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Abstract 

In three separate studies, this thesis examined stress and coping in nurse 

practitioners during first time exposure to post-mortem care. Using a self report 

questionnaire and a retrospective design, Study 1 (N=97) examined the nurse's first 

experience administering post-mortem care to the recently deceased. The results 

obtained from this exploratory investigation established that many nurses reported 

significant distress and used emotion-focused coping strategies (avoidance and 

palliation) to manage the experience. These data are consistent with those reported by 

others who have researched in the area, and support the hypotheses that first time 

exposure to post-mortem care can induce significant distress in some nurses, and that 

the memory is vividly recalled many years after the event.  

The second study used a prospective design. Base line data were collected 

prior to the nurse performing post-mortem care (N=59), 24 hours after they 

participated in their first post-mortem care procedure, and 1 and 5 weeks post-event. 

The General Health Questionnaire–28, the Revised Ways of Coping Checklist, the 

Revised Collett-Lester Fear of Death and Dying Scale, and the  Impact of Event Scale 

were used to obtain data which were compared with that of a control group (N=59) of 

nurses undertaking an academic examination. The results confirmed that beginning 

nurse practitioners resort to using predominantly emotion-focused coping strategies 

when faced with stressful life events.  Moreover, a direct linear relationship between 

the participants' fear of death and dying scores and the way they rated the impact of 

performing post-mortem care was found. 

 iv



Colaizzi’s (1978) method of data analysis was used in the third and final study 

in the series (N=6) that explored the lived experience of nurses performing post-

mortem care. The essence of the first experience was embedded in six key themes that 

structured the lived experience. Psychic disorganisation was experienced by the 

participants because they were unprepared both psychologically and educationally to 

deal with the experience and resorted to using emotion-focused coping strategies. It is 

concluded that nurses' first exposure to post-mortem care procedures is stressful and 

they use predominately emotion focused coping strategies to deal with the experience.  

 v
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Chapter 1 
 

                              The Research Problem and the Background to It 

  
When a patient dies in hospital or in an aged care facility, a number of procedures are 

carried out that are referred to as post-mortem care, the last offices, or laying out the dead. 

The need for post-mortem procedures is related to what happens physiologically as somatic 

death occurs. When respiration and cardiac action cease, changes begin to occur within the 

body, and these changes are the basis for many of the post-mortem procedures. In our 

culture, most deaths are acknowledged by viewing the body. When this is carried out 

formally, it is psychologically important for the next of kin that the deceased appear clean 

and comfortable. This lessens their anxiety and distress (Broome & Llewelyn, 1995; Cathcart, 

1988) and epitomizes respect for the dead (Green & Green, 1992).  

According to Quigley (1994), rigor mortis (stiffening of the body) begins two to four 

hours after death. Adenosine triphosphate necessary for muscle fibre relaxation is no longer 

synthesized due to the depletion of glycogen stores and this results in an exaggerated 

contraction of muscle fibres causing joint immobilization. Hence the body must be 

positioned before this occurs (L.M.M. 1889; Pennington, 1978). Rigor mortis commences in 

the involuntary muscles (heart, bladder, gastrointestinal tract, and arteries) and then proceeds 

to voluntary muscles (head, neck, and upper extremities) and then onto the trunk and lower 

extremities, and usually lasts 12 to 24 hours.    

If the deceased is not the subject of a coronial inquiry, the procedure involves removing 

in-dwelling catheters and other medical appliances from the body. Jewellery and other 

personal adornments, as requested by the next of kin, are also removed. At the time of death 
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the muscles relax and the contents of the stomach, bladder, and bowel are released, which 

necessitates washing the body. This is a sensitive area that may attract negative comments 

from the next of kin if, when the body is viewed, it looks or smells as if it has been neglected 

during the last moments of life.   

The procedure recommended by Docherty (2000) is that the eyes are closed and gentle 

pressure is applied to the eyelids for about 30 seconds, and wounds, open sores, or pressure 

areas are covered with a simple dressing. McNamara (2001) noted that while bodily orifices 

are usually packed with cotton wool or gauze ribbon to prevent leakage of body fluids, this is 

not the case in all institutions. The teeth or dentures are cleaned and the dentures are 

replaced in the mouth to retain the shape of the face. The hair is groomed, fingernails 

cleaned, and males are shaved. The lower jaw is supported with a bandage that wraps around 

the head to keep the mouth closed.  Limbs are positioned, tied in place, and identification 

tags are attached. The body is swathed in a shroud or sheet, placed in a body bag, and 

delivered to the mortuary (Cohen, 1978; Quested & Rudge, 2001; Stoney, 1905; Sudnow, 

1967; Tudor, 1890). 

 Although the format for carrying out post-mortem care is fairly well standardized 

throughout the Western world, policies relating to precise procedures vary from institution 

to institution and country to country. Several hospitals in the United Kingdom, for example, 

have dispensed with the procedure on the grounds that it is unnecessary and can be 

distressing for junior nurses. Faced with increased workloads and the fact that post-mortem 

procedures can take two nurses up to an hour, Thomas (1971) implemented a policy at the 

Plymouth General Hospital under which nurses would no longer carry out the full post-

mortem procedure. The shortened format saved time, in that the undertaker duplicates many 
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of procedures, as do the mortuary technicians should the body undergo an autopsy. As over 

half of the deaths in the hospital were followed by an autopsy, considerable time and money 

were saved. It was also considered disturbing to other patients to have a body on the ward 

any longer than necessary, and removing the body from the ward within 'half an hour' freed 

up a bed for the next patient. Despite protests by the nursing staff that carrying out the post-

mortem procedure in this manner 'seemed wrong', it was decided administratively that 

reducing the time the nurse spent with the corpse would reduce the stress associated with 

the procedure.   

 A report by Winifred and Winifred (1982) indicated that a number of hospitals in the 

United Kingdom followed the Plymouth General Hospital's lead and abolished the full post-

mortem procedure because they felt that it was more appropriate for nurses to spend their 

time with the living rather than with the dead. However, the majority of hospitals and 

nursing homes in their study reported that their nurses were of the view that the full post-

mortem procedure helps them to come to terms with the death. Ten years on, Faugier, 

Andrews, Rundell et al. (1992) reported that a number of United Kingdom hospitals had 

stopped carrying out even the shortened version of the post-mortem procedure because it 

was considered too stressful for junior nurses.   

Although these decisions to restrict or eliminate post-mortem procedures were 

predicated at least partly on the stress the procedure engendered in nurses, there is in fact 

little systematic research into the impact of post-mortem procedures on nurses, particularly 

the beginning nurse encountering the procedure for the first time. The present research 

project was undertaken to contribute to a better understanding of what impact the procedure 

has. Three different research methods were directed to answering this question of impact: a 
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retrospective questionnaire survey of nurses directed to gathering descriptive information 

about the first experience of post-mortem care; a prospective study employing standardised 

and widely used self-report tests; and an intensive interview procedure of a small number of 

nurses encountering post-mortem care for the first time. 

The beginning assumption of the research, based on what previous research was 

available, was that the experience of post-mortem care is stressful, because of the cultural 

taboo associated with death and the dead. As a stressor, post-mortem care elicits negative 

emotions (fear, anxiety, sadness) in the nurse, particularly the inexperienced nurse, and the 

experience and the emotions need to be coped with. Researching the impact of post-mortem 

was thus conceptualised as an instance of stress and coping. 

As a background to the research program reported in this thesis, the remainder of this 

chapter is devoted to reviewing what is known, on the basis of available research, of the 

nurse's experience of post-mortem care. The following chapter provides an overview of the 

theoretical model of stress and coping that informed the research program. The chapters that 

follow the theory chapter are each devoted to one of the studies undertaken. A final chapter 

attempts to draw together the several threads in the results obtained by different methods to 

provide a more comprehensive understanding of the beginning nurse's experience of post-

mortem care. 

Literature Review 

  In the 1976-8 period when British nurses still trained in the hospital system, Whitfield 

(1979), using the grounded-research approach proposed by Glaser and Strauss (1967), 

collected data for what was, to that point in time, the most substantial descriptive study into 

student nurses' experiences with dying patients. The participants (N=26), from two major 
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public hospitals, were interviewed at three different points in time during their third-year 

clinical placements. Although the study focused on the issues of nurse-patient, nurse-family 

communication, and the nurses' lack of preparation to deal with their own psychological 

needs and those of the dying patient, the finding that 65.3% of the participants had cared for 

the dead within six months of commencing their training prompted Whitfield to recommend 

more research be carried out "to find out more about the opinions nurses have about their 

experiences with the last offices" (p. 179).   

Sampling groups of first, second, and third year nursing students (N=50), who ranged 

in age from 18 to 48 years, Jones (1978) found 80% of the sample reported post-mortem 

care was one of a number of situations they found anxiety provoking. Ellison (2000) also 

reported that some of her sample of 20 to 50 year old first and third year nursing students 

(N=44) found performing post-mortem care problematic, and they preferred to discuss their 

anxieties with their fellow students rather than with their clinical instructors.  

From 1978 to 1980, Parkes (1985) examined the stressful episodes reported by 150 

student nurses (nearly all of whom were female and who had recently left school), during the 

first seven weeks of their practical training. The episodes were classified into six major 

content areas, one of which was termed 'care of the dying patient'. In respect to that area of 

practice, Parkes reported "laying out a body for the first time was stressful for almost all the 

students, and was anticipated with considerable anxiety" (p. 947). One student reported 

"feeling extremely tense as I approached the room. The moment the nurse pulled the sheet 

from the body was probably the most frightening experience I've ever had" (p. 948). After 

seeing a dead body for the first time another student "spent the next two nights sleeping in 

my friend's room because I was so frightened" (p. 949).   
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Reviewing the data related to the care of the dying patient, Parkes (1985) drew three 

conclusions. The first related to the death of a patient. She noted that issues of death and 

dying generally "are a major sources of stress and anxiety among nurses who experienced 

distress and loss, particularly when they had developed warm relationships with the patient" 

(p. 946). Her second conclusion was that "the episodes reported can be regarded as typical 

of those experienced by first-year general nursing students" (p. 950), and her third 

conclusion was that "stress associated with nursing demands can be reduced by external 

resources such as social and psychological support, stress management training, self 

awareness exercises, and appropriate death education" (p. 952). 

In the period leading up to 1986, Wolf spent 12 months using participant observation 

techniques, intensive semi-structured interviews, and events analysis to investigate nursing 

rituals as they coexist with the technological and scientific aspects of patient care and 

everyday nursing practice. The participants (N=28) worked on an acute care ward of an 

American adult care hospital. Their ages ranged from 22 to 59 years (M=32.75), they had 

been nursing between 4 months and 28 years (M=7.8 years), and they had spent between 4 

months and 25 years (M=4.25 years) on the ward where the data were collected. 

During the data collection phase, Wolf (1988) noted many nurses seem to remember 

the details of their first post-mortem care experience and even mentioning the procedure 

"stimulated vivid recollections ... it was evident that these memories were stored just below 

the surface of the nurse's awareness, and the nurses seldom shared them with others" (p. 

121). She also observed a number of the participants had superstitions about death. They 

believed that death comes in threes, they talked about unlucky rooms, spirits around the 

body, and patients "who stimulated thoughts about good and evil" when they died with 
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upsetting expressions on their face (p. 137). This finding corroborates a previous report by 

Jacobson (1978, p. 149), who noted nurses' terror at seeing an agonized and twisted 

expression on the faces of dead children; a sight one nurse claimed "I could never forget".  

One of Wolf's subjects recalled going to a paediatric ward to perform post-mortem care 

on a child because the nurses on the ward "just couldn't do it" (p. 121). Likewise, Costello 

and Tinder-Brook (2000) reported that nurses declined to take part in their study because 

they refused to even think about, let alone discuss, the death of a child. They were concerned 

that the issue would resurrect painful memories they would prefer to forget.   

Participants in Wolf's study recounted their first post-mortem experience: "I couldn’t go 

into the room by myself", and the only way she could touch the body was with the tips of 

her extended fingers. Another who noticed a cadaver's arm move could not wrap the body; 

she left the room and the procedure to others. "I couldn’t go into the room by myself 

…now we usually do it in twos or threes because it gives you such an uneasy feeling … you 

can really get psyched out". Another nurse recalled working with a young nursing aide who 

was so afraid to touch the dead body that she would not assist with post-mortem care.    

Wolf concluded that, as practices that relate to post mortem care have been going on 

virtually unchanged for at least a century, they are indeed a nursing ritual as defined by 

DeCramer, Vansina, and Fox (1976), a ritual that is "seldom if ever witnessed by other 

hospital personnel, and patient's family”, and never by members of the public (p. 139). 

Fulghum (1995) contended that rituals perform important functions in people's lives. From 

birth to death, the procession of time is marked by ritual acts that provide meaning and 

structure to everyday existence. They also form an important part of the behaviour that 
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surrounds post-mortem care, which is an integral part of the nursing role, however 

frightening or distasteful the procedure may be.    

The feeling that the spirits of the recently deceased hang about the body after death was 

also reported by Eynan-Harvey (1997), McLennan (1987), Wolf, (1988), and Younger, Allen, 

Bartlett, Cascorbi, Hau et al. (1985). Edwards (1991) found it particularly intriguing that 5 of 

the 11 participants in her investigation into the thoughts and feelings of intensive care nurses 

caring for organ donors "wondered out loud where the soul might be and whether or not it 

could see or hear what they were doing" (p. 92). Glaser and Strauss (1966) had previously 

noted that nurses sometimes back away from post-mortem care "because of a mystic illusion 

that the deceased is still sentient" (p. 94). 

In the Costello and Tinder-Brook (2000) study, one nurse stated she had no feelings 

whatsoever when handling a dead body. Another refused to touch a body that had begun to 

cool. There were others who, once having established a close relationship with the deceased, 

found they could not perform post-mortem care and relied on others to do it for them. Wolf 

(1988) found nurses with up to 25 years experience who were reluctant to cover the face of 

the deceased person, and left it until the very last. One nurse related that having covered the 

face she quickly tied the shroud around the neck and left the room and "will not look back 

for fear I'll see them still breathing". A number of nurses were disturbed by the practice of 

wrapping the deceased hands in the shroud prior to the family viewing the body, while 

others expressed disgust at having to cover a deceased patient's head with a plastic shroud, 

preferring instead to use the now redundant linen shroud. The research showed that, while 

some nurses are protective of the body, and treat it as they would as a member of their own 

family, others fear death and are "repulsed by the faecal and urinary incontinence" that 
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occurs after death (p. 137). This aspect of body care is not as problematic when the patient is 

alive. 

Using a descriptive phenomenological approach, Wolf (1991) interviewed one male and 

seven females who had all given post-mortem care to organ donors after the organs were 

harvested. The participants ranged in age from 29 to 45 years (M=34.8) and had worked in 

nursing between 6 and 25 years (M=11.9). They had between 1.5 and 13 years (M=5.2) 

clinical experience caring for organ donors and transplant recipients. In a semi-structured 

interview which lasted between 30 and 75 minutes, Wolf found eight clusters of themes, and 

from these she concluded nurses varied in their ability to handle the emotional aspects of 

post-mortem care. At times they felt hardened to the experience; at other times they were 

more sensitive and emotional. Most suffered extreme distress when they performed post-

mortem care following organ procurement, particularly when the donor was a child or a 

young person. When the donor was the same age as the nurse, their parents, siblings, or 

children “identification with the deceased is particularly strong" (p. 81). As one nurse in 

Wolf's 1991 study reported' 

"As we are wrapping them up I almost want to treat them the way their 

parents would treat them if they were there. So if it is a child I almost never 

send the body to the morgue on a stretcher.  I always carry the child, or hold 

the baby for a while ... once everything is finished". 

Clay and Crookes (1996) observed that due to time constraints, that is, operating 

theatres being constantly in use or being cleaned for the next case, the bodies of organ 

donors are at times returned to the intensive care unit for post-mortem care to be carried out 

there.  Both Shelly (1993) and Phillips (1993) recognised that in these circumstances theatre 
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nurses have difficulty resolving the strong emotions that they experience when a patient dies 

on the operating table. They, like their counterparts in other parts of the hospital, feel a sense 

of sadness and failure and with the body taken off to another department for post-mortem 

care there is no opportunity to redeem their self-esteem.  

 However, returning the body to the intensive care unit (ICU) is equally as difficult for 

the nurses who work there. In the expectation that the post-mortem care procedures will be 

carried out in the operating room, the ICU staff have closed their relationship with the 

'intact patient' and it can have a devastating effect when they are suddenly presented with the 

body in a much worse condition that when it left the unit.  

Nurses admit they feel repelled when the body is noticeably disfigured and they find 

some facial expressions distressing. Green (1994) found the original cause of the 

disfigurement does not seem to be as important as the exposure to the grotesque sight. In 

separate studies, Lavigne and Ryan (1979) and Shonkwiler (1985) found exposure to 

disfigurement from medical treatment could cause the same long-term stress reactions as 

exposure to disfigurement due to other causes. This may have particular relevance for those 

who perform post-mortem care on bodies from which not only the organs have been 

removed but also the corneas, the skin, cartridge, tendons, and the long bones.   

Wolf (1991) reported that some nurses believe that the spirit of the person is present 

during post-mortem care, and that it watches the procedure and the way they behave.  She 

concluded that, along with donor families, nurses share stress and exhibit grief during and 

following organ retrieval. These emotional reactions are seldom discussed openly, and 

remain largely unexplored and unexplained.  
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Guided by grounded theory, ethnomethodology, and Garfinkel’s notion of disrupted 

social order, Lawler (1989) collected data from 4 male and 30 female nurses using both 

observation and semi-structured interviews on how nurses manage, relate to, deal with, and 

care for the human body in their professional role. The participants ranged in age from 19 to 

over 60. Excluding those over 60, the remainder had a wide range of clinical experience 

(M=14.33, SD=8.41 years), and all except the two student nurses were considered expert 

practitioners.    

One of the topics Lawler explored was the nurses’ respect for the dead. She found some 

nurses handled the dead body no differently from the way they would if the person was 

alive, handling it carefully and talking to it. However, an area she found "most intriguing … 

is the extent to which dead bodies invoke a deep sense of uncertainty bordering on 

superstition in some nurses to the extent that they have trouble touching them" (p. 224). She 

provided the following examples:  

"For my sanity … I always make sure that if I am sponging someone 

who is dead I have someone else with me. It’s quite frightening … I find 

it fairly distressing". 

"I just feel cut out emotionally. A dead body – you wash them and clean 

them before they go to the morgue … I feel very uncomfortable. I don’t 

like the experience …I’ve laid out bodies where I’ve been glad they’re 

dead, but it still leaves an emptiness when I’m washing them". 

"The more I investigate the numerology stuff, the psychic stuff … the 

more I become aware that the spirit hangs around the body for up to 

three days". 
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"I’ve worked in places where you leave the body for an hour after 

they’ve died so the spirit can leave the body". 

  Lawler also reported black humour being used as a coping mechanism, and the 

influence that the nurse's professional relationship to the deceased has on the way they 

feel during the post-mortem procedure: 

"You tend to joke the situation away. You use a cynical form of humour 

so you tended to use that to get yourself through the situation". 

"I worked in a children’s hospital and I think that if I hadn’t laughed and 

joked I’d have been a wreck … that is how I dealt with it … in that sort of 

situation if you were serious and didn’t laugh and joke, you would spend a 

lot of time crying". 

"Depends on how long I knew him. If you knew him well it’s quite 

difficult, he’s still sort of there. If I hardly knew him he’s a body". 

"Once they’re dead they are just a body". 

"When someone dies you have to regard them as the same person you 

knew. If you don’t–you couldn’t- disconnect from them that quickly. You 

know your old DOAs [dead on arrival] you wouldn’t know very much about 

them… we used to scrub them and lay them out. You could be doing 

anything – cleaning out the kitchen sink. But [for] a person you’d been 

nursing … you would feel a lot more sadness". 

"It's quite easy to deal with MVAs, they were brought in off the street and 

would raise little emotion because there was no relationship with them". 
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Based on her investigations, Lawler (1989) concluded that death and the dead body are 

problematic for nurses especially if the body is that of a young person or someone they had 

nursed for an extended period. There is, however, no generalised pattern to the ways nurses 

share the fears and uncertainties about death or after death care.   

In an anecdotal account, Barker (1991) described her first experience giving post-

mortem care: 

"I found my lips quivering and my heart beating very hard. I was not 

scared of the body, but I was overwhelmed by feelings. I just wanted to 

grab him and breathe some life back into him. I felt sad, confused, angry, 

and fearful. My throat felt tight and my palms were sweating inside my 

gloves. I found tears welling up, but I rubbed my eyes and told myself to 

stop" (p. 54).  

Using an approach guided by the principles suggested by Glaser and Strauss (1967) for 

the generation of grounded theory, Kiger (1992), in a series of interviews, studied student 

nurses' images of nursing when they entered the profession, during their second clinical 

placement, and during their fourth or fifth clinical placement. The participants, 3 males and 

21 females, whose age ranged between 17 and 36 years (M=20.9), were drawn from three 

successive intakes of students entering training at a large college of nursing in Scotland.   

When questioned on what they expected to encounter during their first clinical 

placement, death was frequently mentioned, in particular the shock of seeing a dead person 

for the first time, dealing with the body, and coping with one's own feelings of loss. With 

statements such as ‘I think just seeing is going to be one of the hardest things for me’, Kiger 

suggested these concerns largely grew out of their inexperience with death. By the second or 
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third interview most of the students had had death-related experiences. Their accounts 

showed that certain deaths took on special significance for them. The reasons for this 

included the suddenness or unexpectedness of the death, the fact that the student became 

attached to the patient, a resonance with something that happened in the student's own life, 

the sight of their first body or the post-mortem procedure. Examples from her account 

follow. 

"It was really horrible, cause that was the first body I'd ever done, and well 

it was just a year ago my Granda died, and I kept thinking about that, and I 

was shakin', it was just, I don't know, and seeing his face the expression on 

his face, oh it was horrible". 

"I was OK once we'd finished it, but about 10 minutes later I just burst 

into tears, I just couldn't cope ... when you think about what you've just 

done it was horrible".  

"All I wanted to do was his body, but nobody asked me ... I wanted to do 

his body because I felt it was the last thing I could do for him ... if I'd done 

that I think that it would have been very satisfying". 

      An interesting feature of the last account is the notion that carrying out post-mortem 

procedures can be a rewarding or satisfying experience. Costello and Tinder-Brook (2000), in 

their study of nurses' experiences when caring for dying children, found that caring for the 

body after death and accompanying it to the morgue was a positive part of the dying 

experience. Both Eaton (1976) and Hines (1989) concurred but warned that the experience, 

while rewarding, almost inevitably exacts a considerable emotional toll. Participants in 
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Smith's (1992) study into 'the emotional labour of nursing' made similar comments about 

post-mortem care. 

Using a self-administered self-report questionnaire, Rribeiro, Baraldi, and da Silva (1998) 

surveyed 23 members of the Intensive Care Unit at the Sao Paula Hospital. Thirteen (56.5%) 

were nurses and the remaining 10 (43.5%) were assistants in nursing. Eight were male and 15 

were female. Fifty-two percent were aged between 21 and 30, and the remainder between 31 

and 40 years of age. Seventy-four percent of the sample had a religious background with 

47.1% currently practising. Although 26% of the sample declared that they did not follow a 

religion, they believed that post-mortem procedures were carried out to "prepare the person 

to meet god".   

Thirty percent of the Rribeiro et al. sample had performed post-mortem care up to 10 

times  since they began nursing, 27% between 10 and 50 times, and the remaining 43% had 

performed it more than 50 times. While the nurses recognised that carrying out post-mortem 

care was part of the job, they, like the participants in the Blancher (1966) study, wished it 

would happen on ‘someone else’s shift’. While they kept busy with the technical aspects of 

the post-mortem procedure, they were simultaneously touched by feelings and emotions, viz, 

impotency, sadness, anger, frustration, anguish, emptiness, identification, reflection, and guilt 

about how they could better have managed the patient to prevent their death. Only one 

respondent felt the body has no meaning after death, “from dust, and to dust we will return" 

(p. 120). Like their American counterparts, the Brazilian nurses reported their emotions 

varied depending on the age of the patient, the length of time they had been in their care, 

and the degree of personal involvement they had with them. They also used jokes and other 

forms of black humour as a coping mechanism during the post-mortem procedure.  
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Rribeiro et al. (1996) concluded that most nursing procedures are focused on improving 

the patients’ prognosis. These are well thought out, based on medical knowledge, and 

carefully executed. The expectation is that the patient will improve. Conversely, while 

“religious principles somehow guide their attitude to laying out the dead” (Martins, 1983. p. 

5), it is a technical procedure, colder, with no expectations whatsoever.  Post-mortem care 

was described by one of the participants as "technically uncomfortable, religiously confusing 

and personally terrible" (p. 123). 

In the most comprehensive study published to date, Eynan-Harvey (1997) explored the 

cross-cultural-cross-institutional perspectives of post-mortem care procedures. Using a 49-

item self-administered self-report questionnaire both quantitative and qualitative data were 

collected in three hospital settings: the Palliative Care and the Medical Care units of the 

Montreal General Hospital (Canada), and the Neurosurgery Department of an Israeli 

teaching hospital. When the questionnaire was translated into Hebrew two questions were 

deleted. One dealing with spirituality was deleted on the grounds that it was difficult to 

translate and it could be misunderstood, and the other on the grounds that it had little 

relevance due to cultural precedent.   

Of the 32 subjects, 27 were female and 5 were male; 15 were Israeli, 17 were Canadian or 

French Canadian. Nine of the Canadians worked in the palliative care unit, the other 8 in the 

medical unit. Their age ranged from 20 to over 50 years. In all, 93% of the Israeli sample and 

64% of the Canadians reported they had not touched a dead body prior to commencing 

their nurse training, and when they did they were afraid.  As one subject reported: 

"The sight of the first dead body evoked many emotions but what I felt 

most was fear. I knew the body could not harm me in any way and that my 
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fear was not rational, yet I was afraid and I cannot explain it. I knew it could 

not jump on me or hurt me but I felt very very uncomfortable … and 

couldn’t touch it". 

Eighty-seven percent of the group who worked in the medical ward, 33% of those who 

worked in the palliative care ward and 40% of the Israeli nurses could remember the first 

time they performed post-mortem care. Although their nursing experience ranged from 1 to 

over 25 years, 69.2% of the sample reported experiencing some degree of fear or uneasiness 

when they touched a dead person. They recalled different aspects of their first post-mortem 

experience, e.g., 

"The appearance, the colour, the smell". 

"The smell was horrible and the appearance of the body putrid". 

"The stains that were on the body and the horrible look on the face". 

"Elle etait sur le cote toute bleue et froide, et une terrible expression sur le 

visage" [she was blue and cold with a terrible expression on her face]. 

"Blood flowed out all over the bed and through the spaces of the shroud". 

"I didn’t want to be alone, I was afraid and repulsed, I called another nurse 

… maybe the patient wasn’t dead and I was sticking him in a plastic bag".  

"We were told to wrap this body and remove all kind of tubes and I just 

kept laughing and laughing. I was upset because the family was outside the 

room and I couldn’t stop laughing, but I didn’t find anything funny". 

Several facets of the post-mortem procedure were reported as contributing to the 

unpleasantness of the task. Removing tubes, the excretions and odours, inserting dentures, 

wrapping of the body in a plastic shroud and the covering of the face and tagging the toes 
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were the aspects they disliked the most. They felt it was repugnant, dehumanising, and 

disrespectful. Despite palliative care nurses performing post-mortem procedures as many as 

16 patients a month, the experience of touching a dead human body evoked a range of 

emotions such as anxiety, uneasiness, sadness, sorrow, loathing, repulsion, distaste, and 

disgust in 62.2% of them. While some members of the Canadian sample indicated that the 

part of the body they covered first was the head (“I find it is the most difficult and get it 

over quickly”) others covered the feet first and the head last. Israeli nurses covered the 

genital area first and the head last. Both the Canadian and Israeli nurses reported identifying 

with the deceased. Some admitted suppressing their thoughts during the post-mortem 

procedure, deliberately thinking of other things, and talking to the corpse as if it were still 

alive.  

Studies by Pelletier (1992) and Sadala and Mendes (2000), although centred on nurses 

working with organ donors, corroborated the finding that nurses distance themselves from a 

dead body (and death) by talking to the corpse. The technique was also reported by 

Chapman (1998) and Harrop (1999). Glaser and Strauss (1966) pointed out there is a status 

incongruity inherent in the often abrupt change from a more or less responsive person to an 

inactive non-responding one, and this confusion makes it difficult for the living to shift their 

mode of interaction towards the newly dead.    

Two findings by Eynan-Harvey (1997) are noteworthy, “nearly one-third of the nurses 

sensed the existence of an energy or spirit in the room or around them as they cared for the 

body” and “the nagging suspicion that the person may not really be dead” (p. 98). For 

example, nurses in the study reported, 
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"The face seems the last part you unconsciously want to cover. I worry that 

they might still be alive". 

  "… maybe the patient wasn’t dead and I was sticking him in a plastic bag". 

"Que le patient revienne miraculeusement a la vie" [maybe the patient will 

miraculously come back to life]. 

"I fear that suddenly the body will wake up" 

Chapman (1998) recounted an earlier study that drew upon hermeneutic 

phenomenology to focus on 12 registered nurses' reflections of their significant encounters 

with dying or dead patients. Most found carrying out post-mortem care distressing. Some 

noted that it is sometimes carried out with a sense of urgency, indifference, or indecency. 

They perceived this to be as an assault on the body and a blatant disregard for the nurse-

client relationship. 

"They just treated the body as if it was just a shell and nothing else … it’s 

over, forget about it, let’s get rid of it". 

"I felt it was a real violation … ‘cause I have a great belief that they are still 

there somewhere … whether they are sitting above the bed or standing 

behind me". 

While exploring the experiences of staff (N=20) who regularly provided care to people 

in residential homes during the latter stages of their lives, Shemmings (1996) noted the 

dichotomy in the experience. Two participants would not carry out post-mortem care, 

explaining;  
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"I can't go in alone in case they make a noise. The colour frightens me; it's 

really on my mind all the time. I have never laid out one yet and I don't want 

to" 

"There's nothing to it, I was told - there's nothing to it! I could not do it 

because I think they can still feel. I think I'm alone in thinking this, but for 

me they are still there". 

Others referred to the strangeness of the procedure;  

"You handle the person very gently because you don't realize they can't feel. 

It's a strange feeling, most of the time when we do it they are still warm and 

soft". 

"You block off when you are actually dealing with the person ... it's 

afterwards that you get upset". 

"I did the post-mortem for Rose, it was a strange experience. When I was 

looking at her I thought I could see her breathe. I expected to see her 

breathe". 

"It's a funny feeling, knowing they are not there anymore. You just close 

their eyes and wash them down". 

Yet, for one participant new to the procedure the expectation proved worse than the reality 

and she felt an enormous sense of achievement when she first laid out a body by herself.  

"I was dreading it, to actually lay them out yourself is very different. I felt 

like I had achieved something. It prepares you for anything - now I can face 

anything" (p. 79).  
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Using Giorgi's qualitative method of data analysis, Kelly (1998) examined the lived 

experiences of five female nursing students encountering patient death for the first time. 

They were unmarried, and at the time of the event their age ranged from 19 to 22 years. 

They believed their lack of education relating to the provision of post-mortem care 

contributed to their heightened feelings of inadequacy and unpreparedness for the 

experience. They were also frightened by the final look of death, especially "wide open 

staring eyes" (p. 145). A number of issues came to the fore: the participants were upset by 

the sight and smell of the body and were afraid to touch it. They would not stay in the room 

alone with the body. One participant refused to assist in any way whatsoever with the 

procedure because the deceased person was a child. The participants were unaware of how 

the body changes after death, how quickly it becomes pale, cold, and lifeless, how the fingers 

go blue, and the mouth and eyes open. They were also unaware that after death the body 

may move. They felt sad and helpless, and in one case angry when it seemed like a burden to 

another staff member to take care of the dead. 

According to Chapman (1998), nurses, particularly those who have been in the role for 

some time, spoke of distancing themselves from the procedure. Over the years they have 

found that there is a high personal cost should they become emotionally involved with the 

patient. Most found it is easier for them to accept the death of an older person than that of a 

younger one. However, regardless of the age of the deceased, they found some aspects of 

the post-mortem procedure disturbing.  

"We don’t pack orifices anymore and I wouldn’t like to do that. I find that 

unpleasant, physically unpleasant. Even cleaning up bodily fluids is an 

unpleasant job, there’s no two ways about it". 
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Most of the nurses “reported in graphic detail, the archaic practices associated with early 

experiences as ghoulish ‘not real’, or distressing, resulting in a non-involvement reaction 

within themselves” (p. 132).  

"‘I can still smell my own fear … that smell was mixed with the all pervading 

smell of Lysol that seemed to ooze out of the pan room and permeate the 

beds, screens, wall, and floors. I could even smell it on myself, my hands and 

nails, my uniform and hair. My thoughts and impressions of what I had 

imagined and dreamed nursing was about, had fled". 

After reviewing these data, Chapman (1998) concluded the fear, emotional conflicts, and 

feelings of inadequacy that surface during the nurse’s first post-mortem care experience are a 

product of their upbringing and socialization, compounded by their lack of formal training in 

the procedure, coupled with their lack of professional experience.   

 Summary 

The studies of Eynan-Harvey (1997), Rribeiro et al. (1998), and Wolf (1991) are the only 

ones undertaken to date that specifically set out to examine the nurses experience of 

providing post-mortem care to the dead, although other information about the practice has 

emerged from research undertaken primarily for other purposes. The weight of evidence 

points to the experience being a distressing one eliciting fear. There is some reference to the 

experience being an uplifting one but for most it is one to be avoided if at all possible. The 

body itself, what has to be done to it, and what it represents are all sources of concern. The 

experience has a lasting impact for most; it is an event “few ever forget” (Wolf, 1988, p. 

133).  
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There was thus ample reason, on the basis of what was known, to approach the 

understanding of the nurse's reaction to post-mortem care from the perspective of stress and 

coping, about which a great deal has been written. The next chapter examines a model of 

stress and coping that has assumed a pre-eminent position in that literature and attempts to 

apply that model to the nurse's reaction to post mortem care.
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                                                               Chapter 2 

A Model of Stress and Coping 

 Hans Selye's (1946; 1976) work described a pattern of behavioural and physiological 

reactions demonstrated by an animal when exposed to extreme environmental conditions 

and did much to secure the concept of stress in the scientific literature and the popular 

imagination. It was the work of Richard Lazarus and his colleagues (e.g., Coyne & Lazarus, 

1980; Lazarus, Averill & Opton, 1970; Lazarus & DeLongis, 1983; Lazarus & Folkman, 

1987; Lazarus, Kanner & Folkman, 1980), however, that showed that stress in humans 

cannot be conceptualised as a fixed pattern of reactions to a set of environmental conditions 

but must be thought of as a dynamic and reciprocal relationship between the person and the 

environment. The transactional model of stress developed by Lazarus and Folkman (1984), 

although not without its critics (Dohrenwend, Dohrenwend, Dodson & Shrout, 1984; 

Green, 1986; Hobfoll, 1998), has come to occupy a central role in theorising about stress in 

humans. Because it focuses on the cognitive-phenomenological activity of the person 

confronted by a stressful event, it is particularly appropriate to a nursing professional's view 

of how to approach human experience. This chapter outlines the essential propositions of 

the Lazarus and Folkman model and attempts to apply them to the phenomenon of the 

nurse's response to post-mortem care. 

The Model 

  The Lazarus and Folkman model identifies two processes, cognitive appraisal and 

coping, as critical mediators between the environment and the effects that it has on the 

person. The processes are presented diagrammatically as Figure 1. It is through a dynamic 

interplay of the processes of appraisal and coping, according to the model, that situations 
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have effects that may or may not be experienced as stressful (Folkman, Lazarus, Dunkel-

Schetter, DeLongis & Gruen, 1986; Folkman, Lazarus, Gruen & DeLongis, 1986). An 

environmental stressor sets in train the processes of appraisal and coping that influence the 

physiological, behavioural, and affective responses to it and, in turn, contribute to changing 

the environment and the person's perception of it. The model is thus said to be 

transactional, in that the environment has an impact on the person but the person in turn 

acts on the environment in terms of how it is appraised and the coping responses to it.  

 

Stressor 
Secondary Appraisal  

Can I cope? 

Yes

Social Context 

Primary Appraisal
Is it a threat? 

 

Yes Coping StrategiesNo No

Ignore the stressor Emotional arousal

Knowledge, Beliefs, Experience 

 
Figure 1. The Stress and Coping Model proposed by Lazarus and Folkman (1984) 
 

According to the model, a variety of environmental events can act as stressors and 

trigger the processes of appraisal and coping. Extreme conditions that challenge or tax the 

individual's well-being, safety, or survival are obvious candidates. Natural disasters such as 

earthquakes or military combat, where loss of life is a reality, are also examples. Those who 
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survive such extreme conditions can show effects of the experience for years after, a 

phenomenon, now referred to as posttraumatic stress disorder (Herman, 1992; Horowitz, 

1993; Ursano, 1987; Van Der Kolk & McFarlane, 1996). Although extreme conditions are 

stressful for most, if not all, who experience them, there are features that they share with 

more everyday experiences that can make these stressful as well. Intense sensory experiences, 

novelty, ambiguity, and uncertainty have been found to lead to stress reactions of differing 

levels of severity, depending on the physical and social context in which they occur 

(Folkman, 1984; Jones, 1985; Lazarus & Launier, 1978a; Rice, 1999). 

Appraisal 

Whatever the actual challenge that initiates the process (the stressor), appraisal is critical 

to the effects that occur. Appraisal is a cognitive, although not necessarily a wholly 

conscious, process of interpretation of events and attribution of their causes. At one level 

(primary appraisal in the model, see Figure 1) the person has to establish what the stressor 

means or, more specifically, what risk it poses. If it is appraised as a threat, actual or 

potential, in some way to the individual (e.g., to their safety, their self-esteem), then further 

or deeper appraisal of it is made. If, on the other hand, there is no perceived threat to the 

individual or their resources, the stressor can be ignored and its potential effects on the 

individual are nullified. 

The deeper level of appraisal (secondary appraisal in the model, see Figure 1) involves 

an assessment of whether the threat or challenge can be coped with in some way. If the 

assessment is positive, then strategies to manage the stressor are mobilised and little affect is 

experienced. If the assessment is negative, then considerable emotion is engendered and it is 

this that is commonly referred to as the experience of stress. The secondary appraisal 
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process, as well as triggering active attempts to deal with the environmental threat, can set in 

train a number of other strategies that are directed to dealing with the emotion that is 

generated. Together these attempts at dealing with the stressor and its emotional aspects are 

termed coping, which is the second fundamental construct in the model. Before elaborating 

on this, it is important to note that Lazarus and Folkman proposed that a range of factors 

bear on the appraisal process and its outcome. 

One important set of factors is characteristics of the person, in terms of their 

knowledge and past experience, beliefs, and values. Knowledge and past experience are 

fundamental processes that shape appraisal, because experience influences and helps shape 

future expectations. Thus, what one knows about a situation or how much experience one 

has in dealing with it will influence what one expects will happen. So too, pre-existing beliefs 

or ideas about reality can determine how the individual sees himself or herself in relation to 

their environment. Lazarus and Folkman (1984) described beliefs as the individual's own 

"perceptual lens" (p. 64). Commitments, values, and goals are important factors that 

determine what is at stake within a specific encounter. These factors have to do with what is 

important to the individual and the specific meaning it has to them. When personal goals 

and commitments are thwarted, frustration, anger or sadness, may result. Folkman (1984) 

noted a significant relationship between commitment and well-being in that "any encounter 

that involves a strongly held commitment will be evaluated as significant in respect to well-

being to the extent that the expected outcome harms or threatens that commitment" (p. 

841).   

 The second important factor bearing on the appraisal process and its outcome, 

according to the model, is the social context and, in particular, the level of social support for 
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the person confronted by the stressor. The work of Cohen, Teresi, and Holmes (1985) and 

Kennedy, Kiecolt-Glaser, and Glaser (1990), for example, points to the importance of the 

presence of a social support system in buffering the effect of stressful life events. That is, 

social support reduces the impact of the stressor. The extent of this moderating effect was 

found by Katz, Ritvo, Irvine, and Jackson (1996) and Rice (1992) to relate to the extent to 

which social support is available and utilized. Social support can take a variety of forms, 

including the provision of resources for dealing with the stressor, encouragement, or simply 

the opportunity to ventilate negative feelings.  

There is some evidence in organisational settings that social support is more effective 

if it comes from a supervisor than a co-worker (Davidhizer, 1989; Lane, 1994; Noroian & 

Yasko, 1982; Werner, Bates, Bell, Murdoch, & Robinson, 1992). For example, Duquette, 

Kerouac, Sandhu, and Beaudet (1994) found that the more nurses believed that they were 

supported in the clinical setting, especially by superiors and colleagues, the less the likelihood 

of psychosocial dysfunction and subsequent burnout occurring. Likewise, Solomon, 

Mikulincer, and Holfoll (1986), in their study of the effects of social support and battle 

intensity on loneliness and breakdown in combat, found that supportive leadership and 

social support from comrades was related to the reduction of various stress reactions. Gibbs, 

Drummonds, and Lachenmeyer (1993) and Innes and Clark (1985) reported the effects of 

particular work related stressors is often ameliorated by providing on-site social support and 

changes in workplace practices.  

Coping 

Lazarus and Folkman (1984) defined coping as “…constantly changing cognitive and 

behavioural efforts to manage specific external and or internal demands that are appraised as 
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taxing or exceeding the resources of the person” (p. 141). The way a person copes is 

determined in part by their resources and unique personal qualities and by constraints that 

mitigate the use of resources. These include both personal and environmental constraints 

that play an important role in the conceptualization of coping (Coleman, 1969; Polit & 

Hungler, 1997; Schafer, 1992). Thus, coping is an ongoing, dynamic, and interactional 

process.  

 
 The range of cognitive and behavioral strategies people use to manage internal and or 

external demands in stressful encounters have been classified by Lazarus and his associates 

as confrontation, distancing, self-control, seeking social support, accepting responsibility, 

escape-avoidance, planful problem solving, and positive reappraisal (Folkman et al., 1986). 

These form the basis of what have been termed either problem-focused or emotion-focused 

coping strategies. Problem-focused coping refers to individual efforts to deal with the 

sources of stress, by either changing their own behavior or the environmental conditions 

which precipitated the event. This form of coping is thought to be more likely when 

situations are appraised as amenable to change. Problem-focused coping includes aggressive 

interpersonal efforts to alter the situation, as well as cool, rational, deliberate efforts to 

problem solve. Both confrontive coping and planful problem solving are problem focused 

coping strategies.  

Labouvie-Vief, Hakim-Larson, and Hobart (1987) described confrontive coping as 

aggressive efforts to alter the situation. This type of coping also implies a certain degree of 

hostility and risk-taking. Planful problem solving on the other hand describes deliberate 

efforts to alter the situation and involves assessing, planning, implementing, and evaluating 
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the best courses of action in any given situation. Cognitive processes, including the use of 

language, are activated during problem solving (Wittig & Williams, 1984). Problem solving 

skills require deliberate attempts to search for information. When the information is located, 

a critical analysis is initiated for the sole purpose of what Lazarus and Folkman (1984) 

described as 'identifying the problem' in order to generate alternative courses of action. 

Alternative courses of action are then carefully considered and weighed in light of desired or 

anticipated outcomes. Finally, a plan of action is selected and implemented.    

Emotion-focused coping refers to strategies aimed at reducing emotional distress and 

maintaining a satisfactory mental state (Leventhal & Nerenz, 1982; Pearlin & Schooler, 

1978), i.e., dealing with the problem and regulating emotion through palliation. Emotion- 

focused coping is used when a situation is appraised as unchangeable. Distancing, self-

controlling, seeking social support, escape-avoidance, accepting responsibility, and positive 

reappraisal are emotion-focused coping strategies.  

Distancing describes efforts to detach oneself from the situation and implies avoiding 

becoming involved with others on a psychosocial level. This coping strategy has been 

documented as being most evident in the nursing profession where constant exposure to 

illness and death renders nurses helpless in a stressful environment. By pulling back their 

conscious awareness of what is occurring within their patients and themselves, they 

unconsciously guard and defend their personal psychological integrity (Lief & Fox, 1963). 

This results in what has been termed 'cool detached concern', where physical care is 

provided to the patient at the expense of providing emotional support. Similar phenomena 

also came to light in studies involving medical students (Lazarus, 1981a; Sharkey, 1982). 

While some nurses believe that they should not get close to, or show their feelings in front 
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of, patients, Barry (1996) argued that it is impossible for them to give appropriate, good 

quality, and supportive emotional care to their patients if they do not take that first step of 

nurturing an open interpersonal relationship. 

Self-control implies personal efforts to regulate feelings and actions. It refers to an 

individual's perceived ability to alter a situation, response, or outcome, in times of conflict or 

challenge. When an individual perceives their ability to cope as greater than the demands 

placed on them, they will normally experience a sense of personal control. Clarke (1984) 

linked self-esteem to personal control, which is associated with positive emotion. Skinner 

(1995) suggested that, while control appraisal is complex, especially so in health related 

situations, the ability to exercise direction during times of threat to well-being is a robust 

predictor of motivation, behavior, performance, and emotion. Self-control can predict either 

success or failure in many situations in the course of one's life.  

Seeking social support describes personal efforts in seeking informational and emotional 

support. It has been defined by Shumaker and Brownell (1984) as an exchange of resources 

between at least two people perceived by the provider or recipient to be intended to enhance 

the well-being of the recipient, i.e., emotional, informational, and tangible support to the 

person seeking it. This support lets the person know that they are loved, cared for, esteemed, 

valued and that they belong to a mutually obliging communication network (House, Landis, 

& Umberson, 1988).  

Lazarus and Folkman (1987) and Lazarus and Launier (1978b) described accepting 

responsibility as self-acknowledgement of one’s role in a given situation with a concomitant 

theme of endeavouring to put things right. Escape-avoidance conflict, however, occurs when 

an individual perceives a threatening situation as so overwhelming that escape or avoidance 
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is considered the most likely solution to offer protection.  This protection may take the form 

of verbal denial or physical escape, and is usually associated with fear (Sundeen, Stuart, 

Rankin, & Cohen, 1985). While avoidance is considered a primitive and basic way of dealing 

with threat, it is universal and occurs frequently (Lazarus, 1984). Both physical and symbolic 

danger can evoke avoidance. In contemporary Western society where the subject of death 

remains taboo (DeSpelder & Strickland, 1999; McNamara, 2001; Parker, 1997), avoidance, in 

both a physical and symbolic sense, is frequently devised as a method of coping with dying 

and death. 

According to Lazarus, Kanner, and Folkman (1980), positive reappraisal signifies a 

positive state of affairs and describes individual efforts to create positive meaning by 

focusing on personal growth. In this situation no adaptive or coping effort related to the 

event is required. Positive reappraisal can also have religious overtones. 

Lazarus and Folkman (1984) devised the Ways of Coping Checklist (WOCC) to assess 

the use of various coping mechanisms. The WOCC is a self-report test of 66 items which 

asks about the ways individuals deal with a particular incident. The use of a questionnaire 

suggests similarities to trait-based approaches to assessing personality. Folkman, Lazarus, 

Dunkel-Schetter, DeLongis, and Gruen (1986) specifically rejected this, characterising their 

approach to the study of coping as process-oriented rather than trait-oriented. The 

difference, they argued, lies in the significance that is given to the psychological and 

environmental context in which coping takes place. For instance, "in the trait-oriented 

approach it is assumed that coping is the property of the person, and variations in the 

stressful situation are of little importance" (p. 992). In the process-oriented approach, 

however, the context in which coping takes place is crucial, in that coping is assessed as a 
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response to both the individual's psychological processes and the environmental demands 

within the stressful encounter. Use of the WOCC in a process-oriented way has indicated 

that individuals do not rely exclusively on one type of coping method, a result consistent 

with the clinical perspective. 

Two studies carried out by Folkman and Lazarus (1980, 1988) provided convincing 

evidence that coping usually includes both problem-focused and emotion-focused coping 

strategies. In the first study, both forms of coping were represented in over 98% of stressful 

encounters reported by a sample of middle-aged men and women. In the second study, 96% 

of the sample used both forms of coping to manage college examinations.  

Applying the Model to the Nurse's Encounter with Post-mortem Care   

The Lazarus and Folkman model proposes that stress involves a transaction between 

the individual and the environment, which may or may not lead to negative perceptions and 

emotions. The outcome of the transaction depends on the way the environment is appraised 

by the individual and the coping strategies that the individual can bring to bear on the 

situation. Appraisal involves an assessment of whether the situation poses a threat to the 

individual (primary appraisal) and whether the individual can cope with it (secondary 

appraisal). Background factors, such as experience and beliefs, can shape the appraisal the 

individual makes. Coping with the situation involves the use of a range of strategies, 

classified in terms of whether their focus is on the problem or the emotion it generates. Both 

emotion-focused and problem-focused strategies are typically used in tandem to deal with 

the situation. Although the model focuses on the individual, the social context is recognized 

as playing a role in how the individual appraises the situation and the way they cope with it. 
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 Previous research points to the experience of post-mortem care as stressful. This 

may be because of the fear of death and dead bodies that is part of the cultural legacy of 

most people in Western societies, or because of the uncertainty of knowing how one will 

react and perform in the situation. In attempting to understand this phenomenon, the 

Lazarus and Folkman model was used 'to sensitise' the researcher to the factors to look for. 

The research was not undertaken to test the model. The model was accepted as a reasonable 

explication of the stress process and applied to the experience of post-mortem care.  

If the experience is approached from the perspective of the Lazarus and Folkman 

model, the first aspect of the experience that the model directs attention to is that the 

challenge is appraised and it is the appraisal that affects its impact. Appraisal is a function of 

the knowledge, past experience, and beliefs of the individual and these will influence whether 

the situation is appraised as benign or as a threat. Thus, variation in impact might be 

influenced by experience, with beginning nurses being particularly susceptible because of 

their limited knowledge. There is some evidence in the literature to support this. Attitudes to 

death and dying might also be expected to influence the impact of the stressor, with those 

with greater concerns about these appraising the situation more negatively and thus being 

more distressed by it. 

 The second aspect that the model draws attention to is that coping is set in train by 

appraisal and that the ways a person copes with a threat will in turn influence the way it is 

perceived and the affect that it generates. Coping should therefore be related to the impact 

post-mortem care has and some ways of coping may be more effective than others. Because 

there is little the nurse can do to the 'problem' other than confront it emotion-focused 

methods of coping might be expected to be used more extensively and to be more effective. 
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Thus the model indicates that appraisal and coping are key constructs in understanding the 

experience of post-mortem care and factors that influence appraisal and coping should 

influence that experience. 

 A third aspect that the model draws attention to is the social context in which the 

stressor is encountered. According to the model, social support can lessen the impact of the 

stressor. One implication of this is that post-mortem care should be a more stressful 

experience if it has to be dealt with alone rather than with a colleague or supervisor. 

 The research program that is described in the following chapters was undertaken to 

contribute to the understanding of post-mortem care, particularly for nurses encountering it 

for the first time. As noted earlier, three projects were undertaken. In view of Wolf's (1988) 

observation that many nurses vividly remember the details of their first post-mortem care 

experience, a retrospective study was considered a good place to begin the inquiry. It was 

expected to provide information about the effect of experience on the impact of post-

mortem care and provide a basis for further studies. An attempt was made in this study to 

identify in some detail the types of reactions to the experience. 

 Retrospective studies, however, have considerable limitations in that they must rely 

on the memories of participants, in some cases over considerable periods of time. 

Accordingly, the second and third studies in the program used a prospective design in which 

participants were recruited in advance of the experience of post-mortem care and then 

studied shortly after they signaled they had encountered post-mortem care. This entails some 

patience on the part of the researcher while a sample of sufficient size accumulates. 

 The second and third studies, although both prospective in design, differed in that 

the second used a quantitative approach to data gathering and interpretation whereas the 
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third employed a qualitative approach. It was expected that the advantages of both 

approaches could be realised in such a joint approach to the problem and as such produce a 

fuller understanding of the experience. The details of the methods adopted are described in 

the relevant chapters. 
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Chapter 3 

Study 1 

Nurses’ Recollections of the Experience of Post-mortem Care: A Retrospective Study 
 

 
The first study in the series sought data from nurses, who were at various points in their 

nursing careers, about the impact and circumstances of their first encounter with post-

mortem care, and the ways in which they reacted to it. It was an attempt to quantify, albeit in 

a rudimentary way, some of the experiences that previous researchers had described 

essentially qualitatively. The value of doing this was seen to be the ability it afforded to study 

the relationships between various aspects of the experience in a systematic way. Consistent 

with the Lazarus and Folkman model, data were gathered on the way the event was 

appraised, its impact, and on the range of responses to it, including how the nurse may have 

attempted to cope with it. 

The study was particularly concerned with the relationship between experience and 

appraisal, because it follows from the Lazarus and Folkman model that the more limited the 

experience of the nurse the greater the impact of the experience. Two other specific 

questions were addressed. One was the role of knowledge of the person being cared for on 

the impact of the event. Intuition would suggest, and there are reports in the literature to 

support it (Backer, Hannon, & Russell, 1994; Beaton & Degner, 1990; Bonine, 1967; Moser 

& Kirkorian, 1982; Shannon, 1991), that post-mortem care may have a greater impact (be 

more ‘stressful’) if the person being cared for is well known to the nurse as a result of time 

spent nursing the patient before death or as a result of a special relationship with the person. 
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The third specific question addressed was the role of social support in lessening the 

impact. The literature on stress and coping, reviewed partly in Chapter 2, points to social 

support buffering the impact of a stressor. It was expected, therefore, that the presence of 

others may help to lessen the impact of post-mortem care and may influence reactions to it. 

To gather the data, a questionnaire was constructed for the purpose. Previous research 

had used principally qualitative methods and hence a specific instrument for assessing 

responses to post-mortem care was not available. A search of the literature on body handling 

in different contexts (e.g., mass suicide, industrial and oil rig fires, shipping and aircraft  

disasters, medical and dental schools, and wartime graves and mortuary service) indicated 

that standardised instruments such as the General Health Questionnaire (Goldberg & Hillier, 

1979) or the Hopkins Symptom Check List-90 (Derogatis, 1977) were employed. This 

literature and the qualitative literature on post-mortem care provided sources of ideas for the 

questions used in the present study. Expert groups of nurses were used in constructing the 

questionnaire to help ensure representativeness of content and appropriateness of wording 

(Polit & Hungler, 1997; Tye, 1993).  

Although questionnaires are relatively easy to administer and score, it must be 

recognised that this method of data collection has a number of inherent weaknesses when 

used in a retrospective study such as was the case here.  Burns and Grove (1993) warned that 

participants may be unaware of certain dimensions of their own behaviour, or there may be a 

tendency to frame answers in terms of ideal norms. Additionally, there may be problems 

associated with memory errors (LoBiondo-Wood & Haber, 1990), intentional or 

unintentional bias, or motivated forgetfulness (Hudgens, 1974), or efforts to rationalise or 

justify past behaviour (Baum, Grunberg & Singer, 1982). A comment made during the 
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recruitment phase1 exemplifies these difficulties and the results must therefore be considered 

cautiously. 

Method 

Participants 

Nurses working in a medium-sized rural hospital with several outreach clinics, nurses 

working in a medium-sized city hospital, and a convenience sample of nurses undertaking 

post-basic university courses were approached to participate in the study. The final sample 

for data analysis comprised 6 males and 91 females (N=97), who had trained in a broad 

range of health care settings. Forty-six trained in capital cities, 39 in country hospitals, and 12 

overseas. A total of 81 participants trained in hospitals, and the other 16 were trained in the 

tertiary sector. At the time of completing the questionnaire, the participants ranged in age 

from 22 to 61 years (M=39.45, SD=9.66) and had been nursing between 2 and 41 years 

(M=15.73, SD=8.21). Sixty-one of the participants were either married or living in a 

relationship, while the remaining 36 were either single, widowed, or divorced.  

 

 

 

1. "I can't clearly remember the incident [the first time she administered post-mortem care]. I 

remember she was female, and avoiding the rooms of dying patients’. The experience had no 

effect on me whatsoever". This statement was made in the presence of her husband, an 

ambulance driver, who out of her hearing stated "actually she was devastated for days after it 

happened, she wouldn't go to work, and wanted to give up nursing". Which account is closer 

to the historically ‘true’ situation, we cannot say. 
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The Questionnaire 

An initial pool of 46 questions designed to reflect the influence of individual and 

situational factors on the appraisal process, as well as the participant's perception of their 

coping strategies, and responses at both an emotional and behavioural level was compiled on 

the basis of a pilot study carried out on a group of 10 registered nurses, each with 12 or 

more years clinical experience. Using the information gleaned from this process a 

questionnaire was formulated and the first draft given to another group of 10 registered 

nurses. They were asked to complete the questionnaire and comment on any item or item 

responses that were unclear or inconsistent with the study question. In addition, they were 

asked to identify additional questions or issues which they considered important in 

understanding the experience of providing post-mortem care to the deceased. Based on the 

feedback, the instrument was refined and circulated to a further group of 10 nurses with 

extensive clinical experience to complete and comment on. The feedback was once again 

used to refine the questionnaire. The final questionnaire appears as Appendix A. 

Procedure 

Approval was sought and granted from the University’s Human Research Ethics 

Committees and from participating hospitals. The city hospital then provided 105 addressee 

labels selected at random from a list of their nursing staff. A personally addressed letter of 

introduction describing the study was attached to each questionnaire and they were 

distributed through the hospitals internal mail system. The return rate using this method was 

66.6% (n=70). In contrast, the rural hospital accepted 105 questionnaires in bulk and 

distributed them at random via the Nurse Unit Managers. The return rate using this method 
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was 29.3% (n=37). The return rate from a convenience sample of university students who 

were undertaking post-registration courses at the University was 95% (n =19). 

A week prior to the return date, reminder notices were posted in each hospital, and on 

the notice boards at the University. A total of 126 questionnaires (63% of the original 

distribution) were eventually returned and sorted. Those questionnaires where the 

respondent claimed less than a ‘fair’ recollection of the first time they performed post-

mortem care were set aside as it was considered that the data relating to their experience may 

have been unreliable. The pool of usable questionnaires numbered 97, or 42.9% of the 

original distribution.   

Results 

  Background Characteristics 

The data were first analysed to determine the demographic characteristics of the group 

at the time of their first post-mortem care experience. They were aged between 16 and 43 

years (M=19.6, SD=4.61), had been nursing between 1 to 21 months (M=5.46, SD=4.15), 

and 94% of respondents were female. 

All participants reported remembering the salient details relating to their first post-

mortem care experience, viz., their own age and how long they had been training when the 

incident occurred, the gender of the deceased, whether they were in the company of a more 

experienced person, whether the body had been burnt, disfigured or mutilated, and their 

professional relationship to the deceased. All except two could remember the age of the 

deceased, and whether the death was sudden or expected, and, within a two-hour time 

frame, the time of day when life expired or the body was discovered.  Two to 40 years post 

event (M=19.24, SD=11.68), a total of 43 participants (44%) claimed that they could still 
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remember the deceased person's name.  The incident that they described occurred from 2 to 

40 years before the time they provided their report (M=19.24, SD=11. 68). 

Impact of the event 

Table 1 summarizes responses to the questionnaire item relating to the impact of the 

first post-mortem care experience. Inspection of Table 1 indicates that only 9 participants 

(9.3%) rated the experience as having "no' or 'little' impact. On the other hand, 70 

respondents (72.2%) rated the experience as having a 'substantial' or 'dramatic impact' on 

them. 

To a question about the impact of other events early in their nursing career, 69 (71%) 

reported that no other event affected them as much as their first post-mortem care 

experience. To a question about their need for counselling after the experience, 59 (60%) 

reported their need for counselling as ranging from 'required ' to 'urgently required'. Two per 

cent of the participants received formal counselling. 

To understand the nature of the impact of the post-mortem care experience better, 

characteristics of the nurse and of the patient were correlated with the rated impact of the 

event. The characteristics of the nurse participants were age and months of experience at the 

time of the event. Characteristics of the patient were: age, gender, and whether the patient 

had been burnt or disfigured. Characteristics of the situation were time of death, whether or 

not the death was expected, whether the nurse knew the patient’s name, whether the nurse 

performed the post-mortem care alone or assisted, and the nature of the relationship with 

the patient.   
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Table 2 presents descriptive statistics for each of the variables included in the analysis 

and Table 3 summarises the intercorrelations among the variables. Inspection of Table 2 

indicates that a number of variables showed significantly skewed distributions and this fact 

needs to be borne in mind when considering the results of the correlational analysis. The 

problem is particularly acute where variables are skewed in opposite directions. Given that 

the impact variable had a significant negative skew, correlations with variables with a 

significant positive skew may well be attenuated. 

 

 

  



 
 
 
 
Table 1. Summary of Responses to Question 25: 'When you laid out your first patient, how would you rate the impact the event 

had on  

  you?' (N=97) 

No Impact Little Impact  Substantial Impact Dramatic Impact 
1 2 3 4 5        6        7        8        9       10 

   f      %    f      %    f      %    f      %    f      %    f      %    f      %    f      %    f      %    f      % 

          
2 (2.1%) 1 (1%) 2 (2.1%) 4 (4.1%) 11 (11.3%) 7 (7.2%) 34 (35.1%) 19 (19.6%) 8 (8.2%) 9 (9.3%) 
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Table 2.  Descriptive Statistics for Variables Studied in Relation to Impact    

      N Mean SD Median Range Skewness

1.        Participant's gender 97 1.94 .24 2.0 1-2 -3.70*

2. Participant's age (at time of incident) (Q4) 97 19.69 4.61 18.0 16-43 3.178* 

3. Months of training (at time of incident) (Q3) 97 5.46 4.15 4.0 1-21 1.397* 

4. Patient's age group (Q11) 96 12.79 3.81 14 1-21 -1.352 

5. Expectation of death (Q12) 96 1.21 .41 1.0 1-2 1.459* 

6. Body disfigured (Q13) 97 1.94 .24 2.0 1-2 -3.695* 

7. Participant remembers patients name(Q14)       97 1.56 .50 2.0 1-2 -.232

8. Nature of participant /patient relationship (Q15) 97 2.35 1.32 2.0 1-6 1.323* 

9. Participant had assistance (Q16) 97 1.96 .20 2.0 1-2 -4.687* 

10. Assistant more experienced (Q17) 93 .28 1.00 1.0 1-2 3.001* 

11.  Prior experience of death (Q24) 97 1.55 .50 2.0 1-2 -.189 

12. Impact of event (Q25) 97 6.96 1.90 7.0 1-10 -.800* 

 

* p < .05  (Skewness/standard error of skewness > 1.96) 
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Table 3.  Intercorrelations of the Variables Studied in Relation to Impact. 

           Variable                                                                   1 2 3 4 5 6 7 8 9 10 11 12 

1.            Participant's gender -.15 .05 -.03 .03 -.07 -.14 -.03 -.05 .08 .11 .12

2. Participant's age (at time of incident) (Q4)      .22* -.04 .08 .10 -.07 .16 .05 .27* -.12 -.01 

3. Months of training (at time of incident) (Q3)       -.06 -.17 .15 -.08 .24* -.09 .02 -.11 -.03 

4. Patient's age group (Q11)          .03 .14 .13 -.33* .07 -.02 -.07 -.25*

5. Expectation of death (Q12)           .03 .10 .03 .11 -.07 -.05 .07 

6. Body disfigured (Q13)            -.06 .10 -.05 .08 -.06 .02 

7. Participant remembers patient's name (Q14)             -.35 .13 .03 .02 -.21*

8. Nature of participant/patient relationship (Q15)              -.14 -.02 -.09 .18 

9. Participant had assistance (Q16)               .01 .12 -.11 

10. Assistant more experienced (Q17)                .04 -.21*

11.  Prior experience of death (Q24)                 .01  

12. Impact of event (Q25)                   

* p < .05  
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Reactions to Post-Mortem Care 

The data relating to the participants' behavioural, cognitive, emotional, and physical 

reactions the first time they performed post-mortem care are presented in Tables 4, 6, 8, and 

10 respectively.  

Table 4.  Behavioural Reactions Related to Post-mortem Care in Order of  

 Frequency of Endorsement (N=97) 

Reaction % 

Reliving the event 64 

Doubts over the performance of your duty 40 

Increased tobacco consumption 32 

Excessive humor 19 

Excessive silence 16 

Increased alcohol intake 15 

Did not perform well 14 

Increased or decreased appetite 13 

Exaggerated startle response 10 

Withdrawal 8 

Unusual behaviour 4 

Suspiciousness 4 

 

Examination of Table 4 shows that the single most frequently reported behavioural 

reaction was reliving the event, with over 60% of the sample reporting this reaction. Other 

behavioural reactions reported by more than 25% of the sample were doubts about 

performance and (for those who smoked) increased tobacco consumption (32%). 

To see if there was any pattern to the responses, the intercorrelations among items were 

subject to Principal Components Analysis. This technique provides a summary of the 

covariances among a set of variables. It was recognised that the sample size available was 
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marginal for an analysis of this kind and that skewness of the variables, given that they were 

dichotomous rather than continuous, poses problems for the interpretation of findings with 

this technique (Tabachnick & Fidell, 1996). The technique was used to help summarize the 

data for this particular sample. Those items with less than a 10% positive response rate were 

deleted and a Principal Components Analysis with orthogonal rotation was performed on 

the remainder. The 10% positive response cut-off point was chosen to ensure reasonable 

variance for analysis. When the 8 remaining items were analysed, three components with 

eigenvalues >1 emerged that accounted for 62% of the total variance. However, Cattell's 

(1952) scree test indicated a two factor solution would be more appropriate (Figure 2). The 

analysis was therefore rerun specifying a two-factor solution. 
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Figure 2.  Scree Plot Analysis of the Behavioural Reactions Relating to Post-mortem  
                Care (N=97) 
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  Table 5.  Rotated Component Matrix of the Behavioural Reactions Relating to Post- 
                 mortem Care (N=97) 
 

              
Item  

                  Component 
1                           2 

1.    Reliving the event 

2.    Excessive humor 

3.    Excessive silence 

4.    Did not perform to best of ability 

5.    Altered appetite 

6.    Increased alcohol intake 

7.    Increased tobacco consumption 

8.    Doubts over performance of duty 

.194 

.481 

.763 

.689 

.699 

.317 

.146 

.649     

-.259 

.009 

.008 

-.210 

.165 

.815 

.816 

.129 

         

Table 5 presents the items and their loadings on each component. Examination of Table 5 

shows that Component 1 has salient loadings (>.4) on Items 2, 3, 4, 5, and 8. Examination 

of the item content suggests Component 1 fits the concept of Doubt/Depression.  

Component 2 has salient loadings on Items 6 and 7, and fits the concept of Self-Medication, 

i.e., methods of indirect coping that temporarily dampen, block or numb the effects of 

distress on the individual.     
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Table 6.  Cognitive Reactions Relating to Post-mortem Care in Order of  

 Frequency of Endorsement (N=97) 

Reaction % 

Distressing dreams 56 

Intrusive thoughts  35 

Lack of control 33 

Self assured 27 

Decreased attention span 26 

Disruption in logical thinking 20 

Confusion 14 

Anomia  (loss of words) 10 

Memory problems 6 

Calculation difficulties 3 

 
Table 6 summarises the response to the inventory of cognitive reactions to the post-mortem 

care experience. The single most reported reaction, for more than 55% of the sample, was 

distressing dreams. Reactions reported by more than 25% of the sample were intrusive 

thoughts, a lack of self-control, and having a decreased attention span. However, it should 

be noted that over 25% of the sample reported a sense of being self-assured. 

Those items with a response rate greater than 10% were subjected to Principal 

Components Analysis with orthogonal rotation. This yielded two components with 

eigenvalues greater than 1 that accounted for 59.8% of the total variance. Cattell's scree test 

(Figure 3) confirmed a two factor solution was appropriate.   
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Figure 3.  Scree Plot Analysis of the Cognitive Reactions Relating to Post- 
  Mortem Care (N=97) 

  

       Table 7.  Rotated Component Matrix of the Cognitive Reactions Relating to  
Post-mortem Care (N=97) 

 
 
Item 

Component 
1                                   2 

1.    Self assured 

2.    Anomia 

3.    Distressing dreams 

4.    Lack of control 

5.    Disruption in logical thinking 

6.    Intrusive thoughts 

7.    Decreased attention span 

8.    Confusion     

.082 

.276 

.314 

.194 

.839 

.775 

.683 

.681 

.829 

.658 

.501 

.813 

.135 

.195 

.194 

.454 

    
  
Examination of Table 7 shows that Component 1 has salient loadings (>.4) on Items 5, 6, 7, 

and 8. Item 8 also cross-loaded on Component 2. Examination of the item content suggests 

Component 1 fits the concept of Disrupted Thinking.  Component 2 has salient loadings on 
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Items 1, 2, 3, 4, and 8. Examination of the item content suggests Component 2 fits the 

concept of Sense of Control.    

Table 8.  Emotional Reactions Relating to Post-mortem Care in Order of  
Frequency of Endorsement (N=97) 

 
Reaction % 

Sadness 60 

Fear 55 

Grief 38 

Quietness 38 

Overwhelmed 28 

Worried 28 

Anxiety 25 

Surprised 25 

Feeling  hopeless 24 

Remoteness 21 

Gratitude 18 

Anticipation 17 

Depressed 14 

Numbness 11 

Anger 8 

Denial 1 

Survivor guilt 1 

Wishing to die 0 

 
Table 8 summarises the emotional reactions reported by the participants. In general, 

percentages of endorsement were higher across categories here than for behavioural and 

cognitive reactions. Most frequently reported (by more than 50% of the sample) were fear 

and sadness. It is interesting to note that although participants had a choice between anxiety 
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and fear they opted more frequently for fear. Most other emotions had endorsement 

percentages greater than 10%. Those items with a response rate greater that 10% were 

subjected to Principal Components Analysis and orthogonal rotation. This yielded only one 

Component with an eigenvalue greater than 1 that accounted for 51.8% of the total variance. 

Cattell's scree test (Figure 4) confirmed that a one-factor solution was appropriate.    
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   Figure 4.  Scree Plot Analysis of the Emotional Reactions Relating to Post-mortem  
                   Care (N=97) 
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         Table 9.  Rotated Component Matrix of the Emotional Reactions Relating to  
  Post-mortem Care (N=97)  

 
Item Component 

1.   Anticipation 

2.   Anxiety 

3.   Depressed 

4.   Fearful 

5.   Feeling hopeless 

6.   Quietness 

7.   Remoteness 

8.   Surprise 

9.   Overwhelmed 

10. Worried 

11.  Grief 

12.  Numbness 

13.  Sadness 

14.  Gratitude 

.688 

.620 

.792 

.759 

.774 

.647 

.607 

.681 

.801 

.747 

.794 

.692 

.760 

.673 

 

Examination of Table 9 shows the Component has salient loadings (>.4) on all 12 items.  

Examination of the item content suggests this factor fits the concept of Emotional Distress.   

Table 10 summarises the endorsement of physical reactions by the participants. The 

single most frequently endorsed symptom was 'sleep disturbances', but this was endorsed by 

less than 30% of participants. Other physical reactions endorsed by more that 10% of 

participants included 'agitation', 'fatigue', and a range of autonomic nervous system  

mediated reactions ('profuse sweating', 'rapid heart rate', and 'upset stomach'). Those items 

with a response rate greater than 10% were subjected to Principal Components Analysis and 

orthogonal rotation. This yielded one Component with an eigenvalue greater than 1 that 
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accounted for 53.6% of the total variance. Cattell's scree test (Figure 5) confirmed that a 

one-factor solution was appropriate.    

Table 10.   Physical Reactions Relating to Post-mortem Care in Order of  

                 Frequency of Endorsement (N=97) 

Reaction % 

Sleep disturbances 29 

Fatigue 27 

Agitated 24 

Profuse sweating 23 

Rapid heart rate 23 

Upset stomach 19 

Tremors and shakes 11 

Headaches 11 

Nausea 9 

Dry mouth 7 

Effervescence 7 

Chills 4 

Diarrhoea 2 

Muscle aches 2 
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Figure 5. Scree Plot Analysis of the Physical Reactions Relating to Post-mortem Care  
               (N=97)  

      
Table 11.  Rotated Component Matrix of the Physical Reactions Relating to  

  Post-mortem Care (N=97) 
 

Item Component 
1   Agitated 

2   Sleep disturbances 

3   Profuse sweating 

4   Tremors or shakes  

5   Rapid heart rate 

6   Headaches 

7   Upset stomach 

8   Fatigue 

.510 

.769 

.714 

.808 

.613 

.811 

.798 

.777 

     

Examination of Table 11 shows the Component has salient loadings (>.4) on all eight items. 

Examination of the item content suggests this Component fits the concept of Somatic and 

Autonomic Disturbance.   
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Discussion 

The study was a retrospective investigation designed to quantify nurses’ reactions to the 

first experience of performing post-mortem care and to examine factors that influence the 

impact of the event, in particular, experience, knowledge of the patient, and social support. 

The use of a retrospective design was predicated on the assumption that nurses would be 

able to recall their first experience of post-mortem care. This assumption was based on 

observations, such as those by Beaton and Degner (1990), Cathcart (1988), Davitz and 

Davitz (1975), Kiger (1992), and Winifred and Winifred (1982), that very few health care 

professionals ever forget their first experience of dealing with the dead human body. In the 

present study, 77% of participants claimed better than a ‘fair’ recall of their first post-

mortem care experience and supported the claims with details such as the time of day the 

event occurred. These reports were made from 2 to 40 years after the event. As noted in the 

Introduction, however, there is reason to doubt the reliability of retrospective reports and 

interpretation of these reports must be approached cautiously. 

As expected from previous studies, the first experience of post-mortem care, in those 

who recalled it, was distressing and had a substantial impact on them. In the present sample, 

71% rated the impact of the experience at 7 or higher on a 10-point scale, that is ‘substantial’ 

to ‘dramatic’. A similar percentage reported that no other event in the early years of their 

nursing career affected them as much, and well over half (60%) reported a need for 

counselling after the event, a need met in only 2% of cases. 

In terms of the Lazarus and Folkman model of stress guiding the present research 

project, knowledge, experience, and social support were expected to influence how the event 

was appraised and hence its impact. There was in fact little support for these expectations, 
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but this may have been due to characteristics of the data. Experience in terms of months 

nursing was unrelated to rated impact of event, as was whether or not the participant had 

experience of death in the year or so prior to the event. It may be that neither of these 

variables captures the relevant aspect of experience specific to the situation of post-mortem 

care. 

Social support was assessed in the present study in terms of whether or not the 

participant was alone when performing post-mortem care for the first time and whether or 

not they were accompanied by someone more experienced. The former variable was not 

significantly correlated with rated impact but the second was. The direction of the 

relationship was negative, that is, nurses who had been accompanied at the time by a 

colleague actually rated the impact as greater. This was not the expected direction of the 

relationship, but may reflect anxiety about performance in the presence of a more senior 

colleague. Irrespective of the interpretation, the result can be taken to mean that the 

presence of others may not be an unqualified benefit in the situation of post-mortem care. 

It was expected on the basis of previous work that knowledge of the dead person for 

whom post-mortem care is provided would influence impact of the event. This was assessed 

in two ways: the nature of the relationship between the nurse and patient prior to death, and 

whether or not the participant knew the patient’s name. The first of these showed a small 

but non-significant relationship in the direction expected. Its distribution was, however, 

significantly skewed and in a direction opposite to that for the impact variable. That is, while 

there were few participants with scores in the higher categories of the relationship variable 

(i.e., few had a ‘special relationship’ or were a colleague) there was a majority of participants 

with high range scores on the impact variable. In such a situation, the statistical significance 
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of the product moment correlation is not a sound guide to whether or not there is a 

relationship. For the variable of knowledge of the patient’s name (which was only slightly 

and not significantly skewed and skewed in the same direction as the impact variable), there 

was a significant relationship with impact: those who knew the patient’s name reported 

greater impact. 

Impact was also found to relate to age of the patient negatively; the younger the person 

for whom post-mortem care was provided the greater the impact. This is consistent with 

previous reports (Chapman, 1998; Ellison, 2000). Factors studied here that were unrelated to 

impact were whether or not the death was expected (but, again, the distribution here had a 

significant and opposite skew to the distribution for the impact variable), and whether or not 

the body was disfigured. 

In summary, impact was rated by a sizable majority as 'substantial' to 'dramatic' and was 

greater where the person was younger and was known sufficiently to the participant that 

their name was remembered.  

The most frequent reactions to the experience of post-mortem care, with over 50% of 

the sample reporting these, were reliving the event, distressing dreams, fear, and sadness. 

Over 25% of the sample reported in addition to these: intrusive thoughts, decreased 

attention span, and sleep disturbances; a feeling of being overwhelmed, a lack of control, and 

doubts about their performance; a range of emotions including grief, surprise, quietness, 

anxiety, and worry; fatigue; and, for those who smoked, increased cigarette consumption. It 

must also be noted, however, that 27% of the sample reported being self-assured. The 

Principal Components Analyses of subsets of the items indicated components that were 

labelled Doubt/Depression, Self-Medication, Disrupted Thinking, Sense of Control, and 
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Emotional Distress. The themes identified in these clusters of reactions show similarities and 

some differences with the existing literature on nurses and post-mortem care and with the 

larger literature on stress, particularly that relating to body handling. 

The most common reaction to post-mortem care to emerge from the literature reviewed 

in Chapter 1 of this thesis was that of fear. Although anxiety is also mentioned in the 

literature, the dominant emotion is fear in relation to approaching, viewing, touching, and 

working with the dead body. The distinction between fear and anxiety is sometimes made in 

terms of whether the trigger for the emotion is an actual event or anticipation of a possible 

event. Although both fear and anxiety were reported by participants, the more frequent 

emotion, in keeping with the literature, was fear. 

In the present sample, sadness was the most frequently reported emotion and, for a 

lesser number, grief. These are intuitively not surprising reactions in the presence of death. 

Sadness was reported in the studies by Eynan-Harvey (1997) and Rribeiro et al. (1998). 

Over half the sample reported reliving the event. When this reaction is grouped with 

distressing dreams, also reported by more than 50% of the participants, and sleep 

disturbances and intrusive thoughts reported by more than a quarter, a pattern begins to 

emerge that is similar to that discussed in the literature under the heading of traumatic stress 

reaction, post-traumatic stress, or post-traumatic disorder (Cramer, 1992; Harris, 1991; Watts 

& de L Horne, 1994). Psychological reactions to a major traumatic event have been 

described as consisting of two alternating phases: intrusion coupled with avoidance, and 

denial (Horowitz, 1976; Miles, Demi & Moyston-Aker, 1984; Mitchell, 1984). In the intrusive 

phase, unwelcome thoughts are frequent, persistent, and unavoidable while sleep 

disturbances are common (Hall, Gardner, Perl, Stickney, & Pfefferbaum, 1979; Kahill, 1988; 
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Meier, 1984). In the alternate phase, denial is used to cope with feelings. In the present 

study, there is some evidence of the first phase of the traumatic stress reaction. Whether this 

is at levels of clinical significance cannot be determined in a retrospective study of this kind, 

but the finding raises the possibility that the stress experienced by at least some nurses asked 

to perform post-mortem care is traumatic. 

The reactions of feeling overwhelmed, lack of control, and doubts about performance, 

although not as frequent as reliving the event and distressing dreams, were reasonably 

common features in the sample. Together they bear a close resemblance to what Bandura 

(1982) describes as lack of self-efficacy. According to Bandura, beliefs about our capacity to 

behave in certain ways, or sense of self-efficacy in a situation, is the mediator of how well we 

perform. Where self-efficacy is low, approach behaviour or skilled performance is likewise 

low. The concept would appear highly relevant to the situation of the nurse involved in post-

mortem care for the first time. Thoughts about self-efficacy or lack of it might be expected, 

in Bandura's terms, to reduce the capacity for effective performance. 

Cigarette smokers in many cases increased their consumption of tobacco in response to 

the initial experience of post-mortem care. This reaction loaded on a component termed 

Self-Medication in the Principal Components Analysis. Altered patterns of alcohol and 

tobacco consumption are what Lazarus (1975) referred to as palliation strategies. This type 

of strategy is aimed at controlling emotions but not necessarily solving the problem during 

stressful situations. In some instances, palliation can have positive and beneficial effects. 

However, Ogus (1992) noted counterproductive palliation, such as drinking alcohol and 

consuming tobacco, only delay dealing with the stress and serve to temporarily reduce 

anxiety through symptom reduction. 
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Although there are several similarities with previous work on post-mortem care, the 

present findings differ from these in two important respects. Humour as a method of coping 

was mentioned by only 19% of participants. Lawler (1989) reported that laughter, kidding 

and joking as a way of distancing the nurse from the dead patient was used by participants in 

her study. However, only those skilled in using humour or who make frequent recourse to it 

in their everyday lives may use humour in a difficult situation such as post-mortem care. The 

relatively low frequency of those reporting humour in this study may therefore not reflect 

any lack of importance of this as a coping strategy  but rather the distribution of those who 

make use of it regularly as a method of coping. The other difference between the findings 

here and those reviewed in Chapter 1 is that there is no reference here to 'magical thinking' 

e.g., superstitious thinking, reference to spirits and the like. Magical thinking is relatively 

common in previous reports, but no specific items were included in the questionnaire used 

in the present study and that is a sufficient reason for its apparent absence here. 

Finally, it needs to be noted that 27% of participants reported being self-assured in the 

situation of post-mortem care for the first time. Just as we must accept the reports of fear as 

honest accounts of participants at the time (or more correctly their recall of their experiences 

at the time) so must we must accept the reports of those who say they were self-assured. It 

would be wrong, therefore, to describe the experience of post-mortem care in a wholly 

negative light. Although engendering fear in many and doubts about performance, for a 

sizable proportion of the sample the situation was coped with. In terms of the theoretical 

model guiding this research it could be said the appraisal process, particularly secondary 

appraisal, led to positive assessment of the situation. 
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Summary  
  

The purpose of this study was exploratory and directed towards identifying the extent to 

which nurses experienced distress and how they coped the first time they carried out post-

mortem care. A self-report questionnaire was employed using a convenience sample of 

nurses working in a health care setting and others undertaking post-basic university nursing 

courses.  

The study enhances our understanding of how nurses think, feel, react, and cope with 

their first post-mortem care procedure. The data are consistent with those already reported 

by others who have researched in the area, and support the hypothesis that first exposure to 

post-mortem care can induce considerable stress in some nurses, and memories that they can 

vividly recall many years after the event. Dworetzky (1985) both posed and answered the 

question “How long will the stress last, perhaps as long as the memory" (p. 431). The key 

findings identified from this study include: fear and sadness as the dominant emotions; a 

pattern of reactions similar to the intrusion phase of traumatic stress disorder; an expressed 

need for counselling following the event; responses characteristic of low self-efficacy; 

indications that the experience is not wholly negative and that some report coping with it. 

Due to the retrospective nature of the study, these results need to be interpreted cautiously.   
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Chapter 4 

Study 2 2

Nurses’ Experiences of Post-mortem Care: A Prospective Study 

  The second study in the research program employed a prospective design to 

overcome the limitations of the retrospective design employed in the first study. A sample of 

nursing students was drawn from beginning students in a number of intakes into a Nursing 

program. Members of the sample agreed to complete an initial set of questionnaires and to 

advise the researcher when they encountered their first experience of post-mortem care. 

Additional questionnaires were then provided. Further data collection occurred one week 

and five weeks after the event, in an attempt to assess the impact of the event and the ways it 

was coped with. Information gathered in Study 1 was also collected in this study. 

 The prospective design allows for collection of background information on 

participants unconfounded by the event which occurs at a later point in time. It allows as 

well for collection of data close in time to the event and hence uncontaminated by any 

defects of retrospective memory. As such it should provide a more valid assessment of 

reactions to the event.  

Background information collected at the outset of the study comprised demographic 

data on each participant, and scores on three psychometric instruments: the General Health 

 

2. The author is indebted to Dr Ian Schochet for his valuable suggestions on the research 

    design reported in this chapter.  
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 Questionnaire (GHQ), the Fear of Death and Dying Scale (FDDS), and the Ways of 

Coping Checklist (WOCC).  

The first of these assessed the psychological health of participants, which was 

considered relevant to how well they would be able to cope with a stressful experience. The 

second, the FDDS, was used to assess attitudes towards death and dying, which was 

considered relevant to the way in which the experience of post-mortem care was appraised. 

Concerns about one's own or another's death were expected to lead to appraisal of the 

experience as more stressful than it would be if there were no such concerns. The nature of 

these two tests and the justification for their selection is outlined below.  

The WOCC was a primary tool for data analysis in this study. The WOCC was 

developed by a group led by Folkman and Lazarus (1980) to assess the coping construct in 

the Lazarus and Folkman theory. Its use here was, therefore, considered most appropriate 

for understanding the general coping styles of participants. Information on the WOCC is 

provided below. 

Within 24 hours of having to perform post-mortem care, participants were asked to 

complete a slightly modified form of the questionnaire used in Study 1. This allowed for a 

check on the findings of that study, using respondents who had quite recently experienced 

the event rather than months or years previously, as in that study. The questionnaire thus 

provided the primary data on the impact of the event.  

One week after the event, participants were asked to complete two questionnaires: the 

WOCC and the Impact of Events Scale (IES). The WOCC was used to assess any change 

that had occurred in the participants' styles of coping as a result of the event. The IES is a 
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test developed to assess response to traumatic experiences. Validity information is provided 

below. The test was used here to assess impact using a widely employed instrument in 

research on stress and trauma. The interest was in comparing the impact of post-mortem 

care with that of traumatic events reported in the literature. 

Five weeks after the event, participants again completed the IES to assess any change in 

response to the event over time. A short additional questionnaire based on part of that used 

in Study 1 was also included at this time. Using the data from this sample of participants, it 

was possible to make comparisons with data from Study 1 and with normative data for each 

of the published instruments. To provide a further reference point, a second sample was 

included in the research design.  

The second sample was drawn from the same population as the first sample, beginning 

nurses in the same program but who had not been approached to participate in the study of 

post-mortem care. The group was studied at four points in time in the way the first group 

was, but in this case the event that intervened was not the performance of post-mortem care 

but an academic examination. This is an expected, but nonetheless stressful, experience in 

the lives of nurses in training and as such provides something of a reference point for the 

stress involved in post-mortem care. Folkman and Lazarus (1985) investigated stress and 

coping in the context of an academic examination. They studied students at three points in 

time (while preparing for the examination, once it had been completed, and while waiting for 

results), and showed changes in coping (scored on the WOCC) and emotion over time. 

Problem-focused coping, for example, decreased from the first to the second phase, while 

the emotion-focused coping strategy of distancing increased. When preparation for the event 
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was possible, problem solving was greatest, whereas when there was nothing that could be 

done after the examination had been sat, the individual sought to distance themselves from 

it. The expectation was that, by employing a comparison group, greater insight into the stress 

of post-mortem care might be possible. 

The overall design of the study is shown in Figure 6. Essentially, data were collected 

using instruments with known psychometric properties at four time points for two groups of 

students, a Post-Mortem Care (PMC) Group faced with the experience of providing post-

mortem care to a dead person and an Examination (Exam) Group facing a standard 

academic examination.   
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Instruments Used in the Study 

 The GHQ-28, the IES, the WOCC, and the FDDS, are the most commonly used 

measures used in trauma, stress, and coping research (e.g., Car, Lewin, Kenardy, Webster, 

1997; Chung, Easthope, Eaton & McHugh, 1999: Delahanty, Dougall, Craig, Jenkins & 

Baum, 1997; Lundin & Bodegard, 1993; Thompson & Solomon, 1991).  

The GHQ is a self-administered screening questionnaire designed by Goldberg (1972) 

and aimed at detecting those with non-psychotic psychiatric impairment. In its original form, 

the instrument contained 60 questions, each rated using a Likert scale from 0 to 3.  It was 

trialed on 200 people who had been interviewed using the Clinical Interview Schedule 

(Goldberg, Cooper, Eastwood, Kedward, & Shepherd, 1970) and identified as being either 

psychologically healthy or having a psychiatric disorder. The data were subjected to Principal 

Components Analysis. A general factor accounted for 45% of the total variance while the 

second and third factors, those concerned with depression and anxiety, accounted for 3.3% 

and 2.1% respectively.   

In 1979, Goldberg and Hillier carried out a Principal Axis Analysis on data collected 

some three years earlier from 523 consecutive attendees at a psychiatric practice. Eleven 

factors accounting for 63.4% of the total variance emerged. However only the first six (each 

containing five items) that accounted for 53.5% of the total variance “could be readily 

conceptualized” (Goldberg & Hillier, 1979, p. 139). This was confirmed when the data were 

subjected to varimax rotation. Out of interest, the researchers separated the scale concerned 

with severe depression from the scale concerned with anxiety and this yielded a 4-factor 

solution that accounted for 48% of the total variance. The seven items with the highest 
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loadings (>.51) on each of the four factors were selected for the scaled version of the 

instrument; hence the GHQ-28 came into being. 

Further analysis was conducted on the 28 selected items and four factors, labelled Scale 

A (Somatic Symptoms), Scale B (Anxiety and Insomnia), Scale C (Social Dysfunction), and 

Scale D (Severe Depression), were found to account for 59% of the total variance. With the 

exception of two items (Questions 18 and 58) which cross-loaded on two factors, the 

remainder loaded heavily on their assigned scales. “Since a general factor accounts for 35% 

of the variance in the unrotated analysis, it is inevitable that the various scales will not be 

pure measures of the four factors” (Golberg & Hillier, 1979, p. 140). To confirm their 

findings the factor structure of the GHQ-28 was again examined, this time using data 

collected from two new samples. The first, 552 consecutive attenders at a private practice, 

yielded six significant factors that accounted for 62% of the total variance. The second, 

4,247 attendees from one of 92 general practices, yielded five significant factors that 

accounted for 62% of the total variance. The first four factors accounted for 53% of the 

variance in one study and 58% in the other.   

Since 1972, the GHQ-28 has been translated into 18 languages and the four-factor 

structure has been tested and found support in different cultural and cross-cultural settings 

(Bhogle & Prahash, 1994; Elton, Patton, Weyerer, Diallina, & Fitcher, 1988; Iwata & Saito, 

1992; Pariente, Challita, Mesbah, & Guelfi, 1992; Weyerer, Elton, Diallina, & Fichter, 1986). 

A measure of an instrument’s validity can be reflected in its sensitivity, specificity, and 

misclassification rate. Sensitivity and specificity are, respectively, those proportions of cases 

and non-cases diagnosed independently by psychiatrists who are correctly identified by the 

instrument. The misclassification rate is that portion of the total sample misidentified by the 
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instrument. The misclassification rate, sensitivity, and specificity of GHQ-28 have been 

clinically validated using the Clinical Interview Schedule (Benjamin, Lennon, & Gardner, 

1991; Goldberg, Cooper, & Eastwood, 1970; Griffin & Watts, 1992; Tennant, 1987), the 

Present State Examination (Banks, 1993; Rabins & Brooks, 1981; Wing, Cooper, & 

Sartorius, 1974), the Standardized Psychiatric Interview (Goldberg, Cooper, Eastwood, 

Kedward, & Shepherd, 1970, Radovanovic & Eric, 1983), the Mini-Mental State 

Examination (Bridges & Goldberg 1986), the Minnesota Multiple Personality Inventory 

(Cheung & Spears, 1994), and the Psychiatric Assessment Schedule (Aderibigbe & Gureje, 

1992). After rigorous testing the GHQ-28 has proved to be a valid first line means of 

detecting those with non-psychotic psychiatric impairment. It has been standardized for use 

with the general population and is widely used as a screening instrument giving a probability 

estimate that an individual has a psychiatric illness.     

The IES was developed by Horowitz. Extensive clinical observations of the 

psychological responses to stressful life events led Horowitz (1976) to the conclusion that 

they are expressed in two predominant states: the intrusive state, characterized by unbidden 

ideas, sudden rushes of feelings, troubled dreams, repetitive behavior, and even compulsive 

actions; and the avoidance state, in which the individual denies the meaning and 

consequences of the event, and experiences blunted sensation, behavioural inhibition, and 

constriction of ideation. He saw these reactions as links between the individual's awareness 

of the stressful stimuli and adaptation through coping behavior.  

In an effort to provide researchers with a psychometrically sound self-report instrument 

assessing the essential characteristics associated with stress disorders, Horowitz, Wilner, and  
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Alvarez (1979) collected statements most frequently used to describe episodes of distress 

experienced during recent life changes. After a number of pilot studies, 15 items that would 

provide a total subjective stress score and subscores for the response sets, intrusion and 

denial, were selected. However, as respondents cannot report on unconscious aspects of the 

denial process “the term avoidance rather than denial was used to describe this subscale” 

(Horowitz et al., 1979, p. 210). The pilot work identified the previous seven days as the best 

time unit for clinically valid reports. As the instrument focuses on the formal processes of 

thought, it permits comparison of the impact of different types of life events and the 

individual’s different responses to them. The scale can be anchored to specific constellations 

of life events, such as natural disasters, assaults, illness, injury, and personal losses (Goldberg, 

1972).  

 The 15-item scale was administered to 25 physical therapy students to assess its test-

retest reliability. Using a one-week test-retest interval, the results were 0.87 for the total 

score, 0.89 for the intrusion subscale, and 0.79 for the avoidance subscale. In order to 

determine the sensitivy of the scale to change as a result of a planned intervention, it was 

administered to participants before and after they received between 4 and 31 weeks therapy 

to relieve their stress response syndromes. Changes in the IES scores correlated with the 

clinical assessments and subjective reports, thus supporting the scale’s validity as a sensitive 

reflection of change. Finally, the instrument was administered to a group of 110 medical 

students who had, in the previous month, participated in their first cadaver dissection. The 

aim was to determine if the instrument would discriminate between populations who had 

experienced a different kind of life event. The new data were contrasted with those 
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previously collected. As predicted the differences in total and subset scores were sizable and 

statistically significant (Horowitz et al., 1979). 

The psychometric properties of the IES have been tested using different populations. It 

was found to be reliable with outpatients and field subjects who had experienced parental 

bereavement (Zilberg, Weiss, & Horowitz, 1982), soldiers who had been exposed to combat 

(Schwarzald, Solomon, Weisenberg, & Mikulincer, 1987), survivors from shipping disasters 

(Joseph, Williams, Yule, & Walker, 1992; Yule, Bruggencate, & Joseph, 1994),  female bank 

staff who had been caught in an armed bank raid (Hodgkinson &Joseph, 1995), school 

children who were either displaced persons or refugees (Dyregrov, Kuterovac, & Barath, 

1996; Sack, Seeley, Him, & Clarke, 1998). McDonald (1997) used a non-clinical sample of 

university students and concluded that while only three factors are present “the essence of 

the scale remains intact” (p. 423). Means and standard deviations on the IES scores obtained 

in a representative sample of studies are summarized in Table 12. 

  



   
Table 12 Means and Standard Deviations for the Intrusion and Avoidance Subscales of the IES for Different Populations  

Researcher Date          Event Population  n Intrusion  Avoidance
     Mean   SD Mean SD
Horowitz 1982 Breast biopsy - cancer? Female surgical patients 68 7.2 7.5 7.5 9.0 

  Cancer Diagnoses  Medical patients 54 8.4 8.2 9.2 8.1 

         

         

         
      

       

         

     

Horowitz et al. 1979  First cadaver dissection Female medical students 35 6.1 5.3 6.6 7.0 

Lawrence et al. 1996 Severe burn injury Adults 23 9.0 5.6 7.0 6.1 

Servicemen 328 6.2 6.4 9.5 8.2McCarroll et al.  1993 Anticipatory stress related to handling 

human remains Servicewomen 57 8.2 6.4 11.8 8.3

Thompson 
 

1993 
 

Body recovery and identification   
 

Police  
 

28 7.6 7.4 4.7 6.9 

Ursano et al.   1995 Exposure to traumatic death Mortuary assistants 54 9.8 8.0 9.1 9.2 
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In a study of survivors of an off-shore oil-rig fire, Ersland, Weisaeth, and Sun (1989) 

found the scale's sensitivity, specificity, and miscalculation rate to be 44.5%, 96%, and 24% 

respectively.  Similarly, after interviewing people presenting with stress, Neil, Busuttil, and 

Rollins et al. (1994) found the scale's sensitivity, specificity, and miscalculation rate to be 

89%, 88%, and 11.4% respectively. In a study by Hodgkinson and Joseph (1995), 

ccorrelations of the IES and the GHQ-28 scores for 228 female bank employees involved in 

armed holdups revealed that higher scores on the GHQ-28 were associated with higher 

scores on the IES intrusion subscale (smallest r  = 0.60, p < 0.001) and higher scores on the 

avoidance subscale (smallest r = 0.44, p < 0.001). Hodgkinson and Joseph (1995) concluded 

(a) the "IES has concurrent validity as a measure of emotional distress, (b) is specifically 

designed to measure pressure of memories of traumatic events, and (c) seems to offer a 

measure of the mental burden caused by that event without assuming that symptoms had 

resulted” (p. 755).   

After assessing the impact of search and rescue operations on volunteer workers 

following the Armenian earthquake, Patton (1990) suggested the IES is a more sensitive 

instrument and a more effective means of assessing the psychological consequences of 

disaster work than the GHQ. He concluded that the GHQ, on its own, would not provide 

researchers with sufficiently accurate assessments of the nature and extent of the problems 

or the effectiveness of interventions.    

The WOCC is a self-report instrument designed to assess how people cope with the 

internal and external demands generated by the stresses found in everyday life. It was 

developed in the period 1976-77 (Folkman & Lazarus, 1980, p. 236) to assist investigators  
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operationalize and quantify coping so that they could determine the relationship that exist 

between life stress, coping strategies, and adaptation. The items in the checklist are based 

primarily on the cognitive-transactional theory of stress developed by Lazarus (1966). 

The original format described a broad range of behavioral and cognitive coping 

strategies that an individual might use in a specific situation. It included items from the 

domains of defensive coping, information seeking, problem solving, palliation, inhibition of 

action, direct action, and wishful thinking. The questions are always answered with a specific 

incident in mind and scored using a 'yes' or 'no' format. The items are classified into two 

categories, problem-focused and emotion-focused. The problem-focused category includes 

items that describe cognitive problem-solving efforts and behavioral strategies for altering or 

managing the source of the problem. The emotional-focused category includes items that 

describe cognitive and behavioral efforts at managing emotional distress.  

The internal consistency of the classification of the items was evaluated by an 

interdisciplinary group of 10 people familiar with the project and the theory underpinning 

the scale development. Leigh (1979) administered the checklist to a group of undergraduate 

psychology students (N=78). Over three testings, 78% of the items were identified as having 

the function predicted. The data were also subjected to Principal Components Analysis using 

varimax rotation. In a forced two-factor solution, 78% of the items classified as problem-

focused correlated (>.50) with the first factor, and 68% of the emotion-focused items 

correlated with the second factor. Finally, the internal consistency of both the problem-and 

emotion-focused scales were examined using Cronbach's alpha. The results were .80 and .81 

for the problem-focused and emotion-focused scales, respectively.   
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In light of Leigh's (1979) findings and the data from a study by Coyne, Aldwin, and 

Lazarus (1982), the checklist was revised in 1984. Ambiguous items were reworded or 

deleted and items that had been suggested by other research were added. The response 

format was changed to a 4-point Likert scale. Using three separate data analytical techniques 

Folkman, Lazarus, Dunkel-Schetter, DeLongis, and Gruen (1986) found eight factors that 

accounted for 46.2% of the total variance.  Scale 1 (Cognitive Coping) describes aggressive 

efforts to alter the situation. Scale 2 (Distancing) describes efforts to detach oneself. Scale 3 

(Self-Control) describes efforts to regulate one's own feelings. Scale 4 (Seeking Social 

Support) describes efforts to seek informational support. Scale 5 (Accepting Responsibility) 

acknowledges one's own role in the problem. Scale 6 (Escape-Avoidance) describes wishful 

thinking. Scale 7 (Planful Problem Solving) describes deliberate problem-focused efforts to 

alter the situation. Scale 8 (Positive Reappraisal) describes efforts to create positive meanings 

by focusing on personal growth. The internal consistency coefficient of each of the subscales 

was calculated using Cronbach's alpha. The coefficients for scales 1 to 8 were .70, .61, .70, 

.76, .66, .72, .68, and .79, respectively.  

In 1993, Atkinson used the Revised WOCC to survey 149 second-year university 

students who recorded the five most saddening emotional incidents they experienced over a 

ten-week period (N=745). When the data were subjected to Principal Components Analysis 

with varimax rotation, eight factors with eigenvalues greater than 1 were found that 

accounted for 47.7% of the total variance. However, when the factor loadings were 

compared to the original scales of Folkman et al. (1986), two differences emerged. First, the 

original Self-Control factor (Scale 3) was missing. Most items from this scale loaded weakly 

with Problem-Solving (Scale 7) and two on the Distancing scale (Scale 2). Atkinson (1993) 
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concluded "this may be the result of individuals' reduced need to control impulsive actions 

actively when experiencing sadness, likely due to the reduced motivational impetus 

associated with emotion" (p. 1160). Second, the items in the Escape-Avoidance scale (Scale 

6) split into two factors, "Cognitive avoidance and another factor which were conceptually 

related to the individuals' focus on and attempts to reduce anxiety and physiologic 

discomfort" (p. 1160). The bidimensionality of the avoidance scale was conceptually 

consistent with the findings of Mehrabian and Bernath (1991) that the anxiety and 

physiological symptomatology were distinct from cognitive manifestations of non-clinical 

depression. 

Using multidimensional scaling, Watson, Willson, and Sinha (1998) examined the 

underlying structure of the revised version of the WOCC using data sets obtained in three 

cross-cultural settings: the Lazarus and Folkman 1984 normative sample (N=150), a 

Canadian normative sample (N=385), and an East Indian sample (N=199.) Although some 

cultural differences were noted, analysis yielded one interpretable dimension which appears 

to be effective/ineffective coping strategies (Watson, Willson, & Sinha, 1998).  

  The Revised Collett-Lester FDDS was specifically designed to measure overt 

(conscious) death fear and anxiety (Lester, 1990). It distinguishes between the fear of death 

and the fear of dying. There are four subscales consisting of 8 questions each, a total of 32 

questions in all. The four subscales consist of questions related to one's own death, one's 

dying, the death of others, and the dying of others.  

The revised scale was tested for reliability and construct validity and is considered to be 

“useful, reasonably reliable and valid” (Lester, 1990 p. 461). In a 2-day test, Lester, using the 

revised format on 27 college students enrolled in psychology courses, found split-half 
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reliabilities of 0.91, 0.90, 0.72, and 0.88, respectively. To confirm internal consistency the 

revised scale was administered to 73 adults. Cronbach alphas were 0.91, 0.89, 0.72, and 0.87, 

respectively, for fear of death of self, fear of dying of self, fear of death of others, and fear of 

dying of others. Construct validity was obtained by administering the short version of the 

Maudsley Personality Inventory to the same 73 adults. Correlations were examined and 

measured between the revised Collett-Lester scale and neuroticism and extraversion. In both 

genders it was found that neuroticism correlated significantly with the fears of death and 

dying (Lester, 1994).   

In 1993, Lester and Castromayor carried out an exploration of cross-cultural validity. 

They also sought to determine whether the Death Anxiety scale was more sensitive to 

particular fears of death and dying. Both the Death Anxiety Scale and the Revised Collett-

Lester FDDS were administered to 18 male and 106 female nursing undergraduate students 

in the Philippines. Scores on the Death Anxiety Scale were strongly associated with the four 

Collett-Lester subscales. Scores for the Death of Self, Dying of Self, Others Death, and 

Others Dying subscales were .36, .34, .45, and .24 respectively, all statistically significant. 

Correlation by item indicated that 11 of the items of the scale correlated with the Others 

Death subscale, 8 items with the Own Death subscale, 7 items with the Dying of Self 

subscale, and 4 items with the Others Dying subscale. Two items (2 and 15) did not correlate 

with any of the subscales.     

In 2000, Mooney in a three-pronged approach examined the construct validity of the 

Collett-Lester scale. The first of three studies (N=106) examined the relationship between 

the Collett-Lester scales and the scales of the Multidimensional Fear of Death Scale (Hoelter, 

1979). The study also provided an opportunity to assess the scale's internal consistency, test- 
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retest reliability, and convergent and discriminant validity against measures of extraversion, 

neuroticism, and social desirability. The intercorrelations of the eight subscales of the 

Multidimensional Fear of Death Scale with the four subscales of the FDDS indicated 

reasonable levels of correlation among the subscales which, with one exception, were 

statistically significant.   

Correlations between the four Collett-Lester subscales and the Eysenck Personality 

Inventory-Short Form measures of neuroticism and extraversion and the short form of the 

Crowne and Marlowe (1960) Social Desirability Scale indicated there was no relationship 

between extraversion or social desirability and any of the four subscales. Neuroticism, on the 

other hand, was found to relate to the Death of Others and Dying of Others subscales. 

Gender was found to be unrelated to any of the Collett-Lester subscales. The coefficients for 

test-retest stability were .85, .86, .77, and .83 for the Death of Self, Dying of Self, Death of 

Others and Dying of Others subscales respectively.  

The second study (N=243) examined the sensitivity of the Collett-Lester scale to 

change. The experimental group consisted of students who completed a single semester 

experiential/didactic death education program conducted over 3 hours each week for 14 

weeks. The participants who formed the control group were selected on the basis that they, 

like the experimental group, were undergraduate students at the same academic level, who 

had enrolled in a program of similar structure, design, and duration as the death education 

program. When the pretest and post-test data were compared, a marked difference in the 

scores was apparent. The post-test scores for the experimental group decreased, whereas the 

post-test scores for the control group increased.  
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The third study in the series (N=493) examined the factor structure of the scale. Collett 

and Lester (1969), in developing the scale, proposed, on the basis of a rational analysis of the 

construct of death anxiety, that there should be four basic dimensions depending on whether 

the target of the anxiety was self or others and on whether it was the idea of death itself or 

the process of dying that was a concern. This four-dimensional structure guided both the 

development of the original scale and its revision.  When the data from 493 participants was 

subjected to Principal Components Analysis seven factors with eigenvalues equal to or 

greater than 1 were identified. The first four factors accounted for 51% of the total variance, 

while the remaining three factors accounted for a further 11%. However, Cattell's (1952) 

scree-test clearly indicated that a four-factor solution was appropriate.  After exhaustive 

examination, Mooney (2000) concluded that despite some psychometric weaknesses the 

Revised Collett-Lester FDDS is a suitable instrument with which to measure death anxiety. 

The questionnaire specifically designed to obtain retrospective data for Study 1 was 

modified by deleting items considered inappropriate with the shortened form of the report 

(24 hours).    

Method 

Participants and Design 

 Two groups of participants were studied, a group which encountered post-mortem 

care, the Post-Mortem Care (PMC) Group (N=59), and a group that completed a scheduled 

academic examination (Exam Group; N=59). Approval for the study was obtained from the 

University's Human Ethics Research Committee. 
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In the years, 1999, 2000 and 2001 all undergraduate students enrolled in the University's 

three Schools of Nursing were invited to participate in the study. Of the 2,094 invitations 

delivered by letter to the student's home address, 27males and 238 females agreed to 

participate in the study (response rate = 13%). Their age ranged from 18 to 51 years 

(M=27.04, SD=8.33); 27 were married or living in a relationship, and the remaining 75% 

were single, widowed, or divorced. Nine respondents returned the invitation commenting 

they found the topic distasteful or could not participate because the subject created 

emotional difficulties for them.  

At the time of closing the study, a sub-set of 59 participants, i.e., 22% of the volunteers 

had performed post-mortem care for the first time in their nursing career, and these 

constituted the PMC Group in the study. The participants ranged in age from 18 to 43 years 

(M=26.49, SD=7.89) when they carried out their first post-mortem care procedure. 

In 2001, nursing students were asked to participate in a study of stress. Six males and 53 

females, that is, 16% of the intake agreed to take part in the study. Demographically they 

matched the PMC Group (see Table 13). The stressful event for this group was the 

scheduled first semester, first year examination. None of the students included in this group 

was participants in the PMC Group. 
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Table 13. Demographic Characteristics of Participants in the Two Groups 
 
Characteristics  PMC Group  

N=59 
Exam Group  

N=59 
Gender  
     Males 
     Females 

 
12.1% 
87.9% 

 
10.2% 
89.8% 

Age     
     Minimum 
     Maximum 
     Mean 
     SD 

 
18 
43 

26.4 
7.9 

 
18 
49 

27.6 
8.7 

 
Marital Status  
    Single 
    Married / Other type of relationship 
 

 
 
              70.9% 

29.1% 

 
 

72.9% 
27.1%  

 

Procedure  

The PMC Group was initially provided with two packages. The first contained 

instruments designed to gather base line data: a demographic data sheet, the GHQ-28, the 

Revised WOCC, and the Revised Collett-Lester FDDS. The focus of the WOCC was the 

most stressful everyday event the participants had encountered in the previous seven days. 

The second package contained a modified version of the questionnaire designed for Study 1. 

This was to be completed and returned 24 hours after they had performed their first post-

mortem procedure.  Seven days post-event, the participants completed the IES and a further 

copy of the WOCC. This time the focus of the WOCC was their first post-mortem care 

procedure.  Finally, five weeks post-event, participants completed a second copy of the IES 

and the last section of the questionnaire designed for Study 1.      

 
Ten weeks prior to the first semester examinations, the Exam Group provided base line 

data by completing a demographic data sheet, the GHQ-28, the FDDS, and the WOCC. In 
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this instance the focus of the WOCC was the most stressful every day event they had 

encountered in the previous seven days. Seven days after the examination period, 

participants completed the IES and a second copy of WOCC, this time focusing on their 

examination experience. Five weeks post-event, the participants completed a second copy of 

the IES.  

Results 

All data analysis was conducted using the Statistical Package for the Social Sciences 

(SPSS) Version 10.05 for Windows.   

Mean scores (and standard deviations) for the PMC and Exam Groups on the GHQ 

and FDDS at T1 are shown in Tables 14 and 15 respectively. The groups clearly differed in 

both attitudes to death and dying, more intense in the PMC Group, and general mental 

health, poorer in the Exam Group. 

Table 14.  Means and Standard Deviations for the GHQ-28 for the PMC and Exam Groups 

 PMC Group 
N=59 

Exam Group 
N=59 

  

Subscale Mean SD Mean SD F p 
Somatic Complaints 1.36 1.85 2.22 1.99 5.979 .016

Anxiety / Insomnia 1.92 2.25 2.56 2.25 2.410 .123

Social Dysfunction 1.05 1.73 2.00 2.05 7.396 .008

Severe Depression .64 1.37 .90 1.77 .760 .385

Total Score 4.92 5.88 7.69 6.40   
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Table 15.  Means and Standard Deviations for the FDDS for the PMC and Exam Groups 

 PMC Group 
N=59 

Exam Group 
N=59 

  

Subscale Mean SD Mean SD F p 
 Death of Self 21.68  7.97 17.4 8.93 5.916 .017

 Dying of Self  28.19 7.36 26.48 8.47 1.267 .263

 Death of Others  26.22 6.53 23.88 7.15 3.183 .077

 Dying of Others  26.17 6.35 23.34 7.66 8.143 .005

Total Score  102.59 22.69 90.42 28.46   

 

The differences between the two groups employed here, before their respective events, 

makes comparison of the groups after the event difficult. More is said on this in the 

Discussion. 

In what follows, results from the questionnaires are presented for the PMC Group 

before comparisons are made with the Exam Group. The participants' behavioural, 

cognitive, emotional, and physical reactions to post-mortem care are illustrated in Tables 16, 

17, 18, and 19 respectively.   
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Table 16.  Behavioural Reactions Related to Post-mortem Care in Order of 

                 Frequency of Endorsement (N=59) 

Reaction % 

Reliving the event 91 

Increased tobacco consumption 69 

Doubts over performance of your duty 51 

Increased alcohol intake 49 

Increased or decreased appetite 49 

Excessive silence 37 

Withdrawal 32 

Excessive humor 29 

Exaggerated startle response 29 

Unusual behaviour 22 

Suspiciousness 15 

Did not perform well 12 

 

Examination of Table 16 shows that the single most frequently reported behavioural 

reactions are reliving the event (91%) and smoking more than usual (69%), while over half 

the participants had doubts over their performance.   
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Table 17.  Cognitive Reactions Relating to Post-mortem Care in Order of  

  Frequency of Endorsement (N=59) 

Reaction % 

Self assured 78 

Intrusive thoughts  67 

Distressing dreams 56 

Disruption in logical thinking 36 

Decreased attention span 35 

Confusion 34 

Memory problems 29 

Calculation difficulties 27 

Anomia  (loss of words) 25 

Lack of control 10 

 

Table 17 summarises the response to the inventory of cognitive reactions to the post-

mortem care experience. The single most reported reaction, for 78% of the sample was 

feeling self assured. Other reactions reported by more than 50% of the sample, were 

intrusive thoughts (67%) and distressing dreams (56%).  
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Table 18.  Emotional Reactions Relating to Post-mortem Care in Order of  

  Frequency of Endorsement (N=59) 

 Reaction % 

1. Sadness 80  

2. Quietness 68 

3. Anxiety  63 

4. Grief 59 

5. Anticipation 52  

6. Fear 51 

7. Overwhelmed 47 

8. Worried 47 

9. Gratitude 47  

10. Feeling hopeless  44 

11. Depressed 42  

12. Remoteness 42 

13. Numbness  34 

14. Anger 30  

15. Denial 20  

16. Surprised 29 

17. Survivor guilt 19  

18. Wishing to die 3  

 
Table 18 summarises the emotional reactions reported by the participants. In general, 

percentages of endorsement were higher across categories in this than for behavioural and 

cognitive reactions. Most frequently reported (by more than 60% of the sample) were 

sadness, quietness, and anxiety. It is interesting to note that although participants had a 

choice between anxiety and fear they opted more frequently for anxiety. Most other 

emotions had endorsement percentages greater than 20%.   
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Table 19.  Physical Reactions Relating to Post-mortem Care in Order of 

  Frequency of Endorsement (N=59) 

Reaction % 

Fatigue 68  

Sleep disturbances 52 

Rapid heart rate 46 

Upset stomach 37 

Dry mouth 37 

Headaches 36 

Nausea 32 

Effervescence 32  

Profuse sweating 30 

Tremors and shakes 30 

Muscle aches 25 

Chills 20 

Diarrhoea 12 

Calm and relaxed 12 
 

Table 19 summarises the endorsement of physical reactions reported by the 

participants. The single most frequently endorsed symptom is 'fatigue' (68%). The other 

physical reaction endorsed by more that 50% of participants is 'sleep disturbance'.  

In an attempt to summarise the data on reactions to post-mortem care in Study 1, 

Principal Component Analyses were run on each of the four sets of physical, behavioural, 

emotional, and cognitive responses. Sample size was considered barely adequate for these 

analyses. Sample size in Study 2 was clearly insufficient. It was decided, therefore, to check 

the findings of Study 1 by using the component loadings as the basis for separate scales and 

calculate their internal consistencies. If scales found by adding together those items that 
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defined a component in Study 1 had high internal consistency, this would be evidence that 

the components had identified coherent reaction patterns. One difficulty with this approach 

is that reliability analysis is sensitive to the size of the item pool (Nunnally, 1978), with the 

fewer the items the lower the estimate of internal consistency (Cronbach's alpha). It is also 

the case that Cronbach's alpha does not provide a test of unidimensionality of an item set in 

the way that   the identification of a component does. It does, however, estimate the extent 

to which the item set is interrelated and to this extent provides a test of coherence. Table 20 

presents the Cronbach alphas for each of the sets of items identified in Study 1.  

Table 20.  Cronbach Alphas for the Item Sets (Components) Identified in Study 1 

Component Item Set Alpha 

Behavioural reactions    1, 2, 4, 11, 12 .51 

Behavioural reactions    5, 10 .35 

Cognitive reactions    1, 3, 6, 8 .35 

Emotional reactions   1 to 18 .92 

Physical reactions   1 to 14 .86 

 
As inspection of Table 20 indicates, the scores involving the total item sets give quite 

satisfactory alpha values, where satisfactory is defined in terms of Nunnally's (1978) lower 

limit for use in research of .7. The shorter item sets, however, show much poorer reliability 

and to that extent question their coherence. Although the components identified stand as 

useful summaries of the data obtained in that study, the present analysis questions the 

coherence of the item sets for the specific components in the behavioural and cognitive 

domains.  
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In view of the better reliabilities obtained when all items from a domain were pooled 

the analyses were re-run for the behavioural and cognitive domains using all the items. The 

alpha for the total set of behavioural items was .70, at the lower limit using Nunnally's 

criterion, and .78 for the cognitive items. Scales were formed by adding all the items in each 

of the four domains (with the reliabilities discussed) and scores on the scales intercorrelated 

and correlated with rated impact of the event. Results are shown in Table 21. 

Table 21.  Correlation of the Reaction Components with Each Other and with the Rated  

                 Impact  

Variable 1 2 3 4 5 

Mean  23.31 15.24 18.76 25.62 5.75 

SD 13.51 10.38 15.13 22.11 2.05 

Intercorrelations      

1.  Behavioural Reactions  .64 .70 .65 .33 

2.  Cognitive Reactions   .74 .74 .57 

3.  Physical Reactions    .77 .43 

4.  Emotional Reactions     .54 

5. Rated Impact      

Note: All correlations are statistically different from zero (p < .05) 

Inspection of Table 21 indicates that the scores intercorrelate highly and each correlates 

with Rated Impact. To examine the scores in combination in relation to Rated Impact, a 

multiple regression analysis (stepwise) was run with Rated Impact as the dependent variable. 

In combination, the scores predicted 37% of the variance in Rated Impact, R = .611, F (4, 

52) = 7.73, p <. 05. The beta weights for each of the scores are shown in Table 22. 
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Table 22.  Beta Weights for the Four Scales in the Prediction of Rated Impact 

Subscale beta T p 

Behavioural Reaction -.148 -.915 .364 

Cognitive Reaction .471 2.617 .012 

Physical Reaction -.104 -.524 .603 

Emotional Reaction .370 1.951 .056 

 

The regression analysis indicates that the statistically significant predictor of Rated Impact, 

when all four scores are considered together, was the Cognitive Reactions scale, although the 

Emotional Reactions scale had a substantial beta weight, which was close to the significance 

criterion of p < .05. 

Impact of the Event 

Table 23 summarizes responses to the questionnaire item relating to the impact of the 

first post-mortem care experience for the participants in the PMC Group. Inspection of 

Table 23 indicates that 18 participants (31%) rated the experience as having "no' or 'little' 

impact, whereas 26 participants (44%) rated the experience as having a 'substantial' or 

'dramatic impact' on them.  

 

  



 
 

 
 
Table 23.  Summary of Responses to Question 22: 'Now that you have laid out your first patient, how would you rate the impact 
the  
                event had on you?' (N=59) 

 
No impact Little impact  Substantial impact Dramatic impact
     1       2 3 4 5      6      7      8       9    10 
 f     % 
 

  f     % 
 

  f     % 
 

      f     % 
 

   f     % 
 

 f     % 
 

 f     % 
 

 f     % 
 

   f     % 
 

 f     % 
 

1 (1.7%)    1 (1.7%)    4 (6.8%)       12 
(20.3%)    
 

12 (20.3%)   3 (5.1%)    13 (22%)   8 (13.6%)   1 (1.7%)   4 (6.8%) 
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Table 24 presents a comparison of the findings on impact in this study with those in 

Study 1. 

 
Table 24.  Comparison of Frequencies (and Percentages) of Participants Endorsing Various  

                Categories of Rated Impact in Study 1 and Study 2 

 No/ Little Impact Mid Point Substantial/ Dramatic Impact

Study 1 9 (9.2%) 18 (18.5%) 70 (72.2%) 

Study 2 18 (30.5%) 15 (25.4%)  26 (44.1%) 

 

Inspection of Table 24 indicates that far fewer participants in Study 2 rated the impact in the 

highest categories than was the case in Study 1. Comparison of the frequencies in Table 18 

indicates that the differences are statistically significant, κ2 (df  2) = 15.12, p<.01. 

The age range of participants in Study 1 was considerably wider than in Study 2. To 

check on the effect of this variable on the difference in impact ratings in the two studies, 

participants aged 43 (the oldest age in Study 2) or younger in Study 1 were selected and their 

data on impact are presented in Table 25. Although the differences are slightly reduced, the 

overall difference between the two samples remains significant, κ2 (2) = 7.82, p < .05.  

Table 25.  Comparison of Frequencies (and Percentages) of Participants Endorsing Various  

                Categories of Rated Impact in Study 1 and Study 2 Corrected for Age 

 No/Little Impact Mid Point Substantial/Dramatic Impact 

Study 1 8 (12.5%) 13 (20.3%) 43 (67.2%) 

Study 2 18 (30.5%) 15 (25.4%) 26 (44.1%) 

  
  As in Study 1, rated impact of the initial experience of post-mortem care was 

correlated with a number of variables available from the questionnaire.  Descriptive statistics 

for these variables are shown in Table 26 and their correlations in Table 27.  
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Table 26. Descriptive Statistics for Variables Derived from the Questionnaire Administered at T2 
 
     N SD Mean Median Range Skewness

1.        Participant's gender 58 1.88 .33 2.00 1-2 -2.391*

2. Participant's age (at time of incident) (Q3) 58 26.36 7.92 23.00 18-43 .788* 

3. Months of training at the time of the incident (Q2) 58 19.84 18.0 10.23 3-49 .726* 

4. Patient's age group (Q10) 58  13.98 3.10 15.00 2-19 -1.777* 

5. Expectation of death (Q11) 58 1.22 .42 1.00 1-2 1.358* 

6. Body disfigured (Q12)  58  1.96 .19 2.00  1-2 -5.191* 

7. Participant remembers patients name (Q13) 58 1.10 .31 1.00 1-2 2.674* 

8. Nature of participant /patient relationship (Q14)  58  2.16 .83 2.00  1-4 .638* 

9. Participant had assistance (Q15) 57  1.96 .19 2.00  1-2 -5.191* 

10. Assistant more experienced (Q16) 54 1.17 .38 1.00 1-2 1.840* 

11. Prior experience of death (Q21) 57 1.46 .50 1.00 1-2 .181 

12. Impact of event (Q22) 57 5.75 2.05 5.00  1-10 .137 

 
* p < .05  
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Table 27.  Intercorrelations of Variables Derived from Questionnaire Administered at T2 

 

              Variable 1 2 3 4 5 6 7 8 9 10 11 12

1.         Participant's gender -.12 .17 -.09 -.06 -.07 .13 .01 -.07 .03 .13 .27*

2. Participant's age (at time of incident) (Q3)        -.17 -.01 .02 -.04 -.07 .14 .02 .17 -.05 .04

3. Months of training at the time of the incident (Q2)    -.25 .09 .17 .02 -.13 .04 -.13 .35* -.08

4. Patient's age group (Q10)     -.50* .03 -.33* .21 .03 -.09 .18 -.31*

5. Expectation of death (Q11)      .10 .23 -.20 -.14 -.10 -.08 .08 

6. Body disfigured (Q12)        .07 -.08 -.04 -.17 .17 -.17

7. Participant remembers patients name (Q13)          -.27* .06 .03 .26 -.05

8. Nature of participant/patient relationship (Q14)          -.19 .05 -.13 .20 

9. Participant had assistance (Q15)           - -.02 -.12

10. Assistant more experienced (Q16)            -.07 .08

11. Prior experience of death (Q21)             .02

12. Impact of event (Q22)             
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As found previously, several of the variables showed significantly skewed distributions 

and this needs to be taken into account in considering the intercorrelations in Table 26. In 

the present study, as inspection of the Table indicates, only gender of the participant and age 

of the patient predicted rated impact: females gave higher ratings than males and the younger 

the patient at the time of death the greater the impact. 

 In Study 2, scores on the GHQ and the FDDS were available and these were 

correlated with rated impact, with results as shown in Tables 28 and 29. The FDDS total 

score correlated with rated impact, with higher FDDS scores predicting higher rated impact, 

and the Somatic Symptoms scale of the GHQ correlated positively with rated impact. 

Table 28.  Correlations of FDDS Subscales and Total Scores with Rated Impact 

Subscale r 

Death of Self .25 

Dying of Self .18 

Death of Others .22 

Dying of Others .25 

Total .28* 

 

Table 29.  Correlations of GHQ-28 Subscales and Total Scores with Rated Impact 

Subscale r 

Somatic symptoms .26* 

Anxiety and Insomnia .11 

Social dysfunction .24 

Severe depression .02 

Total Score .21 
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Intrusion and Avoidance  

Table 30 presents the means and standard deviations on the two subscales of the IES 

and total score on the scale at one week (T3) and five weeks (T4) after the event and the 

mean change (T3 - T4). Multivariate analysis of variance was used to compare the two 

groups at each of the two time periods and matched pairs t tests were performed on the 

mean change scores.  

Table 30.  Means and Standard Deviations for the Intrusion and Avoidance Subscales at T3  

                 (one week after the event) and T4 (five weeks after the event) for the PMC and  

                  the Exam Groups 

 T3 T4 Mean 
 Mean SD Mean SD Difference
PMC Group      

Intrusion 10.51 8.57 9.96 9.76 .55 

Avoidance 9.27 7.87 8.67 10.47 .60 

Exam Group      

Intrusion 18.16 9.35 15.44 9.37 1.16 

Avoidance 14.51 8.62 14.70 8.52 .56 

 

At one week after the event (T3), there was a significant difference between the groups 

in terms of scores on the Intrusion and Avoidance subscales, Wilks Lambda = .842, F 

(2,109) = 10.228, p < .001. Univariate analyses of variance, summarised in Table 28, 

indicated significant differences on both subscales. Because the two groups differed in GHQ 

score and because this is known to correlate substantially with IES scores (Hodgkinson & 

Joseph, 1995), the multivariate analysis was rerun using GHQ score as a covariate. The F 

value for the Group Difference was slightly reduced as a result of the addition of the 

covariate but the conclusion remained unchanged: the Exam Group showed significantly 
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higher Intrusion and Avoidance scores one week after the event compared to the PMC 

Group. 

At five weeks after the event (T4), there continued to be a significant difference 

between the two groups in terms of the combination of IES scores, Wilks Lambda = .901, F 

(2,101) = 5.531, p = .005, and again significant univariate F tests were found with both 

subscales (Table 31). Introduction of the GHQ as a covariate made no material difference to 

the conclusion reached. Analyses of the change in scores between T3 and T4 are 

summarised in Table 32. As inspection of the Table indicates, there were no significant 

changes for either subscale in either group. 

Table 31. Univariate F Tests on the Means Shown in Table 30 
 
 MSE F p 

Week 1    

Intrusion 80.53 20.33 .000 

Avoidance 68.27 11.24 .001 

Week 5    

Intrusion 91.96 10.35 .002 

Avoidance 96.95 8.10 .005 
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Table 32. Results of t Test on Change over Time (T3 -T4) for the Scores on Intrusion and 

                 Avoidance Subscales of the IES 

 Mean Difference SD Difference T p 

PMC Group     

Intrusion  .55 7.22 .56 .578 

Avoidance .60 7.24 .62 .541 

Exam Group     

Intrusion 2.54 11.84 1.52 .136 

Avoidance .12 9.78 .09 .931 

  

 Ways of Coping 

 Table 33 presents the means and standard deviations on each of the subscales of the 

WOCC before the event (T1) and one week after (T3) and the mean change (T1 - T3) for 

each group. Multivariate analysis of variance was used to compare the means for the two 

groups at each of the two time periods and matched pairs t tests were performed on the 

mean change scores. 
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Table 33. Means and Standard Deviations on Each of the Subscales of the WOCC Before  

               and After the Event For the PMC and Exam Groups and the Mean Change From  

   Before to After 

 T1 T3  
 Mean SD Mean SD Mean Change
PMC Group      

Confrontive Coping 8.09 5.66 7.49 4.53 .56 

Distancing 11.66 7.26 15.56 9.60 -3.98 

Self-Controlling 13.38 5.81 14.71 7.36 -1.22 

Seeking Social Support 14.67 9.67 16.73 10.43 -1.91 

Accepting Responsibility 12.22 9.14 5.25 5.90 6.67 

Escape - Avoidance 9.59 5.40 5.78 7.40 3.89 

Planful Problem Solving 19.57 10.61 14.96 8.13 4.51 

Positive Reappraisal  10.52 6.42 18.67 9.38 -8.02 

Exam Group      

Confrontive Coping 7.85 5.76 7.73 4.93 .16 

Distancing 10.51 7.01 12.84 6.32 -2.50 

Self-Controlling 13.66 7.40 12.21 4.88 1.36 

Seeking Social Support 16.66 8.14 14.96 6.78 1.88 

Accepting Responsibility 10.47 8.00 11.00 7.07 -.45 

Escape - Avoidance 11.36 7.84 9.75 6.16 2.04 

Planful Problem Solving 17.56 7.67 18.61 7.97 -1.23 

Positive Reappraisal  11.12 6.35 12.68 6.46 -1.91 

 
Note: Values have been rounded to two decimal places 
 

Prior to the event, there were no differences between the groups in terms of the set of 

WOCC subscales, Wilks Lambda = .914, F (8,108) = 1.272, p = .266. After the event, there 

was a significant difference between the groups for the set of subscales, Wilks Lambda = 

.644, F (8,102) = 7.049, p = .000. The results of the one-way analyses of variance on each of 
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the subscales are summarised in Table 34. Inspection of this table indicates significant 

differences for five of the eight subscales, with the direction of the difference shown in 

Table 33. The PMC Group compared to the Exam Group showed higher scores on the Self-

Controlling and Positive Reappraisal subscales after the event, and lower scores on 

Accepting Responsibility, Escape-Avoidance, and Planful Problem Solving subscales. 

Table 34.  Summary of One-Way ANOVA Comparing the PMC and Exam Groups on  

                Each of the Subscales of the WOCC after the Event 

Subscale MSE F p 

Confrontive Coping 22.392 .072 .789 

Distancing 65.863 3.127 .080 

Self-Controlling 38.814 4.449 .037 

Seeking Social Support 77.072 1.119 .292 

Accepting Responsibility 42.426 21.590 .000 

Escape - Avoidance 46.292 9.438 .003 

Planful Problem Solving 64.746 5.689 .019 

Positive Reappraisal  64.645 15.422 .000 

Note: df = 1,109 

Although several subscales showed differences between the two groups after the event, 

a more important consideration was the extent to which there had been a change in means 

from before to after. Table 35 shows the mean differences for each of the subscales for the 

two groups, and the results of matched pairs t tests on these differences. Inspection of Table 

35 shows that, for the Exam Group, two of the eight differences were significant, whereas, 

for the PMC Group, five of the eight differences were significant. In the Exam Group, there 

was more Distancing and more Positive Reappraisal after the event. In the PMC Group, 

there was more Distancing and more Positive Reappraisal and less Accepting Responsibility, 
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less Escape-Avoidance, and less Planful Problem Solving. Thus, post-mortem care initiated 

more extensive coping efforts than the examination. 

Table 35. Means and Standard Deviations of Differences in Subscales Scores from Before  

   and After the Event and Results of Matched Pair t Tests on these Differences 

 Mean Difference SD Difference  t p 

PMC Group     

Confrontive Coping .56 7.28 .57 .568 

Distancing -3.98 11.34 -2.60 .012 

Self-Controlling -1.22 8.40 -1.08 .287 

Seeking Social Support -1.91 12.94 -1.09 .279 

Accepting Responsibility 6.67 9.66 5.12 .000 

Escape - Avoidance 3.89 8.54 3.38 .001 

Planful Problem Solving 4.51 11.84 2.82 .007 

Positive Reappraisal  -8.02 10.39 -5.72 .000 

Exam Group     

Confrontive Coping .16 5.68 .21 .833 

Distancing -2.50 7.30 -2.56 .013 

Self-Controlling 1.36 8.67 1.17 .246 

Seeking Social Support 1.88 9.51 1.48 .146 

Accepting Responsibility -.45 8.15 -.41 .683 

Escape - Avoidance 2.04 8.39 1.82 .075 

Planful Problem Solving -1.23 9.13 -1.01 .317 

Positive Reappraisal  -1.91 6.58 -2.17 .034 

 
  
Relationship between Ways of Coping and the Impact Measures 

To this point, coping strategies have been compared between groups and over time. 

Coping is considered by Lazarus and Folkman a dynamic process which acts on the stressor 

and the emotions it engenders. It was therefore of particular interest to ask about the 
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relationship between coping strategies, as assessed by scores on the WOCC subscales, and 

rated impact of the event and the subscales of the IES. In asking about the relationships 

between the two sets of measures at the various time points, it is of interest to show how 

well the measures correlate within sets, i.e., the stability of the WOCC measures and of the 

impact measures. Correlations over time for the WOCC subscales are presented in Table 36 

and for the impact measures in Table 37. As inspection of the Table 36 indicates, there was 

modest stability for the scores on a number of the WOCC subscales in the Exam Group but 

not in the PMC Group. For the IES measures, there was stronger evidence for stability.  

With this information as background, relationships were then examined between WOCC 

scores at Time 1 and the three impact measures, and then WOCC scores at Time 3 and the 

impact measures. These results are summarised in Table 38. 

Table 36. Correlates between T1 and T3 for each of the WOCC Subscales for the PMC and  

     Exam Groups 

Subscale PMC Group Exam Group 

Confrontive Coping  .03 .46* 

Distancing  .13 .41* 

Self-Controlling  .21 .03 

Seeking Social Support  .18 .19 

Accepting Responsibility  .25 .42* 

Escape - Avoidance .14  .29* 

Planful Problem Solving  .25 .33* 

Positive Reappraisal   .18 .44* 
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Table 37.  Correlates between T1 and T2 for each of the Subscales of the IES for the PMC  

                and Exam Groups 

Subscale PMC Group Exam Group 

Intrusion .70* .69* 

Avoidance .72* .36* 

 

To examine the combination of coping strategies in relation to impact, a series of 

multiple regression analyses were run using the sum of intrusion and avoidance scores at T3 

and T4 in the PMC and Exam Groups separately. Subscale scores on first administration of 

the WOCC were the predictors in the stepwise analysis. In the PMC Group, there was no 

statistically significant relationship at T3, R2 = .180, F (8, 46) = 1.264, p > .05, nor at T4, R2 

= .249, F (8, 46) = 1.907, p >.05. In the Exam Group, there was no statistically significant 

relationship at T3, R2 = .083, F (8, 48) = .544, p >.05, nor at T4, R2 = .098, F (8, 41) = .560, 

p > .05.  When subscale scores from the second administration of the WOCC were 

used as predictors in a stepwise regression, in the PMC Group, there was a significant 

relationship at T3, R2 = .295, F (8, 46) = 2.40, p <.05, and at T4, R2 = .312, F = (8, 46) = 

2.60, p < .05. In the Exam Group there was a significant relationship at T3, R2 = .382, F (8, 

47) = 3.63, p < .05, but not at T4, R2 = .221, F (8, 40) = 1.422, p = >.05. 

 

  



Table 38. Correlations of the WOCC Subscales at T1 and T3 with the IES Subscales at T3 and T4 in Each of the Two Groups 
 
 PMC Group Exam Group 
     

          

Rated Impact Intrusion Avoidance Intrusion Avoidance
  N=57  N=55  N=55  N=55  N=55  N=56  N=56  N=49  N=49 

T3 T4 T3 T4 T3 T4 T3 T4
WOCC T1          

Confrontive Coping          

          

         

       

          

           

.13 -.13 .09 .05 .06 -.03 -.10 -.05 -.06

Distancing -.23 -.04 -.10 .09 .02 -.10 -.13 .04 -.06

Self-Controlling .12 .20 .28* .26 .31* .06 .00 .00 -.04

Seeking Social Support .18 .24 .14 -.01 .05 .03 ,10 -.11 .00 

Accepting Responsibility -.14 -.18 -.28* -.18 -.27* -.03 -.02 .08 .04

Escape - Avoidance .06 .05 .20 .23 .25 .14 .03 .27* .10 

Planful Problem Solving -.19 -.14 -.10 -.22 -.16 -.16 -.07 -.23 -.14

Positive Reappraisal .21 .07 -.03 .07 -.01 .09 .14 -.06 .12

WOCC T3          

          

          

         

          

          

Confrontive Coping .07 -.11 001 -.10 -.01 .06 .09 .17 -.09

Distancing -.37* -.09 .02 .02 .12 -.12 -.05 -.03 -.05

Self-Controlling .17 .27* .27* .35* .29* .06 .06 .22 .02

Seeking Social Support .21 -.04 -.15 -.22 -.22 .06 -.33* .05 -.31 

Accepting Responsibility -.04 .21 .25 .22 .26* -.01 .11 -.01 .17

Escape - Avoidance .04 .33 .33* .51* .36* .24 .23 .24 .29 

Planful Problem Solving .04 -.16 -.16 -.28* -.19 -.41* -.15 -.56* -.11
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To summarise, there were relationships between coping strategies and the impact 

measures (the IES but, with one exception, not rated impact) but the relationships depended 

critically on when the coping measures were obtained. Those taken at T1 showed relatively 

few significant bivariate correlations with the impact measures. When combined using multiple 

regression analysis no significant multiple R with impact at T3 or T4 was found. However, 

those taken at T3, shortly after the stressful event, showed more bivariate correlations with the 

impact measures at both T3 and T4 and significant multiple Rs. This was less true as a 

generalisation for the Exam Group than for the PMC Group. 

Discussion 

 Study 2 had several purposes: to check the findings of Study 1 using a sounder 

method, a prospective rather than a retrospective design; to examine the experience of post-

mortem care using standardised assessment devices to make some comparison with levels of 

impact reported elsewhere in the literature; to study coping strategies, specifically because of 

their importance in the Lazarus and Folkman model of stress; and to compare the impact of 

post-mortem care with that of a regularly encountered stressor for nurses in training, the 

academic examination. The study was least successful with respect to the latter, for reasons not 

foreseen at the time of planning the study.  

 The ideal design for a comparison is the randomized groups design, where participants 

are allocated randomly to two or more groups to be compared. Random allocation, in theory, 

matches groups on all possible factors that might confound the comparison, because any 

particular value on a confounding variable has an equal probability with any other of appearing 

in any one of the groups. Random allocation is seldom, however, a feasible design outside the 

laboratory, because participants cannot be assigned against their will to a condition they reject. 
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Some form of quasi-experimental design, as in the present study is therefore frequently relied 

on in applied research. A difficulty with the quasi-experimental design is that the groups may 

in fact differ in known (and unknown) ways and these may confound the comparison of 

interest. 

 In the present study the PMC Group and the Exam Group, although similar in 

demographic characteristics and drawn from the same participant pool, differed with respect 

to attitudes to death and dying and general psychological health. The difference in terms of 

attitudes to death, in hindsight, is perhaps not surprising. To volunteer for a study in which 

an encounter with a dead body is the central purpose my result from concerns about one's 

own death or that of others. Although scores on all scales of the FDDS were elevated in the 

PMC Group compared with the Exam Group, the scores that significantly differentiated the 

groups were those dealing with Death of Self and Dying of Others. 

 Although the reason for the difference is speculative, the existence of the difference 

has two important implications. The first is that any comparison between the PMC Group 

and the Exam Group is rendered ambiguous because of this pre-existing difference. 

Although the effects of the difference can be partialed out statistically, to do so is to ask ' 

How would the groups differ if they hadn't differed?' The second implication is that any 

generalisations from the findings here must be constrained by the recognition that the nurses 

providing the data on the post-mortem care experience are a subset of nurses in training, 

those with elevated concerns about death and dying. The findings may not hold, therefore, 

for all nurses in training. The extent to which this constraint operates with respect to other 

studies of the experience of post-mortem care is unknown.  
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Although the difference in attitudes to death and dying may have been anticipated by 

some, the difference in terms of general mental health was less expected. The PMC Group 

showed lower scores (better mental health) than the Exam Group and, in the case of 

Somatic Symptoms and Social Dysfunction, significantly so. A possible explanation is that 

the Exam Group showed poorer psychological health compared to the PMC Group, 

because of the stress of academic work or the impending examination. That is, the GHQ 

score was reflecting episodic effects arising from the situation of the students rather than 

chronic effects of their dispositions.  This, of course, is speculative, although elevated GHQ 

scores in a student population has been reported on at least one previous occasion (Szulecha, 

Springett, & DePaun, 1986). Again, whatever the cause of the difference, its existence acts to 

render ambiguous comparisons between the groups on other variables known to relate to 

GHQ score, such as IES scores. These differences therefore need to be borne in mind in the 

sections that involve comparisons of the groups. 

In what follows, the findings of Study 1 and 2 are first compared before results obtained 

with the standardised tests are discussed. Part of the data collected in Study 2 used a slightly 

modified version of the questionnaire used in Study 1. This enabled comparison of findings 

in the two studies, although it must be remembered that different samples were employed 

(practicing nurses from a number of hospitals with considerable experience in Study 1 and 

nurses in training from one Nursing School in Study 2). The first important difference to 

emerge from a comparison of findings of the two studies is the difference in ratings of 

impact between the two studies. Participants in Study 2 rated impact significantly lower than 

those in Study 1. Participants in the second study were making their ratings within 24 hours 

after the event in comparison to up to 40 years after the event in the case of Study 1. The 
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difference cannot be accounted for by age and factors such as years of experience, carried 

along with age, because selection of participants from the sample in Study 1 to match the age 

range of Study 2 left the difference essentially intact. This suggests that the retrospective 

versus prospective difference between the two studies is the more likely basis of the effect. 

The results of Study 1 indicated that participants had detailed memories of their first 

experience of post-mortem care, remembering for example the name of the patient and the 

time of day at which death occurred, even after intervals of up to 40 years. The emotional 

experience of the event was thought to account for this because of reports in the literature 

of the emotional tone of an event being related to its vivid recall (Alexander, 1993; Jones, 

1985; Newhill & Sites, 2000; Raphael, Singh, Bradbury, & Lambert, 1984; Taylor & Frazer, 

1981). Post-mortem care has a dramatic impact and hence it is not forgotten. 

In the literature on memory and remembering, the term 'flashbulb memory' is used to 

refer to vivid recall of events or experiences occurring during high emotional arousal (Brown 

& Kulik, 1977; Troiani & Boland, 1992). Examples are people's ability to recall what they 

were doing when they first heard of the assassination of John F. Kennedy or the death of 

Princess Diana. The reports of flashbulb memories have generally been considered veridical, 

but this position was challenged Neisser (1982) who argued that memory is both a 

constructive and reconstructive process and the detail reported may not be correct. Neisser 

reported a case study of John Dean, who provided evidence to a U.S Senate committee 

investigating the Watergate scandal. Dean's testimony about conversations he had had with 

President Nixon was very detailed. Subsequently, it was found the conversations had been 

tape recorded, which provided a test of accuracy of recall. Neisser's (1981) analysis of the 
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testimony in relation to the tape recorded transcripts indicated that the detail was wrong in 

most respects. 

The idea that memory involves a constructive process may be the basis of the difference 

between the findings of Studies 1 and 2 with respect to impact of the event. The post-

mortem experience has an impact at the time of the event, as indicated by reports in Study 2, 

but as time goes by the event is recalled as even more significant, as indicated by the reports 

in Study 1. Both groups of participants are giving honest reports: there is no reason for them 

to do otherwise. It is the perspective on the event that differs and with it the opportunity to 

construct recall of it differently. 

If the impact of the event is greater years later than at the time, as the data of Studies 1 

and 2 suggest, there would be added value in interventions directed to dealing with the stress 

involved in post-mortem care. These may take the form of appropriate education prior to 

the event or counselling after the event. In the case of the latter, 60% of participants in 

Study 1 reported that they would have liked the opportunity of counselling after the initial 

experience. 

As in Study 1, neither experience nor social support was found to relate significantly to 

impact. Both these factors were considered important in terms of the Lazarus and Folkman 

theory of stress guiding this research. The most likely reason for this failure to support 

prediction is that the variables were not specified precisely enough. Experience was 

measured in terms of time spent nursing and this may be too general for the specific nature 

of the experience of post-mortem care. So too with social support, it may not be the mere 

presence of another that is important, but the extent to which the nurse considers she has 
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recourse to a sympathetic person, possibly a supervisor, with whom the experience can be 

talked through. 

Whereas experience and social support were not found to relate to rated impact, 

attitudes to death and dying were. As would be expected, the greater the concern about these 

matters the greater the rated impact. In terms of the Lazarus and Folkman model, attitudes 

influence the appraisal process which is what rated impact is reflecting. There was also a 

relationship between the somatic complaints scale of the GHQ and rated impact. Why this 

particular scale showed the relationship when others did not is unclear, and requires 

replication before too much is made of it. 

Study 2 as with Study 1 provided data on the types of reactions that the event gave rise 

to. In terms of the most frequently reported reactions there were some similarities and 

differences between the two studies. If, as has been argued, there is a substantial constructive 

component in the reports of participants in Study 1, then differences between the two 

studies are not surprising. The data of Study 2, would, on this account, be considered in 

preference to those of Study 1 as a description of reactions at the time of the event.   

In Study 1, frequencies of endorsement of the several reactions indicated that the 

following patterns of reactions were dominant: (a) reliving the event, distressing dreams, 

intrusive thoughts, decreased attention span, and sleep disturbances; (b) sadness, fear, grief, 

anxiety, and worry; (c) feelings of being overwhelmed, a lack of sense of control, and doubts 

about performance; (d) fatigue; and (e), for those who smoked, an increase in tobacco 

consumption. In Study 2, several of these reactions received high levels of endorsement. The  

cognitive disturbances in (a) again appear salient; sadness is again the dominant emotion, but 

there is a higher incidence of anxiety than fear in contrast to Study 1; feelings of being 
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overwhelmed and doubts about performance are endorsed by about half the sample, but in 

this study compared to Study 1 only 10%  endorsed lack of sense of control; fatigue is widely 

reported; and smokers again report a higher level of tobacco intake and this is accompanied 

in this study by an increase in alcohol consumption. Thus, there are a few differences but the 

larger picture is much the same. There is, however, a much higher incidence in this study of 

those who report feeling self-assured. 

The attempt to identify components of the pattern of reactions in Study 1 did not stand 

up in Study 2, to the extent that scores formed on the basis of these components showed 

poor reliability. Better results were obtained when the four sets of items were considered as 

scales in their own right. These were, however, intercorrelated, suggesting a general reaction 

to the event made up of physiological, cognitive, phenomenological, and behavioural 

components. Of these, the cognitive component showed the single best relationship with 

rated impact, with greater impact being linked to more cognitive disturbance. This is 

consistent with the high levels of cognitive disturbances noted here and in Study 1 and with 

the interpretation offered in Study 1 that something like the intrusion phase of the traumatic 

stress syndrome may be activated in this situation.  

The mean IES scores obtained in this study were high by comparison with those 

reported elsewhere (cf. Table 12). Means for the Exam Group are in fact out of range for 

those reported in the literature. This may reflect high GHQ scores for this group, given the 

relationship noted earlier between GHQ and IES scores. Means for the PMC Group are also 

high in most cases than reported previously, but are much closer to them. This may mean 

that being a self-selected sample, comparison with other samples is confounded or that post-

mortem care is at the high end of the stressors studied so far in the literature. The argument 
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developed in discussing the results of Study 1 and again alluded to above that post-mortem 

care elicits something akin to the intrusion phase of the traumatic stress syndrome is 

supported by the high scores on the intrusion subscale of the IES. 

Ways of coping with the experience of post-mortem care were of specific concern in 

Study 2. The Lazarus and Folkman WOCC was administered at the outset of the study and 

then one week after post-mortem care (in the case of the PMC Group) and the examination 

(in the case of the Exam Group). According to Folkman and Lazarus (1985), the data from 

the WOCC can be approached in two ways. One way is to consider them normatively, i.e., in 

terms of group averages. The other is in terms of individual differences, i.e., the correlations 

between the WOCC scale scores at different points in time or with other variables. 

From the normative perspective, there were no differences between PMC and the Exam 

Groups at the outset of the study but, one week after their respective events, there were 

significant differences. One week after the event, the PMC Group compared with the Exam 

Group were higher on the Self Controlling and Positive Reappraisal subscales and lower on 

the Accepting Responsibility, Escape-avoidance, and Planful Problem Solving subscales. 

These differences may be accounted for in terms of the nature of the two stressful events. 

Post-mortem care is an event the nurse is confronted with, which is not of her own making 

and about which she can do little to avoid when assigned to the task. An academic 

examination, by contrast, is an expected event for which the nurse can prepare and for 

which performance has some relation to the effort expended in preparation. Planful Problem 

Solving and Accepting Responsibility may therefore be expected to be higher. Why nurses in 

the PMC Group reported using Self-controlling and Positive Reappraisal strategies to a 

greater degree than nurses in the Exam Group is less clear. It may be that a heightened sense 
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of self-efficacy in dealing with the difficult situation of post-mortem care led to a more 

positive way of thinking about their reactions to it. 

As well as examining the nature of the coping strategies used, the analysis of the WOCC 

data pointed to larger mean change in WOCC scores for the PMC Group from the outset of 

the study to one-week post event compared with the Exam Group. Moreover, there were 

significant changes in five of the eight scales in the PMC Group compared with only two of 

the eight in the Exam Group. This may mean that coping resources were mobilised to a 

greater degree by the post-mortem care experience than by the examination. More 

'psychological work' needed to be done by nurses faced with the unusual experience of post-

mortem care than by nurses faced with the stressful, but reasonably familiar, experience of 

an academic examination. For the scores of Distancing and Positive Reappraisal, the 

direction of change for both groups was positive. That is, both groups used these strategies 

more following the event. For the PMC Group there was less use of Accepting 

Responsibility, Escape-Avoidance, and Planful Problem Solving post event, possibly for the 

reason outlined earlier. 

From the individual difference perspective, it is important to note, first, that the WOCC 

scores showed little stability over time in either group. That is, scores on the various sub-

scales at the outset of the study did not predict scores on these subscales one week after the 

event. As Folkman and Lazarus (1980) maintain, WOCC scores are best interpreted as 

reactions in specific situations and not as predispositions that generalise across situations. In 

further support of this view is the finding that WOCC scores at the outset did not predict 

the impact of event (IES score) one week after the event, but WOCC scores obtained at the 

same time did. That is, it is only the contemporaneous assessment that was predictive. 
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Coping is elicited in a specific context and ways of coping may differ from context to 

context. Coping assessed one week after the event predicted IES score five weeks later in the 

PMC Group but not in the Exam Group. The scales that were predictive of IES score one 

week after the event were Self Control, Escape-Avoidance, and Positive Reappraisal. The 

former were positive relationships indicating higher levels of use of the strategy the higher 

the IES scores, and the third was a negative relationship. That is, participants using Self-

Control or Escape-Avoidance as a way of coping showed high IES scores whereas 

participants using Positive Reappraisal showed lower IES scores. Why Positive Reappraisal 

'works' is easier to interpret than why Self-Control and Escape-Avoidance do not, and is 

consistent with the Lazarus and Folkman view that impact is a consequence of appraisal and 

attempts to 'reframe' an experience in a positive manner can act to lessen its effects, at least 

within limits. 

It is important to note that there was little evidence of distancing being an effective 

coping strategy in either the PMC or Exam Group. In only one case, Rated Impact was there 

a significant correlation with Distancing and in the expected direction. This result is 

somewhat surprising given reference to distance in previous work. 

Limitation of the study 

Aside from the difficulty in comparing groups in the present study, the response rate for 

those participating in the prospective study of post-mortem care must also be noted. At the 

conclusion of the experiment only 22% of the experimental group had carried out their first 

post-mortem care procedure and returned questionnaires. In part, this low response rate can 

be attributed to the limited time the participants actually spent in the external clinical 

environment. Only 14 weeks of the three-year study program are spent in hospital or aged 
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care settings. With the first week of clinical placement designated 'observation only' that only 

leaves a 13 week window of opportunity where the participants are likely to encounter 

patient death and carry out their first post-mortem care procedure.   

Data collection is further hampered by participants who simply withdraw from the 

program without notice. The numbers who fall into this category are unknown. However, 

what is known is only 2%, that is, 3 out of 144 participants returned questionnaires after they 

had graduated and left the university. Those researchers (e.g. Alexander & Wells, 1991: 

McCarroll, et al., 1993) who have previously examined the effects of body handling have 

commented on the high number of potential participants who refuse to take part in the 

study and the equally high attrition rate once the project has commenced.    

  
Summary 

 The present study used a prospective design to examine reactions to post-mortem 

care and compared groups of participants who experienced post-mortem care with those 

undergoing a standard academic examination on a number of standardised tests. Results 

indicated differences and similarities with findings in Study 1 and indicated the role of 

coping in the situation of post-mortem care. Rated Impact of post-mortem care was not as 

high in this study as in Study 1, an effect possibly accounted for by the timing of the reports 

in the two studies. Reactions reported in the two studies were quite similar with high 

incidences of cognitive disturbances, sadness, fear and anxiety, a sense of being 

overwhelmed, fatigue, and palliative use of drugs such as tobacco and nicotine in the present 

study. There was, however, a much higher incidence of nurses who felt self-assured in this 

study. As for the standardised tests, the Exam Group showed higher IES scores than the 
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PMC Group, possibly because of their higher GHQ scores. The PMC Group, however, 

showed more evidence of coping in terms of the mean changes in scores on WOCC 

subscales. Post reappraisal was the most effective form of coping. 
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Chapter 5 
 

Study 3 

The Lived Experience of Performing Post-mortem Care: A Phenomenological Study.  

 
The research to this point used a quantitative approach, with questionnaire and 

psychometric tests, to study the impact of and responses to the experience of post-mortem 

care. The work supported some of the findings in the literature on post-mortem care and 

added some new information on coping. However, the data obtained, although obviously 

provided by the participants, was removed from their everyday experience. That is, the data 

provided an account about the experience but was not a record of that experience. This is a 

common criticism of quantitative methods in research that they deal with “limited and 

approximate descriptions of reality” (Capera, 1983, p. 48-49). It was decided in this study, 

therefore, to use a qualitative approach to the research question to complement and extend 

the data obtained in the first two studies.   

 Qualitative methods are based in a different philosophical tradition to that 

underpinning quantitative methods, and some would see these traditions as irreconcilable 

(Emden & Young, 1987; Meleis, 1985). The mixing of methods must therefore be 

approached cautiously. An obvious difficulty in this regard is the assumptions made at the 

outset of the research program. As outlined in Chapter 2, the research was based on the 

Lazarus and Folkman model of stress, because a reading of the literature on post-mortem 

care had suggested that the experience could be best constructed in this way. Although such 

a hypothetical-deductive approach, in which a hypothesis about a phenomenon is 

formulated and its implications tested, is standard in most quantitative approaches to 
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research (Polit & Hungler, 1997; Reaves, 1992), it contradicts a fundamental premise in most 

qualitative approaches that the phenomenon of interest must be approached without prior 

assumptions. To begin a qualitative approach to post-mortem care, the researcher had to, 

therefore, put aside the assumptive framework adopted in the previous studies. 

    One way to decrease the risk of prejudice and bias prior to and during the data collection 

and the analytic phase of qualitative research is to use bracketing. Known as the Epoche 

Principle, bracketing is a mathematical metaphor originally coined by Husserl to mean 

suspending one’s beliefs, assumptions, and prejudices in order to extract the ‘truth’ about the 

participant’s experience (Russell, 1999). Once the researcher reflects on the phenomenon 

and identifies what is known, it must be bracketed or separated out. This enables the 

phenomenologist to decrease the risk of bias and concentrate on the essential content of the 

experience as communicated by the participant in the research. While Streubert and 

Carpenter (1999) found bracketing to be critical in the preservation of objectivity, others 

such as Crotty (1996) and Munhall (1994) remain sceptical on this point. 

At the heart of phenomenological research is the life world of human beings. It is here 

that the phenomenologist endeavours to find out how other people experience particular 

phenomena. All phenomenological research has as its starting point a naïve description of 

the lived experience. One of the goals of qualitative research and in this case 

phenomenology is to systematically examine and uncover the rich complexity of conscious 

human experience in order to make sense of it.  

In the study reported here a descriptive phenomenological approach using Colaizzi’s 

(1978) method of data analysis was chosen to capture the unique description and reality of 

post-mortem care as it was experienced by nurses new to the procedure. Several methods 
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exist for analysing phenomenological data. The approaches of Colaizzi (1978), Giorgi (1985), 

Paterson and Zderad (1976), Spiegelberg (1970), van Kaam (1966), and van Manen (1984) all 

display a central tenet in terms of deriving themes or categories from the data, which then 

form a comprehensive description of the phenomenon in question. In this study Colaizzi's 

(1978) seven-staged process of analysis was used to guide the enquiry.  

Colaizzi's framework for data analysis was chosen over other methodologies for three 

reasons. First, the steps are clear, concise, and easy to follow. Second it incorporates a 

process of validation which many other methods do not, and finally, it has been extensively 

used in nursing research (Crotty, 1996).   

 The seven stages of the process applied to the description provided by participants are:   

1.   Protocol: After transcription, the narratives are read to gain an impression of their ideas 

     and an overall feeling for the lived experience in order to understand it. 

2.   Extracting significant statements: Key words and phrases are extracted from the  

     informant's original narratives relating to the phenomenon under study. 

3.   Formulating meanings: Creative insight is used to formulate meanings from the extracted  

     statements made by the informants without losing sight of the original raw data. 

4.  Clustering themes: Exhaustive steps are taken to ensure that all previously described steps 

     are repeated for each protocol and the aggregated formalized meanings are then 

     clustered into overall themes. To ensure validity all themes are cross-checked with the  

     original protocol to ensure accurate linkages are present. 

5.  Exhaustive description: The results are then contemplated, compiled and integrated into  

     an exhaustive description that is true to the data of the phenomenon under investigation. 

6.  Identifying the fundamental structure: An effort is made to convert the exhaustive  
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     description of the phenomenon to a fundamental structure.  

7.  Validation: As a final verification the exhaustive description is returned to the 

     informants for comment. The informants are re-interviewed and any new data that  

     emerges in the final interview is incorporated into the fundamental structure of the lived  

     experience. 

Colaizzi’s (1978) framework provides a structured step by step approach which 

facilitates the search for unearthing the true meaning of the lived experience. The advantage 

of this method over others is the inclusion of a final step incorporating a specific validity 

clause. This clause dictates that the transcription along with thematic analysis be returned to 

the informants for verification of the thematic analysis. 

Return of the verbatim data to the informants provides a mechanism for the informant 

to validate the portrayal of the experience. Reflection, note taking, and listening to the tapes 

at the same time as reading the transcripts was also used as an adjunct to thematic analysis. 

This inclusion provided additional cross checks to ensuring and maintaining the integrity of 

the research. Furthermore, in the final interaction between the informant and the researcher 

any additional and relevant data emerging from the interview was woven into the final 

product.    

Validity in phenomenological studies refers to truth value or confirmability. Leininger 

(1985) argued that, in qualitative research, validity is concerned first and foremost with 

“confirming the truth or understandings associated with the phenomena” (p. 68). Truth 

value is about the measure of scientific rigor and is determined by three processes involving 

audit, credibility, and fittingness (Guba & Lincoln, 1981). Audits involve decision trails about 

the research process and can be scrutinised by other researchers to determine two things. 
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First, the extent to which the study in question has achieved consistency in the way it has 

been carried out, and second, that the findings are comparable or can be replicated.  For a 

study to be considered credible there is a requirement that the descriptive data remain 

faithful to the lived experience. Credibility is said to be achieved if the informant recognises 

the phenomenon as their lived experience when protocols are returned for authentication. 

Fittingness on the other hand refers to the extent to which the study findings fit the data. A 

good fit is said to occur if the informant is able to affirm the existence and the meaning of 

the lived experience (Russell, 1999; Taylor, 2002).  

The study was based on the assumption that analysis of the shared meanings held by a 

group of people administering post-mortem care for the first time will shed more light on 

the normally concealed nature of the problem areas associated with the procedure. The 

specific objectives of the study were: 

1.  To examine the experiences of a group of student nurses who conducted post-

mortem  

care for the first time, and their ways of coping with the situation. 

2.  To describe common themes, elements, or patterns of the experiences of the nurses 

who conducted post-mortem care for the first time and their ways of coping with the  

situation. 

3.  To interpret the shared meanings and the coping responses of nurses who conducted 

 post-mortem care for the first time. 

In using the method, Colaizzi (1978) himself suggested between two and ten informants 

who have lived the experience would be adequate. Baker, Wuest, and Noerager-Stern (1992) 
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acknowledged that keeping sample size small is deliberate because of the amounts of verbal 

data that illuminate the richness and complexity of the individual experience.    

Method 

Informants and their Recruitment 

The sample comprised six students enrolled in an undergraduate degree program. They 

had all previously agreed to participate in the prospective study described in Chapter 4. In 

their case, however, when they notified the researcher of their first encounter with post-

mortem care, the researcher wrote back to them seeking their concurrence to participate in a 

different form of study to that originally outlined, a qualitative study (This variation was 

approved by the University's Human Research Ethics Committee).  

 They had previously received a letter explained the nature of the research and the way 

the data would be used. It was emphasised that in this case they would provide information 

under the guise of a pseudonym. Once they agreed to participate in this, the third study in 

the series, appointments were negotiated and the importance of participating in both the 

primary and validation interviews was emphasised. 

  
 The six participants were all female. Their age ranged from 27 to 45 years, and five had 

children. All were Caucasian. Three were Catholic, two were Christian, and one although 

born and raised in the Christian faith converted to Buddhism some years ago. All informants 

readily recalled their first post-mortem care experience and were willing to share their story.   

  
Pre-interview Preparation 

To eliminate the potential for either bias or prejudice during the data collection or 

analytical phase, the researcher reflects on their own experiences and documents the 
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information prior to interviewing the informants. This process is termed 'bracketing'. It 

allows the researcher to analyse the data supplied by the informant in pure form by setting 

aside the researcher's own preconceived ideas and notions surrounding the phenomenon. 

This process makes it possible to focus only on the informant's experience by keeping the 

meaning of the researcher's personal experience separate from that of the informants.  

In qualitative studies, data collection and data analysis provide a continuous data stream 

for transcription and data analysis. As each interview is completed new data will become 

available to the researcher. The continual acquisition of additional data is important in that 

the new information provides further insight into and a deeper understanding of the 

phenomenon. Qualitative research generates a large amount of information which when 

transcribed runs into multiple pages of transcript for interpretation (Taylor, 1994). 

Interpreting the transcript for the essential meaning can be likened to an archaeologist sifting 

carefully through mountains of dirt to unearth shards of valuable history.  

The Interview Venue 

The descriptive data were collected in the natural environment. The study, professional 

commitments, clinical practice, family responsibilities, and other activities in the informant’s 

lifestyle were considerations central to the choice of venue. The informants, who were 

interviewed singularly, were asked to choose a comfortable location free of distractions, 

interruptions, and time constraints. Most were happy to be interviewed in their own home 

where they could be in familiar surroundings and at ease. Being at ease and comfortable has 

the potential to encourage free flow of natural, uninhibited, and rich information pertaining 

to the research. Furthermore, it provided a situation where the informant could be 
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empowered to make decisions freely about their participation in the research. One informant 

preferred to be interviewed in the researcher's office where privacy was afforded.   

 
The Primary Interview 
 

The primary interview consisted of verbal discourse on the lived experience. Prior to the 

conducting (and recording) the interview, time was set aside to make the informant feel 

valued and at ease, and to ensure they understood the question they were being asked. They 

were then asked to explain in their own words 'what was the first post-mortem care 

experience like for you? This set the stage for them to reflect on the thoughts, feelings, 

emotions, and memories of that experience. 

Wood (1991) argued that in true phenomenological research only one question should 

be posed to the informant at the outset to elicit the data so that the interview develops in a 

natural and spontaneous fashion. Furthermore, posing the question in the following fashion 

‘What was it like for you?’ or ‘What does it mean to you?’ have come to be viewed as the 

most appropriate questions with the 'for you' the significant part (Diekelmann, 1992; Marr, 

1991; Rose, 1990). Once the question is posed the interview continues until the informant 

has exhausted the topic. Probes are used where necessary to assist the informant to bring 

forth contextual details from the experience and to clarify information. Both the 

recapitulation (taking the informant back to the beginning of the experience) and periods of 

silence (encouraging them to tell their story in their own way) were found by Gordon (1980) 

to be helpful during such interviews. 

To maintain perspective, details relating to the environment and informant's non-verbal 

behaviour were recorded. An attempt was made to parallel the note taking with the data 
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recorded on the audiotape. Note taking is regarded as an invaluable adjunct to verbal 

discourse when non-verbal behaviour cannot otherwise be recorded. This is referred to as 

triangulating the data source, as it provides in-depth information not available from one 

source alone (Denzin & Lincoln, 1994; Polit & Hungler, 1997). When the interview was 

finished, the informant was asked to contact the researcher if they had further thoughts 

which they wanted to share about their first encounter with post-mortem care.   

The possibility that pre-existing psychological wounds would surface during the 

interview was a potential concern, particularly given the taboo on discussion of the topic. 

Indeed, previous research has confirmed that post-mortem care is a sensitive area in nursing 

practice. It was, therefore, necessary to adhere to Shemmings (1996) advice and ensure that 

each informant was cared for in such a way that a balance between sharing their story and 

obtaining information was achieved without inhibiting natural expressiveness.  

Once the informants relaxed they spoke freely about their experience, although at times 

they became sad and tearful when reflecting on particular aspects of the procedure. From 

their words and demeanour it was evident that this was the first time someone had taken 

time to listen to what they had to say about their experience and the emotions provoked by 

post-mortem care. One of the informants commented on the resurgence of anxiety at the 

very thought of recounting the event. “I can feel my heart thumping and I feel very anxious 

just like I did the first time”.  The emotional intensity of the experience as related by the 

informants suggests that the normal expressions of stress and grief related to the experience 

had been stifled, contained, and significantly disenfranchised. In his original treatise, Doka 

(1989) explained that disenfranchised grief occurs when a loss is not openly acknowledged, 

socially sanctioned, or publicly supported. 
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As the expression of emotion was considered potentially therapeutic during this 

interaction and part and parcel of the reflective experience, the audiotape was not turned off 

during emotionally expressive periods. This was considered a helpful and practical strategy 

that is designed to facilitate coping. Reflective practice is an essential component of self-

evaluation and is a process of reliving experiences and emotions in order to judge and 

evaluate what has occurred and why, and to learn from the experience (Boud, Keogh, & 

Walker, 1985; Hendricks, Mooney, & Berry, 1996; Mooney, 2001b). Taylor (2002) pointed 

out that reflecting back in time is valuable in that it affords individuals “the means whereby 

they can track their way systematically through practice issues to arrive at new insights which 

have the potential for improvement and change” (p. 111). 

At the conclusion of the interview, the informants were debriefed and made aware that 

if they required counselling it would be arranged but it seems that the very act of talking and 

reflecting on the experience achieved a therapeutic (cathartic) effect as evidenced by a 

comment made by one of the informants “I have carried this around with me... and no one 

seems interested in hearing what I have to say on the matter and yes, I feel better already” 

giving some credence to the phrase 'a problem shared is a problem halved'.  

Data Management and Analysis 
 
 Once the data had been collected the audiotapes were labelled with the appropriate 

pseudonym, numbered, and dated. Data sets were transcribed and processed into a hard and 

electronic copy; the original raw data were then placed in secure storage. Early transcription 

and analysis were carried out to maintain the essence of the interview. 

The unit of analysis consisted of thought and verbal data transcribed into sentences. 

Decision rules for identifying themes, essences, or meaning structures of the lived experience 
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and coding were established after lengthy periods of reflecting on the data. Each informant’s 

description was transcribed and read to get a sense of the whole experience and to provide a 

foundational understanding needed for subsequent analysis. It is this 'dwelling with the data' 

(listening and re-reading the description over and over again) that provides the platform for 

making sense of the whole. Each completed text was then broken down into manageable 

units to be analysed and these are commonly referred to as ‘natural meaning units’ from 

which significant statements are then identified. The meaning of each significant statement 

was then analysed further to uncover any meanings hidden in various contexts within the 

statement. This step was repeated for each of the protocols from the informants. Aggregate 

formulated meanings were further organized into clusters of themes as suggested by Colaizzi 

(1978).  Analysis of the data revealed unique facets about the lived experience of each of the 

informants and the phenomenon being explored. Provisional themes were extracted from 

the natural meaning units and a cross-case comparison made. All themes were then cross-

checked with the original protocol to ensure accurate linkages were present. As a final 

verification of validity the exhaustive description was returned to each informant for 

comment.   

The Second Interview  

 The second interview provided an opportunity to validate the transcribed and 

interpreted data. During the interview the transcripts were assessed by each of the 

informants to confirm the description and interpretation of the data. The informant was 

invited to review and amend the descriptions according to their own experience and to 

confirm that the final exhaustive description, interpretation, and essential structure of the 

lived experience reflected it adequately. The few minor changes that were made were then 
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incorporated into the findings.  This technique enhances the credibility of the descriptions of 

the lived experience and provides an opportunity to eliminate any confusing data thought to 

confound the true nature of the experience. 

Results 
 

   Individual profiles, demographic data, and the clinical setting in which the post-

mortem care procedure was carried out are set out in this section along with specific 

descriptions of individual experiences. An exemplary data set for the first informant, Sarah, 

is included to provide the reader with a snap shot of the specific way in which Colaizzi’s 

(1978) methodology was used. This section concludes with a presentation of emergent 

themes which make up the informant's lived experience of post-mortem care and a 

discussion of the findings. 

Profile 1: Sarah 

Sarah is 35 years of age, married with one daughter. She was in her second year of 

nursing studies and described herself as a Christian. Despite some initial anxiety she seemed 

happy to talk about her first post-mortem care experience. Sarah's experience began when 

she was told that one of the nursing home residents she had cared for had died and that she 

would have to carry out the post-mortem procedure. She had not previously performed the 

procedure and was uncertain about how to go about it, so she sought the advice and the 

company of another staff member to assist her with the task. 
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Exemplary Data Set 
 
All constituents in Sarah’s Description: 
Natural Meaning Units / Significant 
Statements 

Constituents of Description 
Expressed in terms to reveal the essence of 
Encountering Post-mortem care for the first 
time 

 
I was working in a Nursing Home and was 
looking after the resident.  

 
Sarah was working in a Nursing Home and 
cared for the resident before she died. 

 
Anyway, this day she died.  I sort of saw the 
nurses hustling and bustling around in the 
room and finally I – I got the notification 
that she’d passed away and that she needed 
to  be laid out and that the nurse had 
notified the relatives; that they were coming 
shortly.  

Sarah was informed that the resident had 
died and that she had to perform post-
mortem care. 

  
 I’d not done this procedure before. So I 
asked my partner could she spare a few 
moments to come in with me to show me 
what to do and help me. 

Sarah was uncertain about how to go about 
post-mortem care and asked for guidance 
from a staff member. 

  
Apart from not knowing what to do it was a 
bit of a – scary – um, er, episode for me 
because I’d not done it before and then 
hearing all these horror stories how people 
say, “Oh, you know, the body when its 
moving it around to wash it, it makes 
gurgling noises and gushing wind noises.“  
And so I had this great big concoction of 
something out of a horror movie; that this 
body was going to jump up and act like 
solemn Mummy or something and stretch 
out its arm and kill me. 

Sarah was frightened about laying out the 
body and was concerned about what might 
happen to her during the procedure. 

  
There were just so – so many things to take 
into consideration the actual procedure of 
washing down the body and yes, the body 
does make noises when its being rolled 
around – the gushing noises and the gurgling 
noises but it wasn’t as scary as I’d pictured it 
to be, although it was scary because it was – 
I mean, seeing a dead body and then having 
to touch it and feel it and it’s a bit unnerving 

Sarah believed that she was tense during the 
post-mortem care procedure because there 
were so many things to consider and take 
into account. 
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when you’ve not done it before.  
 
Seeing a dead body and then having to touch 
it and feel it is a bit unnerving when you’ve 
not done it before. 

The first experience of seeing and touching a 
dead body was frightening and 
overwhelming for Sarah. 

  
And, so we washed the lady down and you 
know, put the – and – and just seeing the 
body how it’s all thinned out and frail and 
you could see all the veins in her hands and 
her little stomach bloated and – and – and – 
like the pubic area was all skin and bone. 

Sarah described her impression of the 
deceased as emaciated. 

  
They’ve got no life in them. They’re just 
floppy and yet still warm but getting cold 
and – and to touch the skin and you’ve got 
such sensitive  feelings in your fingers and 
you are trying to grab hold of the person to 
help them and there’s just no – they’re just 
like jelly – they’re just – its frustrating.     

The deceased resident was lifeless and Sarah 
found it extremely awkward and frustrating 
performing post-mortem care. 

  
You know, the family’s on their way and 
you’re trying to get this person cleaned up 
and presentable for the family to view and its 
just like you’re pushing against their 
resistance because this person’s not alive to 
be able to help you.   
 

Sarah felt pressured to complete post-
mortem care before the family arrived. 

That was frustrating as in – because the 
person couldn’t help you with what you’ve 
got to do and so – and because they’re so 
flimsy and floppy and so – their skin is so 
paper thin – you’re frightened that, you 
know, you’ll grab them and bruise them, or 
tear their skin and then, you know, a dead 
person with torn skin and how are you going 
to explain that to the relatives when they’ve 
passed out – oh, died.   
 

Sarah described the deceased’s body as 
flimsy and floppy and was concerned about 
tearing and bruising the deceased’s skin. 

The actual cleaning the person up, it was like 
– I don’t know. It just seemed morbid to me, 
even though it’s a natural process of having 
to clean them up to lay them out. It just 
seemed – just morbid and strange that you’re 

Sarah believed that post-mortem care was 
both morbid and strange. 
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cleaning someone up who’s actually dead. 
You’re used to doing it to people who are 
alive. And, even then you’ve got the 
universal precautions to take in consideration 
of making sure you have the gloves on. 
  
The smells of the actual soiledness, you’ve 
also got the smells of their death lingering 
around.  So all different types of smells all 
rolled into one.  And then you’ve got, like 
you’ve got the smell of their – their death 
around. You’ve got the smell of their 
soiledness you’ve got to clean up and then 
you’ve got the smells of when you go into 
their cupboard – their alive smell – that they 
were on – that are on their clothes when you 
go to pick out a nightie or some sort of 
clothing that you want to put on the person 
to make them look nice for their relatives to 
come. 

Sarah was disturbed by the odours in the 
room and referred to the soiledness smell – 
the smells of death - and to their alive smells 
lingering in the clothes and the combination 
of both. 

  
 Do you close their eyes when they – if they 
die with their eyes open, which this lady did?  
Or do you close their eyes?  Consequently I 
closed the lady’s eyes. I didn’t think it was 
right that she was laying there dead with her 
eyes wide open. I thought that might be a bit 
scary for the relatives. Well, it certainly was 
for me, just seeing a glazy eyes staring. It’s 
just eerie.  It just looks eerie.  And to me it’s 
frightening to see someone like that.    And I 
was just so scared to touch her eyes because 
I thought, “Will they sink in and my finger’s 
get stuck in her eye sockets or will they stay 
shut if I – “Because when I actually went to 
shut them and they came back open again 
and I went – and I was just – “Oh, oh, my 
God, oh, my God what am I going to do?”  
And so I then tried to close her eyes again 
but left my fingers on there a bit longer and 
they eventually stayed shut.  But that was just 
an eerie feeling to touch someone, you 
know, just their eyes that – it just doesn’t 
seem right.   

Sarah was uneasy when she was confronted 
with the deceased’s glazed eyes staring. 
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It’s just so noisy and the hustle bustle 
outside of the room was just starting to 
smother into her room and it was like ‘Hang 
on a minute, this lady’s dead for crying out 
loud, you know, have some respect.’ But I 
mean, you can’t -  just because someone’s 
died you can’t be solemn about it but it was 
just that I was so angry that – I don’t know, 
maybe I was expecting the world to stop 
because this lady had died, but I guess you 
know, the world doesn’t stop because she’s 
died.  
 

 
Sarah was appalled to think that, while the 
post-mortem care was being performed, the 
ward activities continued as if nothing had 
happened and she felt that this was indeed 
disrespectful. 
 
 
 

The sad part about it is and I just think that 
it’s – it doesn’t place any relevance onto 
someone’s death.  There’s no significance to 
their deaths to because the world still keeps 
going whether you die or not.   

Sarah was sad and angry to think that the 
resident’s death was an insignificant event 
for the rest of the staff. 

  
She (the nurse I was working with) grabbed 
some flowers out of the garden and stuck 
them in the lady’s hand but I found that 
disrespectful because, you know that you see 
in the movies, sort of thing. I wouldn’t like 
someone to shove flowers in my hands when 
I’m dead, so I grabbed a vase and put them 
on the side cupboard, which looked a lot 
nicer. 

Sarah believed it was disrespectful to put 
flowers in the deceased’s hands. 

  
You can’t hide the smell of death. But I tried 
to open the windows and everything to try 
and get rid of the smell but unfortunately it’s 
just a smell that sticks.  I tried to put 
perfume in the room but – it sort of 
disguised it a little bit but it’s a real – a smell 
that’s like a very heavy thick smell and it 
doesn’t matter, no matter what you do, you 
can’t seem to get rid of the smell.   And it – 
its like, I don’t know, maybe having a fish 
smell on your fingers. At least that goes away 
eventually but, but the – it’s nothing – it 
smells nothing like fish but its just an 
example of it that’s on your fingers and it 
just seems to be – consumes you.  Like, it’s 

Sarah believed that no matter what you do to 
cleanse the body the smell of death 
permeates everything and lingers. 
Furthermore, Sarah described the smell of 
death as a heavy, thick and consuming smell 
which sticks to the inside of your nose and 
takes an awful long time to get rid of it. 
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like even when you walk out of the room, 
you, you’re breathing through your nose and 
its like – it just hasn’t gone away. Like as if 
you’re still in the room and it stays around 
for a long time.  And that – that’s a – an 
annoyance I guess, because you can’t smell 
anything but this smell no matter what you 
try to do to get rid of it, you can’t.  But I 
mean, eventually it does go away but it takes 
an awful long time. 
 
  
I found that she looked so much at peace 
when she died.  It was like she had this glow 
about her, like – yes, like pregnant women 
when they’ve had their babies and they have 
that special natural glow about them when 
they’ve had their child. It’s the same sort of 
thing. Like, you just can’t describe why or 
how or – but she just looked like that 
pregnant mother who just had a baby.   

Sarah believed that the deceased appeared 
peaceful and had a special glow about her. 

  
I don’t know if it was because she was 
expectant of her death; that she was going to 
die or whether it was because of her religious 
beliefs but I don’t know – I mean I only 
know as far as the fact that she was a very 
religious lady so I can only put it down to 
that maybe she’s – you know, met her 
creator and gone to heaven – or – and that’s 
why she’s happy or whether she had no 
problems with death.   

Sarah considered that the glow the deceased 
exuded may have had something to do with 
her meeting her creator. 

  
But - thinking back to it now – but after she 
had been laid out and she looked all nice and 
pretty because she had a nice nightie on and 
I suppose the flowers are there and the room 
– I remember the curtain blowing, because 
the curtain was shut but the – she actually 
had one room, a single room and she had a 
sliding door and I made sure the bathroom 
door was shut because that was coming off 
her room. I made sure that was shut because 
another room attaches to the other side 
could use the bathroom as well.  So I made 

Sarah felt satisfied that the deceased looked 
at peace but thought it was rather strange 
that following the post-mortem care 
procedure it was like her spirit had finally 
left. 
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sure that was shut and locked so no one 
could actually walk in and the actual sliding 
door, I just had the flyscreen across so the 
curtain was blowing. And it just seemed so 
peaceful and serene and when you look at 
her she just seemed – like I was saying, that 
glow about her. Like, she didn’t have that 
when we were actually cleaning her up. It 
was just – it wasn’t until after we actually 
cleaned her up and put her in her nice 
nightie and whatnot that she seemed so 
peaceful and serene and have that glow 
about her. So I don’t know what that 
contributes to but it’s like as if she wasn’t 
dead when we were cleaning her up, or 
laying her out I should say.  But then she – 
it’s like as if she finally died when she looked 
good.  That was quite baffling because you 
think, ‘Oh, yes, she’s dead dead. Dead dead.’  
But it just seemed so weird that if she was 
going to die, she’d have that glow then and 
there but she didn’t.  I mean, it could be, 
maybe she, it could have been, maybe she 
really wasn’t.  I mean physically she would 
have been dead but maybe spiritually she 
wasn’t until she finally got settled into – well 
I’m dead now the family’s coming. 
  
To me it’s like you’re staring into their soul 
when their eyes are open and it’s scary. 

Sarah believed that the eyes were the window 
to the soul. 

  
Oh, but that – with the laying out too  - with 
the smell and the and the tenseness that I 
had from doing it because it was always a 
busy shift on the morning shift and when the 
lady died it was actually after lunch where 
you have to bring everybody back into bed 
so I had her as well. I was trying to put 
everybody else to bed and do whatever other 
activities of daily living you had to do for 
them.  So it was a fairly hectic shift at that 
period of time, plus looking after her as well.  

Sarah was overwhelmed with the workload 
and believed that the resident died on the 
busiest shift. 

  
I had to pick up my daughter from the 
sitter’s house that afternoon and my sitter 

Sarah firmly believed that the dog attacked 
her because it had something to do with the 
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has a dog and whether it be the fact that I 
had a lot of anxiety still from the actual 
laying out of the lady and plus also the smell 
of death, the dog attacked me, quite severely.

smell of the deceased on her clothes. 

  
All I could see – all I could smell was this 
death smell.  

Sarah relived the experience 

 
I was just inconsolable. I was just like, ‘just 
leave me alone. I just want to grieve this out 
myself. 

 
Sarah was inconsolable and experienced 
emotional pain. 

  
But I still think laying someone out has got a 
lot to do – you need to be either very good 
at knowing how to grieve or you’ve got to be 
very good at it because if you don’t, you 
can’t keep it inside. It will just destroy you.  
You know, either work it out yourself, if you 
know how to or go and see someone.  
Because I found if you don’t it will destroy 
you in the end because I just got to the stage 
where I was very  ‘Oh, I don’t want this dear 
little old lady to die but I know she’s got to 
die and oh, oh, it’s just terrible I don’t want 
her to die.’  And you’re torn between you 
want them to stay alive because you can’t 
stand the hassles of them dying, the pain of 
it, emotional pain.  But then, you know 
they’ve got to die because they’re at the end 
of their stage and they wouldn’t want to live 
longer anyway. 

Sarah recognized the need for grief work and 
maintained that it is essential for students to 
seek help if they cannot manage the 
emotional distress by themselves. 

  
A dead body, it – its, just like a rented house. 
Its not really them. 

Sarah believed that the body of the deceased 
is just like a rented house. 

  
Well, I was very scared about death I guess, 
you know, because of my – I need to work  
through issues myself with death because I  
don’t like the idea of dying.  

Sarah was frightened of death especially her 
own. 

  
‘How can I combat this – this fear of seeing 
dead bodies?  How can I – I’ve got to come 
across it, I work in the health industry, I 
can’t run away from it all the time. That’s not 

Sarah believed that the best way to manage 
the problem of the dead body was to think 
of it in terms of a shell that carries the soul 
around – a rented house until death. 
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solving the problem.’  And I just thought, 
‘Well, really who is that person?  It’s only a  
body. It’s their – their personality – their 
soul so to speak is who they are.  Basically 
the body’s just a shell that carries your soul  
around.’ So really I guess, that the body just  
represents the house and your soul just 
vacates it and goes to – wherever it goes to – 
wherever you believe – you know, it goes to 
heaven – it goes and is reincarnated to 
another body or just goes out into the air 
and electricity and does whatever or 
whatever you believe.  It just moves on.   
I don’t think you ever get over seeing a dead 
body. 

Sarah believed that seeing a body for the first 
time remains with you forever. 

  
That’s basically how I try to get through it 
and it works quite well. You’ve got to, in a 
sense, detach yourself but still have an 
attachment. 

Sarah believed it is essential to be detached 
and maintain a sense of professionalism. 

  
I can walk out of that room knowing that 
‘Yes, she’s got a nice nightie on. She’s well 
and truly washed properly.  I’ve tried to 
make her smell nice.’  I’ve tried to cater to 
everything I know about laying someone out.  
Or I’ve been taught by someone else because 
I didn’t know the procedure. Or if there was 
something I thought that they’d missed I 
would try and – What would I want done if I 
was in that position? And when you walk out 
that door, to me you’ve got to be happy that 
you’ve satisfied that need.  What would I 
want done?  Have I done all that I would 
want done?  And I think that maybe that 
could be why she could – like she was. She’d 
had everything done for her.  I don’t know.  

Sarah felt satisfied that she did everything 
possible for the deceased during post-
mortem care. 

  
Working with someone else I found it was 
good because it was someone in the room 
with me.  I didn’t feel like I had to do the 
whole procedure by myself. The lady who 
came in with me – it was support because I 
had not done the procedure before and she 
had to show me how to.   

Sarah was glad that she had someone to 
show her what to do and give her support. 
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 I didn’t like the way she handled the body. I 
 think because of the way I had the 
reverence for the death. I think she handled 
the body like it was a sack of potatoes. And I 
just think, to me, regardless of whether 
they’re dead or not or alive, you don’t handle 
someone like that. They deserve respect and 
dignity.  And I just think that it’s – just not 
something that you should do.   

Sarah did not like the way her companion 
handled the body and showed disrespect. 

  
  
Just to have that person in the room with 
you so that you’re not like that little kid in 
the dark on their own, scared not knowing 
what’s going to come at you.  Or what’s 
going to even happen.  And I know there’s 
not time before the actual death to prepare 
someone but they should allow a debriefing 
afterwards, I think, which they don’t.  Well, I 
shouldn’t say ‘they’ as in everybody. Maybe 
some Nursing Homes and hospitals do, but 
the Nursing Home I was in didn’t.  It was 
just ‘Oh, just get on with your work, don’t be 
such a sook.’   

 
Sarah was disappointed in the attitude of the 
staff to her feelings and that there was no 
debriefing offered to her. 

  
And the funeral parlour, they took ages to 
come and I was getting really cranky because 
I thought, ‘This lady is laying in her bed, 
waiting to be picked up.’  Other residents are 
sussing the situation because they think ‘Oh, 
you know, why is this such and such lady got 
her door closed and everything’s so solemn 
and…’ You know, they picked up on 
something’s going on and you try not to let 
that happen because, you know other – I 
don’t know, it’s just practice I guess in 
nursing homes where they try not to let the 
other residents see that someone’s died and 
getting carted out on a – in a body bag.   

Sarah believed that the other residents are 
intuitive in terms of knowing when someone 
has died. 

  
 I was getting quite angry because yet again 
the justice of reverence for death – I didn’t 

Sarah was concerned at the length of time it 
took for the funeral personnel to collect the 
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think she deserved to be just ‘waiting 
around’.  And physiologically with the body, 
you know like, I’m not really up on death a 
lot but I was more worried about – well, 
when does the body start breaking down and 
decaying and smelling. And you know, like 
we had a lot of – or had a lot of psychiatric 
dementia patients and I mean I was 
frightened that they’d walk in the room,  
because they do that a lot. 

body. 

  
So eventually they did come and it was like 
‘Have some respect guys. This lady is dead. 
It’s a body.’ And they were just like that lady 
that was in the room with me.  Just treated 
her like a sack of potatoes.  Oh, they just 
‘Put her on there.’  God, it was like they were 
doing surgery and just zipped open the bag 
and you know on the trolley thing and just 
sort of dumped her on like a slab of meat.  
And I’m like well, it – it was just going from 
a new experience of death.  A new 
experience of doing post mortem care and 
then seeing after all my efforts of looking 
after this woman properly, making sure 
everything I could think of was done. And it 
was like all my efforts just went down the 
tube because they just dumped her on this 
trolley, zipped up the bag and off they went.  

Sarah was disgusted at the irreverence and 
lack of respect shown by the funeral 
personnel to the body. 

  
I really grapple at that incident. But, I’m not 
saying that all funeral parlour places are like 
that when they pick people up but that really 
sticks in my mind because then again it 
comes back to ‘Well, when I die they’re 
going to do that to me too.’ 

Sarah confronted her own mortality while 
reflecting on how the body was treated. 

  
So just that little incident of post mortem 
care blew everything – my whole life out of 
proportion and um – it changed. It changed 
me a lot.   

Sarah believed that the first post-mortem 
care experience gave her a new sense of 
direction and perspective about life and 
death. 

 
 
First Exposure to Post-mortem Care: Specific Description and Structure  
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 Sarah observed that nurses were busy and appeared to be milling around one of the 

resident’s rooms. She was informed that a death had occurred and that she would be doing 

the post-mortem care. Sarah described feeling scared, uncertain, and overwhelmed at the 

thought of laying out the body and asked for guidance and assistance from another staff 

member. She envisaged terrible things happening during the procedure and didn’t know how 

she would manage the feelings of fear, tension, inadequacy, and helplessness. It was a 

difficult time for Sarah as she confronted her own mortality. She admits to fearing her own 

death especially after witnessing the way in which the deceased was put in the body bag and 

put on the trolley. 

 Not knowing how to perform the procedure contributed to Sarah’s feelings of 

helplessness. She described seeing and touching the dead body as both frightening and an 

image that will remain with her forever. Sarah also described being disturbed by the odours 

in the room and refers to the 'soiledness smell'. That is, the smell of death coupled with the 

deceased’s living odour such as those that linger on clothing and personal effects. No matter 

what she did to cleanse the body the smell of death lingered on. She described the smell as 

heavy and thick, an all consuming smell which permeated everything, even the inside of her 

nose. She attributes an attack by an otherwise friendly dog later in the day to the smell of 

death that was still clinging to her clothes and body. The smell embedded in her nose took 

ages to dissipate.  

  The deceased's lifeless form and emaciated condition astonished her and she recalls 

being frightened by the glazed staring eyes and the flimsy and floppy nature of the body. She 

described the experience as one that was morbid, strange, awkward, and frustrating. Pressure 

to complete the procedure before the family gathered at the bedside added to an already 
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emotionally charged environment. Reflecting on the eyes Sarah portrayed them as the 

window to the soul.  

  Respect for the body being an important part of her philosophy, Sarah was 

concerned about tearing, bruising, or damaging the skin during the procedure. Although she 

was glad that she had someone to guide her she did not like the disrespectful way her 

colleague handled the body. The realization that the resident’s death was an insignificant 

event for the other staff members appalled, saddened, and angered her. She believed they 

were intuitive in terms of knowing when someone had died. However, as was customary in 

the institution they were not informed about the death.   

 Sarah described thinking of the body in terms of a shell that carried around the soul, 

more specifically "a rented house until death". She felt satisfied that she had done everything 

possible for the deceased and when the body looked at peace the spirit finally left the corpse. 

She thought that the corpse had a special glow about her and wondered if that glow had 

anything to do with the deceased meeting her creator. 

 Despite having difficulty reconciling her feelings about the death and the post-

mortem care procedure, Sarah received nothing in the way of debriefing. The message she 

received from other members of staff was that she was bothering them and that she should 

deal with her own problems. On the way home, Sarah stopped to pick up her daughter from 

the sitter’s house. She described herself as emotionally drained and anxious following her day 

at work. She bent down to pat the sitter’s dog and was attacked so savagely she required 

medical attention. As this was an otherwise friendly dog, one she had known for some time, 

Sarah concluded that the dog reacted to the stench of death on her body or her clothes. 

Everything that had happened to her over the course of the day contributed to Sarah's 
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distress, she experienced intense emotional pain and as a result was inconsolable. It was a 

day she constantly relives. The finality of the resident’s death, the subsequent post-mortem 

care, and the issue of the dog still haunts Sarah to this day. 

     Although her first post-mortem procedure gave her a new sense of direction and 

perspective about life and death, Sarah recognized the need for acknowledging that she was 

distressed, and maintained that it is essential for nurses to seek help if they cannot manage 

the emotional distress by themselves. 

Profile 2: Doreen 
  

Doreen was 45 years of age, married with a son. She was of the Buddhist faith, a person 

who has a friendly nature, and who exuded a confident view of the world. She had travelled 

widely and lived in a number of overseas countries. She was keen to share her first 

experience with post-mortem care that occurred during a home visit. Doreen admitted to 

being ill-prepared for the event. She was alone at the outset and believes that this first 

experience of post-mortem care was a significant turning point in her life.  

Doreen explained that she developed quite a good rapport with the deceased who had 

lived in a retirement village. The clinical work involved visiting elderly people who were 

terminally ill and expected to die in the near future. On the day of the incident Doreen 

instinctively knew that something was wrong when there was no response to her knock on 

the front door.  “I knocked on the door and she still didn’t come, I opened the door and 

called out and still no response … I looked around the corner into the bathroom and I could 

see her foot sticking out through the door. She obviously had been sitting on the loo and I 

was very, very scared because I hadn’t encountered death face to face before. Doreen 

described herself as a person who likes to be prepared for all situations. However, the reality 
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was overwhelming, and she felt helpless. She admitted to being caught by surprise, being 

scared, unprepared, and shocked at the transience of life," alive one day and dead the next". 

The deceased had died in the toilet and Doreen had to pluck up courage to touch the body 

“I called her name and she still didn’t answer and so I got up – I got up the courage to just 

touch her foot and I sort of shook her foot a little bit and um – it was very cold and by this 

time I’m beginning to think 'Oh, my God! This woman is dead'.  

Doreen admitted having no knowledge about death and the pathophysiological changes 

associated with it. She was angry at having been put in a situation for which she was ill-

prepared. She also felt a sense of futility because she had no idea what to do. In fact, she was 

even unsure whether the patient was actually dead. This indecision was compounded when 

air was expelled from the body. “I thought oh, my God! She is still alive”. I didn’t know 

enough to check her pulse or check her breathing, and I was overcome with fear”.   

Doreen believed she would have been better prepared had she been given formal 

instruction on death and dying during her nurse training program. Doreen finally called the 

office and requested assistance, explaining that the lady she was visiting seemed to be dead. 

For Doreen the presence of someone else made the situation less traumatic. She described 

the experience as fraught with difficulty and one where she felt “very irreverent having to 

hoist the body up like a sack of potatoes”.   

Doreen described her sense of inadequacy and uncertainty during the post-mortem care 

procedure. She “didn’t even know what laying out the body was” but put on a brave face for 

she did not want to appear as if she did not know what to do. She described the experience 

as one that made her feel extremely uncomfortable especially at having to remove the 

deceased person's jewellery. She thought that it was stripping the dead of their identity. “We 
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had to take her jewellery off. She had some lovely diamonds on her finger which she always 

used to talk about. She told me the history of the diamonds and how her husband had 

brought them for her. And you know, after the war and all this sort of thing. And it was very 

hard, it was harder taking the jewellery off than it was taking the clothes off because I felt it 

was like taking away her identity, to some extent. I felt it was undignified, really, to be taking 

such precious things off her, which she held in such high esteem, and which she valued so 

much”. Doreen managed to get through the situation by carrying on an internal dialogue 

with her spirit. “I was saying to her, look, please excuse me but I have to do this. I’m just 

going to take your jewellery off now but don’t worry we’ll take good care of it and we’ll put 

it in the envelope and make sure it gets to whom it has to get to”.  

The death reinforced Doreen's conviction that the outer body is just a shell. “I can 

come to terms with death perse because of my spiritual beliefs. I believe that the body is just 

like a suit of clothes that you put down at the end of the day”.  Tidying up the deceased 

person's living quarters was perceived by Doreen as an invasion of privacy; it was an 

overwhelming experience, one that she had difficulty coping with. 

Finally, Doreen is adamant that that she should have been offered formal counselling 

following her first post-mortem care experience, because this would have helped her deal 

with the situation. “When I went back to the office they – well there was 'Okay, well this is 

the counselling'. There was nothing really. I was just left to my own devices as to how I was 

going to deal with it. You know, it was just too bad if I had been permanently traumatised or 

something like that”. 

Profile 3: Marie 
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Marie is 42 years of age, married with four children. She was in her first year of nursing 

studies and was enjoying the challenge of learning new information. Marie described herself 

as a devout Catholic with strongly held values and beliefs. She believed that she was meant 

to be a nurse. Her first experience with post-mortem care took place in a nursing home.  

 Jim, a bilateral amputee resident, had just died when Marie and a more experienced 

nurse entered the room. Marie admits to being inexperienced and shocked at the sight of Jim 

and uncertain about whether or not he was actually dead “I was shocked because when I 

first saw him I wasn’t sure if he was breathing or not”. The death was confirmed by her 

colleague and Marie immediately turned to God and offered a prayer. “Dear God, look after 

this man”. Marie was saddened by the patient's meagre belongings and that prior to his death 

he appeared lonely. She was also concerned that his family members were not present prior 

to and during the death, but she was reassured by her colleague that during the night the 

nursing staff had maintained a bedside vigil so that he would not die alone.  

 Marie described the nursing home "as always busy", a place where the workload was 

heavy and some of the more experienced staff appeared uncaring and cold hearted: “we 

always had a lot of patients to look after and the workload is heavy because some of the dear 

old souls are in a foetal position and so they can’t get out of bed, it’s so hard with the 

lifting”. 

  Being unfamiliar with what happens physiologically following death Marie vividly 

recalls the unpleasant scene where body fluids spurted from the mouth down over the sheets 

and onto the floor when it was rolled to one side for cleansing “Oh yuk! What’s happening? 

What’s coming out of him? It’s on my shoe, what am I going to do? The sight of the coffee 
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like fluid cascading down onto her shoes startled Marie and she found it difficult to 

comprehend.  

 Marie recalled the odour in the room, it smelt of urine and decay. “It sticks to your 

clothes. And when you come home, you just want to strip all your clothes off and get into 

the shower. It’s a nasty lingering smell”. 

The situation was extremely difficult because Marie did not know what to say or do. She 

relied on her partner to lead her through the procedure. She admits that she learns by 

watching others. “I watched and I learnt”. Sharing the task with another nurse made her feel 

more secure and made the experience less traumatic. In difficult times, Marie finds comfort 

in her faith “Just for the day, help me get through this”.  

She remembered her assistant's sense of humour helped to make the situation more 

tolerable. Marie believed it was important to lighten the situation without losing respect for 

the body. She recalls that the deceased constantly scratched his skin because of a skin 

condition and although inexperienced she was able to laugh at her own naivety at thinking 

the flaky material on the bed sheets were biscuit crumbs.  

Marie remembered looking at the body and thinking it was a shell and that it was 

important to talk to the deceased as if he were alive because there is a chance that the “spirit 

is still hanging around”. She also believed in providing sensitive and appropriate care to the 

survivors. Therefore it was vitally important to ensure that the environment was visually 

correct for the family to view the body prior to finalising post-mortem care. 

Marie described the post-mortem care procedure as very much like a bed bath, and she 

reflected on the size of the body. “He was a big man because he had no legs and sat in a 

wheelchair. He had this really big tummy…big chest and no legs”. For Marie it was 
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important to maintain privacy, respect, and treat the deceased’s death and aftercare with 

dignity “…I think there is a special way in washing the body down or in doing anything with 

your hands. It’s not rough. It’s not slapping something on. It’s a gentle easy motion and 

there is softness about it”. 

Body bags are used during post-mortem care and Marie described them as making her 

feel uncomfortable. She also noted that they are horrible, noisy and make a peculiar crinkling 

sound. For Marie, body bags signal to others that someone has died. 

    Marie's first post-mortem care experience was a critical turning point in her life. 

Although it was filled with shock and uncertainty, she believed that it was also a rewarding 

experience.  

Profile 4: Connie 
 

Connie was 27 years of age, single, and a practicing Catholic. She was currently in her 

second year of nursing study. Her first experience with post-mortem care took place in a 

nursing home. She remembered that it was an extremely lengthy process and one that she 

was unprepared for. 

When Connie started work she was apprehensive about the possibility of finding a dead 

body during the night hours when only a few staff members were on duty. When it did occur 

she found the experience eerie. She was not in touch with her feelings, but curious to know 

what a dead body looked and felt like. Connie believed that the patient's advanced age, 

greyish green skin colour, and emaciated condition had a bearing on how she viewed the 

experience.  

The death was confirmed when a registered nurse who was also on duty at the time 

covered the deceased person's face with the sheet. “Yes, she did the vital obs – just to check 
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and confirm that yes, he was dead, and pulled the sheet up. That is something I always 

remember as a kid, you know, from television. Once you pull the sheet up they’re dead, 

that’s it”. For Connie covering the deceased person's face was proof that life was extinct.    

To carry out the post mortem care procedure, Connie simply had to follow a set of 

instructions that had been given to her, "just like it was a textbook”. She remembered feeling 

overwhelmed with the list because she wanted to "get it right - Oh, God! What do I do first? 

I was numbering it 1, 2, - yes, I’ve got it”. She described how particular she was about 

ensuring that the cleansing and dressing of the body was carried out in a respectful and 

dignified way, and that it was important to ensure a small light was left on once the 

procedure was complete. Connie believed that completing the post-mortem care procedure 

was a huge achievement for her.   

 
 She remembered rethinking about the concept of finalising death by pulling the sheet 

over the face, and presenting the body flat on his back with the palms upwards. She was also 

aware that the other residents knew of the death. Connie would have liked to talk to 

someone about the way she felt “but its like – you can go home now – it doesn’t affect you". 

She remembered "‘my first death was a huge experience, but curiosity though it was like 

wow! I’ve seen what a dead body’s like and I took the responsibility of dealing with it. It was 

a huge thing”. 

  Although there was another person in the room the following day, lingering musty 

smells triggered Connie's thoughts about the deceased person's uniqueness and behaviours. 

"In the back of my mind I was thinking, it was the way he left the dirty tissues around I 

didn't like – and the broken biscuits in the drawers".     
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Profile 5: Joy 
  

Joy was a 30 year old Roman Catholic who was married with two children. She was 

completing her second year of nursing study and was happy to share her first experience 

which took place in a nursing home. Joy admits it was emotionally taxing and one for which 

she was totally unprepared.   

She was confronted with the body during her first clinical placement “I was just thrust 

into this situation”. It happened so quickly that she felt overwhelmed, confused, and 

bewildered. She had difficultly keeping her composure because her clinical facilitator insisted 

that she do a complete health assessment on the body prior to carrying out the post-mortem 

care procedure.   

Joy believed that the facilitator took it for granted that she had previously performed 

post-mortem care and therefore she was hesitant in seeking advice. She remembered the 

warm bedding and the deceased’s cold hands. She believed that the warmness of the body 

made it easier for her to complete the task. She was surprised and intrigued at how quickly 

the body cooled down and stiffened once the blankets were removed and was even more 

shocked when gas and air escaped the body. Although the facilitator pointed out that the 

death was expected, Joy remained concerned that the body was in fact still alive “I thought – 

no he’s not really dead”.  

Despite the fact that the body was in a reasonably good condition Joy noted an odd 

smell “a musty sort of smell”. She was also concerned about the open staring eyes. 

While accepting of the fact that as people get older there is the expectation they will die, 

Joy admitted to being upset because of the sudden and unexpected nature of this particular 
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death: “I went in and gave him some afternoon tea before I went home and he was probably 

one of the fittest on the ward. He was fully mobile and had all his faculties. He had no 

trouble toileting. Nothing. Nothing was evident that he was going to pass away. And then 

suddenly I turn up next morning for the start of the second day and he is dead”. 

During the procedure, Joy treated the body with respect and spoke to it as if it was still 

alive: “I kept letting him know what I was doing and why we were doing it. I didn’t seem 

strange whatsoever. I just thought that was a good way of dealing with what was going on at 

the time and being respectful to him”. Joy remembered it was strange talking to the body 

and waiting for it to respond. Other staff members also treated the body as if it were still 

alive: "He was dressed in pyjamas and we tucked him in after a bed bath, then at the last 

minute, despite there being no evidence of leaking body fluids, put in a body bag". 

Joy was shocked and overwhelmed by the body bag “The body bag! That was really – 

yes – this big, black bag came in and I just – I thought – I just thought – I must have been 

so dumb. I looked at it and thought ‘What is that for?’ Like, it just looked like a big clothes 

bag and to actually, physically try to get this man, who was quite fit and heavy for his age 

into this bag and he was making noises too. And I’m thinking, Oh, my God. That was - that 

was awful. And then just to zip him up in there and I’m thinking, I know it’s terrible but the 

first thing I thought was, 'The bag is plastic. He’s going to sweat in there. He’s zipped up. 

How long is he going to stay in there?" To Joy the body bag represented death, the end of 

the identity and finality.  

Joy was appalled that the deceased was left for such a long time in the body bag before 

being collected by the funeral home. For Joy this indicated a disrespectful attitude. She 
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would not like her body to be placed in a plastic bag. “I kept thinking, God, I would hate to 

be stuffed into something like that. That’s just terrible”.  

She noted how final everything is when the deceased’s belongings are put in a bag 

“Everything sort of seemed very final when we started gathering his belongings up and 

putting them in plastic – we were putting them in plastic garbage bags, which I thought was 

really horrible. Like, just – I don’t know. It was just like – you were just disrespectful. You 

weren’t sort of packing them up nicely in any form. It was just – thrown in – and it was 

almost like they were going to be chucked out and that’s the end of it - end of story sort of 

thing”. Joy believed that a suitcase is more appropriate for the deceased’s belongings not a 

garbage bag. A garbage bag is recognized by Joy as impersonal, insensitive and indicates that 

the deceased’s life had no value. 

She also described how relieved she was that she didn't have to confront the relatives. “I 

think I would have probably burst into tears”. 

Concern for the emotional welfare of the other residents in that they were still in the 

same room with the body, separated only by a curtain screen, was high in Joy's mind. This 

concern was also compounded by the thought that one of the other residents would walk in 

on the procedure and that she would not know how to deal with them. “I could hear them 

shuffling around and I could hear one of them walking over to the other side of the room 

and all I kept thinking is please don’t come in - don’t walk in here”. She believed that the 

other residents knew about the death but were too frightened to look. 

Joy was angry at the family for not visiting their deceased relative. Throughout the 

remainder of the day Joy felt numb and empty. “It was like I was just in a zombie state - 

what has happened today". She also relived the event, and was surprised at how death is 
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treated and everything just goes on as if nothing has happened. “It was really strange no one 

spoke about him. It was just like he was never there – it was just strange”. 

 Joy believed that she experienced far more than the other students had that day and 

believed that she handled the situation appropriately “I felt different afterwards – to the 

other students – that I’d gone through something more than what they had”. She recognised 

her need for counselling and was surprised at the facilitator’s ‘matter of fact’ attitude. Under 

the circumstances, she believed she should have been given emotional support.  

 So that Joy could deal with what had happened to her during the day she avoided the 

wing where the resident had died. On the drive home she reflected on the day’s events and 

felt empty and numb. 

Profile 6: Agnes  

Agnes is forty two years of age, married with one daughter and was currently 

completing her second year of nursing studies. She described herself as an active Christian 

and clearly remembered the experience. It occurred in a male vascular ward. The experience 

came about when two other student nurses asked Agnes's advice about why a patient was 

not responding to their requests during a bed bath.  

When she looked, she realized that the patient was dead and informed them so.  Agnes 

knew that the man was dead by observing that he had no pulse, was not breathing, and he 

was cold. At this point the other students became upset because they had not realized he was 

dead. “They just thought he wasn’t being compliant with their wishes”. Agnes removed the 

distressed students from the scene and informed the registered nurse.  

 Agnes felt vulnerable, isolated, and unprepared especially when she was told by the 

registered nurse that she would have to perform the post-mortem care. “God, I’m on my 
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own doing this – it was just the fear of the unknown”. Agnes believes in treating the 

deceased with respect and dignity and although she felt nervous she attended to and treated 

the body as if it were still alive. “I spoke to him like – I’m just going to roll you over”. Or, 

“I’m just going to take hold of your hand and wash your arm”. 

Not knowing what to do or what to expect made Agnes nervous and so she focused on 

the body and not herself. She tried to rationalise the situation by justifying why he had died. 

During the procedure she relied on the belief that the soul leaves the body and goes to 

heaven, leaving just a shell behind.  “Well, you know the person’s personality has left, and 

we’ve just got this shell here”. 

Agnes remembered that she did not know how to deal with the situation and was given 

no personal support either during or after the event. She believed that instruction on death 

issues should be covered at the beginning of the nurse training course, and when a situation 

such as this occurs it would have seemed appropriate that adequate support and debriefing 

should have been made available. 

 She remembered being surprised that no one came to view the body. “The thing that 

probably lingered with me a bit more was the fact that nobody came in to see him”.  Nor 

was the death talked about in the ward. It was hidden from the other patients and any notion 

she had about discussing the incident it was quickly squashed. 

  Agnes believed that performing post-mortem care can both test you as an individual 

and provide opportunities for learning.  “I did cope with it on my own. I did the right thing 

by the deceased and treated him as best I knew how at the time and I grew from that 

experience”. 
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 Final Structural Description of Informants' First Experience of Post-mortem Care. 

A total of 31 provisional themes were derived from the original data and then collapsed 

in a series of stages. The essence of the informants' first experience with post-mortem care is 

embedded in six key themes that structured the lived experience: Psychic disorganisation, 

Unpreparedness, Ritual and procedure, Coping, Experiential transformation, and Support. In 

the final analysis of the data each of the six themes gave way to yield a unique set of sub-

themes. Table 39 summarizes the lived experience of informants and post-mortem care in a 

cluster of primary and secondary phenomenological themes. 

Table 39.  Clusters of Themes Reported by Informants and their Lived Experience when 

  Providing Post-mortem Care 

Psychic disorganisation

 Confrontation with mortality 

 Fear of death 

 Sensory overload and negative feelings 

 Reliving the event 

Unpreparedness

 Inexperience 

 Psychological and educational preparation 

Ritual and procedure

 Post-mortem care is the last  nursing care given to the deceased 

 Pairing 

 Respect and dignity 

 The death of the patient is confirmed when body care, dressing and wrapping 

are complete 
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 Spiritual beliefs 

 Containing and concealing the body 

 Rites of passage 

Coping

 Talking to deceased as if they were alive 

 Prayer 

 Humour and self talk 

Experiential Transformation

 Personal and professional growth 

Support

 Debriefing and counselling 

 

Psychic Disorganisation 
  

The informants' perceptions of their experiences are exemplified in four contexts of 

psychic disorganisation and they are expressed in the sub-themes of confrontation with 

mortality, fear of death, sensory overload and negative feelings, and reliving the event. 

Their first post-mortem procedure was reported as overwhelming and emotionally 

draining. It was considered stressful and it was anticipated with considerable anxiety and 

trepidation. It was a significant life event, one that was often relived. It evoked a myriad of 

thoughts about life on earth, death, and the transience of life to death.  

The dead body presented the informants with psychological difficulty related to their 

own mortality.  Doreen stated: “It makes you think and it makes you live for the moment 

which I think is, you know, very important, you know to tell people that you love them, just 

make sure you don’t leave behind loose ends. As far as relationships and emotions go, 

because you never know, you may not ever have the chance to make it right again. Being 

face to face with death makes me think about all those things”. For Joy it was the sudden 
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realization that she would eventually end up in the same situation, in the body bag “I would 

hate to be stuffed in something like that”. For Sarah confronting the deceased only 

heightened her own fear about personal death, “I don’t like the idea of dying and when I die 

they’re going to do that to me too”. 

As a group, the informants expressed the psychic disorganisation traits of fear, 

emptiness, and feeling numb and uneasiness. They were shocked, startled, and sad. For 

instance, Joy remarked that following her first experience “I just felt empty and numb at just 

how everything was handled. How informal it was and how – just how the facilitator just 

took for granted that I would be able to deal with something like this and that I could do it. I 

was walking around, sort of, like a zombie for the rest of the day”. Sarah described her first 

experience of seeing and touching the dead body in the following way “it was scary seeing a 

dead body and then having to touch it and feel it, it’s a bit unnerving when you’ve not done 

it before and I felt uneasy seeing glazy eyes staring”. Marie on the other hand vividly recalls 

her first experience in terms of her initial thoughts when rolling the deceased to one side 

during bathing - “Oh, yuk! What’s happening! What’s coming out of him! It’s on my shoe! 

What am I going to do! And we’re getting it all over the sheets. We’ve going to have to 

change the sheets”. 

 Evidence of physiological changes occurring following the transition of life to death, 

and the body bags left lasting impressions on the informants. Strong sensory stimulation 

such as smells, sights, sounds, and tactile sensitivity were reported and were found to be a 

bothersome aspect of the post-mortem procedure. Sarah for instance recalled 'the soiledness 

[sic] smell'. "The smell of death, and the living smell lingering in their clothes are all rolled 

into one”.   
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For Joy and Marie the body bag left them feeling uncomfortable and somewhat 

disturbed. The body bag represented death, coldness and finality, the end, it signalled to 

others that someone had died. “The body bags are horrible. Um, they sound all crinkly. They 

go crinkle, crinkle, crinkle, and the zip goes “psooo” like that. And you have to close all the 

doors. Close all the doors because you don’t want people to hear. I don’t want people to 

hear him go into the bag. You’ve got to roll them and put them in the bag”, “the bags 

plastic. He is going to sweat in there. He’s zipped up. How long is he going to stay in there?” 

 

  Informants referred to reliving the event, and being reminded of the situation. Joy 

could not get the experience out of her mind and Connie found that when she entered the 

room the next day the smells that lingered in his room reminded her of the deceased’s 

uniqueness and behaviours. 

Unpreparedness 
 

The informants' belief that they were not prepared to carry out post-mortem care is 

expressed in two sub-themes, a lack of practical experience, that is, being unsure that life was 

actually extinct, and a of lack psychological preparation.   

Premature declarations of death concerned the informants. Marie and Doreen highlight 

the difficulty in which they were expected to perform and exemplify the uncertainty 

surrounding their first exposure to death and the dead body: “I was so shocked I was 

uncertain whether he was in fact dead”. “I still wasn’t quite sure whether she was dead” All 

believed that they should have received much more in the way of preparation in issues 

relating to loss, death and what to expect. Indeed, the experience of death and post-mortem 

care took the informants by surprise. The unexpectedness of the situation and the lack of 
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preparation by teachers contributed to feelings of inadequacy, helplessness, frustration, 

indecisiveness and hampered feelings of control. For Agnes the situation made her feel 

nervous, vulnerable and isolated and left with “a fear of the unknown”.   

The informants believed that in general they should have had far more support than was 

provided for them. Some performed the procedure by themselves while others were guided 

through the procedure by more experienced staff. Joy for instance felt hesitant in asking the 

facilitator questions about what was happening to the deceased “I didn’t want to ask too 

many questions because I felt like I was going to come across like I was stupid or something 

which afterwards seemed pretty silly because I should have asked a few more questions than 

what I did”. For Connie she carried out the procedure predominantly on her own after being 

given a set of written instructions. She wanted to get it right but was overwhelmed with the 

responsibility of the task. “He was frail and light weight. To me he was like a feather. You 

could roll him over or pick him up and yes, yes there was nothing to him. He was - wasted 

sounds – is a horrible word to use but he was wasted. Yes, there was nothing to him. That 

sounds like an element of death. It could be nothingness”.   

Ritual and Procedure 
 

With no experience in the procedure in which they were expected to perform, the 

informants had entered unchartered waters. During the telling of their story post-mortem 

care was compared in many cases to a bed bath. Their experience is exemplified in seven 

sub-themes: post mortem care is the final nursing care received by the deceased, pairing, 

body care respect and dignity, the death of the patient is confirmed when body care, dressing 

and wrapping is complete, spiritual beliefs, containing and concealing the body, and rites of 

passage. 
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Although they felt anxious, awkward, and uncertain about exactly what was required of 

them they were committed to making the deceased as presentable as possible. The trappings 

of medical science were removed and the body gently washed to remove blood, excreta, and 

secretions. For Doreen removing the jewellery made her feel very uncomfortable because it 

was like stripping the body of its identity “And we had to take her jewellery off and she had 

some lovely diamonds on her finger which she always used to talk about how her husband 

had given them to her and you know it was harder taking off her diamonds than it was 

taking her clothes off because I felt I was taking away her identity”. For the most part the 

informants treated the body as if it were alive. Agnes for instance described her feelings of 

nervousness in this situation “I felt very nervous. I spoke to him like – I’m just going to turn 

you over and I’m just going to take hold of your hand and wash your arm”. 

The more experienced nurse's attitude to the deceased seemed incongruous to some of 

the informants. Sarah for instance was glad to have the company of someone else during her 

first experience “I guess in a sense it is like a little kid in the dark. They’re scared when 

someone is there (outside) so when someone is with them they’re not so scared and I guess I 

was like that”. However, she had difficulty of coming to terms with how her colleague 

“handled the body like it was a sack of potatoes”.  

Most believed that pairing (being with another person) was essential for mutual support. 

Marie pointed out “it is about sharing and caring”. There was the view that during the first 

encounter pairing should consist of more experienced and compassionate colleagues who 

understood the importance of easing the transition to their colleague's first exposure to core 

body care and to assist in dampening any psychological discomfort. 
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  Although this was their first experience the informants considered that respect and 

dignity were essential elements of the post-mortem care procedure. The need to show 

respect to the deceased and maintain dignity during after death care was mentioned by nearly 

all the informants. Marie articulated this need. “I think there’s a special way in washing the 

body down or in doing anything and it's through your hands. It’s not rough. It’s not slapping 

something on. It’s a gentle easy motion and there’s softness about it. And I think that’s 

respectful and that’s dignity. …You’ve got to just look, even though the person’s gone you  

can still say, look Mary or Joe or whatever, I’m going to roll you over now and talk to them 

sometimes. That may sound crazy but I still believe that maybe they’re still hanging around 

and they know and they’re watching what I do. So it’s all part of the care”.  

For Connie dignity is also important “Yes, I took a lot of pride in making him look the 

best he possibly could…and I did it with a lot of care”. For Joy the expectation that she pack 

the deceased’s belongings in a garbage bag appalled her: “It’s like they’re a piece of rubbish 

or something. Like oh yes, big deal they have died. Let’s get rid of all their stuff out of here. 

You know. Chuck it away or whatever. It looks like it is going to be thrown in the bin and 

when she said 'Oh, we’ll just sit them out in the hallway until the family comes'. I’m thinking 

Yuk! I can’t, its terrible, it looks so impersonal”.   

When body care, dressing, identifying, wrapping, and containing the body is complete 

the death of the patient is confirmed. Comment from Connie highlighted this point when 

she said that once the sheet is placed over the head and face it indicates it is final “It’s like 

the sheets over now, leave the room”. For Joy however, the very act of bagging the 

deceased’s clothes and belongings made everything final. 
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The informants believed in some form of continued existence following death. They 

talked about a spiritual presence during the procedure and shared their thoughts regarding 

their individual interpretation of death and spirituality.  For Marie and Doreen both sensed 

the spirit had left the body but remained nearby and kept a watchful vigil over the 

proceedings. Sarah thought it was weird that the deceased’s spirit never left until the post-

mortem procedure was completed.  For Sarah the evidence of this was that the deceased’s 

face and skin took on a glow which was not there previously. Agnes referred to the body as a 

shell with the person having left. “Well, you know the person has left and we’ve just got this 

shell here”. Sarah also described her thoughts on the matter “basically the body’s just a shell 

that carries your soul around. So really I guess, that the body just represents the house and 

your soul just vacates it and goes to wherever it goes to, wherever you believe it goes to 

heaven, it goes and is reincarnated to another body or just goes out into the air and 

electricity and does whatever you believe. It just moves on”. Doreen on the other hand 

describes how she manages the notion of the dead body in that “the body is just like a suit of 

clothes that you just put down at the end of the day”. The fact that many nurses believe in a 

form of existence after death was demonstrated in the Popoff and Funkhouser (1975) study 

when 43% of their sample (N=15,430) expressed the belief that once a person dies their soul 

or spirit lives on in another dimension.   

The concealment (hiding death) and containing (use of body bags) rituals disturbed the 

informants. They found discussion of a patient's death, either amongst the staff members, or 

with the other patients, is not encouraged.  Joy remembered thinking it was strange that 

everything goes on as if nothing happened as if the death did not happen. For Agnes 

however, “it was one of those things that you couldn’t discuss – you have a ward full of 
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patients and they know that something is not quite right. The curtains have been around for 

a long time, they’ve seen two nurses coming out really upset, and yet we are not allowed to 

discuss what’s happened”. For Marie and Joy the body bag communicates death: “I wish 

they made no noise. Um, it’s just the sound. Its like “kluchch” [sic] like all that 

(demonstrates) and it’s horrible and that big “psooo” [sic] that zip. No I don’t like it”.  

 There was also a sense of transition noted by some of the informants following their 

experience with post-mortem care. This transition is best described as a rite of passage. Joy 

remembered having a felt a sense of achievement. “I felt different afterwards – to the other 

students – that, I’d gone through something more than what they had”. Similarly, Connie 

felt, "It’s a huge responsibility but to me as a young person it made me feel highly 

responsible to take on an adult, a dead adult’s body”. 

Coping 
 

The informants reported distress and tension associated with the post-mortem care 

procedure. Coping behaviours varied and served to ease the tension created by the 

experience. Their coping patterns are expressed in sub-themes: distancing (talking to the 

deceased), avoidance behaviours, self talk, prayer, and humour.   

For Agnes, Doreen and Marie talking to the deceased as if they were still alive was the 

preferred way to handle the experience. It was as if the very act of talking to the body 

provided a means for them to temporarily close off from the stark reality of situation and to 

psychologically detach themselves from acknowledging that the person was in fact dead. For 

Marie prayer was used as a comfort measure and a way to help her cope with the situation. 

“If I didn’t have a God, if I couldn’t hand anything over to him and say ’Just for the day help 

me through today' I couldn’t do it”. 
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The informants providing post-mortem care recognized that performing this task was a 

serious and solemn business and endeavoured to complete it in silence and in a dignified 

manner. However, nervous giggling and the use of humour also served as an escape or safety 

valve when working with the dead body. Doreen for example reported that her partner 

giggled and used humour to get through the situation “It was her way of handling it”. For 

Doreen carrying on an internal dialogue with the spirit of the deceased and self talk helped 

her manage the situation “So I think that was helping me to cope too and if her spirit did 

hear me I think she would have appreciated the fact that we were going about it in the best 

way we knew how”. Marie on the other hand believed that it was important to lighten the 

situation through humour without losing respect for the body “We are not laughing at the 

body but, you know, just a little bit of that helps lighten the situation”.   

Experiential Transformation 
 

The informants gradually experienced something new on a personal level. A sub-theme 

to emerge from this transformation was personal and professional growth. For Sarah the 

whole experience gave her a new sense of direction and perspective about life and death “it 

blew my whole life out of proportion, a life changing event both positive and negative but I 

learnt from the experience”. For others like Joy, Marie and Agnes the experience was 

rewarding and gave them the opportunity to learn something new about their capacity to 

manage and cope with providing post-mortem care. 

Support 
 
 The informants expressed a need for emotional support, debriefing and counselling 

after the event. They were disappointed that many of their colleagues ignored their plight 

and refused to validate their experience. They were left to fend for themselves and described 
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the context of experiential analysis and support in the sub-theme of debriefing and 

counselling. 

 The informants found the experience one which was both draining and emotionally 

taxing.  They were so positioned that they had to work through a series of processes that 

involved making sense of the situation and their thoughts about what was unfolding. 

Manifestations of the experience were reflected in a cocktail of emotional and cognitive 

reactions such as, fear, vivid memories and dwelling on the event, intrusive thoughts, 

preoccupation, anger, anxiety, emptiness and numbing, sadness and frustration. For Doreen, 

Sarah, Agnes, Connie, and Joy support was not forthcoming.  Joy reported not receiving 

anything in the way of support from her facilitator and believed that she could at least have 

taken her aside and just sort of said “Are you okay? Do you need to sit down and talk about 

this”? Doreen indicated “there was nothing really”. The consensus from the group indicated 

the reactions that the experience engendered were disenfranchised “it was like it never 

happened”. 

Discussion 

Transcendental phenomenology was selected for this study because it was recognised 

that while a wide range of qualitative methods are available, it is suitable for investigating 

phenomena important to nursing practice, education and administration (Ray, 1990). In 

nursing research, phenomenology has ‘almost universal’ acceptance and, within this category 

of methods, those that derive from Husserlian phenomenology are strongly preferred by 

researchers (Lawler, 1998). The decision was made to use Husserlian phenomenology as 

expressed in the methods of Colaizzi. This particular approach was selected because Wolf 

(1991), whose work was an important starting point for the present research project, had 
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employed that method. It is not, however, without its critics (see e.g., Crotty, 1996; Lawler, 

1998). Lawler (1998) criticised Husserlian phenomenology as inherently ‘modern’ as distinct 

from ‘post-modern’ in its thinking, in that it makes no allowance for “multiple subjectivities, 

multiple realities or the problematics of discourses” (p. 110). The criticism can be focussed 

by examining the ongoing discussion (see LeVasseur, 2003) of the principle of ‘bracketing’ 

which is central to transcendental phenomenology. 

 

According to Husserl, to understand the phenomenon of which the person is conscious 

it is necessary to suspend the usual assumptions about the world. This bracketing of 

previous experience is thought to free up the perceiver to understand the essentials of what 

is perceived. According to a constructivist account (see Lincoln & Guba, 2000), however, all 

knowledge is mediated by conceptual frameworks that the individual has as a result of prior 

experience. It is simply not possible on this account (see e.g., Salsberry as cited in Le 

Vasseur, 2003) to perceive without prior assumptions, values, and beliefs coming into play. 

Le Vasseur (2003) argued that the critics are likely right because transcending ‘pre-

understanding’ is probably impossible. She argued that it may be possible, however, to 

suspend pre-understanding briefly in order to make progress to a new understanding of the 

phenomenon. Whether this resolution is satisfactory will await further critique of 

LeVasseur’s argument, but what it does underline is the problematic nature of the approach, 

as Lawler observed. 

Although the method chosen for the study has been criticised, it is not possible, given 

the current state of development of qualitative methods and the philosophy of knowledge 

that underpins many of them, to identify any method that is free of criticism (Kidd, 2002). 
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Because, it had been used previously in this research area and was of a class of methods 

widely used in nursing research, it was therefore adopted here. 

The shared meanings that emerged from the study exemplify the essence of first time 

exposure to post-mortem care as viewed through the eyes of a novice. The informants 

acknowledged the seriousness of post-mortem care and carried out the procedure with 

respect and dignity, and in the best way they knew how. The informants in this study viewed 

the dead body and post-mortem care as problematic. As the results of this intra-individual 

phenomenological analysis suggest, the contention that first time exposure to post-mortem 

care causes psychological distress is supported. Furthermore, the results indicate that 

emotion-focused coping strategies were used to deal with the impact of the event.  

  The sight of the body shocked and surprised the informants. They were frightened 

by what they saw, heard, smelt, and felt and the vividness of their exposure continued to 

remind them of their experience. Psychic disorganisation and confusion resulting from the 

confrontation with the dead body is found throughout the literature (Chapman, 1998; 

Eynan-Harvey, 1997; Lawler, 1989; Wolf, 1988). The informants vividly recalled exhalations 

from the deceased person's lungs, exaggerated body movements in the arms and legs, and 

the change in body core temperature. These images only served to confuse the informants 

and remind them of the life recently lived. They were also confused and uncertain about 

whether death had in fact taken place when carrying out post-mortem care and that perhaps 

there was a chance that the body was not really dead at all. These findings are consistent with 

those documented by Clay and Crooks (1996), Eynan-Harvey (1997), Kawamoto (1992), 

Lawler (1991), and Wolf (1988).  
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All but one informant in this study indicated that they experienced fear to some degree. 

The fear they disclosed was related to the sudden exposure to the dead body, thoughts about 

the transience of life to death, their own deaths, and identifying with the body as it was 

placed in the body bag. According to Neimeyer (1994), fear is a common emotion in 

response to encountering death because it reminds the observer what it means to be human 

and brings them face to face with their own mortality. As Lawler (1991) pointed out, caring 

for the dead body following death is very much dependent on how nurses themselves 

perceive death and their personal beliefs and thoughts about what happens when life 

becomes extinct. Interestingly, 43% of the 15,400 nurses who participated in the Popoff 

(1982) study expressed a belief in the continued existence of the soul after death.  

Post-mortem care was a new experience for these beginning practitioners and one they 

dealt with the best way they knew how and the best way they could.  In an early review of 

the literature, Reynolds and Kalish (1974) indicated that nurses inadequately prepared to deal 

with what it means to be dead looked upon the situation as a clinical problem in an effort to 

protect themselves and resorted to using coping strategies such as avoidance and non-

involvement. This study found the contrary in that the informants used various emotion-

focused coping strategies such as psychological distancing, humour, and positive reappraisal 

in the form of prayer to manage the situation. Distancing describes efforts to detach oneself 

from the situation and implies behaviour whereby caregivers avoid becoming involved with 

people on a psychosocial level (Twycross, 1997), for instance, ‘went on as if nothing had 

happened,’ or ‘talked to the deceased as if alive’. This finding has been corroborated by 

Chapman (1998) who also noted that many of her subjects distanced themselves when 

performing death rituals.  
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Humor may serve as an escape valve for people working in conflicting or oppressive 

situations and acts as a social lubricant (Coser, 1959; Thorson, 1985). Humor, laughter, and 

tears are defense and cathartic mechanisms that function to discharge the physical tension 

accompanying the painful emotions of fear, anxiety, sadness, and depression (Dugan, 1989). 

In their respective studies, Jones (1985), Gustavson (1988), Lawler (1991), and Wear (1989) 

reported nurses, physicians, medical students, and Air Force personnel find handling the 

dead body emotionally difficult. The emotional disturbance which the procedure generates 

often gives rise to kidding, joking, and ‘black humor’ as a release mechanism. This is 

consistent with and supports other reports that the use of humor during body handling is 

considered part of the coping repertoire (Cervantes, 1988; Davitz & Davitz, 1975; Eynan – 

Harvey 1997; McCarroll, Ursano, Wright & Fullerton, 1993; Lawler, 1991; Rribeiro, Baraldi 

& da Silva, 1996; Werner, Bates, Bell Murdoch & Robinson, 1992). 

Positive reappraisal was also used by some of the group to cope with the event. Positive 

reappraisal describes an individual’s effort to create positive meaning by focusing on 

personal growth (e.g., “I came out of the experience better than when I went in,” “changed 

or grew as a person in a good way”). Positive reappraisal also has a religious overtone, (e.g., 

“I prayed,” or “found new faith”). Prayer is an effective coping strategy in times of 

psychological strain. The act of prayer provides an opportunity for a person to connect to a 

higher being in an introspective, personal, and focused way. Ronaldson (2000) contended 

that, for people who hold firm beliefs in religion or in a higher power, a sense of purpose 

and meaning is given to an individual’s life. Some of the informants admitted they gained 

from the initial experience. This finding has also been reported by Costello and Tinder-

Brook (2000), Krieger (1992), and Shemmings (1996). 
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An important finding to emerge from this study is that post-mortem care was perceived 

in different ways. For instance, it was considered a disturbing event, a transition to a higher 

plane, and as a new beginning of life after death. The informants reported that once death 

had taken place the soul, personality, or spirit vacated the body leaving a shell which lingered 

nearby as they prepared the body (a body/soul dualism). Some linked this vacating of the 

soul from the body with the analogy of leaving behind an empty house or leaving behind a 

suit of clothes. For some of them there seemed to be the existence of energy or a spirit 

pervading the space.  

In studies to date, these very same phenomena have been reported and are suggestive of 

culturally determined belief in some form of existence following death and that the soul 

survives and moves to another plane or realm (Edwards, 1991; Eynan-Harvey, 1997; Lawler, 

1989; McLennan, 1986; Wolf, 1991; Younger et al., 1985). The informants found the 

experience difficult to manage, one that symbolised mortality, and in keeping with results 

that emerged from Wolf’s (1988) study, left them with a vivid recollection of the event. 

Some informants found the use of body bags and hiding the death rituals disturbing, and this 

engendered psychological discomfort. 

The informants would have clearly benefited from greater psychological support than 

they received. The role of social support in the form of debriefing and counselling as a 

buffer for people experiencing life stresses (Antonovsky, 1979) has long been researched and 

acknowledged. Caplan (1974) has argued that in times of psychological need, social support 

can provide essential emotional sustenance, informational guidance, and tangible assistance. 

It is evident that exposure to a dead body and the experience of post-mortem care and the 

emotional dissonance that results have not been adequately appreciated within the health 
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care setting and have been disenfranchised as a result. While it could be argued that the 

distress in the form of psychic disorganisation provoked by first time exposure to a dead 

body and post-mortem care is probably short lived, it could equally be argued that there is a 

critical need for intervention as soon as possible following the event, especially if there has 

been no formal preparation beforehand. Support in the form of debriefing and counselling is 

about processing information and exploring and redefining the level of discomfort that is 

experienced. It is also about human growth and fulfilling potential. Gunzburg and Stewart 

(1994) described human growth and development in terms of being born with a ‘tabula rasa’ 

in which life experiences can be inscribed as they are encountered. The more painful earlier 

experiences are perceived the “more deeply scratched the slate becomes making later 

additions and erasures difficult, if not impossible” (p. 44). 

Summary  

 This study used qualitative research methods to examine the lived experience of 

nurses encountering post-mortem care for the first time A number of themes emerged from 

the interviews with the six informants, that provided a richer data base than had been 

provided in the first two studies.  

Limitation of the Study 

  Participants for this study were drawn from the same population as those in the 

previous study. That is, they were students who had been approached as part of that study to 

participate in a prospective study of the post-mortem experience. As that study was drawing 

to a close (i.e., a sufficient sample size was in sight), students who had volunteered for that 

study were asked if they would make themselves available for interview. The first six who 

responded to the invitation were included. They were in that sense a convenience sample 
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from a larger convenience sample and no claim to representativeness of nursing students (or 

even of nursing students volunteering to participate) can be made.  

 Finally, some comments on the method of data analysis used in this study are in 

order. The method described by Colaizzi (1978), is not without its limitations. Because it is 

highly structured it is reasonably straightforward in its application but, as Lawler (1998) has 

observed, this entails a certain degree of ‘methodological fundamentalism’. That is, the 

method provides the ‘right steps’ to follow and this can overshadow the conceptual 

importance of the data. For example, the richness of the experience of the participant who 

found the workplace culture at odds with her own values and reacted angrily as a result is not  

well-conveyed by the descriptive reporting of the data that the method promotes3. An 

approach that allows a deeper interpretation of the data may provide a better way into the 

nurse’s experience of post-mortem care than was possible here. 

  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. I am indebted to one of the examiners of this thesis for pointing this out. 

  



   172   

Chapter 6 
 

General Discussion 
 
 

 Providing post-mortem care to the dead patient has been recognised in the literature 

as a stressful experience for nurses. Studies by Eynan-Harvey (1997), Rribeiro et al. (1996), 

and Wolf (1988) have described the emotional distress that such a procedure gives rise to 

and the ways in which nurses attempt to cope with their emotions. The present series of 

studies sought to extend this previous work using quantitative and qualitative methods in a 

systematic investigation of reactions to the first experience of post-mortem care, particularly 

in the beginning nurse.  

 The model of stress and coping advanced by Lazarus and Folkman (1984) was used 

as a theoretical framework for the study. The model adopts a cognitive-phenomenological 

perspective on stress and coping and views the processes as involving a transaction between 

the person and the environment. That is, an environmental challenge is seen as having an 

impact on the person but the person in turn has an impact on the environment. Of central 

importance in the theory are the appraisals the person makes of the environmental challenge 

and the strategies or ways of coping deployed to deal with it. A challenge appraised as 

threatening, through the process of primary appraisal, and one for which the person judges 

there are few resources to cope (secondary appraisal) will engender considerable emotion. 

On the other hand, a challenge appraised as threatening but for which resources are equal to 

the task will generate coping strategies and less emotional arousal. (These relationships were 

outlined in Figure 1 in Chapter 2). In discussing ways of coping, Lazarus and Folkman 

(1984) distinguished between problem-focused and emotion-focused coping strategies. 
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Although both are normally used in concert, they differ in that problem-focused strategies 

are directed principally to the challenge, whereas emotion-focused strategies are directed to 

the emotional arousal the challenge engenders. 

 In the research project reported here, the experience of post-mortem care was 

viewed as an environmental challenge, which in terms of the Lazarus and Folkman model 

sets in train the processes of primary and secondary appraisal and coping. These processes 

determine the type and intensity of emotions engendered by post-mortem care and the ways 

the event is coped with. Within the framework of the Lazarus and Folkman theory, personal 

and social factors are seen to influence appraisal and coping (see Figure 1). In the former 

category are knowledge, experience, attitudes, and beliefs, and in the latter is the level of 

social support available. 

 The series of studies undertaken in the research program were predicated on the 

Lazarus and Folkman model. They included surveys, both retrospective and prospective, of 

responses to the experience of post-mortem care, an examination using standardised 

psychometric instruments of the impact of post-mortem care and the ways of coping with it, 

a comparison of responses on these instruments between nurses involved in post-mortem 

care and those experiencing a more familiar challenge (the academic examination), and 

finally a qualitative study of the lived experience of nurses shortly after their first experience 

of post-mortem care. By using a mix of research methods, it was expected that a more 

complete account of the experience and (short-term) effects of post-mortem care would be 

made available.  
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Principal Findings 

 The principal findings of the research program can be summarised as follows: 

1. Sadness is the dominant emotion in the nurse when confronted by the first 

experience of post-mortem care. 

2. The rated impact of the event is greater when the nurse knows the dead patient 

for whom post-mortem care is provided and when that person is younger rather 

than older. 

3. Rated impact of the event is greater at some time removed from the event than 

shortly after it. 

4. Rated impact is greater when the nurse has concerns herself about death and 

dying. 

5. Rated impact is most strongly related to cognitive, rather than emotional, 

behavioural or physical, disturbance. 

6. The presence of others has a complex relationship with the experience of post-

mortem care. 

7. The impact of post-mortem care, at least in terms of scores on a psychometric 

test commonly used for this purpose (IES), is greater than that for a number of 

other stressful experiences.  

8. The experience of post-mortem care mobilises coping resources to a greater 

degree than the more routine stressors of an academic examination. 

9. Positive reappraisal is a coping strategy that reduces the impact of the event, 

although other coping strategies such as magical thinking may also be employed. 
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10. The experience of post-mortem care is not a negative one for all nurses involved 

and may lead to an increased sense of self-efficacy if coped with well. 

Some of these findings echo observations already in the literature (e.g., 1, 2), some elaborate 

previous observations (e.g., 5, 6, 10), and some, as far as the author can judge, are new (e.g., 

3, 4, 7, 8, 9). Those that are claimed to be new must of course be treated cautiously, until 

replicated by other researchers. Those that echo or elaborate previous findings are more 

robust. These differences in the weight that can be put on the several findings needs to be 

borne in mind in the following discussion. 

Although post-mortem care elicited a mix of emotions, sadness was the dominant 

emotion reported in both surveys and in the qualitative study. Following sadness in 

importance was fear and anxiety. Given a choice, participants in Study 1 opted for fear ahead 

of anxiety in describing their reactions, whereas in Study 2 they opted for anxiety more 

frequently than fear. This difference may reflect differences in timing of recall. In hindsight, 

fear becomes more dominant whereas, at the time, anxiety seems more important. In the 

qualitative study, being scared, frightened, or fearful were commonly reported. This is 

consistent with previous reports in the literature and in terms of the Lazarus and Folkman 

theory speaks to the way in which post-mortem care is appraised by many nurses. The 

importance of death in the Western culture, in which nurses in the present series of studies 

were socialised, no doubt, accounts for much of this fear. Confronting the dead body, when 

the soul or spirit or life force has left the body and the person no longer exists in the 

physical sense in which they had, brings into sharp focus the nurse’s own mortality. It is also 

the case that a fear of dead bodies was likely to have conferred some adaptive advantage on 

human ancestors and as such might be expected to be part of a small set of fears that 
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humans are born with. Whatever the source of the fear, its ubiquity and intensity cannot be 

doubted. This observation alone is sufficient justification for further attempts to understand 

better the experience of post-mortem care and how its negative effects might be ameliorated. 

 The second principal finding concerning correlates of the impact of the experience, 

as with the first finding, is consistent with previous reports in the literature. The length of 

time the nurse has known the deceased or where  an attachment has developed were found 

previously to intensify reactions to post-mortem care (Costello & Tinder-Brook, 2000; 

Eynan-Harvey, 1997; Lawler, 1989). So too, the younger the dead patient the more severe 

the reaction, as Eynan-Harvey (1997) and Thompson (1993) have reported. The present 

study did not, however, replicate previous observations that disfigurement (Green, 1994; 

Lavigne & Ryan, 1979; Shonkwiler, 1985) or suddenness of death (Kiger, 1992; Whitfield, 

1979) were related to impact, although in the case of Study 3, the qualitative study, one 

participant reported that this was a factor that affected her. Rather than conclude that the 

present study places the importance of these factors in doubt, it is more reasonable to 

conclude that the surveys undertaken here did not provide an adequate test of their 

importance. The major problem was that these are relatively rare events, as such giving rise 

to little variance, and, therefore are unlikely to correlate at other than low levels with other 

variables. 

 The third principal finding, that rated impact is greater at some time removed from 

the event, must be considered tentative. It is based on a comparison of results on rated 

impact from the prospective and retrospective studies. In the retrospective study, in which 

participants were making their reports from 2 to 40 years after the experience, rated impact 

was significantly greater than in the prospective study, where participants were reporting 24 
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hours after the event. The difference remained substantially the same even when differences 

in age between the two groups were controlled for. In discussing this result earlier, it was 

suggested that memory involves constructive and reconstructive processes and that, in 

hindsight, an event might, quite genuinely, be perceived as more severe than it was at the 

time. Alternatively, defensive processes that act at the time to limit the impact of an event 

might not be activated some time later, when the ‘danger’ is no longer to hand. There is no 

way of choosing between these and possibly other accounts on the basis of the data to hand. 

 Because the ‘time of reporting’ effect is a potentially important one, in that it implies 

that impact might increase over time, it is necessary to examine it further in a study designed 

for the purpose. Simply correlating time since the event with impact is not a sufficient test 

(although it must be admitted that in Study 1 such a correlation was not consistent with the 

hypothesised effect). There are too many factors uncontrolled in such a naturalistic test. 

What is required is a prospective study, in which rated impact is studied immediately after 

the post-mortem care experience and at subsequent points in time, such as 6 months, 1 year, 

2 years, and 5 years post-event. What is happening in participants' lives contemporaneously 

would of course need to be monitored, but such a design would provide stronger evidence 

for the effects of time since the event or rated impact. 

 The finding of a relationship between concerns about death and dying, as measured 

by the FDDS, and impact of the event is entirely consistent with the Lazarus and Folkman 

(1984) theory of stress, in which the appraisal process is influenced by personal factors such 

as attitudes, beliefs, and values. Those with greater concerns about death and dying might be 

expected, in terms of the Lazarus and Folkman theory, to be set to appraise events linked to 

these concerns more seriously or as more threatening than those with lesser concerns in this 
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area. The finding points to the way in which impact of the event might be lessened, at least 

for some nurses. If fears about death and dying were to be reduced by some form of 

intervention, then it would seem to follow from the theory that appraisal would be altered 

and hence impact lessened. Mooney and O’Gorman (2001) reported on a death education 

program that, in comparison to a control procedure, resulted in lower scores on the FDDS. 

Such a program might, therefore, be effective as a means of reducing rated impact. This, of 

course, is an inference that requires testing. 

 Post-mortem care gives rise to a complex of reactions, but the impact of the 

experience is most strongly related to cognitive disturbances e.g., intrusive thoughts, 

distressing dreams, reliving the event. These are the sorts of changes associated with the first 

phase of the traumatic stress response (Horowitz, 1993). When impact is rated most 

strongly, these changes are more likely. Whether the reactions are of sufficient duration and 

intensity to be considered clinically significant cannot be determined from the present study, 

but point to the importance of understanding the long term effects of post-mortem care. 

 The conclusion that the presence of others has a complex relationship to the impact 

of post-mortem care is based on the failure to find a significant effect of the presence of 

others on rated impact of the event in the survey data of Study 1 or 2, but a repeated 

reference to its importance in Study 3. In that study, several participants reported that having 

someone with them at the time was an advantage. The Lazarus and Folkman theory of stress 

implies that social support has a positive effect on appraisal and coping and there are 

reports, elsewhere in the literature on stress, pointing to the benefits of social support 

(Caplan, 1974; Cohen, Teresi, & Holmes, 1985; Penner, Dovidio, & Albrecht, 2000; Wills, 

1992). One of the observations of a participant in Study 3 may be the key to this apparent 
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contradiction. Although this participant was glad to have a colleague with her, she was, at the 

same time, offended by the other’s apparent lack of respect for the dead person. This 

apparent lack of respect heightened the confrontation. Thus, the presence of another was 

both comforting and distressing. If this is in fact the case with others, it is not surprising that 

a simple relationship between social support and impact of the event was not found. A more 

sophisticated assessment of the social support factor is required in future studies to better 

capture what may be a complex pattern of effects, some increasing and some decreasing 

impact.  

 In Study 2, an attempt was made to ‘calibrate’ the impact of post-mortem care by 

using a standardised measure, the IES, that has been used to assess stress in a number of 

psychologically traumatic situations, such as body handling in emergencies, and to compare 

impact of post-mortem care with that of an academic examination, an emotionally 

provocative but, in one sense, routine form of stress. The comparison in the latter case was, 

however, confounded by the fact that the GHQ scores of the groups experiencing post-

mortem care and undergoing the examination were not equivalent at the outset and GHQ 

score is known to relate to impact. The higher IES scores of those taking the examinations 

compared to those experiencing post-mortem care for the first time could, therefore, depend 

more on pre-existing differences between the groups than on the impact of the two types of 

stressors. Even though adjustment for differences in GHQ scores had little effect on the 

difference, the comparison is sufficiently flawed to be able to draw any unequivocal 

conclusion from it. What can be said is that IES scores in the post-mortem care group were 

higher, particularly on the intrusion subscale, than those reported in a number of other 

traumatic situations. These data point to post-mortem care being a severe stressor. 
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   The data on coping provided by the WOCC indicated greater mobilisation of 

coping resources in the case of post-mortem care than in the case of the examination. Both 

the levels of change in WOCC scores from before to after the experience and the number of 

strategies for which significant effects were found point to more psychological work being 

done in the case of the experience of post-mortem care. (The comparison between groups 

here is more valid than for the IES scores as the groups did not differ at the outset in 

WOCC scores). Coping, in the Lazarus and Folkman theory, is a major consequence of 

challenge and the reason that, in their account, stress is not just a reaction to an 

environmental event but a transaction. The person is not a passive recipient of the event but 

rather the person attempts to manage it and the changes it produces, in some way. The 

reason that the attempts at coping are greater in the case of post-mortem care than in the 

case of the examination can only be speculated about. It was suggested earlier that the 

former is a more unfamiliar experience and as such may require more effort to normalise it 

and its effects. Alternatively, more work can be done in advance of the academic 

examination to cope with its effects than is the case with post-mortem care. For an 

examination, the time of the event is clearly known and usually what needs to be done to 

ensure satisfactory performance. Neither is true in the case of post-mortem care, and hence 

more work needs to be done after the event to cope with it. The two interpretations are not, 

of course, mutually contradictory and it may be that both are reasonable to some degree. 

 The lack of control over the event of post-mortem care led to the expectation, at the 

outset of the research program, that emotion-focused coping was more likely to be used and 

to be effective than problem-focused coping. The latter is more likely and more effective 

where the threat can be changed in some way. Post-mortem care, once assigned to the nurse, 
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cannot be negotiated and hence active coping processes are of less relevance than emotion-

focused ways of coping. The finding that positive reappraisal was related to lesser impact of 

the experience of post-mortem care provides some support for the initial expectation. 

Further support for this was found in the qualitative study, which indicated the importance 

of ‘magical thinking’, a term drawn from the psychoanalytic literature to refer to non-rational 

thought processes. Several informants in Study 3 reported talking to the deceased or talking 

to the deceased's spirit as a way of helping them through the experience. The standardised 

instruments used in Study 2 did not permit these types of observations and point to the 

importance of the qualitative data in gaining a further understanding of the experience. 

Magical thinking, while superficially a primitive form of coping, is likely to be important 

where rational processes of coping can bring no comfort. More systematic attempts to assess 

it should therefore be included in any further studies of the post-mortem care experience. 

 The last of the findings from the series of studies is of considerable importance in 

seeing the experience of post-mortem care in perspective. Many of the effects talked about 

to this point are negative, e.g., high levels of fear, cognitive disturbance. However, both in 

the survey data and the qualitative data there is evidence of positive responses to the 

experience of post-mortem care, e.g., participants responding well to the demands of the 

situation and feeling positive about themselves as a result. Earlier on, the concept of self-

efficacy advanced by Bandura (1982) was suggested as one way of conceptualising what was 

involved here. Self-efficacy is a belief about one’s competence in a particular situation, a 

belief that one can behave in a certain way or perform at a certain level. It is consistent with 

a cognitive-phenomenological account such as that offered here in terms of the Lazarus and 

Folkman theory. 
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 According to Bandura (1982), self-efficacy is the mediator of successful 

performance. It governs the choices individuals make about the behaviours they engage in, 

the effort they will expend, and the persistence they will show in the face of obstacles. In the 

situation of post-mortem care, low self-efficacy would limit the nurse’s approach to the 

situation and reduce their effectiveness in it. Successful performance, however, would 

increment self-efficacy and, in turn, lead to positive appraisals of the event on a subsequent 

occasion. Increasing the number of nurses who feel assured and confident in the situation, in 

Bandura’s terms who have a greater sense of self-efficacy when confronted by the demands 

of post-mortem care, is an objective that the data of the present studies strongly imply is 

realistic. 

Implications for Nurse Education 

 The latter point raises the question of what might be done on the basis of the 

findings of the present research program. As raised in the discussion of several of the 

principal findings, the negative experiences of post-mortem care, at least in their more 

dramatic form, should not be seen as the inevitable effects of such a procedure. It should be 

possible to intervene to reduce these effects, either prior to the experience or subsequent to 

it. As noted above, a program of death education was found by Mooney and O’Gorman 

(2001) to reduce fear of death and dying. Including material specific to post-mortem care in 

such a program would be a simple matter but one that could prove effective. As reports 

from Study 3 indicated, knowledge of the physiology of death is not made available to nurses 

in training or, at least, not sufficiently early to prepare them for the experience of post-

mortem care on placement. The program might be specifically directed to building self-

efficacy of nurses when confronted by the dead patient in post-mortem care and other 
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contexts, given the interpretation offered earlier for successful performance in these 

situations. 

 Intervention after the event should also be considered. In Study 1, 60% of 

participants indicated that counselling after the experience would have been helpful but only 

two of them received it. The extent and nature of counselling required would have to be 

considered, but the experience of Study 3 was that in many cases simply providing the 

opportunity to talk may be sufficient. Ventilating feelings in a context which validates rather 

than negates the nurse’s experience may be a simple but effective intervention. 

 As well as interventions directed at beginning nurses, thought needs to be given to 

preparing supervisors for dealing with the experiences of nurses. As indicated earlier, the 

experience for one of the participants in Study 3 was made more difficult by their senior 

colleague behaving in an apparently disrespectful way to the dead person. More needs to be 

known about supervisors’ attitudes and approaches when assisting a beginning nurse with 

her first experience of post-mortem care. Unresolved issues about death and dying in the 

supervisor may influence the approach in this situation, or there may be too great a concern 

with ‘routinising’ the situation for the beginning nurse, which may be seen as a lack of 

sensitivity or disrespect. Further work needs to be done on the effective approaches for 

supervisors in this situation. 

 A complete intervention may involve all three foci, nurse education before, 

counselling after, and better training in this aspect of supervision for nurse supervisors. The 

effectiveness of each of the elements of the ‘package’ of interventions would need to be 

examined. Such a study could incorporate the earlier suggestion for examining impact of the 

experience of post-mortem care over time. That is, in a prospective study impact 
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immediately after the experience and at time points subsequent to it could be studied. To 

this could be added conditions that tested for the effectiveness of death education, 

counselling, and supervisor training in reducing rated impact. Such a design is admittedly 

elaborate but, given the distress and disturbance the experience was shown to have in this 

and previous work, would seem warranted. 

Limitations of the Research Program 

 The series of studies reported here used different research methods on the premise 

that the limitations of one would be cancelled out by the strengths of another. For example, 

the cross-sectional survey as used in Study 1 allows a considerable amount of data to be 

collected from a large sample in a  relatively short space of time but is necessarily 

retrospective and, therefore, susceptible to all the problems of retrospective report. The 

prospective study overcomes this weakness but data gathering is slow and the final sample 

that is practicable is necessarily much smaller than is the case for the retrospective study. In 

much the same way, the qualitative study provides a rich data base, but to be possible can 

only include a small group of informants. Although interlocking methods were used here, it 

cannot be claimed that all problems were overcome. For example, the entire data base on the 

experience of post-mortem care gathered in the present series of studies is small, numbering 

fewer than 200 cases. Representativeness of findings is, therefore, an issue where results are 

previously unreported or differ from findings reported elsewhere. 

 The issue of representativeness arises too with respect to the volunteer nature of the 

sample. To talk about or report on one’s reactions to post-mortem care is a confronting 

experience in itself and those willing to do so may not be a cross-section of nurses. Some 

indication of this was given in Study 2 where nurses in the PMC Group were found to have 
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higher scores on a scale of attitudes towards death and dying than participants in the Exam 

Group. What other biases the sampling may be subject to are unknown. It is difficult to 

suggest what might be done in future to obviate the biases that self-selection brings with it, 

other than to compare those volunteering with those refusing on a wide range of 

characteristics to estimate how and to what extent the samples differ. 

 One other issue deserves comment. The research was predicated on post-mortem 

care being a stressful experience for many nurses, given previous work on the topic. The 

theory adopted to make sense of the findings, that developed by Folkman and Lazarus, 

points to the importance of the way challenging events are appraised in determining the 

effects they have, and the role of personal and social factors in influencing the appraisal 

process. This means that the perspective taken here is not the only one that might be 

adopted with respect to post-mortem care. Just as it has been suggested that death education 

be used with beginning nurses to develop more positive appraisals of the situation of post-

mortem care and their performance in it, so too researchers might construe the situation in 

less problematic terms. That is, death in many ways in contemporary Western society is 

‘problemised’, and the present researcher may too readily have accepted this framework for 

the project. Adopting a different viewpoint on the topic in future work may lead to a 

different set of findings, possibly not contradictory but complementary. 

Conclusion 

 Post-mortem care was discontinued in some hospitals in the United Kingdom 

several years ago, partly to reduce costs but partly because it was recognised as a distressing 

experience. The present project sought to extend previous findings on post-mortem care, 

particularly in the beginning nurse practitioner. The results have underlined the stressful 
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nature of the experience indicating similarities with the intrusion phase of the traumatic 

stress syndrome. The results have also highlighted that some nurses report being able to 

cope with the situation. This was particularly true when reports were made close in time to 

the event, when impact was also reported to be less severe. How time since the event affects 

recall and impact is the next challenge for research on post-mortem care. Rather than 

concentrate on the negative effects of the experience, however, research might be better 

directed to the ways in which the negative experiences can be reduced or the ways positive 

appraisals and performance can be enhanced, as a consequence of education and training of 

nurses and their supervisors. 
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 Appendix A 
  

The Questionnaire Designed for Study One 
 
 

Instructions
 

For the purpose of this questionnaire the terms Post-mortem care, the Last offices’, and  
Laying out the dead is synonymous 

 
Please circle your response unless otherwise indicated.  

 
 

 
 

Demographic Information 
 
 
 Your gender          Male     or Female  
             
 
 Your date of birth       ................                  ...........        
           Month        Year 
 
 
 Your marital status     
 
  Married       -       Single       -       Widow      -       Divorced       -       Other 
    

                             

Where did you undertake your nursing training?                  
                                                                                                       ....................      ...................   
                                                                                                City             
State   
          
 
       How many years have you been nursing?       ...................... 
    
 

In which year did you commence your training?       ...............   
 
 
  

 
The following questions relate to the first time in your nursing career that you administered, 

or assisted with the administration of the last offices. 
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Q 1.  How did you feel the first time one of your patients died?   
 

(Do not remember) 
Aggressive Yes  -  No  -  DNR   Angry   Yes  -  No  -  DNR 

                                                      
Anxious  Yes  -  No  -  DNR   Calm   Yes  -  No  -  DNR 
 
Compassionate  Yes  -  No  -  DNR   Controlled  Yes  -  No  -  DNR  
 
Conflict  Yes  -  No  -  DNR   Confused  Yes  -  No  -  DNR 
 
Curious  Yes  -  No  -  DNR    Detached  Yes  -  No  -  DNR 
 
Depressed  Yes  -  No  -  DNR   Devastated  Yes  -  No  -  DNR 
  
Emptiness Yes  -  No  -  DNR   Fearful   Yes  -  No  -  DNR 
 
Frightened Yes  -  No  -  DNR   Frustrated  Yes  -  No  -  DNR 
 
Grief  Yes  -  No  -  DNR   Guilty   Yes  -  No  -  DNR 
  
Helpless  Yes  -  No  -  DNR   Impotent   Yes  -  No  -  DNR 
 
 Inadequate Yes  -  No  -  DNR   Intrigued   Yes  -  No  -  DNR 
  
Numb  Yes  -  No  -  DNR    Relieved    Yes  -  No  -  DNR  
  
Resentful Yes  -  No  -  DNR   Sad   Yes  -  No  -  DNR 
 
Stressed  Yes  -  No  -  DNR   Tearful   Yes  -  No  -  DNR 
 
Unprepared Yes  -  No  -  DNR   Unmoved  Yes  -  No  -  DNR 
 
Unsure  Yes  -  No  -  DNR   
 
   
 
Q 2. How do you rate your recall of the first time you administered or assisted with the administration of  

the Last Offices? 
  
1 2 3 4 5 6 7 8 9  10 
| | | |  | | | | | |

  Poor recollection                          fair recollection                                                               vivid recollection 
 
 
Q 3. How long had you been practicing when the incident occurred?                   ...........                 

        Months    
        

Q 4. Your age at the time of the incident?      ...............         ............... 
               Years             Months  
 
Q 5.    Your status at the time of the incident?   

 
Student Nurse      - Enrolled Nurse      -      Registered Nurse  
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Q 6.    Your marital status at the time of the incident?      
 
  Married       -       Single       -       Widow      -       Divorced       -       Other 
  
 
Q 7.     Did you have children at the time of the incident?           Yes       or   No 
 
            
Q 8. Were you or your spouse expecting a child at the time of the incident?         Yes      or        No 
            
 
Q 9.  During which period of the day did the incident occur? 
 

0001-0200 hrs        0201-0400 hrs              0401-0600 hrs                  0601-0800 hrs    
  

0801-1000 hrs             1001-1200 hrs             1201-1400               1401-1600 hrs 
  

1601-1800 hrs              1801-2000 hrs           2001-2200 hrs                   2201-2400 hr       DNR 
 
 
Q 10 Was the deceased person  Male        or    Female 
       
 
Q 11.  In which age group was the deceased person? 
     
       0 - 5  6 - 10  11 – 15  16 - 20  21 - 30   
  
       31 -35        36 - 40  41 - 45       46 - 50       51 - 55 
 
       56 - 60  61 - 65        66 - 70      71 - 75       76 - 80 
  
       81 - 85 86-90      91 - 95      96-100          101 and over             DNR 
 
 
Q 12. Was the death    Expected        or     Unexpected  DNR 
       
 
Q 13.  Had the body been badly burnt, disfigured or mutilated?   Yes or No 
            
                                     
Q 14. Do you know the deceased person’s name?    Yes or No 
              
 
Q 15. Which of the following statements best describes your relationship with the deceased person?   
   
      No prior contact with the deceased      Deceased was a ‘special’ patient      
   
      Routine nursing care of the deceased         Deceased was a colleague           
 
      Observed, but not interacted with the deceased     Deceased was a personal friend   
  
      Other 
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Q 16. When you first performed the last offices, were you by yourself or did you have a nursing colleague 
 to assist you?                  

Alone     or Assisted                                                                   
 
Q 17.   If you had assistance, do you believe your colleague was more experienced  than yourself? 
 
      N/A  Yes or No 
       
 
Q 18.  At the time, or shortly thereafter did you display any of the following reactions?   

 
Physical Reactions 

                  (Do not remember)           
  Calm and relaxed     Yes  -  No  -  DNR   Effervescent Yes  -  No  -  DNR 
                                         
        Dry mouth    Yes  -  No  -  DNR Nausea  Yes  -  No  -  DNR  
 
  Sleep disturbances    Yes  -  No  -  DNR Chills  Yes  -  No  -  DNR 
 
  Profuse sweating   Yes  -  No  -  DNR Diarrhoea  Yes  -  No  -  DNR 
 
  Tremors or shakes   Yes  -  No  -  DNR Headaches Yes  -  No  -  DNR 
 
  Rapid heart rate    Yes  -  No  -  DNR Upset stomach  Yes  -  No  -  DNR 
 
  Muscle aches  Yes  -  No  -  DNR Fatigue  Yes  -  No  -  DNR 

 
 

Cognitive Reactions  
 
  Self-assured             Yes  -  No  -  DNR            Have a sense of control           Yes -  No -   DNR                                
  
         Intrusive thoughts      Yes  -  No  -  DNR             Calculation difficulties             Yes  -  No  - DNR 
  
  Distressing dreams     Yes  -  No  -  DNR             Anomia (word loss)           Yes  -  No  -  DNR 
 
  Memory problems       Yes  -  No  -  DNR             Decreased attention span         Yes  -  No  -  DNR 
 
  Confusion                   Yes  - No  - DNR              Disruption in logical thinking   Yes  -  No  -  DNR 
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Emotional Reactions  
   
  Anticipation Yes  -  No  -  DNR  Surprise  Yes  -  No  -  DNR 

    
  Anger  Yes  -  No  -  DNR    Overwhelmed Yes  -  No  -  DNR 
 
    Anxiety  Yes  -  No  -  DNR   Feeling worried  Yes  -  No  -  DNR 
     
  Denial  Yes  -  No  -  DNR  Grief  Yes  -  No  -  DNR 
 
  Depression Yes  -  No  -  DNR   Survivor guilt Yes  -  No  -  DNR 
     
  Fear  Yes  -  No  -  DNR   Numbness Yes  -  No  -  DNR 
 
         Feeling hopeless   Yes  -  No  -  DNR   Wishing to die Yes  -  No  -  DNR 
 
  Quietness Yes  -  No  -  DNR  Sadness  Yes  -  No  -  DNR  
    
  Remoteness Yes  -  No  -  DNR  Gratitude Yes  -  No  -  DNR 
  

 
Behavioral Reactions  

 
  Excessive humor  Yes  -  No  -  DNR Relive the event                 Yes  -  No  -  DNR 
  
      Excessive silence  Yes  -  No  -  DN  Suspiciousness                Yes  -  No  -  DNR 
 
        Unusual behavior  Yes  -  No  -  DNR           Exaggerated startle response  Yes  - No  -DNR  
       
  Increased or decreased     Increased tobacco      
          appetite   Yes  -  No  -  DNR             consumption      Abstain  - Yes  -  No  - DNR             
                      
  Increased alcohol      Perform to the best of              
          intake                Abstain  -Yes  -  No  -  DNR your ability                 Yes  -  No  -  DNR        
        
      Withdrawal  Yes  -  No  -  DNR Doubts over performance of 
                 your duty                          Yes  -  No  -  DNR 
  
 
 Q 19. During the event, or in the 24 hour prior to the event, did anything unusual occur which you believe  

may have contributed to the reactions you experienced?   
       
   Yes (Please specify)  No               DNR 
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Q 20. After the event how would you rate your need for counselling? 
  

1 2 3 4 5 6 7 8 9  10 
| | | |  | | | | | |

        Did not require                                    Required                                                        Urgently required 
 
 
 
Q 21. Did you receive formal counselling?  Yes  or     No 
     
    
   21(B) If you did receive counseling, in total, how many hours of counseling did you receive?    ............... 
 
 

 
    21 (C)  How do you rate the value of the counseling ? 
  

1 2 3 4 5 6 7 8  9 10 
| | | |  | | | | | |

        No value                                 Valuable                                                 Most valuable 
 
 
 
Q 22. How would you rate your general state of health prior to the event? 
 

1 2 3 4 5 6 7 8 9  10 
| | | |  | | | | | | 

         poor                                                                                          excellent 
 
 
Q 23. How would you rate your general state of health since the event? 
 

 1 2 3 4 5 6 7 8 9  10 
| | | |  | | | | | | 

               poor                                                      excellent 
 
  If your general state of health has deteriorated, in what way?  
 
 
 
 
 
Q 24. In the two years prior to the event had you been exposed to death?  
 (e.g. death of a family member, a friend, or perhaps a treasured pet) 
 
     Yes  or  No 
  
Q 25. When you laid out your first patient, how would you rate the impact the event had on you? 

 
1 2 3 4 5 6 7 8 9  10 
| | | |  | | | | | | 

            no impact                          little impact                          substantial impact                         dramatic impact 
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The remaining questions are of a general nature relating to the topic 
 

 
Q 26. Have you encountered a situation where performing the last-offices has had a greater impact on you 
than it  

did on the first occasion?  
 

Yes or No 
                                                                             

 
       26(A) If you have answered Yes, how would you rate the impact of that procedure 

 
1 2 3 4 5 6 7 8 9  10 
| | | |  | | | | | |  

           no impact                          little impact             Substantial impact                              dramatic impact 
 
      26 (B)   Would you please briefly explain the situation 
 
         
 
 
 
 
 
 
 
 
Q 27.    During your nursing career have you encountered any quaint or unusual procedures carried out as part  

    of the last offices?  
 

Yes or No 
                                                                      

If you have answered yes , would you please briefly explain the procedure 
 
 
 
 
 
 
 
Q 28. For those nurses still in the clinical area, how many times during the last 12 months have you  
                  administered the last offices?   
                              ............................ 
 
     Alternatively 
 
 
 For those nurses who have since retired or moved out of the clinical, how many times during the last   
               months that you were in the clinical area did you administer the last offices?     

 ............................ 
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Q 29.  In the early years of your nursing career, was there any other nursing procedure that you performed  
                  on a regular basis (say more than 4 times per year) that had a greater impact on you than laying out  
                  the dead?  

 
Yes or No 

      
                               

    29(A) If yes could you please explain 
  

 
   

 
 
 
Q 30. Do you believe that you had sufficient death education during your training to prepare you to  
                  adequately deal with your reactions when you first laid out a body?   

 
     Yes  or    No  
                                                              
 
 
Q 31. When a patient dies while you are on duty do you? 
  
  Absent yourself from the area as quickly as possible  Yes  -  No  -  on occasions  - Admin 
            
       Arrange for the incident to be discovered by the oncoming shift Yes  -  No  -  on occasions  - Admin 

 
        Assist with the relatives     Yes  -  No  -  on occasions  - Admin 
   
       Assist with the last offices     Yes  -  No  -  on occasions  - Admin 
 
       Avoid talking to the relatives    Yes  -  No  -  on occasions  - Admin 
    
  Avoid the room or bed space where the patient has died Yes  -  No  -  on occasions  - Admin 
  
  Become emotional for the remainder of the shift  Yes  -  No  -  on occasions  - Admin 
 
       Deodorise the room or bedspace    Yes  -  No  -  on occasions  - Admin 
    
  Don gowns, gloves and other protective wear   Yes  -  No  -  on occasions  - Admin 
  
  Dream about, or relive the event at a later time  Yes  -  No  -  on occasions  - Admin 
 
       If possible, avoid performing the last offices   Yes  -  No  -  on occasions  - Admin 
 
 Have trouble sleeping that night    Yes  -  No  -  on occasions  - Admin 
 
  Have a few drinks after work to forget the incident       Abstain - Yes  -  No  - on occasions   - Admin 
       
       Keep busy to forget about the death    Yes  -  No  -  on occasions  - Admin 
 
       Keep the information from the other patients   Yes  -  No  -  on occasions  - Admin 
 
  Maintain the pretence that nothing has happened   Yes  -  No  -  on occasions  - Admin 
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       Place flowers in the vacated room or bed space  Yes  -  No  -  on occasions  - Admin 
       
  Remove the body as quickly as possible   Yes  -  No  -  on occasions  - Admin 
     
  Remove the body as secretively as possible   Yes  -  No  -  on occasions  - Admin 
 
  Smoke more than usual after the event                 Abstain  -  Yes  -  No  -  on occasions  - Admin 
        
  Take time out to adjust to the event    Yes  -  No  -  on occasions  - Admin 
 
  Try to defuse the tension by the judicious use of humor  Yes  -  No  -  on occasions  - Admin 

 
  Other   (Please specify)    
 
 
Q 32.    Now that you have gained more experience how do you feel when one of your patients dies?   
 
    Aggressive  Yes  -  No  -  on occasions  -  Admin        Angry       Yes  -  No  -  on occasions  - Admin 
                                         
    Anxious  Yes  -  No  -  on occasions  - Admin         Calm       Yes  -  No  -  on occasions  - Admin 
  
   Compassionate  Yes  -  No  -  on occasions  - Admin         Controlled     Yes  -  No  -  on occasions - Admin 
   
   Conflict Yes  -  No  -  on occasions  - Admin         Confused      Yes  -  No  -  on occasions - Admin 
  
   Curious  Yes  -  No  -  on occasions  - Admin         Detached      Yes  -  No  -  on occasions - Admin 
  
    Depressed  Yes  -  No  -  on occasions  - Admin         Devastated    Yes  -  No  -  on occasions - Admin 
 
    Emptiness Yes  -  No  -  on occasions  - Admin         Fearful  Yes  -  No  -  on occasions - Admin 
 
    Frightened Yes  -  No  -  on occasions  - Admin         Frustrated      Yes  -  No  -  on occasions - Admin 
 
    Grief                 Yes  -  No  -  on occasions  - Admin         Guilty   Yes  -  No  -  on occasions - Admin 
  
    Helpless            Yes  -  No  -  on occasions  - Admin         Impotent        Yes  -  No  -  on occasions - Admin 
  
    Inadequate Yes  -  No  -  on occasions  - Admin         Intrigued        Yes  -  No  -  on occasions - Admin 
  
    Numb             Yes  -  No  -  on occasions  - Admin           Relieved         Yes  -  No  -  on occasions - Admin 
  
   Resentful Yes  -  No  -  on occasions  - Admin          Sad                Yes  -  No  -  on occasions - Admin 
  
   Stressed           Yes  -  No  -  on occasions  - Admin          Tearful           Yes  -  No  -  on occasions - Admin 
    
   Unprepared Yes  -  No  -  on occasions  - Admin          Unmoved      Yes  -  No  -  on occasions - Admin 
  
    Unsure Yes  -  No  -  on occasions  - Admin 
 

 
--*--- 

Thank you for taking the time to complete this questionnaire if there is anything further you may wish to add 
please feel free to do so.      
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