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Öz
Ama : alışmamı , acil servis ve yoğun bakım hemşirelerinde, iyi ölüm kavramı ve ölüm kaygısını belirlemek amacıyla planlandı. Gere ve öntem: Araştırmanın evrenini, Burdur ilinde bulunan İl Sağlık Müdürlüğüne bağlı kamu
hastanelerinde ve üniversite hastanesinde, acil servis ve yoğun bakım ünitelerinde alışan hemşireler oluşturmaktadır (N 168). rneklem se ilmemiş,
araştırmaya katılmaya gönüllü 140 hemşireye anket formları uygulanmıştır.
Araştırmanın verileri, hemşirelerin tanıtıcı ö elliklerini i eren sosyodemografik veri formu, Templer s ölüm anksiyete öl eği ve İyi lüm l eği kullanılarak elde edildi. Sonu lar
95 lik güven aralığında, anlamlılık p 0.05 düeyinde değerlendirildi. Bulgular: alışmaya Acil Servisten 65( 46,4) oğun
Bakımdan 75 kişi( 53,6) olmak ü ere 140 kişi katıldı. Toplam ölüm kaygısı
puanı 8,24 3,05 dir. İyi ölüm öl eği alt gruplarının, korelasyonları istatistiksel olarak anlamlı bulundu (Personalcontrol r 0.65, p 0,0001 Clinical criteria
r 0.72, p 0,0001 and Personal control and Clinical criteria r 0.63 p 0,0001)
ve alt grupların ölüm kaygısıyla aralarında düşük dü eyli anlamlı ilişki saptandı. (death anxiety r 0.23, p 0,006 personal control r 0.18, p 0,037 clinicalcriteria r 0.23 p 0,006). Meslekte alışma yılı, şu an bulunduğu kurumda
alışma yılı, yaş ve aylık alışma saati ile ölüm kaygısı ve iyi ölüm öl eği alt ölekleri arasında korelasyon saptanmadı. Tartışma: Sonu olarak lkemi de,
henü , iyi ölüm kavramı netleşmemiş olup, alışanlar bu stresli durumu, kendi becerileriyle karşılamaya alışmaktadır. ysa, bu durumun, kavramlaşarak,
bilgi, deneyim ve davranış oluşturularak, karşılanırlığı olan bir sağlık politikasıyla desteklenmesi gerekmektedir.

Abstract
Aim: ur study aimed to define and measure attitudes toward good death
and death anxiety in nurses working at emergency service and intensive
care. Material and Method:The scope of this research involved the nurses
working at emergency service and intensive care units in public hospitals
and university hospitals associated with the ocal ealth Authority in Burdur
(N 168). The sample not selected the uestionnaire forms were applied to
140 volunteers nurses who agreed to participate in this study. The research
data included collecting sociodemographic data of the nurses, and from administering the Templer Death Anxiety Scale and the Good Death Scale. The
results were evaluated at 95 confidence interval and at p .05 significance
level. esults: The study included 140 nurses working either at emergency
services (46.4 ) or intensive care units (53.6 ) of the hospital. The total
Death Anxiety score was 8.24 3.05. The inter-subscale correlations of Good
Death scale subgroups were found to be statistically significant (Personal
control r 0.65,p .001 Clinical criteria r .72, p .001 Personal control and
Clinical criteria r 0.63 p .001) a significant relationship (but at a low level) was determined between subgroups and Death Anxiety (Death Anxiety
r 0.23, p 0.006, Personal control r 0.18, p 0.037 Clinical criteria r 0.23
p 0.006). No correlation was found between the number of working years in
the profession, working years in the current institution, age, monthly working
hours and the sub-scales of the Death Anxiety and the Good Death scale.
Discussion: n Turkey, the concept of good death has not yet been clarified and yet professionals have had to approach this stressful condition and
topic on their own. e believe that these professionals should be supported
through guidance, mentoring, and education programs to deal with both the
clinical and the humanitarian aspects of death, an inevitable constant in life.
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Introduction
hat constitutes a good death The nstitute of Medicine s
definition is: Decent or good death is one that is: free from
avoidable distress and su ering for patients, families, and caregivers in general accord with patients and families wishes
and reasonably consistent with clinical, cultural, and ethical
standards 1 . ecent research has led to determining some
criteria related to the concept of good death. Some of these
criteria are as follows: death largely without pain, determination of treatment choices in the terminal period, conformity
to religious and moral beliefs of the individual, having a life
uality, believing that her/his life has come to an end, and cooperation and harmony with healthcare providers 2 . Death
inevitably a ects all people so it is uite important to support people in the way they desire. n Turkey in 2014, 390,121
people died and bad death or mortality occurred at a rate of
approximately 5.1 per thousand 3 . The definitions of good
death were categori ed into core themes and subthemes, and
the fre uency of each theme was determined by the perspectives of the stakeholder, patient, family, and health care providers ( CPs) 2 . Good death which the palliative care workers
have adopted is a kind of death in which the physical symptoms
and pain of the patient is under control while preparing him/
her psychologically. f these conditions are not provided for the
patient, then we cannot talk about the term good death 4 .
Many current studies have indicated that patients most prefer
the treatments that focus on communication and that are compatible with their values, while doctors most prefer biomedical
treatment options aligned with their values 5 . e think that
making contact with the patients approaching death and giving
them the support they need might help the nurses examine their
own feelings related to life, illness, death, and loss and thus
provide patients with better physical and psychological care
in this way the uality of behaviour and care toward patients
approaching death can be improved. orking in intensive care
is described as hard as it includes providing support to the patient, relieving patients from pain, relieving patients from anxiety, communicating, touching, facing death, comforting family
and friends, and supporting other nursing sta 6 . n addition,
doctors and nurses working in critical care fre uently feel that
they are powerless to alter some situations 7 . Also, clinical
factors re ect the more biomedical aspects of a good death.
Critical care nurses reported that they had more occupational
stress, sustained greater burnout, and experienced more death
anxiety than hospice nurses 8 . Therefore, in Burdur, Turkey, we
aimed to determine the approach of health professionals to the
concept of good death and the factors a ecting death anxiety,
defined using scales.
Material and Method
ur study is a descriptive and cross-sectional study which was
planned to determine the death concept and death anxiety of
nurses working at emergency service and intensive care units.
The scope of the research included nurses working at emergency service and intensive care units in public hospitals and
university hospitals associated with the ocal ealth Authority
in Burdur, Turkey (N 168). olunteers were composed of 140
nurses who agreed to participate in this study. The research
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was evaluated through a sociodemographic data form composed of 10 uestions including personal features (gender, age,
marital status, number of children, family type, education status, smoking and/or alcohol use, chronic disease condition, the
work unit and number of years working, etc.) and the Templer
Death Anxiety and Good Death scales. All participants met with
a survey taker in a face-to-face interview. Each face-to-face
interview re uired 25-35 minutes of the nurse s time. The study
was approved by the ethics committee of Mehmet Akif Ersoy
niversity (dated 28.03.2014, no: 79325306-020-10818) and
the re uired institutional permissions for the research were obtained.
Templer Death Anxiety Scale
Death anxiety was evaluated by using the Templer Death Anxiety Scale. This scale was developed by Templer in 1970 and
is composed of a total of 15 uestions aiming at determining death anxiety level 9 . The original form includes true/false
uestions. n their study, Ak a and Köse adapted it into Turkish and transformed it into a seven-point ikert type scale by
utili ing other studies in the literature as examples, believing
this would result in more e ective measurement 10 . Also, the
response spaces for the ikert type scale were reversed in negatively-worded uestions to prevent the possibility of repeating
the same answers and because of the tendency of the attendants to reply to uestions positively. Templer identified the reliability coe cient of the scale (Kuder ichardson Formula 20)
as 0.76 and product-moment correlation coe cient as 0.83. n
the Turkish version, the internal consistency was Cronbach s alpha 0.72, test-retest was r 0.80, p 0.01 (n 127). n a better
selected and better standardized sample group, an analysis of
326 persons reported a Cronbach alpha of 0.74. These data
are close to both the original Templer DAS test-retest and the
McMordie ikert test-retest results. n his adaptation to Polish,
Donovan identified the half segmentation correlation as r 0.77
and defined that result as a rate with a strong reliability 11 .
Good Death Scale
The evaluation was made by using the Good Death Scale which
was developed in 2003 by Schwart et al. to determine the concept and features of good death 12 . The scale includes 17
uestions in total and 3 sub-dimensions. The first sub-dimension, the psycho-social spiritual sub-dimension, consists of 9
uestions (4., 6., 7., 8., 9., 10., 11., 12., 13.) and describes the
psycho-social and spiritual sides of death. The second sub-dimension, the personal control sub-dimension, consists of three
uestions (15., 16., 17.) and describes mental concentration,
communication ability, and physical functions. The third subdimension, the clinical sub-dimension, consists of five uestions
(1., 2., 3., 5., 14.) and describes the medical and clinical sides of
death. Each statement in the scale were evaluated by a uartet
ikert type grading system as none (1), some (2), mild (3), much
(4). There were no inversely-stated expressions. The total scoring ranged between 17 and 68 12 .
The data from the research were analysed by using SPSS 17.0
for indows. The scale values, arithmetic mean, standard deviation, and the values defined by counting were calculated as
a number percent. Due to the importance of the di erences be-
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tween the mean scores of the groups, a 2-independent sample
T test was used for double-measurement values the one-way
AN A test was used to compare more variables in measurable
life uality, and the post-hoc Tukey test was used to determine
the factor causing significance. Cronbach alpha method was
used to determine the consistency of scales and Pearson correlation method was used to determine the relationship between
them. The results were evaluated at 95 confidence interval
and at p 0.05 significance level.

Table 1. Death anxiety conditions of nurses working at emergency services and
intensive care units (Death Anxiety Scale)
es
n( )
1. am terrified of death.

49 (35.0)

2. t mostly bothers me that time passes so uickly.

58 (41.4)

3. am very afraid when think of having a medical operation.

59 (42.1)

4. fre uently think how short life actually is.

99 (70.7)

5. ife a er death makes me highly anxious.

80 (57.1)

6. am really afraid of having a heart attack.

62 (44.3)

Results
7. A corpse image terrifies me.
The study involved 140 nurses working at emergency services
8. umours about a probable world war makes me scared.
65 (46.4 ) and intensive care 75(53.6 ) units of the hospitals.
9. am afraid of dying in pain.
f the participants, 121(86.4 ) were women, 97(69.3 ) were
10. am not afraid of death at all.
married, and their mean age was 32.82 7.35 (min-max 18-45).
11. feel there is nothing for me to be scared of in the future.
t was found that 10 (7.1 ) of the nurses were working as unit
12. do not have a specific fear of su ering from cancer.
responsible nurses. The nurses were working 168.74 24.05
13. People s talks about death does not bother me.
hours per month on average. Their average number of years
14. The idea of death never makes me anxious.
working in the profession was 12.33 7.56 year, and the aver15. The idea of death occasionally comes to my mind.
age working years in their current institution was 6.02 5.35
year. f the nurses 24(17.1 ) had chronic diseases, 51(36.4 )
were active smokers, and 19(13.6 ) used alcohol. t was determined that of the 24(17.1 ) of the
nurses had chronic diseases, 6(25 ) had
Table 2. Factors a ecting the concept of good death and death anxiety (univariate analysis)
respiratory track diseases (chronic obConcept of
Death
structive lung disease, asthma, or brongood death
anxiety
chitis), 7(29.2 ) had cardiovascular disClosure
Personal
Clinical
Control
eases (hypertension, coronary failure, or
n( )
Mean SD (p) Mean SD
Mean SD
valvular heart problems), 2(8.4 ) had
The unit
Emergency S.
65(46.4)
3.26 0.67
3.23 0.87 3.04 0.72
diabetes, 2(8.4 ) had thyroid disease
ntensive care
75(53.6)
3.41 0.45
3.46 0.63 3.37 0.56
and 2 (8.4 ) had central nerve system
(p)
(0.131)
(0.070)
(0.003)
(0.009)
disease (Meniere disease, migraine).
Gender
Male
19 (13.6)
3.07 0.74
2.98 1.01 3.01 0.73
The total death anxiety of nurses was
Female
121 (86.4)
3.38 0.52
3.41 0.69 3.24 0.64
(p)
(0.025)
(0.020)
(0.143)
measured at 8.24 3.05. The death anxiAge
At and under age 35 76 (54.3)
3.31 0.56
3.27 0.78 3.18 0.67
ety conditions are shown in Table 1. The
ver age 35
64 (45.7)
3.38 0.57
3.45 0.71 3.26 0.64
Cronbach alpha value of death anxiety
(p)
(0.489)
(0.157)
(0.472)
was 0.706. n our study, the sub-group
Marital
Married
97 (69.3)
3.34 0.59
3.38 0.77 3.22 0.69
Status
Single
36 (25.7)
3.29 0.51
3.29 0.74 3.19 0.60
consistency of the good death scales
Divorced/ idowed
7 (5.0)
3.51 0.56
3.29 0.71 3.31 0.41
used to determine which dimensions of
(p)
(0.638)
(0.780)
(0.908)
death were given importance, as follows:
Child
es
94 (67.1)
3.39 0.57
3.46 0.71 3.27 0.66
No
46 (32.9)
3.22 0.53
3.14 0.79 3.10 0.65
Cronbach alpha values 0.877, Personal
(p)
(0.093)
(0.017)
(0.145)
Control 0.909, Clinical 0.820. The opinFamily Type Nuclear
134 (95.7)
3.35 0.56
3.34 0.76 3.21 0.67
ions of nurses on good death concept
Extended
6 (4.3)
3.09 0.68
3.56 0.46 3.33 0.43
and the factors increasing death anxiety
(p)
(0.275)
(0.507)
(0.655)
have been evaluated in Table 2, while the
Educational
igh school
25 (17.9)
3.31 0.55
3.09 0.88 3.26 0.63
Status
Associate degree
64 (45.7)
3.34 0.65
3.35 0.76 3.17 0.74
factors a ecting multiple analysis results
ndergraduate
47 (33.6)
3.35 0.46
3.48 0.68 3.26 0.57
have been evaluated in Table 3. t was
Graduate
4 (2.9)
3.33 0.45
3.50 0.43 3.05 0.10
(p)
(0.992)
(0.213)
(0.822)
observed that female nurses had more
Smoking
No
74 (52.9)
3.21 0.61
3.27 0.79 3.04 0.70
death anxiety than male nurses and those
Quit
15 (10.7)
3.50 0.42
3.36 0.58 3.44 0.45
female nurses gave more importance to
es
51 (36.4)
3.48 0.49
3.48 0.74 3.40 0.57
(p)
(0.011)
(0.285)
(0.003)
the closure and personal control side. t
Alcohol use
No
121 (86.4)
3.34 0.57
3.34 0.78 3.21 0.68
was found that smoking status increased
es
19 (13.6)
3.30 0.54
3.43 0.53 3.27 0.50
the importance given to closure and the
(p)
(0.773)
(0.604)
(0.680)
clinical sides of death, and education
Chronic
es
24 (17.1)
3.35 0.49
3.51 0.61 3.23 0.66
and number of children correlated with
disease
No
116 (82.9)
3.34 0.58
3.32 0.78 3.21 0.66
condition
(p)
(0.937)
(0.257)
(0.940)
an increase in the importance given to
Total
140
(100.0)
3.34
0.56
3.35
0.75
3.32 0.66
the personal control side of death. The
:
p
0.05
:
p
0.001
inter-subscale correlations were found
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17 (12.1)
73 (52.1)
116 (82.9)
36 (25.7)
30 (21.4)
57 (40.7)
88 (62.9)
63 (45.0)
115 (82.1)

Mean SD
7.52 2.85
8.87 3.09
6.79 2.59
8.47 3.06
(0.025)
8.12 2.59
8.39 3.03
(0.600)
8.34 2.96
7.92 3.25
8.57 3.41
(0.746)
8.59 2.88
7.52 3.27
(0.050)
8.12 3.05
9.33 2.94
(0.372)
7.64 2.50
8.50 3.03
8.30 3.30
7.25 3.86
(0.603)
8.00 3.29
8.60 2.87
8.49 2.73
(0.606)
8.28 3.11
8.00 2.69
(0.710)
7.66 3.03
8.36 3.05
(0.310)
8.24 3.05
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Table 3. Factors a ecting the concept of good death and death anxiety
(multivariety analysis)
Concept of good death
Closure B
( 95GA) p

Personal control
B ( 95GA) p

Clinical B
( 95GA) p

Death anxiety B
( 95GA) p

Gender:
0.350 (0.0860.613) 0.010
Smoking
condition:
0.154 (0.0570.251) 0.002

Gender :
0.433(0.0790.786) 0.017
Number of
children:
0.127(0.0140.240) 0.028
Educational
status:
0.171(0.0120.330) 0.035

nit worked in :
0.315 (0.1080.522) 0.003
Smoking
condition:
0.186 (0.0750.297) 0.001

nit worked in:
1.147 (0.1322.163) 0.027

inear regression
(backward
regression):
df:14 :0.43
2:0.18
Dubin atson:
0.897. AN A
p 0.23

inear regression
(backward
regression):
df:14 :0.47
2:0.23
Dubin atson:
0.948. AN A
p 0.015

inear regression
(backward
regression):
df:14 :0.41
2:0.17
Dubin atson:
0.823. AN A
p 0.023

inear regression
(backward
regression):
df:14 :0.51
2:0.26
Dubin atson:
1.972. AN A
p 0.011

: p 0.05

: p 0.001

statistically significant (Personal control r 0.65, p 0.001 Clinical criteria r 0.72, p 0.001 and Personal control and Clinical
criteria r 0.63 p 0.001) and a significant relationship with subgroups was determined on a low level (death anxiety r 0.23,
p 0.006, personal control r 0.18, p 0.037 clinical criteria
r 0.23, p 0.006). t was determined that there was no correlation between the factors of the number of working years in
the profession, working years at the current institution, age, or
monthly working hours and the concepts of death anxiety and
good death inter-subscales.
Discussion
ur total Templer Death Anxiety score was 8.24 3.05. n another study in Turkey, the nursing students Templer Death Anxiety
score was 6.71 2.28. These anxiety scores named mild anxiety,
likely another studies support and found this result as mild. For
instance, in nurse and midwifery students Death Anxiety score
was 59.15 14.94, and others was found to be 54.27 11.30.
So these results show us fear of death is an experience for
humans. But, it is an important concept to life threatening illness. Death anxiety have been associated with many factors
and these factors always a ects every to some degree, even
though they work as health professionals 13 . t is concluded
in our study that being a female nurse, having children, and
smoking increase death anxiety and fear of death. igh levels
of death anxiety were found among Egyptian female nursing
students and American cancer nurses. From the same study,
it was found that the less work experience the more likely it
was to have higher death fears 14 . The same frame also implied that younger nurses consistently reported stronger fear
of death and more negative attitudes toward caring at the end
of life 14, 15 . e can infer that this increased anxiety level is
due to the fact that, in general, nurses are relatively young and
mostly female. Besides, the fact that the nurses participating
in the study have been working in units with a higher stress
load is also e ective in this condition. n our study, working
at intensive care unit was considered as the factor increasing
death anxiety. n Acehan s study, death anxiety was found to
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be higher in women 11 . Similarly, in studies conducted with
other groups in the literature, death anxiety scores for women
was found to be higher than that of men 16, 17 . n addition,
some studies found out that emergency nurses experienced
post-traumatic stress disorder more o en than their colleagues
working in other departments did. The reason for this was that
emergency nurses encountered sudden death of an adolescent,
little child or infant uite fre uently, resulting in feeling distress
18 . Actually, we are of the opinion that the departments dealing with death are fre uently very stressful departments. ere
in this stage, it is possible to understand the death anxiety of
nurses having a child, as they are a ected by stress and they
feel the trauma of young and infant deaths by identifying with
them, as presented in the literature. The age of nurses (higher
age) and length of work experience (longer time) have always
been found to be significantly positive in relation to less anxiety
about death 15 . Also, training and education are important
in CPs. For example renal nurses with more experience and
training in palliative care have lower death fear and more positive attitudes toward caring for dying patients 14 . And these
results support our study as well. Because, the second domain,
personal control, focuses on the more physical aspects of the
dying experience, such as being female, increasing age, and level of education. owever, contrary to the literature, it was found
in our study that working time had no e ect on death anxiety.
Therefore, we can explain this case with the idea that personal
features of those working in traumatic departments a ect their
responses to trauma. n fact, some research indicated that the
perception of death on the part of nurses can vary depending
on the department they are working for or their personal characteristics 14 . Furthermore, considering that nurses belong to
a profession where fre uent deaths are possible, further studies are essential in order to better understand their perception
of inade uacy, and their reactions to unexpected conditions and
deaths 14 .
Conclusions
Thus, for those working in hospital departments with high mortality incidence we propose that self-consciousness against
death phenomenon should be enhanced and supportive education programmes should be prepared related to dealing with
death and its a ermath. Moreover, we believe that the nurses of units with high mortality incidence should be assisted
through guidance and should be trained about proper ways of
communicating with family and patients through the use of motivational teaching methods.
Even though the sta s had enough e uipment, knowledge, and
skills, providing care for dying patients and fulfilling their needs,
respecting their beliefs, giving information, and supporting
their families remain the inevitable factors of a di cult process. Being of service during this process, it is very important
for health professionals to know what issues must be coped
with and how to overcome them. Personal experiences inform
the approach of professionals to the dying, having both scientific and humanitarian features 19 .
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