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CHAPTER I 

INTRODUCTION 

All people must face death as they must face life. Yet, in our 

modern society, we have more than any other society avoided a direct 

approach to age and to dying by denying them in word, in fact, and 

above all in worth (Cutter, 1974). Like sex until the last decade, 

death has been unmentionable in what was known as 11 polite society. 11 

We 11 pass away, 11 11 go to our resting place," but we never die. Our 

whole society has tried to draw a curtain around the ultimate reality. 

The preparation for dying is left to the individual who behaves as 

though he were going to live forever (Dennison, 1972). 

Every day more than 5,000 Americans die. Seventy-five percent of 

these are 11 processed out 11 of crowded institutions (Quint, 1967). All 

kinds of errors follow as we attempt to conceal death from ourselves, 

from society and from the dying, themselves. Sedation with drugs at 

the approach of death, if instituted for the sole purpose of preventing 

the dying person from dying consciously, is a regrettable practice 

(Crane, 1975 and Hunt, 1971). 

By barring children under sixteen fr.om most hospital terminal 

wards and often funerals, we shield them from the last look at the 

face of death and suffering (Mannes, 1973). 

The dying patient is frequently in an intensive care unit with 

much bewildering equipment hooked into him, with his family in the 
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corridor and allowed entrance for short intervals only. Young children 

are seldom present. They are kept away even if the dying individual 

might wish them near. Perhaps a twelve-year-old child might disrupt 

hospital efficiency and is excluded for that reason. If so, it is a 

poor reason indeed. We try to hide, by not allowing visits or by 

avoiding visits to the chronically ill, whether they be young or old 

(Krant, 1974). 

An intimate contact with death is never easy. People may not 

wish to die alone and out of sight and yet most of them do. The Center 

for Death Education Research at the University of Minnesota surveyed 

560 hospital deaths and discovered that in most instances no family 

members were present at the bedside; that survivors generally learned 

about the dying through a phone call of some nurse or clerk (Shepard, 

1975). 

Professionals have stated the absence of family members is easier 

on the patient and the family members. Yet many questions have arisen 

concerning whether or not this is really true, or if it is being done 

for the convenience of the·health care institutions (Sudnow, 1967). 

Often it becomes evident that survivors question over and over, in the 

months to come, if the loved one was alone, were the staff and doctors 

really doing all they could, or did the deceased call out for his 

family (Taves, 1974). 

The lack of the familiarity with the subject of death and a fear 

of unknown elements contribute in large measure to the feelings of 

dread and indignity when death impinges. If society can understand 

and lose their terror, by study and familiarity, then the greater the 

likelihood that comfort and aid can be provided to family and friends 
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who face death, and the greater the probability that prople can survive 

their passing with less distress. 

Statement of the Problem 

In the State of Oklahoma, the number of fatalities for the year of 

1975 was 27,165. Of these deaths, 24,854 were due to chronic disease. 

Chronic or terminal illness is one in which the illness is drawn out so 

that the individual and his family has a chance to reflect upon the 

eventual death (Bureau of Statistics, 1975). Often it is felt that 

chronic or terminal illness is a rare thing, but it now accounts for 
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90 percent of a 11 the adult deaths in America every year (Cutter, 1974). 

In dealing with dying and the death of the terminally ill, 

families and the patients, as well as personnel, there is need for a 

better understanding of what to expect and what methods would be most 

beneficial in aiding· those involved to adjust and grow in acceptance 

of this crisis. At the community level, there is a need for more 

teaching and for more research into the care of the dying (Lamerton, 

1973; Cronk, 1972; Shepard, 1975; and Kavanaugh, 1974). 

In this study the researcher would like to find the answer to 

the following questions: What methods could best help the terminally 

ill patient and their families? What methods would (1) ministers (2) 

psychologists and psychiatrists (3) doctors and (4) survivors perceive 

to be the most helpful? How would a random sample of these populations 

rank these methods? 

In finding results to these questions, this study should give 

patients, families and personnel a more concrete plan to begin to work 

so they might accept and enhance the lives of those involved. 



CHAPTER II 

SELECTED REVIEW OF LITERATURE 

Introduction 

The following review of literature is organized into four areas 

which would be considered to have the most likely affect on a terminal 

patient and their families. The first section reviews the various 

stages that the dying person may pass through as he strives toward 

acceptance of his death. Section two examines the emotional distress, 

or the indignities of dying as experienced by the terminally ill. The 

third section reviews the various suggestions of methods to help aid 

in emotional adjustment and the findings of the affect of certain 

treatments as they have been applied in care of the dying. The last 

section examines the families' reactions and methods of aiding families 

faced with the dying of a loved one. 

Stages Associated With the Dying Patient 

Little examination had been given to patterns of dying or the 

study of thanatology until 1969 when Kubler-Ross conducted her study on 

patients with termir,al illnesses (Krant, 1974). Kubler-Ross has 

delineated five psychological stages in the process based on her work 

with terminally ill patients in a Chicago Hospital. 

Her deep concern with their welfare is evident. Her book, O~ 

Death an~_QY.in_g_, is a clear manifestation of care for those who are 
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facing death. This study has done much to renew a humanistic approach 

to dying and encourage others to study thanatology. It stands as an 

antidote to some of the calloused, conventional hospital procedures 

surrounding the dying patient described by Sudnow in Passin[~ (1967) 

and by Glaser and Strauss in Awareness of Dying (1969). 

Kubler-Ross (1969) interviewed dying patients who were asked to 

speak of their fears and hopes, dreams and nightmares. From these 

studies, she explicates five psychological stages of dying. The first 

stage is that of denial. Among the patients interviewed, most reacted 

to the awareness of a terminal illness at first with the statement, 

"No, not me, it cannot be true. 11 This initial denial was true for 

patients who were told outright at the beginning of their illness as 

well as for those who were not told explicitly and who came to this 

conclusion on their own a little later on. Denial, at least part 

denial is used not only during the first stages of illness or following 

confrontation but also later from time to time. Patients seemed able 

to consider the possibility of their own death for a while but then 

have to put their consideration away in order to pursue life. When 

denial can no longer be maintained, it is replaced with the second 

stage, one of anger. This stage reveals feelings of rage, envy, and 

resentment. The next logical question becomes, 11 Why me? 11 During this 

stage, patients project their anger on everyone and everything about 

them. The problem here is that few people place themselves in the 

patient's position and wonder where this anger might come from instead 

of trying to understand and deal with it. 

The third stage is the stage of bargaining, which lasts only for 

brief periods of time. Here the patient bargains with God or those 
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around him. 11 I 1 ll do this if you'll let me live, or I'll do this if 

you' 11 give me a few days without pain. 11 

When the terminally ill patient can no longer deny his illness, 

when he begins to have more symptoms or becomes weaker and thinner, 

he cannot smile it off anymore. He feels a great sense of loss, which 

leads to the fourth stage, the stage of depression. This stage 

contains two types of depression, the first one is a reactive depres

sion which occurs as a result of a past loss (i.e. loss of body 

functions of strength). The second form is caused by the impending 

losses (i.e. loved ones, home, their own lives and all they have 

known). 

If a patient has enough time and has been given some help in 

working through the previously described stages, he will reach the 

fifth stage, acceptance. He is usually tired and in most cases quite 

weak. Acceptance should not be mistaken for a happy stage. The stage 

of acceptance is almost void of feelings, as if the pain had gone and 

the struggle is over. When the dying patient has found some peace and 

acceptance, his circle of interest diminishes and he desires to be more 

alone. 

Schneidman (1973) states that his observations did not )ead to 

the same conclusions identical with those of Kubler-Ross. He sees 

people as going through the different emotions described by Ross but 

does not believe they are necessarily stages of the dying process, nor 

lived through in that order. Schneidman sees the only two definite 

stages as intrapsychic, preparing oneself for death, and interpersonal, 

preparing the loved ones to be survivors. 
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.!!!. Coming to Terms With Death Cutter (1976) sets out stages that 

deal with the options people face as they realize they are dying. The 

first stage which many people rush into is that of exhiliration of 

achieving a long-wished for desire. They rush into achieving this 

end no matter of consequences. The second stage is an emerging of a 

growing disillusionment, the desired goal was not all it was cracked 

up to be. The third stage is regretting the time~ energy, money and 

whatever else was given up in order to indulge the first choice. At 

this stage, patients seem to find new wisdom that permits the patient 

and his survivors to incorporate into the dying process all those 

habits of prior life that provide meaning and satisfaction. These 

conclusions were drawn as he worked with patients. 

The concept of stages in response to life-threatening illness 
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are discussed by Guella, Cherico, and Shadick (1974). These researchers 

feel that patterns of responses appear to emerge through a series of 

successive stages. The first four stages correspond with Ross's 

stages, but they are entitled Stage l - Shock, Stage 2 - Anger, Stage 

3 - Grief and Anticipatory grief, Stage 4 - Bargaining or 11 Promissory 

Note 11 Behavior. From this point on, the theories differ somewhat, with 

Stage 5 being the period of uncertainty. It is at this point in the 

illness a major intervention takes place, such as a specific treatment 

of surgery. The patient feels an uncertainty as to the outcome; will 

the disease be arrested or will the surgery be successful, or will 

these methods be unsuccessful. Patients experienced a heightened 

anxiety and uncertainty about the outcome. 
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Stage 6 is renewal and rebuilding. This stage begins when the 

patient knows the outcome of the treatment.and understands his limita

tions and can begin to again plan for his life, pick up some aspirations 

for living. 

Integration of the experience is the final stage, where the patient 

integrates the serious illness into his life. It is a type of exper

ience that alters one's sense of the past and present and one's 

approach to the future. These stages came through observation. 

Still another set of stages are defined in terms of psychosocial 

care (Weisman,- 1974). Stage one is the period from the onset of 

symptoms until the diagnosis is made. Few people are under medical 

observation when Stage one begins and may need encouragement to seek 

help. The psychosocial problems are related to delay, denial and 

postponement. 

Stage 2 is the interval between diagnosis and the onset of 

tenninal decline. During this stage the psychological problems are 

recognized by changes in the equilibrium of denial and acceptance. The 

major defense operations ar.e those of mitigation and displacement. 

Stage 3 starts when active treatment is found to have diminishing 

value. Therapeutic emphasis gradually shifts from cure to control, to 

symtomatic relief and nursing care. Patients are increasingly faced 

with the prospect of yielding personal control to someone else and of 

coming to terms with cessation. Stage 3 is sickness until death. 

Lauren·Trombley, a young psychiatrist, died some eight months 

after he discovered that he was suffering from leukemia. He wrote a 

self-study of his psychological journey to death during the last two 

months of his life. The following shows the stages he progressed 



through and how he felt about his dying (Trombley, 1976). 

The first reaction after being told he had leukemia was one of 

shock, then shifted into a deep and bitter disappointment that he had 

been cheated out of all hopes and aims that he had set for himself. 

He found that he had to take time off due to his illness, and he felt 

he was not performing in his work as well as he should, thus causing 

guilt. During this stage, he had pangs of remorse but did not feel 

frightened or angry at his situation nor did he have any feelings of 

denial. 

At first, Dr. Trombley was kept busy setting his 11 affairs in 

order" and he felt this decreased his anxiety. There was an enormous 

mobilization of energy to get things accomplished. He and his wife 

took time to do many things together they felt enhanced their lives. 

In dealing with other members of his family, his parents, and 

his children by a former marriage, he was open and honest. The 

children first reacted and he felt some of his colleagues may have 

experienced the same feelings of "If I get close to you, will I get 

the disease and die too?" 

He stated, 

At all times I make it clear that I in no way want to avoid 
open discussion of my illness. People wrongly assume that 
a sick person should be 'protected' from strong and particu
larly negative feelings. The truth is that there is 
probably no more crucial time in a person's life when he needs 
to know what is going on with those who are important to him 
(Trombley, 1976). 

Dr. Trombley felt his illness made him much more aware and under-

standing of the feelings of all people he came in contact with, he was 

more sensitive to what was going on around him and he found himself 

hungering for every sensory experience that he could absorb. The world 
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seemed to offer more beauty and there was a heightened awareness of 

sight and sound. There seemed to be a culmination of learning exper

iences that helped him replace his feelings of despair and anger. 

The Indignities of Dying 

10 

The majority of Americans today will die of chronic illness in a 

rather slo~ lingering fashion. Acute and unexpected death will continue 

to occur from heart attacks, accidents and violence. But for most of 

us, growing older and developing cancer, a failing heart, a failing 

blood circulat"ory system in the brain, will be our future (Krant, 1974 

and Cutter, 1974). 

A person with a fatal illness today finds himself in an uncomfortable 

position. There are few of the older, traditional supports such as 

religion, family ties and close communities to nourish him, therefore he 

has become dependent on professionals and institutions to minister to his 

needs. Successful as they are, the professionals seem more concerned 

with disease than with human meaning. There is a scarcity of attention 

paid to concepts such as finding help for the dying to find meaning, 

self-worth and dignity in their lives (Lerner, 1963). 

As a population, Americans are less initiated into the intimacy of 

dying and death than ever before. The modern citizen has been so unpre

pared to think about death as a part of his life, that he feels helpless, 

lost and frequently over-dependent on the powerful professionals. He 

comes to his dying confused, angry, and in many ways, unprepared. He 

finds that his dying is not under his control but under the control of 

others (Becker, 1973). 



11 

Fearful as the confrontation with an abstract concept such as 

death may be for most people, the slow, lingering process of dying of 

a chronic illness ·is yet more distressing, for in the process of dying 

is the living loss of all those values that make life livable. 

Americans were brought up to cherish good health, success, cleanliness, 

independence, sexuality and good looks. There is little value seen in 

suffering (Krant, 1974 and Shneidman, 1976). 

Dying is often feared as a possible time of physical distress. 

Reassurance is often sought on three aspects of dying - will it take a 

long time to die?; is it likely that there will be severe physical 

suffering?' will this be relieved? {Hinton, 1972 and Shepard, 1975). 

In a study in which district nurses provided reports from a survey 

of seven thousand cancer patients over two-thirds had moderate to 

severe pain. In another report on the care of terminal care of cancer 

patients at home, relatives were asked if patients appeared to have 

enough sedation and relief from pain. It was reported that about one

fifth of them had physical distress that was not relieved and almost 

another one-fifth had a lesser degree of comfort (Aitken, 1959Y. 

The suffering that emerges in illness is not just physical pain 

but involves the loss of a good self-image and self-esteem. The 

dissolution of the body in chronic wasting disease is the dissolution 

of those things that make life worthy. Along with the dissolution of 

the body is also the fear of the loss of mental ability; will I be able 

to function as a human being, competent to make my own decision? With 

those losses or the fear of loss, the very meaning of life begins to 

fade, to be replaced by feelings of agony, anger, futility and hopeless

ness (Cutter, 1974). 



The feeling of hopelessness was described by a patient who kept a 

diary for Robert Kavanaugh. The patient states: 

As I declined physically, an aura of hopelessness descended 
around me, the most fearful atmosphere I ever faced. It 
was terrifying. The entire hospital smacks of hopelessness 
once the secret of your doom spreads down the corridors. I 
fear the whispering around me, the sadness etched on faces 
and the babying approach. You feel cut off. I watched them 
do it to the lady in the room with me and then to me (Kavanaugh, 
1 97 4' p. 5 6) . 

A highly cherished ideal is the sense of independence. A fatal 
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illness brings about the gradual loss of independence, with an increas-

ing need to be dependent on others, known and unknown. In a society 

that cherishes the notion of appearing independent, self-reliant and 

always able, the image of the loss of such characteristics as occurs in 

the slow process of dying is a crushing one (Lamerton, 1973 and Krant, 

197 4). 

American culture has been described as the worship of the living, 

with so much emphasis on progress, strength and vitality. In such a 

society, dying can be a terribly lonely and desperate experience, as 

indeed it often is (Lifton-Olson, 1974). 

11 1 don't want to become a burden to my family 11 are the words often 

spoken by the terminally ill. The interpretation is given that one 

has value only when able to do, doing for others and for self, and 

becomes a burden when they can n·o longer behave in this manner. 

People are frequently distressed at being considered a burden and will 

choose to go to a nursing home or hospital. In doing so they feel 

isolated and separated from their loved ones, along with a feeling of 

rejection (Lamerton, 1976 and Hinton, 1972). 

One patient discusses these feelings: 



I cannot adequately describe my growing horror of being 
rejected by anyone. I feel a need to be overly kind and 
agreeable, to put up with grief from anyone, always say
ing 1yes 1 when the answer is really 1 no 1 • Any hint of 
rejection intensifies my fear of dying alone, abandoned, 
isolated and in terror (Kavanaugh, 1974, p. 57). 
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It is a common-place observation that as illness progresses and 

death approaches, friends and family do tend to recede. The patient's 

expectation of isolation becomes a reality and the loneliness of dying· 

is reinforced by the absence of responding, communicating, living 

presences. Even if loving people do not physically abandon a loved 

dying one, there is frequently intense embarrassment as to what to say 

or how to talk with a person who has no future. The healthy, made 

uncomfortable by the presence of altered bodies, of weakened faces, of 

smells and sights of dying, often wish to be away and not reminded of 

the fraility of the human potential. In this way, loved people may 

die in a social and needed sense long before they are biologically 

ready for death (Sudnow, 1967; Kalish, 1966; and Shneidman, 1976). 

In dying not only is muscular control lost but there may also be 

the loss of control of one 1 s simple bodily functions such as seeing, 

feeling, hearing, and, perhaps even more important, urinating and 

defecating, eating and cleaning. The vision of oneself as a helpless 

thing lying in bed unable to wash, unable to eat by one's own strength, 

unable to void or eleminate in privacy, is deeply upsetting. One 

patient stated that dying arouses fears of indignity in a proud person, 

that were greater than she thought she could bear. The rare times she 

contemplated suicide were when her bodily functions got out of control 

as she lay in a puddle or mess too· embarrassed to tell anyone. When 

they came near her to freshen her, she pretended to be asleep, often 

wishing it were forever (Krant, 1974 and Kavanaugh, 1974). 



Many of the illnesses command much medical attention. These 

illnesses are a threat to a person's narcissistic self-image. A 

person's concept of his self-worth is often invested in a particular 

part of the body, or a living style and the way a person sees and 

interprets a particular organ or body part plays enormously on his 
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sense of integrity, self-worth and his perceived ability to be liked and 

loved. A fatal illness such as cancer frequently results in disfiguring 

surgical procedures such as bowel resection, with a subsequent 

colostomy altering the flow of fecal materials, or a breast amputation 

as well as limb amputations. 

For the patient who is not cured but only temporarily benefitted, 

this surgical alteration can be the first of a series of assaults that 

increasingly threaten the sense of attraction, livingness, and worthi

ness. Drugs and deterioration of the body as the disease takes its 

toll add to this feeling of little self-worth. One patient felt every 

visitor became a peeping tom, looking at her failing hair, sinking 

face, peeling lips, bleary eyes and thinning, yet bloated, body. This 

can do much to destroy an individual's self-esteem (Shepard, 1975; 

Krant, 1974; and Kavanaugh, 1974). 

A slow dying process puts more and more constraints upon daily 

options. The meaning and pleasure of food changes, the pleasures of 

deciding the where and when to go diminish, the ability to enjoy the 

outdoors decreases, the sensual pleasures of seeing and touching recede. 

Gradually, the patient is deprived of all they love of this earth, the 

people, all things, places, work, even the favorite garden spot and 

pet, as well as his own body. The patient is so unsure what death 

brings that it seems impossible to think of giving it all up. The 



tenninally ill often react with mourning and grief, and justly so, for 

who has more to lose than the person who is dying (Krant, 1974; 

Cutter, 1974; and Keleman, 1974)? 

Suggestions for Working With the 

Terminally Ill 

No matter how one measures his worth, a dying human being 
deserves more than efficient care from strangers, more 
than machines and spectic hands, more than a mouth full 
of pills, arms full of tubes and a rump full of needles 
(Hinton, 1972). 

His simple dignity as a man should merit more than furtive eyes, 

reluctant hugs, medical jargon and phoney promises for a tomorrow that 

will never come. Yet to most people, the problem of facing death with 

someone we love catches us utterly unprepared. In most cases, people 

have no idea how to treat the patient - whether or not to tell the 

truth about his condition (Kavanaugh, 1974 and Taves, 1974). 

In the last two decades, professionals have been searching and 

trying to find some solutions to these problems and develop ways to 

help the terminally ill, although there still needs to be much more 

research done (Ross, 1975; Shneidman, 1976; and Krant, 1974). 
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There is still much debate over whether or not to tell the patient 

he has a terminal disease. In one study, 560 patients were asked 

whether they would wish to know of a fatal diagnosis. Eighty percent 

desired this information, twelve percent did not and the remaining 

eight percent were unresponsive. Another sampling came from a 

Minnesota survey of one hundred cancer patients and one hundred non-

cancer patients. Eighty-nine percent of the cancer patients wanted to 

be informed if they had inoperable malignancies and eighty-two percent 
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of the non-cancer patients. wished to know if they ever developed a fatal 

tumor (Shepard, 1975). The consensus of most of the available litera

ture agrees that the majority of the people wish to hear the truth 

(Kubler-Ross, 1975, Kavanaugh, 1974; Caughill, 1976; Lamerton, 1976; 

Crane, 1975; and Shephard, 1975). 

However, the manner in which this information is given is critical. 

When possible, it is best to prepare the patient gradually by letting 

the patient know that a serious diagnosis is a possibility and at the 

same time outlining proposed treatment in event their suspicions are 

verified. Patients need to know that their doctors will hold a balance 

between the need to investigate all aspects of the disease and yet 

not give false hope or pursue treatments that are useless (Kubler-Ross, 

1975; Lamerton, 1976). 

It is best to have conversations with the patient and his family 

at the same time. This gives all concerned the feeling that everything 

has to be said is being said and that nothing remains for "back room" 

conversation. The first interview is not always the best one for 

full details to be given. During the first interview ~he patient and 

his family are expectant and tense. The patient should be told that 

he will probably have more questions to ask at the second visit and 

that the doctor will be available for further discussion at that time 

(Trombly, 1976). This should encourage open communication between 

the doctor, the family and the patient. _It is helpful for a patient to 

be able to discuss his views, how he feels about dying, his concerns for 

his family. This potential for intimacy ought not to be denied those 

who are leaving life (Hinton, 1967 and Krant, 1974). 



The patient who is approaching death wants the opportunity to 

talk about some daily things because they are the only realities they 

have (Cronk, 1972;· Taves, 1974; Troup and Green, 1974). 

One of the most important phases of communication is developing a 

listening ear - just listening or even holding a hand silently late at 

night may be the most important communication that can be given; 
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along with letting the patient know that professionals care and families 

saying 11 1 love you" (Lamerton, 1976 and Taves, 1974). It would be 

helpful for the doctor, when indicated, to discuss the patient's 

situation with the patient's clergyman, then the minister can give 

combined help to the patient and his family as long as it is needed 

(Dennison, 1972). 

The proper administration of pain medication is a major factor in 

aiding the patient, along with good nursing care. The patient should 

be surrounded by pleasant, caring people and he should not have to 

worry if he will have adequate care now nor as he grows weaker. 

Affection and trust should develop between the dying person and the 

people who look after him. It is inconceivable that the relationship 

between the patient and the doctor remain impersonal (Shephard, 1975; 

Kubler-Ross, 1975; Hinton, 1972; Lamerton, 1976; and McCoy, 1974). 

The chronically ill patients have too much time to think and they 

should be encouraged to do things to help them keep their self respect 

and feel useful. It is recommended that the patient be put under the 

supervision of the occupational therapist, who will aid him in finding 

and accomplishing in jobs which will fit their situation as long as 

possible. Later, the therapists may make systematic use of games of 

all kinds (Lamerton, 1976 and Weisman, 1974). 
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Let the dying patient live - while he lives as normally as he 

possibly can. Try to maintain an emotional and social environment 

consistent with the patient 1 s past life style when circumstances permit. 

This, along with being allowed and required to make decisions for his 

own life as well as decisions in the life of those he loves, will 

help him preserve his self-esteem and self-recognition (Taves, 1974; 

Kubler-Ross, 1975). 

It is important to maintain some type of social life to the end. 

Even though his working life and consequent status among his fellows 

have come to an end, he wants to know his personal ties remain. He 

also wants to know what is happening in the life of his family and be 

included as a part of it (Hinton, 1972; Kubler-Ross, 1975; and Lamerton, 

1976). Some ways that family members and others interested in the 

patient may help fears of isolation and the loneliness is to maintain 

frequent visits; even in the state of a coma it has been established 

that the hearing is the last sense to leave and even if the patient may 

not respond he may still hear and gain from the presence of a loved 

one (Hunt, 1971; Lamerton, ·1976; and Troup and Green, 1974). 

In dealing with visits, if the patient expects you at a specific 

time, make it a point to be on time. There is nothing more difficult 

for someone who is confined in a hospital bed than to wait for someone 

who isn 1 t (Taves, 1974). 

Emotional support is of vital importance at all times. All fears 

and needs are exaggerated during the last days as the transfer from 

home to the hospital occurs. What is needed more than anything is 

comfort, compassion and reassurance. This can be provided only by 

another human being, no drug can act as a substitute (Gubrium, 1975; 
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Krant, 1974; Kubler-Ross, ·1975; Hinton, 1967; and Lamerton, 1973). 

Even with various medical professions working to develop staff 

skills for administering to the terminally ill, there has been very 

little empirical research conducted. The few reports of psychotherapy 

with dying patients have been basically ancedotal such as the work of 

Kubler-Ross (1969). However, Zuehlke and Watkins (1975) conducted a 

study to investigate the effectiveness of a psychotherapeutic technique, 

logotherapy, with the terminally ill patients~ The basic hypothsis was 

that such patients could be helped to cope with emotional stress 

created by their poor prognosis and to establish new perspectives on 

the message and purpose in their lives. 

The subjects were twelve male volunteers, patients hospitalized in 

a Veterans Administration hospital in South Dakota. Patients were 

assigned alternately to a treatment or to a no-treatment control group. 

The instruments were two dependent measures to allow the patients to 

report their perceived death-related anxiety and the sense of purpose 

and meaning to their lives. The Death Anxiety Scale is a 15 item, true

false questionnaire designed to measure the degree to which a person 

reports anxiety feelings related to fears of death. The Purpose of 

Life Test is a 20-item, 7-point Linkert-type attitude scale designed 

to measure the degree to which a person reports a sense of meaning and 

purpose in his life. This test is based on concepts derived from 

Frankl's logotherapy. 

All the subjects were given the tests and then those in the treat

ment group received six, forty-five minute sessions of logotherapy over 

a two-week interval. At the conclusion of therapy, each patient again 

filled out the dependent measures. 



Changes between the treatment group and no-treatment, control 

group were analyzed by a multivariate analysis of covariance. The 

past treatment scores demonstrated an overall significant difference 

{P < .01) between the treatment and control groups. 

The researchers felt that the central hypothesis was supported 

and the study showed the treatment groups were better able to get in 

touch with their fear anxieties towards death. The multivariate find

ing further suggested that the reported sense of worthiness, meaning

fulness, and purposefulness in the lives of such patients can be 

improved by psychotherapy (Zuehlke and Watkins, 1975). 

Whitman and Lukes set up a program and developed guidelines for 

using behavior modification for the terminally ill. This study is 
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made up of the guidelines used for the treatment groups and a summary 

of the outcomes, using again the ancedotal approach rather than empiri

cal research. 

The guidelines are: 

1. The major behavior problem must be defined. 

2. The patient must have honest, complete, accurate information 

about diagnosis, prognosis and estimated life span and have 

the program explained. 

3. The patient's family must be informed of the patient's 

health status and become involved in planning for his care 

and treatment. 

4. The establishment of a base line is essential, the staff 

must identify their own positions regarding the patient's 

behavior and explain that they expect the patient to 

cooperate. 



5. Do not waiver in the approach. 

6. Expect behavior to get worse before it gets better. 

7. Praise all positive behavior and accomplishments immediately. 

The authors found the patients generally feel a sense of relief 

when their maladaptive behavior is altered. 

The patient is ultimately helped to deal more realistically with 

his disease, communicate more effectively with his family and iniprove 

the quality of his remaining days (Whitman and Lukes, 1974). 

At the Lutheran General Hospital in Park Ridge, Illinois, every 

patient receives a visit from a chaplain. Due to this program, a 

research project was set up. In this project, a terminally ill person 

was defined as one whose illness is such that: (1) death is probably 

within a year, if the condition persists, and (2) there is no known 

cure for the patient 1 s condition. 
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The offer of counseling was made by the chaplains to eighty-four 

candidates and seventy-four patients, eighty-eight percent accepted the 

offer. 

The major dependent variable in this study was the Emotional 

Adjustment Scale. The Scale was designed to measure the extent to which 

a terminal patient was able to cope interiorly and exteriorly with his 

limited life expectancy. The E A Scale consisted of six questions 

which the chaplain rated on the basis of the patient's words and behavior 

as well as on information obtained from the staff and the patient 1 s 

family. The questions measured the presence or absence of anger, guilt, 

anxiety, depression, and also the ability of the patient to verbalize 

his feelings with his family and friends. 

The discomfort scale was formed from five items. The chaplain 



22 

evaluated the patient's amount of pain, disfigurement, dependence on 

others, difficulty in eating, and difficulty in sleeping. The relation

ship between religion and emotional adjustment was examined from the 

aspect of religious affiliation, religious beliefs and the quality of 

religious orientation. Four categories of religious orientation were 

considered: intrinsic, extrinsic, indiscriminately pro-religious, and 

indiscriminately non-religious. 

Previous experience with the dying persons was analyzed from the 

standpoints: (1) Whether or not the patient had ever talked frankly 

and openly about death with someone who was dying, (2) Whether or not 

someone he was close to accepted death with an inner peace, (3) Whether 

or not he had been close to someone who was angry or upset to the end 

of his life. 

The most important factors in predicting emotional adjustment 

were the level of discomfort, previous close contact with a person who 

was dying. As expected, a strong negative relationship was found 

between the level of discomfort and emotional adjustment, sixty-six 

percent scored high on the Emotional Adjustment Scale as compared to 

thirty-six percent of patients with high discomfort. 

The previous experience with dying persons had a noticeable 

effect on the level of emotional adjustment. Of the patients who 

talked openly and frankly with a person whom he knew was dying, seventy

seven percent had higher adjustment as compared to forty-eight percent 

who never had this experience. Sixty-six percent had higher adjustment 

if the relationship with the dying person was at peace, compared to 

forty-four percent had higher adjustment if the dying person was angry. 

The study found concerning religious beliefs, fifty-six percent 



who believed in God had higher emotional adjustment than the twenty

nine percent of non-believers. Those patients who showed a great 

concern for family, friends, physician, and the local clergyman also 

had a higher emotional adjustment. 

In relation to sex, forty-four percent of the males had high 

adjustment as compared to fifty-five percent of the females. Age was 
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a variable as those subjects under forty had only twenty percent high 

adjustment compared to fifty percent over forty. The type of disease 

had no effect at all on adjustment. This study has shown how various 

types of situations can affect emotional adjustment and suggests more 

people working with the terminally ill need to set up research and share 

their findings (Carey, 1974). 

Families of the Dying Patient 

The consistently casual treatment of family members in almost all 

hospitals demonstrates that medicine does not yet consider the family an 

important factor in patient care. Families and friends of dying 

patients can become as bewildered and neglected as the patients them

selves (Kavanaugh, 1974). 

The dynamics of the families• responses are complex and there is 

limited consensus on work done in research (Edits, Schoenberg, 

Goldsberg, Carr, Peretz, Kutscher, 1972). Kubler-Ross (1969) states 

that we cannot help the terminally ill patient in a really meaningful 

way if we do not include the family. 

There has been some work done that identifies some of the anxieties 

and needs of the family. These are: 



1. The family has a great deal of anxiety over the suffering and 

disability the ill may experience (Hinton, 1972; Krant, 1974; 

and Cutter, 1974). 
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2. They have a sense of hopelessness and loss. The grief process 

begins at the knowledge of the disease (Hinton, 1972; 

Lamerton, 1976; and Schoenberg, et al., 1972). 

3. The families need to support each other rather than blaming 

themselves or other family members for the cause of illness 

or the state of affairs (Krant, 1974 and Hinton, 1972). 

4. Many times the spouse or close family members need some extra 

attention rather than always 11 showering" the attention on the 

patient (Hinton, 1972). 

5. Families often feel ashamed of their emotions and are not 

encouraged to show them (Taves, 1974 and Shephard, 1975). 

6. Families often fail to realize the need for help and do not 

seek aid (Hinton, 1972). 

7. Families assume too much of the responsibility, taking over, 

protecting the patient and always masking their own tiredness 

and exasperation. 

8. Not understanding that they need to look out for themselves 

too, the family needs to know it is all right to laugh, cry 

and go out. The patient who is dying is a human being and it 

takes away his integrity to give himself and his responsibility 

for his life up entirely to someone else because he is dying 

(Taves, 1974 and Shepard, 1975). 

9. The family has a strong need to comnunicate with the doctor 

openly. No doctor is God. Families have a right to ask the 



doctor questions and to get answers. If he is too busy, the 

family has a right to find someone who isn't. Sometimes a 

doctor will seem to be avoiding the family to avoid giving 

unpleasant answers. Family members should be frank with him 

and expect frankness in return (Taves, 1974; Hinton, 1972; 

Troup and Greene, 1974; and Shepard, 1975). 
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A cancer care center that services a fifty-mile radius in New York 

City has developed the following guidelines for families facing cata

strophic illness: 

l. Do not attempt to go it alone. Seek some kind of out
side professional advice. 

2. Find out exactly what your resources are. Often there 
is insurance for helping with expenses. 

3. Write down a list of the real issues involved. It does 
no good to become paralyzed. Costs, care of children, 
aims and goals that need to be met. 

4. Do not deny the problem. Faced early enough, mutual 
decisions made by everyone not only prepare for the ulti
mate death and loss of family member, but seeing that 
those who remain are not left with intolerable burdens 
(Taves, 1974, p. 98-99). 

In the book, Someone You Love ~Dying, Dr. Shepard has recorded 

interviews with terminal patients. One of these patients, a young 

woman named Karen, focuses an interview on the problem of dying from 

the prospective of the family. She states: 

I think it is harder for the family to adjust to a death 
than for the individual who is dying. If I could write a 
book to help families cope, I would tell them, 'To think of 
themselves, not just the individual involved, because many of 
them have their own feelings. There is nothing wrong with 
crying. You want someone to laugh and cry with you, not just 
laugh. To know someone cares about you means they have to cry 
sometimes and not just be around in the good times. You do 
not stop caring for the other person just because you are sick, 
so they ought not to spare you their own bad news. 

'I would ask the doctors to spend more time with the fami
lies. Of necessity, their main concern is the patient, but 
they would help the patient in the long run if they would 
spend more time with the families 1 (Shepard, 1975, p. 102-103). 



Summary 

Facing one's death, or the death of a loved one may well be the 

most serious emotional adjustment one will face in their lifetime. 
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Even though it is evident that in the last ten years, significant gains 

have been made in determining emotional needs and the professionals 

that help with the terminally ill have been striving to find some work

able solutions. 

While much has been written on death and dying, little research 

exists in the success of various methods to aid the terminally ill 

adjust, nor have specific methods been developed. There are few guide

lines for ministers, counselors, or family members in working with 

chronically ill patients. 

Although there has been much literature written about the grief 

process after death, 1 ittle can be found for helping the family 

members cope with their own emotional stress on the day-to-day basis as 

they watch their loved one dying. It is, therefore, the purpose of 

this study to determine some methods which would be useful to a counselor 

in aiding the patient, as well as the patient's family, in their time of 

adjustment to illness and death. 



CHAPTER III 

METHODOLOGY 

Introduction 

The purpose of this research was to determine methods that are 

most helpful to terminally ill patients as well as their families, to 

better accept, cope and adjust emotionally to this crisis, by assessing 

the perceptions of: doctors, ministers, psychologists and psychiatrists, 

and survivors of patients that died from a chronic disease. The study 

made use of modified Delphi Technique to determine these methods. The 

investigator proposed to find a rank order of the methods according to 

the priority established from the way the participants rated the import

ance of the generated statements. Another aspect investigated was 

whether or not there was any difference in the ratings given to the 

statements by the various groups. 

The purpose of this chapter was to describe the Delphi Technique, 

the method by which the sample was selected, the design of the instru

ment, and the procedure of data collection and analysis. 

The Delphi Method 

The researcher chose to use the Delphi method as it attempts to 

take individual opinions and compile a meaningful response and to get 

an expert opinion without bringing the experts face to face. It is an 
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orderly, planned program of sequential individual interrogations. The 

method was developed by the Rand Corporation some twenty years ago in 
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their 11 think tank 11 in Santa Monica, California. Although this technique 

was developed mainly as a forecasting model, many today see the techni-

que as a way to encourage consensus or a convergence of opinion 

(Weaver, 1971). 

Some recent experime·nts that have been performed by Rand Corpora-

tion indicated that when opinions are involved, face-to-face discussion 

may result in a group opinion that is less accurate than simply the 

average of the individual opinions without discussion (Dalkey, 1968). 

Weaver (1972, p. 47) reports in his critique of the Delphi methods 

that, "although Delphi was intended as a tool for scient·ific and tech·· 

nological forecasting it ... may aid in probing priorities'' Scanell 

(1972s p. 11) in his study concluded, "the Delphi technique provides a 

mechanism for allowing individuals to express opinions and to modify 

them on the basis of the collective judgement of a group of people in 

gaining a consensus of opinions. 11 

Berty (1972, p. 12) indicated that Delphi is 11A professio·nally 

sound approach devised to provide useful information not only to 

educate decision-makers but also facilitates a consensus being reached. 11 

The groups concept was very aptly explained by Dalkey (1972, p. 15) 

with the statement: 

There is a kind of technology for dealing with op1n1on that 
has been applied throughout historical times and probably 
in more ancient times as well. The technology is based on 
the adage 'Two heads are better than one' or more generally 
'no heads are better than one.' 

On the other hand criticism has been directed at the use of the 

Delphi technique. Weaver (1972) in his critical review of the Delphi 



technique indicates problems which could limit the use of results 

obtained through these studies. He states: 

The education Delphi's are in no way startling or sensational. 
That is obvious to the casual observer. There is a serious 
sterility in the process of summarizing mass information into 
narrowly terse statements. There is a serious absence of any 
effort to probe beneath the surface for explanation (p. 25). 
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However, it has been indicated that general interest in the Delphi· 

technique increased significantly, brought about by the industrial 

studies of forecasting technological events and resulted in large 

increases in application by educational organizations (Dalkey, 1968). 

The _procedure ·as Pfeiffer (1968) explains it, generally succeeds in its 

objective of encouraging convergence of opinions. In an attempt to 

identify changes in American education, the Institute of Government and 

Public Affairs at the University of California in Los Angeles used the 

Delphi technique. After the study was completed, Pfeiffer (1966), 

reports that the results were very instructive, whatever their validity 

and that the procedures were looked upon by almost all of their partici

pants as potentially very useful in educational planning at all levels. 

Several variations of .the Delphi technique have been used.but the 

most common procedure is as follows: First a questionnaire or other 

instrument regarding primary issues of concern is developed. This 

instrument is usually developed by a panel of experts or through non-

structured data collection methods such as open-ended questions. This 

instrument is then distributed to a group of respondents selected for 

data collection. Statements from the first round results are provided 

to the respondents and they are to rank the statements. Feedback is 

usually in the form of means or medians on each of the items. 

The Delphi procedure in this study was carried only through two 

·' 
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rounds because it was not the intent of this study to reach a group I 
consensus. Instead it was the RifOpose to determine by an unstructured 

and unbiased external method a true expression of the participants' ) . .:>~~-

perception of methods most useful in aiding the terminally ill patient 1 
\ 

and their families. This was a method of letting the people interact ..) 

with each other without exerting any initial influence on one another's 

opinions; also, this approach tended to eliminate investigator's biases. 

The basic characteristics of the Delphi procedure are: (1) 

anonymity (2) interaction with controlled feedback and (3) statistical 

group response (Weaver, 1972). 

Selection of the Sample 

The population used in this study was a randomly selected strati-

fied sample. The investigator used the six congressional voting 

district divisions to divide the state, as they are already divided 

so that there is an equal representation of the rural and metropolitan 

population of the state of Oklahoma (see Appendix A). According to the 

physical size of each district, county seats were randomly chosen from 

which participants were then randomly selected (see Appendix B for 

list). 

Of the 240 participants, there were 60 in each of the following 

four groups. (l) ministers, (2) medical doctors, (3) psychologists and 

psychiatrists, (4) survivors of terminal patients. 

The names of the participants were chosen randomly from the tele-

phone director. in each of the cities that had been randomly selected in 

each of the sixth districts. 

I 
1.._j 
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Names of the survivors were chosen from a list compiled from news

papers in each of these same areas. Newspapers used in the selection 

were printed between January 1 to December 31, 1976, and gave death 

announcements as well as the cause of death and the names and address 

of the next-of-kin. 

Due to the specialization of the psychologists and psychiatrists, 

and the fact that their practices were located in the heavier populated 

areas, the names \!Jere randomly selected from the telephone directory 

throughout the sixth districts whenever possible, with the remainder 

of the names being chosen from directories in the more metropolitan 

areas. This was done in order to maintain an equal number of partici

pants (see Appendix C for list of areas used). 

The study initially involved 240 persons selected at random; of 

these 140 actually participated in the Delphi study. In order to 

increase the return rate, a follow-up letter was mailed two weeks 

after the original mailing (see Appendix F). At the end of another 

week the return rate was increased by 20%. Table I shows the number and 

percentage of the returns for all of the groups participating in the 

study. 

The results showed the only group which did not have a return rate 

of over 50% was that of medical doctors. The minister population had 

the highest return rate of the groups polled. 

The data received was from a cross section of the state, being 

almost equally divided, urban and rural. 
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TABLE I 

NUMBER AND PERCENTAGES OF PARTICIPANT RETURNS 

Number Returns 
Groups Sent N % 

Ministers 60 42 70 

Survivors 60 34 57 

Psychologists & Psychiatrists 60 39 65 

Doctors 60 25 42 

Overa 11 240 140 59 

Research Questions 

The information to be obtained through the opinions and the percep

tions of the four groups who are involved in working with the terminally 

ill may indicate that some changes are needed, certain groups ~ay need 

to become more active, different priorities may need to be considered, 

all four groups may agree that a certain group of methods is the most 

useful or there may be opposing views among the groups. 

To gather the necessary information, the following questions were 

proposed: 

Research Question Number One: What are the statements of the 

perceived methods to best help the terminally ill patient and their 

families generated by experts in the four groups? 

Research Question Number Two: What are the rankings of the 

statements generated? 
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Research Question Number Three: Do the rankings of the statements 

generated vary within the individual groups? 

Research Question Number Four: Is there a difference between the 

group's responses? 

The Opinionnaire 

In order to answer these questions the investigator developed a 

questionnaire using the Delphi technique of interviewing experts in the 

randomly selected population and then sending the questionnaire out to 

the total population for ranking. 

Traditionally the "Delphi Technique" has been used for forecasting 

by a panel of experts (Dayton, 1970). It is beginning to be used more 

and more for the purpose of collecting opinions as it was used in this 

study. The procedure used to generate the opinionnaire via the Delphi 

technique is outlined in the following paragraphs. 

After the populations had been selected the investigator inter

viewed three experts from each of the four populations, ministers, medi

cal doctors, psychologists .and psychiatrists, and·survivors of patients 

of a terminal disease. They were ask to generate five statements 

containing methods which they felt would be most helpful to the terminal 

patients and five statements which would consist of methods that would 

be most helpful in aid to the family of the terminal patient. 

In the next step, the investigator reworded and combined all 

similar responses to eliminate redundancy and ambiguity to produce the 

opinionnaire. This list of statements with a letter was mailed out 

to the randomly selected participants for their ratings as to how they 

perceived the importance of the statements as to the role they would 
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play in aiding the terminal patients and their families (Appendix D and 

E). A seven-point rating scale was provided for the responses to each 

item; one being the most important. The statements were returned by 

mail. In order to keep the opinionnaire anonymous, and yet let the 

investigator know from which group the response was returned, it was 

color coded. Bright pink for psychologists and psychiatrists, pink for· 

medical doctors, gold for survivors and light blue for ministers. 

Treatment of the Data 

·In order to answer research question, two of which dealt with the 

individual group's rankings, the investigator used frequency and 

percentage tables for each of the statements, for both parts of the 

questionnaire. Part A being the methods to aid the terminal patient, 

Part B, being the methods to aid the family. 

To answer research question three, which dealt with the rankings 

of the individual groups, on each statement to determine which groups 

varied most in their rankings, the investigator calculated the 

variance of the responses to each statement in Part A and Part B, and 

then computed a mean variance for each population for both Part A and 

Part B. 

To deal with research question four, which asks if there are 

differences in the various groups rankings, the investigator utilized 

a Chi Square test on each individual statement to determine if there 

were significant differences in the way the groups responded. 

Assumptions 

The basic assumption of this study is that the people who work and 



have had experiences with the medical, psychological, spiritual and 

personal needs of the terminally ill and their families should be the 

best qualified people to use for the research. They should make 

suggestions for methods to help aid in adjustment and acceptance of 

this situation. 
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For the purpose of the study, the additional following assumptions 

will be accepted by the investigator: 

l. The responses will serve as predictors of the surveyed 

groups' perceptions of ways to help the terminally ill and 

the family. 

2. The respondents are capable and will reply in a way that would 

reflect their honest expressions. 

3. The non-respondent's responses would not have been signifi

cantly different from the respondent. 

Limitations 

l. The sample was limited to medical doctors, ministers, 

psychologists and psychiatrists, and survivors of chronically 

ill patients. This study was not to be representative of 

the entire population of Oklahoma. 

2. The psychologists and psychiatrists were not distributed 

throughout the entire state of Oklahoma. 

Definitions · 

Doctor - The word doctor as used in this study is in reference 

to those individuals who are qualified to practice medicine. 



Terminal Patient - The terminal patient is an individual who is 

aware that he has a fatal disease which allows the individual and his 

family a chance to reflect upon the eventual death. 
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CHAPTER IV 

PRESENTATION AND ANALYSIS OF DATA 

Introduction 

The purpose of this study was to determine counseling methods that 

were most helpful to the terminally ill patients and their families, by 

assessing the perceptions of doctors, ministers, psychologists and· 

psychiatrists, and survivors of patients who died from a .chronic disease. 

This was accomplished by using the Delphi Technique and asking three 

experts in each of the four groups mentioned above to generate state

ments. A sample from each of the four groups were asked to rate the 

importance of the generated statements. 

The data relating to the research questions will be presented in 

this chapter. 

Results of the Data Pertaining to Research 

Research Question Number One 

What are the statements of the perceived methods to best help the 

terminally ill patient and their families generated by experts in the 

four groups? 

In order to answer this question, the investigator interviewed 

three experts from each of the four populations. The experts were ask 

to generate five statements containing methods they felt were most 
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useful to the terminally ill patient, and five methods most useful to 

the family of the terminally ill. These statements were reworded and 

combined to eliminate redundancy and ambiguity. The statements are 

presented in Table II and Table III. The experts generated 25 

individual methods for the terminally ill patient and 29 methods to aid 

the families. The investigator found that from the 25 statements 

generated for the terminal patient, 6 statements (numbers 2, 7, 15, 16, 

20 and 24) and from the 29 statements for the family 5 statements 

(numbers 3, 6, 8, 12 and 17) were almost identical to suggestions found 

in the review of literature. Thus the experts generated 43 statements 

that are not the same basic or concrete statements that the review of 

literature shows are now being suggested. 

Research Question Number Two 

What are the rankings of the statements generated? 

To arrive at an answer for this question, a frequency and 

percentage distribution was calculated for each individual statement. 

This data may be found in Appendix G. The results showed the top ten 

ranked statements for the terminal patient found in Table IV. The top 

ten ranked statements for the family are presented in Table V. 

In dealing with the statements which had the highest percentage 

and frequencies for the terminally ill patient, the data shows that the 

top five statements all had at least one of the populations 100% in 

agreement that this was the most important statement. Each population 

had ranked a different statement, with the doctors being 100% in agree

ment on two statements of the top five. The last five of the top ten 

statements were ranked high in most important, but also showed rankings 



TABLE II 

STATEMENTS OF THE PERCEIVED METHODS FOR 
HELPING THE TERMINALLY ILL 

1. Provide support during this time, as this is the greatest loss a 
person suffers, it cannot be modified and must be accepted. 

2. Feelings of anger and hate are often expressed in dying and 
counseling techniques would not alter this but accept it and help 
the patient vent these feelings. 
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3. Help the person articulate about what they feel will happen to the 
family and to themselves after they die. 

4. Communicate through action and non-verbal behavior that the 
patient is not being abandoned at this moment in his life. 

5. Help the patient talk out his situation, being authentic and real 
enough to accept and handle whatever the patient wants. 

6. People should not put arbitrary crap on how the patient should 
behave; you don't have to act special to suit me. 

7. Patients have a need for a high degree of emotional interaction 
from others; encourage friends and family to continue to come. 

8. Develop an inner listening ear, to hear the patient's real needs and 
do not push your beliefs on them. 

9. Let the patient and family know the church family is there, for 
strength or aid at any time. 

10. Try to talk to the patient and family together, so patient will 
feel there is total honesty. 

11. Help the patient deal with any guilt he may have about causing his 
condition (i.e.' smoking, physical activity). 

12. The patient has the right to be aware of the side effects that 
some medical treatments may cause, and should have the option to 
say no to these treatments and be allowed to die as natural as 
possible. 

13. People should not be overly nice or pamper a patient because they 
are dying, causing them to feel less than human. 

14. People working with terminally ill need to express some feeling or 
mood of security. 



TABLE II (Continued) 

15. Help patients find some hope, short term goals, give them a sense 
of purpose, a reason to continue to function. 
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16. Patients should have a choice in the options for them, they should 
be allowed to make these decisions, as it is their life. 

17. Patients should not just be kept alive under artificial methods 
but be left the dignity of a human being. 

18. Let the patient know you love him, God loves him, and God made 
him an individual with the strength· to face the situation. 

19. Don't approach the terminally ill with a miracle attitude, but 
pray that God's love will flow through us. 

20. ·There is a need for good advice about places for good medical 
care. 

21. Young terminally ill patients and their families often need infor
mation about financial aid, as insurance won't cover the cost as 
medicare does for the elderly. 

22. Hospitals should offer in their services a qualified counselor 
that the patient or the family might use if they so desired. 

23. Professions working with the patients should have knowledge of 
their background to stimulate their memory of by gone happier 
days to console the ill. 

24. Proper pain and nervous medi~ation should be given to relieve 
anxiety and extreme stress conditions. 

25. Make sure the clergy and church professionals make religion and 
death acceptable. 



TABLE III 

STATEMENTS OF THE PERCEIVED METHODS FOR 
HELPING THE FAMILY OF THE 

TERMINALLY ILL 

1. Give the family some reading therapy, suggestions Ross's On Death 
and Dying, Moody's Life After Life. 

2. Be an empathic listener, respecting the existing crisis of the 
persons involved. 

3. Help family work out how they should relate to the patient, 
offering a continuity of relationships. 

4. Help the family through counseling session to articulate their 
feelings and help them develop as supportive a relationship with 
the patient as possible to facilitate his needs. 

5. Aid the family so they will avoid putting t:1eir own emotional 
problems on the patient. 

6. Help the family accept the finality of death and provide grief 
counseling before and after death. 
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7. Families need to remember and understand the patients are exposed 
to many strangers, on whom they must rely for their needs and many 
unfamiliar medical practices. 

8. Remember the patient's family are under stress and should be 
allowed to ask questions about expectations for the future. 

9. Help the family deal with guilt they might experience, (i.e., if 
we'd have just brought him to the doctor early, etc.). 

10. Discourage family from trying expensive unproven or quack medical 
cures. 

11. Check to see if there is any unfinished business to deal with that 
professionals can help with (i.e., wills, financial issues). 

12. Discuss with the family the level of awareness they have of the 
disease and what perception the family members have about what 
is going on. Encourage the family to talk to the doctor and get 
the facts. 

13. Encourage the family to understand that just being there is 
important to the needs of both the patient and to the family. 

14. Patients should not just be kept alive under artificial methods 
but be left the dignity of human being. 



TABLE III (Continued) 

15. Assure the family that God doesn't make any one suffer for their 
sins or the sins of others. 

16. Assure the family God gives the ability to handle this situation. 

17. Remind the family that they must face responsibility for the rest 
of their lives, so they must take care of themselves also. 

18. Much support and help can come from friends who will sit with the 
patient, giving the family some free time. 

19. Young parents who are caring for small children when they are in 
the hospital can't afford to hire outside assistance, need some 

. type of s.ervi ce or aid. 

20. Young terminally ill patients and their families often need 
information about financial aid, as insurance won't always 
cover the cost. 

21. Families need to be prepared for the disfigurement that may occur 
to their loved one. 

22. In large hospitals where surgeons and specialists are busy and 
impersonal, patients and families need a service that will give 
support and explain procedures. 

23. When rura 1 patients and families must go to 1 arger hos pita 1 s out 
of their community, a service is needed that will enable them to 
feel they can leave the patient for a short time and also receive 
information about the city concerning lodging and eating 
establishments. 
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24. Hospitals should offer in their services a qualified counselor that 
the patient or the family might use if they so desire. 

25. Make sure the clery and church professionals make religion and 
death acceptable. 

26. Keep family informed of diagnosis and progress. 

27. Insist on family being present and do not make them feel they are 
superfluous baggage. 

28. Insist that the family keep terminal patients from feeling they 
are creating financial problems. 

29. Insist on family participation in helpful chores around the sick 
room. 
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TABLE IV 

OVERALL GROUPS' RANKING OF TOP TEN STATEMENTS {PART A) 
METHODS FOR TERMINALLY ILL PATIENTS 

Statement 
No. Rank 

l lst 

12 2nd 

-4 3rd 

16 4th 

5 5th 

3 6th 

15 7th 

8 8th 

18 9th 

7 10th 

Statement of Methods 

Provide support during this time, as this is the 
greatest loss a person suffers, it cannot be modi
fied and must be accepted. 
The patient has the right to be aware of the side 
effects that some medical treatments may cause, and 
should have the option to say no to these treatments 
and be allowed to die as natural as possible. 

Communicate through action and non-verbal behavior 
that the patient is not being abandoned at this 
moment in his life. 
Patients should have a choice in the options for 
them, they should be allowed to make these decisions, 
as it is their life. 
Help the patients talk out their situation, being 
authentic and real enough to accept and handle 
whatever the patient wants. 
Help the person articulate about what they feel 
will happen to the family and to themselves after 
they die. 
Help patient find some hope, short term goals, give 
them a .sense of purpose, a reason to continue to 
function. 
Develop an inner listening ear, to hear the 
patient's real needs and not push your beliefs on 
them. 
Let the patients know you love them, God loves them, 
and God made them an individual with the strength 
to face the situation. 
Patients have a need for a high degree of emotional 
interaction from others; encourage friends and. 
family to continue to come. 
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TABLE V 

OVERALL GROUPS' RANKING OF TOP TEN STATEMENTS (PART B) 
METHODS FOR FAMILIES 

Statement 
No. Rank 

20 1st 

26 2nd 
13 3rd 

2 4th 

4 5th 

12 6th 

27 7th 

9 8th 

19 9th 

5 10th 

Statement of Methods 

Young terminally ill patients and their families 
often need information about financial aid, as 
insurance won't cover the cost. 
Keep family informed of diagnosis and progress. 
Encourage the family that just being there is as 
important to the needs of both the patient and to 
the family. 
Be an empathic listener, respecting the existing 
crisis of the persons involved. 
Help the family through counseling session to 
articulate their feelings and help them develop 
as supportive a relationship with the patient as 
possible for facilitate his needs. 
Discuss with the family the level of awareness they 
.have of the disease and what perception the family 
members have about what is going on. Encourage the 
family to talk to the doctor and get the facts. 
Insist on family being present and do not make them 
feel they are superfluous baggage. 
Help the family deal with guilt they might exper
ience, (i.e., if we'd have just brought him to 
the doctor early, etc.). 
Young parents who are caring for small children 
when they must be at the hospital and can't afford 
to hire outside assistance, need some type of 
service or aid. 
Aid the family so they will avoid putting their own 
emotional problems on the patient. 



in both the neutral and least important positions. 

The statements chosen for the ten most important methods touch 

~pon several areas, dealing with many aspects of treatment; medical 

care, individual dignity, goals, meeting emotional needs and religious 

views. 
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Table V contains the rankings of the ten top statements for methods 

for the family. The results indicate that the top eight statements 

have at least one population in 100% agreement on the most important 

method. The statement chosen for the number one in importance had 

three populatiuns in agreement; (l) ministers, (2) psychologists

psychiatrists, and (3) survivors. 

The survivors were in agreement 100% on six of the eight top 

statements, while psychologists and psychiatrists were 100% in agreement 

on three of the top eight. Doctors were in agreement 100% on two state

ments and ministers were 100% in agreement on one statement. Thus it 

is obvious that the survivors rankings did influence the choices made 

in this portion of the study. 

The ninth-ranked statement was again ranked high in the most 

important, but also had rankings in the neutral and least important 

positions. On the tenth choice the data reveals that the doctors were 

100% in agreement. 

The top ten-ranked statements were diversified but not as diversi

fied as statements for patients. They dealt with financial aid, 

emotional needs of both the patient and the family, and keeping accurate 

information before the family. 
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Research Question Number Three 

Do the rankings of the statements generated vary by the individual 

group? 

To satisfacotrily answer this question, the variance was calcu-

lated for the individual statements. The results are presented in 

Table VI. A mean-item variance was also computed for each population 

and this information is presented in Table VII. The mean with the 

highest value identifies the population with the most variance in 

responses. 

The data in Table VIII demonstrates that of all the populations used 

in the study, the doctors varied the most in their rankings of methods 

to help the terminally ill patients, while survivors varied the most in 

the rankings of methods to aid the family. The ministers were the 

most consistent in their rankings on both parts of the opinionnaire, 

and psychologists and psychiatrists were next. 

The variance among the doctors in ranking seemed to be over many 

different statements, however the highest variance occurs in the 

following statements: 

• Patients should have a choice in the options for them, 
they should be allowed to make these decisions, as it 
is their life. (5.44) 

· Patients should not just be kept alive under artificial 
methods but be left the dignity of a human being. (5.04) 

• The patient has the right to be aware of the side effects 
that some medical treatments may cause, and should have the 
option to say no to these treatments and be allowed to die 
as natural as possible. (4.96) 

· People should not put arbitrary crap on how the patient 
should behave; you don't have to act special to suit me. 
(4.64) 

• Let the patient and family know the church family is there 
for strength or aid at any time. (3.76) 
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TABLE VI 

VARIANCES AND CHI SQUARE VALUES FOR PART A 

Patients Variance 
Psychologists 

x2 Ministers Psychiatrists Doctors Survivors 
Statement N=42 N=39 N=25 N=34 Values 

1 2.34 2.06 2.07 0.47 8.02* 

2 1.80 2.70 1. 76 1.68 10.35 
3 0.82 0.99 2.48 3.43 23.67*** 

4 • 01 2.38 0.56 3.43 15.42* 
·5 1. 18 0.53 2.56 6.67 43.04**** 
6 2.43 2.07 4.64 3.76 29.79**** 

7 2.53 1.82 1.84 0.47 42.01**** 

8 0.68 1. 56 2.80 0.10 21.40**** 
9 0.68 4.36 3.76 0.94 23.87*** 

10 2.54 2.59 2.64 1. 60 14.59* 

11 2.53 1. 62 2.00 1.87 18.98** 

12 1.67 0.56. 4.96 1.60 15.46* 

13 2. 15 1. 76 1. 60 1. 01 40.88**** 
14 1.48 2. 18 3.04 0.54 49.29**** 

15 0.78 1. 76 0.64 2.72 15.12* 

16 .04 0.85 5.44 1.66 43.25**** 

17 1. 73 2.31 5.44 6.32 16. 68** 
18 0.85 1. 71 5.44 0.00 29.30**** 
19 0.38 1. 58 2.00 6.54 64.49**** 
20 2.78 1. 48 1. 84 3. 11 55.20**** 
21 0.93 5.05 1.20 3. 51 27.28**** 
22 2. 14 2.86 2.24 4.09 17.37** 
23 1.30 4. 18 1.84 3.60 58.15**** 
24 3.24 2.95 2.64 2. 21 35.76**** 
25 3.12 3.38 2.24 6.67 14.69* 

* = p < .05 ** = p < . 01 *** = p < . 001 **** = p < .0001 -
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TABLE VII 

VARIANCE AND CHI SQUARE FOR PART B 

Family Variance 
Psychologists 

x2 Ministers Psychiatrists Doctors Survivors 
Statement N=42 N=39 N=25 N=34 Values. 

l 0.59 l. 78 l.36 4. 10 27.92**** 
2 0.37 0.00 l.36 4.03 28.19**** 
3 l.38 0.71 l.59 2.83 17.83*** 
4 9.77 0.40 1. 02 4.35 26.75*** 

5 0.58 1. 17 0.56 4. 12 28.60**** 
6 . o. 36 o. 18 l.42 4.07 75.90**** 
7 l.09 2.86 0.24 3.83 22.70*** 

8 0.92 0.99 2.06 l.15 25.54*** 

9 0.87 0.39 0.04 2.10 34.55**** 

10 l. 12 0. 75 0.93 l.14 16. 18** 

11 0. 77. l.08 0.65 0.46 13.41* 
12 0.72 l. Ol 2.42 o. 10 33.45**** 
13 0.78 1. 36 1. 36 l.46 21.65** 
14 2. 72 2.83 ·4.86 6.82 8.80 

15 2.58 3.93 1.36 1. 66 24.68*** 

16 0.69 2.59 l.06 0.0 29.61**** 
17 0.45 1. 33 1.02 2.29 lo. 17 
18 0.87 l. 24 l.06 0. 75 28.05**** 
19 1. 34 0.85 l. 3] l.34 9.90 
20 0.80 0. 76 0.17 0.75 23.85**** 
21 0.80 0.85 2.44 0.24 38.45**** 
22 0.59 2.40 0.50 l. 77 32.446 
23 0.09 1. 05 2.28 3.70 14.27* 
24 o. 72 0.59 2.20 4.04 25.21*** 

25 3.37 2.24 1. 95 3.83 3.02 



Statement 

26 
27 
28 

29 

* = 

** = 

*** = 

**** = 

p < 

p < 

p < 

p < 

Ministers 
N=42 

.OS 

. 01 

. 001 

0.93 
0.55 
2.49 

2.00 

. 0001 

TABLE VII (Continued) 

: 

Family Variance 
Psychologists 
Psychiatrists Doctors 

N=39 N=25 

0.90 0.83 
1. 00 0.49 
1. 15 0.63 

2.07 0.37 
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Survivors x2 
N=34 Values 

0. 10 lo. 75 
0.63 6. 14 
0.0 63.60**** 
1.23 51.12**** 



TABLE VI II 

COMPUTED MEAN VARIANCE FOR EACH INDIVIDUAL GROUP OVER 
PART A FOR THE PATIENT AND PART B FOR THE FAMILY* 

Mean of Variance 
Group Part A 

Ministers 0.99 

Survivors 2.02 

Psychologists & Psychiatrists l.42 

Doctors 2.67 

*Data from Table VI 

Part B 

0.98 

l. 92 

1.00 

1.60 

The survivors statements dealing with methods for the family also 
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covered several areas. The five statements having the greatest variance 

are: 

• Patients should not be kept alive under artificial methods 
but be left the dignity of a human being. (6.82) 

· Help the family through counseling sessions to articulate 
their feelings and help them develop as supportive relation
ship with the patient as possible to facilitate his needs. 
(4.35) 

· Aid the family so they will avoid putting their own emotional 
prob 1 ems on the patient. ( 4.12) 

• Give the family some reading therapy, suggestions, Ross's 
On Death and _L2.Yl!!.9., Moody's Life After Life. (4. 10) 

• Hospitals should offer in their services a qualified counselor 
that the patient or the family might use if they so desire. 
(4.04) 

Research Question Number Four 

Is there a significant difference between the groups' responses? 
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In order to find if the groups differed significantly in the way 

the statements were ranked, the investigator ran a Chi Square Test on 

each individual st~tement. The results are shown in Tables VI and VII. 

In Part A of the opinionnaire which deals with methods for the terminally 

ill patient. The groups differed significantly on twenty-four of the 

twenty-five generated statements. Statement number two was the only 

statement, which all the populations did not rank differently. 

Following is a discussion of the statements from Part A, which the 

four groups ranked at a significant difference. The data indicated 

the rankings differed at various levels of significance. 

Statements l, 12, 10, 4, 15 and 25 all were significant at P < .05 

level. In the statements at this level of significance, the survivors 

had the greatest amount of variance in the ranking of the statements, 

while the ministers ranked their statements with the second highest 

deg~ee of variance. 

The next group of statements were significant at the _t: < .01 

level. These statements included numbers 11, 17 and 22. The survivors 

were again the highest in ranking the statements with variance, with 

the doctors being second highest in variance. 

At the significance level of P < .001 there were two statements, 

numbers 3 and 9. In statement number 3 the survivors had the most 

variance in their rankings, with the doctors having the second highest 

amount of variance. Statement 9 data rev~als the psychologist

psychiatrist group with the most variance while the doctor population 

were again second highest in variance. 

The following statements 5, 6, 7, 8, 13, 14, 16, 18, 19, 20, 21, 

22, and 23 were significant at the f_ < .0001 level. In this complete 



group of statements the survivors reveal the most variance in their 

rankings and the doctors were again second high in their rankings with 

variance. 

There are thirteen statements which fall in this significance 

level P < .0001. From these statements, the ideas and views expressed 

were very diversified. Due to the many different expressions of 

concern falling at this level, the following is a brief paraphrasing 

of the statements: 

· Help the patients talk out their feelings, by being an 
authentic person. 
Patients don't have to act special to please others. 

• Patients need a high degree of emotional interaction. 

• One should not be overly nice or pamper the patient, 
causing them to feel less than human. 

• Professionals working with patients need to express a mood 
of security. 

• Develop an inner listening ear, to hear feelings. 
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• Patients should be allowed to make choices or options as 
it is their lives. 
Let patients know you love them and God loves them. 

• Don't approach the terminally ill with a miracle attitude. 
· There is a need for information concerning medical care. 
· Young terminally ill need information about financial aid. 

· Hospitals need a qualified counselor. 
· Professionals need knowledge of patients' background to 

stimulate memories of happier days. 

On all of the 24 statements concerning patients which were ranked 

significantly different, the data reveals the survivors ranked the 

statements as being most important the greatest number of times, while 

ministers were the second group to rank most important. The doctors 

ranked the statements as being least important most frequently. 

Following is a discussion of the significant differences in the 

group rankings, for Part B, methods to aid the family. From this part 



of the opinionnaire there were 23 out of the 29 generated statements, 

that data indicated are ranked significantly different. Again the 

computed results show that the statements differ at various levels of 

significance. 
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· Statements 11 and 23 were significant at P < .05 level. Psycholo

gists-psychiatrists ranked statement 11 with the greatest amount of 

variance, while on statement 23 the survivors rankings varied the most. 

At the level P < .01 statement 10 and 13 were significant. The 

survivors rankings indicated the highest degree of variance on both 

statements. 

Statements 3, 4, 7, 8, 15 and 24 were significant at P < .001 

level. On this group of statements the survivors had the greatest 

amount of variance, while doctors were second in the variance among 

their rankings. 

At the signific·a-nt level .E_ < .0001, the data indicates the follow

ing statements were significant; statements l, 2, 5, 6, 9, 12, 16, 18, 

20, 21, 22, 28, and 29. The survivors were the group which varied the 

most overall as they ranked the statements. The psychologist

psychiatrists group had the second highest degree of variance in their 

rankings. 

The statements of the .E_ < .0001 level of significance for family 

members also numbered thirteen. In the statements, again is found a 

wide variety of concepts, as well as some_ of the views that were 

expressed by the statements at this level for the patients. Following 

is a brief paraphrasing of these thirteen statements: 

• Suggest reading therapy for the family. 
• Be an empathic listener. 



• Aid the family, to avoid putting their own emotional 
problems on the patient. 

· Help the family accept death. 
· Help the family deal with guilt feelings. 
• Discuss the level of awareness of the disease and perceptions 

with family members. 
· Assure the family God does give the ability to handle any 

situation. 
· Support and help can come from friends who come and allow 

the family some free time. 
· Information about financial aid for the young terminal 

patient is needed. 
· Families need to be prepared and have support in helping 

them deal with the disfigurement that may come to the 
loved one. 

· In large hospitals families need a service that will give 
support and explain procedures. 

• Families should keep patients from feeling they are becoming 
a financial burden. 

· Insist on family participation in helpful chores around the 
sick room. 

On all of 23 statements which were significant ranked different 

at the various levels of significance, the data results shows that 

the ministers choose the statements to be classed as a most important 

statement the greatest percent of the time, while the psychologists

psychitrists were very close in their percentage as the statements 

being in the top category. The doctors choose the least important 

position for the statements the highest percent of the time. 
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CHAPTER V 

FINDINGS, CONCLUSIONS AND RECOMMENDATIONS 

Summary 

While there has been some increase in reported research dealing 

with death and bereavement (Weisman, 1972), studies have been lacking 

in dealing directly with the terminally ill patient. Even less has 

been done in working to help meet the needs of the family of the 

terminally ill patient. The major purpose of this study, therefore, 

was to investigate the perceptions of methods of helping terminally ill 

patients and their families among these four groups: ministers, 

doctors, psychologists and psychiatrists and survivors of terminally 

ill patients. The investigator used a modified Delphi Method to find 

out what perceived methods these groups might have and how the various 

groups would rank these opinions. To obtain concrete methods from the 

four groups, three experts from each of the four populations were 

interviewed and asked to state methods they felt would be most helpful 

to the terminally ill patients and their families. These statements 

were then developed into an opinionnaire which was mailed to a random 

sample of 60 participants in each of the ·four populations. The popula

tion thus consisted of 240 individuals. There was a 70% return from 

the ministers, 65% from the psychologists and psychiatrists, 42% from 

the doctors and 57% from the survivors, giving a total of 140 returns. 
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The sample was randomly selected, by the investigator using the six 

congressional voting districts to divide the state, so there would be 

an equal representation of both rural and urban populations. 
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The names of the participants for the three populations of doctors, 

ministers, and psychologists and psychiatrists were randomly chosen 

from the telephone directory in the designated areas. The names of 

survivors were compiled from the obituary notices in the Oklahoma 

newspapers. 

Percentages and frequencies were used to determine the top ten

ranked statements. The variance of each item was calculated to deter

mine if the populations had variance within their own groups rankings. 

The Chi Square Test was used to examine the difference between the 

rankings of the groups. 

Results 

The top statements for the patients indicated that the populations 

felt the patients needed much support and help in dealing with basic 

emotional needs by learning to talk about their situation and by people 

involved in their lives and their care helping them not feel abandoned 

by verbal and non-verbal communication. The statements also dealt with 

the patient having the right to know and understand the effects of some 

medical treatments, and be allowed to make their own choices. 

There also was a consensus that the patients need to know God 

loves them and gives strength to face the situation. The ten methods 

for the family dealt with the family also having emotional needs and 

required support, and the need to have help in talking about their own 

feelings. They also chose methods that helped the family deal with and 



better understand the emotional adjustments of the patient in their 

family. There was a desire expressed that methods be used to keep 

accurate information about financial aid, services available, and the 

diagnosis and progress of the disease and effects on the patient. 
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The minister population had the least amount of variance as they 

ranked the methods, in both parts of the opinionnaire, for the patient, 

and for the family. The psychologists and psychiatrists were the next 

most consistent group in their rankings. The doctors varied the most 

in their rankings of methods to use in dealing with the patients. The 

survivors varied the most in their choices for methods to be used with 

the families. 

The Chi Square Tests for each individual statement revealed that 

there was a significant difference in 24 out of 25 of the methods that 

were suggested for the terminally ill patient. Twenty three statements 

out of 29 statements for methods to aid the family of the terminally 

ill were ranked significantly different by the four groups. 

Conclusions 

In the statement of the problem it was noted that 90% of all adult 

deaths in America are now the results of a terminal illness. The 

findings of the study indicate that within the chosen populations, 

those that are most involved in dealing with and handling this problem, 

have differences in their own feelings and beliefs. Thus it seems that 

patients and their families when going through the process of death, 

will come in contact with many different methods and ways of being 

treated. This would seem to complicate and confuse the already highly 

emotional and stressful situation. The patient and family often come 
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in contact with many different doctors and also ministers as they 

strive to combat disease. From the findings it seems apparent that 

the patient and their families might become accustomed to or expect a 

certain behavior, then be forced to change to a different specialist 

and find a totally different manner of being treated. It is also 

obvious that the survivors have had different experiences, as their 

rankings showed the most variance on methods to help the family. All 

of these findings point to the fact that there is still little being 

done to give consistent aid to patients and families, possibly due to 

the very different training or backgrounds of the populations involved. 

Implications 

As people often express a feeling of insecurity when terminal 

illness strikes--both in the lives of others and in their own lives-

there may be merit in communicating the findings and implications of 

studies such as this one to as broad an audience as possible. The 

information gained from such research might be presented in the follow

ing ways: 

l. The mass media, articles in popular magazines, or news 

releases and columns in newspapers, as well as the use 

of radio and television. 

2. The formal education system, including classes and seminars 

on the secondary and college lev~ls, dealing not only with 

the topic of death, but on the emotional feelings and wants 

as well as aids to better help understanding terminally ill 

people as well as their families. 

3. Community wide projects such as workshops and seminars. 
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It is important that the professionals most closely associated with 

helping the terminally ill and their families be aware of any informa

tion that might help them in their effort. Information gleaned from 

studies such as this one could be disseminated to the professionals in 

the following ways: 

1. Publication of articles in professional journals. 

2. The formal education system, invo-lving the educational programs 

for ministers, doctors and psychologists and psychiatrists as 

well as other helping professions. 

3. Workshops and seminars for those professionals who have 

completed their education and are working in their respective 

fields. 

Recommendations 

Recommendations for further study are: 

1. Further investigation might be conducted with a sample 

composed of terminally ill patients. 

2. The research might be replicated on a nationwide basis, 

to determine geographic differences. 

3. Additional examination of the clergy would be beneficial 

in order to determine if various beliefs and characteristics 

would be affected by one's membership in particular denomina

tional groups. 

4. Further research into the doctors backgrounds such as age, to 

see if training differed, the differences in training of 

M.D.'s and D.O. 's, family physician to that of a surgeon, to 

see if these factors effect their methods and responses. 



5. As research seems to indicate that the death and illness 

of a child as opposed to that of a mate might cause totally 

different reactions and needs, a study of survivors in these 

two groupings should be valuable for comparison and develop

ing methods of aid for different situations. 

6. Further investigation conducted with a sample composed of 

nursing personnel. 
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THE SIX CONGRESSIONAL VOTING DISTRICTS OF OKLAHOMA 

--------··------·1-: ---

~ 1 
b 

1 
.s .· 

District 
District 
District 
District 
District 
District 

1 - 5 
2 - 17 
3 - 25 
4 - 10 
5 - 1 
6 - 27 

Counties 
Counties 
Counties 
Counties 
County 
Counties 
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District 1 5 Counties 

Tulsa 331638 

District 2 17 Counties 

Bartlesville 29683 
Miami 13880 
Muskogee 37331 
Talequah 9254 
Sapulpa 15159 
Wagner 4959 
Vinita 5847 

District 3 25 Counties 

McAlester 18802 
Duncan 19718 
Ardmore 20881 
Ada 14859 
Durant 11118 
Guthrie 9575 
Holdenville 5181 

District 4 10 Counties 

Norman 52117 
Lawton 74470 
Shawnee 25075 
Altus 23302 

District 5 1 County 

Oklahoma City 366481 

District 6 27 Counties 

Beaver 1853 
Guymon 7674 
Stillwater 31126 
Elk City 7323 
Alva 7440 
Enid 44088 
Ponca City 25940 
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LIST OF AREAS AND NUMBERS FROM WHICH PSYCHOLOGISTS 
AND PSYCHIATRISTS WERE CHOSEN 

Area No. 

Tulsa 17 

Bartl es vi 11 e 1 

Muskogee l 

McAlester 1 

Duncan l 

Ardmore 1 

Norman 3 

Lawton 2 

Shawnee 2 

Oklahoma City 17 

Guymon l 

Stillwater 6 

Enid 5 

Ponca City 2 
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Below are statements generated by ministers, survivors of terminally 
ill, psychologists-psychiatrists, and physicians as their perceptions 
of methods that would be most helpful to the terminally ill and to 
their families. In order to establish a priority on the most useful 
methods, we would like to ask you to rate each statement on a 7-point 
continuum ranging from (1) which is the most important, to (7) which 
is least important. 
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EXAMPLE Most 
Important 

Least 
Important 

"Assist in the family facing this as 
a terminal illness 11 

(Please mark with an X) 

METHODS FOR PATIENTS 

1. Provide support during this time, as this is 
the greatest loss a person suffers, it cannot 

I I I I I I I I 
l 2 3 4 5 6 7 

be modified and must be accepted. I I I I I I I I 
2. Feelings of anger and hate are often expressed 

in dying and counseling techniques would not 

1 2 3 4 5 6 7 

alter this but accept it and help the patient I I I I I I I I 
vent these feelings. l 2 3 4 5 6 7 

3. Help the person articulate about what they feel 
will happen to the family and to themselves I I I I I I I I 
after they die. l 2 3 4 5 6 7 

4. Communicate through action and non-verbal behavior 
that the patient is not being abandoned at this I I I I I I I I 
moment in his l i fe. l 2 3 4 5 6 t 

5. Help the patient talk out his situation, being 
authentic and real enough to accept and handle 
whatever the patient wants. I I I I I I I I 

1 2 3 4 5 6 7 
6. People should not put arbitrary crap on how the 

patient should behave; you don't have to act I I I I I I I I 
special to suit me. l 2 3 4 5 6 7 

7. Patients have a need for a high degree of emotional 
interaction from others; encourage friends and I I I I I I I I 
family to continue to come. l 2 3 4 5 6 7 

8. Develop an inner listening ear, to hear the 
patients real needs and not push your beliefs / / / / / / / / 
on them. l 2 3 4 5 6 7 

9. Let the patient and family know the church family I / / / / / / / 
is there, for strength or aid at any time. l 2 3 4 5 6 7 
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Most 
Important 

Least 
Important 

10. Try to talk to the patient and family together, 
so patient will feel there is a total honesty. 

11. Help the patient deal with any guilt he may have 
about causing his condition (i.e., smoking, 
physical activity). 

12. The patient has the right to be aware of the side 
effects that some medical treatments may cause, and 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
1234567 

should have the option to say no to these treatments/ / 1 1 1 1 I I 
and be allowed to die as natural .as possible. 1 2 3 4 5 6 7 

13. People should not be overly nice or pamper a 
patient because they are dying, causing them 
to feel less than human. 

14. People working with terminal ill need to express 
some feeling or mood of security. 

15. Help patient find some hope, short term goals, 
give them a sense of purpose, a reason to 
continue to function. 

16. Patient should have a choice in the options for 
them, they should be a 11 owed to make these 
decisions, as it is their life. 

17. Patients should not just be kept alive under 
artificial methods but be left the dignity of 
a human being. 

18. Let the patient know you love him and God 
loves him. That God made him an individual 
with the strength to face the situation. 

19. Don 1 t approach the terminally ill with a miracle 
attitude but pray that God 1 s love flow through 
us. 

20. There is a need for good advice about places 
for good medical care. 

21. Young terminally ill patients and their families 
often need information about financial aid, as 
insurance won 1 t cover the cost as medicare does 
for the elderly. 

22. Hospitals should offer in their services a 
qualified counselor that the patient or the 
family might use if they so desired. 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
1234567 

I I I I I I I I 
1 2 3 4 5 6 7 

I I I I I I I I 
1234567 

I I I I I I I I 
1 2 3 4 5 6 7 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
1234567 

I I I I I I I I 
123-4567 

I I I I I I I I 
1234567 

I I I I I I I I 
1234567 
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Most Least 
Important Important 

23. Professions working with the patient should 
have knowledge of their background to stimulate 
their memory of by-gone happier days to console 
the i 11. 

24. Proper pain and nervous medication should 
be given to relieve anxiety and extreme stress 
conditions. 

25. Make sure the clergy and church professionals 
make religion and death acceptable. 

METHODS FOR FAMILY 

l. Give the family some reading therapy, sugges-
· tions Ross's On Death and Dying, Moody's 

Life After Life. 

2. Be an empathy listener, respecting the existing 
crisis of the persons involved. 

3. Help family work out how they should relate 
to the patient, offering a continuity of 
relationships. 

4. Help the family through counseling session to 
articulate their feelings and help them develop 
as supportive relationship with the patient as 
possible to facilitate his needs. 

5. Aid the family so they_ will avoid putting 
their own emotional problems on the patient. 

6. Help the family accept the finality of death 
and provide grief counseling before and 
after death. 

7. Families need to remember and understand the 
patients are exposed to many strangers, who they 
must rely on for their needs and many unfamiliar 
medical practices. 

8. Remember the patient's family are under stress 
and should be allowed to ask questions about 
expectations for the future. 

9. Help the family deal with guilt they might 
experience, fi.e., if we'd have just brought 
him to the doctor early, etc.). 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
l 2 3 4 5 6 7-

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
1234567 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
1 2 3 4 5 6 7 

I I I I I I I I 
1234567 

·/ I I I I I I I 
l 234567 

I I I I I I I I 
1 2 3 4 5 6 7 
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Most 
Important 

Least 
Important 

10. Discourage family from trying expensive 
unproven or quack medical cures. 

11. Check to see if there is any unfinished 
business to deal with that professionals 
can help with (i.e., wills, financial 
issues). 

12. Discuss with the family the level of awareness 
they have of the disease and what perception the 
family members have about what is going on. 
Encourage the family to talk to the doctor and 
get the facts. 

13. Encourage the family that just being there is 
as important to the needs of both the patient 
and to the family. 

14. Patients should not just be kept alive under 
artificial methods but be left the dignity 
of a human being. 

15. Assure the family that God doesn 1 t make any 
one suffer for their sins or the sins of others. 

16. Assure the family God gives the ability to 
handle this situation. 

17. Remind the family that they must face responsi-
bility of the rest of their lives and other 
family members, so they must take care of 
themselves also. 

18. Much support and help can come from friends 
who set up with the patient giving the family 
some free time. 

19. Young parents that are caring for small children 
when they must be at the hospital and can 1 t 
afford to hire outside assistance, need some 
type of service or aid. 

20. Young terminally ill patients and their families 
often need information about financial aid, as 
insurance won 1 t cover the cost as medicare does 
for the elderly. 

21. Families need support and be prepared for the dis-
figurement that may occur to their loved one. 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
1234567 

I I I I I I I I 
1234567 

I I I I I I I I 
1 2 3 4 5 6 7 

I I I I I I I I 
1234567 

I I I I I I I I 
1 2 3 4 5 6 7 

I I I I I I I I 
1 2 3 4 5 6 7 

I I I I I I I I 
1 2 3 4 5 6 7 

I I I I I I I I 
l 2 3 4 5 6 7 

I I I I I I I I 
1234567 

I I I I I I I I 
1234567 

I I I I I I I I 
1234567 



22. In large hospitals where surgeons and special
ists are so busy and thus impersonal, patients 
and families need a service that will give 
support and explain procedures. 

23. When rural patients and families must go to 
larger hospitals out of their community, a 
service is needed that will enable them to 
feel they can leave the patient for a short 
time and also receive information about the 
city concerning lodging and eating 
establishments. 

24. Hospitals should offer in their services a 
qualified counselor that the patient or the 
family might use if they so desire. 

25. Make sure the clergy and church professionals 
make religion and death acceptable. 

Most 
Important 

76 

Least 
Important 

I I I I I I I I 
1.234567 

I I I I I I I I 
1234567 

I I I I I I I I 
1 2 3 4 5 6 7 

I I I I I I I I 
1 2 3 4 5 6 7 

26. Keep family informed of diagnosis and progress. I I I I I I I I 
1 2 3 4 5 6 i 

27. Insist on family being present and not make 
them feel they are s·uperfluous baggage. 

28. Insist that the family should keep terminal 
patients from feeling they are creating 
financial problems. 

29. Insist on family participation in helpful 
chores around the sick room. 

I I I I I I I I 
1234567 

//////// 
1234567 

I I I I I I I I 
1 2 3 4 5 6 7 
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March 9, 1979 

Dear Friend: 

Due to the fact in Oklahoma alone in 1975, 24,854 people died with 
( 

a terminal illness, as a professional person in a helping service, I 

see a need to establish some guidelines so we might be better prepared 

to be of useful service to the people who are ill and to their families. 

These statements were generated by four groups: survivors of the 

terminally ill; psychologists and psychiatrists; ministers; and medical 

doctors. You have been selected to represent one of these groups and 

we would like to invite your participation. Your input is valuable and 

will be of great benefit in helping establish guidelines for aid. We 

are asking for only eight of ten minutes of your time in order to get 

an expression of your feelings. 

Please fill these out anonymously and return in the envelope 

provided. 

My sincere thanks to you for your input. 

Sincerely, 

La Nora Bloom 
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March 25, 1979 

Dear Friend: 

I am writing you regarding the questionnaire you received in the 

mail two weeks ago, concerning the terminally ill patient and their 

families. If you have already returned it, we thank you very much. 

If you have not completed it, we would encourage you to do so and 

return it in the postage paid envelope, as we feel your input will be 

most beneficial. 

80 

I appreciate your willingness to share your thoughts and feelings. 

We are hopeful we can establish some methods to be useful in aiding the 

terminally ill and their families. 

Yours Sincerely, 

La Nora Bloom 
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Frequencies-Percentages Distribution 
Variance Distribution 

Chi Square Values 
{Patients) 

Statement 1 Sta ternen t 2 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 36 20 34 Most 32 30 15 26 
Important Important 

1-3 93% 93% 80% 100% 1-3 76% 78% 60% 76% 

Neutral Neutral 0 3 5 4 
4 0 0 0 0 4 7% 20% 12% 

Least 3 3 5 0 Least 10 6 5 4 
Important Important 

5-7 7% 7% 20% 5-7 24% 15% 20% 12% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 2.34 2.06 2.07 0.47 Variance 1.80 2.70 1. 76 1. 68 

x2 = 8.02 p < .05 x2 = l0.35 p > . 05 

Statement 3 Statement 4 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 36 15 30 Most 36 33 25 30 
Important Important 

1-.3 93% 92% 60% 88% 1-3 86% 85% 100% 88% 

Neutral 7 3 5 0 Neutral 6 3 0 0 
4 3% 8% 20% 4 14% 7.5% 

Least 0 0 5 4 Least 0 3 0 4 
Important Important 

5-7 20% 12% 5-7 7.5% 12% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.82 0.99 2.48 3.43 Variance 0.98 2.33 0.56 3.43 

x2 = 23.67 p < . 001 x2 = 15. 43 p < .05 
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Statement 5 Statement 6 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 39 20 25 Most 28 21 15 21 
Important Important 

1-3 93% 100% 80% 74% 1-3 67% 50% 60% 63% 

Neutral 0 0 5 0 Neutral 11 12 0 0 
4 20% 4 26% 31% 

Least 3 0 0 9 Least 3 6 10 13 
Important Important 

5-7 7 26% 5-7 7% 15% 40% 38% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 1. 18 0.53 2.56 6.67 Variance 2.43 2.07 4.64 3.76 

x2 = 43.04 p < . 0001 x2 = 29.79 p < . 0001 

Statement 7 Statement 8 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 30 10 34 Most 39 30 15 34 
Important Important 

1-3 93% 77% 40% 100% 1-3 93% 77% 60% 100% 

Neutral 0 6 10 0 Neutral . 3 9 10 0 
4 15% 40% 4 7% 23% 40% 

Least 3 3 5 0 Least 0 0 0 0 
Important Important 

5-7 7% 8% 20% 5-7 

Total 42 39 25 34 Total 42 39 25 34 

Variance 2.53 1.82 1.84 0.47 Variance 0.68 1. 56 2.80 o. 10 

x2 = 42.06 p < . 0001 x2 = 2i.40 p < .0001 -
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Statement 9 Statement 10 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 24 20 30 Most 33 21 15 34 
Important Important 

1-3 93% 77% 80% 88% 1-3 79% 54% 60% 100% 

Neutral 3 6 0 4 Neutral 3 9 5 0 
4 7% 15% 12% 4 7% 23% 2m~ 

Least 0 9 5 0 Least 6 9 5 0 
Important Important 

5-7 23% 20% 14% 23% 20% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.68 4.36 3.76 0.94 Variance 2.54 2.59 2.65 1.60 

x2 = 23.87 p < . 001 x2 = 14.59 p < . 05 

Statement 11 Statement 11 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 32 30 10 26 Most 36 39 20 30 
Important Important 

1-3 76% 77% 40% 77% 1-3 86% 100% 80% 88% 

Neutral 7 6 5 4 Neutral 3 0 0 0 
4 17% 15% 20% 11.5% 4 7% 

Least 3 3 10 4 Least 3 0 5 4 
Important Important 

5-7 7% 30' lo 40% 11. 5% 5-7 7% 20% 12% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 2.53 1. 62 2.00 1. 87 Variance 1. 67 0.56 4.96 1. 60 

x2 = 18.98 p < . 01 x2 = 15.46 p < .05 
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Statement 13 Statement 14 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 27 10 30 Most 28 27 5 34 
Important Important 

l-3 93% 69% 40% 88% 1-3 67% 69% 20% 100% 

Neutral 0 9 15 4 Neutral 11 3 10 0 
4 23% 60% 12% 4 26% 8% 40% 

Least 3 3 0 0 Least 3 9 10 0 
Important Important 

5-7 7% 8% 5-7 7% 23% 40% 

Total 42 39 25 34 Total 42 39 25. 34 

Variance 2. 15 1. 78 1. 60 1. 01 Variance 1. 48 2.18 3.04 0.54 

x2 = 40.88 p < . 0001 2 x = .49.29 p < . 0001 

Statement 15 Statement 16 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 30 20 30 Most 42 36 20 25 
Important Important 

1-3 93% 77% 80% 88% 1-3 100% 93% 80% 74% 

Neutral 3 6 5 0 Neutral 0 3 0 9 
4 7% 15% 20% 4 7% 26% 

Least 0 3 0 4 Least 0 0 5 0 
Important Important 

5-7 8% 12% 5-7 20% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.78 1. 76 0.64 2.73 Variance 0.43 0.85 5.44 l.66 

x2 = 15. 12 p < .05 x2 = 43.25 p < . 0001 
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Statement 17 Statement 18 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 32 33 20 25 Most 39 34 20 34 
Important Important 

1-3 76% 85% 80% 74% 1-3 93% 62% 80% 100% 

Neutral 7 I 3 0 0 Neutral 3 6 0 o· 
4 17% 7.5% 4 7% 15% 

Least 3 3 5 9 Least 0 9 5 0 
Important Important 

5-7 7% 7.5% 20% 26~6 5-7 23% 20% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 1. 73 2.31 5.44 6.32 Variance 0.85 l.71 5.44 o.o 

x2 = 16.68 p < .001 x2 = 29.30 p < .0001 

Statement 19 Statement 20 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 42 15 15 25 Most 22 30 15 34 
Important Important 

1-3 l 00% 39% 60% 74% 1-3 53% 77% 60% 100% 

Neutral 0 21 5 0 Neutral 3 6 10 0 
4 0 54% 20% 4 7% 18% 4m& 

Least 0 3 5 9 Least 17 3 0 0 
Important Important 

5-7 7% 20% 26% 5-7 40% 8% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.38 l. 58 2.00 6.54 Variance 2.78 1.48 1.84 3. 11 

x2 = 65.59 p < .0001 x2 = 55.20 p < . 0001 
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Statement 21 Statement 22 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 32 27 15 30 Most 25 30 10 26 
Important Important 

l-3 76% 69% 60% 88~~ 1-3 60% 77% 40% 76% 

Neutral 7 3 10 0 Neutral 11 6 5 4 
4 17% 8% 40% 4 26% 15% 20% 12% 

Least 3 9 0 4 Least 6 3 10 4 
Important Important 

5-7 7% 23% 12% 5-7 14% 30' 7o 49% 12% 

Total 42 39 25 34 Total 42 ·39 25 34 

Variance 0.93 5.05 1. 20 3.51 Variance 2. 14 2.86 2.24 4.09 

x2 = 27.28 p < . 0001 x2 = 17.37 p < . Ol -

Statement 23 Statement 24 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 17 12 5 30 Most 32 21 15 32 
Important Important 

1-3 40% 29% 20% 88% 1-3 76% 54% 60% 94% 

Neutral 19 6 5 0 Neutral 0 9 0 0 
4 46% 15% 20% 4 29% 

Least 6 21 15 4 Least 10 9 10 2 
Important Important 

5-7 14% 56% 60% 12% 5-7 24% 23% 40% 6% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 1. 30 4. 18 1.84 3.60 Variance 3.24 2.95 2.65 2.21 

x2 = 58. 15 p < .0001 x2 = 35.76 p < .0001 
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Statement 25 
Min. Psy. Dr. Surv. 

Most 30 27 15 25 
Important 

1-3 72% 69% 60% 74% 

Neutral 3 0 5 0 
7% 20% 

Least 9 12 5 9 
Important 

5-7 21% 31% 20% 26% 

Total 42 39 25 34 

Variance 3.12 3.38 2.24 6.67 
~ 

x2 = 14.69 p < .05 

(Family) 

Statement l Statement 2 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 31 30 10 26 Most 42 39 28 26 
Important Important 

1-3 74% 69% 40% 50% 1-3 100% 100% 80% 71% 

Neutral 11 6 5 4 Neutral 0 0 5 4 
4 26% 15% 20% 25% 4 20% 12% 

Least 0 3 10 4 Least 0 0 0 4 
Important Important 

5-7 8% 40% 25% 5-7 12% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.59 1. 78 1. 36 4. l 0 Variance 0.37 0.0 1. 36 4.03 

x2 = 27. 92 p < .0001 x2 = 28. 19 p < .0001 
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Statement 3 Statement 4 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 36 36 28 25 Most 39 39 23 26 
Important Important 

1-3 86% 93% 80% 74% 1-3 93% 100% 92% 76% 

Neutral 3 3 0 0 Neutral 3 0 0 0 
4 7% 7% 4 7% 

Least 3 0 5 9 Least 0 0 2 8 
Important Important 

5-7 7% 20% 26% 5-7 aa' 7o 24% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 1. 38 0.71 1. 59 2.83 Variance 9. 77 0.40 1.02 4.35 

x2 = 17.83 p < . 001 x2 = 26. 75 p < • 001 

Statement 5 Statement 6 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 36 25 21 Most 42 39 15 21 
Important Important 

1-3 93% 93% 100% 62% 1-3 100% 100% 60% 62% 

Neutral 3 0 0 9 Neutra 1 0 0 8 0 
4 7% 26% 4 32% 

Least 0 3 0 4 Least 0 0 2 13 
Important Important 

5-7 7% 12% 5-7 8% 38% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.58 1. 17 0.56 4. 12 Variance 0.36 o. 18 1.42 4.07 

x2 = 28.60 p < . 0001 x2 = 75.90 p < . 0001 
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Statement 7 Statement 8 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 35 18 15 26 Most 35 36 18 30 
Important Important 

1-3 83% 46% 16% 76% 1-3 93% 93% 72% 88% 

Neutral 7 15 10 4 Neutral 7 3 2 4 
4 17% 39% 40% 12% 4 17% 7% 8% 12% 

Least 0 6 0 4 Least 0 0 5 0 
Important Important 

5-7 15% 12% 5-7 20% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 1. 09 2.86 0.24 3.83 Variance 0.92 0.99 2.06 1. 15 

x2 = 22.70 p < . 001 x2 = 25.54 p < .001 

Statement 9 Statement 10 

Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 39 25 21 Most 39 39 23 30 
Important Important 

1-3 93% 100% 100% 50% 1-3 93¢ 100% 92% 88% 

Neutral 3 0 0 9 Neutral 0 0 2 0 
4 7% 26% 4 8% 

Least 0 0 0 4 Least 3 0 0 4 
Important Important 

5-7 12% 5-7 7% 12% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.87 0.39 0.04 2. 10 Variance 1.12 0.75 0.93 1. 14 

x2 = 34.55 p < . 0001 x2 = 16. 18 p < . 01 
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Statement 11 Statement 12 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 36 23 34 Most 35 36 20 34 
Important Important 

1-3 93% 93% 92% 100% 1-3 83% 93% 80% 100% 

Neutra 1 0 3 0 0 Neutral 7 3 0 0 
4 7% 4 17% 7% 

Least 3 0 2 0 Least 0 0 5 0 
Important Important 

5-7 7% 8% 5-7 20~l 

Total 42 39 25 34 Total 42 39 25 34 

Variance o. 77 1.08 0.65 0.46 Variance 0.72 1.01 2.42 0.10 

x2 = 13. 41 p < . 05 x2 = 33.45 p < . 0001 

Statement 13 Statement 14 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 36 20 34 Most 36 30 20 21 
Important Important 

1-3 93% 93% 80% 100% 1-3 86% 77% 80% 62% 

Nuetral 3 0 5 0 Neutral 3 3 0 4 
4 7% 20% 4 7% 8% 12% 

Least 0 3 0 0 Least 3 6 5 9 
Important Important 

5-7 7% 5-7 7% 15% 20% 26% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.78 1.35 l.36 1.46 Variance 2. 72 2.83 4.86 6.82 

x2 = 21. 65 p < . 01 x2 = 8.80 p < .05 
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Statement 15 Statement 16 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 33 30 15 30 Most 39 24 20 34 
Important Important 

1-3 79% 77% 60% 88% 1-3 93% 62% 80% 100% 

Neutral 3 3 10 4 Neutral 3 6 4 0 
4 70L ,o 8% 40% 12% 4 7% 15% 15% 

Least 6 6 0 0 Least 0 9 1 0 
Important Important 

5-7 14% 15% 5-7 23% 4% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 2.58 3.93 1. 36 1. 66 . Variance 0.69 2.59 l.06 0.0 

x2 = 24.68 p < • 001 x2 = 29.61 p < . 0001 

Statement 17 Statement 18 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 30 20 26 Most 31 33 15 34 
Important Important 

1-3 93% 77% 80% 76% 1-3 74% 85% 60% 100% 

Neutral 3 6 5 4 Neutral 11 3 5 0 
4 7% 15% 20% 12% 4 26% 7.5% 20% 

Least 0 3 0 4 Least 0 3 5 0 
Important Important 

5-7 8% 12% 5-7 7.5% 20% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.45 1.33 1.02 2.29 Variance 0.87 l. 34 1.06 0.75 

x2 = lo. 17 p > . 05 x2 = 28.05 p <,. 0001 
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Statement 19 Statement 20 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 36 33 23 30 Most 42 39 20 34 
Important Important 

1-3 86% 85% 92% 88% 1-3 100% 100% 80% 100% 

Neutral 3 6 0 4 Neutral 0 0 5 0 
4 7% 15% 12% 4 20% 

Least 3 0 2 0 Least 0 0 0 0 
Important Important 

5-7 7% 8% 5-7 

Total 42 39 25 34 Total 42 39 25 34 

Variance 1.34 0.85 1. 32 1.34 Variance 0.80 0.76 0. 17 0.75 

x2 = 9.9o p > .05 x2 = 23.85 p < . 0001 

Statement 21 Statement 22 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 39 39 15 34 Most 42 33 15 30 
Important Important 

1-3 93% 100% 60% 100% 1-3 l 00% 85% 60% 88% 

Neutral 3 0 6 0 Neutral 0 3 10 4 
4 7% 24% 4 7.5% 40% 12% 

Least 0 0 4 0 Least 0 .3 0 0 
Important Important 

5-7 16% 5-7 7.5% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.80 0.85 2.44 0.24 Variance 0.59 2.40 0.50 1.77 

x2 = 38.45 p < .0001 x2 = 32.45 p < .0001 
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Statement 23 Statement 24 
Min. Psy. Dr .. Surv. Min. Psy. Dr. Surv. 

Most 36 33 14 26 Most 35 36 17 26 
Important Important 

1-3 86% 85% 56% 76% 1-3 83% 93% 68% 76% 

Neutral 3 6 5 4 Neutral 7 3 3 0 
4 7% 15% 20% 12% 4 17% 7% 12% 

Least 3 0 6 4 Least 0 0 5 8 
Important Important 

5-7 7% 24% 12% 5-7 2m~ 24% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 0.09 1. 05 2.28 3.70 Variance o. 72 0.59 2.20 0.04 

x2 = 14.27 p < . 05 x2 = 2s.21 p < .001 

Statement 25 Statement 26 

Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 28 30 17 26 Most 40 36 23 34 
Important Important 

1-3 66% 77% 68% 76% 1-3 93% 93% 92% 100% 

Neutral 7 3 5 4 Neutral 0 3 2 0 
4 17% 8% 29% 12% 4 7% 8% 

Least 7 6 3 4 Least 2 0 0 0 
Important Important 

5-7 17% 15% 12% 12% 5-7 7% 

Total 42 39 25 34 Total 42 39 25 34 

Variance 3.37 2.24 1. 95 3.83 Variance .0.93 0.90 0.83 o. 10 

x2 = 3.02 p > .05 x2 = 1o.75 p > . 05 
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Statement 27 Statement 28 
Min. Psy. Dr. Surv. Min. Psy. Dr. Surv. 

Most 35 33 22 34 Most 33 36 11 34 
Important Important 

1-3 83% 85% 88% 100% 1-3 79% 93% 44% 100% 

Neutral 7 6 3 0 Neutral 3 0 14 0 
4 17% 15% 12% 4 7% 56% 

Least 0 0 0 0 Least 6 3 0 0 
Important Important 

5-7 5-7 14% 7% 

Total 42 39 25 34 Total 42 39 25 34 

Variance o. 55 1.00 0.49 0.63 Variance 2.49 1. 15 0.63 0.0 

x2 = 6. 14 p > .05 x2 = 63.60 p < • 0001 

Statement 29 
Min. Psy. Dr. Surv. 

Most 25 27 2 30 
Important 

1-3 60% 69% 8% 88% 

Neutral 7 6 18 4 
4 17% 15. 5% 72% 12% 

Least 10 6 5 0 
Important 

5-7 23% 15.5% 20% 

Total 42 39 25 34 

Variance 2.00 2.07 0.37 1.23 

x2 = 51.12 p < . 0001 
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