of confusion and discord among staff, let

alone for the patient and family.
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The Patients

The Assignment Board
When you first come into SI, on the right-hand side of the wall, is a big

Patient Assignment Board. The board has listed on it all the names of the patients,
their bed number, and the nurse who is caring for them. The board is partly an
organizational tool, a map to the Unit. A tracker of all the comings and goings.

Mary: The first thing you do is look at the board, see how many names, how

many patients are there and that gives you a good idea of how things are

(Mary, page 8, lines 4-6).

Hailey: It's good (the board). The first thing you do when you walk by,

when you come in - whether it’s to see if that annoying patient you had for

the last three days is gone or who's come back from the ward...(page 20,

lines 4-8).

The board is much more than an organizational tool however. Itis also a
symbol of recovery, it is a symbol of death, and it is a symbol of forewarning.

Pat I will say that anytime, and I think this is probably not just me, but
anytime you see on the assignment board that you are looking after a extremely
large burn, your heart drops quite a bit (page 10, lines 17-19).

Acuity

If you ask any nurse in SI about the patient acuity in the Unit, they will tell
you that it has increased dramatically since the time they began working there.

Elaine: ...like I remember first working there and they got a lot of carotids, it

was a much more, um slack ICU, much more slower paced - acuity was much lower,
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it’s very different now. [ mean, to consider that we don’t even get the hearts for the
most part unless they are real sick hearts...(page 5, lines 13-16).

What does go to Sl is a lot of other really acute stuff: the high risk surgical
patient, angioplasties which have gone wrong, neurosurgical patients, traumas,
burns, organ donors, and transplant recipients, to name a few. Most of the patients
are unconscious, perhaps a blessing in disguise considering they suffer more than
they have to at times (Jane, page 2, lines 8-9).

Youthfulness

Nobody seems to know what the average patient age is in SI but it is
probably greater than you think. It is just that everyone remembers the young
patients, mostly young traumas. Their cases are tragic, often the outcome grim.
Indeed the final consequence is often not any different for a youthful patient as it is
for an elderly patient. The difference however, is that at one end of the spectrum you
see people dying who are in the prime of their life and at the other end of the
spectrum you see people dying who have lived long good lives.

Elaine: (crying) ...the one thing that’s left me, um partly with...is...me

having (a) little more of a desire to get out (of) the unit. Um, I don’t know if

you get away from thinking about things. You see a young person come in
and it’s a younger person, I don’t even look at the older people as my
parents, like that seems to me a more natural - if it's a medical problem - it’s
when you see a young person and they are snuffed out, and there is just no

guarantees (page 25, lines 5-10).
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Patient Throughput

The activity in SI is one of those Catch-22 situations. On one hand the
constant change in patient population is thrilling and energizing, it keeps you on
your toes, you hardly ever get two shifts just the same. On the other hand
sometimes things move too fast.

Elaine: ...it's been more of a frenzy often - because there is a lot of patients

in, patients out, there is not enough beds to get the patients down into. Like

there always - it is, it is very stressful, um, the ward nurses are stressed -
you are trying to get patients down there and they don’t have the beds but
you have to get them there because somebody else is coming in, uh, a bed
hardly gets cold form somebody either passing on or being transferred and
you are getting somebody else in there, like you are flipping very

quickly...(page 5, lines 5-10).

The activity at the best is totally unpredictable and it seems as though there are never
enough beds. Someone always wants a bed...Emergency, the O.R., P.A.R.R,, the
“bounce-back” patients form the wards (Hailey, page 3, line 5)...there’s always
somebody knocking on the sliding doors, waiting to get in.

Sheila: Our census can change dramatically...Ah, one big trauma, one big

trauma, one big burn and we shuffle patients in/out and everywhere and

quickly try and accommodate whatever needs to be done. Ah, then there is
also the big surgeries that require ICU that don’t consult us and they show

up on our doorstep in our last empty bed...and then every time you hear a

code on the ward, we just kind of cringe because we know that, although we
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are not the ‘99’ Unit, it it's a surgical floor that’s calling the code, then
ultimately we'll get the patient (page 4, lines 5-11 and page 5, lines 1-3).

The Families

The SI nurses view the families as being an extension of the patient. They
are cared for with sympathy and empathy and tenderness. Caring for the family is
often rewarding because it is obvious there is not a lot that can be done for the
patient, so you have to shift the care now from the patient to the family. It is hard to
watch their pain and often you feel helpless as you sustain them in their grief.

Hailey: It’s, it’s a lot of stress to go through something like that and watch

parents that are grieving for their children when you know like, you know,

they shouldn’t be doing this. The parents should be gone before the children

(page 4, lines 2-4).

Working

A Typical Shift

It is really hard to say what a typical shift in SI is like because there really is
no typical shift. Granted some shifts are similar in terms of the routine, but in terms
of the circumstances, there is much unpredictability.

Hailey: You can’t be thinking “oh, I just have this patient and I'll just look

after him all day’ and then, boom, boom, boom, like within an hour there

(are) two or three admissions (page 6, lines 2-4).

So, in terms of a typical routine, well it really begins the moment you get in

the car to drive to work and park the car.
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Sheila: I guess the thing about the typical shift is when you walk in from the
parkade to the hospital you wonder ‘OK, am I going to be doubled or am I
going to be in Isolation today’ - that’s the first thing that happens (page 7,
lines1-3).

And the rest of a shift kind of looks like this:

Jane: Get report for about 20 minutes from the preceding shift and do patient
assessments, you know check your cubicle and make sure everything is OK,
that you have everything that you need in case of emergency, and check
your alarm limits um, check over all your lines, see what you have, and
check the patient over head to toe, do a complete assessment on them, so
you know what's going on. If you get a chance look at their blood work and
then grab a coffee in there somewhere, depending on what break you’re on
and the Rounds start at about 9:00 and they run to about sometimes 11:30,
12:00, depending who is on and how the patients are like in the unit. So you
do rounds with the doctors and um, present your patient, talk about your
patient, decide what the plan is and sometimes there is things to do from
that, changes in their care, things you have to give, you can also have tests at
any time during the day, depending on, you know, on the patient and
what's booked. Grab lunch somewhere along there. We do usually get our
breaks - there sometimes not that long but usually get them. And then the
afternoon is just spent doing things that need to be done: turning patients,
cleaning them if they need it, giving medications, um doing blood work if

they need it, running blood, whatever kind of stuff and then supper time, we
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all go for supper, try and come back and finish up what we need to

do...Leave at around 8:00 p.m. at night, after report (page 6, lines 6-27).

There are some variations from Jane’s description. Some shifts are 8 or even
4 hours in length. Sometimes you spend a lot more time traveling to and from the
Unit with your patient and all their equipment and anyone else who wants to tag
along to help. And sometimes you spend a lot of time getting ready for something
else which might come through those doors, just in case.

A Good Shift

The hallmark of a good shift is that for once everything kind of just synchs
with each other. There is some semblance of predictability and control. You have
one patient to look after. The family of the patient is extra special. The staff you are
working with all pull together and really support each other. The auxiliary staff on
duty is competent in their role and hard working. The Attending on duty is a
reasonable fellow. It all works, the plan is there, the goals are clear, there are few
glitches. Itis a good day.

A Bad Shift

A bad shift is characterized by some or all of the attributes of a good shift
missing. There are unexpected interruptions in care, your patient assignment
changes several times over the course of a shift, the family is demanding and
unreasonable, the nitpickers are working and their frustrations are clearly made
known, the Unit Assistant and Unit Clerk on duty are both from the Float Pool, the
Attending Physician seems preoccupied with other matters. Nothing seems to jive.

Itis a long day. Itis a lousy day.
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Summary

A detailed descriptive portrayal of the study unit has been created. In order
to fully appreciate and understand the work world of the ICU nurse a
comprehensive description was required. A context for the study milieu has been
constructed and as such the lived world of the ICU nurse is now described.

One of the hallmarks of this Unit is the constant speed of patient activity and
the incessant change in patient mix. Based on the description provided by the
participants, there is very little “down” time. That is, time where the occupancy rate
decreases and time can be spent away from the bedside, attending educational
sessions, etc.

The participants allude to the cumulative effects of the activity on the staff.
Many of the staff no longer wishes to work full-time and working part-time or
casual is seen as an option required to maintain a career in this [CU. Constant staff
turnover results in an imbalance between senior and junior nursing staff who is
employed in the Unit. A lack of mentorrship and role modeling between staff
members is evident. Preceptorship of students in the intensive care nursing course
is difficult because of the patient activity in the Unit. Nursing staffs indicate they
find it difficult to precept students when they have more than one patient or when
the multitude of interventions that one patient requires, exceeds the ability to pause
from care in order to dissect and analyze the pathophysiology of illness and
associated interventions.

The most important finding from the description of the study Unit by the

participants is the staging for the potential for a high volume of critical events to
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occur. Advanced patient acuity, fatigued staff, a youthful trauma-oriented patient
population, and a high incidence of staff turnover create an environment conducive

to traumatic events.
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Case Stories

The previous section described the milieu and the inhabitants of SI.
Flavored into the complexity of this environment are circumstances of an extreme
nature. The nature of the traumatic event and the circumstances around the
incidents’ unfolding have a profound and moving impact. The following case
stories depict the lives of nine nurses during a most extraordinary time in their
professional and personal life.

Readers of this portion of the thesis are advised to proceed with some caution and
care. The descriptions provided by the participants are vivid and moving. The potential for
re-experiencing of the reader’s personal encounter with a critical incident is present.
Readers are asked to reflect on personal coping strategies and to utilize these after reading
the case stories. Those who encounter a re-living of their prior experiences for more than a
few days after reading these case stories are asked to seek the assistance of a CISM program

in their health-care facility or the assistance of their employee assistance program.
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Pat’s Story: “The Summer of Trauma”

Pat sat on the couch stroking her dog repeatedly. Her actions not only
calmed the canine’s tension, but also eased her own tension. Her shoulders relaxed,
she stared out into the room and she began to reflect on the Summer of "95.

I think all of us who worked there, described that summer as being an

extremely difficult summer. There was an awful, awful lot of young people,

trauma, and this burn. Never was it so gray as...in that 6-8 month period.

Pat highly valued caring for the patient as a whole person. She saw as her
role advocating on the patient’s behalf when necessary, and enjoyed seeing the
patient get well.

The incident occurred almost three years ago, yet the memories of that long
Saturday came vividly. She could still hear the Scottish brogue of the patient’s
parents. She could easily see the bed and cubicle where she cared for the patient.

She was a little thing and she was just charred and her face was completely

burned... And the facial disfigurement, like, you know, her whole head was

scarred, no hair, no face...I remember...her tight little face.

Pat wept openly as she recalled the shift she cared for this diminutive,
helpless patient, a victim of “a damn, damn, stupid accident”. Her heart sank when
she came to work that day and saw on the assignment board she had been tasked to
care for a burn patient. She immediately felt a wave of anxiety move throughout
her body, the wave which always came when she knew she had to care for a burn
patient. Pat did not want to go behind those curtains,

I remember not wanting to go behind those curtains and do that job and

knowing I had (to) and just feeling so alone and like there is nobody here but

you...I felt... totally not wanting to do what I had to do, knowing that I had
to do it.
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It was a difficult day. Pat’s attempt to approach this patient’s care in an
impartial manner was immediately opposed by the photograph of the patient by the
bedside.

I could see that it was right to have that there for the family but sometimes

in nursing you need to objectify your patient to survive the situation and a

burn dressing is one of those times, unfortunately. And, it just made it hard
to do that.

She listened with difficulty to the parents speak optimistically about their

daughter’s eventual return home. The parents
...had an ongoing need to describe and discuss the young girl in depth and
they were almost trying to convince us we should save her because I think
they sensed, verbally and non-verbally from some of the staff, the reticence
to continue and they were almost trying to convince us. And, you know,
think of the sadness of a Mom and Dad trying to convince people that their
child is worthwhile...that no matter what she would be like, they loved her
and they wanted her.

So Pat was forced to play along with their game of disbelief because that is what

they demanded she do. She did an extensive burn dressing for the first time by

herself, her only assistant having to abandon the bedside when a piece of the

patient’s ear fell off during the bath. She watched the patient’s father sit at the
bedside throughout the day.
Her toes were pink, that was the only part that was pink and her Dad would
come in and hold her toes and say, “just make her well’ and that was the
day. I remember having a real good cry behind curtains and my colleagues
saw me with tears in my eyes throughout the day and I just felt a lot of pain.

Pat was “awash in pain” when she returned home that night. She isolated

herself from her family, needing to be alone.
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I felt very, very sad after that...I just remember feeling very quiet and very,
very, sad...I cried when [ came in and told my husband part of what
happened, but not the whole thing and I know I had problems sleeping.

Pat could not escape from the sadness that permeated her being. Her sleep
remained interrupted for many months. Athome, she was unable to escape from
this event,

I would be sitting in my living room or whatever and smell Flamazine in my
nose and that would remind me of her...

At work, she became vigilant and maternalistic of others who had to care for this
patient, and always ensured the nurses were not alone during their care. Several
months later the patient passed away and Pat attended the funeral, an attempt to
bring closure to this incident. It was a mistake. Her wound was re-opened.

I don’t know why [ was compelled to go. I don’t think it was a good idea,
now. ButI know I felt sorry for that family that we couldn’t have done more
for the whole situation...and I just remember crying. And when I cry, itis
not a gentle cry...It brought everything back and made it worse forme a t
home afterwards. It felt like my loss. Didn’t feel like I was going there to
support anybody else, which I thought I was...going there to show her
family, you know, to be with the group of people from work because she
had become part of us...I wasn’t able to be a support to anybody else, [ was
too caught up in my own feelings.

As Pat said, things got worse at home again.

...never was I so affected at home about what happened at work. Never did
I see that person, at home, when I was trying to sleep. Never did I feel so
hurt when someone died...Just feeling grumpy about going to work and the
crying again and I think that lasted about a year, really, yeah. Sitting down
and sometimes just, [ felt awash in that experience again, the smell of the
Flamazine and my own pain, my own sadness...I remember feeling sad, I
remember him (husband) walking by the bathroom door and I would be
crying. [ mean, I never did this before, blowing my hair dry and crying,
putting my make-up on and crying and I felt ‘Like for God’s sake, you are
feeling sorry for yourself, stop it’, but I couldn’t stop it.



Pat could not get the patient's name out of her head. She kept seeing a charred
body and the tight little face. In the mirror in the bathroom, as she prepared herself
for work, she saw a nurse at the bedside, alone, with a tiny burned girl. She could
not stop the memories, and she could not stop the crying.

Pat tried to put the incident behind her. She immersed herself in “happier
things in life” and eventually the good days became more and more frequent. . One
night she wrote a poem about her thoughts and feelings. But her life, all in all, was
not the same. Pat asked not to work with burn patients when she was at work.
Anxiety and anger dominated her spirit, along with negativity and pessimism.
Eventually she reduced her EFT in the ICU and began working in other less acute
areas in order to achieve a balance in her work life and “take a little break”

Pat learned much about herself during that summer. She learned that she
was not as tough as she thought she was. She learned that she would not want
anyone to go through what she had to. She realized that she could face adversity
and succeed in dealing with it. And she feels that the incident made her look at her
career plans and the impact her work has on herself and others. She sleeps better
now and no longer cries as she prepares herself for work. When she reads her
poem now it doesn’t have the same perspective that it did at that other time in her

life. Yet, she will never, ever, forget the trauma of the summer of 1995.
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Donna’s Story: “The Care Plan”

Donna was enthusiastic as she spoke about her work. Her eyes gleamed as
she described the thrill of the intellectual challenges that are part of her nursing
career. Organizing and coordinating the patient along a path of well-intentioned care
is of utmost importance to Donna and she prides herself in her ability to implement
the services that meet the priority needs of her patients. One of the aspects she
enjoys most about her nursing career is “just taking care of patients and seeing...
them progress to better health... or dying with dignity”. Donna was always trying
to think of the patient’s wishes when planning care,

...you learn in nursing that everyone is an individual and to keep that

in...mind, no matter how many standards, protocols, policies, and care

plans, you still have to structure it to the individual person or family...
Synchronicity of care, among all disciplines was very important to Donna. In her
words, “we should all be going for the same goal”. How in opposition it was for her,
then, to provide care to a patient for whom the medical and nursing care plan was
vague and constantly changing.

The patient was a gentleman brought to the Unit with many complications
post-operatively, the most significant was failure to wean from the ventilator. The
overall prognosis for this man was poor secondary to a diagnosis of cancer. Donna
described the moral-ethical situation she was experiencing,

...I would be struggling with ‘well, which way are we heading with this

patient?’...Which way were we heading as the medical team? (The) process

was over several months...The...issue with him is that, ‘what is his
prognosis’ kind of a thing, in terms of his long term (plan) and where do we

want to go?...there was a lot of conflict...Then there would be different
opinions...the big question was what's the prognosis, but then, what does
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the patient want?...I guess it was an issue of quality of life...I was involved
more in the scuffling of what we were going to do, what should we do?...it
was just very confusing...The medical scuffling was a dilemma. There were
opposing views of which way we should be dealing with this patient’s care
in terms of how to wean...There was a plan for a day, sometimes. There was
a plan for a week, sometimes. ButI could never feel the overall
plan...everyone had their own game plan about it. No doubt that everyone
is trying their best but sometimes was it in their own interests or was it in
the patient’s best interest? Sometimes the two shall meet, sometimes not.

The care for this gentleman was further complicated by an aggressive, and at
times abusive family member.

...he (son) kind of rubbed...people, nursing staff, the wrong way kind of
thing, in his abruptness I guess. Now, he was trying to be
his...advocate...we tried to understand that, but sometimes it was just his
manner that was just, you know, in our caring role we are trying to do
things and yet patient and family, see you as just as not caring...That’s the
family scuffling...where there would be a conflict in what we think is best for
the patient...and what the family thinks is (best).

During the time Donna cared for this patient she learned her neighbor was a
family friend.

...the other relationship I had with this family is a neighbor of mine was
friends with them....So, I did have this connection...You know sometimes
when you have any kind of patient, that there is some kind of a, something
that twigs...I guess...it was different.

Other patient circumstances influenced the care Donna was able to provide
for this patient.

...mentally you are trying to plan, prepare, think about what way you can
comfort, provide comfort measures in whichever manner to a less acute
patient, but in order to provide these comfort measures you physically have
to be there but then you will be pulled to help as the second nurse in another
area...You're not there, and I didn’t feel that I had the time to just sit down
and myself talk to the patient, you know, ‘you’re telling this, you really want
to stay on a ventilator?’, I mean, that kind of a conversation...it didn’t make
me feel very good.
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For the most part, Donna’s personal life was not impacted by this event,
although she admits that her concentration was impaired to some degree and she
had a tendency to be unable to complete scholastic assignments. At home, when she
saw the neighbor in the yard, this would cause Donna to be reminded of something
related to the event and she would wonder how things were going along with the
patient’s family. Mentally, she analyzed and reflected on the situation, but for the
most part she did this when she was at work.

I guess the problem I had was did we, as the medical team, show them that

we really did care?...I just wanted to make sure that they (understood) that

we really (were) trying to be (their) advocate.

Donna was able to describe the emotional impact of the incident on herself.
...emotionally, I don’t know, you feel like a lump, kind of, not apathetic, it's
like... partially unfocused, but just sad, very sad that it shouldn’t be. It’s just
an empty feeling, um, almost depressed. Depressed that, you know, if you
had the resources or if you, yourself, could change something that you could
do something about it, the next time, there is always the next time...
Donna’s analytical skills and thirst for knowledge guided her as she

recovered from this incident. She attended rounds on ethical decision making and

worked with other disciplines to better understand the motivations of the abusive
family member. Most useful to Donna, however, was the support she gained from
her colleagues. When discussing her coping mechanisms Donna said,

...well the best one for me is breakfast after night shift with (my) co-

workers...so it's your co-workers, number one, sort of venting with them.

Because my spouse does not have the understanding and they do...they

reflect if they have taken care of him, how their interactions were with him

or his family. Sometimes they supported what I said...Sometimes they’ll
bring a refreshing something I didn’t think about.
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Donna’s reflection about the incident reinforced for herself the values she
held as a nurse. The situation reiterated to her that the patient should always be at
the forefront of the care plan, and when this is sacrificed, disjointed care takes place,

as well as moral-ethical distress.
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Mary’s Story: “The Broken Patient”

Mary had worked in acute care facilities for more than 30 years, 27 of them
as a Registered Nurse. In Mary’s words she has “a lot of background and a lot of
common sense”. She is frank about her longevity,

['ve gotten old and arthritic...I support...my co-workers because you see,
they are coming into it and [ am leaving.

Mary feels she is reliable, doesn’t shirk responsibility, and is a good problem-solver.
Mary is astute at work and constantly scanning her environment. She likes to be
“aware of everything”. Mary doesn’t like the radio that some staff play at night,
because it interferes with her ability to hear the monitors. Her focus is at all times
on the patient.

Mary loves her work as a nurse.

...there is nothing else I want to do and I know that because after these

things happened, I did go and was looking for something else. [ went to

Red Rives, to the career counseling...And then I thought after, I don’t really

want to do anything else. So I have explored other things, but I don’t want

to do anything else. I enjoy where I work and I enjoy going to work and I

like what I do.

Mary is an intriguing woman. She successfully blends a frank truthfulness
with a sharp sense of humor to create a tender caring person. Yet beneath this
candor lies an angry and resentful woman.

I'm very distrustful of everything. Doesn’t always show and I'm not always

aware of it...Now, don't forget, I'm an old nurse. Do what you're told and

all that sort of stuff and (the) hospital will protect you and that sort of stuff.

You just got to follow hospital rules and we’ll look after you. Well, when the
time came, that’s not how it worked.

Mary’s “time” was the day she made a medication error, a mistake.
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The problem was one of the sage pumps...My error was, on the sage pump,
on dialing down, the machine didn’t come down, it didn’t. So instead of
having the pump going at 2.5, I had it going at 72.5, but [ didn’t know that. I
thought it was just fine...I don’t know which was more critical, the incident,
the drug error, or the aftermath with getting suspended and going to the
Union and fighting and that sort of stuff. So I don’t know which is more
critical, you see. This happened in November, I was just looking at papers,
and went through to the following October.

The days after the mistake were hard for Mary.

...people were away at Christmas and the Supervisor left town to visit
relatives for a couple of weeks, didn’t deal with it until she came back. But
meanwhile, I spent every day waiting for the mail or wondering perhaps
this would come registered mail. I spent every day waiting...it was nerve
racking...it ruined Christmas.

Mary wept as she recalled the events of the day.

Everybody had left, they had gone to supper and I was alone...(I) went over
to the other patient and was over there when I looked back, and I thought,
there is something wrong over here...nothing specific yet, but something not
right and I didn’t know_what so I called, well there was nobody there, so |
went down and called for somebody...Finally (I) went and got my foot stool
which somebody had put away, and got up on the foot stool and looked at
the pumps and saw that it was the Insulin going. And you know what, as
soon as I said that, I thought I damaged this patient, I'm not allowed to
touch him anymore. Ishut it off and all that stuff but I thought I had
damaged him. [ never thought about what I should do, all I thought was
I'm not allowed to touch him anymore...I wasn’t entitled to. Because I had
broken him and when you break something, you are not allowed to play
with it anymore...I guess I thought I should be locked up.

Humiliation and hostility captured Mary during the immediate period after
the error occurred. Through her tears she spoke.

...The Attending was at some Christmas party and the Charge Nurse
phoned him directly at the Christmas party. I was so embarrassed about
that. It's bad enough making a mistake but having your Attending phoned
at the Christmas party... When the pharmacist brought out the dextrose and
anyway, I was just embarrassed and I felt people were staring at me and
wanted to make comments but they were too polite. Except the Charge
Nurse wasn't polite, she told me that she would never do such a thing, she
wasn't that stupid. I think I’'m starting to hate (her).
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When Mary arrived home she sat in a state of shock thinking she “could
have killed somebody”. She was thankful she did not have to go to work the next
day because if she had been scheduled to work, she would not have attended. The
reason was simple, she didn’t trust herself. By the time Mary went to bed that
night, however, her soul felt lighter somehow, for she had developed a plan of
action for herself. She wanted to share her mistake with others.

...I decided my plan of action was to own up to all of this, (to)

educate...because if I had made a mistake, somebody else could also and I

thought people should be just forewarned...I started talking to whoever was

around.
Mary’s employer, however, had different intentions related to the incident.

...they said they wanted to speak to me the next morning. So, I had sort of

felt bad and responsible and everything but I was coming to terms with it

until I got taken into that office and as I say, they knew what it was about,
like a lamb going to slaughter here, to be told you are going to get
suspended, but not yet, we'll let you know when.

The eleven months after the medication error passed slowly for Mary. Her
artwork proved to be a wonderful outlet for some of her anxiety and “(was) the
biggest escape there is”. And then suddenly, in a minute all the resentment she felt
would come flooding back. Today at work, she still cannot analyze laboratory
findings related to glucose imbalances. And she still has problems with the pumps.

Remember they (the pumps) used to be all at the end of the bed, now we've

got them pole mounted so you can see them, but...there’s always the

possibility of someone walking by and hitting it, you know...If I was going
to lunch I would rush right back or I would phone back and say ‘can you go
and look at my pump’.

There are times when Mary still has a hard time believing the error occurred.

She had only made one other drug error in her lifetime.



107

Ah, I'll never forget it...I mean, I knew that piece of equipment backwards
compared to other people. Yet, I'm the one who screwed up.

Mary’ self-doubt will not go away. She still loves her work but she no longer trusts
others, including herself. “I do at the time, but then I'll go home...I wonder, I'll go

home and wonder”. Wonder if she has perhaps broken any other patients.
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Judy’s Story: “The Almost Accusation”

Judy closed her eyes and paused during the interview. She looked tired as
she recounted her story about the ‘almost’ accusation, some five years ago.

This is draining talking about all this again. I'm pushing back my feelings
because I don’t want to burst into tears right now. It was pretty intense.

She knew she would never be able to totally put the incident behind her. It
still bothered her that it had all even happened. The entire incident was such an
“entire waste of energy because we didn’t do anything wrong.” Time was unable to
dim the remembrance of a potential allegation of contributing to a patient’s death.
She remembered clearly the words spoken by the hospital administrator,

“I don’t want to alarm you here but, the worst case scenario here is that you

girls will be charged with murder.”

[t was a death that indeed was anything but wrongful. On the contrary,

Judy was satisfied with the level of care she provided to this patient and his family.
Despite a very busy shift with multiple new admissions, all unstable and very
critically ill, Judy had maintained a level of service and devotion to this patient that
left her feeling contented with the end of life therapy she provided.

This gentleman was declared all but brain dead. He was not a candidate for

neurosurgery. and there was no prognosis for him whatsoever. They

decided to discontinue treatment on him...we decided because there was a

lot of family in, particularly, a young child, to make him look more

comfortable, we extubated him, at which point his breathing, even with an
airway in place and so on, he started to do a lot of groaning. We gave him
sedation to attempt to make him...more comfortable...We were giving

significant doses and at times he would seem more settled and then he
would seem to be in more pain again and the family was pleading with us to
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give him enough, ‘please don’t let him suffer, don’t let him suffer’
and...around 2:30 or 4:30 in the morning... he had a terminal event in his
brain, and he passed away.... The family had been estranged from him for a
number of years so there was lots of layers of feelings and guilt and so on
and we did our absolute utmost to spend (time) talking with them...I gave
him excellent care and I knew I gave him excellent care, we all did...we were
just absolutely intent on doing a really good job for these people.

And so, it was with tremendous disbelief that Judy attended a meeting,
some eight months later, during which time she learned that she and two colleagues
were being investigated for murdering this patient.

Eight months later when I had just come home from the hospital, the day
before, with a brand new baby, the Head Nurse called to say that the police
were investigating this case and that they were looking for our names and
addresses and phone numbers...I honestly had to think back in my mind as
to which one was this...I think she called me on a Friday, yeah, my baby was
born on a Wednesday, I came home from hospital on Thursday, and she
called me on Friday and there was a meeting on Monday...I would say,
that's when it became a critical incident because we realized what happened
was the defense lawyer for the person who had beaten this man to a pulp
had looked at the autopsy results and had seen that he had a very high level
of morphine in his system and basically said ‘my client didn’t kill this
patient, the nurses did’.

Judy was animated as she described her immediate physical and emotional

responses to the accusation,

I remember feeling, in the meeting, starting to panic, I remember feeling
very hot, I remember feeling, getting very red in the face and just scared. I
remember picturing myself being in jail and never seeing my children grow
up, I mean your imagination starts to run wild on you. I remember feeling
incredulous and at other times I remember feeling terrible for the other two
nurses because...I was the nurse ...who had given the stuff and I'm thinking
what have I dragged these people into? I mean your mind races around. I
was absolutely exhausted (at home). I remember bursting into tears and this
whole roller coaster of disbelief at the whole thing and at times, ‘nothing will
come out of this’, to, ‘this is terrible, when are the police going to show up at
the door?’, I mean you just don’t know what to expect.
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The next two months were occupied by making a statement of claim with the
Canadian Nurses’ Protective Society, and by frequent trips to her lawyer’s office.
Judy displayed symptoms of having a traumatic stress reaction immediately.

I mean, I couldn’t stop thinking about it, I couldn’t sleep, in between feeding
my baby, I just wouldn’t go to sleep. I would feel myself lying in bed with
my thoughts racing and my face flushed and just tossing and turning and
worried and I mean, too worried or too scared to even cry or be able to deal
with emotions at all. I remember feeling very, very, short-tempered with my
2-% year old, and after a long winter, we were just getting into Spring, but
being cooped up in the house, and whatever. I remember feeling trapped, I
felt like a trapped animal in some ways...I don’t think, [ basically wasn't
coping other than just doing my normal day-to-day stuff that had to be
done, like cooking meals, cleaning house and doing laundry and
whatever...I basically just went through the motions.

For eight weeks Judy fought desperately to retain control of her life.
Eventually the trauma of the accusation pervaded her life too much...

I could never really get away from any of it...and I remember thinking “I'm

going to lose it, I'm just going to lose it...it felt just out of control, I thought I

was losing my sanity... I thought, it can’t hurt to talk to somebody.

The trial date was postponed for several months and while this prolonged
the incident for Judy, it also gave her an opportunity to mobilize available resources
and begin to fight back. She saw a counselor. She prayed. And she consciously put
away any thoughts or feelings related to the incident. .

...just to be able to function on a day-to-day basis, you just couldn’t obsess

and think about it all the time. [ had to be very strict with myself at times

and say, ‘put this out of your mind, you can’t do anything about it right
now’, particularly at night time when my mind would start to wander when

I couldn’t get back to sleep that I had to say ‘no, we are not thinking about
this right now, you are absolutely not”.
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As the trial approached Judy grew nervous, mostly about the proceedings
and attending court. She was fearful of the questions the lawyer would ask of her
and suspicious they would twist her words, make it seem like she had done
something wrong. But things took a new and unusual twist. A plea bargain was
reached and the accused received a charge of aggravated assault rather than
manslaughter. There was no trial. The incident should have been over.

But in the process, the Crown Prosecutor spoke with me on the phone
and...she stated to me that ‘we haven’t decided but we may press further
charges in this case’. So after we had submitted evidence as witnesses for
the Crown, it was almost like the tables were suddenly being turned on us
and we were told that we were suddenly about to become the accused in this
case. At which point, I phoned my lawyer and told him what she had said
and while he had been very confident prior to that, I could tell that he was
realizing that there was something very serious going on here.

Eventually, a meeting was held with the Crown and the physician
intensivists and current literature and practice on end of life therapy was reviewed.
No one has heard anything since. But the pain is still fresh for Judy, the memories
vivid. News of issues related to end of life therapy rekindles her anguish.

The Nancy Morrison thing...in Halifax...I remember exactly where [ was in
my car and I pulled the car to the side of the road and just listened to the
radio...and I remember feeling, like my heart was starting to pound and my
face was getting flushed and...I was kind of relieved that it was going to be
an entirely different scenario to ours, because I just pictured, ‘oh great, they
have had this investigation in Halifax and suddenly they are going to come
here’, and I mean, start unearthing other situations that have occurred here.
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Time and wisdom have helped ease the agony, for the most part. Judy can reflect

positively about the incident now, even after an “almost accusation” of murder.

...I mean this was probably one of the most stressful events in my life and
we got through it and some good things came from it...I've probably
learned, I've probably learned that you can survive just about anything.
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Bob’s Story: “The Family”

Despite the relatively short time Bob had worked in the ICU he was mature
and thoughtful about his practice. He was also still very excited about his new role
as ICU nurse. He was motivated, hard-working, and eager to learn and grow, to
expand his technical and theoretical knowledge.

Bob had already experienced two other critical incidents in his short ICU
career, but this event was different somehow, more subtle in some ways but lasted
for what seemed like a long time. And it was really more about the family than the

brain dead patient he was caring for.

...we knew that things were getting really nasty, really fast...and the family
was (in) a little of the denial stage...First of all, they were angry as hell...they
considered us negligent...They (doctors) couldn’t get through to them. The
first day already, they were told that this person is brain dead and it took
three days before it got to the point where we actually turned off life support
systems because the family had four hour long plus family conferences ,
with family that was angry, accused us directly to our faces of trying to kill
her, trying to create room in the ICU, bringing their lawyers for the
meetings...just refusing to grasp the situation....And so you tell them you
know, “there is no response to pain, no response to light, no response’ and
(their) response every time was ‘O.K., we’ll hope for a miracle’.

With a gentle yet firm approach, Bob tried to help the family work beyond
their anger and denial, and move them toward acceptance of the inevitable. After
two long days with the family he had not succeeded. The next day Bob was not
scheduled to work, until that is, there was a revelation at another family
conference.

During the second day, during one of the family conferences, Dr. XX had

said to the family, ‘you know, there is nothing funny going to happen

overnight, nothing funny is going to happen. We will do what we need to
do to take care of her’. The husband said, ‘we know there won't be anything
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funny going on, cause Bob’s going to be here’. That kind of made you think,
oh geez, well at least on one isolated point in trust in this whole bad
experience for them, at least I could do is be around for the third day when
likely, the whole situation will end. So we switched the schedule around
and I came in for the third day.

Ethically, Bob knew he had made the correct decision for the family. Personally, he
regretted it the moment he awoke on the third morning,
...the third day I can remember getting up and thinking, “OK today is kind
of going to one of the big days, and geez, I wonder how the heck this thing is
going to turn out”. Usually, I guess that's what I work, 60 hours a week,
cause I like going to work, you know, some people think that’s kind of nuts,
but I enjoy it, I don’t have a problem going to work, and [ can remember that

one day thinking “geez, it would be nice if I could sleep in. It would just be
nice if you didn’t have to deal with this’.

It was indeed a big day. Bob was able to put his anger and frustration
surrounding the family’s denial behind him. The family, who had worked so hard
at not betraying their loved one by giving up hope, realized the graveness of the
situation. Life support was discontinued and the patient passed away. Even the
dying process itself took a long, long time however.

...and this lady, and this didn’t help matters either, she was in sinus rhythm,

without taking a breath, kept looking to see if she was breathing, for 58

minutes. It was just one of these oddities that kept going...it just kept going

and going, I couldn’t believe it, 55 minutes and then kind of bradyed down,
but still took about 1 hour and 10 minutes and that didn’t make it easier on
the husband either, you know, being there for that length of time.

When Bob went home that day he did the things he likes to do after a
completely emotionally exhausting day at work. He sat down, he had a cocktail, a
bite to eat, watched some TV, and then went to bed. But he also did a little bit more

of something that he doesn’t do all the time.
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Almost need a little bit of time just alone, to process things. Sometimes you
come home and you feel like doing something with somebody, these
days...just something nice, quiet, relax(ing), not too many more
interruptions...just needing time to process things.

Bob’s coping strategies were highly developed and existential in nature. He
reflected about the course of events over the past three days and focused on what he
had done well. He also integrated this new experience into his “own personal
framework”, in order to make better sense of the whole. He realized he had a new
appreciation of the stress which family’s experience, whether they demonstrate it or
not. He learned he can work through situations which are unpleasant and
frustrating. And he knew he had gone “beyond the call of duty” with this family. In

the end, the whole experience wasn't that bad. He was pleased he had come to work

on that third day, for the sake of the family.
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Elaine’s Story: “The Draw”

You could feel her empathy the minute she started telling you about the
patient and his family. She was so descriptive, the circumstances described so
vividly. You could feel her pain and the family’s pain with every word she spoke.
You could see it in her glistening eyes and hear it in her quivering voice. It was a
beautiful story.

Elaine became immediately emotionally attached to the family. Within 5 or
10 minutes of caring for the patient, she could see they were a close family, that they
loved one another deeply, that they knew what was going on in one another’s life.
She knew the prognosis for the young man was not good, that he would not make it
out of the Unit. The family knew it and all the friends knew it. They all spent a lot
of time at the bedside and Elaine really got to know the patient, through their
stories, over the 2 shifts she cared for him. She became intimate with the patient
and with the family and had the privilege to nurse the parents through a very
difficult moment.

...the mother could not yet look at him, so she would come in and ask the

nurse to make sure the curtain was pulled and then she would just...sit

there...and hold his hand...and then...a little bit later on she did want to see
him, so that was a big deal so we did pull the curtain and she...cried and
cried. Like she looked at him and what gets to me is I'm thinking of my own
kids eh, and I'm looking at her, going ‘oh my God, how do you do that?’,
having this mother look at this poor kid. So she stayed with him and she
was all over him...the Dad did come in after...and that was really tough
looking at this father because you could tell they were just ripped apart
looking at this kid and...they stayed for a while. So anyhow, the Mom and

Dad went out, and [ remember watching them go out and the dad was just

in tears, like he was just sobbing and there is nothing you can say, you feel
useless, you feel totally useless as a caregiver...
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The bond between Elaine and the patient and the family and the friends
deepened over the two déys. Every time someone came in to visit she got a feel for
who the patient was, what he enjoyed, how he related to those who were important
in his life, the hobbies he enjoyed, the special moments in his life. She was “swept
up” entirely into the lives of these people.

There was a resemblance between the patient and her son. Thoughts of her
kids permeated her mind as she provided wound care to the young man’s tattered
face. She felt as though this could be her own kids, laying in this bed. She kept
seeing the face of one of her son’s. Elaine’s chest felt heavy and she was sad and
teary. She coped with the pain by sharing private moments with the patient.

...I just found when [ was by myself with him, I would cry behind, not cry

out, but you're tearing and your eyes well up, that kind of thing, whenever I

was around him and I felt that I had to do that. Like whenever the family or

the visitors left, then I would go back to him, right up to his head and just be
around him and talk to him about it and work it out that way.

But she was not able to work it out completely. When she went home she
could not let it go.

...I thought it would just sort of...go...but...it's all I really wanted to talk

about...it was my focus, it didn’t matter what else was going on I was

picking up directly on things related to this murder...I was really consumed
thinking about him.

The violent circumstances of the death haunted Elaine. She was fearful that
her children, too, would be suddenly “snuffed out”. And she was terrified that if
they did not die by the hand of crime, that they would somehow become caught up

in a conspiracy of violence and hate. She was angry as she watched them

roughhouse and wrestle with one another. Why did they look at her as though she
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was weird? Didn’t they see such actions could lead to danger? Elaine was
consumed by thoughts of “what an awful world” and as she looked into the future
ske felt as though someone had set her up for one very ‘big hurt'.

One day, she was suddenly struck with the negativity of her thoughts. She
channeled her cause toward promotion of educational sessions to increase awareness
of youth violence, and by so doing she released herself from a constant obsession
with violence and crime.

...once [ did that, I was able to let it go...I didn’t wake up in the morning

thinking about him, I didn't go to bed at night thinking about him, [ didn’t

go to bed watching his mother and father walk out of the Unit huddled over
each other, barely able to stand...

It took immense energy and commitment on Elaine’s part to work through
her pain and fear, and convert it to something more positive. She was able to
reflect back on her time with the patient and the family and she knew it had all
been worthwhile in the end.

...I felt really privileged to be there...I don't know what it is...people’s pain

is a draw, whether you just want to be there to help or you see how people

are coping or how they are dealing with it, but to be able to be there and look
in her eyes looking at her son, it - I just felt really honored to be there.
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Jane’s Story: “Visual Impact”

Jane had worked in this ICU for just a few short months when she
experienced two traumatic events a month apart from one another. It was “stuff”
like she had never seen before.

She spoke rapidly as she described both incidents, barely stopping to take a
breath. The details are not for the squeamish.

Um, one was a guy who um...got his head...cut right open and his brains
were oozing out and he came upstairs and he was alive and um, you know,
he was brain dead. Obviously brain dead because his brains are oozing out
of his head, but his body was alive. He was a pretty healthy guy...and his
wife was in and they were trying to clean up this guy’s head so his family
could come in and his brains are oozing out onto the pillow and they were
kind of stuffing them back in and trying to sew it over and then his wife
came in and she was telling me they had, I think they had 9 kids and you
know they lived out in the country and lived on their own with the
generator and house, she didn’t know what she was going to do and the
kids and the grand-kids and they had this huge wonderful family and this
poor guy was lying there with his...

And a month later,

It was a...guy who was burnt over 90% of his body. He had fallen asleep
with a cigarette and he was just burnt head to toe. His one arm was burnt so
bad it was mummified and was kind of stuck up at right angles to his body
and kind of curled up, like this and it was just kind of black and withered.
Like it looked like if you hit it too hard, it would crack off. Through the
night he proceeded to swell from the burns and they had to do
escharotomies all over his body and there was three or four doctors in there
all night cutting him because they couldn’t ventilate him because his chest
was so tight from the swelling of the burn and they did escharotomies criss-
crossed all up and down his thorax and on his arms and legs and it was a
combination of the smell of the burning flesh, like for hours...and of course
blood and serum is pouring out all over the bed and the bed is soaked
and...he finally just died and they did CPR and that was pretty awful too.
He was such a slimy mess.

The second incident stayed with Jane upon her arrival home. She could

smell the odor of burned flesh on her skin. When she lay down and closed her eyes,
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she saw the black withered arm, sticking up at a funny angle under a crisp white
sheet. For approximately two weeks she would have visions of the arm, for a
fleeting second or two, mostly when she closed her eyes and tried to sleep. Yet she
was able to focus on “the good things in life” and push away the vivid physical
recollections. However, they were replaced by feelings of ambivalence.

Going back to work after the second incident was hard. I remember thinking
I didn’t want to go back to work. Cause I think actually the other incident I
had wasn’t as vivid although I can still, I think that was my first one, so
that’s harder to remember too, and like I said, it was pretty disfiguring as
well. But it was kind of, like a month or so before, so I just remember
thinking ‘Oh God, I don’t want to go back to work. I would like to just work
in a store, serve coffee or something’. Then you wouldn’t have to go
through that...I think that [ knew if I saw too much of that, it would kind of
really make me feel a lot differently about life and I didn’t want that to
happen. I didn’t want to put myself through that. Cause [ know I can
handle so much but you know there’s a point where you just, I don’t know,
like you can pretty well handle anything that you decide that you're going to
handle, but whether you want to...

Luckily, Jane had a series of good shifts where nothing extraordinary
occurred. The memories have faded but been replaced with a fear of death.

I find that since I've been working in ICU I think [ worry about things way

more than I used to and I'm always worried about my parents, my loved

ones, my everything. Or I go on a car trip and I think about having

accidents all the time, I think about death a lot more and how fragile life is

and how your life can be over so quickly and not so much mine but people

that I care about...I think you miss the part of you that wasn't like that before
you got into this line of work.

Jane feels more vulnerable than she ever has before. Hopefully her work will
continue to go well for a while. But if it does not, if she keeps seeing the kind of stuff
she saw in those first few months, she will leave. She has to in order to protect

herself.
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Hailey’s Story: “Like a Brother”

Hailey has experienced “lots” of critical incidents since she began working in
ICU, but this one was worse than others were. Her patient was getting better and it
looked like he would do so well. His death should not have happened.

Hailey prided herself in the fact that she was able to provide patients with
compassionate care. But this strength was also one of her greatest weaknesses
because her compassion lead to emotional attachment, and if she was attached and
the patient died, then she was hurt.

Hailey got attached to this patient. She looked after Nick for four days.
Three of these days he was extubated and therefore able to chatter away with her, as
she nursed him well again.

...he had the same name as my younger brother, I think that kind of hita
cord with me and just like a real smart- alec and someone you could fool
around with. He was all excited, he...had gone back to high school...to get
his diploma so he could get a job...He was just, I mean his personality was
so much like my younger brother, it was just, you know, and my younger
brother moved away about a year ago and I haven’t seen him since. It was
just nice to have that kind of camaraderie for a little while. We don’t get that,
we don’t have the luxury, I guess you call it, of getting to know one of our
patients. Cause as soon as they are extubated, bang, they’re gone and unless
you see them on the ward, you don’t really get to know them much. So, it
was kind of nice to, you know, spend some time talking with
someone...when it's someone, you know, is trying to put their life together
and do something right and then something happens to him that shouldn’t
have, it just makes it all that much harder.

In the days after this time, when Nick became really, really ill, Hailey helped
with his care but she was glad she was not the primary nurse. It would have been
too hard. He had a coagulopathy and was bleeding from everywhere He did not

look anything like he had the week before. It was hard to see him like that. It did
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not help any that her own patient, another young person, was also in the dying
process. Her loyalties to both patients pulled at Hailey. She wanted to be with
Nick’s family but she knew the mother of this new dying patient needed her now.
And another “weird” thing, this new patient had the same name as her older
brother. Two patients, two special names, too sad, too close together in time.

When Nick died Hailey asked the other nurse if she could help with the
post-mortem care. It helped bring closure.

...she (the other nurse) left me alone for a few minutes...which was nice and

I wasn’t gushing tears, but there was a few...I said a few things and just

stroked his forehead and said goodbye.

Hailey felt drained after Nick died. It was hard for her to describe how she
felt, other than to say, she felt sad and hopeless, and just “not good”. Her appetite
was decreased and for the rest of her shift she felt numb. Somehow she just went
“through all of the motions” until it was time to leave work. As soon as she went
home she went for a run. Then she phoned both her brothers. It was reassuring to
hear their voices. She was glad they were still a part of her life.

The following day, when she awoke, she thought immediately of Nick.

The first thing I thought was that he was gone. Yeah. The next thing I

thought was now I'm going to have to help my patient’s mother go through

the same thing.
She did not want to go to work. But then she thought of her other dying patient.
She knew this might me the day he passed away and she had to be there for the
mom. She went to work. It turned out to be one of the best deaths she had

experienced. It was peaceful. And it brought a tremendous sense of relief. It was

all over.
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Hailey still thinks of Nick. Sometimes she sees his face at the end of his life.
She “pushes it back” and she remembers the days they spent when he was laughing
and joking. She hopes that the person who hurt Nick has been arrested and
charged. She wishes she wouldn’t get so close to some of her patients because it
would be easier on her. On the other hand in those four days she was really able to

get to know Nick. “He was a good kid”. And that was something positive.
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Sheila’s Story: “The Declaration”

Sheila expected hard work from herself and from her colleagues. She
thrived on situations where all members of the team competently worked toward
the same goal and where all persons were treated as equals.

Sheila felt hostility and disbelief toward the physicians she had to work with
on this particular case. The prognosis for the patient was grave and the family had
many questions they needed answers to. They needed information in order to fully
understand what the quality of their loved one’s life would now be. But there were
no answers, only evasiveness.

Well, it was kind of like this helpless feeling. I kind of felt like I let the

family down, like I really didn’t do anything, and frustrated, and I couldn’t

believe the way it was being handled by the physicians. I couldn’t believe
that no one wanted to take the time to speak to this family, no one really
wanted to do anything and I just felt like the whole system had failed them,
you know. I was so mad, so angry that um, that no one would sit down and
talk to the family and listen to what they wanted for their loved one.

Sheila was also angry that she had been left alone to answer some of these
difficult questions. She tried to provide the family with some answers, a little bit of
information. But there was a mis-understanding and a false accusation. The
Physician felt Sheila had been undermining her responsibility and forcing the family
to make a decision related to end-of-life therapy. But that was not true, Sheila was
only being a professional. She was only trying to support the family and provide
information to a very astute family.

The whole system, which was failing this patient and family, was also

Sheila’s system and therefore, she felt responsibility when the needs of the family
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were not met. Her frustration with the lack of communication was festered by the
bond she had established with the patient over the course of three 12-hour shifts.
She got to know the patient by immersing herself with the patient and family. The
bedside was warm and inviting, adorned with pictures of the patient. She smelled
the patient as the family swathed her in the lotions and body cremes she had
enjoyed. She listened to the stories the family told about the patient and she came
to know her traits and special qualities. Sheila knew that if this were a different
time, the two would be friends. It was hard to say good-bye to the family on that
last day. She felt that she had accomplished little for them and she wanted the
patient’s suffering to be over.

By the end of the third shift, Sheila’s gut ached. She was exhausted. She
was mad, and frustrated, and depressed. She felt heavy, as though she had the
weight of the world upon her. She felt guilty. She had a “sleepless, tormented,
sleepless night”. Yet, in this semi-somnolent state, Sheila was able to work through
her angst. When she awoke the next morning the incident was fresh in her mind.
The previous evening the family had given Sheila a gift and a card, to thank her for
all she had done for the patient. On this morning, she thought of the words the
family had written.

...then I just remembered what her brother had said to me was you know

they thanked me for being her advocate and for being there for her and what

was gong to happen was going to happen, that it would just work itself out
and then again, that they made their own decisions and I didn’t influence

their decision and then I just felt at peace with what was going to happen. I

knew I had just kind of come to the acceptance that I did what I could do, I

didn’t overstep my bounds, I didn’t influence their decision and whatever
was going to happen, would happen.
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Sheila had two days off work and she wondered a lot about what had
happened to the patient. She wanted to phone the Unit. She wanted to go to the
hospital and peek in the cubicle to see what was happening. She fought these
urges, for she sensed a strong need to center her energy on separating work life and
home life, for her own well being.

Tremendous relief flooded Sheila when she returned to work. The patient
was not there. She quickly scanned the logbook. The patient had gone to the O.R.
She had been an organ donor. Sheila felt an immediate lightening of her mood.

Knowing that she didn’t suffer. Knowing that the family didn’t have to

agonize or make the decision and be put on hold by a doctor that wasn’t

willing to or couldn’t face, uh, you know terminating life support. Knowing
that she declared herself, knowing that she was an organ donor, that was,

that was great...I started crying and it was - but it was good, it was like a
release. Oh good, that’s over. It's done.



127

The Experience of Critical Incident Stress

Wilson’s (1989) interactional model for traumatic stress reactions was used
as a framework for analyzing the data from this study. Significant pieces of data
were grouped according to one of the four major dimensions of Wilson’s model:
Person Variables; Environmental and Situational Variables; Individual Subjective
Response to Trauma; and Post-Trauma Adaptation. Wilson’s model also includes
many categories under each major dimension heading. Where applicable, findings
were related to these categories. Further sub-categories, specific to the findings in
this study, have also been derived. All new categories, not previously defined in
Wilson’s mode] are indicated in italics. Therefore refinements were made to the
model as a result of the findings of this study.

Person Variables

Personality variables are an important part of an interactional model on
traumatic stress (Wilson, 1989). Personality traits have important bearings on a
person’s ability to cognitively map the traumatic event and develop effective coping
strategies.

The personality traits which Wilson outlines are motives, traits, beliefs,
values, abilities, cognitive structure, genetic propensities, mood, coping style, and
defensive style. A further category of life events was created based on the review of
the data. Wilson’s model did not delineate sub-categories that may be present in
each of the above listed personality traits. However, repetitive patterns became

evident during the analysis and thus further sub-categories have been created.
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Motives

The factors which drive the participants to act in their professional life was
evident in their discussion about what they enjoy about their nursing careers.

Progress

A positive or expected change in the patient’s response to therapy was
viewed as progress by the nurses in the study. Feelings of reward and
accomplishment were frequently mentioned by participants.

Pat: I enjoy seeing the benefits of my work - seeing people get well (page 2,

line 10).

Judy: I've really enjoyed knowing that we can make a difference and we can

with the technology we have that we can help people get better (page 2, lines

12-14).

Elaine: ...I think part of nursing is to give optimal care and improve quality

of life (page 3, lines 11-12).

Donna: ...just taking care of patients and seeing... them progress to better

health per se, or...dying with dignity (page 5, lines 10-12).

Helping

The participants in the study enjoy their work at the bedside. They feel
privileged to be able to provide service to their patients and families. They were not
extravagant in their use of words to describe what they like about their careers. It
was two words - “helping others”.

Mary: A sense of accomplishment. Let me see...what does it give

me?...helping somebody (page 3, lines 17-18).
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Intrinsic Motivation

Two of the participants spoke of an intrinsic motivation that provides an
impetus for them to find professional growth in their careers.

Bob: Uh, relatively speaking, I think overall I tend to be fairly motivated in

order to learn the technical, the theoretical knowledge...I have to say the

challenge to always learn something new. You'll never know everything.

You can always grow...(page 2, lines 6-7 and lines 17-18).

Pat: [ enjoy...the potential for growth in my career (page 2, line 12).
Traits

The distinguishing characteristics of the participants in the study were
determined to be of nine special types.

Intellectual Stimulation

Almost all of the participants mentioned that they thrived on the intellectual
challenges that working in SI afforded them.

Pat: I enjoy the intellectual stimulation (page 2, line 9).

Hailey: It's always a challenge...I mean everyday at Rounds someone is

presenting a different viewpoint on something, so you are always learning

something (page 2, linel6-21)

Sheila: ...just all the action and all the, you know, I was fascinated by what

went on...I like the challenges that are offered in ICU (page 2, lines 4-5 and

line 17).
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Bob: ...and what I call the ‘wow’ factor - just seeing things that are really

new, different and kind of exciting, challenging all the time. Things that you

think ‘Wow! This is really happening’ (page 2, lines 19-21).

Responsible

Bob described his sense of responsibility in terms of being competent in his
work and doing the best job possible for his patients. The person who spoke most
about a sense of responsibility was Mary. This was particularly enlightening given
that her critical incident involved a medication error.

Mary: I just go there and do my job, I don’t shirk anything, [ do as much as |

can...Just basically reliable...Oh, one of my other qualities, ] am honest. I

mean, [ don't hide these things - you have to own up to your mistakes (page

2, lines 11-13 and page 25, lines 7-8).

Team Player

It is not surprising that those who work in an area dependent on
collaboration would describe themselves as being good team players. This was
described as being just that, a team player, but also as being a support and friend for
others.

Jane: ...I work well with other people, get along with people fairly well and

you know I can work as a team player pretty well too (page 1, lines 19-20).

Judy: There was a real sense of team work, cause I worked with the same

group all the time and [ had some very good friends on that team...(page 3,

lines 13-15).



131

Carin

Two of the participants described themselves as being compassionate and
kind, as well as caring.

Jane: I think I'm caring about the patients, um, I think, you know, I'm a kind

person (page 1, line 18).

Hailey: Strengths? Um, I think one of them is compassion which I find can

also be a big weakness when it comes to long term patients that end up

dying (page 2, lines 34)

Empathetic

Three of the nurses felt they were especially empathetic to the patients and
families. This related to an ability to truly understand and relate with their unique
circumstances.

Elaine: ...just...empathizing or sympathizing/empathizing with the patient

and kind of being there for them (page 1, lines 23-24)...I could tell more so

that she, she, uh, [ wasn’t going to feel what she was feeling but I kind of

saw in her eyes, what she was going through (page 27, lines 2-4).

Bob: ...what a horrible thing to have someone jabbing it around in your neck

for %2 or % of an hour, you know you feel an empathy or sympathy there

(page 7, line27 and page 8, line 1).

Trustworthiness

A valuing of the personality traits of trustworthiness and pragmatism have
been found in other studies in nursing (Farrell and Nuttal, 1994). One of the

participants in this study spoke frequently about being able to demonstrate
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competence to his colleagues. A sense of trust was also related to the concept of
proficiency. This participant had been employed in the ICU for a short period of
time and therefore this may explain why these issues were of importance to him.
Bob: Ah, I'd like to think that I fit in well enough that people will recognize
that I am competent enough and trust me enough to take care of the patient
- that’s my big thing and I think that if I can be trusted with the care of
patients, they think I'm competent to provide care to sick patients...(page 4,
lines 11-15).
Pragmatic
Pragmatism was an attribute described of himself by Bob. Bob mentioned
this in his discussion of how the staffing shortage impacts his ability to care for
patients. Bob felt that as long as he tried to do the best as was humanly possible for
his patients that he could be content with knowing he had done a good job.
Bob: I mean, you wish you could have done better, you realize you have
done what you can, so in that sense for me it’s fairly easy to integrate. I go
into a situation, I’ve done the best I can, I haven’t slacked off, I'm OK with it.
Um, some people I think, take things personally, I mean I have seen other
people that it really stresses them a lot, for me it’s a little bit easier to

integrate, I'm fairly pragmatic about these kinds of things. I do what I can

(page 9, lines 6-11).
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Unassertive

One of the participants described herself as being unassertive, especially
with the physicians. It seemed she felt this was a weakness, compared to many of
her colleagues who are willing to play hard ball if required.

Elaine: Um, patient advocate, um very much so, I think. Um, although I do

find it hard to stand up to the physicians...(page 1, lines 20-21).

Festive

One of the participants spoke about her love of the Christmas season. Elaine
had cared for a patient during the period between Christmas and New Years and
we spoke of the impact this time of the year had on the situation.

Elaine: I'm a real Christmas person - I love Christmas, um [ would take

Christmas over any of the other holidays...they didn’t mention the

Christmas presents and stuff - I guess [ was thinking about that. Like I

thought, you know there would have been the Christmas tree up, who

would have thought, Christmas day, at Christmas dinner, three (days) down

the road, your son is not going to make it, like this will be the last

one...(page 27, lines 17-26).

Values and Beliefs

Although these two categories are listed separately in Wilson’s model they
were joined together for the purposes of the analysis because the data related to
these categories was not detailed enough to achieve a distinction between what
constituted a true belief and what constituted a true value. Four sub-categories

have been identified under the major category of values and beliefs.
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The Patient as a Whole Person
The concept of holism was of great importance to several of the nurses. This
is not a surprising finding given the theoretical roots of nursing practice. For one of
the nurses holistic care meant caring for the person as a whole person.
Pat: [ think that [ am, uh, sensitive to my patient’s um, as people, as whole
people, to their families and um to my colleagues, also as whole people
(page 1, lines 19-20).
This belief further sustained Pat as she provided care to a patient who had been
extensively burned. At the bedside the family had placed a photograph of what the
patient looked like prior to the accident. Pat welcomed the photo for it captured the
patient as a whole person and not just as a burned victim.
Sheila also promoted the patient as a whole person with the family.
Sheila: I encourage it because it’s such a clinical setting that if they have a
picture of themselves or their family or their own soaps and stuff they use at
home, I think it helps the family and the children that come into see their
parents, you know. Dad smells like himself, just to know that outside being
a patient, this is their life and this is the kind of person they were (page 27,
lines 10-14).
Other ways in which the participants provided holistic patient care was to
individualize the care as much as possible, by always keeping the wishes of the

patient at the fore- front of care.
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Including Family
While caring for the family can be viewed as providing holistic patient care,

the participants spoke about the family separately, probably because they view the
family as it's own unique entity and not merely as an extension of the patient.
Important to the nurses was to include the family in the care as soon as possible.
Sheila: I think the first thing is I try and um, be very supportive and very
open to family. I've had a family member die in the Intensive Care Unit and
inaccessibility to the patient was the most frustrating thing so I try and always
include them right away, as soon as they could possibly get in...(page 2, lines 9-13).
A Privilege and an Honor
Two of the nurses spoke of the gratitude they felt for having shared in an
event where they were specially united with a patient and a family. Elaine cared for
a patient whose parents were having a very difficult time coming to grips with the
reality of their son’s accident and prognosis. For 36 hours they had been unable to
actually look at their son, until the shift where Elaine was on duty.
Elaine: [ felt really privileged to be there, in all honesty when it
happened...but to be able to be there and look in her eyes looking at her son,
it - I just felt really honored to be there. It's a funny thing to say but you feel
that you are part of this and um, in no way am [ part insincere, like [ was
able to be there, I was able to hand her a box of kleenex, [ was able to give
her a couple of strokes, I was able to see the pain that she was going through
to be able to later on, I don’t know, help look after him and be there for her

(page 26, lines 21-27 and page 27, lines 1-4).
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Judy: ...the privilege that I felt in sharing pretty stressful times of people’s

lives with them (page 2, lines 10-11).

Working in Synchronicity

The importance of working as a unified team was shared by the nurses in
the study, no doubt a reflection of their team oriented nature. Trustand
communication, united goal setting and implementation, and respect and
camaraderie were all representative of synchronicity of patient care among
professionals.

Donna: We all knew which direction we were heading, we were all working
very hard, we were all in sync in that, so the care there was all in sync in terms of
nursing, medicine, respiratory - everybody (page 34, lines 10-12).

Abilities

The abilities of the nursing staff are reflected in the special skill set which

they possess. Five areas of dominance emerged in this category.

Theoretical Knowledge and Technical Skills

Several of the nurses mentioned their technical and theoretical ability as an
asset in their work. They viewed themselves as knowledgeable and their learning
process as an ongoing event.

Judy: ...that challenge appealed to me and the increased knowledge that you

have and the increased skill level that you have (page 2, lines 6-8).

Sensory Skills

Two of the nurses felt they possessed very good listening skills and that this

was a benefit in their provision of care.
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Mary: ...that's another thing, I listen. When I said before about the radios, I
hate that because, I listen to things, I listen to monitors and I'm very aware
of these things (page 28, lines 26-27).

Judy and Hailey both felt that they were very attentive to detail and had

keen observational skills.

Judy: ...things like attention to detail in terms of specifics of care, like
dosages and ending very, very exacting as to titration’s and so on (page 2, lines 2-3).

Organization and Prioritization

It is not surprising that an ICU nurse would feel that organizational and
prioritization skills are a strength. Orchestrating the scads of equipment at the
bedside and keeping abreast of the constant changes in the patient’s status is a task
of great challenge. Flexibility is a part of prioritization, for one needs to be able to
adapt quickly when plans are constantly being altered.

Donna: I like organization...I like coordination (page 4, line 21).

Jane: [ think I can prioritize fairly well and notice if things are not quite right

or whatever (page 1, lines 20-21).

Advocacy

Pat and Elaine both spoke strongly about the need to advocate on behalf of
their patients. The advocacy is often with the physician group and relates to better
definition of a plan of care or making treatment choices in light of a poor prognosis.

Pat: I think [ am probably perceived as a good communicator and not

someone who allows things to go by the wayside (page 1, lines 22-23).
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Elaine: ... patient advocate, um very much so, I think. Um, although I do

find it hard to stand up to the physicians (page 1, lines 20-21).

Caring for Famil

While the participants in the study spoke of caring as an attribute and of
caring for the family as a value and belief, they also spoke of caring for the family as
a special skill. It was Judy who was able to describe the skill required to care for the
family.

Judy: I would say one of my main strengths would be the interpersonal stuff

especially in the one-on-one with families and caring for them at critical

times in their lives (page 1, line 27 and page 2, line 1-2).

Cognitive Structure

Wilson does not provide a definition for cognitive structure and only lists it
as being one of the categories of Person Variables. For the purposes of this analysis,
[ interpreted cognitive structure to mean the way in which the nurses made sense of
their world.

Problem-Solving

Mary and Bob spoke of their affinity to solving problems in the workplace.
They invited the challenge of a new barrier to overcome.

Mary: ...problem-solve...just because this is the way things have always

been done...I like to assess things and figure other ways to doing things

(page 2, lines 21-22).

Bob: I think I can get by pretty much anywhere, get by, problem-solving and

critical thinking...(page 2, lines 10-11).
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Sheila spoke about a need to constantly review a situation in her mind until
she had it completely figured out.

Sheila: My instructor in the ICU course told me that I have, like an obsessive

quality about trying to resolve things. I always go through things and think

about things to work them out in my mind (page 29, lines 22-24).

Control

The hallmark of an ICU nurse, is to be controlling and fanatical about where
everything is combined with a need to know what is going on at all times.

Hailey: I think most of the people up there (SI) are control freaks actually

(laughing) (page 7, line 5).

Mary: ...I like to know where things are. I like to set up my area, OK. I like

to set up my area and get my foot stools there...I guess when you go back to

why do I like working in ICU it’s because I've got control of my

environment...I like to be aware of everything (page 33, lines 5-9 and page 8,

lines 20-21).

Potential to Learn

The reference to intelligent thought processes in relations to other aspects of
the Person has already been mentioned. A potential to learn is also indicative of the
nurses’ ability to structure their world, from an intellectual perspective. A constant
receptiveness to new information was described by Bob.

Bob: Right now I have to say the challenge to always learn something new.

You'll never know everything. You can always grow, at least in the

Intensive Care areas...(page 2, lines 17-19).
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All of the participants also spoke of what they had learned in relation to their critical
incident, indicating that even though they had faced adversity, they were able to
come away with some new piece of information.
Sheila: ...and I know, um, maybe how to make things happen more for
patients and patient’s families...I think it just made me more in touch of
what families go through when they have a difficult situation like this (page
32, lines 2-5).
Insight into Self
Bob was the sole participant who spoke of a strong sense of self. He
attributed this to formal education in the realms of philosophy and theology, which
lead to frequent episodes of introspection.
Bob: I think I have a pretty good idea of my limitations, I think I have a
reasonable estimation of my strengths...I knew that if I was going to get
myself to the point where I couldn’t deal with the rational nature of the
situation I would have known that before it happened. I think I could have
seen that, [ think also, you know, knowing your strengths and weaknesses,
you kind of drive yourself to the point where, if I would have needed time
off, I would have taken it...(page 34, lines 2-11).
erience
The past experience of participants was valuable in helping them to analyze
a situation, relate it to what they know, and make further sense of it. Mary, the

eldest of the participants, spoke about this ability.
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Mary: Like [ went back and took A&P...I had never in my day heard of
Kreb’s cycle and this sort of stuff. I thought it was all science fiction, just
stuff they made up. So you see, I'm not really up on the new stuff, but (I've)

got a lot of background and a lot of common sense (page 3, lines 1-5).

The state of mind or feelings of the nurses were evident at times as they

discussed their work and who they are as a nurse. Three sub-categories related to

mood were identified.

Passion

Four of the participants indicated their enthusiasm for and love of their

work. They were excited and animated as they described their feelings about their

work.

Mary: ...but there is nothing else I want to do...I don’t really want to do
anything else. I enjoy where I work and I enjoy going to work and I like
what I do (page 3, lines 8-15).

Judy: I liked going to work... We had a good time together and we worked
well together and we had our stressful moments but we knew we were

doing a good job (page 3, lines 18-22).

For Sheila, many of her recent experiences in SI have been stressful and fatiguing.

She spoke frequently of feeling saturated and worn out. But at the same time she

also spoke about her like for the Unit.

Sheila: I do like all the challenges...the severity and the illnesses of the

patients. All the vast treatments that we do, we do so many things and ah,
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yeah, I enjoy the challenges...I like it...it's fun (page 3, lines 24 and page 5,

line 17).

Aversion

Pat, Elaine, and Sheila all spoke strongly about a desire to avoid adopting
personality traits which they viewed as being negative qualities. This included
tendencies toward aggressiveness and unhappiness.

Pat: ...over the last, say 3-5 years, um I find aggressive personalities...I

didn’t want to see myself become aggressive (page 4, lines 15-16).

Elaine: ...I think this thing was good for me because I kind of wondered after

this long in ICU...it reconfirmed for me after all that's said and done that

um, [ don’t think I'm burnt by any stretch. I was kind of concerned about

that at some point...it kind of worried me, I thought maybe it’s time to move

to a different place or maybe a different job, um cause I didn’t want to get

hard (page 34, lines 2-9).

Sheila: ...the thing I like least about, um, my job now is the person I've

become because I'm stretched to the limit. Where I complain, I'm

bitchy...(page 3, lines 7-8).

Pessimism

Mary characterized herself as someone who is pessimistic in her approach
with families and that sometimes this gets her into trouble. She views some of her
colleagues as being overly optimistic.

Mary: ...I'm a little different from the other nurses in that if there is an

unconscious head-injured patient, I've heard some of them say ‘oh well,
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when he wakes up maybe he will do this and this and this’, and I think ‘he’s
not waking up’. So they are overly optimistic I think and give high
expectations to the family. I go the other way, I'm more pessimistic so when
he recovers, it's a miracle (page 9, lines 8-11).

Coping Style

This section on coping styles refers to the participants general reflections of
how they cope in general. The findings do not relate to the coping mechanisms
displayed after exposure to their critical incident. This latter material will be
discussed in the section on Individual Subjective Response to the Trauma.

Saturation

Sheila spoke explicitly about feeling saturated in her work life. She indicated
that she has been feeling like this for some time, even prior to the incident
occurring.

Sheila: I'm complaining more now than I ever had because I'm stretched to

my limit. I'm tired, physically and mentally....from the full-time work and

always being doubled, or dropping and doubling or transferring and
admitting...it’s heavy work...I still like it, although I'm getting, I'm reaching
my point - [ use my sick days, not because I'm sick but because I'm stressed,

I'm mentally taxed and I need a break...it’s the constant fatigue...I’'m sure

that there are times when I'm very tired and it’s a big effort and when you

get home you think ‘oh geez, did I do this?, did I mention this?’. Then my
work preoccupies my home time and I can’t live like that...I'm saturated

(pages 3, lines 10-11, page 7, lines 25-27, page 9, lines 5-10).
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Adaptability

Bob spoke about a need to maintain flexibility to keep abreast of changes
within the environment. Mary also spoke about working around a situation,
especially working within a bureaucratic institution like a hospital.

Mary: But, if you had approached anybody with this idea, then it would

have had to go to a consulting committee and then would have gone over

the pros and cons and da, te dah, te dah...you have to understand it and

work around it is more like it (page 5, lines 9-13).

Justification

Bob spoke about a high level ability to justify events which occur in the
workplace in relation to their ultimate outcome.

Bob: I think I would feel really lousy if something I did contributed towards

a worse outcome, then I would go away and feel lousy. ['ve had that

happen, I mean when I started nursing I made a couple of medication errors

and I don't think that is probably anything unusual, but I mean, that's the
kind of thing I would carry with me for days, even if it was something that
was really inconsequential, just the fact that something I did wasn’t up to
code...I have to say there is not too many times where I have really felt lousy
that it’s lasted...I reflect, I did everything that I could have done for this
patient, maybe not as quite as fast because we are understaffed, but within

my powers I did everything and it's OK (page 9, lines 13-27 and page 10,

lines 1-8).
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Objectification

Pat spoke intensely about a need to objectify the patient situation as much as
possible in order to be able to make it through a shift. She found this to be
particularly true when she was caring for a burn patient.

Pat: Now, I too felt, totally not wanting to do what I had to do - knowing

that I had to do it. Trying to objectify that body in the bed...I was finding it

very difficult to objectify that girl...sometimes in nursing you need to
objectify your patient to survive the situation and a burn dressing is one of

those times, unfortunately (page 8, lines 23-26 and page 12, lines 14-16).

Relaxation

Some of the participants spoke of general strategies they employ in order to

relax and take their mind off of work. Pat, Judy, and Elaine mentioned immersing
themselves in the lives of their children. Mary spoke of her love of the arts. Bob
and Hailey spoke about the relaxation that a cocktail or a glass of wine can bring.
Jane prefers visiting family, taking a walk, or going out to dinner. Hailey and Sheila
often go for a run after work. All of these techniques help restore one’s sense of
energy.

Defensive Style

Wilson does not define the term defensive style and therefore I have
interpreted this to mean the approach a nurse takes in order to protect herself from
threatening events. As in the section which discusses coping styles, this section on
defensive styles relates to comments the participants made in general. These are not

defensive styles employed in response to the critical incident.
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Blaming the System
Pat, Mary, and Hailey were particularly vocal about the frustration that they

experience in relation to systemic problems that influence their ability to care for

their patients. This need to assign blame has been identified in other studies (Farrell

and Nuttal, 1997).
Pat: I have attempted to deal with certain things, you know in a positive
way, and found that really you don’t have a lot of latitude to do that, notas
much as you thought you did...you do look at more global issues and you
want to have an impact on them, but you are frustrated by the fact that you
don't really see that you have a real impact on them. So if you stay in that
situation, you become frustrated and either implode or explode (page 2, lines
16-18 and page 5, lines 13-16).
Mary: ...somebody else’s way...the hospital’s way. And from the hospital’s
way it comes down, down, just...somebody up there makes the decisions
and everybody follows them. And again, I can see that it's frustrating
sometimes...no matter what, all the patients were cultured...I argued in my
own way about that and I wouldn’t do it or [ would do it because I had to
but I thought it was stupid (page 4, lines 9-21).
Hailey: ...it's a lot harder on the families because they find that once they
start doing things for the family member, if they don’t keep doing it like,
things don’t get done - patients don’t get bathed, people don't get fed, and

it's just very frustrating. Cause if they end up coming back, I mean they
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don’t mean to take it out on you but indirectly they do. So you're like
defending the whole world, sometimes (page 3, lines 14-19).

Going Too Far

Judy, Elaine, and Jane spoke of their feelings when they see patient’s lives
being prolonged unnecessarily. Being a part of treatment which compromises their
moral-ethical principles puts them on the defensive and makes them more alert to
such incidents.

Judy: And conversely, the stuff I've enjoyed the least is the times when

people are so sick and our technology doesn’t help them and we struggle

with that, when enough is too much and so on (page 2, lines 14-16).

Elaine: ...I guess when you see a situation um, form your perspective, like if

you have a feel for the patient and where they're going, and you don’t have

a whole lot of control, um, sometimes where you can say to the doctor, you

know, ‘why are we doing this? The family doesn’t want this’, where you feel

that there is an end to it or the end is coming very soon and you are doing all
this because the orders are still being written - I find that hard to deal with

(page 3, lines 5-11).

Jane: Well, like, sometimes you have people in ICU for months and it just

seems like one thing goes wrong after another and they just end up in pain

for weeks and nothing ever and they end up dying, after, being almost
tortured, it seems like. You know, you're trying to get them better but
sometimes it just seems like you're torturing them sometimes (page 2, lines

14-18).
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Getting Out

Three of the participants spoke about feeling a need to no longer work in SI
based on some of the circumstances they see on a daily basis. Their means of
defense is to possibly escape.

Pat: I'm working there less than I use to and that's because [ needed a little

break from it...(page 3, lines 3-4).

Elaine: I don’t necessarily think I'm a burnt out ICU nurse, I still think I've

got a lot of good to do in an ICU setting but, um, having said that [ think it's

time to go on and explore different avenues of nursing (page 42, lines 2-4).

Jane: I think with the more awful things you see, you get a little bit more

hardened...make(s) you think about other options...I don’t think that that's

the place where you should work more than a few years (page 25, lines 1-7).

Genetic Propensities

The two genetic propensities which were identified in the data were gender
and age.

Gender

In this participant population, eight of the participants were female and one
of the participants was male. However, this is by far too small a participant size to
draw any conclusions related to a propensity to experience a critical incident based
on gender. Interestingly, however, Bob did inquire during the interview if [ knew
of any material related to the manner in which males and females process critical
incidents because he had been wondering himself if there were any differences

between the two groups.
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Age

Mary was the only participant who made a reference to her age, describing
herself as “old and arthritic” (page 2, line 5).

Jane and Sheila did not mention their ages closely coincided to the patients
age described in their critical incident, but when this observation was pointed out to
them, they both acknowledged that this may have had some further meaning for
them.

Life Events

Many of the participants mentioned circumstances in their personal lives
that influenced how they responded to the critical incident. It was interesting to
note however, that these pieces of information were not offered in a deductive
mode, as though they had observed an association between their incident and these
unique personal factors. Rather the information was offered by way of
happenstance and explored further only upon my sensitivity to these emissions.
Wilson’s model did not incorporate these aspects of one’s life and therefore a new
category of Life Events was created. This category encompasses the special
circumstances that exist as part of one’s self.

Momentous Occasions

Examples of momentous occasions were being engaged to be married and
having a new baby. Jane was engaged to be married at the time of her incident and
watched with wonder as her badly burned patient’s fiancée stood at the bedside.

Judy had a brand new baby boy two days prior to the development of her critical
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incident and the combined effects of caring for a newborn coupled with the incident,
were enormous.
Judy: Called C.N.P.S. and did the statement which they sent out in the mail
and had an appointment, about three weeks later, had an appointment with
the lawyer. He read it. I was extremely nervous, [ had this 3 week old baby
who at that point had started fussing and squawking every minute of the
day. Iremember thinking if I talked real fast I would get in and out of there
and [ would pack more into my hourly rate with the guy (page 14, lines 2-7).
Family Structure
Elaine had a son who physically resembled the patient she cared for during
her incident and this played a role in her reactions as the trauma was unfolding.
Elaine: Benjie’s face, more Benjie cause he’s the oldest, but Benjie’s face there
and I'm thinking what if this was my own kid and whose...there is no
guarantee in life (page 20, lines 20-22).
Hailey cared for two dying patients, both of whom had the same names as
her younger and older brother. This created a deeper relationship with the patients.
Work Experience
Jane was overwhelmed by two incidents occurring so close together after
working in the Unit for only three months. On the other hand Mary, who had
worked in the unit for over twenty years and was therefore very experienced, had
only made one other medication error in her career and therefore had no prior

experience to draw on in relation to the error which became her critical incident.
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Judy was bumped out of her position in the Unit while on Maternity leave and
while dealing with the events of her critical incident.

Critical Incidents

The number of previous critical incidents experienced by the nurses
influenced their perception of this event. For Pat, this was her first critical incident
and therefore she had little previous experience to compare to. In the case of Jane,
Hailey, and Sheila, they experienced several critical incidents very close together.
This may have impacted their ability to cope and respond with yet another event of
such magnitude, although they did not comment specifically on this concept.

Summary of Person Variables

The unique characteristics of the participants in this study were described in
this section, using Wilson's (1989) model as a guiding framework. Sub-categories
derived from the data, which Wilson did not previously define, were also
constructed and these are identified in Italics. All of the categories and sub-
categories under the dimension of Person Variables are illustrated in Table 8.

Nurses’ features are grouped according to one of the nine categories listed
by Wilson. A general sense of the ICU nurse as a Person is elicited secondary to this
analysis. However, as will later be discussed in Chapter Five, recommendations are
suggested for altering the interview questions and data collection method in order
to determine a more comprehensive description than was obtained in this study.

An additional major category of Life Events was created. Sub-categories
further identified under this theme were momentous occasions, family structure,

work experience, and critical incidents. This category of Life Events thus spoke to



the structure and history, which shaped the nurses’ lives and influenced their
reaction to the traumatic event. Had these circumstances not been present in the
nurses’ lives, the incident would have had different meaning for them. The
Environmental and Situational Variables discussed in the next section further

describe factors that influenced the nurses’ incidents.
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Table 8

Person Variables in ICU Nurses who Experience a Critical Incident

Motives Traits Values & Beliefs Abilities Cognitive Structure
Progress o Intellectual The Patient as a e Theoretical e Problem Solving
Helping Stimulation Whole Person Knowledge and e Control
Intrinsic e Responsible Including Family Technical Skills e Potential to Learn
Motivation o Team Player A Privilege and an Sensory Skills o Insight into Self

o Caring Honor Organizationand | e Experience
e Empathetic Working in Prioritization
e Trustworthiness Synchronicity e Advocacy
e Pragmatic e Caring for Family
e Unassertive
o Festive
Mood Coping Style Defensive Style Genetic Propensities Life Events

e Passion e Saturation Blaming the e Gender e Momentous

e Aversion e Adaptability System o Age Occasions

o Pessimism o Justification Going too Far e Family Structure
o Objectification Getting Out e Work Experience
e Relaxation e Critical Incidents

€51
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Environmental and Situational Variables

In Wilson’s Interactional Model of Traumatic Stress Reactions, a major
dimension of Environmental and Situational Variables is defined. This dimension
relates to all of the environmental factors present that may influence or impact the
person as the traumatic event is actually occurring. The data from this study is
grouped according to the categories and sub-categories listed by Wilson. As in the
preceding section on Person Variables, some new sub-categories have emerged from
the data in this study and are indicated in Italics.

Dimensions of the Trauma

Bereavement/Loss

For some of the participants, bereavement and loss occurred in the aftermath
of a patient’s death or during the actual process of patient death. Pat was the
participant who demonstrated the greatest amount of bereavement related to the
death of a burn patient. Mourning her loss, she attended the patient’s funeral.

Pat: It felt like my loss. Didn’t feel like I was going there to support

anybody else, which I thought I was...going there to show her family, you

know, to be with the group of people from work because she had become
part of us and to show them...never did I feel so hurt when someone died

(page 22, lines 10-15 and page 21, lines 16-17).

In this study bereavement and loss was demonstrated by some of the
participants before death occurred. Knowing the inevitable prognosis for the
patient and watching the family mourn made Elaine grieve as she was still

providing care for her patient.
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Elaine: I leaned against the sink for a minute as I watched them go and you
kind of, you just sort of want to go and tap them on the shoulder and that’s
just useless, and she was with him and um, your chest feels heavy and
whether you are trying to stop from crying, although [ was crying, butI
went around and I just went and talked to him about his Mom and Dad and
how loving they are and they obviously love...like that helped me, but at the
same time you are crying, but it is that heavy kind of feeling in your chest.
It's kind of hard to take a big breath - it's almost like you're feeling, not
feeling what they are feeling but just looking at them, and you feel like he’s
(Father) carrying the weight of the world on his shoulders as he went out
(page 33, lines 7-15).

Sometimes there was a sense of reprieve from suffering in the death of a
patient and a feeling of satisfaction because the death was perceived as being a good
death.

Judy: ...we talked a lot with the brothers, and the parents and so on, and to

me, that was a routine , doing the best we can and helping somebody pass

away from this earth with as little suffering as possible...I gave him excellent
care and I knew I gave him excellent care - we all did, we worked together

really well...(page 8, lines 8-12).

Hailey: ...we closed the curtain and shut the ventilator off and within 10

minutes, you know he didn’t even try to breathe which was a big relief for

her because she had it in her head that you know maybe, you know he can
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hear us and he can breathe on his own and he will be struggling, but no, it
was very peaceful (page 27, lines 10-14).
Imminence
Imminence refers to the sensation that something is about to happen or to
the rate of onset and offset of stressors in the environment. Two sub-categories
were discovered, related to this category.
Forewarning
A foreshadowing of something of importance formed part of the experience
for two of the participants. Mary described caring for her patient just prior to her
discovering that she had made a significant medication error.
Mary: ...I had gone away to do something else and I came back and I knew
there was something wrong with the patient and I didn’t know what...went
over to the other patient and was over there when I looked, back, and |
thought, there is something wrong over here...what I saw from across the
room was uh, I don’t know what [ saw, but there was
something...something called me back (page 11, lines 23-25 and page 12,
lines 4-15).
Judy: I think she called me on a Friday, yeah, my baby was born on
Wednesday, I came home from hospital on Thursday, and she called me on
Friday and there was a meeting on Monday...I said, ‘I can’t possibly come, I
just got out of the hospital’ then I thought about it and I thought I really
should go to this, so I went...I just realized that if this was going to be

something, this was obviously something very important and I didn’t want
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to miss this particular meeting and I wanted to be there ( page 9, lines 14-18

and page 10, lines 4-6).

Bombardment

Three of the participants described experiencing a number of critical
incidents very closely together. They felt that this had a deleterious effect on
themselves.

Jane: I remember thinking ‘I don’t want to go back to work’. Cause I think

actually the other incident I had wasn’t as vivid although...it was pretty

disfiguring as well. But it was kind of, like a month or so before, so I just

remember thinking ‘oh God, I don’t want to go back to work’...(page 20,

lines 13-17).

Hailey: ...I think the reason it really bothered me is cause this just happened

to Nick, the day before, you know, this was just one more thing...(page 13,

lines 10-12).

Sheila: ...we had a rash of head injuries you know so this was already for me

getting to be my saturation point of hopeless cases (page 11, lines 7-8).

Duration/Severity

The duration and or severity of the event had an intense and varied impact

on the participants. Four further sub-categories were created.
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The concept of having to wait for something to happen was evident in the
stories of four of the participants. Mary described her wait for a disciplinary
warning.

Mary: ...with me it dragged on for a year...well first it took so long to get

this letter to begin with...it was Christmas holidays...and people were away

at Christmas and the Director of Nursing left town to visit relatives for a

couple of weeks...But meanwhile, I spent every day waiting for the mail or

wondering perhaps this would come registered mail. I spentevery day
waiting...it was nerve racking...I think it ruined Christmas (page 27, lines

11-23).

Judy: Well, we had to wait because C.N.P.S. had to take our statements and

then type them up, like compile them and I mean these were 10 or 12 page

type written documents. So they had to come in the mail and then arrange
for an appointment and go in, so that was kind of a waiting, a tense waiting

period. Ijust wanted that over with in some ways (page 22, lines 14-18).

A Long Time

Several of the participants described the incident as occurring over a long
period of time. Interestingly, there was no conformity with regard to the exact
amount of time. For example Bob felt the situation played out over a period of 3
days and that this was a long time. However, he also spoke about how long it
finally took the patient to die, which was a period in time of 1 hour and 10 minutes.

Sheila was also aware of the passing of time.
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Sheila: It seems like a long time, yeah because it seemed like, it was like we
were walking through molasses - everything was so slow; the patient’s
condition was worsening, but everything else was like a long and drawn
out...(page 35, lines 14-16).

Unexpectedness

Hailey cared for a patient for four days and watched him die over another
two day period. The time did not seem extensive, however. Indeed it passed much
too quickly.

Hailey: Um, I think it was probably one of the worst ones. Well, I mean, it's

something that shouldn’t have happened and because it looked like he

would do so well...it seemed to happen very quick and everything just went

down hill very, very, quick (page 37, lines 22-23 and page 38, lines 18-19).

Closure

A sense of closure was important for several of the participants. For Pat and
Hailey closure came in the form of ceremony and rituals.

Pat: Her funeral was the next day and I had never gone to (a) family

members funeral and I don’t know why I was compelled to go (page 10,

lines 2-3).

Hailey: ...the nurse that had him, I asked if I could go and wrap him with

her, kind of, as, like you know, at least I could see it and admit it’s over, he’s

gone and [ think that helped a bit (page 12, lines 19-21).

Closure was also demonstrated by the need for participants to work an

additional shift in order to complete their work with their patient.



160

Bob: That kind of made you think, oh geez...at least I could do is be around

for the third day when likely, the whole situation will end (page 14, lines 12-

14).

Elaine: You kind of want to be there, it was inevitable that this guy was

going to go and [ guess...it would bring some closure. I think, it’s just

seeing somebody that has died, you kind of have to see that, then you can

kind of put an end to it (page 29, lines 15-20).

Judy’s incident dragged on for a period of ten months while various
investigations occurred and then suddenly ended one day, after a meeting was held.
As aresult a sense of closure was not experienced.

Judy: They met and they talked...and they said we have no problem with

you current practice and we have never heard anything since. But because

we have they type of...system that we have, it's an open system...so it is

something that, in some ways, doesn’t ever end...(page 16, lines 10-18).

Exposure
Exposure refers to the act of being exposed to death, dying, injury, and

trauma. In the lived world of ICU nurses who worked in this particular ICU,

exposure occurred on a repetitive basis.

Young Traumas

The group of patients referred to as “the young traumas” by the participants
represented the patient group that the nurses were most impacted by and which
they most frequently discussed. It was upsetting for the nurses to see young

persons, at the prime of their life, now a victim to the hand of fate.
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Pat: I think all of us who worked there, described that summer as being an

extremely difficult summer. There was an awful lot of young people,

trauma, and burns...(page 10, lines 24-26).

Elaine: So, when I started my shift - to see him physically, it was hard at

first, just because he was young, anybody young coming in - it’s

tough...(page 9, lines 11-13).

Sheila spoke about the difficulty in caring for a young person, coupled with
trying to make sense of the tragedy.

Sheila: We have cases every day in the unit, most of them are life choices by

the patients, however, the most depressing ones are the young kids that we

get, like they’re innocent victims...the younger patients are the hardest, the

hardest I find...I think when they are younger it's like they haven't lived

their life, that it’s a real loss. It’s still sad a and a loss when it's an older

person but it’s not as tragic.

Jane: He was pretty young and I mean that makes it harder too. Its a little

more unfair when people haven’t had much of a life yet or are just starting to

have a life (page 15, lines 20-22).

Exposure to Unexpected Tragedy

The senselessness of many of the traumas was mentioned by other
participants as well.

Elaine: ...it was a burn victim, so of course you can’t tell at all what they look

like and they had a picture of her and you are going ‘what a waste, like what

a stupid thing’...you get angry, you just think that will be no more, like that
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will just not be here anymore. Um, even if these people come around...and

you know the friends he had back then and what he was into, that’s gone,

its’ total eradicated, one stupid, senseless incident and it’s totally gone

forever (page 24, lines 2-15).

Pat: Then you realize what you are doing, and who you are doing it to - you

question it. You just feel so sad that it happened, why did it happen? And

you know, the sadness of the whole thing (page 12, lines 19-21).

Pat: ...well the other thing was that the young woman (who was responsible

for the accident) I saw her as somebody who was, at that age, and (it) was

not premeditated, (she) did a really, damn, damn, stupid thing...(page 21,

lines 19-21).

Exposure to Gross Disfigurement

Many of the participants vividly described aspects of their incident which
indicated graphic mutilation of the physical body. Two of the participants spoke
about the disfigurement they viewed in caring for a burn patient. All of the
participants compared the victim to what they had looked like prior to the accident.

Pat: Her picture was at the bedside...and we were all astonished. She was a

beautiful young girl...(crying) She was a little thing and she was just charred

and her face was completely burned...when I began washing (her) face, a

piece of her ear fell off...(page 7, lines 9-13, and page 8, lines 11-20).

Pat also recalled looking after another burn victim shortly after caring for the

above described victim.
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Pat: ...there was a second burn that came in several months later and that
was when I realized that I had been really affected...Plastics came by and it
was time to do the escharotomies on this young fellow and he, [ remember,
the odor, he was very charred. I always remember he was cooked, like a
well done roast beef on the outside (page 9, lines 20-25).

Hailey: ...he had a bad coagulopathy - he was just like dripping in blood
from all his donor sites and lab sites...I think as soon as I came out and I saw
like he just looked like, like he didn’t look anything...like himself, and a lot
of times that's the only way we know people, so, it's not unusual, but when
you’ve seen someone looking like they do when they are healthy, it was
hard to see him like that (page 11, lines 12-13 and page 20, lines 26-27, and
page 21, lines 1-2).

Jane: It was very disfiguring and it was stuff, like I've never seen before and
don’t want to see again. Like I remember thinking ‘this is a little more than [

ever wanted to see’...(page 28, lines 8-10).

Moral Conflict

Incidents of moral conflict were critical events for some of the nurses.
Themes of doing the right thing and competing needs of the family were dominant
in this category.

Doing the Right Thing

Providing care for an extensive burn victim created moral distress for Pat. It
was known that the prognosis for such an extensive burn was poor, yet intensive

therapy for the patient continued.
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Pat: [ remember one Attending saying, you know, it wasn't right...feeling
that it probably was not right, how she was, not only severe deformity, but a
multitude of O.R.’s that were going to be required throughout her life
because of the skin tightening (page 11, lines 19-26).
Deciding on a treatment plan which was in keeping with the known needs of
the patient proved to be a difficult situation for Donna.
Donna: ...I guess it was an issue of quality of life...I was involved more in
the scuffling of what we're going to do, what we should do, what the family
wanted now that the patient is more coherent...everyone had their own
game plan about it. No doubt that everyone is trying their best but
sometimes was it in their own best interests or was it in the patient’s best
interest? (page 15, line 26, page 16, lines 6-7, and page 30, lines 24-26).
Family Pleas
Three of the participants experienced moral distress when the families of the
patients were adamant that the outcome of care should be different from the
established medical plan of care, that was based on the illness and prognosis of the
patient. In all three cases the family pleaded with the nurse for care to be different,
unaccepting of the prognosis for their loved one.
Bob: So we had spoken to the family and the family was, first of all I guess, a
little of the denial stage...And we took them aside and said we have done
everything we can and we think that he is brain dead...first of all they were
angry as hell...They considered us negligent to start with...the Dr., people

with lots of experience have said to the family straight out ‘we have never,



165

ever seen or heard or read of this situation reversing itself’ and the family’s
response would be , ‘well, then we will hope for a miracle’. They couldn’t
get through to them (page 11, lines 16-18, page 12, lines 14-26).
The family in this case, was frantically searching for a solution, for a cure for their
relative. They insisted on medical procedures being conducted, despite a lack of
evidence related to efficacy. While Bob struggled to support this family his ethical
dilemma was heightened by the fact that the anger they had initially felt toward
him, now was comprised of trust.
Bob: During the second day, during one of the family conferences, the Dr.
had said to the family, ‘you know, there is nothing funny going to happen
overnight, nothing funny is going to happen. We will do what we need to
do to take care of her’. The husband said, ‘we know there won’t be anything
funny going on, cause Bob’s going to be here.’...that kind of made you think,
oh geez, well at least on one isolated point in trust in this whole bad
experience for them, at least I could do is be around for the third day...I
knew ethically for myself, that I had to go and ask if I could work another
day, even though I really didn't want to (page 14, lines 7-15 and page 24,
lines 15-16).
Denial also pervaded the life of the family that Pat cared for. Their constant
discounting of their daughter’s ultimate fate was difficult, given the medical proof
related to morbidity, and given the countless invasive procedures being

administered as part of their web of denial.
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Pat: But, to me, they were in denial and that is normal for them, but they
were more so than any family I have ever dealt with. Involved with trying
to convince us, and I guess maybe that is because the way we were. I did
know, of course you can never say you know, because you are not God, but I
did know for the best of my ability that she would not survive. I did think
that was probably for the best, for her. In the interim, communicating with
them was very difficult because they demanded that you communicate with
them on this level of denial and inside yourself you were thinking the
opposite was true and you were just not honest. It was more difficult in that
situation to be in your role as health care provider and their role as parents
because you weren’t candid, you weren’t providing information, they just

wanted to hear that you were going to make her well (page 25, lines 1-8).

Role in the Trauma

The nurses in this study assumed either the role of agent or victim in the

traumatic event as it unfolded.

Agent

All of the participants in the study had a role to play in some capacity,

within the circumstances of their event. Those who are described as agents made

specific comments which indicated they perceived themselves to have had more of

an active role in the trauma.

Mary: [ can tell you in all these years, let me see, (long pause) I've made one
other drug error. It was just unbelievable that I could do this and anyway,

my first thought was I've hurt him so he should be protected from me. I
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should be sent away...I mean I knew that piece of equipment backwards

compared to other people. YetI'm the one that screwed up (page 13, lines

15-17, page 37, lines3-4).

Bob: That kind of made you think, oh geez, well at least on one isolated

point of trust in this whole bad experience for them, at least I could do is be

around for the third day when likely, the whole situation will end. So we

switch the schedule around and I came in for the third day (page 14, lines 12-

15).

Jane: I wasn't the patient’s nurse but I was supposed to be the patient’s

nurse - somebody (else) ended up admitting but I was next, [ was next door

with the patient next door - so I helped all night (page 8, lines 1-3).

Victim

Pat was the only participant who described her role in the trauma as more of
a victim than an agent.

Pat: Now, I too felt, totally not wanting to do what I had to do - knowing

that I had to do it. Trying to objectify that body in the bed. Because of the

presence of her parents beforehand and my, uh, empathy with their pain, I

was finding it very difficult to objectify that girl. Then being alone was the

other thing. I just felt very alone, not able to even chatter with somebody,

which sometimes you do. I felt (voice quivering), I know I felt sorry for

myself, that [ was alone...(page 8, lines 24-28 and page 9, lines 1).
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Location
Location in this study relates to where the nurse was physically located in
the Unit during the incident and on the first shift back to work.
Being Together in an Isolated Space
Being assigned to care for a patient in a defined isolated environment
increased the amount of contact between the patient and the nurse. This seems to
have influenced the relationship that formed between the two parties.
Hailey: ...I had him for four days and three of the days he was extubated so
he was chatting away. He was in isolation so...when you're in there and
you spend a lot of time with him, cause you want to get everything done
while you're in there, I mean, if he’s extubated he’s chatting away...(page 8,
lines 26-27 and page 9, lines 1-5).
Sheila: ...I was basically in my own little world, you know, I had the curtain,
(it) was drawn for privacy most of the time. Lots of family was in. I spent,
you know, I still took all my breaks and stuff...I was really quite focused on
what was happening with her (page 20, lines 6-10).
Bob: This lady ended up being in the Isolation cube, which made, I think a
little bit of a difference because...I think it just happened to be the only bed
that was available at the time, nothing special...which was good considering
the way things went that we had the privacy. Uh, so being in there a lot
with the family, we really didn’t see, kind of isolated from the outside

department (page 16, lines 23-27).
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The Same Bed

Many of the participants were assigned to work at the same bedside or in the
adjacent bedside as where the critical incident occurred, upon their first shift back at
work after the event. These coincidental circumstances did not go unnoticed by the
nurses.

Judy: I remember the first shift, I remember about the first five shifts because

the first five shifts back, I think three patients died that I looked after. The

first shift I walked in, I believe I was assigned at that same bedside that I had

been at with that incident, and a patient who was dying. I was lighthearted

about it, no one else, of course realized any of the significance of the above,

because you are working with different people, but it was kind of, I mean I

had to kind of chuckle, it was just sort of ironic (page 23, lines 25-27 and

page 24, lines 1-4).

Hailey: Well, [ was in Bed #2 and he was in #6 and they had the doors open

all day because he was crashing all day so it, [ was trying to help Cindy as

much as I could...I tried to basically just do stuff outside the room cause I

wasn'’t all that comfortable with seeing him like that (page 10, lines 23-24 and

page 11, lines 20-21).

Sheila: I don’t know whether it was fluke, but I worked next to the bedside

where he was. So, although there was a different patient there, you know, I

would still look over...(page 26, lines 20-22).

In Mary’s case, the bedside at which the critical incident occurred was also

the same bedside where her Uncle had passed away some six months earlier. The
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day of the medication error was the first day she had worked back in that particular
cubicle. Mary had found her Uncle’s passing to be difficult and it impacted her
work on one occasion, when she had to care for a patient who was gravely ill, and
whose disease trajectory had followed the same pattern as that of her Uncle’s. As a
result, Mary asked to be reassigned to care for a different patient.

Potential for Reoccurrence

Six of the participants spoke about their fear that the event which they
experienced would occur again. The reason for reoccurrence was varied and ranged
from ineffective policies and procedures to the potential for human error to the
nature of the work environment and the resulting likelihood of encountering other
similar events.

Pat: ...the potential harm that that can do to people was emphasized to me

through my own experience. And ah, so then it made me have a desire to,

you know, make it potentially better in some respect. I was involved in

writing some letters to try to, you know, in a positive way, point out a

negative problem...(page 20, lines 10-13).

Mary: Anyway, I thought that this whole incident, ...should be talked about

openly, because if a person can make a mistake, so can somebody else (page

14, lines 10-18).

Elaine: ...these parents - they did nothing to deserve um what was handed

them (crying)...it frightened me...it's when you see a young person and they

are snuffed out, and there is just no guarantees...while they are little you can

either keep them (kids) here, you can tell them it's bed time, you can have
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them in the house...you don’t know what’s going to happen to them when
they start driving...it's that fear...something like that makes you dwell on it
for a while and it frightens you - and you are sort of incapacitated. Like
you're overwhelmed, you’'re focused on that, you are doing everything
around the house trying to keep your kids protected and then you are
thinking after a while, “you can’t do it, you just can’t do it’ (page 25, lines 1-
25).

Impact on Community

The community in this study refers to the community of SI. Some of the
participants spoke about the impact of the critical incident on the culture of the Unit.

Judy: ...by then every Intensivist knew what was going on, knew that this

situation was very unusual and was being handled in this way and people

were frightened about what was going on (page 16, lines 7-10).

Elaine: ...she said though, a lot of people, even the cops that were calling,

were upset about it...they were calling a lot to find out how he was doing

more on a personal note almost and she said it is affecting a lot of people,

like the physicians, of course are talking about it, the nurses are talking

about it, the cops are coming in, like they are talking about how stupid it

was (page 14, lines 16-22).

Experience of the Trauma
In Wilson’s model (1989) experience of the trauma refers to whether the

traumatic event was experienced alone, as part of a group, or as part of a larger
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community. The effect of the trauma may differ in the individual depending on the
manner in which it is experienced.
Alone
Isolated
Three of the participants spoke about being alone while aspects of the critical
incident unfolded. There was an impression of feeling abandoned in their voices.
Pat: I just felt very alone, not able to even chatter with somebody, which
sometimes you do. I felt (voice quivering), I know I felt sorry for myself,
that I was alone...(page 8, line 27 and page 9, line 1).
Mary: And, ah, so everybody had left, they had gone to supper and [ was
alone there with the two of them...I called for help...but something (was) not
right and I didn't know what so I called, well there was nobody there, so |
went down and called for somebody...(page 12, lines 1-19).
Judy: ...we had been advised in the meeting to hire our own criminal
lawyers independently, we couldn’t all go to the same criminal lawyer, we
had to go to different criminal lawyers each in different firms in the city, we
couldn’t even go to the same firm (page 12, lines 26-27 and page 13, lines 1-
2).
Insulated
Many of the participants spoke about being consumed with the patient and
family involved in their incident, to the point where they did not exchange passage

with their colleagues in the Unit.
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Sheila: ...I was basically in my own little world...I don’t really remember
what else was going on in the unit. I was really quite focused on what was
happening with her (page 20, lines 6-10).
Hailey: I think I was aware of it kind of peripherally, just because, you
know, there was nobody else that could help her there cause everyone else
had such sick patients. So, I think I wasn’t really centrally aware of it...kind
of like I knew something was going on around me...normally, if you don’t
have the busy patient, you try and help everybody if you can, but I don’t
think I was capable of that, that day (page 24, lines 6-13).
Elaine: I can’t even - [ was oblivious to what was going on everywhere else.
I didn’t have to relieve for anybody, um I can’t even remember what was
going on (page 28, 9-10).
With Others
While most of the participants spoke about episodes of either being isolated
or insulated, Judy spoke about a special bond which occurred between herself and
the two other nurses who shared her critical incident with her.
Judy: I wanted to be there for the other two nurses who were going to be
there...we were also told we couldn’t talk about this, we weren’t even to talk
with each other, but we basically disobeyed that because we were each
other’s only support system...we would talk to each other and calm each
other down and whatever and the next day that one would be calm and
confident and this other on would be panicking. I still have a very close

bond with those other two women after what we went through. You don’t
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forge a friendship that isn’t strong through a thing like that (page 10, line 8,

page 18, lines 16-18, and page 25, lines 19-23).

One of the other issues which concerned Judy about her critical incident was
that while she shared the event with her nursing colleagues, the physician involved
in the case was absent from the subsequent discussions.

Judy: The other interesting thing was that there wasn’t a medical, there

wasn’t a physician present, it seemed like everything was being looked at

from what the nurses had done even though everything that we had done
had been ordered by a doctor and had been discussed with a doctor, not that

we act separately, [ mean we all work together, but...(page 11, lines 9-14).

Structure of the Trauma

According to Wilson (1989) the actual traumatic event can be thought of as
having it's own structure, comprised of having single or multiple stressors and
being of varying complexity.
Multiple Stressors

As noted by Wilson (1989) few events are comprised of only one stressor and
the same was true for this study. Stressors can be thought of as sub-events and
therefore the category multiple stressors refers to the various sub-events which were
part of the larger critical incident for the participants. Three categories of stressors

were identified.
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Conflict

Five of the participants provided evidence of conflict as part of their critical
incident. The nature of the conflict varied among participants.

Donna: ...there was even personality conflicts within the family...I had a bit

of difficulty with the one son because he was kind of verbose at first...it was

a problem with the son being very verbal and almost aggressive using name

calling, things like that (page 13, lines 17-18 and page 14, lines 12-14).

Mary: So the next morning...I went to her office...and was told how terrible

it was and I was going to get suspended now...And we decided to grieve

it...(page 15, lines 2-20).

Bob: ...they (family) considered us negligent...family that was angry,

accused us directly to our faces of trying to kill her, trying to create room in

the ICU, um, bringing in their lawyers for the meetings...(page 12, lines 3-

14).

Sheila: ...then he (physician) accused me of coaching the family and

undermining medical management (page 12, lines 24-25).

Judy’s critical incident involved three different sub-elements of conflict. The
first was the accusation of wrong-doing in association with the death of her patient.
The second incident of conflict occurred when a plea bargain was reached in the
legal case and the charges against the accused were dropped. However, the Crown
wished to pursue the concern of the Defense further and therefore the investigation
proceeded. Thirdly, one month after the incident began, Judy was phoned at home

to be informed that she had been ‘bumped’ from her position in SI by a more senior
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nurse. If she wished to maintain employment with the Centre she would need to
follow the guidelines for displaced persons, which could include ‘bumping’ another
nurse from her position.
High Profile Situations
Two of the participants were involved in incidents which were widely
known about in the Unit.
Bob: ...you are probably familiar with the case I'm sure, cause the family
was quite vocal in this situation...there was a big to do (page 10, lines 18-19
and page 11, line 3).
Elaine: ...it was a well known case...the family wanted to get the media
really involved...when I listened to the radio, it was on, when I read the
paper, it was in the paper (page 9, line 4, page 29, lines 34, and page 15,
lines 3-4).
Providing Nursing Care
At times, the very act itself of providing nursing service to the patient,
exposed the participant to other aspects of the traumatic event.
Pat: Our Unit Assistant and I began to do the dressing in the morning,
around 10 and I had her all undressed and everything ready and actually
what was happening outside, in the other three beds was there was a trauma
in Emergency that needed to come up right away and they needed to try and
transfer one of the beds down, so there concurrently became no potential
assistance from the people outside of the cubicle because of the Unit

situation. The Unit Assistant that I was with became nauseous and had to
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leave the cubicle...when I began washing (her) face, a piece of her ear fell off
and the Unit Assistant,...she was just not prepared for that and became sick
and had to leave (page 8, lines 12-22).
Jane: ...he would be OK for an hour and then his airway pressures would
rise again, like he just swelled up like a balloon, I mean he doubled his body
size at least, just from the swelling and of course, from the escharotomies he
had serum and blood oozing all over the bed...Basically, the whole night
was spent ah, um, trying to keep him clean, which was impossible and
running in fluid and I think, actually, maybe they did try and dress a few
times. I remember dressing stuff, like the floor was covered with garbage
and there was five people around the bed almost all the time...(page 10, lines
14-22).
Elaine: What kind of got me going was um, you hear his story, like as you go
on through the shift and meeting the mother and the father and meeting the
brother (voice quivering), and the nurse had told me previous, that the
mother could not yet look at him...what went through my mind I was kind
of hoping that this wasn't going t be the shift they decided to do that...Son
anyway, the shift went on, that was going to be the shift where the mother
and father decided that they were going to look at him (page 9, lines 15-19
and page 10, lines 5-11).

Complexity
Complexity , as defined in Wilson’s model (1989) refers to the

subcomponents that are present as part of the incident. Examples provided by
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participants, four major areas of complexity in the study participants were

identified.

Connecting
Several of the participants developed a special relationship and affinity with

the patient and/or family, and/or a mutual acquaintance.

Pat: ... Her picture was at her bedside...Her picture of herself, as a whole
person before she was burned, and we were all astonished. She was a
beautiful young girl (page 7, lines 8-13).

Donna: ...at the beginning the patient wasn’t involved as much. But as he
per se, got better, not being off the ventilator, but understanding and
comprehension was there. There was more interaction and that’s what
impacted a lot more later on, was your interaction with the patient
themselves (page 13, lines 5-8).

Donna: ...the other relationship I had with this family is a neighbor of mine
was friends with them...It only made it more, you know sometimes when
you have any kind of patient, that there is some kind of a, something that
twigs?...It reminded me of how are they?...so just wondering how they are
doing now after his death (page 17, lines 13-14 and page 26, lines 13-25).
Elaine: ...you have got the family crying and telling you about their life and
telling you about how, like how well they are...loved and what a wonderful
person they are...you get right swept up...you know like you feel them

better...you all of a sudden had this emotional attachment...Part of it is I
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guess you feel, you almost - you are almost intimate with the patient, like
there - um, you’ve got objectivity there that kind of can keep you a little bit
distant from them but you can get right close to them (page 20, lines 8-11
and page 21, lines 9-13).

Elaine: ...it was his youth, it was his family and it was the fact that, like I
don’t think Benjie (son) looks like him but, maybe he does actually, maybe
there is a little bit of a resemblance...the dark hair and the eyes and stuff
(page 40, lines 22-25).

Hailey: ...it seemed like I knew him...he had the same name as my younger
brother, I think that kind of hit a cord with me and just a real smart allec and
someone you could fool around with...I mean his personality was so much
like my younger brother, it was just, you know and my younger brother
moved away about a year ago and I haven't seen him since. It was just nice
to have that kind of camaraderie for a little while (page 11, lines 23-27, page
12, line 1, page 15, lines 23-26).

Sheila: ...they talked about her and the type of person she was and I
remember saying ‘you know, that if she wasn’t a patient, that we would be
friends’. You know , she was the type of person that I would socialize with,
the patient. And um, and so, I had, I basically bonded with the patient and
because the family were so caring about her and um, they also has some

personality traits that I liked, that I think we bonded (page 19, lines 17-22).
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Witnessing Sorrow

During Elaine’s time at the bedside with her patient she nursed the family
through a very difficult time in their lives and watched them as they grieved.

Elaine: ...she (mother) cried and cried...she stayed with him and she was all

over him...He (brother) went in...he would be in there and he would be on

him, telling him how much he loved him and stuff...The Dad, even more so

got to me, because he didn’t say anything....he just couldn’t say a word - he

didn’t say a word, he held him, he kissed him, he hugged him, he didn’t say

a word and then he walked out just bent over (page 10, line 20, page 12,

line6, page 23, lines 20-21, and page 28, lines 4-9).

Pat: Her toes were pink, that was the only part that was pink and her Dad

would come in and hold her toes and say, ‘just make her well” (page 9, lines

14-15).

Clashing of Interests

This category refers to circumstances in which there were differences
between the wishes of the nurses and those of others (health care providers or
family or institutional policies).

Pat: ...and there was a change in protocol going on as well, which was new

to us, which previously we had more assistance from the Burn Unit, in terms

of doing dressing changes. Although the protocol was not clearly defined at

the time, it was kind of a check every day and see what's the protocol

today...the dressing was unfamiliar to me (page 6, lines 26-27, page 7, lines

1-2, and page 9, lines 7-8).
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Donna: That's the family scuffling, kind of a situation, or example of, where
there would be a conflict in what we think is best for the patient per se and
what the family thinks is...the medical scuffling was a dilemma. There were
opposing views of which way we should be dealing with this patient’s care
in terms of how to wean (page 17, line 27 and page 18, lines 1-4).

Mary: Going back to that setting, the pump, this is a postop patient, just
come in, [ had gone to supper and come back and when I had come back the
bed was still up. I always like to put the bed down. Nobody else likes the
bed down, so that’s why [ have my foot stools so I can see everything.
When I came back, the bed was still up, my foot stools had been put away,
so what | was doing, actually I was standing on tip toe looking this way and
I was thinking to myself ‘I've got to get this bed lowered’ (page 29, lines 1-6).
Judy: ...the surprise for us all was that the hospital lawyer was present and
we hadn’t been informed before the meeting that the hospital would be
there. She was there taking a lot of notes, asked a lot of questions, didn’t
seem to have a real grasp of anything to do with critical care. Didn’t know
what a ventilator was versus a respirator, didn’t know that they were the
same thing...And based on what the Medical Examiner had stated on oath at
the preliminary hearing, that the appropriate dose of Morphine for the man,
with these injuries, would have been 5 mgs of Morphine every 4 hours and
that no more than that would be needed. He also stated under oath that he
was completely unfamiliar with current critical care practice (page 10, lines

23-27 and page 11, lines 1-23).



182

Bob: About that time actually, we were getting ready to look at turning
things off and we go a call from the College (of Physicians and Surgeons)
and the College said, ‘hey, we've had a complaint, we have some concerns,
can we get another opinion?’ (page 14, lines 25-27).

Hailey: The day he had his lap, the Monday, he came back from the O.R. and
he was wheeling through the door and somebody said ‘well what did they
find?’ and they said ‘oh he had a perforated bowel’ and our Attending says,
‘well, I could have told you that last week’...and it was just like, you know,
if you're so concerned about it why didn’t you take the chance on this kid
and do an infused scan or why didn’t you do a lap. It was just like, you
know, don’t act like, you know, like God, like ‘oh well, I knew that’ and not
have done anything about it (page 32, lines 16-22).

Sheila: ...(the) family would like to talk about stopping treatment, they
would like to have a conference, they would like to know what’s going
on...so we paged him (Surgeon)...his response was ‘well if | have time, they
can come to the other hospital and wait in the Visitor’s Lounge and I may
have time between cases to talk to them’...he went back to the family and
told them this and they absolutely flipped and justifiably (page 12, lines 19-
21 and page 13, lines 1-2).

Family Needs

Meeting the special needs of the family under the most difficult of

circumstances was a component of the nurses’ traumatic event.
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Judy: Well, I think we tried to be very conscious of the fact, that while this
man was dying, there was a family with teenage children watching their
father die in Bed 3, across the way and this man was lying there groaning
and they were sort of looking over, like ‘what is going on over there’, and so
that, certainly that motivated us to want to make him as comfortable as we
could (page 8, lines 20-24).

Bob: It was almost like they (the family) were telling themselves that by
giving up hope they were betraying her and so that by pushing as hard as
they could until they were tight up against the brick wall, you know that
was the only thing that would be OK for them...So, I think had we been a
little bit different, it could have been worse for them. You know, if we
wouldn’t have given them those 2 % days to go through it, it could have
been a lot worse (page 21, lines 18-27).

Hailey: I looked after someone who was a head injury, whose mother was
trying to cope with the fact that, I mean, that was stressful too. Her one son
was with us and we knew he was going to be brain dead by the next day
and her other son was in MI and dying (page 10, lines 3-6).

Sheila: My second 12 hours day, was basically getting more involved in
family dynamics and you know, the Surgeon had still not spoken to them
about prognosis...and so the family was then coming to me for answers

(page 11, lines 9-17).



Post-Trauma Milieu

The post-trauma milieu describes the recovery environment where
adaptation to the traumatic event occurs (Wilson, 1989).

Level Of Support

This category of the recovery environment refers to the level of social,

economic, and personal support present to the person in the aftermath of the
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incident. Participants experienced support in a variety of ways and from a variety

of persons.

Significant Others
All of the participants spoke about sharing their incident with their

significant other and all of the participants remarked that this had limited use,

secondary to the lack of true understanding about the nursing role and hospital

culture.

Pat: I know he (husband) knew that we had a lot of burn people in our Unit.
I know he knew how I felt about that and um, yeabh, it was helpful to me to
have him...the details are not something he would understand or relate to
(page 14, lines 19-22).

Donna: It is difficult to talk to a non-medical person about your work. Like
he understands, he is very supportive of our work environment, well I
mean, as much as he can, but he can’t get the insides (page 27, lines 8-12).
Judy: There was a time when, as a typical spouse, he just wanted to fix
things and he would say ‘well, what you should do is" or whatever...rather

than just sitting back and listening to me and holding me when I needed to
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be held and cry, he would well, ‘you know you should do this and this and
this, what about suggesting this to the lawyer, what about talking about
this’, he was trying to solve the problem for me and somehow make it go
away. At the same time, he had just started a new job so he was in kind of a
vulnerable spot himself because he was in a new department and attempting
to prove himself to people who were waiting for him to prove himself. So it
was a stressful time for both of us (page 19, lines 4-14).

Bob: But this one, because I think it was more on an emotional type of level,
it wasn’t a medical problem, it was more of a social type of problem -
something she could probably relate to a little bit more easily (page 28, lines
6-9).

Elaine: Well, I think that’s it, like [ don’t even know - it’s funny, you think
like your spouse should know everything about you, butI think when you
are on the job, you're a little bit of a different person - you're not going to be
the same person that you are at home um, I don’t think I would have ever
gotten, I mean, when we would talk about this, just feeling, you get it from
the gut and you just get tearful about it, and you do lose some sleep over it
or they are in your mind, like you're trying to bake your cookies and they
are on you mind....so [ don’t think he would fully, I know he didn’t grasp
totally how I felt about and ah, and that’s OK too. Like, [ mean, I like to be
able to handle things for the most part on my own, um, and yeah, I could
talk to him about it but I don’t think he would ever quite get it the way

somebody who was there would get it (page 37, lines 2-17).
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Jane: ...when I came home I talked to ah, Edward about it, I talked to my
Mom about it...they listen and they kind of give you some empathy and talk
about life a little bit kind of thing but yeah, you kind of have to live through
stuff like that to understand it, I think (page 18, lines 24-25 and page 19, lines
59).
Sheila: But for the most part he doesn’t getit. And, he doesn’t get it, he
doesn’t work in the medical profession - he doesn’t understand, but that’s
OK because you know he’ll listen (page 30, lines 6-9).
Eriends and Colleagues
Because significant others were a limited support for the participants, they
often turned to nursing friends and colleagues for emotional support.
Pat: Then when you went back to work or talked to your friends, and I know
I tend to be very verbal, talk to my friends about it and a lot of them were
having their own concerns about this. We were experiencing similar or
dissimilar things, but it was on everybody’s mind (page 15, lines 18-21).
Judy: (The hospital administrator) was very, very, supportive. Gave us her
home phone number, in fact said anytime we needed to phone her, and, she
was very wonderful...(page 14, lines 23-27).
Judy: I was really isolated from them (colleagues) because I was on
maternity leave and wasn’t feeling really able to really reach out terribly
much and I didn’t really feel, other than the colleagues that I had, yeah, were
in communication (with), but the other two...I felt separate from (page 26,

lines 8-11).
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Bob: ...the nurses around me and the Charge Nurse, I can’t even remember
who it was, ah, but a lot of them made mention of the fact that they had
thought I had done a really good job of working with this family (page 20,
lines 2-5).

Elaine: then I went to work, it wasn’t for a few days later and I talked to
Veronica about it. I remember I was upset when [ was talking to her, asked
her if there was going to be a debriefing of some sort...and I talked to her a
little bit about it because I found it really hard to let go all that week (voice
breaking) (page 13, lines 22-27).

Hailey: On the Tuesday, Angie actually called me at work because she
heard that he had died and she wanted to make sure. Cause she said ‘]
know you looked after him for four days, I want to make sure you're OK’ -
which was nice. In a way, but in a way it was like ‘stop being compassionate
you're going to make me cry’, yeah, it was nice to know that she wanted to
make sure [ was OK (page 19, lines 18-23).

Hailey: ...they had a critical incident debriefing on it...I found that that even
helped, you know. In a way it was probably bad because it drags stuff up
again after three weeks or so, but in another way it was good to hear
someone else’s perspective on it too and have someone right beside me that
kind of went through the same thing on a different shift (page 30, lines 17-

23).
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Patient Families
Some of the participants mentioned receiving thanks from the families of the
patients who they cared for.
Bob: ...they thanked me for the help and aid they really appreciated me
being around for the three days. So, that really helped make things a little
easier than it probably would have been (page 16, lines 4-7).
Elaine: ...and he (brother) came out of the curtain and he just about fell on
me actually, and he just gave me this big hug and thanked us all for doing as
much as we were doing for him and um, then he left (page 12, lines 23-24).
Sheila: The family were fabulous. [ have a plant still on my table...and they
gave me a beautiful card and thanked me for being the advocate for the
patient, for being very truthful with them, for offering them unlimited access
to their loved one and for involving the Psychiatric Liaison Nurse...(page 14,
lines 15-18).

Cultural Rituals

Cultural rituals are the special ceremonies and routines which may occur in
the post-trauma milieu, as a means to let the healing begin. Two of the participants
made reference to rituals they partook in after their incident.

Donna: ...the best one for me is breakfast after night shift with our co-

workers...sort of venting with them...validation (is) good because then you

know you are on the right track, but it is more the other thoughts that you
don’t think of because sometimes you get too focused in one manner and

think you’re doing OK (page 28, lines 10-26).
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Hailey: ...the nurse that had him I asked if I could go and wrap him (in
shroud) with her kind of as, like you know, at least I could see it and admit
it's over, he’s gone and I think that helped a bit...I said a few things and just
stroked his forehead and said good-bye (page 12, lines 19-21 and page 23,
lines 6-7).

Societal Attitudes

Societal attitudes refers to the attitudes and views held by others in the time
immediately following the event. Four themes related to societal attitudes were
discovered in the data analysis.

[udgment

Mary, felt judged by her colleagues based on the comments made to her
after the incident.

Mary: ...the other responses were ‘well that was stupid, I would never do

that!” Anyway, I thought I was the only one that had ever done this and I

can tell you how many...I was so upset (voice quivering) with myself...I felt

people were staring at me and wanted to make comments but they were too
polite (weeping). Except the Charge Nurse wasn't polite, she told me that
she would never do such a thing, she wasn't that stupid. I think I'm starting

to hate that Charge Nurse (page 13, lines 8-10 and page 22, lines 22-25).

Hush-Hush

Two of the participants indicated they were asked by their supervisor not to

discuss circumstances surrounding their incident with others.
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Mary: ...well one thing I thought was that this should be talked about

openly, because if a person can make a mistake, so can somebody else. No,

they didn’t want that to be discussed...(page 14, lines 7-22).

Judy: We were also told we couldn’t talk about this, we weren't even to talk

with each other, but we basically disobeyed that because we were each

other’s only support system (page 18, lines 16-18).

Punishment

Punishment was a consequence of the medication error that Mary
committed.

Mary: Anyway, I was going to get suspended. But meanwhile, go back to

work and they will let me know when it is convenient (page 15, lines 5-6).

Sheila received a letter of admonishment from the physicians who were
involved in her incident.

Sheila: Ah, a week later, a letter showed up that went to the Director of

Medicine, the Director of Nursing, and my Head Nurse accusing, not

naming me, but accusing me of interfering with the - undermining medical

management and coaching the family, from the Surgeon and Attending

(page 14, lines 8-11).

Rumor

Sheila was the only participant who spoke about the occurrence of rumor
after her incident happened.

Sheila: Well I think the one thing, you know working where we were -it’s a

rumor mill, you know, people were uh, I don’t know if they weren’t
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properly informed or who was discussing it but they would, they were kind

of dancing around the issue as to what happened and I finally said, ‘do you

want to know what happened, ask me and I'll tell you’. Don’t, you know,
kind of try and fish information out of me. If you want to know the whole
situation, I'll tell you kind of thing. Um, just people kind of prying...(page

31, lines 1-6).

Summary of Environmental and Situational Variables

Environmental and Situational Variables that were important elements in the
nurses’ critical incidents were described. Multiple sub-categories were identified
under each major category and these are summarized in Table 9.

Under the category of Dimensions of the Trauma three sub-categories had
particular meaning. The duration and severity of the incident was important to the
nurses’ experience. All incidents, no matter what the actual passage of time was,
seemed to take a long time to unfold. For some participants the incidents endured
over several months and the waiting for further information was emotionally
difficult. A need for closure in relation to the event was described by the
participants. There was a desireto see a completion of their work or time spent with
a patient and family.

Exposure to unexpected tragedy, to young traumas, and to gross
disfigurement were described by the nurses. The setting of this Unit is the major
contributing factor to the category of Exposure.

Location proved to be an important part of the experience of CIS for the

nurses. Being together with the patient in an isolated space fostered close
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relationships with the patient and family and fostered a connectedness that might
not have occurred otherwise. An ironic finding was that of being assigned to the
same bedside, upon return to work, as where the traumatic event had occurred.
This contributed to the nurses re-experiencing the incident.

Under the category of Experience of the Trauma, the category of Alone had
important meaning. Some of the participants described feeling isolated and
abandoned during the time of their incident and as such they did not receive the
social support they desired. Although many of the participants described the Unit
as being chaotic and busy, activity in the Unit seemed to be suspended, from the
participant’s perspective, at the time of their event. This allowed the nurses to
further immerse themselves in the lives of their patients and families. A new major
category of With Others was identified based on the experience of one of the
participants. Enduring the trauma with others, rather than by herself was helpful to
Judy and further illustrates how a sense of isolation from others can have a negative
impact on the nurses’ experience.

Under the dimension of Structure of the Trauma the major categories of
Multiple Stressors and Complexity were described. Multiple stressors related to the
sub-events that were part of the event. Conflict between health care professionals
and between health care professionals and families, and situations resulting in
media attention formed two sub-categories. The act of providing nursing care was
also an important aspect of the nurses’ incident. Engaging with the patient and
family in nursing care strengthened relationships with the nurses but also exposed

the nurses to further pain and tragedy. The Complexity of the Trauma refers to
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components of the traumatic event that may be present. Connecting on a personal
level to the patient or family, witnessing the sorrow and grieving of families,
attending to other family needs, and a clashing of interests, were common sub-
components in the incidents experienced by these ICU nurses.

The Level of Support was an important category under the dimension of
Post-Trauma Milieu. While some support was provided via tokens of appreciation
and thanks demonstrated by the families, the most important sources of support for
the nurses came from significant others and nursing friends and colleagues. While
the support from significant others eased the emotional adaptation to the event, the
most important source of cognitive and emotional support came from peers who
could relate on a deeper level to the situation experienced.

In the next section the combined effect of Person Variables and
Environmental and Situational Variables in relation to the critical incident, are

illustrated by the nurses’ Individual Subjective Response to the Trauma.
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Environmental and Situational Variables in ICU Nurses who

Experience a Critical Incident.

Bereavement/Loss Imminence Duration/Severity
e Forewarning e Waiting
e Bombardment |e A Long Time
e Un-
expectedness
e Closure
Dimensions of the Exposure Moral Conflict Role in the Trauma
Trauma e To Unexpected | e Doing the e Agent
Tragedy Right Thing e Victim
e To Young e Family Pleas
Traumas
e To Gross
Disfigurement
Location Potential for Impact on
e Being Together Reoccurrence Communi
in an Isolated
Space
e The Same Bed
Alone With Others
Experience of the | ¢ Isolated
Trauma e Insulated
Multiple Stressors Complexity
o Conflict e Connecting
Structure of the | e High-Profile Situations e Witnessing Sorrow
Trauma e Providing Nursing Care e Clashing of Interests
o Family Needs
Level Of Support Cultural Rituals Societal Attitudes
e Significant e Judgment
Post-Trauma Others e Hush-Hush
Milieu e Friends and e Punishment
Colleagues e Rumor
e Patient
Families
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Individual Subjective Response to Trauma

As defined by Wilson (1989) the individual subjective response to trauma
“refers to the initial responses that occur in the wake of stressful experiences” (p.
11). There are five major categories specific to the individual response and these are
reviewed in relation to the findings from this study.

Emotional

The powerful emotional reactions that can occur after a critical incident
include affective distress, affective numbing and affect balance. Further sub-
categories were identified based on the stories of the participants.

Affective Distress

Great variation occurs in the way in which a person affectively responds to
the excessive autonomic nervous system stimulation as a result of being exposed to
an overwhelming stimulus. Fifteen sub-categories were identified that describe the
emotional responses experienced by the participants.

Sad

Feeling sad was recounted by several nurses. Their sadness was physically
demonstrated by crying.

Pat: I just felt so sad for them...I remember having a really good cry...I

remember feeling very sad...I felt very, very sad after that. [ remember in

the mirror, putting my make-up on to go for work, always crying after that

(page 8, line 3, page 9, lines 12-16, and page 10, lines 11-12).

Donna: ...but just sad, very sad that it shouldn’t be (page 22, line 19).
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Elaine: ...you feel sad, you feel kind of heavy...and I broke out and cried...I

cried all the way home (page 15, line 7 and page 17, lines 20-23).

Jane: ...you know most people don't see stuff like that um, and you know

very sad, it's very sad...(page 14, line 8).

Hailey: ...she left me alone for a few minutes, which was nice and I wasn't

gushing tears, but there was a few (page 23, lines 3-4).

Sheila: ...and they were waiting and they had given me the...plant and the

card. And I was very thankful, you know, I gave them a hug and we cried

(page 19, lines 10-11).

Depressed

Some of the participants differentiated feelings of sadness from a depressed
kind of feeling. The term depression does not refer to the clinical use of the term,
but rather a feeling of heaviness and deep pain.

Pat: I just remember feeling awash in their pain (crying)...my colleagues saw

me with tears in my eyes throughout the day and I just felt a lot of pain

(page 8, lines 10-11 and page 9, lines 13-14).

Donna: Sad, it’s just an empty feeling, um, almost depressed...so sad, yeah,

empty, depressed...it's kind of an inside feeling that something is lacking

(page 23, lines 5-14).

Elaine: ...you feel kind of heavy (page 15, line 7).

Sheila: and I just felt depressed, sad, mad, but depressed...like just

depressed and totally consumed by something that weighs you down,

makes me feel heavy, draggy (page 22, line 24 and page 25, lines 22-23).
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Altered Concentration

Four participants described feelings of not being able to concentrate or
experiencing a barrage of thoughts in the time after the traumatic event.

Donna: ...maybe not doing the course work, when I should, maybe not

getting into my assignment work as I should because I'm thinking about,

maybe that (page 29, lines 8-9).

Judy: I was the nurse that, who had given the stuff and I'm thinking what

have I dragged these people into. I mean your mind races around (page 17,

lines 9).

Elaine: It was late. [ found - it (thoughts) kind of whirled around, like after I

talked to Keith, I did go upstairs, um, | didn’t read, I just more thought

about it (page 32, lines 3-4).

Upset

Feeling upset described the sense of upheaval and disruption the
participants felt as a result of their incident.

Donna: Well, I mean, it didn’t make me feel very good...and it bothered me

(page 21, line 20 and page 22, line 5).

Mary: I was so upset (voice quivering ) with myself...and I said ‘you know,

this is really upsetting and I don’t trust myself anymore’ (page 13, lines 9-10

and page 14, lines 25-26).

Elaine: ...because that emotional aspect you feel kind of all churned up

inside...(page 19, lines 15-16).
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Jane: ...it's upsetting, disturbing kind of that such awful things like that
happen...you just kind of feel very uneasy and disturbed inside (page 14,
lines 9-17).

Anger

Anger encompassed feelings of irritability and irritation to frustration and

Pat: Um, I was grumpy about going to work, I would get grumpy about
going to work the night before I was going to work, yeah, and Larry would
say, “Oh, you're going to work’ (page 16, lines 7-10).

Mary: ...at the time I was so grateful for her assistance, I was so grateful for
her assistance because I had broken this patient, and she was very helpful
but I was irritated by her (page 23, lines 3-5).

Judy: I remember feeling very short-tempered with my 2 % year old at the
time. Quite demanding and being a 2 %; year old, and after a long Winter,
we were just getting into Spring, but being cooped up in the house, and
whatever (page 17, lines 22-25).

Hailey: ...you felt so bad for him...it kind of made you want to protect him
you know. Here is this cop who had never met him and he’s drilling him
with all these questions and it's just like ‘you know, leave him alone you
know, he’s been through enough’ (page 14, lines 7-14).

Sheila: What really pissed me off was the way they handled the family.
They didn’t handle the family at all, that really bothered me, no one was the

advocate for this patient or with this family (page 18, lines 4-6).
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Emotional Fatigue
Feeling emotionally fatigued or exhausted in the aftermath of the traumatic

event was a common finding among the participants. Many of the nurses
commented that they became aware of the fatigue upon arriving home from work.
Pat: Drained...and uh, exhausted (page 13, line 25 and page 14, line2).
Donna: Yeah, emotionally, I don’t know, you feel like a lump, kind of, not
apathetic...(page 22, lines 16-17).
Judy: I was absolutely exhausted (page 17, line 11).
Bob: It's not physical fatigue, you know ‘I’'m tired, I went for 36 holes of golf
today’, you know and then did the yard work, now I'm feeling a little bit
kind of physical (fatigue). It ‘s not like that. Kind of emotional fatigue (page
19, lines 24).
Elaine: ...it was more emotional - it was just being teary around him...you're
wiping his face and going under the dressing and that kind of stuff, it was
all more mental and emotional, there was no physical kind of upset at all.
And fatigue...(page 31, line 18-20).
Jane: ...I think I just felt tired...not extremely so, but just kind of feel a little
emotionally tired...a weary kind of feeling (page 17, lines 12-14 and page 18,
line 1).
Hailey: Just kind of drained (page 21, line 15).

Sheila: [ was exhausted...(page 21, line 23).
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Relief
Several of the participants described a feeling of relief when their critical
incident finally came to some form of closure.
Judy: I was immensely relieved when we didn’t have to go to court (page 28,
line 5).
Bob: Kind of a almost more of a relief, I would think than sad. Um, relief for
the family that they can get on with the grieving process Because I think
those three days were probably more hell than probably what would have
been the next two weeks as they went through the process of the funeral and
so on, because they were in such denial, such pain, I think, it seemed like OK
now you guys can at least get on with doing the things you need to do to
come to grips with this. So that was kind of a bit of relief...(page 23, lines 7-
15).
Hailey: Um, I think a relief, you know, that it was over and partly, for me,
and partly that now she could focus on her other son (page 27, lines 16-17).
Sheila: ...and I approached her and explained the situation to her and she
told me what happened because she was there and sent her to the OR and it
was actually quite a relief for...me...knowing that she didn’t suffer.
Knowing that the family didn’t have to agonize or make the decision and be
put on hold by a doctor that wasn’t willing to or couldn’t face uh, you know,
terminating life support, knowing that she declared herself, knowing that

she was an organ donor (page 20, lines 24-26 and page 24, lines 16-19).
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Anxiety and Panic

Two of the participants described symptoms of anxiety and panic, either
prior to the incident or as the incident occurred.

Pat: (weeping) I looked after a young girl. She uh, I remember...like I have

always felt that anxiety that you feel before you get a burn patient,

particularly because it was a young burn patient (page 6, lines 21-23).

Judy: remember feeling, in the meeting, starting to panic...(page 17, line 2).

Fear

Elaine was the only participant who described being afraid in the aftermath
of the trauma.

Elaine: I started thinking really morbid thoughts - like everybody just wants

their kids to grow up and these parents - they did nothing to deserve um

what was handed them (crying)...it frightened me (page 25, lines 14).

Self-Doubt/Blame

Four of the nurses were blaming of themselves and their actions as it related
to some element of the traumatic event.

Donna: ...I didn’t feel that I had the time to just sit down and myself talk to

the patient, you know, ‘you’re feeling this, you really want to stay on a

ventilator’, I mean, that kind of a conversation...it didn’t make me feel very

good (page 21, lines 16-20).

Mary: And you see, the other thing is, in spite of the Union telling me I

didn’t violate any policies, ta tatata ta, I was still responsible (page 18, lines

1-3).
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Bob: My only regret out of the whole situation...is that the docs didn’t feel it

was appropriate in this situation to talk to the family about organ donations

(page 26, lines 19-21).

Sheila: I kind of felt like I let the family down, like I really didn’t do anything

and frustrated...(page 22, lines 26-27).

Embarrassed

Mary was the only participant who mentioned feeling embarrassed about
the incident.

Mary: ...the Charge Nurse phoned him directly at the Christmas Party. I

was so embarrassed about that...just embarrassed. It's bad enough making

a mistake but having your Attending phoned at the Christmas party

(crying)...as I said, I was really embarrassed. When the pharmacist brought

out the glucose and anyway, I was just embarrassed and I felt people were

staring at me...(page 22, lines 4-23).

Nervous/Worried

Plagued by thoughts about the event two of the participants felt nervous and
worried after the incident occurred.

Mary: I spent every day waiting for the mail or wondering perhaps this

would come registered mail. I spentevery day waiting...it was nerve

racking (page 27, line 18-21).

Judy: ...We were a little nervous because this is certainly out of the ordinary

to be going into the Board Room to meet with Administration and so

on...about three weeks later, had an appointment with the lawyer. He read
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it (statement), I was extremely nervous...we were prepared to meet to talk
about how we would handle the court room and the idea of being cross
examined and so on by the defense lawyer, which, of course I was nervous
about because anybody would be having never been on a witness stand as a
nurse. A little unnerving...just tossing and turning and worried and I mean,
too worried or too scared to even cry (page 10, lines 16-17, page 14, line 4,
page 15, line 16, and page 17, lines 19-20).
Losing Control
Judy experienced a sense of losing control of her emotions and her ability to
function in her roles as wife and mother at home.
Judy: ...but being cooped up in the house, and whatever. I remember
feeling trapped, I felt trapped like a trapped animal in some ways. For
example, [ would be trying , the time I had to make the statement. I was on
the phone for 2 hours, it took, to give this statement, but [ was also still
looking after my kids at the time. I picked a time when one of them was
asleep, but you know, you couldn’t ever really get away from any of this or
sitting down and trying to spread our papers and collect my thoughts about
what exactly happened but being interrupted by things all the time - I can
remember thinking, ‘I'm going to lose it, I'm just going to lose it’ (page 17,
lines 25-27 and page 18, lines 1-6).
Sarcasm
Sheila was conscious of sarcastic comments she made to the physician she

had conflict with during her incident.
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Sheila: And then I would make off the cuff comments, very sarcastically

when this one physician was around...however unprofessional that is, that

was kind of my way of saying, you know ‘buddy...you know’ (page 32, lines

13-18).

Repulsion

The visual impact of the disfigured bodies viewed as part of their incidents,
created feelings of repulsion in Jane and Hailey.

Jane: ...he was just a gross mess...it was just the whole ugliness of it all...I

think because it was so abnormal looking, like so disfigured, like I said so

disfiguring (page 11, lines 12-15 and page 13, lines 18-19).

Hailey: ...when you’ve seen someone looking like they do when they are

healthy, it was hard to see them like that...horrible, it was awful (page 21,

lines 1-5).

Affective Numbing

Affective numbing refers to a decreased capacity to feel emotion in the time
after the incident. It may be demonstrated by stupor or by an inability to give or
receive affection. There is a blunting of human emotion. The following four
categories describe the experience of affective numbing in the participants of this
study.

Disbelief

Five of the participants were in a state of shock and disbelief in the time

during and after the incident.
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Mary: ...I think I sat there in shock thinking I could have killed somebody

and thinking did I do anything really wrong? (page 24, lines 3-4).

Jane: I guess there is a little bit of kind of disbelief kind of cause you're not

use to, [ mean most people don’t see stuff like that...I remember going for

coffee and sitting in the back and just shaking my head (page 12, lines 15-16

and page 14, lines 6-7).

Hailey: ...it's something that shouldn’t have happened and because it looked

like he would do so well (page 37, lines 22-23).

Sheila: I couldn’t believe that no one wanted to take the time to speak to this

family...(page 23, line 1-2).

Judy: I remember bursting into tears and this whole roller coaster of disbelief

at the whole thing and at times, nothing will come out of this to, this is

terrible, when are the police going to show up at the door, I mean, you just

don’t know what to expect (page 17, lines 11-14).

Physical Numbing

Three of the participants described signs of physical numbing during and
immediately after the critical incident.

Mary: ...I finally went and got my foot stool which somebody had put away,

and got up on the foot stool and looked at the pumps...I think my hand (was

frozen) (page 12, lines 24-25 and page 21, line 15).

Judy: ...and worried and I mean, too worried or too scared to even cry or be

able to deal with the emotions at all (page 17, lines 19-20).

Hailey: Like it was almost like you felt kind of numb (page 24, line 1).
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Going Through the Motions

Going through the motions of life, a kind of functioning on automatic pilot
was described by Judy and Hailey.

Judy: I don’t think, I basically wasn’t coping other than just doing my

normal day-to-day stuff that had to be done, like cooking meals, cleaning

house and doing laundry and whatever and just trying to recover from

having had a baby and having been pregnant and whatever, I mean, I

basically just went through the motions (page 22, lines 22-26).

Hailey: Um, I think I must have only been maybe 8 hours that day, cause I

think I went home not long after that happened. It was just kind of going

through the motions thing (page 23, line 26-27).

Detachment

Creating, either consciously or unconsciously, a separateness from others
was part of the experience of the incident for some of the participants.

Pat: Quiet, I remember feeling very quiet...I kind of went off on my own. I

said ‘hi’ to my kids and my husband and I just remember siting on the

couch. I can’t remember what they were doing, my kids (page 13, lines 4-5

and page 14, lines 5-8).

Jane: Like I said, I can’t remember what my patient was like...I really don't

remember the rest of the night. Like I said, I think I remember my lady

being quite awake and with it, but I can’t remember what, I don’t remember,

really, yeah, I don’t remember really anything else (page 9, line 6 and page

12, lines 9-11).
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Sheila: ...so I chose to answer the questions when he directed them to me
and [ totally ignored him and wasn’t sociable with him at all (page 15, line 27
and page 16, line 1).

Affect Balance

Affect balance is a type of emotional reaction in which the person is able to
realistically appraise and balance positive and negative emotional states. Bob was
the only participant who demonstrated an ability to realistically apprise the
circumstances of his traumatic event.

Bob: I had been worried that first day how things were going to go, uh,

whether [ would end up feeling angry at the family, you know if they were

angry at me and you would feel like after all I've done, and all I've gone
through...anger is definitely an emotion that was there and frustration...I
managed to hide my frustration...I knew that if I was gong to get myself to

the point where I couldn’t deal with the rational nature of the situation I

would have known that before it happened...you know, knowing your

strengths and weaknesses, you kind of drive yourself to the point where, if I

would have needed time off, I would have taken it, you know (page 20, lines

14-16, page 22, line 13, and page 34, lines 7-13).

Cognition

According to Wilson's (1989) model, cognitive responses indicate the manner
in which an individual begins to process or understand the event. The categories of
denial/avoidance, accurate appraisal, and intrusion were found to have relevance to

this study.
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Denial/Avoidance

Cognitive denial or avoidance is the process whereby the perception of the
event is blocked. The person may form an attribution of causation which minimizes
responsibility or involvement in the event. Situations that trigger a reminder of the
incident may be actively avoided. Denial and avoidance was evident in the
participants and is discussed according to three sub-categories.

Not Wanting to Go to Work

Six of the nine participants recounted a desire to not return to work or
having a hard time going to work, either during the unfolding of the incident or in
its immediate aftermath.

Pat: A lot of us went to the funeral the next day and then I had a hard time

going to work after that for a while...very trepidatious that perhaps my

name would on that work list next to her...(page 10, lines 5-6 and page 17,

lines 7-8,).

Mary: ...I know, I wasn’t working the next day. If I had been working the

next day, I wouldn’t have gone back (page 23, lines 26-27).

Judy: I was very nervous about the first day I would go back to work in the

ICU because of this. I mean, when your last memory of it is dealing with all

of this stuff, you start to doubt yourself a little (page 23, lines 9-11).

Bob: ...I can kind of recall, the third day I can remember getting up thinking,

‘OK, today is kind of going to be one of the big days, and geez I wonder how

the heck this thing is going to turn out’. Usually, I guess that’s what I work

60 hours a week, cause I like going to work, you know, some people think



209

that’s kind of nuts, but I enjoy it, I don’t have a problem going to work and I

can remember that one day thinking ‘geez, it would be nice if I could sleep

in’. Itwould just nice if you didn’t have to deal with this (page 18, lines 8-

15).

Jane: I remember thinking ‘I don’t want to go back to work’. I remember

thinking ‘I didn’t want to go back to work...so I just remember thinking ‘oh

God, I don’t want to go back to work - I would like to just work in a store,

serve coffee or something’. Then you wouldn’t have to go through

that...(page 20, lines 11-18).

Hailey: ...it'’s almost like I wish I would have had E.S.P. and I was thinking

you know, if [ already knew. If I knew he was already dead, I'd have no

desire to go in to work today. ButI didn’t know if he would be there or not,

so I felt like I should go in (page 26, lines 18-21).

Pushing It All Away

Pushing “it” all away refers to the participants repression of all events or
memories related to the event. It also refers to an active avoidance of certain stimuli
which triggered memories for the nurse.

Mary: ...I never really checked into these dates cause I didn’t want to know

them too much (page 21, line 27).

Jane: ...it affects you more than you think it does, and even though you

don’t dwell on it and you push it away, you know, you get experience after

experience like that, not that you get it a lot, but it does kind of affect you I

think...actually I do, I do remember going back. Cause I think I only had
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two days off and the bed that he was in was still in the hallway and not
cleaned. Like it was still - the sheets were off of it but the mattress hadn’t
been scrubbed, cause it was one of the special air beds. It still had stains all
over it and I walked off the elevator and I thought ‘oh my God, the bed’s still
there’ and just kind of, I didn’t walk...it wasn’t a really - it was kind of a
feeling, ‘I don’t want to walk by that bed” and [ kind of walked far away
from the bed...And it took them a couple of days to get rid of that bed - it
was like ‘clean that bed and get it out of here’, cause it is an awful reminder
of that night (page 21, lines 16-26).

Hailey: I didn’t want to be crying in front of my patient’s Mom because you
know, she’s got her own problems...I was trying to keep it all inside me
(page 17, lines 14-20).

Sheila: ...I was reading or I would do something and it was like ‘I wonder if
I should phone - I wonder how she’s doing’ - then I would think no. Then I
would think about it, then [ wouldn'’t think about it...just trying to shut it
out (page 23, lines 26-27 and page 24, lines 1-2).

Taking A Little Break

Two of the participants spoke about needing to leave the Unit to get away
from events which frustrate and upset them.
Pat: I'm working there less than I use to and that’s because I needed a little

break from it (page 3, lines 4-5).
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Donna: ...the political red tape stuff, it kind of (was) getting to me so right
now [’ve committed six months to the other ICU...it’s been a nice change
(page 1, lines 14-16).

Accurate Appraisal

As part of accurate appraisal the person is able to accurately perceive what
has happened, realistically appraise the situation, make a correct assessment about
events, and initiate attempts to respond effectively and adaptively (Wilson, 1989).
Bob and Sheila were the two participants who demonstrated accurate appraisal of
their critical incident.

Bob: ...just needing some time to process things. I guess perhaps to just to

put it in perspective. I guess when you talk about reflecting, you know just

to go back through the day and you know, take your mind off things and
maybe just kind of focus a little bit - ‘did I do anything?’ Like when I talk
about what makes things easier or worse for me, to integrate...For myself, if

[ know I have done what I can do, I have no problems with those things.

Even if it is a stressful situation, those things are OK, I can integrate it. IfI

would have screwed up...then I probably wouldn’t have eaten or slept for a

couple of days but, once it - in those kind of situations, even if there is stress,

I usually don't find that to be too much of a problem (page 19, lines12-17 and

page 22, lines 5-12).

Sheila: After the 3~ night because I thought God, did I really, did I influence

their decision, did I do something wrong - you know - it really bothered me,

um but ah I just woke up one morning and read that card that they gave me
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again and I just thought no I didn’t - I did the right thing and I would do it
again and so that’s basically when I just put it to rest. [ had peace of
mind...(page 21, lines 14-18).
Intrusion
Wilson (1989) defines intrusion as “the sudden, unbidden, and involuntary
presence of visual images or distressing affect associated with the traumatic event”
(page 14). Six categories summarize the manner in which participants experienced
intrusion.
Visual Images
Pat, Elaine, and Jane experienced re-imaging of physical attributes of the
patient’s they cared for during their incident.
Pat: [ mean, I never did this before, blowing my hair dry and crying, putting
my make-up on and crying and I felt like ‘for God’s sake, you are feeling
sorry for yourself, stop it/, but I couldn’t stop it. I just felt really sad and...it
was her name, always in my head...seeing her and me, [ was seeing me and
how I felt that day and I think I felt very sorry for myself that day...I was
seeing her body...how her face, after getting grafts, you know, her tight little
face (page 16, lines 18-25).
Judy: I remember picturing myself being in jail and never seeing my children
grow up (page 17, lines 3-4).
Elaine: I still picture him, I guess we're talking - I still picture doing his facial
care and seeing the bandage wrapped around him, like I can, just clear as

day - like that's, that's sort of what I remember, that and his own picture up
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on the pole...I just always had that image of him, the white bandage around

him and changing that. Making him, you know, look good for the family as

less bloody as possible, so I just remember more that part - just the face part-

swollen...when I see them, I see her for the first time coming around, butI

mostly see them going out of the unit and his father just so hunched over,

like his heart was just ripped right out (page 32, lines 11-25).

Jane: I can remember when I laid down, closed my eyes, I could just picture

that arm sticking up like that (page 15, lines 24-25).

Smells

Pat and Jane, who both cared for burn patients recalled the smells associated
with patient care.

Pat: [ remember the odor, he was very charred...I would be sitting in my

living room or whatever and smell Flamazine in my nose and that would

just remind me of her and the other fellow (page 9, lines 23-24 and page 12,

lines 6-8).

Jane: ...the smell kind of lingered for a while...I could smell it on me...I kind

of wanted to shower, but [ was too lazy (page 15, lines 25-26 and page 16,

line 2).

Sounds

Two participants recalled sounds or words spoken to them during the

incident.
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Pat: So, I talked to her parents during the day and they had this lilting

Scottish brogue...even the Scottish accent affected me (page 8, line 3, and

page 10, lines 26-27).

Sheila: What really affected me was when I was off for those 2 days, I

wanted to call, [ wanted to know how she was doing...I heard the voice of

the Attending saying ‘you are too emotionally attached’ (page 20, lines 18-21

and page 21, line 5).

Memories

Memories for the participants were demonstrated by remembering
circumstances about the event, having thoughts coming flooding back, re-living
aspects of the event over again, or re-visiting the patient cubicle where the event
occurred.

Pat: [ remember the bed she was in. Her picture was at the bedside (page 7,

lines 8-9).

Donna: She (neighbor) would maybe sometimes remind me of something, of

how things were going along kind of thing...so just wondering how they are

doing now after his death (page 25, lines 21-23 and page 26, line 25).

Mary: ...I had forgotten, just...about this, and I see her again and I want to

be happy and then in a minute, it’s just - it’s still there...the resentment

(page 30, lines 16-17).

Judy: ...well it's not within the last year, but it certainly, it might as well be

because it will always be right there...then the Nancy Morrison thing

happened in Halifax...I remember exactly where I was in my car and I
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pulled the car to the side of the road and just listened to the radio...and |
remember feeling, like my heart was starting to pound and my face was
getting flushed...(page 31, line 8-10 and page 32, lines 1-16).

Sheila: ...like some of the facts are still, because it did happen a while ago,
it’s kind of sketchy, but the emotional things that happened, of course I'll
always remember (page 36, lines 7-9).

Hailey: ...I was sad but I think some of it still was related to the fact that he
had just died yesterday and every time I came out of my curtain, that's
where [ was looking and the cube was empty now. So, I think it was kind of
compounded between the two of them...(remembering) when he was doing
better and he was laughing and talking (page 28, lines 8-18).

Elaine: ...like you're trying to bake your cookies and they are on your
mind...I know [ went past bed #8, I do remember thinking about him but I
was able to carry on with out problem...I wasn't as consumed actually at
work as much as [ was at home (page 37, lines 7 and page 38, lines 8-15).
Jane: I remember looking at that cubicle a little bit differently for a couple of
days. I don’t remember if I was on that side but [ remember walking by the
cubicle or something and just kind of remembering a little bit, kind of having
a little bit of an eerie feeling about it...I could picture him there...see the arm
(page 22, lines 6-15).

Problems Sleeping

Problems sleeping included difficulty falling asleep, dreams, not sleeping, or

thoughts upon re-awakening.
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Pat: ...and I know I had problems sleeping...I did sleep, off and on. What I
remember about the time is that I had trouble sleeping and I would wake up
a lot (page 13, line 26, page 14, line 27, and page 15, line 1).

Judy: I couldn’t stop thinking about it, I couldn’t sleep, in between feeding
my baby, I just wouldn't go to sleep. I would feel myself lying in bed with
my thoughts racing and my face flushed and just tossing and turning and
worried (page 17, lines 16-19).

Sheila: I had a sleepless, tormented, sleepless night...I was tired from not
sleeping...I was thinking, thinking what my day would bring (when woke
up in the morning) (page 21, line 12-26).

Elaine: It was late, I found - it kind of whirled around, like after I talked to
Keith, I did go upstairs, um, I didn’t read, I just more thought about it. I
know the two (kids) - and it was the weekend so Keith would have been
home with the kids. That wasn’t a problem. It was strictly related to
thinking about what was going on. But once I was asleep, I was asleep. I
woke up thinking about him, mind you, but I didn’t dream about him uh, it
was just a little bit more difficult settling down to sleep and then once [ was
into it, | was gone. ButI found the same thing subsequently, like I would
wake up in the morning, I would think about him, I would go to bed at
night, and I would think about him and just the circumstances (page 32,
lines 3-11).

Hailey: (woke up in the morning and) that’s the first thing I thought of was

the two of them. Going back in Tuesday and thinking, you know, I didn’t
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think Nick would be there then, and I wasn’t sure if my patient would be
there...(got up the next morning) and the first thing I thought was that he
was gone (page 18, lines 11-13 and page 26, line 13).

Thinking About It

Thinking about it differed from remembering in that thinking described a
more active process, a beginning attempt to make sense of the traumatic event.
Judy: I couldn’t stop thinking about it...my thoughts racing...that went on
for at least a week, if not more like, two or three weeks (page 17, lines 16-22).
Sheila: I would think, but she wouldn’t consume my day. You know, she
didn’t consume my day...I was reading or I would do something and it was
like ‘I wonder if I should phone - I wonder how she’s doing’ - then I would
think no. Then I would think about it, then I wouldn’t think about it (page
23, lines 22-27 and page 24, lines 1-2).
Hailey: I think it was about Nick and like I was thinking that for about a
week, you know, about whether they would find these people
and...hopefully something would come of it...just spur of the moment.
Then I would get busy doing something else and then, you know (it would
go) (page 29, lines 24-27 and page 30, line 4).
Elaine: So I went home and I found that I was really consumed thinking
about him, wondering how he did. I wanted to call the Unit, and ['m not
really - I don’t know if I've ever done that, or not in recent years anyway to
find out how somebody has done...So, I thought it would just sort of be let

go, because especially when I'm not there for a week at a time. ['m only
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working the weekends but for a couple of weeks I just found that when I

listened to the radio, it was on, when I read the paper, it was in the paper...it

was my focus (page 13, lines 16-22 and page 15, lines 1-9).

Motivational

Wilson (1989) describes motivational adaptation as being the ability to utilize
one’s motivational propensities to alter behavior in order to adapt to the traumatic
event. Some of the participants in this study demonstrated signs of motivational
adaptation. However, due to the diversity of person variables and situational
variables, it was not possible to further categorize these motives.

Pat demonstrated her need for safety and predictability by being protective
of other staff who had to care for the same burn patient as she did. She also wrote
numerous letters to the Unit Manager, in an attempt to have the procedure for burn
dressings changed so that appropriate nursing resources were available.

Mary and Judy felt strongly about a need to support nursing colleagues. As
a result of their incidents, they both strove to educate others, in the hope that the
circumstances of their events would not occur again.

Elaine was horrified by the violent circumstances which contributed to her
patient’s death and in order to meet her need for safety she promoted her awareness
of youth violence and the prevention of same.

Neurophysiological

Neurophysiological responses are the actual physical, autonomic responses

that individuals may display in response to the traumatic event. Five of the

participants described physiological symptoms, all of great variation.
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Judy: I remember feeling very hot, I remember feeling, getting very red in
the face (page 17, line 3).

Elaine: I leaned against the sink for a minute as I watched them go
and...your chest feels heavy and whether you are trying to stop from
crying...it is that heavy kind of feeling in your chest (page 33, lines 7-13).
Jane: I remember going for Tylenol because we all had a headache from the
smell...everyone who was working there had a splitting headache...we went
to Pharmacy and asked him for Tylenol for everybody because we had such
a headache...the smell kind of turns your stomach a little bit but I've got a
pretty strong stomach so...you really didn’t feel like eating that much on
your break. Usually I have a really good appetite, I still ate though
(laughing)...you were, not really on that high, like you were running at full
speed all night so you’re kind of...like not crazily, but just kind of very alert
and awake all night. Not like some night shifts where you know you lie
down and kind of go into semi-unconsciousness for a half-hour on your
break - didn’t do that (page 12, lines 14-27 and page 13, lines 2-14).

Hailey: I probably didn't eat as much. Cause whenever anything upsets me
a little bit, I don’t eat. When I'm happy, I eat like a pig (laughing) (page 16,
lines 8-9).

Sheila: ...but I noticed one of the family members was commenting on how I
was sighing at the bedside, I would just kind of go (sigh) and he would say
‘oh heavy sighs, how come the heavy sighs - what's wrong with you today

Sheila, you’re not the way you were yesterday’...you get a funny stress kind
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of stomach ache kind of a thing...Wired - I guess I felt wired (page 22, lines
4-17).
Coping

The coping component of Wilson’s model builds on the work of Lazarus and
Folkman (1984). Coping is defined by them as a “constantly changing cognitive and
behavioral effort to manage specific external and/or internal demands that are
appraised as taxing or exceeding the resources of the person” (page 16). Wilson
delineates four types of coping responses and these are instrumental, emotional or
expressive, cognitive re-structuring, and resilient. Further sub-categories have been
developed where appropriate, based on the findings of this study.

Instrumental

Instrumental coping is displayed via problem-solving behavior and goal-
directing behavior. Three sub-categories describe the manner in which the nurses
portrayed their ability to instrumentally cope with their incident.

Education

Participants sought resolution to their event through the education of
themselves or of others.

Donna: ...it brought to me an awareness to the Ethics Committee, brought

me an awareness to, um, that resources in our hospital, it brought me an

awareness to, well, what is an ethical issue? (page 27, lines 15-17).

Mary: ...I had already come up with this idea of telling people about it...I

had decided that my plan of action which was I had spoken to the Head

Nurse you know and from now on any sages I did, no matter what, would
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be a two nurse check, and I decided my plan of action was to own up to all

of this, education, whatever, and I got through the day )page 24, lines 16-17

and page 29, lines 11-14).

Judy: Well, a lot of good has come from that incident because we created this

presentation and so on and raised people’s awareness about it (page 24, lines

13-14).

Elaine: So when we had a parent association meeting, I had brought it up at

the end of the meeting with ‘New Business’ and I asked if people had been

familiar with what had gone on...I wanted to get some kind of thing going at

school, i.e. just get the Police involved, like an educational kind of system

(page 18, lines 8-11).

Sheila: ...you know I've wrote a paper about it too (for a course)...a

paradigm that has changed your practice and just what happened (page 36,

lines 2-6).

Diversion

Many of the participants employed strategies which diverted their thoughts
and energies away from the traumatic event.

Pat: ...talking to my folks and my kids, you know, just immersing yourself

in a happier life (page 18, lines 18-19).

Mary: I do have another life and that involves, I teach art, and it is just the

most wonderful outlet. I think, yeah, it was a really bad year, some of my

friends knew something was going on and what I did was I just got involved

in art (page 29, lines 26-27 and page 30, line 1).



Judy: I had to tap into some spiritual strength and say that I know that God
is caring for us and is not going to let us go, I had to believe in that and [
spent a lot of time in prayer as well in dealing with it...when it was all done,
one of the presentations that we had done, we received an honorarium for,
so we used that for a dinner, and we had a dinner that we semi-catered and
had for our families because our families went through a lot (page 26, lines 1-
4).

Jane: ...do some nice things, like visit with family or go for a walk or go out
for dinner, whatever. Anything that’s enjoyable. It reminds you that life is
good (page 19, lines 20-23).

Hailey: ...I went for a long run. Then I felt a little better...if 'm not having
any problems or anything, I find I tend to slack from it because I find other
things to do and if there is something ['m trying to sort out in my head, I'll
just go out for a run...I think I had a glass of wine (and then phoned
brothers)...I think probably in the back of my mind, you know, when [ was
just thinking you know, I'm glad I still have my little brother (page 18, lines
1-5 and page 25, lines 16-17).

Sheila: I try and go for a run after work to deal with my stress level (page 7,
lines17-18).

Debriefing

Hailey was the only participant to attend a critical incident debriefing after

experiencing her critical event.
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Hailey: ...for all the people that made a big - ‘oh we need a debriefing, we
need a debriefing’, there was only two of us that went. But, I found that that
even helped, you know. In a way it was probably bad because it drags stuff
up again after three weeks or so, but in another way it was good to hear
someone else’s perspective on it too and have someone right beside me that
kind of went through the same thing on a different shift (page 30, lines 18-

23).

Emotional

Emotional or expressive coping is an attempt to reduce distress via

expression of raw emotions and use of negative cognitive strategies such as denial

and distortion. “As a consequence of this style of coping, the four major cognitive

tasks of perception, appraisal, attribution, of causality, and the schema for

enactment are negatively affected” (Wilson, 1989, p. 17). Participants in this study

demonstrated expressive coping and this is discussed according to five sub-

categories.

study.

Helplessness

Feelings of helplessness were described by four of the participants in the

Pat: ...it brought everything back and made it worse for me at home
afterwards. It felt like my loss...I wasn't able to be a support to anybody
else, [ was too caught up in my own feelings (page 22, lines 10-15).

Elaine: So anyhow, the Mom and Dad went out, and I remember watching

them go out and the Dad was just in tears, like he was just sobbing (voice
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breaking) and there is nothing you can say, you feel useless, you feel totally
useless as a caregiver...(page 11, lines 21-24).
Hailey: (felt) not very good...just kind of like you're totally fighting the
odds, you know. I knew there was nothing I could do for either of them and
it's not a very good feeling. You know, to try and put your energy into
doing something for the family but when there is only so much you can do
when (you) know the person is going to die (page 16, lines 21-24).
Sheila: Well it was kind of like this helpless feeling - I kind of felt like I let the
family down, like I really didn’t do anything and frustrated and I couldn’t
believe the way it was being handled by the physicians (page 22, lines 26-27
and page 23, line 1).
Hopelessness
Hopelessness was expressed by Jane and Hailey as they reflected on their
feelings at the time of their traumatic event.
Jane: ...we were a little upset that they even carried on his care so long,
because, you know, there was no way this guy was going to survive and
um, even to put him through it for that few hours and his family, well I
don’t know (about) his family (being) putting through it, they probably
wanted us to try and do a little bit, but you just knew that it (was) totally
hopeless and it was just so unnecessary kind of. Well, I shouldn't say that, I
mean it's not my decision to say that, but um, I just remember the family
was in total shock. Oh, he was engaged too actually and his fiancee came in

and she stood at his head and you know we were - I was just thinking ‘how
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could you possibly see someone who you are going to marry lying there like
that'. The memories you would have all your life, and I remember she was
standing at the head of his bed kind of, for awhile...(page 14, lines 23-27 and
page 15, lines 1-6).
Hailey: Horrible, it was awful. Like, you know, you looked at him and you
just knew he was going to die like within a couple of hours, so...I don’t
know, I think it was more maybe just kind of like hopelessness, you know,
you couldn’t do anything to help them (page 21, lines 5-9).
Vulnerability
Exposure to death and tragedy created feelings of vulnerability in Elaine,
Jane, and Hailey.
Elaine: I'm thinking how my thoughts were sort of consumed with ‘oh what
an awful world, and why did I have four kids, like you could raise them to
be model citizens, and somebody is going to snuff them out because they did
something they felt was right...I started thinking really morbid things...Um,
I don’t know if you get away (crying more) from thinking about
things...Like, I related to those people, um, they loved their kid, and it
wasn't enough...I thought a lot about you know, the phone call, they
(parents) didn't talk about that but you know, getting a phone call or the
police coming to your door and I thought of that. Those commercials (still
crying) have also been on, the ones with the drinking and driving - the
young kids. Our kids have been talking more about that um, yeah, you can’t

dwell on it, but something like that makes you dwell on it for a while and it
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frightens you - and you are sort of incapacitated. Like you're overwhelmed,
you're focused on that, you are doing everything around the house trying to
keep your kids protected and then you are thinking after a while, ‘you can’t
do it, you just can’t do it’. You just have to - you have to believe in
something else...(page 15, lines 23-27 and page 25, lines 1-26).
Jane: I think with the more awful things you see, you get a little bit more
hardened a little bit...it makes you dread it (death)...like you just, oh yeah [
think sometimes, I think ‘oh, [ just dread the day that someone I know, that I
love dies’. Just dread it. Think about it a lot...you think about it too much.
Drives them crazy sometimes - checking on them, especially your parents
and stuff. But you just think that way - and that's what I kind of miss, I
think you miss the part of you that wasn'’t like that before you got into this,
this line of work. Where you just happily go luckily go through your
day...I'm a little more vulnerable than I think (page 25, lines 1-27 and page
26, lines 1-22).
Fury
A spirit of rage at colleagues and at the situation in general, overcame some
of the participants as they attempted to process their event.
Pat: The potential for it to reoccur bothers me...it's those systemic factors
that...see, after I was sad, I was angry. I was really quite angry...I wanted
to make some positive changes and I saw that they weren’t happening and I
became frustrated with that. People not realizing that the potential of these

issues are, the gravity of them...after that sadness kind of left, I know what
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prevailed in me was a pessimism and negativism that wasn't typical for me
(page 19, lines 12-17, page 21, lines 4-5, and page 23, lines 5-6).
Elaine: ...and these parents - they did nothing to deserve um what was
handed them (crying) (page 25, lines 1-2).
Hailey: that's part of what's so frustrating. [ mean, no one should die from a
25% burn. That's not what killed him, you know, it was something that was
missed basically...the one thing that really bothers me is the fact that it was a
case of mistaken identity - something that shouldn’t have happened...not
only is he so young, but it shouldn’t have happened to him. You know, it
was nothing that was his fault (page 33, lines 5-16, and page 9, lines 15-17).
Judy: What bothers me about it is that three nurses went through an
incredible upheaval in their lives for no reason...it still bothers me that it
even happened, of course some good things came from it, but it was justa
big waste of energy, a needless waste of energy in some ways because we
didn’t do anything wrong (page 24, lines 14-26).
Self-Reproach
Three of the participants made statements which assigned fault to
themselves in relation to the event or fault in the way they responded to the
incident.
Pat: ...I'm fragile,...I'm not as tough as I thought I was (page 21, lines 10-11).
Mary: And you know what, as soon as I saw that, I thought what damaged
this patient, I'm not allowed to touch him anymore. I shut if off and that

stuff but I thought I had damaged him. I never thought about what I should
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do, all I thought was I’'m not allowed to touch him anymore...I was so upset

that I had made a mistake because I am not allowed to make mistakes...but

had hurt him and I wasn't allowed to, I guess I thought I should be locked

up (teary) (page 12, lines 26-27, page 13, lines 1-27, and page 14, line 1).

Hailey: I kind of wish sometimes that I wouldn’t let myself get that close to

people. I think it would be easier in the long run (page 36, lines 24-25).
Cognitive Re-structuring

Cognitive re-structuring refers to the ability of the person to re-structure and
reappraise their thoughts and feelings in relation to the event in order to find
meaning. Re-structuring can be either positive or negative in nature.

Positive Re-structuring

In positive re-structuring the individual processes events in a manner which
promotes information processing. Participants demonstrated positive re-structuring
in one of three ways.

Finding Meaning

Finding meaning in the event was demonstrated in many different forms.
Questioning aspects of the event was common.

Jane: ...How do people go through stuff like that?...I think I could handle

it...it affects you, how you think about life and it kind of ruins, it takes a

little bit away from, actually in a way it makes you enjoy life more and in a

way it makes you look at life a little differently (page 23, lines 18-27).
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Donna: ...right when it was happening, I was thinking and trying to figure

out...could something have been better? Why does this conflict have to be?

(page 25, lines 10-11 and page 24, lines 12-13).

Elaine: I'm thinking ‘you know - are you suppose to get that involved, or are

you just suppose to let it go?’'...a thousand questions, how do you get over

this?...I was trying to look at it a bit more objectively and pull away actually

(page 17, lines 1-2, page 33, lines 2, and page 30, lines 10-11).

Pat: I remember one night waking up and just writing about it....so [ showed

My Mom and Dad the poem and I remember they both cried...it (poem) was

about me...it's a couple of pages. It was just about how I felt (page 15, lines

1-5 and page 19, lines 4-6).

Suppression

Consciously putting aside thoughts and feelings related to the event was a
necessary and successful tool for some of the participants.

Judy: ...just to be able to function on a day-to-day basis, you just couldn’t

obsess and think about it all the time. [ had to be very strict with myself at

times and say, ‘put this out of your mind, you can’t do anything about it

right now’, particularly at night time when my mind would start to wander

when I couldn’t get back to sleep that I had to say ‘no, we are not thinking

about this right now, you are absolutely not’ (page 21, lines 13-18).

Elaine: ...like this is ridiculous and I remember crying all the way from St.

Vital up to here and I thought this is just nuts...and I thought ‘I can’t be

doing that’ (page 35, lines 6-7 and page 18, line 6).
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Reaffirmation

Two of the participants experienced a reaffirmation of the love they felt for
family members.

Elaine: I thought of him, I didn’t picture Benjie, I just thought a lot about

him, I realized how much I loved him (page 24, lines 18-19).

Hailey: I think probably in the back of my mind, you know, when I was just

thinking you know, I'm glad I still have my little brother (page 25, lines 16-

17).

Negative re-structuring

In negative re-structuring events are distorted or denied. Appraisal and
attributions of causality are blocked. Mary was the only participant who

demonstrated negative re-structuring.

Mental Blocking

Mary: ...positive aspects?...uh positive, positive, nothing positive for me.
And I still have a mental, [ still refuse, or whatever, I still cannot analyze
glucose related electrolyte imbalances...there is the list, you know, the
electrolytes and the calculations and all that sort of stuff. It doesn’t work...I
can’t, [ can’t (page 31, lines 22-27 and page 32, lines 1-8).

Resilient Coping

According to Wilson (1989), resilient coping refers to the capacity of the
individual to continually manifest flexibility and mastery of stressful events without

a disruption in psychic equilibrium (p. 18).
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Bob was the only participant who demonstrated an ability to resiliently cope
with his traumatic event.
Bob: I think probably one of the things that I have kind of developed over
the years and one thing that I do a lot of for myself is my background is
philosophy and theology degrees and that, and so you do a lot of reflecting
on ideas and integrating things, it's suppose to form a nice little system
when you do philosophy, and I found that that has been really helpful for
myself just in the fact that when you reflect on something, you really try and
- I find it easier anyway after doing some of the mental philosophical
thinking, I find it easier to integrate experiences, ah, and make sense of
them. When you see something that happens you can fit it into your
personal framework - you can reflect on it and it fits in or doesn’t or you say
‘well, this is where it has to go’. For me, it’s kind of a mental thing, an idea
thing that has to kind of fit together. That's one thing that I find quite
helpful (page 28, lines 14-27).

Summary of Individual Subjective Response to Trauma

A person’s individual subjective response to a traumatic event can be
manifest in emotional, cognitive, motivational, and neurophysiological modalities.
Coping strategies occur as emotions and feelings are appraised, sorted and
transformed into new meaning. Table 10 summarizes the elements of the individual
subjective response to trauma as seen in the participants in this study.

Affective Distress was manifested in the partiicpants in a variety of ways

and is comprehensivelly described. Most predominant were feelings of sadness and
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emotional fatigue. Physical reactions to the traumatic event, categorized in Wilson's
model (1989) as neurophysiological responses, were present but few. An emotional
reaction was more likely to be experienced by the ICU nurses.

The sub-category of Not Wanting to go to Work under the broader category
of Denial/ Avoidance is significant. It is interesting to note, however, that of all the
nurses who voiced these thoughts, not one of the nurses was absent from work
because of the event. A motivation to be present for the patient and the family and
to see the event through to the end lured the nurses back to work.

Intrusive re-experiencing was experienced by the participants. Hallmark
signs of intrusion such as visual images, smells, sounds, and problems sleeping
were evident. In addition, the nurses were able to describe a consummation with
the event that resulted in repeated thinking of the event in the time after the
incident. Classic to this was a description of immediate thinking about the event
upon re-awakening. On-going memories related to the event were discussed and it
was clearly evident that none of the participant had forgotten the details related to
their incident.

Only one of the partiicpants attended a Debriefing after her incident. One
other nurse planned to attend a Debriefing but was unable to secondary to child-
care difficulties. The nurse who did attend the Debriefing found the intervention to
be of great value.

Exposure to repeated human tragedy resulted in a feeling of vulnerability in
some of the nurses. Fear of experiencing uégedy in their own personal lives

followed them in their time away from work.



233

The nurses actively utilized suppression of thoughts and feelings related to
the critical incident. There was a conscious decision to push away all matters
related to the event. This natural coping mechanism was highly effective in that the
nurses were then able to channel their energy toward cognitive re-structuring
methods such as finding meaning and reaffirming values and beliefs related to
nursing, patient care, and life in general.

As summarized, the nurses’ individual subjective response to their critical
incident was variable. Post-trauma adapataion to these reponses are described in

the next section.



Table 10

Individual Subjective Response to Trauma in ICU Nurses who

Experience a Critical Incident.

Emotional Responses to Trauma

Affective Distress Affective Ni i Affect Balance
s Sad Disbelief
e Depressed Physical Numbing
o Lackof Going Through the
Concentration Motions
e Upset » Detachment
e Anger
¢ Emotional Fatigue
e Relief
¢ Anxiety and Panic
e Fear
e  Self-doubt/Self-
blame
¢ Embarrassment
¢ Nervousness /
Worry
¢ Losing Control
¢ Sarcasm
e Repulsion
Neurophysiological
Motivational
Cognitive Responses to Trauma
Denial/ Avoidance Accurate Appraisal Intrusion
e Not Wanting to Go e Visual Images
to Work o Smells
e Pushing It All s Sounds
Away ¢ Memories
e Taking a Little ¢ Problems Sleeping
Break e Thinking About It
Coping Responses to Trauma
Instrumental Coping Emotional Coping Cognitive
¢ Education e Helplessness Re-Structuring
e Diversion e Hopelessness e Positive
s  Debriefing e  Vulnerability e Finding
e Self-Reproach e Suppression
e Reaffirmation
¢ Negative
e Mental
Blocking

Resilient
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Post-Trauma Adaptation
Post-traumatic adaptation is influenced by personality characteristics,
situational elements of the traumatic event, the nature of the recovery environment,
and by the individual coping resources. According to Wilson (1989) adaptation to
the traumatic event can be pathological or nonpathological.

Acute Adaptation

Acute adaptation to traumatic stress can be pathological and
nonpathological in nature. Participants in this study demonstrated both adaptation
responses to their event.

Pathological

As previously mentioned the pathological responses demonstrated by the
participants in this study are based on the reactions they described in the immediate
time after their critical incident. At the time of the interviews none of the
participants displayed symptoms of an active pathological response. Two of the
participants in the study demonstrated symptoms of PTSD according to the DSM-IV
(1994). In order to meet the criteria for PTSD, the participant must meet all of the
following criteria: (a) exposure to an event outside the range of normal human
experience, (b) re-experiencing the event, (c) demonstrate at least two mechanisms
by which stimuli associated with the event are avoided, and (d) demonstrate at least
two symptoms indicative of increased arousal (please refer to Table 2). Pat, Elaine,
and Judy met all of the diagnostic requirements for PTSD. Furthermore, while
Elaine and Judy met the criteria for acute PTSD, based on the fact that the

symptoms lasted less than 3 months. Participant #1 met the criteria for chronic
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PTSD because her symptoms lasted longer than 3 months, for a total of
approximately eighteen months. None of the three participants were aware that
they met the diagnostic criteria for PTSD. Pat and Elaine were uncertain if their
event met the definition of a critical incident.

In terms of PTR, the major defining characteristics, as listed in the Handbook
of Nursing Diagnosis (1997), were matched to each of the participants. The findings
are presented in Table 7. Bob was the only one of the nine participants who did not
meet the criteria for PTR. As with the participants who met the criteria for PTSD,
participants who met the criteria as having PTR were unaware of the phenomenon.
Donna, Jane, and Hailey were also uncertain if their event met the definition of a
critical incident.

Non-Pathological

Nonpathological responses to trauma may include no change in behavior, a
positive change in personality and corresponding behavior, intensification of
specific stages of ego development, psychosocial acceleration in ego development,
and alterations in beliefs, values, and attitudes (Wilson, 1989, p. 19). Participants’
nonpathological responses have been described according to two further sub-
categories.

Reflection of Self

Nurses were able to contemplate about their personal and professional

selves in relation to the critical incident.
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Pat: It altered probably my career plans, it had some impact on that. Um,
(sigh)...it made me look at my career and it's potential impact on myself and
others in a different way (page 20, lines 1-3).

Judy: I think i's made me, in a lot of ways, it's made me a more confident
person, it's made me really believe in what I do as a nurse, that I do my best
and I do a good job of looking after people (page 28, lines 8-11).

Elaine: I felt really privileged to be there, in all honesty when it happened.
Um, I don’t know what it is (crying) - people’s pain is a draw, whether you
just want to be there to help or you see how people are coping or how they
are dealing with it, but to be able to be there and look in her eyes looking at
her son, it - I just felt really honored to be there. It’s a funny thing to say but
you feel that you are part of this and um, in no way am [ part insincere, like I
was able to be there, I was able to hand her a box of kleenex, I was able to
give her a couple of strokes, I was able to see the pain that she was going
through to be able to later on, I don’t know, help look after him and be there
for her (page 26, lines 21-27 and page 27, lines 1-2).

Jane: How you think about life and it kind of ruins, it takes a little bit away
from, actually in a way it makes you enjoy life more and in a way it makes
you look at life a little differently and not as wonderful. I don’t think I
would want to, I don’t want to end up a depressed and miserable, burnt out
nurse, so [ would just change jobs, even though I know, someone has to
work there, but...you feel kind of bad, but...you do have to look after

yourself (page 23, lines 25-27 and page 24, lines 1-3).
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Discovery
Discovery referred to the ability of the participants to discover and learn
aspects about themselves that they had previously not known.
Sheila: ...I learned more I think of what kind of person and a nurse I am and
it’s OK to be caring which, you know and I think that I've grown
professionally from this...I'm happy with the way I perform and I'm happy
the way I can interact with families and I know that I can have a bad
situation and handle it healthy (page 31, lines16-18 and page 33, lines 4-5).
Donna: So, yeah, I guess it was helpful in the way it opened my eyes to
(Ethics Committee) (page 15, lines 10-11).
Bob: ...kind of increased recognition of the anxiety, anger, and stress that
families are going through I think...to recognize that trust is a critical
element...trust and communication...I've learned a lot about myself, I learnt
that, that, you know, I can do things that are unpleasant... (page 32, lines 10-
25 and page 29, lines 5-19).
Elaine: ...and I think all I learned from that was that I guess it's not - when
something happens like that it takes a lots of energy or maybe it doesn’t take
a lot of energy, it just takes a commitment to try and do something about it
to work through it...you look at your kids and you think I can just control
them only for an extremely short time in their life, and the rest is just - it’s

not my thing (page 19, lines 25-27, page 20, line 1, and page 26, lines 6-7).
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Hailey: I guess I've learned that I need closure in things, which is something
I never really looked at consciously before, but I think that helps (page 34,
lines 8-9).
Life Course Development
Wilson describes three categories under the theme of life-course
development. These are intensification of developmental stages, retrogression, and
psychological alteration. Participants findings from this study have been grouped
into the latter two categories.

Retrogression

According to Wilson (1989), retrogression in development includes
regressive behavior or the reactivation of previous unresolved conflicts, distressing
feelings, and prior episodes of vulnerability (p.19). Mary and Jane demonstrated
aspects of retrogression in their responses.

Mary: But you see, that resentment, everybody else is very happy and

friendly and everything and I just sit there with that resentment. I think it is

too late now to, I should probably let it go, no I should have done something
about it at the time...I'm very distrustful of everything...I don’t trust the
institution...and [ am still paranoid...nothing positive for me (page 30, lines

10-12 and page 31, lines 3-23).

Jane: I think I worry about things way more than I use and I'm always

worried about my parents, my loved ones, my everything...I think about

death a lot more and how fragile life is and how your life can be over so

quickly...that awareness of death thing...I'm sure it comes into my mind
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everyday, maybe a couple of times a day which isn’t really, I wouldn’t say,
well [ shouldn’t say not normal, but it’s not average (page 24, lines 18-27 and
page 29, lines 5-9).

Psychological Alteration

Psychological alteration reflects forward moving and behavior enhancing
adaptation. There may be a shifting of overall awareness and philosophical outlook.
Participants indicated evolution to psychological alteration according to one of three
sub-categories.

Triumph over Adversity

One of the participants spoke about her ability to overcome hardship,

Pat: ...I think that, for me personally, anytime you face some kind of

adversity and you succeed in dealing with it or um, that this is positive,

that's growth (page 19, lines 22-24).

A New Perspective

The category A New Perspective differed from the sub-categories Reflection

of Self and Discovery, in that the new perspective for participants seemed to reflect a
new and deeper sense of self coupled with a desire to move onward in life.

Pat: Actually, the poem, I looked at it for a while and then I wanted to throw

it out and my mother said she wanted it, so I gave it to her. Then abouta

year ago, I asked for it back and it doesn’t feel the same, reading it and [ am

able to read it from a different perspective (page 18, lines 23-26).

Bob: In some ways I think that these kind of situations for myself do have a

little bit of a paradigmatic effect in that as you see a situation like this, it



241

gives you new understanding...it’s kind of an ongoing thing... I guess one
of the things about the whole idea of death, dying, and the meaning of life,
existential angst and all that , I mean that’s why I got into philosophy in the
first place and why I spent 6 or 7 years in Grad School and all that stuff...I've
spent a lot of full-time structured and unstructured time thinking about that
(page 33, lines 3-21).
Elaine: ...actually I think this was good for me because I kind of wondered
after this long in ICU, um, it's not a bad thing to cry, it's a worse thing if you
can’t cry, it reconfirmed for me after all that's said and done that um, I don't
think I'm burnt by any stretch...I didn’t want to become hard...Being able to
get close to a family I think is always a positive as much as it hurts and you
see the good in people (page 34, lines 2-8 and page 42, lines 6-7).
Hailey: ...and then you see someone who goes through this and it’s just like,
it kind of puts everything in perspective. [ don’t know, it’s kind of hard to
describe, but ah - I don’t know (page 34, lines 3-5).
New Opportunity
Two participants spoke about the gifts and resources they had been given
through the living of their traumatic event;
Judy: ...all these things happened at once and it was a huge gift that just
landed in my life...I’ve probably learned that you can survive just about
anything. I mean, you go through something where you feel that something
right out of your control is threatening you and that you can come through it

and that we all have gifts and resources to draw on...I mean this was
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probably one of the most stressful events in my life and we got through it
and some good things came from it. Really good things (page 23, lines 7-8
and page 29, lines 1-11).

Elaine: ...it was an eye opener...I can go on (page 45, lines 12-20).

Summary of Post-Trauma Adaptation

This section summarized the participants’ adaptation to their traumatic
event. The variables which comprise post-trauma adaptation are found in Table 11.

Pathological and nonpathological reactions were found to have occurred.
Non-pathological responses in the participants were characterized by the inward
reflection of self. Turning inward, discoveries were made about themselves as
nurses and as persons.

Higher level adaptation was exhibited by the nurses in the category of
Psychological Alteration. The heroism of the nurses’ spirit was demonstrated in the
categories of Triumph over Adversity, A New Perspective, and New Opportunity.
Inward reflection of self had now been turned outward to accept new challenges

and opportunities in their personal and professional lives.



Table 11

Post-Trauma Adaptation in ICU Nurses who Experience a Critical Incident.
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Post-Trauma Adaptation in ICU Nurses

Acute Life Course Development
Pathological e Retrogression
o PTSD e Psychological Alteration
Non-pathological e Triumph over Adversity
o Reflection of Self e A New Perspective
e Discovery e New Opportunity
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Chapter Summary

In this chapter a detailed description of the study unit was provided. The
physical environment and the key actors in the environment were described. Types
of patients and a typical shift were portrayed in order to provide a glimpse into the
actual work world of the ICU.

Wilson’s (1989) Interactional Model of Traumatic Stress Reactions was used
as a guiding framework for reporting the findings from this study. Significant data
was categorized according to the element of the model to which it best related. In
some instances new categories were developed in order to summarize the findings
in a more precise mode and in a fashion which truly reflected the nature of the
experience from the participants’ perspective.

In the next chapter the variables and elements of the findings will be

discussed, integrating individual elements into one collective experience.
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CHAPTER FIVE

FINDINGS/CONCLUSIONS/RECOMMENDATIONS

Introduction

The purpose of this final chapter is to discuss and explore the meaning of the
findings presented in Chapter Four. Isolated elements of the experience of critical
incident stress are woven together to examine the overall experience from the
participants’ perspective.

Discussion is devoted to the suitability of the overall study question and the
conceptual appropriateness of the individual study questions. A review of Critical
Incident Stress (CIS) in relation to Wilson’s (1989) Interactional Model of Traumatic
Stress Reactions will support the responses to these questions. Strengths and
weaknesses of Wilson’s Interactional Model are reviewed. The methodological
perspective for the study is also critiqued.

The findings of the study are related to the nursing literature that had the
most relevance for this study. This includes the work related to prevalence studies
of CIS in nurses and description and categorization of critical incidents in nursing.

Findings of the study are reviewed in terms of their applicability to other
nursing experiences with CIS, outside of the realm of ICU. Discussion is dedicated
to my own personal journey with critical incident stress. Reflexivity and reflection
are also detailed in relation to the study.

Finally, recommendations for nursing practice, administration, education,

and research are provided.
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Discussion of Study Design in Relation to Wilson'’s Interactional Model

Discussion of Conceptualization of Research Questions

The first two objectives of this study were:

1. To describe in detail what it is like for an ICU nurse to experience a
critical incident.

2. To explore and describe the antecedent, concomitant, and post event
factors present in an ICU nurse’s life, in relation to experiencing the
traumatic event.

As documented in the description of the setting, the activity in the ICU is
high volume and high risk. The nursing work is physically and psychologically
grueling. Encountering traumatic events at the bedside is a daily event and not a
rare occurrence. Therefore it was indeed most appropriate to inquire about the
nature of the experience of traumatic stress from the perspective of the nurse.
Personal interviews with the nurses were highly effective in eliciting complex and
moving stories related to the lived world of critical incident stress.

In order to probe and explore the critical incident in its entirety, the
experience as a whole was dissected into antecedent, concomitant, and post-event
factors. An ethnographic study design was chosen to best answer this objective.
The process-oriented approach of ethnography facilitated research questions that
fostered a retrospective journey with the participants as they re-lived their critical
incident. Indeed, they were personal journeys of incredible magnitude and

intensity. They were journeys that were comprised of a prelude, a complex story,
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and a finale in terms of the event, but not one of memory. Wilson's (1989)
Interactional Model of Traumatic Stress Reactions provided a framework for
categorizing the many elements of these journeys.

Discussion of Wilson’s Interactional Model of Traumatic Stress Reactions

The four major dimensions of Person Variables, Environmental and
Situational Variables, Individual Subjective Response to Trauma and Post-Trauma
Adaptation that comprise Wilson’s (1989) interactional model, proved to be an
effective way of dissecting the whole of the experience of CIS into interconnected
but separate components. However, based on my findings, it is apparent that
Wilson’s model lacks specificity related to nursing practice. For use in the nursing
world, therefore, Wilson’s model will require further refinement. A lack of
specificity was evidenced by the numerous sub-categories that were identified based
upon an analysis of the data. While an exhaustive list of categories was identified,
some of these were created based upon the responses of a few and sometimes only
one of the participants. Therefore, further work is required in nursing research in
order to determine that the categories defined in this study have relevance to larger
nursing populations.

The antecedent factors related to the critical event include in part the
multiple variables of the person, which are present prior to the incident occurring.
Questions one through five in the interview guide asked the nurses to describe
themselves as professionals and sought to describe the participants as persons who
have motives, traits, beliefs, values, abilities, etc., as detailed by Wilson (please refer

to Figure 4). A detailed description of the participants was derived from this
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portion of the interview guide and the significance of these findings is discussed
later in this chapter. Antecedent factors related to the impact of the unit activity on
the critical incident were probed by asking questions seven and eight in the
interview guide. By and large participants felt that there was no impact on their
own traumatic event by other activity occurring in the Unit that day. Pat was the
sole participant who observed differently in this regard. She felt that the other
emergent situations in the Unit contributed to staffing crises that left her abandoned
to perform a new and difficult procedure by herself.

The concomitant factors related to the critical event are described under the
dimension of Environmental and Situational Variables. Rich and thorough
description of the participants’ critical incidents are afforded by describing the
events in terms of the categories Dimensions of the Trauma, Experience of the
Trauma, Structure of the Trauma, and Post-Trauma Milieu. Wilson's (1989) model
is extremely detailed in this regard and responses from the participants were able to
bring a nursing specificity to the various elements of the environment and of the
situation. Relevant findings are discussed later in this chapter.

Post-event factors relative to the critical incident were captured by the
dimensions of Individual Subjective Response to Trauma and Post-Trauma
Adaptation. Wilson'’s attentiveness to multiple influencing elements fully captured
the experience of the participants. Where appropriate further sub-categories were
developed, a reflection of the unique characteristics of the nursing world.

From a conceptual perspective there was excellent congruence between the

second study objective and Wilson's (1989) Interactional Model. By utilizing the
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model as a guiding framework, a thorough analysis of the entire experience of
critical incident stress was afforded.

The manner in which the model is depicted in Figure 4 is, [ believe,
misleading. Reading the phases of the model from left to right leads one to believe
that the experience of critical incident stress is linear and evolutionary in nature
rather than interactional in nature, as the name of the model implies. The truly
dynamic and interactional strengths of the model may be better depicted according
to the diagram in Figure 5. Here, conjoining circles demonstrate the
interrelationships that are woven among all of the various elements of the process of
traumatic stress reactions. With the critical incident at the heart of the model, the
four major dimensions that determine the individual’s response to the critical
incident are entwined together, reflecting the reciprocity of the relationships
between the dimensions. Of note is that the dimension of Post-Trauma Adaptation
forms part of this interactive network and is not set apart as though it were an entity
which occurs at the end of a pattern of predictable responses. Participants in this
study indicated that they will never forget the emotional transformation which they
experienced as part of the living of the traumatic event. Therefore, adaptation must
be connected to the dimension of person due to the re-shaping of personhood
variables that takes place as a result of the event. Bob was the participant who was
best able to articulate this concept. He felt that his adaptation to the event was an
ongoing process. His embarking on making sense of the event would continue by

future experiences which cause him to re-think this experience and re-integrate it,
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with new information and understanding, into his own personal framework.
Therefore the process of adaptation is an ongoing process, a lifelong occurrence.

Wilson's (1989) Interactional Model is a comprehensive method for
extracting the components of the experience of traumatic stress. The numerous sub-
categories, which were developed in this study, have enabled Wilson’s model to be
tailored to the specific nature of ICU nursing. Collectively Wilson's elements,
coupled with the variables further defined as part of this study, reflect the scope of
the experience of CIS in ICU nurses.

Discussion of Methodological Perspective of the Study

The study of the experience of critical incident stress in ICU nurses required
the use of a method that permitted the phenomena to be deeply probed and
explored in the context of the environment in which ICU nurses practice. Hence, a
focused ethnographic study design was chosen. Reasons which supported a
ethnographic approach were: (a) detailed description of the phenomenon of CIS is
lacking; (b) an understanding of the emic perspective of CIS is needed; (¢ )
traumatic stress reactions are a process which vary and change over time and
therefore require a scientific design which is also process oriented (Morse and Field,
1995); and ( d ) an ethnographic approach supported the inclusion of the
characteristics of holism, contextuality, and reflection and reflexivity into the study.
Each of the above-cited reasons will be discussed with regard to their fittingness

with the findings of this study.
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Detailed Description of the Phenomenon

A semi-structured interview guide was used to interview the nine
participants in the study. Each interview lasted approximately one and a half to
two hours in length and resulted in transcribed interviews which were 29 45 pages
in length. Key words and phrases were extracted from the transcribed interviews
and categorized according to the 42 major categories identified by Wilson (1989).
Based on the findings of this study, two other major categories were identified for a
total of 44 major categories occurring under the four major dimensions of the model.
In addition a further 119 sub-categories were created which described more
specifically the nature of the experience from the nurses’ perspective. Therefore the
cumulative description of the variables described in Wilson’s model stimulate the
experience of critical incident stress in ICU nurses.

The Emic Perspective

Participants in the study were incredibly candid and illustrative in their
telling of their stories. Cautious at first, they were protective of old wounds. They
were also considerate of my time and purpose, concerned they may be taking my
time to recount stories that did not constitute the true meaning of a critical incident.
How contrary to the truth were their concerns!

There is profound meaning in the spoken word of these ICU nurses. Their
tales had my attention from the moment they were told. My ears were the first to
hear their words, narrated in relation to the questions I posed. As a whole their

words told a moving story, and yet even when dissected in part in order to lend
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support or explain an element of their experience, their words contained emotion
and relevance.

It is hard to transmit the feeling attached with their words when a written
medium is used to explain meaning. The tone of their voices as they spoke certain
phrases rings in my ears. The pain in Pat’s heart as she described getting ready for
work after her incident occurred; the confusion in Donna’s mind as her words
attempted to make sense of a disillusioning and uncertain experience; the anger in
Mary’s memory as she recalled the betrayal she felt from her colleagues; the
conviction in Judy’s voice when she reported on how she knew in her heart she had
done nothing wrong when she provided end of life therapy for her patient; the
frustration in Bob’s voice as he recalled the countless times he told the family the
same news over and over again only to have them hear something else; the
devastation in Elaine’s eyes as she re-watched a Mother and Father leave their son's
bedside, their hearts ripped out in anguish; the horror in Jane’s voice as she spoke,
round-eyed and vividly recalled two horrific disfiguring sites; the sorrow in Hailey’s
voice as she recalled the death of a patient who had become a friend; and the scorn
in Sheila’s tone, for a group of Physicians who would not pay a family the respect of
which they were so deserving.

Emotion laden mannerisms partnered the nurses’ words as they spoke.
Laughter, tears, voices quivering and whispering, eyes turning downward, hands
stroking a dog fast and furiously, a kleenexed hand dabbing sobbing eyes, arms
crossed and folded tight against a body, trying to hold in tears. These were the

ways the stories were told. These were the stories that brought a perspective of



critical incident stress from within the world of ICU nursing. Thus, the goal of
ethnography, to provide detailed, and rich contextual description, was satisfied.

Traumatic Stress as a Process

The interview guide promoted the telling of stories that reflected a
transformational process of the inner spirit. From the description of the traumatic
event in all its complexities, to the telling of the impact of the event on their personal
lives, the nurses reported the incidents as occurrences that left a lasting impression.
With the commodity of time, the nurses were able to reappraise the stressful
incident and form new meanings and understanding.

This study was retrospective in nature and therefore there is invariably a loss
of the true sense of process that occurs as a critical incident is experienced. An
alternative mode of inquiry, such as a case study would have the researcher partner
with one or two participants and follow with them longitudinally over time. The
researcher would come to know the participant in a way that reflects their true
person. As the critical incident occurred, the researcher could experience the
associated trauma first-hand, and journey along with the participant as they embark
on the transformation to healing.

Holism, Contextuality, and Reflection and Reflexivity

The holistic philosophy of ethnography was promoted by utilizing an
interactional model that had the Person as a pivotal dimension. In Wilson's (1989)
Interactional Model of Traumatic Stress Reactions the individual subjective response

to a critical incident was first and foremost shaped by the way the person related to
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the multiples dimensions of their environment. Hence, the person, body, mind, and
spirit was at all times an integral component of the model.

Contextuality is an integral component of ethnography and therefore the
culture of the study setting was examined in this study. Questions 4, 5, and 5B in
the interview guide were designed to ask the participants to describe what it is like
to work in the ICU. Their reports were detailed and extremely consistent with one
another. From the descriptions provided by the nurses, an explicit portrayal of the
Unit was made possible. The physical environment, the staff, the patients, and the
activity are thus described in a manner that comprehensivelly describes the study
milieu.

Reflection and reflexivity are important aspects of a qualitative research
study and these were both inherent as part of this study. Reflexivity facilitated my
functioning as both researcher and participant. It was also a process that enabled
me to actively analyze and apply the findings from one interview to another. For
example three additional questions were added to the interview guide based upon
emerging themes from other participants. One of these questions also echoed my
own personal experience with traumatic stress. Question 10B asked the participants
if they found the support from their significant other to be limited in its value
secondary to the lack of medical understanding their significant other brings to the
situation. This question was added because the first participant made reference to
this concept and it was one that was familiar to myself. I listened to the audiotape
after the interview with Pat was completed and came to this portion of the dialogue

where the support of others is discussed. I found my mind drifting to another time,
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when I came home after being at the hospital for eighteen hours, having supported
the grieving family of a patient who had committed suicide and a staff who were
left in a state of shock by the events which had transposed. My husband listened to
my recounting of the night and succeeding day but he was frustrated and anxious,
concerned that I had jeopardized the health of myself and the baby I was carrying in
my womb. Three weeks later, when I suffered a miscarriage, I felt tremendous guilt
that my service at work had compromised the life that lay within my body. It was
indeed, an important question to include as part of the experience of critical incident
stress.

Reflexivity was included in the interview in other ways. Pat described her
critical incident to me and told a provocative story of caring for a young woman
who had been horribly burned as the result of an accident. Approximately one
month after caring for this patient Pat was asked to care for another burn patient. A
young man. He was a patient I myself had cared for the in the Resuscitation Room
in the Emergency Department and transferred to SI. Pat took over my care for this
patient. [ had forgotten about this incident. But the feelings I had suppressed in
relation to caring for this young fellow came flooding back. A deep and hollow core
was carved from my innards, so great was the pain I felt for him and his family.
The look of shock and fear in his parent’s eyes is one that I will never forget.

During the interview with Jane she spoke openly about her fear of death and
her vulnerability to personal tragedy. I had felt these same feelings for years. Too
scared to ever discuss them with someone else I felt immediately relieved to know

that others shared my worries. We digressed away form the interview schedule and
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discussed our fears of death and dying. Icalled it a death awareness, where
anything and everything can make you think of death. I could see how afraid she
truly was of losing someone she loved so dearly. I related to her several personal
tragedies in my immediate family and that my ultimate conclusion, partly based on
literature I had read, was that life is full of uncertainty and pain and chaos and to
not accept these as truths, is not to live life. At the end of the interview Jane took
my hand and thanked me for allowing her the opportunity to tell her story. I can’t
help but think she meant also the relief she felt in sharing her sole with another and
finding a connection in spirit.

At the end of Sheila’s interview she was telling me about other critical
incidents she had experienced in her nursing career. She spoke about caring for a
neurologically impaired woman who had been declared brain dead. Sheila nursed
the woman'’s five-year-old child in the grieving process and helped her up onto the
patient’s bed so she could kiss her Mommy good-bye. I began crying, the image too
much to bear. [ pictured my four-year-old son on a bed, saying good-bye to me for
the last time.

Reflection occurred as an ongoing process during the data collection and
data analysis portions of the study. The words of the participants were imbedded
in my mind and I heard them echoing in my thoughts as I went about my day to
day activities. My father passed away the day after the tenth interview for this
study was cancelled. My research came to a grinding halt during the next two
weeks, as my family proceeded with funeral arrangements and associated

ceremonies of farewell. During this time, [ was bothered by the thought of having
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to recruit another participant. I was exhausted. [ felt I had reached saturation in
terms of recruiting potential subjects. The phrases of the nurses went through my
mind time and time again. [ heard them saying the same thing, giving the same
message. [n the aftermath of the funeral I recontacted the tenth participant but my
call was not returned. I decided at that point not to recruit further. I made a
conscious decision to listen to the words and meanings of the participants and I
realized I had a depth of information, which would well describe the experience of
critical incident stress.

Of all the participants, I felt the greatest bond with Elaine. Elaine possessed
many qualities that I highly regarded, as did all of the participants, but for whatever
reason there were certain aspects of her personality with which, as Donna would
say, [ “twigged”. I think Elaine’s most distinguishing characteristic was her ability
to describe in great detail, matched with a mind that was inquisitive in a similar
precise fashion. [ saw a reflection of myself. During the data analysis phase, as I
listened to the interview with Elaine and as I re-read the transcribed interview, her
words became immersed in my mind and I re-thought them a dozen times a day. [
don’t know why. Perhaps because she had a way of describing feelings, which I
had never before, been able to put words to. I just don’t know. As I was writing
Chapter Four I learned of the tragic death of a brother of a friend of mine. He left
behind two small children, the same ages as my own. [ was devastated. I thought
of my fear of death and I thought of Jane. I felt like my heart was “ripped out”, I
felt so much remorse for this man’s wife, and for his sister, my friend. I thought of

Elaine. And like Elaine, I thought of details, upon details about life related to this
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event. I wondered what it must be like for his wife to return to her home, a
welcome haven for her young boys and a nightmare of memories for herself. I
wondered how you explain to a young boy that he is never going to see his father
again. I thought of Sheila and the wee girl she helped say good-bye to her Mommy.
[ heard Elaine saying “there’s just no friggin guarantees in life”. I heard myself tell
Jane that you just have to keep going, because otherwise you end up with your
whole life passing by without even enjoying all its passion and glory. Reflection
was very much a part of my time during this study.

The findings from this study are fascinating and well deserved of further
discussion. The next section will discuss the findings in relation to the relevant

nursing literature

Discussion of Findings in Relation to the Nursing Literature

Prevalence Studies of CIS in Nurses

Corneil and Kirwan (1994) conducted prevalence studies of PTSD in nurses
employed in the Medical Services Branch. Powell (1996) replicated Corneil and
Kirwan's study in Emergency and ICU nurses. The findings of the studies indicated
prevalence rates for PTSD of 33% and 42.1% respectively.

The participants in this study were compared to the diagnostic criteria for
PTSD, as defined in the DSM-IV (1994). In order to meet the criteria for PTSD, the
individual must have met all of the following criteria: (a) exposure to an event
outside the range of normal human experience, (b) re-experiencing the event, (c)

demonstrated at least two mechanisms by which stimuli associated with the event
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were avoided, and (d) demonstrated at least two symptoms indicative of increased
arousal (please refer to Table 2). Three of the nine participants in this study met all
of the requirements for PTSD. The prevalence rate of PTSD in this study participant
population is therefore 33.3%. This is comparable to the rate reported by both
Corneil and Kirwan (1994) and by Powell (1996). However, caution should be taken
in comparing the prevalence rate of this study with the other two studies conducted.
Firstly, the participant size of 9 participants may skew the results and portray a
higher prevalence than would be seen with a larger participant group. Secondly,
Corneil and Kirwan (1994) and Powell (1996) utilized a different methodology to
determine the prevalence rate in their study populations. Prevalence rates in these
studies were calculated using the Impact of Events Scale by Horowitz and the Brief
Symptom Inventory developed by Derogatis and Spencer. These tools were not
used in this study. Prevalence rates were calculated strictly according to the
frequency with which participants met the diagnostic criteria for PTSD.

In summary a rudimentary calculation of the prevalence rate of PTSD in this
study population supports previous research on prevalence rates of PTSD in nurses.
This is indicative of the highly stressful nature of nursing work. Exposure to
traumatic events in the ICU increases the likelihood of developing PTSD.

Description and Categorization of Critical Incidents in Nursing

Comparison of Findings to Appleton’s Study on CIS

Appleton (1994) conducted a descriptive study which attempted to
determine which types of incidents nurses found to be stressful, the emotional

responses nurses experienced in relation to the event, and ways nurses cope with
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the critical incident. A convenience sample of 50 medical and surgical nurses from
three separate hospitals was used. Data collection instruments included the
Emotional Appraisal Scale and the Ways of Coping Scale developed by Lazarus and
Folkman (1986). Events appraised by the study nurses as being critical were
categorized, from most common to least common as follows, moral distress, lack of
responsiveness by a health care professional, violence toward a nurse, emergency
situations, patient death, and actual or potential contact with infectious body fluids
(hepatitis B or HIV).

In this study, events appraised as being critical involved patient death,
burns, moral distress and committing acts of human error. Therefore there is
similarity to Appleton’s study in the categories of patient death and moral distress.
Respondents in Appleton’s study did not report burns or human error as forming
categories of critical incidents. Differences in the results may relate to the different
study populations and therefore the nature of the nursing work. That is, Appleton’s
study was comprised of medical-surgical nurses whereby this study was specific to
ICU nurses. The differences between the two groups with regard to the reporting of
human error cannot be explained. One hypothesis for this difference is that the
patients in the ICU are critically ill and require multiple medications that require
precise titration of dosages and therefore the potential for error is great.

The emotional and physical responses, which the nurses in Appleton’s study
reported, are briefly described in a narrative fashion. Physical reactions included

headaches, nausea, and diarrhea. Physical reactions that were reported by nurses in
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this study and which concur with Appleton’s findings are headache. However, a
decreased appetite may be closely associated with a feeling of nausea.

Appleton also reported that her participants reported feeling fatigued but it
was not differentiated whether this was a physical or emotional fatigue and
therefore comparisons to this study cannot be made. Insomnia, reported as a
finding in Appleton’s study, was not described as a physical or emotional reaction
in this study. A sub-category of Problems Sleeping was constructed in this study
under the category of Intrusion, related to the Cognitive dimension of Response to
the Trauma. Pat, one of the participants in this study, experienced insomnia.

Emotional reactions to a critical incident reported by Appleton, included
crying, nervousness, decreased concentration, agitation, anger, disappointment,
frustration, disgust, fear, anxiety, and worry. All of these reactions are described in
the numerous sub-categories identified as part of the category of Affective Distress
that formed part of the theme of emotional response to trauma. It should be noted
that crying was included to be part of the category of Sad. One reaction that was
reported in Appleton’s study, which is not reported in this study, is that of
disappointment. While the intonation of disappointment was implied in some of
the respondent’s responses, none of the participants actually used this word during
the interviews. Feelings, which may be related to the concept of disappointment,
are included in the Upset category.

Appleton also reported that nurses in her study reported feeling confident,
secure, in control, exhilarated, relieved and hopeful. Appleton discusses these

responses under the reaction section of her article, and separate from her discussion
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on coping. Thus, [ have concluded that the nurses in her study reported these
feelings as part of their initial reaction to the traumatic event. None of the
participants in this study reported any of these feelings as part of their subjective
response to the critical incident. Due to the anecdotal nature of the article, exact
comparisons of this nature are difficult to make.

Coping strategies were identified in Appleton’s study and she reports that
participants in her study ranked seeking out social support, self-control, positive
reappraisal, and problem-solving as the four most frequent coping strategies.
Seeking out social support was discussed under the element of Level of Support
under the theme Post-Trauma Milieu. The categories of self control, positive
reappraisal, and problem-solving likely match many of the categories and sub-
categories identified in the Coping theme of the individual subjective reaction to the
trauma dimension of Wilson's interactional model. Due to the brevity of the article
Appleton does not provide examples of each of the coping strategies mentioned and
therefore once again exact comparisons cannot be made.

In summary, there are many similarities between the findings from
Appleton’s study and this study on CIS. Congruence between types of incidents
and emotional and physical reactions to the traumatic event were identified. Precise
comparisons are difficult to make secondary to variances in the nomenclature
utilized in the two studies.

Comparison of Findings to Burns and Harm's Study on CIS
One of the purposes of the study done by Burns and Harm (1993) was to

determine what clinical events emergency nurses perceived as “critical”. Study
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instruments included a questionnaire, which asked nurses to rank 18 possible
traumatic events on a 4-point likert-type scale. It should be noted that the nurses
were evaluating a list of potential events and affirming whether they perceived the
incidents listed to be critical. The rankings in no way indicate that the nurses
actually experienced these situations, although it is possible that nurses based their
choices on personal experience. The events, which were reported as being
potentially most traumatic for nursing staff, are death of a child, death of a
coworker, and suicide of a coworker. While these top three ranked events do not
relate to the findings of this study, other critical incidents identified by the
emergency nurses do correlate with the situations in this study. Behind the listing
of the type of event, I have included the names of the nurses in this study, who
encountered these situations as part of their incident. The other events are: dealing
with multiple traumatic events in a short period (Jane, Hailey, Sheila); caring for the
severely burned patient (Pat, Jane); multiple trauma with massive
bleeding/dismemberment (Elaine, Jane); providing care to a traumatized patient
who resembles self or family members in age or appearance (Elaine, Jane, Hailey,
Sheila); incidents with excessive media coverage (Elaine); and dealing with
hysterical family members (Donna, Bob). Once again it is noted that a comparison
is being made only between a list of potential critical events and the actual traumatic
events which occurred in this study. The dissimilarity between the first three
ranked potential incidents and this study population may be explained by
participant type. Burns and Harm surveyed Emergency nurses, who cared for

children, whereas this participant population included nurses who worked only in
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an adult setting. Therefore the participants in this study would not have been
exposed to scenarios involving children. Secondly, the participants in Burns and
Harm’s study included rural and urban nurses. As a result there may have been
greater potential for nurses in smaller communities to care for someone they knew.

Respondents in the Burns and Harm study were asked to describe the critical
incident in their professional life that was the most difficult for them to handle.
Narrative information from these responses is shared by the authors and has
relevance to this study. Visual imagery and feelings of helplessness were the two
themes noted by the researchers. Both of these themes were sub-categories reported
in this study.

In summary marked similarity is noted between the reporting of potential
critical incidents in the Burns and Harms study and actual incidents and their
components reported in this study. Traumatic events which were reported in both
studies include dealing with multiples traumatic events in a short period of time,
caring for the severely burned patient, multiple trauma with massive
bleeding/dismemberment, providing care to a traumatized patient who resembles
self or family members in age or appearance, incidents with excessive media
coverage, and dealing with hysterical family members. Feelings of helplessness and
visual re-imaging of the traumatic event were common to both studies.

Summary of Nursing Literature on CIS in Relation to the Findings of this

Study
Studies by Appleton (1994), Burns and Harm (1993), and Bergal (1998),

indicate that incidents in nursing which are likely to be considered as critical events
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include death of a patient, situations involving moral distress, burns, experiencing
multiple critical events closely together, disfigurement/dismemberment, providing
care to a patient who resembles self or family in age or appearance, incidents with
excessive media coverage, and dealing with hysterical or grieving family members.

Studies by Appleton (1994) and Bergal (1998) report on the emotional
reactions a nurse may experience after a critical incident. These include headache,
insomnia, crying or sadness, nervousness and worry, decreased concentration,
anger or frustration, disgust or repulsion, fear, and anxiety.

The findings from these three studies strengthen the claims that report what
incidents are most likely to cause a traumatic event in a nurse’s life. Commonality
in terms of emotional expression after the occurrence of the incident is seen in both
the study by Appleton (1994) and by Bergal (1998).

In the next section specific new findings relevant to this study are discussed.

Discussion of New Findings from the Study

By categorizing data from the interviews into those defined by Wilson (1989)
in his Interactional Model of Traumatic Stress Reactions, a thorough description of
the experience of critical incident stress was born. The findings discussed in this
section have relevance for several reasons. Firstly the findings are congruent with
discoveries related to CIS in other nursing literature. Secondly, some of the
conclusions are new findings, previously not discussed in the literature on CIS.
Therefore new information about the experience of CIS has been discovered. Lastly,

the findings have relevance because they reflect my own personal experience with
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CIS and therefore represent the importance of ordering research questions that are
grounded in nursing practice.

Findings from the study are discussed according to the demographic profile
summarized in Table 6, and according to the four major dimensions defined in

Wilson’s (1989) model.

Discussion of Demographic Profile of the Participants

As previously discussed, eight of the nine participants in the study were
female. While differences in gender may account for variation related to the nature
of the experience of CIS, I could not provide any evidence for the same from this
study. Bob was the sole participant who demonstrated an affinity to maintain affect
balance and accurately appraise his experience and therefore resilient coping
strategies. I believe, however this was more a reflection of his personal beliefs and
values, rather than a reflection of gender.

Considerable range was noted in terms of the number of years spent in
nursing among the participants as well as the number of years working in SL.
Despite these variations I did not see differences in levels of maturity or capability.
All participants seemed fully ingrained into the culture of the Unit, regardless of the
length of time they had worked there.

As previously mentioned data were summarized related to the season of the
year when the event occurred in order to explore a personal hypothesis. As SI
receives many multiple trauma patients, I was curious to know if critical incidents
were related to the arrival of patients in the Unit, particularly during the summer

when accident and injury seems to manifest itself in the warm Manitoban summer
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months. This hypothesis was further supported after the first interview with Pat, in
which she relayed the effect of working during a “summer of trauma”. From a
review of Table 6 it is apparent that my hypothesis was not supported. Five of the
events occurred in the winter, one in the Fall, one unknown, and two in the
summer.

Appleton (1994) reported that the majority of the incidents in her study
occurred on the evening or night shift. She posed the reason for this was that
during these times of the day, there are less supports in terms of leadership and
administration, and that this may contribute to the traumatic event. I did notfind a
similar finding in this study, with events occurring on all three shifts, with a fairly
equal sharing between the day and night shift.

Norman (1989) in her study on Vietnam nurses, found relevance for the
concepts of location (branch of service) and time (year of service). Therefore these
same variables were reviewed in this study. In terms of location, there was fairly
even distribution as to whether the incident occurred on the Small Side or the Big
Side of the unit. Interestingly, the majority of the events on Big Side occurred in Bed
#4. I did not note this pattern until analyzing the findings and therefore was unable
to share this observation with the participants. Based on my familiarity with SI, a
possible hypothesis for this is that in an open area, the physical set up surrounding
the space at this bedside somehow creates an area which is more private and quiet.
This is probably a reflection that it is a corner spot in the Unit. Therefore, there may
be a tendency for nursing staff to assign patient cases, whose prognosis is grave, to

this space in order to enhance the comfort and privacy of the family. The range in
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time for the incident to unfold in it's entirety ranged from one day to eleven
months. Four of the incidents took place over a period of one week or greater.
Discussion of this finding is continued under the discussion of Environmental and
Situational Variables.

Discussion of the Findings Related to the Dimension of Person Variables

An overall portrait of the ICU nurses as a Person, according to the elements
selected by Wilson (1989), was developed during this study. However, I feel that
this is one area of the findings that are not as comprehensive as they should be, for
two reasons. Firstly, I feel that my questions in the interview guide related to the
dimension of Person were too vague. Terminology specific to person elements was
not utilized and therefore I feel that I was not able to explore these concepts to their
full potential in this study. Secondly, the brevity with which I met and interacted
with the participants prevented me from developing a more accurate appraisal as to
who they are as a person. A longitudinal study design would circumvent this
barrier.

A new major category of Life Events was created in the study. Based on the
literature by Burns and Harm (1993) I knew that personal factors in one’s life may
have relevance to the perception of the event as being critical. Family structure and
composition, work experience, previous exposure to critical incidents, and
important milestones such as marriage, were missing from Wilson’s model.
Therefore the category of Life Events was created to capture the influence of these
variables on the traumatic event. This category had relevance for six of the nine

participants, indicating support and need for such definition.
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For those participants whose critical incident included moral distress I
compared their value and belief system to the critical situation, to look for
consistency. That is, that the incident which caused moral distress was indeed a
breach of their moral self. I found consistency in this regard in all three cases.
Donna highly valued an organized approach to care, with uniformity and
cohesiveness among professionals. Her incident involved a patient whose care plan
was ambiguous and constantly changing. Judy was confident in her skills and
abilities and prided herself in providing exemplary care and service to patients and
families. When her care was called into question and she was accused of
contributing to the patient’s death in a wrongful way, distress occurred. Sheila set
high standards of practice for herself and her colleagues. She felt privileged to be
part of a team of providers and felt her contributions were equally valued. Being
involved in a situation where others did not fulfill their role and in which her
actions were viewed as harmful, caused Sheila great torment.

Discussion of Findings Related to the Dimension of Environmental and

Situational Variables

Dimensions of the Trauma

Three elements of the theme Dimensions of the Trauma that Wilson (1989)
defined in his model were not included in this study. These were the variables of
displacement, life-threat, and complexity of stressor. The reasons these variables
were not included is that they are more specific to traumatic events that involve

mass casualty loss or occur as a result of natural disaster.
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Duration of the event had significant meaning for the participants in this
study, but from two different perspectives. As mentioned, four of the participants
were involved in events which carried on for a time of more than one week and in
three cases for a period of three months, eight months, and eleven months,
respectfully. It was very evident that the duration of these events created great
hardship for the nurses. Uncertainty caused anxiety and fear and delayed the
ability of the nurse to utilize effective coping strategies.

Of interest however, was the fact that regardless of the actual time over
which the incident occurred, all of the participants perceived the event to have taken
a long time. A sense of waiting and prolongation was experienced. After enduring
this sense of motionless, ceremonies related to closure were considered to be
important and when this was not afforded this was noted by the nurses.

Exposure to gross disfigurement and to constant unexpected tragedy were
consistently reflected upon by the participants and supports previous findings by
Burns and Harm (1993). A sense of personal vulnerability permeated the souls of
the participants.

The sub-category of Family Pleas reflected the unique relationship which
occurs between patient, family, and nurse. Some of the participants described
situations where the family was having difficulty accepting the reality of their loved
one’s situation. Their responses to this grief resulted in moral distress for the
nurses, especially when the family expected the nurse to support them in a denial

process.
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A startling and almost eerie finding was that four of the participants were
assigned to the same work space as where the critical event occurred, upon their
first shift back to work. While likely coincidental in nature, intrusive re-imaging
was suffered as a consequence of these assignments.

Experience of the Trauma

As indicated by Wilson (1989) experiencing the trauma alone may shape the
event differently for the person and may indeed escalate the situation. Feelings of
isolation were common to four of the participants and was viewed negatively by the
participants. An additional finding related to the category of Alone was the
identification of the sub-category of Insulated. Four of the participants remarked
that they were so immersed in their own clinical situation that they were oblivious
to the events in their immediate environment. Participants indicated that this was
helpful and allowed themselves to fully immerse themselves in the experience,
rather than being pulled in many different directions.

A new major category of With Others was created in this dimension. Judy
was the only participant for whom this category had relevance but I felt that her
views were significant and needed to be fully captured. Experiencing the incident
as part of a group of three nurses created a special bond between the nurses. This
bond of collegiality transformed to one of friendship and was helpful in Judy’s
adaptation after the event.

Structure of the Trauma

The findings related to the numbers of stressors and the complexity of the

event were extremely detailed. I was surprised with the intense circuitry of the
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components of the incidents. I believe this is an accurate reflection of the extreme
intricacy of nursing work.

The sub-categories of High Profile Situations and Connecting echo the
findings from the study by Burns and Harms (1993) that found that situations
involving the media and situations which form a personal connection, are
potentially critical events.

Post-Trauma Milieu

The level of social, economic, and personal support present forms an
important part of the experience of CIS. Lindy (cited in Wilson, 1989) termed this
support network the trauma membrane and it is hypothesized that the greater the
level of supportive mechanisms, the more positive will be the stress recovery
process (Wilson, 1989, p. 11). Supports identified as forming part of the nurses’
trauma membrane included significant others and colleagues. The contribution of
significant others was mostly that of presence and security, a silent partner to share
pain and sorrow. Participants were able to identify that the sharing of their event
with their significant other was useful in terms of providing an emotional catharsis.
However, a cognitive process was required for the sharing of the event and this
opportunity was best met through the sharing of the incident with colleagues.
Here, the incident could be dissected and analyzed in a manner that supported the
coping process to be initiated.

Opportunity structures, an element defined by Wilson (1989), was not a

variable of importance in this study and has therefore not been discussed.
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Discussion of Findings in Relation to the Dimension of Individual

Subjective Response to Trauma

The major category of Affective Distress was described via the tremendous
sharing of emotion of the participants during the interviews. The range and volume
of sub-categories in this sections represents the serious amount of disharmony that
nurses endure during critical events. As previously discussed, congruence of sub-
categories with findings from the study by Appleton (1994) was demonstrated.

While the category of Affective Numbing has been described in the literature
related to CIS (Wilson, 1989, Mitchell, 1993), this study provides specific information
related to the experience of numbing by nurses. Disbelief, physical numbing, a
sense of going through the motions, and detachment comprised the element of
affective numbing.

A significant finding in the category of Denial/ Avoidance was the sub-
category of Not Wanting to got to Work. Six of the nine participants indicated they
would not have returned to work while the incident was occurring or in its
immediate aftermath if they had not felt some greater inner appeal from their
personal domain. I believe this underscored the intensity of the incident for the
person.

Intrusive re-imaging of the event is a hallmark of the experience of a critical
incident and was indeed strongly supported and demonstrated in this study. Six
sub-categories accurately describe the various manners in which participants re-

experienced the event. Again the profound impact to a person’s spirit is revealed.
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Distortion and dissociation may form part of the subjective response to a
traumatic event, as defined in Wilson (1989). However, these variables were not
demonstrated in this study.

Wilson (1989) offers several sub-categories related to the elements of
Motivational responses to the trauma and Neurophysiological responses. However,
there was a lack of findings from this study that supported the use of these sub-
categories and therefore the categories of Motivational and Neurophysiological were
discussed in general in Chapter Four.

An interesting finding in the category of Instrumental Coping is related to
Debriefing. Sl is a nursing unit that has received special attention from a critical
incident stress perspective. Staff have received pre-incident education about CIS
and the Unit was part of a pilot project on the implementation of a CISM program.
Despite these factors, only one of the participants attended a debriefing after her
critical incident. One other participant indicated she had planned on attending a
debriefing but was unable to attend secondary to the timing of the debriefing.
Preliminary research has found debriefing to be efficacious (Robinson and Mitchell,
1993, Raphael, Meldrum, and McFarlane, 1995, and Burns and Harm, 1993) and it is
disturbing that so few of the participants were afforded the benefit of this service.

Emotional coping responses portrayed participants as exhibiting signs of
helplessness, hopelessness, and vulnerability. The feelings of helplessness echo the
findings in Burns and Harm's study (1993) and likely reflect the extreme nature of
illness in the patient population in the ICU. Hopelessness partners the theme of

helplessness and is a further reflection of the nurses’ powerlessness in terms of
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changing the outcome of the event. As previously discussed, participants were
repeatedly exposed to events outside the range of normal human experience. As a
result, feelings of vulnerability permeated their psyche.

As participants began to process their critical incident Cognitive Re-
structuring of the event was demonstrated in the form of Finding Meaning,
Suppression, and Reaffirmation. The act of suppression was an active vigorous
process for some of the participants and seemed to form a way of actually breaking
the cycle of intrusion and re-imaging. Reaffirmation of self in a professional sense
was extremely important to participants and helped to restore self-confidence and
instill 2 sense of accomplishment in their work.

Discussion of the Findings in Relation to the Dimension of Post-Trauma

Adaptation

As previously discussed three of the nine participants met the diagnostic
criteria for PTSD according to the DSM-IV (1994). While I had expected a high
volume of the nurses to display signs of post-trauma reaction, I had not expected
the prevalence rate of PTSD to be this high. Considering only one of the
participants received appropriate CISM intervention after the incident this finding
may not be surprising. However, it is just the same, alarming and of grave concern.

The sub-categories that comprised the category of Psychological Alteration
included Triumph over Adversity, a New Perspective, and New Opportunity. The
bravery and courage of the participants was demonstrated. To face such sorrow
and emerge with a renewed vision and sense of purpose left me in deep admiration

of the participants in this study.
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Summary of Study Findings

Categorizing the findings of this study according to the dimensions and
elements of Wilson’s (1989) Interactional Model of Traumatic Stress Reactions
provided a rich and detailed description of the experience of critical incident stress
in ICU nurses. Significant findings from the study were the creation of two new
major categories, Life Events, and With Others. Important sub-categories which
formed part of the process of reaction to a critical event were duration of the event,
exposure, location in the Unit of the incident, experiencing the trauma alone or with
others, the level of support after the incident, affective distress and numbing, not
wanting to go to work, intrusion, feelings of helplessness, hopelessness, and
vulnerability. Three of the participants met diagnostic criteria for PTSD. Of
concern, only one of the nine participants attended a debriefing related to their
incident. Based on these findings recommendations for nursing practice,

administration, education, and research are made.

Recommendations

Based upon the findings of this study recommendations for nursing practice,
administration, education, and research are made

Recommendations for Nursing Practice

Based upon the experience of PTR and PTSD in the study population, it is
highly recommended that staff nurses attend educational sessions related to CIS. A
portion of the sessions should be devoted to assisting staff to integrate the

information into their personal framework and professional practice. A hallmark of
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the CISM model constructed by Mitchell (1993) is that it is a peer-driven model.
Thereby CISM services being rendered for professionals are dependent upon the
individual’s knowledge and regard of CIS.

A supportive nurturing practice environment needs to be supported by
nurse administrators and maintained by bedside nurses. Therefore, it is of
instrumental importance for staff nurses to be attentive to the needs of their
colleagues. This may involve predicting when a critical incident may occur, an
awareness and support of others, and offering words of comfort and reaffirmation
to a colleague.

Instrumental to the creation of a caring practice environment is the valuing
of skills that are reflective of empathy and intuition. Assisting the staff with values
identification will create an awareness that a truly effective nursing culture must
balance expertise in decision making and problem solving with the abilities that
promote kindness and caring.

Nurses who are assigned to work with young trauma patients should be
aware that this may be a potential critical incident and therefore they may need to
request CISM intervention. CISM strategies should be viewed by staff nurses as a
proactive measure to ensure wellness of self and should not be viewed as a
weakness or treatment. A key element related to CIS is that of prevention.

Lastly, nurses in this study reported that they found it very helpful to share
their incidents with colleagues. Creation of a formal structure within the ICU to

enhance the concept of story-telling as a therapeutic measure, is recommended.



Recommendations for Nursing Administration

Nursing leaders must promote the creation of a work environment that is
both nurturing and supportive of the staff who is employed in the unit.
Commitment to the utilization of CISM programs demonstrates a devotion to the
nursing staff. In the initial implementation phase of a CISM program nursing
leaders must be prepared to case find situations where a critical incident may have
occurred and ensure adequate assessment of all staff involved in the incident has
occurred. While such caring strategies increases the workload of the nursing unit
manager significantly in the initial phases of the program, positive results will not
be attained without this intensive support.

Related to the findings, nurse administrators should be conscious of the
significance of the location of the patient assignment and devise a tracking
mechanism to prevent nurses being reassigned to a space where the incident
occurred. In units where staff volumes are large this may be difficult and therefore
this may need to be fostered by a commitment from individual staff nurses to
recognize this as an important concept.

Nurses who care for burn patients should be assessed for signs of CIS and
reminded to look for the clues of the same in themselves.

The nursing Unit Manager should be alert to patient situations which
become prolonged and offer appropriate support to the staff involved in such
situations.

Recruitment and retention issues in nursing were expressed and described

by the participants. Nurse administrators must continue to endeavor to attract
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nurses to the [CU environment. Administrators are bound by collective agreements
in regard to monetary rewards for working in ICU. However, managers can
address the ultimate preservation of staff morale via fair scheduling practices, staff
development, and programs that target occupational stress, and their importance
should not be underscored.

Nurse administrators should find meaning in the revelation that most of the
nurses in this study did not want to return to work while the incident was
culminating. At the same time, the nurses wanted to return to work to finish their
work and bring a sense of closure to the event. The manager must be sensitive to
these incongruities. Nurses should be encouraged to attend to work, knowing they
will have available to them open dialogue about the event, an opportunity to
identify their personal needs related to the work assignment, and timely access to
formal CISM interventions if required.

The dramatic change in patient acuity is well described by the participants in
this study. The length of nurses’ shifts coupled with overtime work require that
managers cultivate work environments that afford some opportunity for down time.
A nursing room that provides a quiet environment to re-energize during a chaotic
and stressful shift is mandatory.

Lastly, positive feedback to nursing staff about the care they provided their
patients and families can be of invaluable assistance to the staff nurse. Open
demonstrations of caring between nursing colleagues, at all levels of authority, is

mandatory.
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Recommendations for Nursing Education

Pre-incident education should be required for all staff who practice in the
ICU. Based on the findings of this study, sessions should be repeated on an annual
basis in an attempt to reinforce key concepts and correct misperceptions.

Nurses who are completing specialized training in intensive care nursing
should receive, as part of their formal training, information on CIS.

Further related to specialized training programs for ICU nursing, the clinical
preceptorship component should be reviewed. Funding methodologies may need
to be developed to ensure mandatory teaching is not relegated to happenstance. As
such, preceptors would serve as additional staff and not be counted as baseline
staffing, at least during the first phase of the preceptorship when grounding in the
clinical area is of extreme importance.

Educational programs that are specific to death and dying and personal
vulnerability to tragedy should be developed and employed for all staff.
Recommendations for Nursing Research

The findings from this study indicate that further theory development
related to the experience of CIS is required. Studies are recommended that build on
the use of Wilson's Interactional Model of Traumatic Stress Reactions.

As previously discussed a longitudinal qualitative study that follows
participants over time as they experience a critical incident is recommended in order
to continue the process of comprehensively understanding the experience of critical

incident stress.



282

Quantitative nursing researchers may benefit from the findings of this study.
Future research on CIS in ICU nurses may be conducted by developing a
questionnaire based on the themes and categories identified in this study.
Questionnaire development could be used as a means of surveying ICU nurses to
determine if the findings in this study are common to the greater community of ICU
nursing.

Nursing researchers are encouraged to collaborate with researchers from
other disciplines interested in CIS to develop a taxonomy system for the
categorization of reactions to a traumatic event. Due to the variation among
participants and researchers, different terms are bound to be used to describe the
experience of critical incident stress. However, a systematic means of classifying
responses is required in order for prevalence studies to be conducted.

Lastly, nursing researchers interested in CIS are encouraged to create
assessment tools that may be used by managers and staff nurses to assess when
defusings and debriefings are required. Intervention techniques for CIS can only be
comprehensively evaluated as to their effectiveness, if they are being employed
appropriately and consistently.

CONCLUSION

An ethnographic methodology was employed in this study of the experience
of critical incident stress by ICU nurses. Antecedent, concomitant and post-event
factors present in an ICU nurse’s life were analyzed according to the framework
provided by Wilson in his Interactional Model of Traumatic Stress Reactions.

Analysis of the findings revealed traumatic stress to be a deeply complex and
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intricate process. ICU nurses employed in a busy trauma unit are exposed to
human tragedy of great immensity. The effects of dealing with human suffering
and sorrow on a daily basis weigh heavily on the immediate care providers. The
journey toward transformation and healing after exposure to a traumatic event is an
expedition of nursing pain and anguish. Even for those who suffer pathological
illness as a result of the experience of critical incident stress, adaptation and renewal
can come at the end of a long tortuous pilgrimage. This study has helped provide
new understanding of the struggle of ICU nurses as they triumph over the

adversity of traumatic events.
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Appendix A
Recruitment Letter to Potential Subjects

(Date)

[ am a graduate-nursing student in the Faculty of Nursing at the University of
Manitoba. A thesis or research study is a requirement of the program in which I am
enrolled. I would like to conduct a research study in the area of critical incident
stress. The title of my study is “The experience of critical incident stress in ICU
nurses: A focused ethnography”. A critical incident is defined as any incident or
event which is outside the range of normal human experience (Mitchell, 1993).
Critical incident stress, therefore, is the normal stress response which one may
experience after exposure to a critical incident (Mitchell, 1993).

[ am interested in recruiting participants for this study. In order to participate you
must be a full-time or part-time nurse in ICU, have worked in ICU for at least one
year, and have experienced a critical incident within the past year. You do not have
to have attended a critical incident stress defusing or debriefing in order to
participate in this study.

The purpose of this study is to further our understanding about critical incident
stress by describing in detail what it is like for an ICU nurse to experience a critical
incident. By participating in this study you will help advance knowledge in the area
of critical incident stress management. Factors, which influence how nurses
respond to critical incidents, will be explored.

If you choose to participate in this study a two-hour interview will be conducted
with myself, at a location of your choosing. The interview will be tape-recorded and
all data will be transcribed confidentially. Your anonymity will be protected by use
of a pseudonym of your choosing and by not revealing the name of the hospital
where you are employed. However, some persons may know your identity, if they
are able to recognize your critical incident from the description in the narrative
section of the findings. Access to the interview transcripts will be limited to the
transcriptionist, my thesis committee chair, Dr. Pat Farrell, and myself.

If you are interested in participating in this study and meet the above stated
requirements, or if you would like additional information about the study, please
telephone me at home. Following this telephone contact, a more detailed
description of the study and a consent form will be delivered to you to read, sign
and copy.
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I thank you for your consideration of this study.

Sincerely,

Trish Bergal, RN, BN
Faculty of Nursing, University of Manitoba
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Appendix B
Description of the Study

Thank you for agreeing to participate in a study about critical incident stress
(CIS). The title of this study is “The experience of critical incident stress in ICU
nurses: A focused ethnography”. This study is being conducted by myself, Trish
Bergal, a student in the Master of Nursing program at the University of Manitoba.
The supervisor for this study is Dr. Pat Farrell, a professor in the Faculty of Nursing
at the University of Manitoba.

The purpose of this study is to describe, from the nurse’s perspective, what it
is like to experience a critical incident. From other studies which have been done on
CIS in nursing, we know that CIS is indeed prevalent in ICU nurses. We also know,
from research studies, which kinds of incidents are likely to be traumatic. There
have not been any studies on CIS, however, which describe the experience of CIS, in
the nurse’s own words. This study will attempt to vividly describe the experience
of CIS. Factors in one’s life, which may influence the reaction to the critical incident,
will also be explored. The influence of the environment in which you work will also
be a focus of the study.

To participate in this study nurses must meet the following criteria:

1. The participant must be a registered nurse who works full-time or part-

time in the ICU at the study facility.

2. The participant must have worked in ICU for a period of at least one-

year prior to the study.



295

3. The critical incident must have occurred within the past year.

The design of this study requires the participant to meet with the researcher
and partake in an interview, which will last approximately two hours. The
interview will be tape-recorded.

Participants in the study have the right to refuse to answer any question and
may withdraw from the study at any time, without explanation. There are no
tangible benefits to be incurred by participating in this study. There is a risk to the
participant that by reliving the experience of the critical incident, the participant will
have a traumatic stress reaction. Confidential psychological support will be
available to the participant via the employee assistance program or via the CISM
team, if the participant chooses.

Having nurses provide a pseudonym for themselves will protect anonymity
in the study. This name will be utilized in the interviews and in all written
transcripts of the interviews. The name of the study hospital will not be disclosed.
All information provided to the researcher would be kept strictly confidential. The
findings of the study will contain written description of critical incidents. Those
persons who have previous knowledge about the incident may recognize the event
and therefore may be able to deduce the identity of participants in the study.
Audiotapes and transcribed interviews will be kept in a locked area of the
researcher’s home for a period of seven years. At this time all data will be

destroyed and discarded by the researcher.
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If desired, participants will also be provided with a summary of the study,
upon completion. At this time, participants will be able to offer feedback to the
researcher regarding the validity of the study findings.

Participants may forward any questions to:

Trish Bergal at:
or

Dr. Pat Farrell at:
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Appendix C
Consent Form

This certifies that I, , having met the

requirements for the study, agree to participate in the research study conducted by
Trish Bergal, a Master of Nursing student at the University of Manitoba. Dr. Pat
Farrell, who is a professor at the University of Manitoba, is supervising the study.

[ understand that the purpose of this study is to describe in detail what it is
like for a nurse to experience a critical incident.

[ have been informed that I was selected to participate in this study because I
meet the following criteria: I am a registered nurse employed full-time or part-time
in ICU at the study facility; I have been employed within ICU for a period of at least
one year; and I have experienced a critical incident within the past year.

I have been provided with a written explanation of the study and have been
given the opportunity to ask questions. I have been informed that the study has
been approved by the Ethical Review Committee of the Faculty of Nursing of the
University of Manitoba. I am aware that the study design requires me to participate
in a tape-recorded interview with the researcher, for a two-hour period. I
understand that I will be allowed to choose where this interview takes place. I
understand I have the right to refuse to answer any question and may withdraw
from the study at any time, without explanation.

I understand there are no tangible benefits to myself by participating in this
study. I am aware that there is a risk to myself that by reliving the experience of the

critical incident with the researcher, I may have a traumatic stress reaction. I
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understand that I will be provided confidential psychological support via the
employee assistance program or via the facility’s CISM team, if I desire.

Providing the researcher with a pseudonym for myself will protect my
anonymity in the study. I understand that this pseudonym will be utilized in the
interviews and in all written transcripts of the interviews. [ am aware that all
information provided to the researcher would be kept strictly confidential. I
understand that although my identity will be disguised, those persons who have
personal knowledge of the incident may recognize the event as it is described, and
therefore may be able to determine that I was a participant in the study. I am also
aware that audiotapes and transcribed interviews will be kept in a locked area of the
researcher’s home for a period of seven years. I am in agreement that all data will
be destroyed and discarded by the researcher after the storage period has expired.

I understand that if desired, [ will be provided with a summary of the study,
upon completion.

[ understand that if I have any questions related to this study that I might
contact:

Trish Bergal at:
or

Dr. Pat Farrell at:



My signature below indicates that [ have read and clearly understand the

preceding information and am willing to participate in this study.

- e W W W W W T W W e e e e e M M G e M e i W TS WG E e E - -

L (print name here) agree to participate in the

study entitled “The experience of critical incident stress in ICU nurses: A focused

ethnography”.

Date Signature
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Appendix D

Interview Guide

1. How long have you been practicing as a registered nurse? How long have you
been an ICU nurse?

2. What are your strengths as a nurse?

3. What do you enjoy most about your nursing career? Least?

4. Could you please tell me what it is like to work in this ICU?

5. Could you describe what a typical shift would be like working in this ICU?

5B. (Added during Interview #4) What happens at work to make you think, when
you leave for the day, that it's been a ‘good’ shift or a ‘lousy” shift?

6. Could you describe your critical incident to me?

7. What are you able to remember about the day the critical incident occurred?

8. Was there anything different about the ICU the day the incident occurred?

8B. (Added during Interview #7) Many of the other participants have mentioned
that while their incident was occurring they were oblivious to what else was
going on in the Unit. Would you say this was true for yourself?

9. Can you describe how you felt both physically and emotionally, prior to the
incident, during the unfolding of the incident and after you experienced the
critical incident?

10. What are you able to remember about when you left work that day and went

home?
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10B. (Added during Interview #2) Some of the other participants have told me that

11.

they found sharing their experience with their partner/significant other to be
limited in its effectiveness. This is because their partner is not medically trained
and therefore cannot truly understand what this incident was like. Is this true
for you?”

Could you describe the impact this event had on your personal life? And on

your professional life?

12. What kinds of coping skills were most helpful to you in the days and weeks

13.

14.

15.

16.

17.

18.

19.

20.

after the incident?

What was it like returning to work for the first time after the incident?

[s there anything about the incident which still bothers you?

Thinking back, were there any positive aspects about the critical incident?

How has experiencing the incident changed you, either personally or
professionally?

What have you learned most about yourself in relation to this experience?
Have you experienced other critical incidents in your nursing career? (Probe for
type and when experience).

How does the incident we spoke about today compare to other incidents you
have encountered? (Probe for impact).

Is there anything else you'd like to share with me today, about your experience

with this critical incident?
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Appendix E

Document Used for Member Checks

THE EXPERIENCE OF CRITICAL INCDIENT STRESS

BY ICU NURSES: A FOCUSED ETHNOGRAPHY

Findings

by Patricia Bergal, R.N., B.N.
Faculty of Nursing
University of Manitoba

Winnipeg, Manitoba

July 31, 1998
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Dear

I am pleased to share with you a summary of the findings of my study on
CIS in ICU nurses. [ would once again like to thank you for participating in the
study and engaging with me in the discussion of your incident.

I have included herein a compilation of documents that will provide you
with a brief overview of the study. As a way of demonstrating thanks to yourselves
and your colleagues, a bound copy of my thesis will be given to the Unit in
September. Further details related to the study can be found in this copy of the
thesis.

A copy of the thesis Abstract is enclosed. Based upon the responses to the
interview questions a case story of each participant was created. I have enclosed the
case story constructed for yourself, in this document. The pseudonym you created
was used in the narration of your story. Small details of your story have been
further changed in order to protect your anonymity.

Finally, a brief summary of the findings from the study are enclosed. The
purpose of sending you this entire package is to enable you to read the material and
offer you an opportunity to reflect as to whether you feel the findings adequately
describe your experience with critical incident stress.

If you have any questions about the content of the material I have sent you,
or you wish to discuss the information I have detailed, please contact me by August
20, 1998 so that revisions can be made, as mutually agreed upon. My telephone

number at home is:
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I hope that providing you with the information will not create undo
hardship for yourself. As you read the information you will recollect memories
attached to your incident and I would like to remind you that re-experiencing the
event is a normal response. If, however, you are having a hard time letting go of
your memories, several days after reading this material, I encourage you to contact
myself, Ms Linda Newton, the Employee Assistance Program at the hospital, or any
member of the Critical Incident Stress Debriefing team at the hospital.

Once again, thank you for your sharing of self in relation to your critical
incident. You have enabled me to discover important new information, which [
hope will benefit the good of all ICU nurses.

Sincerely Yours,

Trish Bergal
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ABSTRACT

The lived experience of ICU nurses who have encountered a critical incident
was explored in this ethnographic study. A critical incident “is any event, which
has a stressful impact sufficient enough to overwhelm the usually effective, coping
skills of either an individual or a group” (Mitchell, 1993).

Nine ICU nurses participated in the study. Semi-structured interviews were
conducted with all participants. Meaningful data was extracted from the
transcribed interviews and classified according to Wilson's (1989) Interactional
Model of Traumatic Stress Reactions.

Critical incidents described by the participants related to death of a patient,
burns, moral distress, and human error. Three of the participants met the
diagnostic criteria for Post-traumatic Stress Disorder (PTSD), as defined by the
American Psychiatric Association (1994).

Findings of the study indicated that the experience of critical incident stress
is an extremely complex process. A multitude of variables related to the dimensions
of person and environment shape the nurses’ subjective response to the traumatic
event. Environmental and situational variables of key importance in the nurses’
experience were the duration and severity of the incident and the degree of
exposure of nurses to situations where death and injury occur. Critical incidents
were found to be comprised of multiple stressors and had a high degree of
complexity. Individual subjective responses to the trauma were demonstrated in a
multitude of ways. Intrusive re-experiencing of the incident was prevalent among

the nurses. Feelings of helplessness, hopelessness, and vulnerability were common
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reactions in the days and weeks after experiencing the incident. Finding meaning in
the events surrounding the incident had important healing power for the nurses.
Participants who were able to cognitively re-structure the event gained a new
perspective of self and of their world. As well, participants were able to sense they
had triumphed over adversity, and though their incident was forever impregnated
in their mind, they were able to look onward in their professional and personal
lives.

Based upon the study’s findings, recommendations for nursing practice,

education, administration, and research were made.
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Analysis of the Participant Profile

A demographic profile was not formally collected for this participant
population. However, some general information can be provided about the
participant group and these are summarized in Table 6.

Of the nine participants in the study, eight were female and one was male.
The number of years employed in nursing by the participants ranged from 3 to 27
years, with the mean years of service being 13. In terms of time spent working
specifically in ICU, the range was from 1.5 to 14.5 years with a mean of 8.8 years.
Participants had worked in the study Unit from 6 months to 13 years.

Findings in the literature regarding the nature and frequency of critical
incidents, were compared with the data from this study. Most of the participants
were similar in their reporting of the number of critical incidents experienced, with a
range of 1-3 events being recorded. One participant stated she had experienced 5-6
incidents in her career while one other nurse remarked she had encountered at least
2 incidents per year while being employed in an ICU setting, thus totaling 18
lifetime incidents. This number is much higher than the other participants reported.

The nature of the incidents are also documented. In this study, incidents
involving patient death, burns, moral distress, and human error were reported. The
duration and location of the traumatic event are also reported in Table 6. These data
were collated as the literature suggested these variables might be of significance
with regard to the overall experience of Critical Incident Stress (CIS). It should be
noted that the duration of the incident does not necessarily relate to the length of

time a participant experienced symptoms of CIS. For example, participant #4 went
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on to develop acute PTSD in the first three months after the onset of the incident.
However, she was able to mobilize effective coping strategies for the remainder of
the time it took for the incident to be resolved.

The information, which pertained to the timing of the incident (season and
shift), was collected partly out of a personal curiosity and partly out of an
hypothesis mentioned in the literature. Appleton (1994) found that two thirds of the
incidents reported in her study occurred on the night shift. The season in which the
incident occurred was of interest to myself secondary to the type of unit under
study. The study unit receives many patients who have endured a traumatic injury.
[ wondered if there would be evidence that some of the critical incidents were
seasonally related, with a higher incidence occurring during the busy summer
months.

In addition to the demographic information summarized above, I was
interested to determine if the participants in the study met the diagnostic criteria for
either PTR or PTSD, based on symptoms they reported at the time the event was
experienced and in the immediate aftermath of the incident. (Please Note: Atno
time did any of the participants indicate they were currently experiencing a
pathological response to the critical incident). In terms of PTR, the major defining

characteristics, as listed in the Handbook of Nursing Diagnosis (1997), were

matched to each of the participants. The findings are presented in Table 7. Only
one of the nine participants did not meet the criteria for PTR in the immediate
period surrounding the occurrence of the event. Similarly, the study group was

compared to the diagnostic criteria for PTSD, as defined in the DSM-IV (1994). In



Participant

Sex

Number of

Number of | Number When Incident | Duration | Location in Nature of # Critical
Number Years in Years of Years Occurred of Unit of Incident Incidents
Nursing Workingin | Working (Season/Shift) Incident Incident Experienced
ICU in this (including
ICU this
incident)
1 Female 16 13 10 Summer/Day 1 day Small Side Extensive 1
Burn
Death
2 Female 10 7 7 Unknown/ All 3 months Unknown Moral 2
shifts Distress
Death
3 Female 27 1 1n Winter/Evening 1n Bed #9 Medication 3
months | (Small Side) Error
Grievance
4 Female 16 13 13 Winter/Day 8 months | Bed #4 (Big Death 1
Side)
Moral
Distress
5 Male 3 15 6 months Winter/Day 3 days Bed #6 Death 3
(Isolation
cubicle)
6 Female 17 14.5 11 Christmas/Night 2 days Bed #4 (Big Death 3
Side)
7 Female 12 8 10 months Winter/Day 1day Small Side Extensive 3
Burn
Death
8 Female 11 9 3 Summer/Day 7 days Bed #2and | Unexpected 18
#6 (Big Side Death
and Isolation
cubicle)

60€



Participant Sex Numberof | Numberof | Number When Incident | Duration | Locationin Nature of # Critical
Number Years in Years of Years Occurred of Unit of Incident Incidents
Nursing Workingin | Working (Season/Shift) Incident Incident Experienced

ICU in this (including

ICU this
Incident)
9 Female 5 2 2 Fall/Day 3 days Bed #4 (Big Death 5-6
Side)
Moral
Distress

Table 6. Profile of Study Participants,

Ot¢
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Participant Number

Major Criterion 3 |4|5|6]|7 9
Flashbacks/Intrusive thoughts v v | v
Repetitive dreams/nightmares
Excessive verbalization of the trauma v v v | v v
Survivor guilt or guilt about behavior required for survival
Painful emotion, self-blame, shame, or sadness v I v | v v
Vulnerability or helplessness, anxiety, or panic v v | v
Fear of repetition, death, loss of bodily control v |V v
Anger outburst/rage, startle reaction v v v v
Hyperalermess or hypervigilance v v

Table 7. Diagnostic Criteria for Post Trauma Response in Study Participants.
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order to meet the criteria for PTSD, the individual must have met all of the
following criteria: (a) exposure to an event outside the range of normal human
experience, (b) re-experiencing the event, (c) demonstrated at least two mechanisms
by which stimuli associated with the event are avoided, and (d) demonstrated at
least two symptoms indicative of increased arousal (please refer to Table 2). Three
of the participants met all of the requirements for PTSD in the period after the
critical incident. Furthermore, participants #4 and #6 met the criteria for acute
PTSD, based on the fact that the symptoms lasted less than 3 months. Participant #1
met the criteria for chronic PTSD because her symptoms lasted longer than 3
months.

In summary, the participants in this study were a predominantly female
population who have been employed in ICU nursing for approximately nine years
and the study ICU for approximately seven years. Incidents described by the
participants related to death of a patient, burns, and moral distress. All of the
participants experienced a critical incident and eight of the participants displayed
signs of PTR. Three of the participants met the diagnostic criteria for PTSD.

Description of the Study Unit
In keeping with the ethnographic methodology used in this study a detailed
description of the study unit is provided. Questions 4, 5, and 5B in the interview
guide asked the participants to describe what it is like to work in this ICU. Their
responses were analyzed and grouped into the following major categories: The
Setting, The People, A Typical Shift, A Good Shift, and A Lousy Shift. The myriad of

verbal illustrations paint a rich and vivid image of a place like no other.
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The Setting

The Unit under study is an intensive care unit that specializes in the care of
the surgically and traumatically ill patient population. As such, the area is properly
termed a “surgical intensive care unit”. Those who are in association with the unit
secondary to their employment status refer to the unit as “SI”, thus differentiating it
from its sister unit, “MI”, the medical intensive care unit.

As the automatic glass doors to SI slide open, the hiss of the hydraulic
operating system is liberated with the push and pull of these symbolic dividers. The
hiss is heard relentlessly and marks the incessant comings and goings in the Unit.

The doors are open 24 hours a day, the lights are always on. You can feel
“the pulse of the unit” (Sheila, p. 5, line 16) the minute you walk through the
entrance. You hear it in the sounds, you see it in the people, and you feel it in the
dynamism and tenseness that pervades the Unit. It is a challenging place, totally
unpredictable, and the activity swirls about in a kind of “fast paced frenzy” (Elaine,
p- 5, lines 3-4). Sl is a busy place and the beds are always full to capacity. Emotions
“flip fast” (Elaine, p. 5, line 11) in order to keep abreast with the physical, mental,
and emotional challenges which await you every day, every shift, every hour, every
second. You don’t get bored working in SI. But neither do you do the good old-
fashioned things you used to do for patients.

Mary: I haven't cut anybody’s fingernails for a couple of years (laughing) (p.

8, line 25).
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The Physical Environment

The Space

When you first come into SI you can tell right away that it has a bit of a funny
layout. It was not ever really designed properly, and if anything, is just some kind of
an add-on (Sheila, p. 5, lines 20-21).

Hailey: It’s like it was built before they realized, you know, people would
need dialysis, people would need, you know, all kinds of machines around
them and it's not, definitely not ideally set-up (page 4, lines 9-11).
The Unit is divided into two separate halves, a Small Side and a Big Side. Big Side
appears at first as though it were a big open space but on second glance it is apparent
that it is actually quite “horrible and cramped” (Hailey, p. 4, line 9).
Judy: So people are working in close quarters and lots of equipment around,
lots of things that kind of get in your way unless you keep tidying up all the
time, with chairs and tables migrating (page 5, lines 1-4).
Central pillars and cubicle curtains drawn tightly around the bedside, as though to
swaddle the patients in some form of privacy interfere with lines of vision. Then
again there is not much to see.
Bob: Physical environment,...ah grungy, dinghy, uninviting. No bright
lights, no soothing colors, no nice colors on the walls, everything is just kind
of a, almost like a sea of kind of gray monotone, the whites are not, you
know cheery, there is nothing cheerful...we just don’t seem to have anything

that perks it up (page 6, lines 15-25)
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Each bedside is supposed to be a self-contained workspace, but the area is either
over-stocked or under-stocked, and somehow never quite right. To get anything you
need you have to walk a long way. As you search and scrounge for needed supplies,
you walk by the newly renovated isolation cube.
Sheila: ...and now we have the Isolation cube. Um, which is frustrating
because the doors don’t open quick enough should you need to get in there,
you have to wait for one to close before the other will come. It's hot in there,
you know, despite all the millions of dollars they’ve spent - the ventilation
system is not working (page 5, line 26).
But, the one good thing about being in the isolation cube, is that it is relatively quiet
in there.
The Noise
You hardly notice it any more. It just kind of seems “like a constant hum”
(Elaine, p. 6, line 9). After a while you just take it for granted because there is noise
from everything and anything. From the phones, from the people, from the visitors,
from the overhead paging system, from the radio, from the staff, and from the
alarms on the equipment.
Donna: We have our Marquette monitors for cardiac monitoring and they
have alarms, they have ventilators and they have alarms; we have different
types of ventilators and they have varying degrees of alarms, as in pitch
(page 9, lines 22-25).

Some days there is additional noise.
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Hailey: I know, well, I mean sometimes, you know, Maintenance will be
working - I don’t know what’s up on the 8t floor but sometimes
Maintenance will be working, like banging and banging and banging all day
and you're thinking ‘you know, I have this neuro patient that we're
supposed to be controlling the I.C.P.’s on’, I mean, you, you just have no
control over so many things...(page 4, lines 14-17).

On the whole, if it were not for those alarms, things would be so much quieter. And

if it were not for all the equipment, there would not be any alarms.

Equipment

Cardiac monitors, ventilators, medication syringe pumps, chest tubes and
wall suction, gomcos, Kangaroo pumps, TPN pumps, air mattresses, and cooling
blankets. Itis a sea of equipment and somewhere in the middle you can find a
patient resting on an island that is a bed, that is really just another piece of
equipment. Just when you think you have seen everything along comes something
new. The new piece of technology on the block in SI right now is CRRT, Continuous
Renal Replacement Therapy. So now you’re not only an ICU nurse, but also a
Dialysis nurse. Itis kind of scary.

Hailey: So that, I mean, that CRRT, it adds a lot of stress, for me anyways.

We don't see it often enough, so when we do, it is always on a very sick

patient...Which, thank God, I've never had to do, cause I don’t even...I

guess I could do it from a book but I wouldn’t feel very safe (page 7, lines 19-

21 and page 8, lines 7-8).
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But with the advent of all this super deluxe equipment, one questions if it really does
make any difference.
Mary: There is... more and more equipment, not that I think it's doing
anything more for the patient, personally, but there is more equipment...you
know, with all these new pieces of equipment, the potential for problems is
just expanding (page 36, lines 22-24).
Judy: And conversely, the stuff I've enjoyed the least is the times when
people are so sick and our technology doesn’t help them and we struggle

with that, when enough is too much and so on (page 2, lines 14-16).

The People

Nursing Staff

There are a lot of nurses who work in SI. They wear lab coats and scrubs,
have a stethoscope around their neck and carry with them a little pouch which
carries their life tools - black pens and red pens, a pencil, calipers, and a pen-light.
You mostly notice the nurses in the Unit but depending on the time of day when you
visit you may find physicians, students, respiratory technicians, pharmacists,
nutritionists, chaplains, and technicians from diagnostic imaging. They are all there,
all with their own role and purpose.

It is the people who “make or break the environment” in SI (Sheila, page 6,
lines 20-21). “As soon as the doors open, you can tell what kind of day it is by the
look on people’s faces” (Sheila, page 5, lines 16-17). With so many staff around it is
inevitable that there will be a real variety of personalities. At times there is a

wonderful camaraderie among staff. At other times, when the nursing staff is asked
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to do “more than is physically or mentally possible” (Pat, page 4, line 22), the
“personality traits come out” (Donna, page 11, line 25). As with most groups of
people, there are good ones and there are bad ones.

Good Groups

The Good Groups are the reason Donna likes to work (page 11, line 3). They
are a bunch who work hard, who work together, and who like to have a good time.
The Good Groups bring levity to tense situations and build cohesiveness with those
around them.

Elaine: I find the people there (SI), for the most part, are really gung-ho. A

lot of academically inclined people, not a lot of slackers. Like people are

there - when they go there, they are there to work, they know their stuff...I

find that the people here are really into their nursing (page 4, lines 12-18).

Bad Groups

The nurses who fall into the Bad Group category are not necessarily unkind
folk, they are just people who over time, have become bitter and possibly burnt out.
They have lost their flexibility and their ability to see change as potentially beneficial.
Resistance and hard feelings are characteristic of this group. They are cliquey and
controlling. Their spirit can sometimes dominate the entire Unit.

Mary: ...there are some groups that I really don't like, but I only work with

them once in a while. Well, (some) groups tend to be very uh, self contained

and anybody else is an outsider, so you don’t get the help and that sort of
thing...when I come on and see a certain group, I know what the night is

going to be like (page 6, lines 18-23 and page 7, lines 2-3).
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There is a fear of becoming one of the Bad Group, of developing a hard side as a

means of protecting oneself.
Pat: ...I didn't want to see myself become aggressive...I don’t like to hurt
people’s feelings and I see that those people, some of it is they are victims to
the circumstances in some respects because they are actually protecting
themselves by being that way. Because they are asked on a daily basis...to
do more than probably is physically or mentally possible...But then it also
has a negative impact on the Unit as a whole because they scare a lot of
people, especially the students and young people and [ didn’t want to see
myself progress to that kind of negativity (page 4, lines 15-27).

The interesting thing about the Bad Group is that there really are not that many of

them. They just have a way of “nittering and knit-picking” (Bob, page 4, line 23)

about a lot of petty things and after a while it “gets on everyone’s nerves” (Bob, page

3, line 7).

Recruitment and Retention

The majority of the stress in the Unit can be directly attributed to a lack of
nursing human resources. An experienced knowledgeable ICU nurse is a valuable
commodity these days, especially during times of increased patient acuity and
occupancy.

Finding Staff

If some nurses in SI develop a sense of despondency, there is a good chance
it may be due to a staffing shortage. On a daily basis, sometimes more, there is a

round of phone calls made, asking people if they can come into work. Staff are
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frequently “doubled”, assigned two critically ill patients to care for over the course of
their shift.
Sheila: And then with the staffing shortage that we are in, then it’s
scrambling and scrambling, and I've - you know, recently I have had the
pleasure of doing Charge and often, you're well, you take the patient cause
there is no one else that you can call.
The constant scrambling takes it toll on people and is both frustrating and
frightening (Elaine, page 4, lines 2-3). The best way to cope is to work as little as is
personally possible.
Work Status
Not very many nurses in SI want to work full time. The 12-hour shifts and
the nights are exhausting, especially when you run and run and run the whole time
you are at work. There is a general feeling that it is advantageous to work part-time
or casual in the Unit.
Elaine: ...being part-time I guess, I sort of look at it in a more positive (light)
- the stress, I can cope with it, [ can make it through a 12 hour hellish shift
knowing that I won't be there for another four or five. I don’t think I can
keep the pace up all the time. Um, I don’t know how people do it full-time, I
guess you have different coping mechanisms...I don’t know if it's being
part-time and you go in there and you are not horribly exhausted going in
from work-related things - it's almost refreshing, so you go in there with a

fairly good attitude...(Elaine, page 5, lines 17-20 and page 6, lines 16-18).
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Seniori

If you can’t change your work status however, another way to cope is to
simply get out, to leave the Unit. Sometimes you think the sliding doors should be
replaced with a revolving door, there are so many people coming and going. It's
hard to be the new nurse on the block and at first you are just another face because
nobody knows you. But pretty quickly you prove yourself and then the next thing
you know, you end up being thought of as someone Senior, despite really being
Junior. And that can also be frightening.

Hailey: So, and that’s another thing is a lot of our senior staff are leaving so

you feel like you don’t sometimes have a lot of people to lean back on. Not

to double-check everything, but you know, it’s nice to just say, you know,

‘this is the way I should be doing this right?” Sometimes you look around

and you think nobody is going to know anyway (page 8, lines 8-12).

Nursing Students

When you have a lot of staff leaving, then you are desperate for new staff to
come to work in the Unit. The biggest pool of new staff for the ICU has been the
graduates from the Intensive Care Nursing Course. Like everything else in health
care however, the structure of the course has changed over the recent years.
Enrollment has decreased. The length of the course is shorter, and most
significantly, the amount of time allotted for preceptorship in the clinical area has
been reduced. Staff who are assigned as preceptors are unable to provide the
students the one-on-one supervision they require, because they have their own

critically ill patient to care for.
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Donna: The change in the acuity of the unit, the change in the program, the
way they structure the program - the theory, clinical and preceptorship
part...I think it is detrimental (page 7, lines 11-22).
Students from the course, now hired into the Unit are described by Pat as
being “young and stressed” (page 4, line 7).
Pat: Some of them are young and stressed and you, know, going through the
learning process and have excellent potential...I see a certain group - the
new nurses. [ just think when I was a new nurse in that Unit, how calmer
the situation was for us than now. The precepting has diminished, the time
frame. Frequently you're supposed to be orienting and fall into a situation.
So, I think, for them when they are supposed to be in a learning situation, it
is even more stressful, so I think they have even a bigger challenge than I
did (page 5, lines 20-25).
Other Staff
Working from an interdisciplinary perspective, there are a lot of other health
care professionals who work in SI. The one discipline which has perhaps the most
influence on the nurse is the Attending Physician. The Attendings work on a
rotating schedule, changing over every week. Like the nursing staff, there are some
Attendings who are good to work with and some that are difficult to work with.
Sheila: So, we waited for the Attending to come...and I walked on glass and
approached him because there (are) two ways you can approach him and if
you approach him the wrong way, you know, there will be a huge

scene...(page 13, lines 8-10).
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Sometimes the change in Attendings can be frustrating because the
Attending coming on duty changes the entire care plan from what it was under the
previous physician. This often creates a lot of confusion and discord among staff, let
alone for the patient and family.

The Patients

The Assignment Board

When you first come into SI, on the right-hand side of the wall, is a big
Patient Assignment Board. The board has listed on it all the names of the patients,
their bed number, and the nurse who is caring for them. The board is partly an
organizational tool, a map to the Unit. A tracker of all the comings and goings.

Mary: The first thing you do is look at the board, see how many names, how

many patients are there and that gives you a good idea of how things are

(Mary, page 8, lines 4-6).

Hailey: It's good (the board). The first thing you do when you walk by,

when you come in - whether it’s to see if that annoying patient you had for

the last three days is gone or who's come back from the ward...(page 20,

lines 4-8).

The board is much more than an organizational tool however. Itis also a
symbol of recovery, it is a symbol of death, and it is a symbol of forewarning.

Pat: I will say that anytime, and I think this is probably not just me, but
anytime you see on the assignment board that you are looking after a extremely

large burn, your heart drops quite a bit (page 10, lines 17-19).



324

Acuity

If you ask any nurse in SI about the patient acuity in the Unit, they will tell
you that it has increased dramatically since the time they began working there.

Elaine: ...like I remember first working there and they got a lot of carotids, it
was a much more, um slack ICU, much more slower paced - acuity was much lower,
it's very different now. I mean, to consider that we don’t even get the hearts for the
most part unless they are real sick hearts...(page 5, lines 13-16).

What does go to Sl is a lot of other really acute stuff: the high risk surgical
patient, angioplasties which have gone wrong, neurosurgical patients, traumas,
burns, organ donors, and transplant recipients, to name a few. Most of the patients
are unconscious, perhaps a blessing in disguise considering they suffer more than
they have to at times (Jane, page 2, lines 8-9).

Youthfulness

Nobody seems to know what the average patient age is in SI but it is
probably greater than you think. It is just that everyone remembers the young
patients, mostly young traumas. Their cases are tragic, often the outcome grim.
Indeed the final consequence is often not any different for a youthful patient as it is
for an elderly patient. The difference however, is that at one end of the spectrum you
see people dying who are in the prime of their life and at the other end of the
spectrum you see people dying who have lived long good lives.

Elaine: (crying) ...the one thing that's left me, um partly with...is...me

having (a) little more of a desire to get out (of) the unit. Um, I don’t know if

you get away from thinking about things. You see a young person come in
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and it's a younger person, I don’t even look at the older people as my
parents, like that seems to me a more natural - if it's a medical problem - it's
when you see a young person and they are snuffed out, and there is just no
guarantees (page 25, lines 5-10).

Patient Throughput

The activity in SI is one of those Catch-22 situations. On one hand the
constant change in patient population is thrilling and energizing, it keeps you on
your toes, you hardly ever get two shifts just the same. On the other hand
sometimes things move too fast.

Elaine: ...it's been more of a frenzy often ~ because there is a lot of patients

in, patients out, there is not enough beds to get the patients down into. Like

there always - it is, it is very stressful, um, the ward nurses are stressed -
you are trying to get patients down there and they don’t have the beds but
you have to get them there because somebody else is coming in, uh, a bed
hardly gets cold form somebody either passing on or being transferred and
you are getting somebody else in there, like you are flipping very

quickly...(page 5, lines 5-10).

The activity at the best is totally unpredictable and it seems as though there are never
enough beds. Someone always wants a bed...Emergency, the O.R., P.A.R.R,, the
“bounce-back” patients form the wards (Hailey, page 3, line 5)...there’s always
somebody knocking on the sliding doors, waiting to get in.

Sheila: Our census can change dramatically...Ah, one big trauma, one big

trauma, one big burn and we shuffle patients in/out and everywhere and



326

quickly try and accommodate whatever needs to be done. Ah, then there is
also the big surgeries that require ICU that don’t consult us and they show
up on our doorstep in our last empty bed...and then every time you hear a
code on the ward, we just kind of cringe because we know that, although we
are not the ‘99’ Unit, it it’s a surgical floor that's calling the code, then
ultimately we’ll get the patient (page 4, lines 5-11 and page 5, lines 1-3).

The Families

The SI nurses view the families as being an extension of the patient. They
are cared for with sympathy and empathy and tenderness. Caring for the family is
often rewarding because it is obvious there is not a lot that can be done for the
patient, so you have to shift the care now from the patient to the family. Itis hard to
watch their pain and often you feel helpless as you sustain them in their grief.

Hailey: It’s, it’s a lot of stress to go through something like that and watch

parents that are grieving for their children when you know like, you know,

they shouldn’t be doing this. The parents should be gone before the children

(page 4, lines 2-4).
Working
A Typical Shift

It is really hard to say what a typical shift in SI is like because there really is
no typical shift. Granted some shifts are similar in terms of the routine, but in terms

of the circumstances, there is much unpredictability.
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Hailey: You can’t be thinking “oh, I just have this patient and I'll just look
after him all day’ and then, boom, boom, boom, like within an hour there
(are) two or three admissions (page 6, lines 24).
So, in terms of a typical routine, well it really begins the moment you get in
the car to drive to work and park the car.
Sheila: I guess the thing about the typical shift is when you walk in from the
parkade to the hospital you wonder ‘OK, am I going to be doubled or am I
going to be in Isolation today’ ~ that's the first thing that happens (page 7,
lines1-3).
And the rest of a shift kind of looks like this:
Jane: Get report for about 20 minutes from the preceding shift and do patient
assessments, you know check your cubicle and make sure everything is OK,
that you have everything that you need in case of emergency, and check
your alarm limits um, check over all your lines, see what you have, and
check the patient over head to toe, do a complete assessment on them, so
you know what’s going on. If you get a chance look at their blood work and
then grab a coffee in there somewhere, depending on what break you’re on
and the Rounds start at about 9:00 and they run to about sometimes 11:30,
12:00, depending who is on and how the patients are like in the unit. So you
do rounds with the doctors and um, present your patient, talk about your
patient, decide what the plan is and sometimes there is things to do from
that, changes in their care, things you have to give, you can also have tests at

any time during the day, depending on, you know, on the patient and
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what's booked. Grab lunch somewhere along there. We do usually get our
breaks - there sometimes not that long but usually get them. And then the
afternoon is just spent doing things that need to be done: turning patients,
cleaning them if they need it, giving medications, um doing blood work if
they need it, running blood, whatever kind of stuff and then supper time, we
all go for supper, try and come back and finish up what we need to
do...Leave at around 8:00 p.m. at night, after report (page 6, lines 6-27).
There are some variations from Jane’s description. Some shifts are 8 or even
4 hours in length. Sometimes you spend a lot more time traveling to and from the
Unit with your patient and all their equipment and anyone else who wants to tag
along to help. And sometimes you spend a lot of time getting ready for something
else which might come through those doors, just in case.

A Good Shift

The hallmark of a good shift is that for once everything kind of just synchs
with each other. There is some semblance of predictability and control. You have
one patient to look after. The family of the patient is extra special. The staff you are
working with all pull together and really support each other. The auxiliary staff on
duty is competent in their role and hard working. The Attending on duty isa
reasonable fellow. It all works, the plan is there, the goals are clear, there are few

glitches. Itis a good day.
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A Bad Shift
A bad shift is characterized by some or all of the attributes of a good shift

missing. There are unexpected interruptions in care, your patient assignment
changes several times over the course of a shift, the family is demanding and
unreasonable, the nitpickers are working and their frustrations are clearly made
known, the Unit Assistant and Unit Clerk on duty are both from the Float Pool, the
Attending Physician seems preoccupied with other matters. Nothing seems to jive.
Itis a long day. Itis a lousy day.

Summary

A detailed descriptive portrayal of the study unit has been created. In order
to fully appreciate and understand the work world of the ICU nurse a
comprehensive description was required. A context for the study milieu has been
constructed and as such the lived world of the ICU nurse is now described.

One of the hallmarks of this Unit is the constant speed of patient activity and
the incessant change in patient mix. Based on the description provided by the
participants, there is very little “down” time. That is, time where the occupancy rate
decreases and time can be spent away from the bedside, attending educational
sessions, etc.

The participants allude to the cumulative effects of the activity on the staff.
Many of the staff no longer wishes to work full-time and working part-time or
casual is seen as an option required to maintain a career in this ICU. Constant staff
turnover results in an imbalance between senior and junior nursing staff who is

employed in the Unit. A lack of mentorrship and role modeling between staff
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members is evident. Preceptorship of students in the intensive care nursing course
is difficult because of the patient activity in the Unit. Nursing staffs indicate they
find it difficult to precept students when they have more than one patient or when
the multitude of interventions that one patient requires, exceeds the ability to pause
from care in order to dissect and analyze the pathophysiology of illness and
associated interventions.

The most important finding from the description of the study Unit by the
participants is the staging for the potential for a high volume of critical events to
occur. Advanced patient acuity, fatigued staff, a youthful trauma-oriented patient
population, and a high incidence of staff turnover create an environment conducive
to traumatic events.

Summary of Study Findings

Categorizing the findings of this study according to the dimensions and
elements of Wilson's (1989) Interactional Model of Traumatic Stress Reactions
provided a rich and detailed description of the experience of critical incident stress
in ICU nurses. Significant findings from the study were the creation of two new
major categories, Life Events, and With Others. Important sub-categories which
formed part of the process of reaction to a critical event were duration of the event,
exposure, location in the Unit of the incident, experiencing the trauma alone or with
others, the level of support after the incident, affective distress and numbing, not
wanting to go to work, intrusion, feelings of helplessness, hopelessness, and
vulnerability. Three of the participants met diagnostic criteria for PTSD. Of

concern, only one of the nine participants attended a debriefing related to their
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incident. Based on these findings recommendations for nursing practice,
administration, education, and research are made.

Discussion of the Findings Related to the Dimension of Person Variables

An overall portrait of the ICU nurses as a Person, according to the elements
selected by Wilson (1989), was developed during this study. However, I feel that
this is one area of the findings that are not as comprehensive as they should be, for
two reasons. Firstly, [ feel that my questions in the interview guide related to the
dimension of Person were too vague. Terminology specific to person elements was
not utilized and therefore I feel that I was not able to explore these concepts to their
full potential in this study. Secondly, the brevity with which I met and interacted
with the participants prevented me from developing a more accurate appraisal as to
who they are as a person. A longitudinal study design would circumvent this
barrier.

A new major category of Life Events was created in the study. Based on the
literature by Burns and Harm (1993) I knew that personal factors in one’s life may
have relevance to the perception of the event as being critical. Family structure and
composition, work experience, previous exposure to critical incidents, and
important milestones such as marriage, were missing from Wilson’s model.
Therefore the category of Life Events was created to capture the influence of these
variables on the traumatic event. This category had relevance for six of the nine
participants, indicating support and need for such definition.

For those participants whose critical incident included moral distress I

compared their value and belief system to the critical situation, to look for
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consistency. That is, that the incident which caused moral distress was indeed a
breach of their moral self. I found consistency in this regard in all three cases.
Donna highly valued an organized approach to care, with uniformity and
cohesiveness among professionals. Her incident involved a patient whose care plan
was ambiguous and constantly changing. Judy was confident in her skills and
abilities and prided herself in providing exemplary care and service to patients and
families. When her care was called into question and she was accused of
contributing to the patient’s death in a wrongful way, distress occurred. Sheila set
high standards of practice for herself and her colleagues. She felt privileged to be
part of a team of providers and felt her contributions were equally valued. Being
involved in a situation where others did not fulfill their role and in which her
actions were viewed as harmful, caused Sheila great torment.

Discussion of Findings Related to the Dimension of Environmental and

Situational Variables

Dimensions of the Trauma

Three elements of the theme Dimensions of the Trauma that Wilson (1989)
defined in his model were not included in this study. These were the variables of
displacement, life-threat, and complexity of stressor. The reasons these variables
were not included is that they are more specific to traumatic events that involve
mass casualty loss or occur as a result of natural disaster.

Duration of the event had significant meaning for the participants in this
study, but from two different perspectives. As mentioned, four of the participants

were involved in events which carried on for a time of more than one week and in
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three cases for a period of three months, eight months, and eleven months,
respectfully. It was very evident that the duration of these events created great
hardship for the nurses. Uncertainty caused anxiety and fear and delayed the
ability of the nurse to utilize effective coping strategies.

Of interest however, was the fact that regardless of the actual time over
which the incident occurred, all of the participants perceived the event to have taken
a long time. A sense of waiting and prolongation was experienced. After enduring
this sense of motionless, ceremonies related to closure were considered to be
important and when this was not afforded this was noted by the nurses.

Exposure to gross disfigurement and to constant unexpected tragedy were
consistently reflected upon by the participants and supports previous findings by
Burns and Harm (1993). A sense of personal vulnerability permeated the souls of
the participants.

The sub-category of Family Pleas reflected the unique relationship which
occurs between patient, family, and nurse. Some of the participants described
situations where the family was having difficulty accepting the reality of their loved
one’s situation. Their responses to this grief resulted in moral distress for the
nurses, especially when the family expected the nurse to support them in a denial
process.

A startling and almost eerie finding was that four of the participants were
assigned to the same work space as where the critical event occurred, upon their
first shift back to work. While likely coincidental in nature, intrusive re-imaging

was suffered as a consequence of these assignments.
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Experience of the Trauma

As indicated by Wilson (1989) experiencing the trauma alone may shape the
event differently for the person and may indeed escalate the situation. Feelings of
isolation were common to four of the participants and was viewed negatively by the
participants. An additional finding related to the category of Alone was the
identification of the sub-category of Insulated. Four of the participants remarked
that they were so immersed in their own clinical situation that they were oblivious
to the events in their immediate environment. Participants indicated that this was
helpful and allowed themselves to fully immerse themselves in the experience,
rather than being pulled in many different directions.

A new major category of With Others was created in this dimension. Judy
was the only participant for whom this category had relevance but I felt that her
views were significant and needed to be fully captured. Experiencing the incident
as part of a group of three nurses created a special bond between the nurses. This
bond of collegiality transformed to one of friendship and was helpful in Judy’s
adaptation after the event.

Structure of the Trauma

The findings related to the numbers of stressors and the complexity of the
event were extremely detailed. | was surprised with the intense circuitry of the
components of the incidents. [ believe this is an accurate reflection of the extreme
intricacy of nursing work.

The sub-categories of High Profile Situations and Connecting echo the

findings from the study by Burns and Harms (1993) that found that situations
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involving the media and situations which form a personal connection, are
potentially critical events.

Post-Trauma Milieu

The level of social, economic, and personal support present forms an
important part of the experience of CIS. Lindy (cited in Wilson, 1989) termed this
support network the trauma membrane and it is hypothesized that the greater the
level of supportive mechanisms, the more positive will be the stress recovery
process (Wilson, 1989, p. 11). Supports identified as forming part of the nurses’
trauma membrane included significaht others and colleagues. The contribution of
significant others was mostly that of presence and security, a silent partner to share
pain and sorrow. Participants were able to identify that the sharing of their event
with their significant other was usefu! in terms of providing an emotional catharsis.
However, a cognitive process was required for the sharing of the event and this
opportunity was best met through the sharing of the incident with colleagues.
Here, the incident could be dissected and analyzed in a manner that supported the
coping process to be initiated.

Opportunity structures, an element defined by Wilson (1989), was not a
variable of importance in this study and has therefore not been discussed.

Discussion of Findings in Relation to the Dimension of Individual

Subjective Response to Trauma

The major category of Affective Distress was described via the tremendous
sharing of emotion of the participants during the interviews. The range and volume

of sub-categories in this sections represents the serious amount of disharmony that
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nurses endure during critical events. As previously discussed, congruence of sub-
categories with findings from the study by Appleton (1994) was demonstrated.

While the category of Affective Numbing has been described in the literature
related to CIS (Wilson, 1989, Mitchell, 1993), this study provides specific information
related to the experience of numbing by nurses. Disbelief, physical numbing, a
sense of going through the motions, and detachment comprised the element of
affective numbing.

A significant finding in the category of Denial/ Avoidance was the sub-
category of Not Wanting to got to Work. Six of the nine participants indicated they
would not have returned to work while the incident was occurring or in its
immediate aftermath if they had not felt some greater inner appeal from their
personal domain. I believe this underscored the intensity of the incident for the
person.

Intrusive re-imaging of the event is a hallmark of the experience of a critical
incident and was indeed strongly supported and demonstrated in this study. Six
sub-categories accurately describe the various manners in which participants re-
experienced the event. Again the profound impact to a person’s spirit is revealed.

Distortion and dissociation may form part of the subjective response to a
traumatic event, as defined in Wilson (1989). However, these variables were not
demonstrated in this study.

Wilson (1989) offers several sub-categories related to the elements of
Motivational responses to the trauma and Neurophysiological responses. However,

there was a lack of findings from this study that supported the use of these sub-
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categories and therefore the categories of Motivational and Neurophysiological were
discussed in general in Chapter Four.

An interesting finding in the category of Instrumental Coping is related to
Debriefing. SI is a nursing unit that has received special attention from a critical
incident stress perspective. Staff have received pre-incident education about CIS
and the Unit was part of a pilot project on the implementation of a CISM program.
Despite these factors, only one of the participants attended a debriefing after her
critical incident. One other participant indicated she had planned on attending a
debriefing but was unable to attend secondary to the timing of the debriefing.
Preliminary research has found debriefing to be efficacious (Robinson and Mitchell,
1993, Raphael, Meldrum, and McFarlane, 1995, and Burns and Harm, 1993) and it is
disturbing that so few of the participants were afforded the benefit of this service.

Emotional coping responses portrayed participants as exhibiting signs of
helplessness, hopelessness, and vulnerability. The feelings of helplessness echo the
findings in Burns and Harm's study (1993) and likely reflect the extreme nature of
illness in the patient population in the ICU. Hopelessness partners the theme of
helplessness and is a further reflection of the nurses’ powerlessness in terms of
changing the outcome of the event. As previously discussed, participants were
repeatedly exposed to events outside the range of normal human experience. As a
result, feelings of vulnerability permeated their psyche.

As participants began to process their critical incident Cognitive Re-
structuring of the event was demonstrated in the form of Finding Meaning,

Suppression, and Reaffirmation. The act of suppression was an active vigorous
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process for some of the participants and seemed to form a way of actually breaking
the cycle of intrusion and re-imaging. Reaffirmation of self in a professional sense
was extremely important to participants and helped to restore self-confidence and

instill a sense of accomplishment in their work.

Discussion of the Findings in Relation to the Dimension of Post-Trauma
Adaptation

As previously discussed three of the nine participants met the diagnostic
criteria for PTSD according to the DSM-IV (1994). While I had expected a high
volume of the nurses to display signs of post-trauma reaction, I had not expected
the prevalence rate of PTSD to be this high. Considering only one of the
participants received appropriate CISM intervention after the incident this finding
may not be surprising. However, it is just the same, alarming and of grave concern.

The sub-categories that comprised the category of Psychological Alteration
included Triumph over Adversity, a New Perspective, and New Opportunity. The
bravery and courage of the participants was demonstrated. To face such sorrow
and emerge with a renewed vision and sense of purpose left me in deep admiration
of the participants in this study.

Summary of Study Findings

Categorizing the findings of this study according to the dimensions and
elements of Wilson's (1989) Interactional Model of Traumatic Stress Reactions
provided a rich and detailed description of the experience of critical incident stress
in ICU nurses. Significant findings from the study were the creation of two new

major categories, Life Events, and With Others. Important sub-categories which
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formed part of the process of reaction to a critical event were duration of the event,
exposure, location in the Unit of the incident, experiencing the trauma alone or with
others, the level of support after the incident, affective distress and numbing, not
wanting to go to work, intrusion, feelings of helplessness, hopelessness, and
vulnerability. Three of the participants met diagnostic criteria for PTSD. Of
concern, only one of the nine participants attended a debriefing related to their
incident. Based on these findings recommendations for nursing practice,

administration, education, and research are made.



P
z7
a0 §
T
<2
=
=D
WG
X
Ll
o
=
T

23 =l

L EEE

af ag -f - 3
K EEFEEIIT

o

I
I
I

|

s

14

125

150mm

© 1993, Appiied image, Inc.. Al






