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Abstract

When things go bad for a patient the nurses ardrtimtline and liaison with the patient’s loved sn@he nurse
may or may not have developed a relationship vhigis¢ individuals. Most nurses with an associateegelgave had
little to no training in how to help families comhuring a traumatic death. Caring for a dying pdtigheir

subsequent death and the bereavement with theyfénirgely conducted by nurses and has been nized) as
one of the most stressful aspects of nursing wbike. objective of this paper is to bring awarenesdte need for
specialized training for nurses enabling them teehthe tools necessary in traumatic situations wheir patient
dies.
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Trauma Sensitive Training Needs For Nurses patient also. Often when nurses are rushing with
Working With Families responses to traumatic care the family is pusheld ba

. : nd becomes an afterthought. In the worst possible
When things go bad for a patient the nurses are ti’élgenario when someone’s loved one is dying, the

frontline and liaison with the patient's loved ones . .
The nurse may or may not have developed nurses in the emergency room _become the front line
Saff that deal with the family members. How

relationship with these individuals. Most nurseshwi prepared are these nurses for this daunting tasi? M

an associate degree have had little to no traiing . L .
- . . associates programs do not have training to dehl wi
how to help families cope during a traumatic deatk}

Caring for a dying patient, their subsequent death the .Sp'”?“a' and emotional gpheaval |nd|y|dugle ar

; L feeling in such emergencies. A combination of
the bereavement with the family is largely conddcteScience art. cultural sensitivity. spiritual awses
by nurses and can be one of the most stressfuttaspe P Y, sp

of nursing work. This paper will explore the need f and_ experience are required to have the ability to

e - ; assist people when they are facing a permanent loss

nurses to have specialized training during thejr : )

. : n Western countries trauma is the most common

foundation courses that empower them with the toocsause of death between ages 1 and 44 and the third
to give holistic, cultural sensitive care to theindy 9

atient and their families common cause of death in all ages (Arslan, et al.,
P ' 2014, p. 320). With high numbers of death due to
Holistic Care trauma the ability for emergency room nurses to

iscuss issues surrounding death are vital skills.

Nurses understand holistic care for the patiengOme of the difficulty potentially comes from the
however, holistic care includes the family of the yp y
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belief that traumatic death is considered by soma aof tragedy. There are strategies that nurses shmild
private trouble which differs from public issuestrained in and practice to help ensure better ong=o
where the numbers of death due to trauma are gredten working with families of deceased patients
(Chapple, Ziebland, & Hawton, 2015, p. 611)such as slowing the pace of the conversation do tha
Regardless of the manner of death nurses must féet family can begin to assimilate information,
competent in their ability to keep families awafe odeveloping a self-awareness of their own emotional
the circumstances happening in the emergency rogmactions, understanding the stages of grief, aimbb
and delivering the news of a loved one’s death. culturally sensitive.

Palliative Care versus Traumatic Death Communication

Palliative care is a subject that is addressedsin ifherapeutic communication is a critical skill in
basic form in nursing programs. Most nurses leafveloping the nurse, client relationship (Rasheed,
palliative approaches during on-the-job training2015, p- 211). In the best case scenario the pagsic
Palliative care is described as providingS explaining the prognosis and options to the
compassionate, person-centered, family-based c&@lient's next of kin; however, in a traumatic even
addressing the physical, psychosocial, and spirituf?€ Physician is busy trying to save a life and the
needs of clients in a culturally sensitive approaciurse is the liaison to the family. It would be iopl
Palliative care goals are based on comfort, dignitfhat the family was informed of potential patient
and following the patient's request as appropriat@utcomes as early as possible. Often when traumatic
Palliative care is quite different than caring the death occurs there is no former bond between the
family of a patient who has just died from a tratima nursing  staff —and the family —members.
event; however, these same aspects need to @Mmunication and trust are harder for parties
considered and be components in that care. Tha defitvolved when there is no bond; however they are
of a patient who is receiving palliative care is affitical elements in traumatic situations whenfa i
expected event. The unexpected aspect of tRa@ngs in the balance. Families need to know the
traumatic death adds another dimension for whidiealth care team implemented life-saving
nurses have not been trained to address. Nurses igfgrventions which can give them peace knowing
not always personally and professionally prepaced feverything that could_have possibly been done was
dealing with the death of the patient. Understagdirione (Barrere & Durkin, 2014, p. 40). In the attémp
how they feel about their own mortality can asiist 0 save the patient's life, family members can be
nurse in dealing with the dying patient and theipushed into the back ground and fprgotten. To wgtch
loved ones. The death of a patient is a stressfiie code may be very traumatic to the family;
situation that leads to anxiety and can cause suese NOwever, it might assist with their recovery in the
detach their emotions from the current eventspe ti 10ng run. Nurses may find themselves caught in the
when compassion, understanding, empathy, angddle of complex situations such as disagreements
support are needed most from the nursing staffetween family members regarding code status or
Nurses display various emotional responses towar@igan donation (Barrere & Durkin, 2014, p. 40).
the death of patients, which range from disbelie?‘,/'f"en_ce in thg community might have individuals on
sadness and helplessness to loss and guilt, QPOSINg  sides in  the emergency room
emotional detachment. The nurse’s reaction whethgimultaneously. Family members need private areas
over emotional or lack of emotion could cause gre¥ gather, comprehend the information being
distress for the loved ones of the dying patient] a delivered, and discuss options. Nurses must not
potentially trigger more chaos. The death of agpati involve themselves in family dynamics. They must be
conflicts with the nursing value of preserving Jife SUPPOrtive and informative, while monitoring for

patient as a failure of medical treatment and ngrsi Nurses asked about what constitutedaal death

care and consequently experienced guilt. included lack of preparedness, family conflict @k
o . of awareness or lack of respect (Barrere & Durkin,
Training for the Worst Case Scenario 2014, p. 37). Important elements in communication

Some nurses just by nature are more compassion#tglude appraising the receiver’s ability to undansl
than others. Some nurses react better in an emwrgelnat is being told to them and speaking in a laggua
situation; however, every nurse can use simpR jargon that the individual will understand. Wlo
holistic interventions to better serve familiegimes ~the pace of the conversation so that the family can
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begin to assimilate information they are givenloved one’s body to be able to process what is
Individuals potentially could be in a state of shac happening. Seeing the body is one of the important
denial which will affect the way they perceiveaspects of coping; however, individual customs and
information. It is of utmost importance that nurses religious procedures must be respected and family
not use clichés, such aserything will be okgr time members may not want to see the body or may need
heals all. These are false promises and only tend for the body to be in a certain condition before
cause irritation and mistrust. In one study bothiewing. Family members might not be present at the
patients and family members identified elements thime of death. Not being present could cause great
were important to them during conversations abotgelings of guilt for the family. There may be many
death, which included communication andunanswered questions. The Stanford School of
information, availability of staff, demonstratiorf o Medicine offers these suggestions when making a
effort and competence, and relationship buildinghone call to the family of a patient that has died
(Harrison, Evan, Hughes, et al., 2014, p. 391). Inquire as to where the person is and whether alone
(if driving while on a cell phone, advise the perso

pull over and park).

A nurse has to know themselves and understand thgir
own beliefs concerning death to be able to provide
the comfort and compassion to the family of someone
who has just died. Self-awareness is a dynamic,
transformative process that improves the competency
of nursing care (Rasheed, 2015, p. 213). Sel® Listen more than you speak; if questions arise,
awareness is an essential element of developing answer them briefly; for more detailed inquires,
therapeutic communication skills (Rasheed, 2015, p. reassure the caller that these can be answered
213). Self-awareness includes how the nurse feels later.

about death in a variety of scenarios. It can
stressful for all involved when the nurse is asi@d ™
continue with aggressive interventions despite the
low likelihood of survival or quality of life (Brogh

& Uveges, 2018, p. 354). When the nurse has conflic
between their moral values, what they believe 4. Give clear instructions as to where to go and
ethically correct, and their professional respaitisib whom to contact (the caller or charge nurse)
they may experience professional grief that impairs when arriving at the hospital.

their ability to comfort the loved ones of a patien
who has just died (Broden & Uveges, 2018, p. 354).
Srengihs, personal reaponse patterna, and liat,  KIOW I here is anything else | can do o help
(Rasheed, 2015, p. 214). Planning for the worse ca (Stanford School of Medicine, )

scenarios is the best way for the nurse to staysked Cultural Sensitivity

and help others in time of tragedy. It could b

Developing Self-awareness

Identify self, relationship to the deceased
(physician on-call; emergency room nurse), give
brief advanced alert (“I'm sorry | have some bad
news"), and then give the news.

Do NOT say that the person must come in right
away — give permission to let feelings settle;
suggest coming in with a family member or
friend.

Finish with an empathetic statement, such as,
“This must be very hard for you. Please let me

compared to training for emergencies with firelglil The process of self awareness for the nurse gives
P 9 g d insight to the differences and similarities between

tornado drills, and evacuation drills. If the depant individuals which then leads to development of

plans for the evgnt ar)d the nurse practlcgs thiis,s interpersonal relationships and helps to direct
those same skills will become automatic when the

. . communication that is culturally sensitive (Rasheed

worst case scenario becomes reality. These types
X X . ; 2015, p. 214).

scenarios could be practiced in SIMs experiences.
Having a list of local spiritual leaders availatte
minister to the families when they lose a loved e
Nurses need to be cognizant to the feeling arah important resource. When faced with life and
varying reactions from family members. Individualgleath situations individuals often rely on their
can be in denial, disbelief, anguish, anger, or ireligious beliefs to help them deal with their fagk.
shock. Families may displace their emotions onéo thAt times individuals will be in a state of shockdan
nurse or others close to the situation. Those famifamiliar family rituals and beliefs are a source of
members in denial and disbelief may need to sée theomfort. Often times, even those without a religiou

Understanding Grief
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background will reach out for comfort in God wherifraumatic Death in the ER: The Experience of a
they face tragedy. Assumptions should not be madeved One — Case Study

that individuals within a particular religion or|n re-telling the experiences that a young wife ten
ethnicity practice the same beliefs or rituals. through in the traumatic death of her husband, ithis
Obtaining as much information from family membersvhat she had to say: : It was about 4am and | found
as possible is an important aspect of following theayself standing in a small room answering questions
wishes of the victim and their loved ones. Questiorfired at me one after the other from two officers.
should be asked such as “are there any cultural still didn't know at that point what was happening
religious practices you would like us to observéhwi with my husband. The nurse working his case came
you at this time?”, “are you a member of a religiouby twice to check on me, but | had not seen the
community?”, “is there anyone we could call fordoctor or gotten any updates. The second time that
you?”. Nurses should do all they can to support thbe nurse came to the room, | begged her to teif me
family; however, they must use a team approacly, theny husband was still alive. When | refused to wait
might not be the one the family needs at that time. for the doctor to come talk with me, she finally

Nurses should have a wide base of knowledg@mPply told me no. She left the room and I contthue
concerning cultural diversity and expressions agfgr t0 be questioned by the officers until the doctime

at the time of death. As an example, Christianshinigt© give me details of my husband’s death. The nurse
want the minister called; Catholics might want &eturned and took me to see his body. She adviged m
priest to come and administer the Holy Oils and tH take his wedding ring off so that it didn't ¢t at
Sacraments of Reconciliation and Holy Communiorthe medical examiners, and she provided a stool for
a Mormon might want the ward bishop to come t8€ t0 Sit on while saying goodbye. She stayeden th
comfort the family and make arrangements for tH&@0m the whole time and occasionally asked me
funeral; or a Greek Orthodox might want the prtest general questions about my husband to bring me back

come to light a candle and say the first prayeeraftto & thinking state and keep me in control of niysel
death. The hospital had no night social workers, so thseu
offered to call someone for me, but | had already

The death of a Muslim is regarded as a loss to t?ﬁed and there was no one available so after
whole Muslim community, so it would not be '

uncommon for individuals who did not even kno determining that they were coming to transport his

. ody and | needed to leave, the nurse walked me to
the patient to be present (Bryant, 2018). Whatéver the exit and gave me a box of tissues. She toldhme
ritual or belief is the nurse needs to show respadt

acceptance of others; remembering that each pers%%s very sorry for my loss. It was the only

is an individual. It is preferable for an individua compassion that | received from any person at the

the Hindu faith to die at home, surrounded by fymilhhoigrz;;al ;?%t i?g?/sgnivhe%r tlr(]'gt\j;aesfosrtr']cekge\’i\gth U.]”e t
(Bryant, 2018). Knowing this, the nurse woul y P y gng

] I o talk with the social worker that called laterath
expect this to be a component of the family’s grief
afternoon to offer resources (personal

Those practicing the Hindu faith would want thgommunications, S.M.). This death was not due to
body to be cremated quickly, within 24 hours, iyny type of accident, or self-inflicted injury. The
order for the soul to be liberated quickly (Bryantyoung man was healthy as far as the family knew,
2018). If the patient died in a traumatic manneesh 34 in good shape. The sudden death, at age 33, was
there were unanswered questions, often an autepsx(jta"y unexpected, in the middle of the night, dnel
required. Autopsies can delay any arrangements tiffe was basically all alone. Trying to understand
family has to make, extending and escalating thejjhat was happening, dealing with the shock of
grief. Being aware of the feelings of these faesili oyerything going on around her, and intelligently
can help the nurse with empathy and communicatiognswer the questions that were being fired atrioen f
Mourning for the Buddhist may be a loud emotionahe police force was overwhelming. Nurses need to
display. Often at funerals, professional moumees anave specialized training to advocate for patients
hired, due to the belief that the young no Iong@k  their families in the most traumatic times of their
how to show emotion appropriately (Bryant, 2018). |iyes.

White is the color of mourning in China, not thecgonclusion

traditional black; thus giving white flowers is seas

. : In conclusion, there are many aspects of traumatic
very )unlucky and would be inappropriate (Bryamdeath that need to be dealt with in a potentially
2018).
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chaotic situation. Everyone deals with deatBroden, E. G., & Uveges, M. K. (2018). Applicationisgrief
individually no matter what their previous relig®u %dakr)]i;%a\gfps;tctgfeozgf)og S”é';i';szfe nurgeACN

. \% iti , . pp. -359.
ol syl s o what U ey COme Oy e i 1 i e ces

. . / ; view the end. Retrieved from:

consoling the loved ones of their patient who s | https://countrynavigator.com/blog/cultural-
died. Being self aware and having specialized intelligence/death/
training are important components of beinghapple, A., Ziebland, S., & Hawton, K. (2015). aband
professionally prepared to handle these highly thg .dlﬁerent death? Pgrceptlon qf those bereaved b
volatile situations. Nursing programs should start \S/\Ll“cn'de 0'3°th%rlgaé‘2rga“° deatBociology of Health &
the basic level of Assoc_:iates Degree to train mrsglarrisinrj%sf’a(gﬁ, E. Hug'he& A.. Yazdani, SdeF@an, M.,
and empower them with the tools they need t0 g Harrison, R. (2014).Understanding communication
navigate these traumatic situations bringing empath among health care professionals regarding deatfuying

and comfort to the loved ones of the dying patient. in pediatrics Palliatve and Supportive Care, 1287- 392.
Rasheed, S. P. (2015). Self-awareness as a thécajel for
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