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DEDICATION 

To the bereaved, may you survive, heal, and grow 

Sadly, my own father died in the middle of my graduate studies. 

Two weeks after his death, I  returned to work in the neonatal intensive 

care unit where I  was employed. Next to each other in the unit, two 

babies were dying. I  was acutely aware of the grief and shock that 

these parents were experiencing, also realizing for the f irst time 

how much grieving parents relied on nurses to support them in those 

init ial moments of pain after the baby is pronounced dead. The idea 

for my thesis came to me during that time. One of my own purposes 

for this thesis was to provide me with a way to understand my own grief. 

During the course of my research, I  learned what death meant to nurses 

in NICUs and from them how to come to terms with my own grief. Death 

is never an easy experience to handle whether i t  be personal or pro

fessional but i f  we can learn from death to appreciate l i fe and make 

the most of what we have, then the ones that we have loved never die 

in vain. 
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-To my father, Bil ly Barnes Nichols who died January 9, 1986. 
-To my mother, Marilyn Ghormley Nichols, who has always been 

there for me. 
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-To the infants that died in a NICU. 
-To the parents who grieved for them. 
-And to the nurses who cared for them. 

i  i  i  
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Mourning for a loved one is completed when the bereaved person can 

look back without pain and say thank you for being in my l i fe. 

Thank you Dad. 
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ABSTRACT 

Thirteen nurses were interviewed over an eight week period to 

explore their adaptive responses to neonatal death. A process of adap

tation was identif ied that included several phases through which these 

nurses proceeded before they finalized the death experience for them

selves. These phases included responses to the resuscitation of the 

infant; the measures taken to console the bereaved parents; feelings 

associated with diff icult moments during the dying process; the beha

viors uti l ized to strengthen themselves before and after the death; 

reactions to the silence in the unit that occurred afterwards; the 

values they discovered when reflecting on how the death was handled; 

and the development of a philosophical meaning from their experiences. 

Data were collected and analyzed using grounded theory methodology. 

xi  



CHAPTER I  

INTRODUCTION 

The purpose of this study is to identify and describe the process 

of adaptation of the registered nurse in a neonatal intensive care 

unit following a neonatal death. This chapter wil l present the need 

for study, statement of problem, definit ion of terms, significance 

of the problem, and conceptual orientation. 

Need for the Study 

The nurse invests a tremendous amount of energy and heart into 

caring for infants in a newborn intensive care unit (NICU). The NICU 

nurse feels a great loss when a baby dies and yet, at the same time, 

bereaved parents need someone to support them through this crisis. 

The nurse needs to overcome her own grief to respond to parents in 

*5£* 
a comforting manner. Often the neonatal nurse withdraws from grieving 

parents because she does not know how to confront her own feelings 

of helplessness in the situation. Also, the nurse must maintain her 

own mental health as well as prepare for the next experience with death. 

How does a NICU nurse take care of herself and yet console grieving 

parents at the same time? 

* The pronoun "her" wil l be used to refer to the nurse although 
some NICU nurses are men and some are women. 

1 



Several factors influence a nurse's response to infant death. 

These factors elicit either adaptive responses or ineffective responses 

when the nurse is bombarded with emotions when a death occurs. One 

factor is that the nurse is unprepared to handle the parents when the 

baby is pronounced dead (Miles, 1985). Parents may cry uncontrollably, 

or place the blame on the nursing staff. Another factor may be cultural 

differences between the nurse and parents; for example, the nurse may 

not understand the Indian parents lack of emotional display (Leininger, 

1970; Neki, 1982). A f inal factor is that the nurse is socialized 

to be stoic in response to dying infants and their grieving parents 

(Martin, 1982; Reisetter & Thomas, 1986). No one talks about the baby 

that just died and the NICU nurse does not know i f her own feelings 

or reactions are "normal". This study wil l concentrate on the last 

factor by investigating the responses the nurse uses to adjust to an 

infant's death. 

Statement of Problem 

To identify and describe the process of adaptation of the regis

tered nurse in a neonatal intensive care unit following a neonatal 

death. 

Definit ion of Terms 

Adaptation. The constant interactions of the nurse with the 

environment produces changes and these changes elicit responses which 

help the nurse maintain her own sense of integrity and adjust to the 

changes that have occurred. 
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Registered Nurse (RN). One who provides the nursing care of 

the hospitalized infant. 

Neonatal Intensive Care Unit (NICU). A specialized tertiary 

intensive care unit that provides highly technological advanced care 

of sick infants from birth t i l l  discharge, transfer, or death. 

Neonatal Death. The death of an infant who was admitted to 

the NICU and expired in the hospital or shortly after dischairged home. 

Significance of the Problem 

The death rate in a NICU is extremely high; thus the NICU nurse 

is exposed to this event time and time again. When the nurse has cared 

for an infant that dies, she is faced with many emotions such as anger, 

helplessness, and failure. Invariably, the nurse responds to these 

feelings in a variety of ways; one withdraws from the situation and 

another cries with the parents. The nurse is not given the freedom 

to express her own feelings while providing care for a dying baby or 

comforting bereaved parents. The nurse needs to express grief over 

an infant's death and resolve these feelings before she is able to 

move onto the next experience with death. 

Death is not a comfortable subject for health care workers. 

Kubler-Ross (1969) describes death as a "taboo subject" among the 

American health team and the reluctance they have in providing care 

for the dying patient. Glaser & Strauss (1965) documented health care 

workers' "awareness" of death in the hospital and their silent agreement 

not to discuss the subject among themselves or with the patients. 

Death has become an unspoken topic in the American health care system. 



This attitude is prevalent among nurses and their peers who work in 

newborn intensive care units (Vachon & Pakes, 1985; Nichols, 1986). 

When a nurse is not able to express feelings about death, that 

person then becomes angry, frustrated and isolated. Anger develops 

because the nurse is not encouraged to discuss any feelings or reac

tions. Instead she remains silent, quietly resolving her grief alone 

without peer support. Quickly, frustration builds up because there 

is no resolution from one death experience to the next. A nurse in 

the unit takes care of a dying infant. The death occurs. The nurse 

takes the baby to the morgue and returns to work where a word is never 

said. Afraid to break the taboo, all of the NICU nurses isolate them

selves from each other and never mention the fact that one of them 

may have felt sad because the baby died (Nichols, 1986). Everyone 

is aware that the infant has expired but the demanding unit allows 

no time for mourning. Eventually, some of the nurses wil l become 

dissatisfied with the job and leave the NICU. 

The NICU nurse is expected to provide comfort to the grief 

stricken parents. She may be overwhelmed by her own feelings. Ideally, 

the neonatal nurse should have at her own disposal adaptive responses 

to handle her own grief while ministering to bereaved parents. However, 

an angry, frustrated nurse cannot respond to the parents in an empathe-

t ic manner, and is unable to provide them with necessary support. 

Therefore, the nurse should be aware of one's own responses to infant 

deaths and be encouraged to express whatever feelings, ideas, or con

cerns she has afterwards. 



There is a need to explore the nurse's response to neonatal 

death experiences. All neonatal nurses need documented evidence identi

fying the process of adjustment that occurs with each death experience. 

With such documentation, the neonatal nurse can identify her own adap

tive strategies or the deficits she has in adjusting. Thus, the nurse 

wil l be encouraged to speak out about her own experiences with death. 

This wil l improve both the nurse's mental health and the person's 

abil ity to provide nursing care for the parents. 

Conceptual Orientation 

The conceptual orientation of this study wil l include concepts 

from Roy's theory of adaptation (Fitzpatrick & Whall, 1983) as well 

as stage theories of death and dying, grief and grieving/mourning 

(Worden, 1982; Kubler-Ross, 1969). 

Using Roy's theory of adaptation (Fitzpatrick & Whall, 1983), 

the nurse can be viewed as an adaptive system. The nurse is .in constant 

interaction with the environment. Within this changing world, the 

nurse must maintain her own integrity, that is, each nurse must adapt 

to the environment. Hence, each nurse is viewed as an adaptive system. 

The NICU is the nurse's work environment. The physical environ

ment includes the isolettes, the monitors, the IV pumps, the ventila

tors, the lack of space between each isolette, and other equipment. 

The noise level is high because the alarms are constantly sounding. 

The NICU environment also includes the people the neonatal nurse works 

with — peers, medical doctors, residents, neonatal nurse practit ioners 

(NNP), ancil lary people (X-ray technicians, pulmonary and laboratory 



technicians, etc.) and nursing management personnel. The activity 

of the unit is ongoing. Infants are admitted, and visitors are accepted 

around the clock. And f inally the most important part of the environ

ment: the baby and his parents. Other family members and the baby's 

siblings are allowed to visit. The nurse must interact at different 

levels with all the people, the family, the equipment, activity level, 

and f inally the baby himself. The NICU nurse is constantly adapting 

to meet the demands of care for the babies assigned to her. 

The adaptive system, the neonatal nurse, has input coming from 

the external environment, the NICU, as well as input coming internally 

from herself. Inputs are identif ied as stimuli according to Roy's 

model. All of the previously mentioned parts of the environment provide 

stimuli to which the nurse has to adapt. The internal stimuli are 

the psychological and physiological responses of the nurse to the exter

nal environment. For example, as the noise level increases because 

of the visitors or alarms, the NICU nurse has either to learn to tune 

the noise out or to endure physical symptoms of stress. Nurses generally 

learn to adapt to the continual bombardment of stimuli of the NICU 

envi ronment. 

NICU nurses at some point in their careers wil l take care of 

an infant that wil l die. When this happens, the environment changes 

drastically when the baby dies. The parents become grief stricken, 

and are sobbing. The nurse, for example, may respond to the parents 

by touching them, talking to them, or encouraging them to hold their 

in fant  (Nichols,  1986).  The external  output  behaviors are the responses 

the nurse gave to the parents. Later, after taking the baby to the 



morgue and returning to the unit, the nurse wants to be alone, wondering 

how she could have prevented the death (Nichols, 1986). These reactions 

and feelings are internal output behaviors. 

Output behaviors are responses to the environment. An example 

of response to an infant's death may be as follows: the nurse may have 

dinner with family, but doesn't eat; she is feeling sad and withdrawn. 

That night sleep eludes the nurse and early in the morning she calls 

in sick. These behaviors are responses to the death experience (Nichols, 

1986). The nurse may use many kinds of responses to grieve over a 

death. Grief is a normal reaction to death and some reactions include 

appetite disturbances, social withdrawal, or sleep disturbances (Wordon, 

1982). Feelings that are manifest after a death are guilt, anxiety, 

helplessness, fatigue, relief, numbness, anger, and sadness (Worden, 

1982). Grieving nurses wil l express many of the same kinds of behaviors 

and feelings but there are major individual differences. 

Grief is the emotion felt after a loss has occurred (Worden, 

1982). Mourning, the adaptation to loss, is a normal process necessary 

for healing to occur. Adaptation to a loss is considered complete 

when the bereaved has reached a state of acceptance (Kubler-Ross, 1969), 

restitution and recovery (Engel cited by Clark, 1984), and is able 

to withdraw emotional energy from the deceased and reinvests i t  in 

another relationship (Worden, 1982). Bowlby (1980) describes the loss 

of a loved person as one of the most intensely painful experiences 

any human being can suffer. There is a tendency to underestimate how 

distressing and disabling loss usually is and for how long the distress 

and the disablement commonly last. 



For some nurses, grief is a deeply felt experience, whereas 

for others i t  is rather mild. The intensity of the grief may determine 

the nurse's responses and whether they are adaptive or ineffective 

for that particular nurse. Other determinants of grief response include 

1) who the baby was; 2) the nature of attachment; 3) the mode of death; 

4) how the nurse grieved previous losses; 5) personality variables; 

and 6) social (culture) variables (Worden, 1982). These feedback into 

the nurse's mourning process and therefore influence the nurse's reso

lution over the loss. 

Each nurse has a zone of adaptation when working with infants 

that expire. The nurse's zone of adaptation has a l imit which can 

be exhausted by responses to external or internal stimuli. The example 

described earlier wil l be continued to i l lustrate a nurse's zone of 

adaptation. The nurse who called in sick the next day after taking 

care of an infant that died has reached her own l imit at that particular 

moment. This response feeds back into the system and allows the nurse 

more time to recover from the death. Later, she returns to work and 

again takes care of an infant that dies. After evaluating the previous 

death experience, the nurse cries with the parents, hugs them as they 

leave, and several weeks later receives a note of thanks from them 

(Nichols, 1986). This nurse feels that something positive came out 

of this death experience, and has developed new responses that reset 

the l imits of her zone of adaptation. On the other hand, when a nurse 

has exhausted her resources after responding to these death experiences, 

then job dissatisfaction can develop and may influence her to leave 

the profession. 
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When an infant dies, the environment changes for the NICU nurse 

involved with the deceased. The nurse wil l react to the situation 

at hand, using whatever responses are necessary to adapt to the change. 

As a consequence, the nurse's zone of adaptation may change, depending 

upon whether resolution has been completed and the experience is viewed 

in a positive manner or not. 

The methodology selected for this thesis was grounded theory 

(Glaser & Strauss, 1967). An orientation was developed to provide 

a general direction of the process being investigated. The conceptual 

model may change after the concepts and hypothesis emerge from the 

data collected using a grounded theory approach (Field & Morse, 1985). 

Summary 

There is a need to investigate the registered nurse's response 

to a neonatal death so the nurse can take care of one's own mental 

health and respond to parents in a consoling manner. This study identi

fied and described some of the responses of the registered nurse in 

a neonatal intensive care unit following a neonatal death. All NICU 

nurses need documented research to identify the process of adaptation 

that occurs with each death experience. Job dissatisfaction caused 

by unresolved feelings can tax a nurse beyond her zone of adaptation 

until she leaves the profession. The conceptual orientation of this 

study included concepts from Roy's theory of adaptation, stage theories 

about death and dying, grief, and grieving/mourning. 



CHAPTER I I 

REVIEW OF THE LITERATURE 

The purpose of this chapter is to review the l iterature that 

supports the conceptual orientation of this study. The review wil l 

cover the following topics: 1) nursing care of the bereaved; 2) adapta

tion to loss; and 3) ineffective responses: job dissatisfaction. 

Nursing Care of the Bereaved 

The l i terature indicated that nurses have been the primary health 

care workers providing care for dying clients and bereaved families. 

Current research indicated that nurses feel uneasy about the emotional 

care of dying clients. 

Historically, death occurred in the home but, with time, the 

setting shifted to the hospital and the responsibil ity for the care 

fell on hospital personnel. As a result, death became an unfamiliar 

event to the public, furthermore, in a hospital, death has been viewed 

by the staff as a failure and there has been a tendency for hospital 

staff to withdraw (McGuiness, 1986). 

For example, Glaser & Strauss (1965) investigted the treatment 

of dying clients by medical and nursing professionals. This was an 

investigation showing that medical practit ioners would treat the clini

cal aspects of the dying client but were unable to meet the emotional 

and psychological needs of the dying client. This study reported that 
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nurses felt uneasy about the care of dying patients, particularly about 

the emotional care needed by the patient and his family. 

Kubler-Ross1 work (1969) with death and dying contributed to 

the medical professions re-evaluation of their management of dying 

clients. Kubler-Ross encouraged physicians to examine their own views 

of death so that they could talk to the dying person without undue 

anxiety. Her goal was to facil itate therapeutic care for the dying 

client and his family. 

Nurses have been held more accountable than the medical profes

sion for providing therapeutic care. The recent l i terature recognized 

the importance of providing supportive nursing care to dying patients 

and their families (Martin, 1982; Ross, 1981; Reisetter & Thomas, 1986; 

McGuiness, 1986). There has been a difference in attitudes between 

the nurses and physicians towards the care of terminally i l l  clients. 

This difference has been that the physicians see themselves as the 

decision makers of the clinical care, not as support persons (Campbell, 

Abernathey, Waterhouse, 1983). The nurses see themselves in the 

"caring" role from the perspective of performing nursing care as well 

as in providing interpersonal nuturance to the client and family 

(Campbell, et al., 1983). The nurse, therefore, has assumed the role 

of the primary provider of comfort to the family and the dying client. 

Adaptation to Loss 

Nurses Adaptation to a Neonatal Death 

There has been a lack of research investigating neonatal nurses' 

responses to infant death. However, there have been several relevant 

studies about pediatric nurses' responses to a child's death. 
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Studies exist that identif ied some of the responses of nurses 

working with terminally i l l  children. These research findings implied 

that pediatric nurses needed to build support systems in order to deal 

with the intense feelings that nurses developed when working with dying 

children. 

Coody (1985) stated that pediatric oncology nurses gain an aware

ness of how to care for dying children by moving though an adaptive 

process that entailed developing a cognitive, emotional, and philosophic 

adaptation to the environment. Cognitive awareness developed after 

the nurse learned about the disease entit ies and therapies and at the 

same time the nurse became uncomfortably aware of feelings about death 

and dying. Emotional adaptation stemmed from the realization that 

the child would die despite expert nursing care and this lead to feel

ings of helplessness and anger. These feelings were worked through 

by sharing them with other staff members. The last stage of adaptation 

involved dealing constructively with feelings about working with dying 

children and coming to terms with one's own concept of death. 

Vachon & Pakes (1985) interviewed nurses and identif ied several 

sources of stress for those caring for crit ically i l l  and dying child

ren. They found specific stressors related to the type of i l lness, 

the pattern of the dying process, the 'environment in which the caregiver 

functions, role responsibil it ies, personal and interpersonal and intra-
i 

personal factors which mediated these factors. After interviewing 

nurses working in areas of pediatric intensive care units, neonatal 

intensive care units and oncology units, Vachon & Pakes made several 

recommendations about reducing stress for the nurses working in these 
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areas. An example from this study indicated nurses should develop 

a good outside support system to give themselves an opportunity to 

share feelings of helplessness or anger, common emotions associated 

with death. 

Nurses Adaptation to 
Death and Dying 

Medical and nursing professions have not felt comfortable with 

the idea of death and dying (Kubler-Ross, 1969; Glaser & Strauss, 1965). 

Avoiding death became the accepted approach to the bereaved family 

and dying client. 

As attitudes changed towards the bereaved and the dying, nurses 

were expected to be empathetic and supportive in the care of these 

clients (Thompson, 1985; Kirschling & Pierce, 1982; Momeyer, 1985; 

McGuinness, 1986). Death anxiety among nurses has influenced the 

nursing care delivered to dying clients; as 6 result, l i terature has 

identif ied some of the variables associated with death anxiety. 

Martin (1982) measured the relationship between death anxiety 

and social desirabil ity that exist among nurses. Nurses responded 

to death related events with composure, self-control and competent 

efficiency and received support for this behavior from peers. This 

behavior did not provide the empathy or comfort that dying clients 

need and also did not encourage the nurses to grieve with the clients 

i f they need to. 

Reisetter & Thomas (1986) conducted a study using questionnaires 

to test the relationship between the quality of the care given and 

selected personal and experiential characteristics of the nurse. They 
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found that nurses who worked more frequently with dying clients 

increased their awareness of their client's needs for therapeutic 

nursing interventions. 

Thompson's (1985) f indings in a study of measuring nurses' 

attitude towards dying, suggested that the work setting of the nurses 

shaped their attitudes towards the terminal clients more than did years 

of work experience as a nurse. In other words, nurses who have worked 

in a curative setting, such as pediatrics, f ind i t more diff icult to 

allow a client to die than do nurses who have worked in a pall iative 

setting, for example, a hospice care unit. 

McGuinness (1986) surveyed the nursing staff in an accident 

and emergency department about the aspects of death and dying to which 

they found i t  hard to adjust to. Half of the sample specified that 

dealing with overt emotional reactions such as hysteria from the family 

was hard to accept. Many nurses felt inadequately prepared to meet 

the needs of bereaved relatives. In 'addition, the nurses said they 

had no opportunity to discuss their experiences with each other. 

In a study conducted in a hospice setting for terminally i l l  

patients, at a large, midwestern community hospital, the nurses inter

viewed described the following points as stressful. First of all, 

the nurses felt alienated from other nursing personnel in the hospital. 

Also, the administration did not support the admission of terminally 

i l l  clients into the unit. In addition, the open visitation policy 

increased the nurse's workload. Nurses became more involved with the 

patient and family during the dying process and as a result, this 

increased the emotional demands on the nurse. Finally, nurses 
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experienced a sense of loss when a patient they had grown attached 

to died or was discharged to another unit (Gray-Toft & Anderson, 1986). 

Ineffective Responses: 
Job Dissatisfaction 

Literature i l lustrated that job stress has been related to job 

dissatisfaction. Job dissatisfaction lead to burnout which is when 

nurses over-extend themselves, physically and mentally, and leave the 

profession. Nurses who have adequate social support were in signifi

cantly better health and adapted to the job better than those without 

social support. 

Stone, Jebsen, Walk & Belsham (1984) identif ied among intensive 

care (ICU) nurses several factors that related to job stress. ICU 

nurses in high burnout tended to see the crit ical care environment 

as threatening and the work environment as ineffective in getting things 

done. These nurses tended to use fewer effective coping skil ls, experi

enced more l i fe stress, tend to be less experienced and lacked social 

support. 

Keane, Ducette & Adler (1985) said that nurses in surgical and 

medical intensive care units did not differ from nurses in other general 

medical and surgical units in the level of burnout. Across units, 

however, those nurses who were characterized as more "hardy" (character

ized by control, commitment, and challenge)' experienced lower levels 

of burnout than nurses lower in the trait. This study has demonstrated 

that nurses who have higher levels of commitment and a stronger feeling 

of control in the work environment were less burned out. 
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Frankenhauser1s (1981) analysis of stress factors identif ied 

in research studies stated that the technology of this society has 

created stress that over-stimulates the workers. This study showed 

that the worker's reactions to continual stress become toned down, 

the physiological stress effectors become less intense and feelings 

of discomfort and distress fade. On the other hand, when the worker 

has reached his l imit and over-extended himself beyond his stress level 

than the worker loses his feelings of involvement, empathy, and consi

deration for other human beings and coworkers. 

Cook & Mandril lo (1982) reported that establishing support sys

tems for baccalaureate nurses decreased the psychological stress that 

they felt and improved their job satisfaction. Peer support was viewed 

as essential in problem solving and resolving job frustration. Inter

personal and professional relationships in the work situation promoted 

job satisfaction rather than did the equipment, the work area, or even 

job performance demands. 

Webster, Kelly, Johst, Weber & Wickes (1982) i l lustrated by 

group participation of nurses that a support group in a high stress 

clinical area (a hospital burn unit) improved the nurses' feelings 

of job satisfaction. Some of the observed changes in work performance 

included, intrapersonal relationships were improved, new behaviors 

of cohesiveness were observed, and more peer supportive behaviors in 

patient care delivery, particularly high stress situations, were obser

ved. Overall, job satisfaction improved for all the nurses participating 

in the support group. 
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Summary of the Literature 

There has been a lack of research investigating the responses 

of neonatal nurses to infant deaths. Literature exists or studies 

exist that identif ied some of the responses of nurses working with 

terminally i l l  children. Pediatric oncology nurses proceeded through 

a process that entailed developing a cognitive, emotional, and philo

sophic adaptation to death in the work environment. Nurses working 

in areas of pediatric intensive care units, neonatal intensive care 

units and oncology units identif ied specific stressors related to the 

dying process, and problems with communication among peers. 

Death anxiety among nurses is one of the strongest influences 

on nursing care delivered to dying clients (Glaser & Strauss, 1965). 

Due to their own anxiety about death, nurses responded to dying clients 

with composure and self-control, therefore were not comfortable with 

being empathetic or consoling. The l i terature also pointed out that 

the work setting determined the level of anxiety among nurses. Nurses 

who work more frequently with dying clients increased their awareness 

of their dying client's needs for therapeutic nursing interventions. 

In addition, the work setting may have determined the level of comfort 

nurses have when a patient is allowed to die. Other factors influencing 

death anxiety have been the many stressors identif ied by nurses when 

caring for dying clients, for example, having no opportunity to discuss 

their feelings with peers. 

Nurses have been held accountable for providing supportive 

nursing care to dying clients and their bereaved families. However, 



18 

the l iterature also suggested that nurses have not felt comfortable 

with giving emotional care to the terminal client. 

Job satisfaction has been related to job stress as indicated 

in the l iterature. Nurses who have adequate social support were in 

better health and adapted to the job better than those without social 

support. 



CHAPTER I II 

METHODOLOGY 

This chapter wil l present information on the research design, 

sample, setting, human subjects, procedure, the interview, analysis 

of data, and reliabil ity and validity. 

Research Design 

This study was designed to investigate the process of adaptation 

of the nurse in a neonatal intensive care unit following a neonatal 

death. An exploratory design using grounded theory was selected because 

of the sparse l i terature investigating the topic. 

Stern (1980) described grounded theory as a research method 

used to search out factors or to identify and describe related factors 

that pertain to the research problem at hand. The term "grounded theory" 

refers to data that are grounded in fact and theory that are generated 

from the data. Studies investigating the process of adaptation of 

neonatal nurses is lacking, therefore research needs to be developed. 

For grounded theory, concepts are l inked in such a way that the investi

gator is able to present an integrated theory to explain the problem 

under study. 

Sample and Setting 

Informants selected to participate in this study were nurses. 

The informants were considered the experts, providing the data for 
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analysis, the investigator, the learner in the situation (Field & Morse, 

1985). Informants were selected because they could provide rich and 

meaningful data. The purpose of qualitative research is to discover 

meaning rather than distribution of attributes within a population 

(Field & Morse, 1985). Selecting informants in grounded theory is 

based on theoretical sampling. Theoretical sampling is the selection 

of informants who wil l most facil itate the development of emerging 

theory. Such informants have specific characteristics or knowledge 

which wil l add to, support, or refute the theory, thus enhancing the 

investigator's understanding of the setting (Field & Morse, 1985). 

This process of data collection is controlled by the emerging theory 

(Glaser & Strauss, 1967). The number of informants to be interviewed 

is not important, rather the completeness of the data. Informants 

are interviewed until no more data is needed. 

The informants selected for the research study were sought 

through a large neonatal intensive care unit in Phoenix, Arizona. The 

criteria for informants were selected, based on these criteria: 

1. A minimum of two years nursing experience as a registered 

nurse. 

2. No less than one year of experience in a NICU. 

3. No fewer than two neonatal death experiences. 

Human Subjects Protection 

The human rights of the informants were protected according 

to the guidelines set by the University of Arizona Human Subjects 

Committee. The study was explained to all the informants by the 
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investigator including the purpose, procedure, t ime, risks, benefits, 

and costs of the study. The voluntary participation of the informants 

for this study was explained as well as their right to withdraw from 

the study at any time. All informants were encouraged to ask any 

questions prior to, throughout, and during the data collection process. 

The confidentiality of the informants was also assured at this time 

by assigning a code number to each informant. The hospital required 

a written consent form from the nurses. All informants were given 

a written consent form explaining the above information (Appendix A). 

The Procedure 

The interviews for this research study were conducted either 

in the informant's homes or at private place in the hospital. The 

interviews took place at the informant's convenience and lasted approxi

mately one to two hours each. 

The names of the potential study subjects were obtained from 

their peers at the neonatal intensive care unit in Phoenix. These 

subjects were contacted at this unit. Init ially, before the selection 

of the informants was started, the head nurse was notif ied of the 

investigator's purpose on the unit. Informants were f irst approached 

by the investigator on the unit about participating in the study. 

I  identif ied myself as a registered nurse who previously worked at 

the same unit, and was now a graduate student in Maternal and Newborn 

Nursing interested in talking with nurses about their experiences 

with neonatal deaths. Arrangements were made to interview the infor

mants either at the hospital or at their homes at a later date. The 



informants who was wil l ing to participate received a written consent 

form at the time of the interview explaining the study and affirming 

their anonymity and voluntary participation. 

Some informants were contacted by phone and an appointment was 

made to do the interview in their home while other informants were 

wil l ing to be interviewed at a private place in the hospital at a time 

convenient both to the informant and investigator. The interview was 

audiotape recorded and f ield notes were taken during the interviews. 

Data Collection: The Interview 

After a brief discussion about the nurse's neonatal experience 

to help her relax, the interviews began with a general question of 

"Tell me about your last experience when an infant died on the unit". 

Continual clarif ication of terms and meanings used by the interviewees 

were sought by the investigator during each interview. "Tell me why 

you felt you needed time alone after the baby died." I  did not presume 

or assume the meaning of terms made by the informants. "Can you tell 

me who ' they' are?". Progression was made from general questions to 

questions seeking specific information from the informants provided 

statements. Examples included were "How did you feel when all of this 

(resuscitating the baby) was going on?". "Do you remember how you 

responded when he (the baby) died?". "Can you tell me why you felt 

angry when the baby died?". These interviews provided the data for 

analysi s. 
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Analysis of Data 

Constant comparative analysis was the method used to generate 

theory from the data collected in the interviews. Stern (1980) describes 

f ive stages of data analysis for grounded theory. 

The f irst stage of analysis begins with the transcription of 

the data from paper/tapes to typed words. I  transcribed all the inter

views myself using a word processor and transcriber. Examples of data 

from a transcribed interview are: 

I  felt l ike I  was done. I  knew she would 
die while I  was off and one more day wasn't 
going to make a significant difference. My 
heart broke for them. I  felt i t very hard 
to be involved in a decision l ike that and 
not... I  felt attached to her. I  felt l ike 
I  had been there when the decision to with
draw support was. made. I  couldn't be there 
anymore. 

All the data were analyzed, even those which appeared meaningless 

and unimportant. The data were coded by common themes and divided 

into categories which shared the same meaning. For example, these 

data pieces "I felt l ike I  was done", "I couldn't be there anymore", 

and "I knew she would die while I  was off and one more day wasn't going 

to make a significant difference" were placed under the category of 

'withdrawing'. This phase of the data collection is referred to as 

"constant comparison" of data pieces. Another example of data categor

ization is: "I learned a lot; I  grew a lot; i t  was the best for her", 

"I remember clearly, and I  really felt l ike I  was contributing to her 

death". The f irst datum, "I learned a lot; I  grew a lot; i t  was l ike 

I  was contributing to her death", was placed under the category 'f inding 

a meaning' and the second datum, "I really felt l ike I  was contributing 
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to her death", under the category of 'guilt ' . With each interview, 

data were collected, transcribed and coded into categories unti l no 

more interviews were necessary because no more new information appeared. 

This is called "saturation" of the categories. A category is called 

saturated when no new data comes from the interviews. 

Concept formation is the next stage of analysis whereby a concep

tual framework develops out of the data. Properties of categories 

were identif ied and the ones with common themes were merged into a 

central theme. The categories of 'awareness', ' I  knew', and 'cl inical 

signs' all had the property of a signal that the baby's death was near. 

These categories were labeled 'Warnings'. The investigator attempted 

to l ink the categories which she believed to reflect the adaptive 

responses, to form a central theme. Interviewing sti l l  continued as 

the concepts emerged. 

The third stage is concept development. The investigator identi

f ied the parts of the framework from the data that informants provided 

and the categories that emerged. The investigator compared several 

of the categories and rejected some of them when the categories did 

not f i t the main theme that was emerging. When the category of 'Aware

ness' was compared to the categories of 'We' (team members), 'Over

whelming', and 'Code' (resuscitation measures), the combination of 

these categories developed into the concept of 'Departure'. Informants 

were selected and interviews focused to obtain additional specific 

data to further develop the emerging theory. "Can you tell me how 

you felt during the code situation?" The informant replied "It 's all 

the sudden, i t 's just overwhelming. I t 's just too much. I t 's l ike 
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you can't really cope with i t  anymore." Reducing the categories of 

'Awareness', 'We', 'Overwhelming', and 'Code' into the concept of 

'Departure' was necessary to make them more specific for concept devel

opment. This reduction process was a constant ongoing comparison unti l 

the data collection emerged as a central theme or theory (Stern, 1980). 

The next stage is called concept modification and integration. 

I t involves the two processes of theoretical coding and memo writ ing. 

Theoretical coding is the presentation of data in a schematic diagram 

that helped the investigator blend the data into an integrated theoreti

cal framework. Listening to the tapes of the interviews provided the 

schematic arrangement of the concepts — informants talked about their 

experiences with infant death in a time sequence. Data from the con

cept of 'Departure' was always mentioned f irst and identif ied in the 

conceptual model as the f irst phase of adaptation nurses proceed 

through. Through constant comparison of the data, I  noted patterns 

and themes. After nurses discussed the 'Departure', they talked about 

the parents and how they felt towards the parents. The concept of 

'Bereavement' was placed after 'Departure'. Sometimes the nurses made 

statements about their experiences which provided me with insights 

into how to organize the data and preserve the emerging hypothesis 

(Stern, 1980). For example, I  had written down an observation that 

a nurse offered in an interview, she said "the baby's death depends 

upon his diagnosis". I  used the category of 'diagnosis' as a qualif ier 

for the concept of 'Departure' because not all the infants required 

resuscitation measures. An infant with a poor prognosis may have influ

enced the nurse's response during the 'Departure' because the infant 
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was more l ikely to require resuscitation measures, therefore making 

the nurse more aware that the infant may die. 

The f inal step in the grounded theory approach was to examine 

the l iterature available on the topic and use this to support the theory 

that emerged. This stage connects existing theory to the theory devel

oped and validates the concepts as being sound. 

Reliabil ity and Validity 

The traditional quantitative methods of estimating validity 

and reliabil ity are problematic with some qualitative measurement 

strategies (Goodwin & Goodwin, 1984). For research to produce credible 

findings, the data must be collected in a consistent, reliable way, 

and must be a valid indication of reality (Goodwin & Goodwin, 1984). 

The approach to estimating reliabil ity in grounded theory is 

internal consistency. The issue here is homogeneity of data bits such 

that all data bits grouped together reflect the same unnamed concept 

(Atwood & Hinds, 1986). The investigator obtained internal consistency 

by giving the data to three colleagues, familiar with grounded theory, 

to evaluate the emerged categories. Copies of transcribed interviews 

of informants two, seven and ten were individually given to the three 

colleagues. They individually coded the data into categories. The 

investigator discussed the results with each colleague and compared 

their results to her own categories. This removed part of the sub

jectivity of the investigator and confirmed or refuted whether the 

categories indeed developed from the data. Throughout data collection, 



the colleagues were asked to provide input by using constant comparison 

and reconfirm the themes the categories implied. 

Face validity is a simple process by which the research product 

is viewed and assessed for truth or f i t with the reviewer's perception 

of reality (Atwood & Hinds, 1986). Face validity was established by 

having f ive of the informants review the categories and the conceptual 

framework. After examining and evaluating the categories and conceptual 

framework, these informants were able to compare the emerged theory 

with their own experiences to determine i f the conceptual framework 

and categories were probable. 

Summary 

An exploratory research design was employed using a grounded 

theory approach. Informants in the study were neonatal intensive care 

nurses. Data were collected by interviews in the homes of the infor

mants or at a private place in the hospital. The methodology to conduct 

the study was described and constant comparison was the basis for 

analysis. Reliabil ity and validity was established. 



CHAPTER IV 

PRESENTATION AND DISCUSSION OF DATA 

This chapter wil l present the characteristics of the sample 

population, descriptions of init ial interviews, categorization and 

rationale for category development, procedure for focusing following 

interviews, category reduction and amalgamation, emerged concepts that 

developed from the data, and presentation of the model. 

Characteristics of the Sample 

The informants for this research study were selected according 

to the study criteria at a large neonatal intensive care unit in 

Phoenix, Arizona. Thirteen nurses were interviewed during an eight 

week period of data collection. The nurses were interviewed in either 

their homes or at the hospital, at times convenient for them. Table 

1 presents information concerning age, marital status, education, years 

experience as an RN, years experience in NICU, previous clinical experi

ence, and number of experiences with neonatal death. 

Selection of informants was based on theoretical sampling. The 

f irst informant was selected to represent the "typical" nurse in the 

NICU. The process of selecting the next informant was based on the 

theoretical rationale from the previous interview. Theoretical sampling 

is the selection of informants who wil l most facil itate the development 

of emerging theory. Such informants have specific characteristics 

or knowledge which wil l add to, support, or refute the theory, thus 



Table 1. Characteristics of the Sample 

No. of 
Age Marital Edu- Years 

Subjects Range Status cation as RN 

No. of Previous No. of 
Years Clinical Death 
in NICU Experience Experiences 

N=13 23-45 Married=6 BSN =6 1-5 =4 1-5 =7 
Single =7 AD =4 5-10=4 5-10=3 

Diploma=2 10-15=2 10-15=1 
Other =1 15-20=3 15-20=2 

Nursing home 2-4 =4 
Pediatric ICU 4-6 =2 
Medical-surgical 6-8 =0 
Level I I Nursery 8-10=2 
Oncology >10 =5 
Emergency Room 
Rehabilitation 
Adult ICU 

Total 
x=31.8 BSN =6 x=11.3 x=7.15 Crit ical care=3 Eight=<10 

Non BSN=7 Noncrit ical Five =>10 
care =4 

Both =4 
NICU Only =2 

ro 
UD 
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enhancing the investigator's understanding of the setting (Field & 

Morse, 1985). This process of data collection is controlled by the 

emerging theory (Glaser & Strauss, 1967). 

Init ial Interviews 

Init ial interviews began with general questions such as, "Tell 

me about your experience when an infant died on the unit", or "Tell 

me about the last time when the infant you were caring for died". The 

f irst nurse I  selected to be interviewed represented the "typical" 

kind of nurse employed in the unit. She was young and new to the 

clinical area of NICU. I  felt that this kind of nurse would guide 

me in identifying my f irst categories. 

The nurse described to me how the infant died, by beginning 

with the time period just before his death and ending with the details 

of what happened afterwards. She talked about the decisions to resus

citate a baby and also the different kinds of patients she cared for. 

Some examples of data are, "It turned out we ended up coding (resuscita

ting) the baby" and "I think the f irst one (death) was with a l i tt le 

boy twin (gestational age of 25 weeks)." All through the interview 

she talked about her feelings and thoughts, however, she reacted more 

strongly when an infant that she was attached to died. "I cried l ike 

crazy, i t  was l ike my own baby (died)." 

I  wanted to explore how being attached to an infant influenced 

a nurse's responses to the death. Many infants become chronically 

i l l  and remain in the unit for many months. Staff nurses wil l do 

'primary nursing care1 with the chronically i l l  infant. In other words, 
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a nurse wil l take care of one particular infant every day that she 

is scheduled to work, becoming very familiar and involved with the 

care of the infant. I  next interviewed a nurse who was very dedicated 

to a baby that she gave primary nursing care. "In l ieu of his parents, 

me and another nurse became his foster parents as far as providing 

24 hour care ..." She had Strong feelings of attachment. "At least 

I  knew, when I  took care of him, he had eight hours of smiles." After 

his death she expressed her feelings as "seemed l ike I  had been 

betrayed", and "felt angry because of how the situation was handled". 

The conclusions she addressed after this experience were, "couldn't 

believe people could be so callous and unfeeling to let something l ike 

this to happen", and "not a word was 'Said when he died". 

The second nurse interviewed felt angry because of how the death 

situation was handled and because her colleagues did not respond to 

the baby's death in a manner that was significant to her. She said 

staff support would have made i t  easier to accept the baby's death. 

I  attributed her anger to lack of control over the situation and lack 

of recognition for her feelings. Therefore. Ivchose to interview the 

third nurse because of her position in the nursery which gave her the 

authority to make decisions in the unit. She also was in a position 

that required her to be the extra person at the bedside when a baby 

died and therefore in a position to offer reassurance to the other 

nurses. I  wanted to try to contrast the second interview with the 

thi rd. 

The third nurse described the death of a baby she .felt close 

to. "He was the f irst kid I  really l iked that died." Her interview 
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proceeded with descriptions about the death experience in the same 

sequence as the others, but she remarked positively about the support 

she received from the staff. "I just remember how nice everybody was 

to me, almost l ike I  was the parent." "There is almost always somebody 

there to help get the kid ready, and then take them down to the morgue 

or walk them down into the nesting room to the parents." 

At this point during the interview, I  made notes about how the 

nurses f irst talk about the facts leading up to the death, then discuss 

their feelings and behaviors after the infant dies. A pattern of 

narrating the death experiences had emerged. However, I  wanted to 

investigate the anger the second informant expressed following the 

death of 'her special baby1 because anger was not a feeling the other 

two nurses described in great depth. In addition, I  wanted to learn 

how a nurse perceives staff support after a death has taken place in 

the unit, supplied by the third interview. 

After inspecting the clinical background of the f irst three 

nurses I  had interviewed, I  decided to ask the fourth nurse to partici

pate in the study because she had worked in other NICUs and has had 

many years of clinical experience. This nurse shared with me the know

ledge she has gained from her clinical practice. "I felt l ike I  couldn't 

cry, that I  had to be strong...didn't let myself grieve. Then one 

day a baby was dying and I  lost i t. ...was the best thing... I  found 

I  could cry and sti l l  accept that was OK." This nurse described her 

other experiences with infant death and the lessons she learned. "I 

tell them (new nurses) how I  first felt when I  started taking care 

of babies that I  felt l ike crying and that when I  finally let myself 



cry that i t  was easier." I  observed that ' learning i t was OK to cry' 

was one of the conclusions this nurse had made. 

The f i fth nurse interviewed had fewer experiences with death 

than the other nurses participating in the study. I  wanted to see 

i f  a less experienced nurse shared any of the feelings of others or 

related her experiences in the same manner as the other nurses. She 

explained about her two experiences with infant death. "I got the 

phone call as soon as I  got home that he had died. I  wouldn't have 

ever left." The next experience was different because she was present 

when the baby died. "Like at f ive o'clock in the morning he was getting 

sick and I  came on at seven and he died at three-o-five." "I 'm glad 

I  was there." After these two experiences she made the comment, "People 

(nurses) would say I 'm sorry and stuff but you knew they never thought 

about i t  anyway". 

Despite her lack of exposure to death, this nurse's statements 

were similar to the other nurses' descriptions. Her comment about 

other nurses implied that her peers were not acknowledging her feelings 

or the fact the infant died. Again, I  perceived that staff support 

was important to this nurse and influenced her responses to infant 

death. She said she felt "those nurses (the ones who didn't communi

cate) didn't care about the family and how they feel". 

The sixth interview was with a person on the Grief Support Team. 

Nurses previously interviewed mentioned the presence of members from 

the grief support team at various moments during a death. Support 

or lack of support from peers seem to be an issue with the nurses being 

interviewed. This nurse was selected because of her role in the unit. 



She described her function as, "saw a need for the parents to have 

some organized support, and for the nurses to have some support too". 

She described the kinds of things needed to be done for the parents 

following the death. "We have the parents hold the baby." "If the 

parents are receptive to touch, a lot of times touch can be calming 

and reassuring." Then she talked about her own feelings. "But maybe 

i t 's the maternal urge everybody gets that a baby should be healthy 

and i t 's very, very hard to let them go." From this interview, I  could 

verify that the nurses have standard practices they follow after an 

infant dies. I  also gathered this type of data from the other inter

views. 

From these six interviews, I  noted several themes that had 

emerged. Some examples were: The staff 's response exerted an influence 

on the nurse's feelings, however even when formal support is offered 

and used by the staff, some of the nurses felt angry because death 

was not acknowledged in the unit. A second theme was: Each infant's 

death brought forth a variety of responses from a nurse. The third 

theme was: Attachment to the infant elicited stronger emotional 

feelings. Finally, a fourth theme noted was: New knowledge was acquired 

from one death encounter and used in the next experience. These themes 

helped me code the data and divide i t into my init ial categories. 

Category Development and Clustering 

After each interview, I  did a constant comparison analysis of 

the data. The data were coded by similar themes and divided into cate

gories which shared the same meaning. Each nurse described very 
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different experiences with infant deaths. The nurse narrated these 

experiences in a time order. After developing the categories, I  placed 

categories together in a series of phases that was similar to how the 

nurses related to me their encounters with infant death. Table 2 

presents the division of categories into the different phases as des

cribed in the interviews. 

Phase I  

Each nurse gave an' account of what happened just before the 

baby died, giving details about the type of patient she cared for, 

her knowledge and feelings about the impending death and the resuscita

tion measures taken to prevent the death. Four categories described 

the patient. These were the Preemie, "A Real Person", Others That 

Died, and First One. 

The Preemie category labeled the very premature infants, dif

ferentiating them from the full term infants. Data collected for this 

category included, "They were 25 weeks." "A perfect l i tt le baby but 

so t i  ny." 

The "A Real Person" category expressed the realization that 

the nurses had that their patient has feelings and is someone to relate 

to. Data included "They feel too", "...some people treated him (the 

baby) l ike a l i tt le machine." 

The Others That Died category developed from the data about 

the nurses' other experiences with babies that died but did not elabor

ate on the details surrounding the events. "There were some babies 

that did die but I  was never there." 



Table 2. Development and Clustering of Categories 

Phase I  Phase I I Phase I II Phase IV Phase V 

Preemie We Hurt Ritual Becoming 
Comfortable 

"A Real Person" I  Relief Going to the Learning 
Funeral 

Learning 

Others That Died Parents Helplessness Open Rewards 
Communication 

First One Mother Regret • 

Father Gui I t Consoling Searching 
Awareness Other Family Anger Finding a meaning 

Members 
No Chance Frustration Talking/Sharing Spiritual 
The Right Decision The Special One Wi thdrawi ng Crying 
Better Off My Baby Never Again Quiet Moments 
Clinical Signs Attachment Self Blame Reconfirming 
I  Knew They Draining 
The Code Judgment Suffering Recognizing the 

Loss 
Di sappointment Reaching Out 

Empathy 
Sadness 

Betrayal 
Prevention 



The First One category labeled the f irst baby the nurse had 

taken care of when the infant died. "Just a couple months ago in 

September was the f irst real one I  was involved with." 

Several categories were clustered together because they labeled 

similar themes. They were Awareness, No Chance, The Right Decision, 

Better Off, Clinical Signs, I  Knew, and The Code. These categories 

reflected the feelings and knowledge nurses had about the baby's death 

and how they knew the baby was going to die at some point. 

The Awareness category developed from data that nurses could 

tell from the atmosphere in the unit a baby was dying. Data included 

"It 's really weird, you can come in feeling great and (then) you know 

"It 's just...(silence)." 

The No Chance category labeled the feeling nurses had when a 

baby wasn't going to survive despite all of the medical and nursing 

interventions. A datum for the category was "I 'm not the kind of person 

that wants a kid to be coded and coded and coded i f  there is not much 

of a chance". 

The category of The Right Decision labeled the feelings nurses 

had about the medical decision to discontinue support for the baby 

or the decision to stop resuscitation measures. An example of data 

included: "I thought that was OK because his future was so dubious 

and i f  he was at that point he needed to (die) then I  thought that 

was OK." 

The Better Off category labeled the nurses' feelings that the 

baby wouldn't be suffering anymore, or, i f  he had l ived, his quality 

of l i fe was not going to be positive. Data examples included "Instead 
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of suffering for a long time since he was so sick to begin with". "He 

would have been really retarded." 

The Clinical Signs category developed from how nurses could 

tell death was imminent by the physical symptoms the baby exhibited. 

"He got pneumonia and his settings (on the ventilator) went up, up, 

up...", and "His body wasn't going to hold up for him." 

The I  Knew category labeled the intuitive feeling nurses had 

that this baby would die. Data pieces were "I called all day long 

to see when i t  was going to happen" and "It was basically the same 

situation, we knew he was going to die." 

The category of The Code identif ied the functions that occurred 

during the resuscitation and how the nurses felt about the situation. 

Data that support this category included "She couldn't stay at the 

bedside, she had to help, they were coding this other baby". "I tend 

not to think on emotional terms until the coding is over." 

Phase I I 

The nurses portrayed their role in the death scene but also 

elaborated about the other individuals involved with the death. After 

comparing the categories, I  decided that several of the categories 

represented individuals from the family and so these categories were 

placed together. Also, several nurses did not distinguish themselves 

from the other people involved until after the infant expired. I  

reviewed the interviews and noted that after talking about the resusci

tation, nurses switched pronouns from 'We' to ' I ' .  Two new categories 

were introduced now, We and X- The category were feelings that 
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examples included "And we did get a pneumopericardium". "We tried 

to resuscitate cause at the time we didn't know what quite happened." 

The I_ category are the data bits that re-establish the nurses as indivi

duals. Some examples are "I don't know I  chickened out", and "I didn't 

think i t  would be positive". 

Four categories that emerged from the data represented the family 

of the baby. These are the categories of Parents. Mother, Father, 

and Other Family Members. The Parents category labeled the behaviors 

and feelings of both parents that are observed by the nurses. Data 

for this category were "His parents l ived out of state and had already 

been in the day before". 

The Mother category included the nurse's experiences with the 

mothers of the babies. "The mother would never come and see the baby." 

The Father category expressed the nurses' experiences with the 

fathers of the babies. "He didn't want to cry in front of anybody" 

or "He kept saying his son is a f ighter". 

The Other Family Members category were developed from data 

regarding the nurses' experiences with individuals who were "significant 

others", that is, close to the parents. "They were trying to be loving 

cause the mom wasn't." 

Several of the nurses spoke about one particular baby and his 

family that they felt close to. Comparing all the categories, I  felt 

three of them identif ied the significance of how special some of these 

babies and their families were to the nurses. These categories were 

The Special One, My Bab.y, and Attachment. 



40 

The category of The Special One labeled the feelings of loss 

for a particular baby. Data for this category include "Maybe he would 

of died here too (in the unit instead of at another hospital), but 

he would of died in somebody's loving arms (one of the nurses who cared 

for the baby)", and "Just alert eyes, very bright eyes made you realize 

he had so much spirit". 

The My Baby category expresses the possessive feelings nurses 

had for ' their' babies. "He was my baby" and "It 's mine now, in a 

sense, i t 's my baby" represented data for this category. 

The Attachment category grouped the feelings of bonding nurses 

developed either for certain babies or their parents. Some data for 

this category were "I think I  got too involved cause I  really l iked 

the parents a lot" and "I felt a great deal for him too (the baby)". 

The nurses discussed the medical team but most of the time did 

not address individuals by name but simply by the pronoun 'they'. 

Many of the data examples expressed the negative feelings nurses had 

when they referred to the medical team. A new category was developed 

and labeled They. Data examples included "They just did not care and 

I  found that hard to believe". "They kept wanting to bag him and keep 

him alive." 

Another category developed when nurses were discussing their 

peers. The Judgment category developed from the observations made 

by nurses about how their peers' responses to death in the NICU. "Some 

nurses, i t 's like they (babies) die, i t  doesn't affect them." "They 

should get out of nursing." 
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Phase I II 

Although nurses talked briefly about their emotions all through 

the interviews, I  noted that in a majority of the interviews, nurses 

would stay on the topic for a long time while they attempted to identify 

their own feelings. Nurses described a whole realm of emotions which 

they felt after the baby died. These categories of feelings included 

Hurt, Relief, Helplessness, Regret, GuiIt, Anger, Frustration, Wi th-

drawinq, Never Again, Self Blame, Draininq, Suffering, and Pisappoi nt-

ment. 

The Hurt category labeled the feelings of nurses that they had 

of being wounded by a part of the death experience. "That's what hurt 

to l isten to this type of grieving." 

The Relief category developed from the data regarding the 

feelings nurses have that the baby won't suffer any more. "Sometimes 

i t 's a relief in that way to know they don't have to go through all 

that." 

The Helplessness category expressed the feelings of not being 

able to ' f ix the situation'. "It 's hardest in a way, because you feel 

just as bad and you couldn't have done more." 

The Regret category represented the feelings of being sorry 

for not taking a step and not getting a second chance to correct the 

situation. "Like I  wish I  had been there." "I wish I  had known before 

he left that was happening." 

The category of GuiIt expressed the feelings of failure at not 

meeting an expectation that the nurses set for themselves, felt the 
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parents wanted them to do or provide for something the baby needed. 

"I felt sorry that there was nothing further we could do." 

The Frustration category labeled the feelings nurses had of 

not being able to do the things that should of been done. "It makes 

i t  impossible to have a dignified death when there is no place to go." 

The category of Withdrawing included the feelings nurses have 

when they need to pull back from the situation. "It 's l ike a nurse's 

way in general or my way of detaching myself." 

The Never Again category expressed the nurses' desire of never 

wanting to be exposed to the death situation again. "I think that 

emotionally that makes me wary of giving i t again." 

The Anger category developed from data that reflect the injustice 

the nurses felt about the death experience or details surrounding the 

death. "I was mad at him for dying." "It was just one of those messes, 

I  was angry about that." 

The category of Self Blame included the feelings nurses had 

about placing the blame on themselves for the baby dying. "I thought 

i t  was something I  did wrong (while) taking care of the infant." " 

The Draininq category labeled the nurses' feelings of being 

exhausted after the death experience is over. An example of a datum 

was "Tired, not physically but emotionally t ired". 

The category of Sufferinq expressed how nurses felt that the 

babies were subjected to many painful procedures. "I don't l ike to 

see a baby suffer and at least for the last 24-48 hours of her l i fe 

she was suffering." 
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The Disappointment category included the nurses' feelings about 

being sorry for some of the outcomes that occurred during the infant's 

death. An example of a datum included "It seems so unfair to pull 

him through what was supposedly the worst thing that possibly could 

of happened to him at birth". 

Two categories, Empathy and Sadness, developed from the data 

regarding feelings nurses had towards the parents and babies. The 

Empathy category were feelings where the nurse tried to identify with 

how the parents felt. Some data bits to support this category were 

"They (the parents) are in limbo and they can't get a concrete hold 

on anything" and "I think about i t  a lot, I  think what i f  it 's your 

kid, 'How would I  feel?1". 

The Sadness category described the nurses' feelings of remorse 

that the baby died or that the parents have to experience this loss. 

Examples of data were "We got really involved too, but i t  was sad, 

there was another baby dying in her pod at the exact same time this 

one was dying" or "You always think of him when you go past that spot, 

feeling resentful when there suddenly is another kid in that spot". 

The f inal two categories that developed for this phase described 

feelings that referred to the other members of the medical team. The 

two categories included were Betrayal and Prevention. The category 

of Betrayal contained feelings about being upset that not enough was 

done by the medical team to stop this death from occurring. Examples 

of data included "This child in particular did not mean a thing...just 

cause he meant something to you (the nurse speaking)". "This is a 

hospital, didn't they (physicians) care?". 
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The Prevention category were factors identif ied by nurses that 

perhaps this death could have been prevented. Data for this category 

included "Sometimes certain things happened that change the course 

of events l ike they get an infection maybe that didn't get picked up 

in time". "But when there are things (treatments) that qualify i t  

(the i l lness), i t  could of been treated or possibly identif ied better 

and treated". 

Phase IV 

Nurses gave an account of the resuscitation, the individuals 

involved with the death, their feelings about the situation, and des

cribed their own behaviors and reactions to the actual death experience. 

I  compared the data from one interview with the next and labeled many 

categories that reflected these behaviors and responses. 

Three categories with the labels, Rituals, Going to the Funeral, 

and Open Communication represented the behavior of the nurses directed 

towards the family. The Rituals category included the usual procedures 

nurses followed for the parents and themselves immediately after the 

baby died. Data included "We dressed the baby up, and took her in, 

and took pictures". 

The Going to the Funeral category expressed how nurses felt 

after attending the funeral of the baby. Data from this category were 

"The situation was a l i tt le too real for me from the start, i t  lent 

a f inality for them and for me". 

The Open Communication category developed from a need nurses 

identif ied, that communication regarding the infant's condition should 
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have been improved between the parents and medical and nursing staff. 

"I got involved in other long term care patients and tried to improve 

the realism between the family and the patient as much as possible." 

"I try to give them (parents) as much support as I  can and let them 

speak." 

The next category emerged from the data wherein nurses described 

a need to hold the baby either for themselves or to provide comfort 

to the baby. Physical touch was emphasized in these data. This cate

gory was called Consoling. Data from this category were "I just wrapped 

him up and held him". "It 's l ike not dying alone, not dying alone 

in a cold bed." There were other comfort measures included in this 

category that nurses did for parents or for each other. Data for this 

were "Touching is one of the best things to let them (the parents) 

know you care". "Once you do i t  (touch peers) I  think i t breaks down 

a lot of walls." 

Several categories developed from the data that described physi

cal measures nurses took after the baby died. These measures were 

reactions to the actual death and occurred shortly after the event. 

These categories were labeled Talking/Sharing, Cr.yinq, Quiet Moments, 

and Reconfi rminq. 

The category of Talki nq/Shari nq represented nurses' need to 

talk and share their feelings or ideas about the death experience. 

These experiences were shared with other staff nurses, the parents, 

personal family, or friends. Data reflecting this need were "I talk 

to other nurses who had taken care of her". "You know how you want 

to know every l i tt le detail." 
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The Crying category labeled the behaviors of nurses when they 

felt the need to cry or when other people at the death scene cried. 

Data for this category included "I was really glad that he (the father) 

did that cause I  started crying then too". "She (the mother) hugged 

me and thanked me, and we cried together." 

The Quiet Moments developed from data that reflected the nurses' 

need to have a moment alone after the baby died. Examples of data 

were "Sometimes I  have to go somewhere and just sit". "I need a l i tt le 

time to be alone." 

The Reconfi rmi nq category expressed the verbal confirmations 

nurses made about the feelings or actions they had after the death. 

A datum for this category was "Then too you don't know i f  you should 

be feeling the way you should be feeling i f it 's the right way to feel." 

Several nurses responded to the support or lack of support that 

was offered by the other health care workers in the unit. The nurses 

perceived this support in different ways and two categories represented 

the behaviors that elicited a response from the nurses. One category 

was labeled Recognizing the Loss because this contained data that either 

acknowledged the loss of the baby or the lack of acknowledgment for 

the loss. Both positive and negative data were clustered. Data acknow

ledging comfort for their peers' loss included "I feel bad for the 

nurse as i f  i t was someone they loved and I  feel bad for them in that 

respect". "I feel bad for them (nurses) cause I  know they are experi

encing a loss." Contrasting data reflected how nurses did not get 

the comfort they needed. Examples included were "Most of them (nurses) 
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were sorry he died but i t  just seemed l ike something to say". "Mo 

one was wil l ing to speak about i t  or the events that lead up to i t." 

The other category, Reaching Out, developed from the data that 

described behaviors that consoled nurses for their own feelings of 

loss. These behaviors came from staff and parents. This category 

also emphasized toughing each other. Data examples ""It is not a t ime 

when there are a lot of words i t  depends on the person". "Sometimes 

i f  people aren't comfortable with that, you at least know they are 

there, maybe 'Can I  help you do something?' or 'Can I  do something 

for your other kid?1" "Most of the time I  try to ask i f  'are you doing 

OK?' or give them a hug." 

Phase V 

Going back to the fourth interview, I  examined more closely 

the learning situations that the nurse recalled and how she carried 

what she had learned over into her next experience with death. After 

comparing several of the categories, I  felt several of them reflected 

the growth that occurred after the nurses had a chance to digest the 

experi ence. 

The categories Becoming Comfortable, Learninq, and Rewards con

tained data about the growth nurses made when confronting their feelings 

and ideas about the death experience. 

The Becoming Comfortable category developed from data regarding 

how nurses felt more at ease handling different situations that occurred 

during the death scene. "It 's not that you should harden to i t but 

i t 's not as scary as i t  is the f irst time that i t  happens". "Now I 'm 
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more comfortable saying i t to a parent because I  know i t 's important 

to a parent." 

The Learninq category expressed what nurses learned from obser

ving other people and how to handle a death experience the next time 

i t happens. An example of one datum comes from a nurse "My best 

friend's baby died at two days old and i t  took them two years to get 

over i t  but knowing her helped me a lot and she told me things she 

would have wanted a nurse to do". 

The Rewards category contained data that reflected the positive 

experiences nurses had. Data examples were "It does hurt, those 

feelings I  can deal with and come away with something". "It was worth 

i t." "I always felt good about f inding those things." 

The next categories, Searching, Finding a Meaning, and Spiritual, 

emerged from data that represented a philosophy building stage that 

nurses proceeded through. 

The Searchinq category contained the ideas nurses had concerning 

questions about 'could everything possibly be done?', 'are my feelings 

OK"?', or just 'why?'. Data examples were "You just have to look at 

your anger and frustration and say how can I  improve this the next 

time this situation arises". "Just the hopes in the beginning that 

we are doing something good here." 

The Finding a Meaning category expressed nurses' beliefs about 

what death personally means to them. This was a growing phase for 

the nurses. "It gives you a more well rounded picture of l i fe". "I 

think i t makes, me look at that (death) and look at my feeling about 

the reality of death and my own feelings about my own immortality." 
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The Spiritual category were those ideas nurses had about l i fe 

after death. These lessened the f inality of death and provided comfort 

to some of the nurses to know the baby would be "in a better place". 

"I don't believe specifically about a baby goes to heaven but the love 

and energy goes somewhere else." "I think they go to heaven, they 

get all their parts back and aren't in pain anymore." 

At this point, I  discussed the data with a colleague and he 

validated the categories emerging from the data, however further inter

viewing was indicated to identify the properties of categories. 

Identifying the l inks between categories is needed to hypothesize 

relationships between the phases nurses had described. A more abstract 

level of thought was needed to identify these relationships, and develop 

conceptual themes from the data. The next section wil l focus these 

interviews. 

Procedure for Focusing Interviews 

During this stage of data analysis, I  wanted to focus my inter

views on identifying the properties of the categories. These properties 

served as a guide for further data gathering and stimulation of theo

retical (abstract) reflection. I  wanted to make the categories more 

general in nature, therefore the reduction and refinement of categories 

was necessary. By l inking categories I  was able to identify conceptual 

themes and f inally define the relationships among the themes. 

No more interviews were necessary after focusing these inter

views because no new information appeared. Saturation was reached. 

Table 3 presents information about new categories that developed. 



Table 3. Introduction of Additional Categories After Focusing Interviews 

Phase I  Phase I I Phase I II Phase IV Phase V 

Preemie We Hurt Ritual Becoming Comfortable 
"A Real Person" I  Relief Going to the Learni ng 

Funeral 
Learni ng 

Others That Died Parents Helplessness Open Rewards 
Communication 

First One Mother Regret 
Father Gui I t Consoli ng Searching 

Awareness Other Family Anger Finding a Meaning 
Members 

No Chance Frustration Talking/Sharing Spi r itual 
The Right Decision The Special One Withdrawing Cryi ng 
Better Off My Baby Never Again Quiet Moments Skil ls 
Clinical Signs Attachment Self Blame Reconfirming 
I  Knew They Drai ni ng 
The Code Judgment Suffering Recogni zi ng 

the Loss 
Di sappoi ntment Reaching Out 

The Moment 
Empty Arms Empathy Silence 

Sadness Wanting Information 
Home 

Betrayal 
Prevention 

Overwhelming 
Sympathy 
Understandi ng 
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At this point of data collection, I  felt comfortable classi

fying the categories into phases but I  felt that several l inks were 

sti l l  missing. One of the questions going through my mind that concerned 

me was 'How did the categories representing the families and parents 

l ink to other categories'. Comforting the parents seem to be a property 

of Phase II, but I  felt a need to explore the theme closer. Another 

area of question I  had was about the anger the nurse had talked about 

in interview two. Although the fourth nurse expressed some dissatisfac

tion with her peers' response to a death in the unit, she did not 

express her anger as strongly as did the other nurse. A third area 

I  wanted to focus on was, how do all the feelings expressed in the 

interviews l ink together into a phase. With these questions in mind, 

I  began to focus my interviews towards refining the categories in each 

phase. 

At this point in the interviewing, I  had learned that the 

nurse did not need to be present when the baby expired to elicit a 

response to this event from the nurse. I  selected the seventh nurse 

to be interviewed because although she was not present at either of 

the deaths she was involved in, she sti l l  had strong feelings about 

the death experience. I  was interested in how she handled her feelings 

and i f  the same time process and themes came up that the other nurses 

had discussed. Her comments included "I was there when he pulled i t 

(catheter for dialysis) out, I  knew i t  was l ike just a matter of time". 

"I remember clearly and I  really felt l ike I  was contributing to her 

death." Her reaction to the situation was "They (physicians) pulled 

i t out and I  requested not to have her after that". "I felt l ike I  
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had given all this work to get her stabil ized and looking better and 

she responded but we took i t  all away." The infant's death did not 

stop the nurse's reactions to the situation. She asked these questions 

of another nurse. 

How long did i t  (the death) take was l ike 
my f irst question. What day? How long 
did i t  take? Who was there? How did i t  
happen? Those were the questions I  asked. 
Were they (nurses) holding her? Were the 
parents there? And when I  found out i t  
(the dying process) was done well. 

This nurse continued .to care about the infant, even when she 

was not the caregiver at the time of death. The important information 

of this interview was that the nurse's compassion did not stop. She 

proceeded to describe her experiences in the same manner as the other 

nurses—finding out about how the death occurred and relating these 

details to how she felt. Another category was introduced which was 

labeled Wanting Information. This category contained data that des

cribed how nurses tried to seek out information about the baby's death 

after i t  happened. An example of a data piece included her asking 

another nurse afterwards "How long did i t take was l ike my f irst 

question". 

A f inding from this interview suggested that the seventh nurse 

was always learning from her encounters with death. She provided 

several examples of learning. A data piece to support this was "I 

think I  learned a lot where I  could intervene (making suggestions 

about the infant's care when she had a concern), more than I  did". 

This nurse made observations about how other nurses in the unit handled 

the death experience. This nurse watched another nurse hold a dying 
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infant because the parents had elected not to be there when the baby 

expired. "She did i t  beautifully." 

A new category labeled Ski l is was introduced at this time and 

described another learning aspect of taking care of dying infants. 

Nurses must learn how to handle the clinical care for dying infants 

while providing the emotional care as well. Data for this category 

were "I realize too that you're wrapped up in your technical aspects 

a lot of times (concentrating on the clinical care instead of inter

acting with the parents)". "A lot of things (procedures) were going 

on with this certain baby I 've been talking about, a lot of i t  (nursing 

interventions) was new." 

I  compared this nurse's learning experiences to the fourth 

nurse's learning experiences to identify some l inks between the cate

gories from Phase V. After I  examined the data more closely, I  

discovered that several of the nurses had recalled many situations 

in which they attained new knowledge about how to handle an infant's 

death. I  felt that the learning phase remained dynamic and occurred 

later on, after the nurse had time to reflect back on the experience. 

The other focus that arose from this interview was the descrip

tion of a certain moment that developed during the death scene that 

this nurse found diff icult to handle. This triggered a thought and 

I  re-examined the transcriptions of the interviews. There are points 

during the dying process that all the other nurses felt were almost 

unbearable, and their feelings overwhelming. "I felt i t  very hard 

to be involved in a decision l ike that and to be actually doing some-" 

thing l ike that and not.... I  felt attached to her." I  went back and 
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one", "thought i t  would tear me more than anything", "the hardest 

part for me is taking the baby to the morgue, leaving the baby on 

the cold and walking away". One nurse described this moment as: 

The hardest thing I 've ever, ever had to 
do, just a second (her voice choked) 
was after we dressed him, the parents were 
in the nesting room while we were doing 
all that stuff, and we had to carry him 
from back there to the nesting room. That 
was the hardest thing I 've ever had to do. 

A new category was introduced here, labeled The Moment. This 

category contained data about the moments nurses felt were diff icult 

for them to handle. I  felt that all the feelings described in Phase 

I II could be l inked to a moment that the nurse identif ied as diff icult 

to handle. 

This seventh interview provided an important focus about 

feelings and the death situations. In addition, this interview pro

vided a focus in finding out how nurses deal with their feelings. 

This nurse was observing a death scene and felt a strong desire to 

hold the baby. "I just wanted to take the baby in my arms." The 

category of Consoling contains data about nurses holding the baby. 

Holding the infant provided the nurse with a way to comfort herself. 

The seventh nurse also responded to her colleagues' reactions 

after the death of one of the babies she cared for. "Nothing was 

ever said to me because I  wasn't there when she died." "I would have 

l iked someone to acknowledge the fact she did die." One point made 

by this nurse not previously mentioned by the others was her need 

to forgive and understand mistakes of other colleagues. "I believe 
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God needs to help me in that area to be more gracious." A category 

called Understanding was created to contain the data reflecting the 

nurse's feelings of trying to assess the situation and 'understand' 

what happened. Init ially there was some anger felt by this nurse 

but also a period later where she was appraising the facts surrounding 

the death experience. By trying to gain insight into her colleagues' 

reactions, this nurse was able to acknowledge her own feelings of 

loss for the baby. 

Two other new categories emerged after this interview. These 

included Sympathy and Silence. 

The Sympathy category described the feeling nurses have for 

other nurses when they are caught up in the "code" and cannot handle 

the situation. 

The category of Silence reflected how nurses perceived the 

responses within the unit after a baby has died. One data piece for 

this included "You could tell obviously she was gone but there wasn't 

even any discussion". 

I  wanted to focus the next interviews in finding out how nurses 

dealt with their feelings about the parents, the baby, their colleagues 

and peers, and f inally themselves. 

Nurses described acute death as very quick and unexpected: 

the intensity of the situation leaves the nurses drained. Parents 

are grief stricken by the sudden loss of the baby. I  wanted to focus 

on what kind of responses are elicited from a nurse who takes care 

of infants that are crit ically i l l  and may die at any moment. 
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The eighth nurse interviewed had many experiences with acute 

death. She described her main feeling as anger. "Anger, always anger, 

and empathy for the parents." This nurse directed her anger at the 

medical team and management of the unit and circumstances surrounding 

the death. "You get very l i tt le support out of the management." "So 

many times in this unit, the events leading up to a neonatal death 

are circumstances that maybe couldn't have been changed but for the 

most part are things that i f handled differently could have been 

changed." 

Here again, anger became an important issue of an interview, 

so I  compared the data from interview number eight with data from 

interview number two. Both of the nurses placed the blame of the 

baby's death on the medical team members. Neither of these nurses 

were recognized for the loss and I  felt this influenced their response 

to the situation as they reflected about the experiences. The data 

from these two interviews were very different from the other inter

views, but also significant. The l ink I  identif ied was that unless 

a nurse is comforted for her loss by her peers and colleagues in a 

way she f inds supportive, she responds to the situation in anger. 

I  developed a new category called Home from the data in inter

view eight. This contained data about nurses' expressing the desire 

to be at home after the baby's death for however long they needed. 

Because of the death, nurses felt they could not give any more to 

other patients or families. Data to support this category were "I 

didn't get the day off, I  had to stay". "It is very hard for me to 

take care of (after one has) a baby that has died." 



The ninth interview was with a nurse who started her career 

in NICU and has never worked in other clinical settings. This nurse 

was mentioned by her peers as a role model. She has been a part of 

several types of deaths that have occurred in the unit. I  wanted 

to focus on her responses to the parents and infant and how she cared 

for herself. Her f irst statement was "no matter how prepared I  am 

i t  is always diff icult". Her feelings were "disappointment" and 

"anger, not wanting to place the blame on anybody but very upset that 

a baby doing well had to come to this extreme". However concluded, 

"I honestly don't believe one particular thing or one person is to 

blame for what happened". She described her feelings after a baby 

died as "t ired", "emotionally drained". Her responses are "I went 

home and cried". She also wanted to hold the infant. "It made me 

feel good to know I  was comforting her in the last stages." "It was 

important to me, I  needed that too." This nurse's interview supported 

the findings from the other interviews. 

One important aspect of this interview was that she pointed 

out "I sti l l  to this day have a diff icult time trying to find the 

right words to say to them (parents). I  just don't know what to say. 

Sometimes I  feel l ike a f i fth wheel." After all her experiences with 

death, she sti l l  felt uncomfortable dealing with parents. The signifi

cant f inding of this interview is that learning to respond to the 

parents is a separate phase that nurses must go through with each 

new death experience. 



The data from this interview also suggested that this nurse 

tried to find some understanding about what occurred before and after 

the deaths. This nurse mentioned being angry but she blamed herself 

instead. "I thought i t  was something I  did wrong taking care of the 

infant." She resolved this by "Now I  understand that i t 's usually 

that's what everybody does (blame themselves), that this (death) is 

going to happen so in a way that makes i t  easier to deal with". 

The last several interviews were with very experienced nurses 

from different shifts. I  selected one nurse because she was several 

years older than the other nurses despite their advanced clinical 

expertise. Another nurse was selected because of her interest and 

work in death and dying. A male nurse was interviewed to compare 

his responses to his "female counter parts". The f inal nurse was 

selected because of quiet and noncommital behavior towards all experi

ences that occurred within the unit. These last several interviews 

refined the process identif ied and clarif ied the relationship of the 

categories within each phase of the process. 

Category Refinement and Amalgamation 

Additional categories emerged from the data. Several other 

categories were collapsed into other categories making them more 

specific in nature. Instances that contradicted or did not f i t in 

with the criteria identif ied for specific categories were compared 

to establish l inks between categories. Table 4 presents refinement 

and amalgamation of categories. 



j  Table 4. Reduction and Amalgamation of Catogories 
I 

Phase I Phase I! Phase II! Phase IV Phase V Phase VI Phase VII 

Awareness — Warnings Mother — Survivors i Searching 
I Knew Father Wanting 

Information — Coonunlcate 
They Rewards 

Clinical Signs Family Members Hurt — Feelings Reconfirming Finding a 
Parents Relief Talking/Sharing Recognizing Learning—Expertise Meaning—Explanation 

We Helplessness the toss Becoming Spiritual 
Hy Baby — Beloved Regret Quiet Moments — Separation Going to Comfortable Better Off 

Overwhelming The Special One Gul It Withdrawing the Skills 
A Real Person Frustration Never Again Funeral 

Code Self Blame 
Never Again 

Judgment Understanding — Honest 
Empathy — Coapasslon Draining Consoling — Touch Si lence Open Communication 

No Chance — Diagnosis Sadness Suffering Reaching Out Prevention — Blame 
The Right Decision 

Rituals 
Disappointment Sympathy Anger 

Betrayal 
Preemle — Deceased The Moment Cry 
Others That Died Empty Arms 

Attachment 

Cry 

First One 
Empty Arms 

Attachment 
Home 

cn 
KO 
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The categories of 'awareness', ' I  knew', and 'cl inical signs' 

were collapsed under the category labeled Warnings. This category 

described how nurses picked up signals or cues that this infant was 

going to expire soon. These cues came from the baby or the "feeling" 

of the unit. Data examples included "It was l ike they (the nurses 

and doctors) were watching for signs she was going to die". "That 

helps me get organized that way and look for subtle, subtle signs." 

A new category emerged and was labeled Overwhelmi nq. This 

category described part of the intensity associated with a baby requir

ing aggressive medical management or resuscitation measures. Data 

examples were "The acuteness of the situation, you need to act now, 

and all the other sort of things that needed to be done (laughs) f ive 

minutes ago." 

The category of Diagnosis resulted from combining the categories 

'no chance' and 'the right decision'. This category described the 

knowledge the nurses had about the baby's condition as being terminal 

and despite aggressive medical and nursing interventions the infant 

was probably going to die anyway. One nurse stated "realistically 

you know they (crit ically i l l  infants) are so bad and you really 

shouldn't be doing these things (medical interventions) for them". 

Another said "It (death) was the ultimate for her, ult imately i t  was 

going to happen and I  realized that". 

The categories of 'mother', ' father', ' family members' and 

'parents' were collapsed under the category labeled Survivors. Nurses 

related details about the parents and family that made a particular 

death sad or one death very unfortunate. Data examples that supported 
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this category were "Again these parents had had another child who 

died at the age of three months, again from congenital heart diseases". 

Nurses described the parents as "these parents were real tearful", 

"this mom really loved him" and "the parents responded really well". 

The common theme among all these descriptions was that they were about 

the bereaved family or the survivors of the death. 

The categories 'preemie1, ' the others that died1, and 'the 

f irst one' were collapsed under the category labeled Deceased. Nurses 

discussed their general experiences they had with infant deaths. 

Their expression of voice remained the same and they did not change 

the tone of their voices. On the other hand, other nurses changed 

the quality of their voices and expression when talking about a special 

infant. The category of Beloved emerged from the collapsed categories 

of 'my baby1, ' the special one', and 'a real person'. The Beloved 

category described how nurses talked about the infant as someone they 

cared for and someone they missed. "He was my baby. And now my baby 

went to heaven." "I was thinking about the things I  would l ike to 

tell him but I  didn't want to say i t  out loud." 

The category of Compassion was developed from the categories 

of 'empathy', and 'sadness'. This category contained the nurses' 

reactions to the parents and their loss of the baby. The nurses felt 

sad that the parents had to experience this loss. Statements l ike 

"my heart broke for them" and "the holidays wil l never be the same 

for them" convey the pity nurses felt for the parents. The nurses' 

personal feelings suggested the sorrow they felt about the fact; an 

infant had died. One nurse said "I think i t might have been possible 
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for him to grow up". Another nurse voiced this statement, "I was wrap

ped up in the skil ls and I  forgot to interact with the baby unti l 

towards the end". 

The category of Empty Arms expressed the awareness nurses devel

oped that the parents went home without the baby. Data for this include 

"They (the parents) really had said goodbye to him the day before and 

left". "You just wonder...what do they do." 

The category of Feelings resulted from collapsing the categories 

of 'hurt', 'relief', 'helplessness', 'disappointment', 'regret' 'guilt1, 

' frustration', 'self blame', 'suffering', and 'draining'. Nurses felt 

all sorts of feelings during the dying process that cannot be expressed 

by one word, but the feelings would vary, even from moment to moment. 

This category included all the feelings described by the nurses. State

ments included "it 's very, very hard to let them go", "he's dying and 

won't come back", and "this had to happen". 

The category of Moment described the particular points during 

either the dying process or after the death that nurses felt were very 

painful and very diff icult to handle. Data examples included "It was 

their hopes and dreams dying in front of their eyes; I  felt sorry for 

them". "That's when I  lost i t, that's when I  knew he was dying." 

The category of Communicate resulted from combining the cate

gories of 'reconfirming', 'wanting information', and 'talking/sharing'. 

This category expressed the nurses' need to talk about the situation, 

to verbalize about what happened and how they felt. One nurse stated 

"Usually I  talk about i t  with somebody, either this other nurse I  was 

close to or this good friend of mine". Another nurse commented "(after 
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phoning another nurse in the unit to inquire about a baby) I  wanted 

to know how long this (the death) was going to take". 

Collapsing the categories of 'quiet moments', 'withdrawing', 

and 'never again' created the category of Separation. The category 

described how nurses felt a need to put some distance between themselves 

and the situation. The space gave the nurses time to be alone and 

cope with their feelings about the death. Data included "A lot of 

times afterwards, what is real helpful is to let the nurse whose baby 

had died, have her time alone to do her charting". "I couldn't be 

there anymore." 

The categories of 'console', 'reaching out', and 'sympathy' 

were combined to form the category of Touch. The category described 

how nurses needed to make contact with another human being, especially 

with the baby, to comfort themselves or to offer comfort to their peers. 

Nurses statements were "You know they (other nurses) are going to say 

no but touch them (the nurses) in some way to let them know you under

stand" and "I held her (the baby). I t was important to me at the time." 

The category of Expertise developed from combining ' learning', 

'becoming comfortable', and 'skil ls'. The category expressed how nurses 

were becoming more familiar with handling the whole process of dying 

and feeling comfortable in their changing roles. "A lot of i t  was 

new." "Each successive time, you learn more about the different roles 

in a code and feel more confident about actually doing i t." 

The Honest category resulted from combining the categories of 

'open communication' and 'understanding'. This category expressed 

the nurse's truthful assessment about the death event particularly 
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tell ing the parents about the infant's condition and the nurse's own 

evaluation with the physicians. One nurse said "You work on such a 

factual basis all the time, you tend to lose sight they (physicians) 

are actually human beings too". Another nurse expressed herself as 

"I felt bad for the parents because they came in and i t  would be 'she 

looks so good today compared with yesterday' then you approach them 

about turning off support or withdrawing support'". 

The category of Blame resulted from combining the categories 

of 'prevention', 'anger', and 'betrayal'. The category described how 

nurses were angry because of a baby's death and expressed this anger 

by blaming the medical team for the baby's death. One nurse stated 

"It (the death) ruined a couples' hope, opportunity, and maybe future 

kids that may never be because of this kind of thing (not intervening 

when the nurse thought the medical team should)". Another comment 

stated "Just very upset that a baby doing so well would have to come 

to this extreme (the symptoms were not picked up on sooner by the medi

cal team)". 

The categories of 'spiritual', 'better off ' and 'f inding a 

meaning' were collapsed under the category labeled Explanation. The 

Explanation category indicated how nurses tried to explain why an infant 

died. This category suggested that explaining a death gave the nurses 

either comfort or satisfaction that the infant was not suffering any

more. Data examples included "You know what I  mean, he f inally is 

going to get to rest". "I know for everyone that dies there are three 

or four that we do a good job on and send out of here". 



These categories were reviewed and evaluated by a colleague 

for clarif ication and to assess i f  the meaning was represented by the 

category label. The next section l inks these categories to those con

cepts emerged from the data. 

Emerged Concepts 

Seven major concepts emerged from the data in these interviews. 

These included the concepts of Departure, Bereavement, The Hardest 

Moment, Fortif ication, Lack of Recognition, Appraisal, and Philosophy. 

Appendix C contains the labeled concepts and their categories. Table 

5 summarizes the findings of the data within each concept. This section 

wil l explain the meaning of each concept. 

Departure is the f irst concept. This concept is defined as 

the phase just before the infant dies. The "nurse becomes aware that 

the infant is crit ically i l l  and may not survive. There is a team 

effort with the medical staff to keep this infant alive. The diagnosis 

of the infant determines the intensity of the situation. When the 

decision has been made to allow the infant to die without resuscitation 

measures, this gives the nurse time to be aware of the immediate death. 

Sometimes the infant can die unexpectedly, leaving the nurse unprepared 

for the event. The majority of the infants do require resuscitation 

measures and the nurses must learn to handle this highly charged and 

intense situation. Then suddenly the infant is dead and the "code" 

is stopped as suddenly as i t  was started. There is no guarantee for 

the nurse that the infant she is caring for wil l not die during her 

shift or later on. This is a phase that all the nurses must prepare 



Table 5. Emerged Concepts 

PHASE I PHASE II PHASE III PHASE IV PHASE V PHASE VI PHASE VII 

DEPARTURE BEREAVEMENT THE HARDEST MOMENT FORTIFICATION LACK OF RECOGNITION APPRAISAL PHILOSOPHY 

Warnings Survivors I Communicate They Rewards Searching 
We Beloved Feelings Separation Recognizing the Loss Expertise Explanation 
Overwhelming Compassion The Moment Touch Going to the Funeral Honest 
Code Ri tua 1 s Cry Judgment Blame 
Diagnosis Empty Arms Home Silence 
Deceased Attachment 



The categories of Warninqs, We. Overwhelming, Code Diagnosis, 

and Deceased are contained under the concept of Departure. Nurses 

were able to pick up signals from the baby's condition and the atmos

phere of the unit that a baby was dying. These warnings helped the 

nurses to be prepared in case the infant died. Generally, most nurses 

were aware that an infant was dying in the unit and respected the 

bereaved parents' needs. The We category expressed the team effort 

made by the medical and nursing personnel to keep the baby alive. There 

was a united effort to keep the infant alive and a tremendous amount 

of hard work put in by the nurses themselves. The Code category des

cribed this part of the phase. The nurses have worked to keep the 

baby alive but the infant goes into cardiac arrest. Many people descend 

upon the situation, doctors start yell ing for medications, cardiopul

monary resuscitation is started, the infant is fading, the adrenaline 

is going for all involved and the nurses are expected to handle the 

whole situation. The category Overwhelminq describes the intensity 

of the situation and the feelings nurses have during the resuscitation. 

The parents might be there or they may need to be contacted. Then 

the decision to stop the resuscitation is made at some point and the 

infant pronounced dead. The Deceased category described the babies 

that did not survive. These babies belonged to the survivors, the 

parents. The parents were left grief stricken by the loss of. these 

babies. The Diagnosis category was the qualif ier of the concept. 

The resuscitation measures are not done on every infant nor do nurses 

feel that they should be. Nurses felt infants who would die despite 

what was done should be allowed to do so in peace. 
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The next concept of Bereavement concentrated on the parents' 

grief reaction and the nurse's response to the situation. Within a 

matter of minutes, the nurse shifts from "saving" an infant to "consol

ing" the bereaved parents. This time frame was a period of great 

compassion and shock for the nurse. The immediate responses were to 

take care of the parents which include encouraging them to hold the 

baby, comforting crying parents, saving momentos for the parents, and 

sending the parents home without the baby. At some time during the 

phase, the nurse recognized that she is sorry that the baby she has 

cared for has died. The stronger the attachment a nurse has, the harder 

the death was for her. This phase ended when the parents went home 

without the baby. 

The Survivors, Beloved, Compassion, Attachment, Rituals and 

Empty Arms categories were included under the concept of Bereavement. 

The Survivors category described how the parents and family survived 

the crisis of death that occurred. The parents needed to be comforted 

by the nurse. The Beloved category expressed the close feelings the 

nurse had for a special baby that died. The Compassion category were 

the feelings the nurse had when the parents heard by the pronouncement 

of the baby's death. The feeling stemmed from the nurse's feeling 

of attachment, empathizing with the parents about their loss and feeling 

sad over the whole event. The Rituals category were the procedures 

that the nurse followed after the baby died. The nurse encouraged 

the parents to participate in these procedures as much as possible 

to facil itate their grief. These procedures gave the nurse a routine 

to follow after an infant death. The Empty Arms category described 



the f inal outcome for the parents, going home without their baby. The 

category of Attachment was the qualif ier for this concept. Nurses 

have different degrees of emotional investments for either the baby 

or the parents. 

The next concept of The Hardest Moment labeled how the nurse 

felt when the baby was dying and how she felt after the infant had 

expired. These feelings became very real when the nurse had to do 

something she found very diff icult. These moments expressed the painful 

blows that assaulted the nurses as they tried to care for the parents 

and the dying infant. These feelings were overwhelming and intense. 

The categories of I_, Feelinqs, and Moment are contained under 

.the concept of The Hardest Moment. The category of X suggested that 

the nurse was aware of the own emotional turmoil going on inside. The 

nurse identif ied herself as alone now, not part of a team anymore. 

The Feelings category described all the emotions that she felt. The 

major theme was that the death experience is 'hard' to handle and 

emotionally very diff icult. The Moment category pinpoints the hardest 

moments the nurse had to confront. 

The concept of Fortification was the next one to emerge. This 

concept was the phase of self nurturance that occurred after an infant 

death. The phase described the responses that strengthen her during 

the dying process. These responses can be either a way to release 

the tension, a reaction to the sorrow, or getting away from the emo

tional impact of the situation. The onslaught of feelings created 

an emotional havoc for the nurse, therefore order had to be 



re-established. These responses gave the nurse strength to adjust 

to the situation. This phase ended when the nurse went home from her 

shift. 

Four categories providing the data for the next concept of 

Fortification were Communicate, Separate, Touch, and Cry. The category 

of Communicate suggested how some of the nurses needed to talk about 

the facts surrounding the event and how they felt about the dying 

process itself. Talking about the death let the nurses release their 

feelings, answered their questions, and brought some reality to the 

situation. The Separation category suggested that nurses recover from 

the event by removing themselves from the unit or discouraging inter

action with their peers so that they could sort out the complex feelings 

that were occurring. Nurses needed these moments to collect themselves. 

The Touch category suggested that the nurses needed to make contact 

with either their peers or the baby. Touch was a therapeutic measure 

which nurses used to comfort others, thereby comforting themselves. 

Touching or establishing contact with another person provided the nurse 

with strength to endure the situation. The category of Cry described 

the physical release nurses used most, crying. When the sadness became 

overwhelming or watching the pain of the parents touched the nurses, 

then crying became the natural release to let go of the emotions. 

Lack of Recognition was the next concept. This concept was 

the silence that occurred in the unit and the effect silence had on 

a nurse. First the infant died, a new isolette was moved into the 

baby's spot and then a new infant admitted into the same spot. The 

nurse needed a period of mourning to follow a death she had encountered. 



The unit 's atmosphere changed each time a baby died but no one discussed 

the event. The nurse wanted to feel comfortable expressing her feelings 

about the loss, and also feel that she can get the support from peers 

she needed. This 'si lent conspiracy1 angered the nurse and induced 

her to make harsh judgments about the people involved with the death. 

The nurse wanted some recognition for the event that just took place, 

for someone to remember about the baby she cared for. This phase ended 

when the nurse realizes that peers and colleagues do not want to discuss 

the infant that just died. 

The categories of The.y, Acknowledgment, Judgment, Si lence, and 

Going to the Funeral are contained under the concept of Lack of Recog

nition. The They category suggested that the nurse wanted the medical 

staff to admit defeat when the situation became hopeless. At t imes, 

the medical interventions for a terminal infant appeared harsh and 

cruel to the nurse. The nurse felt the fight was over and prolonging 

the death caused needless suffering for the baby. The category of 

Acknowledgment suggested how the nurse knew by some detail that a death 

has occurred. This 'knowing' encouraged the nurses to express them

selves either by helping each other with the death experience or 

confronting the situation themselves. The Judgment category was the 

nurse's reactions to her peers who avoided the subject of death. The 

nurse felt that her peers were ignoring the parents' feelings and not 

addressing the problem. She interpreted this behavior as uncaring 

about dying infants or bereaved parents. The category of Silence 

suggested that death would not be mentioned by anyone in the unit. 

This silence denied the fact the event ever took place, and did not 
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encourage the nurses to discuss their feelings about the subject. The 

category Going to the Funeral represented how some nurses respected 

grieving rituals. This was offered as a gesture of support for the 

parents but did not f inalize the event for themselves. The recognition 

went to the parents, not the nurses. 

The next concept to emerge was Appraisal. This concept was 

an evaluation phase where the nurse assessed the value of the situation 

and the items she learned from the death experiences she has been a 

part of. The nurse examined closely the details surrounding the 

resuscitation, the parents' response to the nursing care, the part 

played by other professionals, the mistakes of others and how she 

handled herself. After appraising the situation, the nurse decided 

what her level of comfort and understanding about the situation was, 

while some of the other nurses expressed their anger by blaming the 

medical team for the death of the baby. These nurses never could under

stand the circumstances of what happened and why the infant died. 

The categories of Reward, Expertise, Honest, and Blame were 

included in the concept of Appraisal. The category of Reward suggested 

the positive things the nurse gained afterwards. The positive effects 

encouraged the nurse to care for other terminally i l l  infants. The 

Experti se category described what the nurse decided what she was good 

at and what she needed to work on. One of the nurses did not feel 

comfortable consoling the parents, whereas another felt unsure about 

her role during a resuscitation. The Honest category explains how 

the nurse tried to be more honest with herself and with the parents 

about the situation. The nurse tried to improve her understanding 



about the death experiences. The Blame category suggested that some 

of the nurses were angry about the situation and were f inding fault 

with the circumstances leading up to the death. Nurses needed to over

come their anger to appraise a death experience for value. 

The f inal concept is Philosophy. This concept subsumed the 

phase of internalization that the nurse proceeded through. The nurse 

already had some concept about death and dying but as she became more 

experienced with the event, ideas changed or were tested by the loss 

of a special baby. The nurse searched for the answers to the question 

of "why do babies have to die?". Finding the answer provided the nurse 

with some degree of comfort that perhaps the baby is in a better place 

and is better off now. 

The categories of Searching and Explanation were contained under 

the concept of Philosophy. The category of Searchinq suggested that 

the nurse has to look for reasons as to why some infants die and others 

do not. The nurse taking care of terminally i l l  babies has to confront 

her own feelings of mortality and the mortality of her own loved ones. 

The Explanation category suggested the nurse needed to explain the 

occurrence of infant's death. The nurse felt consoled, believing an 

infant went some place 'better', that perhaps the baby's spirit is 

sti l l  alive some place, or now the baby is at rest. These explanations 

softened the f inality of death. 

Conceptual Model and Identif ied Relationships 

This section wil l present the conceptual model as developed 

from the theoretical coding of the data. This section also uses the 
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available l iterature to support the emerged concepts and the linkages 

(hypotheses) proposed between the identif ied concepts in this research 

study. Table 6 presents the emerged concepts and the linkages proposed. 

Figure 1 portrays the conceptual model developed from the data. 

This model diagrams the phases of adjustment the nurse proceeds tthrough 

before and after an infant dies as interpreted by this investigator 

from the data obtained in this study. 

The model is represented by a helix and each loop represents 

a death experience of a nurse. The concepts are phases outlined on 

the loop that the nurses wil l proceed through. As the nurse learns 

to adjust to each phase, the loop wil l become smaller, reflecting a 

quicker progress through the process of adaptation. When another 

experience with death has occurred, then another loop is formed, however 

the circumstances wil l determine the size of the loop. Unfortunately, 

when an infant's death has been particularly diff icult for a nurse 

to handle then the loop wil l be bigger reflecting that a slower pace 

of adjustment has occurred. Thus, the loops build into a helix and 

the helix represents a chain of continuous adaptation of the nurse. 

The loop sizes wil l vary with each individual experience of death. 

The f irst phase of the model is represented by the concept of 

Departure and is indicated near the bottom of the loop. The Departure 

of the infant starts the process and init iates the beginning of adjust

ment the nurse must proceed through. This part focuses on the clinical 

care of the infant during the dying process and whether the infant 

wil l require resuscitation measures or not and how unexpectedly the 

infant dies. Often, this phase includes the amount of v/ork invested 



Table 6. Summary of Emerged Concepts 

Descriptions of Examples of Actions Outcome of 
Phase Persons Involved Taking Place Feelings Described Event 

Departure "We" physicians, "Code": resuscitation "Overwhelming" Death of 
NNPs, -already coded all -acuteness of the the baby 
nurses day long situation 

-extra long code with -very quick 
Deceased (baby) extra measures -just too much 

Bereavement Survivors Rituals Attachment Sending the 
-this mom really -take pictures -you bond with parents home 

loved him -let parents hold every baby without the 
-the father was the baby Empathy baby 

just furious -have the baby -my heart broke -taking (him) 
baptized for them away from 

-the last weight Sadness the mom 
-take footprints -there was no 
-locket of hair beat... it was sad 

The Hardest "I" (nurse) The Moment Being hard Leaving the 
Moment -I really felt that -was their hopes and -blamed myself baby in the 

-I feel 1ike.... I  dreams dying in front -emotionally t ired morgue 
feel real.... of their eyes -very frustrating -leavi ng 

-the worst thing was -was something we the baby 
to watch the mom go mi ssed on the cold 
through that (hurting) and walking 

away 

<J1 



Table 6. Continued 

Descriptions of Examples of Action Outcome of 
Phase Persons Involved Taking Place Feelings Described Event 

Fortif ication I I  J  I f  Communicate BuiIdi ng Strength Not being 
-I felt good -have to verbalize i t  -it reassures you able to go 
-I stayed with Separate are OK home 

them (parents) -need to get away and - it 's easier to -had to stay 
couldn1t disassociate yourself deal with 

-had to stay 
couldn1t 

Cry -as soon as I  got to go home 
-the mom hugged me and hold him I  knew how 

we cried together much I  needed that 
Touch 
-real important for me 
to hold him (baby) 

Lack of I I  J  M Acknowledgment of Judgmental 
- just don't think 

Silence in 
Recogni t ion "They"-phys i  c i  ans the death 

Judgmental 
- just don't think the unit 

-residents -wish we got more they care about the -not even 
-NNPs recognition from the baby dying a word was 

-they just come management -should just get said 
back to announce -just remember how nice out of nursing -nothi ng 
the baby everybody was to me was ever 

said to 
me 



Table 6. Continued 

Descriptions of Examples of Actions Outcome of 
Phase Persons Involved Taking Place Feelings Described Event 

Appraisal "I" Gains Finding fault Finding values 
-I 'm glad I  was there -they did not care out of the 
Becoming an expert -could have been death 
-I handled i t  wel1 prevented experience 
-took a long time Being comfortable -other people 
to learn - it 's not as scary were crying 

Learning to be honest as the f irst time and I  felt 
-need to accept - just gets more that was 

those things comfortable really good 
-they (medical staff) Understanding 

are humans too -a certain respect 
between us now 

Philosophy l l j l l  Explaining death Searching Baby is 
-he's f inally going to -just the hopes in "better off" 

get rest beginning that we -what they've 
-makes me look at my are doing something got is so 

own mortality good here much greater 
-everybody is here for -I don't know i f  I  than what 

a reason know how to resolve 
i  t 

we could 
ever get 
on earth 



Fortification 

/ The Hardest 
/ Moment 

Lack of 
Recognition 

^ Bereavement 
Appraisal J 

Jf \ De/th 

/ Philosonhv 1 

Bereavement 

Death 
# 

Departure 
Departure 0 

Time 

Fiaure 1. Chain of Adaptation 
CO 
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into the baby. Thus very crit ically i l l  infants increase the stress 

a nurse must adjust to during this phase. Vachon & Pakes (1985) identi

f ied several stress factors related to working with crit ically i l l  

children. However, the nurse tends to look for warning signs that 

this infant may go into cardiac arrest and this wil l assist the adjust

ment of the nurse by preparing her for the resuscitation. The diagnosis 

of the baby wil l determine whether the resuscitation wil l take place 

or not, consequently alerting the nurse again to acuteness of the situ

ation. 

After the death has occurred, a new phase starts and this is 

represented by the concept of Bereavement. The concept is represented 

on the right side of the loop, ascending up and is the next l inkage 

identif ied in the model. The nurse switches roles from caretaker of 

the infant to caretaker of the bereaved parents. This phase occurs 

immediately after the death. When the pronouncement of the death takes 

place, the parents are shocked and the nurse is the one left to take 

care of the parents. One nurse supported this relationship "the bottom 

l ine is you are going to be the one to be there with those people (the 

parents)". Thus, the nurse is held accountable for the comfort provided 

to parents (Campbell, et al., 1983). After the parents leave the 

hospital, the nurse then prepares to take the body to the morgue. 

The next phase identif ied in the model is represented by the 

concept of The Hardest Moment and appears on the right side of the 

loop, half way up. The moments during the infant's dying process make 

the nurse feel vulnerable to the feelings that are occurring. These 

feelings occur while she is caring for a dying infant, for example, 
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when she prepares the body to take to the morgue. Coody (1985) identi

fied this as an emotional awareness that nurses develop when they 

realize children might die. The NICU nurse relates these feelings 

to diff icult and sometimes very painful moments. One nurse supported 

this relationship with a comment, "I was OK the whole 12 hours as we 

sat there (the mom and nurse waiting for the baby to die) but after 

I  gave report I  went in the bathroom and cried my eyes out, then I  

was OK". The feelings of the nurse are associated with the events 

that occurred in the previous phases, Departure and The Hardest Moment. 

The concept of Fortif ication represents the next phase on the' 

loop and is near the top. As the nurse develops an emotional awareness 

about death, this leads to conflict about the event i tself. The nurse 

tries to deal constructively with these feelings and sort out the con

fusion by responding in a manner that is beneficial for her. One nurse 

supported this relationship by describing her experience. "Instead 

of suffering for a long time...the baby was better off. That was kind 

of a bad feeling at f irst, I  thought. I  didn't know i f I  should really 

feel that way but then I  talked to the neonatologist. He confirmed 

my feelings and I  felt better." These actions provide the nurse with 

some resolution to the immediate feelings that emerge from the previous 

phases described, however the nurse has to come to terms with working 

with dying infants and develop her own concepts about death. 

The concept of Lack of Recognition appears as the next phase 

on the left side, descending down on the loop. Realizing the infant 

has died, the nurse searches for clues to register this fact either 

among her peers, colleagues or within the unit somewhere. The loss 



of the infant needs to be recognized but the response is to hide the 

fact. Kubler-Ross (1969) established this fact that the medical and 

nursing professions do not feel comfortable with the subject of death. 

Several studies (Glaser & Strauss, 1965; Martin, 1982; Ross, 1981) 

have supported the idea that death is not a comfortable topic for 

nurses. Several nurses commented about the silence, "I would have' 

l iked someone to acknowledge the fact that she did die", and "I think 

so many people are afraid to deal with i t". The nurse is experiencing 

grief and expects a period of mourning to follow (Worden, 1982). 

The following phase on the loop is identif ied by the concept 

of Appraisal. This phase follows next because this is when the nurse 

begins to search for the values of the experience. How the experience 

was handled and the reactions of the people involved init iates the 

appraising phase. Worden (1982) says that one of the task of mourning 

is to adjust to an environment in which the deceased is missing. Thus 

the nurse needs to re-evaluate the work environment before caring for 

another dying baby. One nurse described this phase "Now I  realize 

you learn that you have to process each situation and f igure out i f  

i t (nursing interventions) means something". Vachon & Pakes (1985) 

recommended that nurses working with crit ically i l l  children explore 

their feelings and experiences in order to resolve the situation. 

Whenever a nurse can no longer f ind the value of work, then burnout 

can occur, causing the nurse to leave the unit without ever resolving 

the situation (Webster, et al., 1982). 

The concept named Philosophy identif ies the final phase on the 

loop before the cycle repeats itself. This phase is the philosophical 



awareness that occurs after an experience with death. Concepts about 

death emerge and are compared with the current ones held by the nurse. 

The NICU nurse resolves the death of an infant by deciding that the 

baby was now "better off". For example, Coody (1985) states that philo

sophical awareness is the last step of adaptation nurses move through 

when working with dying children. Also, resolution, acceptance, or 

restitution and recovery are described as the final outcome of mourning 

(Clark, 1984; Kubler-Ross, 1969; Bowlby, 1980). Worden (1982) describes 

the final task of mourning as withdrawing emotional energy and reinves

ting i t in another relationship. A nurse describes her philosophy. 

"After you look at i t  (death) and pull i t  (feelings) all together, 

you realize i t (death) probably was the best thing. They (babies) 

are more comfortable, they are at peace, they are with God and that's 

probably a whole lot better." The nurse resolves the death to her 

own satisfaction. 

The model that has been described suggest that nurses adapt 

in several phases that occur with an infant's death. Init ially, a 

nurse does not know for certain whether an infant wil l die while she 

is caring for the baby but looks for the warning signs that the depar

ture is close. After the death, the parents needed to be comforted 

f irst while the nurse tries" to understand and confront the feelings 

that emerge during the dying scene. The nurse's feelings are confusing, 

sad over the event but also realizing the baby may be better off. 

Somehow these feelings must be worked through so that the nurse can 

take action that wil l benefit her. After realizing that an infant 

has passed away, the nurse needs recognition that this infant is gone, 
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especially when the response of the people in the unit is to remain 

silent about the death. The nurse evaluates the death experience to 

her satisfaction and resolves the whole situation. This study does 

indicate that nurses do vary in times of adjustment to neonatal death 

experiences. There is overlapping of one phase into the next. The 

nurse sets the pace of progression through the process of adaptation, 

building upon each experience too. The process of adaptation does 

not end but the adjustment to each individual death changes each time 

the nurse is in contact with an infant's death. 

Summary 

To conclude, this chapter has described the characteristics 

of the sample used for this research, the processes the investigator 

used to analyze the data to develop the categories and concepts, and 

represented these concepts in a model to identify the relationship 

between these concepts. 



CHAPTER V 

CONCLUSIONS 

This chapter wil l present the conclusions of this research, 

implications for nursing practice, concluding remarks, and recommenda

tions for future study. 

Implications for Nursing Practice 

This section wil l examine how the proposed theory can be put 

into practice by health care workers. The goal of the investigator 

was to develop a theory by identifying commonalties among the responses 

of NICU nurses following neonatal death. Since this proposed theory 

is intended to be put into practice to help NICU nurses identify their 

own adaptive responses, the theory should contain the four properties 

of application as described by Glaser & Strauss (1967). 

1. The f irst property states that the theory must be closely 

related to the daily realit ies of the substantive area, deduced from 

the data obtained. The proposed theory i l lustrates the phases of 

adjustment the nurse proceeds through after an infant death. Careful 

analysis was made of the verbalizations of nurses describing their 

experiences with death. The step-by-step descriptions of abstractions 

of interviews portray how the nurses handle themselves when an infant 

died. Furthermore, validation of the proposed theory with the infor

mants suggest that the theory is closely related to what is actually 

going on. 



2. The second property states the theory should be understood 

by those who work in the substantive area and that the theory can be 

used in every day practice. This understanding can be crucial since 

i t is the nurse who wil l wish to apply the theory for herself. The 

investigator validated the theory with several of the informants there

fore was able to provide support for the second property. Although 

the NICU nurse becomes familiar with neonatal death, she has not 

explored the impact of this experience. Examining the knowledge gained 

from nurses' descriptions of their experiences would help other nurses 

identify their own kind of responses. Knowing what the phases are, 

the neonatal nurse is able to assess for herself at what point of the 

process she is in. Furthermore, the nurse can see the changes that 

occur from one phase to the next, going from a very clinically oriented 

phase during the resuscitation to a very emotionally draining phase 

with bereaved parents. Also, the NICU nurse can see the outcome of 

each phase. By having ideas about what to expect, a nurse can prepare 

herself for the moments of pain when the body of the deceased infant 

is removed from the parents' arms and sadness when the mother and father 

leave the unit. Consequently, this prior knowledge provides the nurse 

with examples of different kinds of responses and verif ies her own 

responses as normal or suggest alternatives that may help the person 

adjust to infant death. This model also suggests that the nurse needs 

to reach out to peers and help other nurses adjust to the death experi

ence. A nurse who takes care of an infant for many months becomes 

very attached to the baby and when the infant dies, this nurse needs 

to allow herself extra time to grieve for the loss. Acknowledging 



the death, encourages the nurse to grieve and work through anger. 

Also, prior understanding of this phase wil l help the NICU nurse to 

support other nurses but also encourage the nurse to reach out to other 

grieving health care team members. This model suggest education is 

the key response that encourages adaptation to infant death. Therefore 

i f  nurses use this theory in everyday practice, not only do they become 

aware of their own responses but the responses of others as well, thus 

breaking the "silence" and encouraging the mental health of everyone 

involved. 

3. The third property states that the theory have general appli

cation. Application of this theory to other areas of nursing has 

possible implications for identifying how nurses in other clinical 

f ields adapt to death. The l i terature suggests that death is an anxiety 

provoking event for nurses. Prior knowledge can reduce anxiety, there

fore this model provides nurses with an example of the responses that 

can occur after a death. However, this model cannot be generalized 

to other clinical areas unti l further investigations have been done. 

4. The last property states: The theory must enable the person 

who uses i t  to have enough control in everyday situation to make i ts 

application worth trying. This theory describes the responses of nurses 

and how they dealt with the situation of death. The theory provides 

the neonatal nurse with knowledge- about the phases one progresses 

through, the people involved, examples of actions, feelings that emerge, 

and outcomes of the event. The individual response of the nurse is 

left entirely up to her discretion and needs, however education provides 

the nurse with alternatives that may be employed or discarded as 
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appropriate. The NICU nurse can continually assess her adaptation, 

recognizing the changes that occur each time a baby the nurse cared 

for dies, and anticipate any problems that may happen. This model 

provides nurses with a knowledge base for understanding their own 

responses. 

Pi scussion 

Field & Morse (1985) suggest that sometimes the researcher wil l 

elicit data that does not "f it" in anywhere. I  have many examples 

of this type of data. I t is too meaningful not to include somewhere. 

On two days of data collection, two infants were dying. I  was 

not aware of this but my informants were. None of the informants were 

taking care of these babies but several other nurses who did not parti

cipate in the study asked to be interviewed. Suddenly, the nurses' 

interest in my study seemed to increase. Later on, I  was informed 

about the two babies' deaths and realized how important i t  was for 

nurses to talk about their experiences. Although I  wanted to talk 

to all the nurses interested, I  based my selection of subjects on 

theoretical rationale. 

The interviews were perceived by some of the informants as very 

therapeutic, discussing a topic no one ever asked them about before. 

One nurse came back to me later and said, "After we talked, I  realized 

for a long time I  didn't l ike taking care of babies because J.'s death 

bothered me for a long time". Another nurse said "I really needed 

to talk to someone, I  needed to let i t  all out but no one would talk 

to me". This statement was made several days after the interview. 
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During the time interval betv/een asking the informant to partici

pate in the study and actually conducting the interview, three of the 

informants took care of babies that died. One informant, after the 

interview, confessed to having taken an item to have something to 

remember the baby by. Another nurse said, "I was really primed for 

our interview, especially after that baby died. Just knowing we were 

going to talk made me aware of how I  should handle this death experience 

and i t  went beautiful. Everyone in the unit was moved by the death. 

I t was so right." The last informant cried and never could talk about 

any experiences with death but "felt much better knowing someone wanted 

to l isten".. 

The changes in voices, the tears, the breaks of silence in con

versation, the sighs, and the gestures of nurses holding the baby, 

were all examples of data that could not be individually described 

but did provide insight for developing emerging concepts. 

Recommendations for Future Study 

Recommendations for future study include: 

1. Replication of this study by interviewing nurses who have 

met the same criteria. This would develop the proposed concepts and 

their sequencing even further. Further exploration of these concepts 

and their relationships are needed for application to nursing practice. 

2. Replication of this study in a unit serving fewer babies 

with nurses who have met the same criteria. Nurses in a smaller unit 

are not exposed to death as frequently as nurses in a larger unit (due 

to numerically higher death rate of a larger NICU), and there are longer 
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t ime intervals between deaths for nurses to resolve'death experiences. 

Replication of this study would confirm i f the model holds up for 

different sizes of units. 

3. Replication of this study with nurses who choose to leave 

the NICU for various reasons. I t may be hypothesized that nurses who 

have left the unit did so not because of the experiences with death 

but because of the lack of recognition they received for an infant's 

death. Replication of this study might prolong the phase of ' lack 

of recognition' and uncover responses that did not come out in the 

f irst study. 
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Consent Form 

I  am being asked to voluntarily participate in a study t it led 
"How Nurses Adapt to Neonatal Death". I  understand the purpose of 
this study is to identify and describe the responses nurses have to 
neonatal death. 

I  understand the data wil l be collected in individual interviews 
during the next eight weeks. Each interview wil l last about one hour. 
The interviews wil l take place either in my home or the place of my 
choice at a t ime mutually agreed upon. The interview may be taped 
or notes may be taken at the time of the interview. 

I  understand for my protection and the confidentiality of the 
information obtained, all forms wil l be number coded to maintain anony
mity. The information obtained is intended for publication, teaching, 
and Master's thesis. 

I  understand there are no known risks involved in this study. 
I  may refuse to answer any question, may ask any question relevant 
to this study, or may completely withdraw at any time without incurring 
any i l l  wil l. There is no cost for participation in this study, nor 
wil l I  receive any payment. 

I  understand the benefit of my participation wil l increase the 
neonatal intensive care staff 's knowledge about responses to neonatal 
death. This wil l assist them in recognizing their own individual 
responses to neonatal death. 

I  have read the above Consent Form. The nature, demands, r isks, 
and the benefits of the study have been explained. I  also understand 
that this consent form wil l be f i led in an area designated by the Human 
Subjects Committee with access restricted to the principal investigator. 
A copy of this form is available to me upon request. 

I  will be provided with a summary of the findings upon request. 
I f I  have any questions concerning this study I  may contact the below 
named person at the address and number given. 

Lee Anne Ni chols 
1300 E. Ft. Lowell G-3 
Tucson, Arizona 85719 
Phone # 602-326-7180 

Signature 

Wi tness 

Date 

Date 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N .  A R I Z O N A  8 5 7 2 1  

C O L L E G E  O F  N U R S I N G  

MEMORANDUM 

TO: Lee Anne Nichols, BSN 
Graduate Student 
College of Nursing 

FROM: Ada Sue Hinshaw, PhD, RN Linda R. Phillips, PhD, RN 
Director of Research Chairman, Research Committee 

DATE: October 31, 1986 

RE: Human Subjects Review: How Nurses Adapt to Neonatal Death 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Subcommittee of the 
Research Conmittee and the Director of Research. A consent form with 
subject signature is not required for projects exempt from full Uni
versity review. Please use only a disclaimer format for subjects to 
read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director 
of Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

ASH/fp 
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Labeled Concepts and Categories 

Departure 

Warni ngs 

Awareness 
-I think for a good 48 hours people were aware that this was ult imately 

going to happen. 
-I don't think there are any of us who don't feel bad for the sake 
the child is dying, I  think that always touches some cord in somebody. 

-That helps me get organized that way and look for subtle, subtle signs. 
-Then in the code situation, or i f  the baby is a no code, starts to 

happen. 
-Usually i t  comes out in the open the baby is doing very, very poorly, 

and they don't think the baby's going to make i t . 
-It 's kind of weird in here; every body knows when a baby is dying. 
-Everybody kind of knows and yet everybody is kind of l ike 'Oh well, 
i t  hasn't happened yet'. 

-You get kind of a closeness that way. 
-If the baby is close to me in proximity, space wise, a few feet, I  

feel i t . 
-If my baby has me so involved that I  never see more than four feet 
in front from where I 'm standing.... yes, I  do feel i t . 

-I fee that... it doesn't affect me as deeply as i f  I'm not caring for 
the baby or i f... 

-It sti l l  affects me i f  I  ever get close to the family i f  the baby 
dies. 

-It was weird but i t  was sad, we laughed about stuff. 
-We knew we weren't really laughing. 
-Usually, that's the way i t  is even i f  it 's not my baby, and you know 
that's happening. 

-Just l ike tonight there was, is a baby that died, i t  was real bummed 
out. 

-It 's really weird, you can come in feeling great and you know... 
-You might not know the family but you sti l l  feel for them. 
-It 's just...(silence). 
-I remember one specific time and you could feel i t  in the unit. 

I  Knew 
-It was real quick, I  'know how sick he was, he was on the jet and 

everything. 
-I knew, Dr. X told me i f  he blew a pneumo (thorax), he probably would 
die. 

-I knew he was going to die. 
-It 's almost...when their eyes are shut you know they are worn out 

and t ired and they have i t. 
-I know they expected i t, cause J. had already been there that day 

and she had had a hard day. 
-Each day for the few days before we didn't think he would make i t  

anyway. 
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-I knew they were dying. 
-I did that to one baby, I  knew he was dying. 
-It was kind of hard, i t  was l ike they were watching for her for signs 

she was going to die. 
-They knew that was going to happen and all. 
-We knew he was going to die, everybody just knew he was going to die. 
-I don't think anyone said i t  but I  think we all knew. 
-But i t  was the discontinuing the dialysis that was really, you knew... 
-I knew she would die while I  was off and one more day wasn't going 

to make a significant difference. 
-You knew when you walked past that pod that somebody had just died. 
-Usually you have a good idea when you come on that the baby is very, 

very sick :  so you are prepared mentally for what to do in case of a 
code, know where everything is. 

-Right when I  came on at seven, i t  was really bad at that time, so 
they knew within the next hour or so the baby was going to die. 

-So that was depressing cause you knew that baby was going to die at 
any time. 

-Then one day I  was going home, this was when I  was sti l l  on nights 
too, I  was going home in the morning, I  knew I  wasn't going to see 
the baby again. 

-I was going to be off that night but I  knew that the baby was going 
to die because the chemstrips were zero and i t  was on D50W. 

-I called all day long to see when i t  was going to happen. 
-It happened that day, i t  had too. 
-I talked to her and told her (the nurse) to make sure i f  i t happens 

before I  call you on my way home or whatever. 
-I called her a couple times and the parents were there. 
-We pretty much knew that within six months he would be dead. 
-I knew i t  was coming. 
-You could see i t, he was getting real sick. 
-There were many times I  thought he was going to die. 
-They already knew he was going to die. 

Clinical signs 
-She had complete renal shut down and then they f i  nal ly... and she was 

going along OK with perit ineal dialysis. 
-All her systems were a mess. 
-I remember the baby was f ine and then all the sudden bad. 
-Nothing gave us an indication that she was going to change. 
-The neonate had had nacrotizing entarcolistis and had bowel surgery 

where they had removed a major portion of the bowel, so that she hadn't 
enough to sustain l i fe after surgery. 

-The baby's course was very, very rocky but had begun to stabil ize. 
-The baby had 0-0-3 APGARS. 
-Had had some problems with ventricular dilatation and so had many 
ventricular drains but was doing fairly well. 

-The baby didn't do very well and consequently, a week or two later 
was in a situation where the baby was in the unit, doing very poorly. 

-He was on mechanical ventilation, maximal pressors, vent drains in, 
not working, and just massive problems. 
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-We kept having to increase his support and everything. 
-She was on the third day of dialysis and the third time she needed 
i t. 

-Then he had been OK, was moved into the intermediate area and wasn't 
followed quite as close and developed NEC. 

-He perforated. 
-The baby was on the jet ventilator. 
-Wasn't doing well at all, she had really low p02 and high C02. 
-She had had a head bleed and had been real premature. 
-A couple days later she had evidence, she had a real bad staph 
infection. 

-There was an area of skin that peeled off and her skin had not been 
l ike that when I  had taken care of her. 

-I think by the weekend they took her to surgery and she got really 
bad NEC and she died. 

-He stopped voiding, but he was sti l l  conscious. 
-That day he was in congestive heart failure. 
-It wasn't working. 
-I don't think he was conscious anymore after that. 
-She underwent perit ineal dialysis three times in her l i fe. 
-After that there was complication after complication, severe lung 

disease occurred, bouts of edema that were really out of control that 
couldn't be regulated or dealt with diuretics. You started off and 
she was f i l led with edema, almost beyond recognition. 

-First his heart rate dropped, then we did this and i t  was pretty much 
in a pattern by then. 

-It was pretty much the same thing that happened on days for her 
(resuscitating the infant). 

-He had a couple problems from the very beginning so i t  didn't really 
hamper him in the beginning. 

-He was really good, just a feeder-grower and then he got NEC. 
-And the next day he was back in the unit with that syndrome. 
-From then on, he ended up between his platelet problem, and that (NEC), 

he got TPN treatments, his l iver and stuff, and he got very, very 
sick. 

-Eventually his l iver was just gone. 
-He was really bad. 
-I can't remember what he had, i f  he had a colostomy or i f  they had 

done anything surgically to him. 
-She was real blue, and really cold. 
-She sti l l  moved a l i tt le bit and had a heart rate. 
-This baby didn't tolerate feedings real well, had a heart defect and 
all of that. 

-They were doing OK at f irst but they got real septic within 12 hours, 
they were pretty bad. 

-It turned out she had (the mother had an infection) and the baby was 
very septic. 

-The parents were holding the baby but we had no heart rate. 
-He got very i l l  immediately. 
-He was real f luid overloaded, so he was puffy. 
-He had an NG in his nose because he refused to eat. 
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-They called me when he got worse. 
-He got pneumonia and his settings went up, up, up. 
-He got viral pneumonia. 
-He said that his lungs were basically adherent to his chest wall. 
-He had been so sick most of his alveoli were gone. 
-He had been so sick that last two or three weeks, r ight about a month 
before he had died. 

-He was going to get sick and he did get sick. 
-I went over and told him to get well r ight now. 
-His potassium level was really high. 
-His body wasn't going to hold up for him. 
-It 's hard looking at a baby l ike that. 

We 

-It was soon after she came in that we approached her about discontin
uing support. 

-We don't make i t  easier. 
-We usually have acknowledge that the baby's not doing well. 
-I remember one more recently, this one baby we talked to the mother 

about discontinuing support for the baby. 
-We didn't know he would go as fast as he did go. 
-The mom and dad came in around noon and we knew he was getting sicker. 
-I think we knew he gave up. 
-I think i t  was good for them to know we did everything and they 
realized that. 

-We carried him back then. 
-In neonatal, yes they have their parents but the parents unfortunately, 
in the manner in the way i t  is, that we do the major support. 

-They're given, l ike I  said earlier, given this, the way we talk, you 
know. 

-We decided... 
-The only reason was because we did something for her; she didn't do 

anything; she didn't mend her own self. 
-That's the reason why we can't continue to go on with this; she'l l 

never mend in that area. 
-We were trying to keep them going until they had gotten them on the 

phone. 
-Although, we make our own blankets to give to the parents. 
-We've had comments of parents that who have come back and talk to 

us that they were able to bond better with that baby. 
-We tried very hard to talk him (father) into doing the post and i t  

was l ike his only use of f inally saying to us that was enough. 
-We really didn't want to do anything before she came in to see the 

baby. 
-We weren't going to do anything else to his child. 
-We knew that was bad, that was very bad. 
-We sort of brought them out of their shell. 
-G.K. was the only one wil l ing to say that we are sorry, maybe there 

was something else we could of done for us in trying to keep him there. 
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-We had given him rounds of meds. 
-We gave him that last one and probably coded him and gave him another 

round of meds later on. 
-And they put the baby aside and we never knew about i t  in the nursery. 
-We didn't resuscitate babies unless they were 28 weeks, that was a 

f ine l ine at that time. 
-There was a lot of prostitution and had a lot of women we saw anyway. 
-That was kind of different, we wanted to do everything to that baby, 
at least provide some kind of comfort. 

-We tried to resuscitate cause at that time we didn't know what quite 
happened. 

-Obviously, we couldn't resuscitate the baby and talked to the mom. 
-It was the f irst time we really felt l ike these parents knew what 

was wrong with this baby. 
-We had an area, an area for them to be private and alone. 
-So when she died, we more or less, the nurses who took care of her 

and including me, had the attitude that we should let her go. 
-So we felt she. and her parents, her family, had gone through more 

than they needed to. 
-So not only did we feel bad about the baby's death, even though i t 's 
better that they die sometimes, you're sti l l  sad. 

-So i t  just kind of went along status quo, worse and so did they, at 
least subconsciously. 

-My f irst impulse is to say we let them down and I  don't mean because 
the baby died because that was no one's fault. 

-They basically thought we had let them down too. 
-Wasn't there someway we could help them through this a l i tt le bit. 
-He went into a situation that was dangerous for him and we knew he 

wouldn't get the personal attention he was used to. 
-We pretty much knew that within six months he would be dead. 
-So we made him hold the baby too. 
-Name the baby, and we'l l have i t  baptized and we'.l l  pronounce i t  dead. 
-They did all that, we had them do all that. 
-So he put his arm around me, we all just stood there. 
-Temperature was l ike 34 C all the time, we never could get her warmed 

up. 
-We are not going to give any drugs or not start any pressors, she 

just has an IV and that was i t . 
-Say that they were really glad that we took pictures. 
-We did get a pneumopericardium. 
-So then the parents came, and we told them the baby was dying before 

they pronounced him dead. 
-The mom held him and we took pictures. 
-We never did hear from them. 
-Obviously we couldn't resuscitate the baby and talk to the mom. 
-It was the f irst time we really felt l ike these parents knew what 

was wrong with this baby. 
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Overwhelmi nq 

-The acuteness of the situation, you need to act now, and all the other 
sort of things that needed to be done (laughs) f ive minutes ago. 

-It 's all the sudden, i t 's just l ike overwhelming. 
-It 's just too much. 
-It 's like you can't really cope with i t  anymore. 
-It was an intense day, i t  was 12 hours of innumerable physicians, 

lab people, x-ray and genetists, and everybody else involved. 
-There is something about the intensity, and the adrenline of those 

babies when they come in and you never catch up with them, you never 
get quite past with what's wrong with them. 

-There are drugs being drawn up and orders being hollered out; and 
you're seeing this baby is fail ing and you can't do anything. 

-Usually in a code situation, you are so intent on doing something 
that i t 's real hard to concentrate on the baby. 

-While they are coding somebody, i t  is much more concentrating on the 
mechanics of things, that we've got these drawn up right, giving this 
in the right l ine, that kind of thing. 

-At f irst we were trying to do everything we could medically to turn 
him around. 

-Here I  was, everything was going along fine and all the sudden he 
was desaturating, he kept his heart rate up, and he was blue fast. 

-Put in a chest tube, no change, that's when the mom, we were call ing 
the mom. 

-Dr. X was real good, he came right over, he assessed the situation, 
asked good questions and needled his chest, of course there was air 
galore. 

Code 

-We tried to resuscitate cause at the time we didn't know what quite 
happened. 

-Right after we started coding him off and on for three hours, they 
gave him atropine off and on; somebody called the parents. 

-He said stop and I  stood there. 
-It was evident she wasn't responding to the code meds, things were 

just getting worse and worse. 
-Then all the sudden the neonatologist said stop. 
-The heart rate, couldn't get i t  up. 
-As far as the nurses, i t  seems l ike the very f irst time you have a 

baby that dies especially in a code situation, you're real confused. 
-I 've spoken to parents during bad codes that were in close proximity 

and we moved them, we asked them to go. 
-Or that were in far proximity that we didn't ask them to leave and 

so witnessed i t. 
-Even i f their infants are not seriously i l l , they (the parents) have 

expressed a lot of fears. 
-You know what I  mean, he had already coded all day, sti l l  had his 

eyes wide open. 
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-Like I  said he had already coded really bad that day then he started 
to do the same stuff all over again. 

-We had given him rounds of meds. 
-We gave him that last one and probably coded him and gave him another 

round of meds later on. 
-He (the resident) said 'does anyone have any objection to not doing 

anymore1. 
- I probably tend to not think on emotional terms unti l after the coding 
is over. 

-They kept wanting to bag him and keep him alive. 
-It turned out we ended up coding the baby. 
-It was bad. 
-To me, too many rounds on this baby that was totally septic. 
-It seemed OK, i t  was a l i tt le bit too prolonged. 
-They should of stopped a l i tt le sooner. 
-There was an NNP and they both were l ike call ing for things. 
-He (neonatalogist) decided from the very beginning, I  asked him how 

do you feel about this? Are we going to code this baby or are we 
going to do anything for this baby. 

-She couldn't stay at the bedside, she had to help, they were coding 
this other baby. 

-Which was with a lot of extra long code and extraneous measures. 
-Then she died and there were no instructions as to i f they felt one 

way, they would do this or how i t  would be handled. 
-I thought i t  was handled, i t  was over-handled. 
-I thought i t  was handled real bad. 
-I think that might of been the problem with the way she ended up 

coding, and being coded over a long period of time. 
-He coded. 
-It seems to be an inconsistent, not a consistent thing, an inconsistent 

over zealousness. 

Diagnosis 

No Chance 
-I felt at that point that (we were) prolonging his death and suffering. 
-She had such bad lung damage and obviously we weren't able to effec
tively ventilate this baby. 

-And stopped responding. 
-She was never really going to be a well baby. 
-It was l ike, yea, she looks good to us today but in general her picture 
is not a good picture. 

-She had not mended on her own. 
-She looked good but the only reason she looked good was because we 

intervened. 
-The surgeons wouldn't touch her with a ten foot pole. 
-They decided there was no reason, she was too high a surgical risk 
to do anything, i f  indeed, i t  was the lymphatic system. 

-The only reason they would have started for the third time with 
dialysis, was i f  they felt she could have been looked at surgically. 
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-They knew she couldn't, the surgeon already said no so i t  really 
shouldn't have been done. 

-She'l l never get her renal function back. 
-It was the ultimate for her, ult imately i t  was going to happen and 
I  realized that. 

-But I  don't, I 'm not the kind of person that wants a kid to coded 
and coded and coded i f  there is not much of a chance. 

-He was not compatible with l i fe anymore as far as oxygenating and 
we couldn't do anything to get him back. 

-There was no chance for this one to l ive at all. 
-Just keep warm blankets on her t i l l  i t happens. 
-There was nothing we could do. 
-We just kept him on morphine all the time. 
-This girl was in a lot of serious trouble from the beginning and went 

down from there. * 
-She was forcibly kept alive, in the end died anyway. 
-She was quite i l l  when she died. 
-The baby was very premature and had a lot of problems. 
-At the time he (the respiratory therapist) had been playing with him 

up in his lap hours before, so he went quickly. 
-Then i t  was obvious he was going to die and they wanted to give him 

another Kayexalate enema. 
-It makes you think they can make i t  but realistically you know they 

are so bad and you really shouldn't be doing these things for them. 
-Even though I  could accept the fact at that point in time anyway; 

babies that age weren't a viable baby anyway. 
-I thought i t  would be nice i f the parents would get there because 

they were on their way but i t 's like he was going to die. 
-But I  don't, I 'm not the kind of person that wants a kid to coded 

and coded and coded i f there is not much of a chance. 
-He was not compatible with l i fe anymore as far as oxygenating and 

we couldn't do anything to get him back. 
-There was no chance for this one to l ive at all. 
-Just keep warm blankets on her t i l l  i t happens. 
-There was nothing we could do. 
-We just kept him on morphine all the time. 
-This girl was in a lot of serious trouble from the beginning and went 

down from there. 
-She was forcibly kept alive, in the end died anyway. 
-She was quite i l l  when she died. 
-The baby was very premature and had a lot of problems. 
-At the time he (the respiratory therapist) had been playing with him 

up in his lap hours before, so he went quickly. 
-Then i t  was obvious he was going to die and they wanted to give him 

another Kayexalate enema. 
-It makes you think they can make i t  but realistically you know they 

are so bad and you really shouldn't be doing these things for them. 
-Even though I  could accept the fact at that point in time anyway; 

babies that age weren't a viable baby anyway. 
-I thought i t  would be nice i f the parents would get there because 

they were on their way but i t 's l ike he was going to die. 
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The Right Decision 
-That gets them hopeful and that guilt of turning her off when she 

looks good not realizing the only reason she does look good is because 
we've done something for her. 

-I think they deserve that when the decision to withdraw support was 
made. 

-But i t 's not fair to them when you're asking them to make a decision 
as large as the one they are making. 

-But then other times, i t 's like (the decision to withdraw), make in 
a world wind, the other situation I  was thinking about, was made 
really fast. 

-The family had been there and had conversed with the physicians and 
again this was the situation where they elected to withdraw support 
from the baby. 

-They elected after talking to the parents to discontinue support. 
-I really feel i t  was the proper thing to do. 
-Making the decision along with the parents to discontinue support. 
-I almost wished that i t  had been more expedient. 
-I really feel that the proper decision was made. 
-I remember one more recently, this one baby, we talked to the mother 

about discontinuing support for the baby. 
-She asked me ' I f I  turn off the support am I  kil l ing him?' 
-In a way, you wish you could stop all support. 
-Come to decision that you can l ive with because you are going to have 

to 1 ive wi th i  t. 
-And he said we don't necessarily have to stop support i f  you don't 

want to. 
-She f inally decided the next day to take her off (respiratory ventila
tion) and she held her and she died. 

-You know they are not getting hurt anymore and not suffering anymore. 
-I took care of her once during the last dialysis when the decision 

was made to stop i t. 
-I don't think i t 's as clear cut as i t  appears to be. 
-But then I  actually realized when you're misusing people making that 

decision and i t 's more diff icult. 
-And one of those things was to withdraw support quicker than we did. 
-People have a lot of strong feelings about what should have been done 
earlier with her. 

-I agreed in my logic 'yea she damaged beyond repair'. 
-You know i t  in your logic and rationale that i t 's right or that you 

feel right about i t  anyway. 
-I was there when he pulled i t out, I  knew i t  was l ike just a matter 
of time. 

-In that case, I  felt i t  was the right decision. 
-I was glad that was the decision that was made. 
-I don't think that was the right decision to make. 
-But i f  they (babies) can have any quality of l i fe I  think i t 's the 
right thing to do and try to save them. 

-So when she died, we more or less, the nurses who took care of her 
and including me, had the attitude that we should let her go. 
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-I thought that was OK because his future was so dubious and i f  he 
was at that point he needed to die then I  thought that was OK. 

-Most of them, just statistically just knowing the results, a very 
small preemie, a kid that's not viable, all that pain and suffering. 

-I don't feel bad letting a l i tt le one l ike that die. 
-When you go on a delivery and the neonatologist makes that decision, 
I  don't feel bad about that. 

-Kids for whatever, overwhelming sepsis or a real short gut kid, kids 
you know prognosis is very, very poor or their heads are very bad. 

Deceased 

Preemie 
-And that was with a baby there, she was a preemie, 25 weeker, and 

had the usual complications of 25 weeker. 
-It was a twin, and they were small and everything but there wasn't 

thought there was any problem. 
-I can think on one in particular, this was a real t iny, t iny preemie. 
-She was about 24 weeks gestation, she was a week old at the time. 
-This was a premature baby that had PIE and the parents knew the con
dition was worsening. 

-It was a l i tt le boy and l i tt le girl. 
-They were 25 weeks, I  think. 
-The other one I  can remember was a l i tt le 22 or 23 weeker, that mom 

was going to put up for adoption anyways. 
-This was l ike a fetus, i t  was hardly l ike anything. 
-There was a 33 weeker that had multiple heart defects. 
-He couldn't have been a whole lot earlier and not sti l l  have problems. 
-The only other one I  was involved in was a 33 weeker. 
-He was a small baby, IUGR, he was on room air. 
-He was l ike a 27 or 28 weeker size wise. 
-Room air, a great kid, one of those, a perfect l i tt le baby but so 
t iny, though he would do so well. 

-Then there was one time a baby that was a 23 weeker, they gave the 
baby APGARS even though they hadn't ' called for attendance at the 
del ivery. 

-And they put the baby aside and we never knew about i t  in the nursery. 
-Somebody wanted to go see what a 23 weeker looked l ike and saw the 

baby was sti11 alive. 

Others That Died 
-She was a BPD'er (chronic lung) and I  never knew her when she was 
real small but the last six weeks of her l i fe. 

-She wasn't a baby that responded or interacted really well l ike she 
knew what was going on in the rest of the world. 

-I think she was almost a year old when she died. 
-I took care of another baby three months after that for about f ive 

months, and he died. 
-He was more alert and aware of things going on than the f irst baby 

was. 
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-Like at f ive o'clock in the morning he was getting sick and I  came 
on at seven, and he died at three-o-five. 

-There is another baby that I  took care of at the University in 0. 
-I had one just recently, there was a l i tt le baby B., an infant that 

had been transported to us from T. 
-This child was born and the whole set up for i t  was so bizarre because 

everybody (the resident and nurse) was called over to the delivery 
room for a repeat C-section. 

-It was, i t  ended up l ike the child was a syndrome, that they have 
only diagnosed only one other time and i t  was in a Scandinavian 
country. 

-The baby was scheduled to go back to T. by back transport. 
-Just doing well was a feeder-grower, with a ventricular drain replaced, 

head was noted to be a l i tt le large so they kept the baby here. 
-As far as a particular instance, I  have been a caretaker of f ive or 

six babies that have died. 
-The most recent one, this sounds very bizarre, the most recent one 

that I  took care of that died was interesting. 
-The baby was admitted into the unit for PFC. 
-A l i tt le kid in the back that died, that was very i l l . 
-I took care of him (a chronic baby that died). 
-I took care of him shortly before his death. 
-I took care of a baby, another twin, the other twin went home, and 
this twin died. 

-I took care of a baby that had obvious incompatible deformities that 
died. 

-The one I  remember most recently was a l i tt le baby we had that was 
here a very long time. 

-He was several months old. 
-He was six months old so he had been here a long time. 
-This was a l i tt le twin. 
-This was another kid I  admitted then I  ended up having him the day 

he died. 
-He was there awhile also. 
-There were some babies that did die but I  was never there. 
-They always died after when I  wasn't there. 
-This one baby I  took care of, I  had taken care of him when he was 
f irst admitted. 

-It was a baby I  was assigned to, he had some chromosome defect. 
-I think of one that comes to mind most clearly. 

The First One 
-I think my f irst one was with a l i tt le boy twin. 
-This was my f irst experience, this was about a year ago. 
-So i t  wasn't too long after I  had been there. 
-The f irst experience I  had when another child had been there since 

my orientation. 
-He wasn't the f irst baby I  had that died. 
-I always think back to the f irst one when I  found a baby that died 

when I  worked in K. 
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-I remember real clearly, the f irst death on the unit that I  was 
involved in. 

-Cause that was the f irst time I  had been really involved l ike that. 

Comforti ng 

Survivors 

Mother 
-She was going to go into the nesting room. 
-They had their time alone with him. 
-I carried him out to the mom and she held him. 
-I 've never heard a groan l ike that, there was no word, i t  was just 

a sob. 
-She came back and she asked "Is he OK?". 
-She cried out and kept saying, "I 'm sorry, I 'm sorry" to the baby 

over and over. 
-She did not, just being three day postpartum herself, I  don't think 

she comprehended everything that was going on, other than the fact 
that two hours prior her child was doing better and now her child 
was dead. 

-In that situation, the mom had to find means of transportation to 
come down from T. 

-We waited and waited and waited, the father was going to come to talk 
to the mother and see i f  she would come down to see the baby and she 
didn't. 

-The mother was verbalizing her feelings l ike "you just didn't do 
enough, I  want my baby". 

-Finally she just stopped crying, she just wore herself out so much 
crying. 

-She was able to kiss the baby and feel calmly about i t . 
-Finally i t  seemed l ike she was at some peace but was emotionally 

exhausted too. 
-I think by talking and feeling, where she could talk, that she had 
this one other friend who came in with her and would throw things 
back at her. 

-She did a lot of talking about all her hopes for this baby, what this 
baby would do for her. 

-This woman, you know how you talk a lot, this woman was a single 
parent. 

-There is only one parent of the baby I  took care of and she (the baby) 
died. 

-The mother got there later and she looked at me and said "Is she dead?" 
-I said she (baby) died and she (mother) just cried. 
-She had had a cesarean with the twins. 
-She was pretty sick. 
-The mom was in the hospital bed and she was holding the baby. 
-She didn't want to see the baby after i t  died. 
-After she delivered, that was i t , she never called or anything to 

see i f  i t was sti l l  alive. 
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-She totally disowned i t  right away. 
-She needs to grieve over i t  too. 
-Even during her pregnancy she was not thri l led with i t  at all. 
-The mom had had ruptured membranes for weeks, weeks, weeks. 
-At times i t  seemed l ike she had written him off completely already. 
-I think they were really badgering her in the end to get involved 
with this kid. 

-She was doing i t  spottedly on and off. 
-I had a baby that died, the mother didn't want to come down to the 

room and she was very young or something. 

Father 
-But...that was the woman's part, he didn't want anything to do with 
i t. 

-He didn't want to cry in front of anybody. 
-He was going to be the man in the family. 
-That was kind of strange because you could tell, he would look, but 
didn't want to look, that kind of thing. 

-Like the dad knew how to crochet, and had crocheted this pil low case 
for the baby. 

-It was so neat with his name on i t  and animals and stuff. He had 
i t  hanging up. 

-He kept saying he knew his son was a f ighter. 
-The father was the one that kept crying and said they did do everything 

they could. 
-They were very...the father was just furious and the mother was 

devastated over the fact that another child had died. 
-His ultimate weapon against us was that he refused to let us do a 

post (autopsy) on the baby. 
-I don't know i f he ever could forgive us for what went on that day. 
-But he was furious. 
-The dad was there and they both decided when there was no hope. 

Family Members 
-That one's mom didn't come in but the other family members. 
-They (the family) really thought she should come and see the baby. 
-They called her and said 'are you sure you don't want to come and 

see the baby.' 
-They were very sorry that the mom was going to give the baby up for 

adoption. 
-The grandma said 'I 'm sure she'l l want to see them'. 
-They were so loving. 
-They were trying to be loving cause the mom wasn't. 
-It seemed l ike they were more attached to the baby than the mom. 

Parents 
-These parents were real tearful and stuff. 
-I don't think they had a real good understanding of what all of this 

was going to mean. 
-These were f irst time parents, this mom really loved him. 
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-The parents get kind of l ike-every time she stopped voiding, even 
though i t  had not been 24 hours, 'Does this mean she is going to die 
(the parents asking the question)1. 

-I think this is their only baby that they ever had and they are older. 
-I know i t 's having them there when they l ive so far away, as far away 

as they do. 
-The parents were almost oblivious to the fact that their child was 

going to die. 
-The baby was a term baby, third child these people had had. 
-They could see the baby in their own l i fe. 
-Both parents were relatively educated people, not stupid by a long 

shot. 
-The parents, after talking to the doctors, coming in and saying good 

bye to the baby, didn't feel that they could stay and actually watch 
what was going to be done or hold the infant for i t 's death, which 
some parents elect to do. 

-Once they were told their child's syndrome was incompatible with l i fe 
i t was l ike (the parents' question) 'What are we going to do with 
all those diapers'. 

-I l iked the parents, they were good people. 
-Again these parents had had another child who had died at the age 
of three months, again from congenital heart disease. 

-They had lost one other baby at a year of age, died of congenital 
heart disease. 

-The parents really respond well. 
-The parents hadn't come in yet for me, on days (shift) they had been 

there. 
-I don't know, those parents wanted to know everything, wanted to be 
told straight out what was going on. 

-The T.'s really were involved after awhile. 
-They became quite involved and the baby S. took care of, the grand
mother became quite involved. 

-It seemed l ike a lot of trouble to them. 
-It seemed l ike they had so much other things going on in their l ives. 
-They didn't have the energy to put towards this. v  

-His parents l ived out of state and had already been in probably the 
day before. 

-They wanted to be called but they weren't going to come in. 
-They were good parents. 
-Memoirs, so they had things to look back on. 

Beloved 

My baby 
-I loved him. 
-He was my baby. 
-And now my baby went to heaven. 
-Well he was l ike my foster child. 
-We were recently married, although we, my husband and I, talked i f 
i t got to the point that he could get discharged from the hospital 
that we would take him in our home as a foster child. 



109 

-They were all mine, every day they are mine. 
-My baby has died or that baby I  took care of for that period of time. 
-I 've become that way with the kids I 've worked with. 
-It 's mine now, in a sense, i t 's my baby. 
-She was mine during that time. 
-When a death occurs, i t 's like I'm sorry the baby died, that the baby 
died, not that your baby died. 

-I gave everything I  knew for her. 
-She came to the same conclusions I  did that was I  don't want to see 

my baby suffer. 

The Special One 
-Dr. Y. said he was dying. 
-I was really glad he was on Pavulon so he didn't gasp or anything 
l ike that. 

-It was terrible. 
-He went l imp and that was horrible. 
-He was pavulonized and was on a different drug. 
-I was taking care of him for about f ive months, the baby. 
-He was such a bright kid. 
-From my friends, they are incredulous about the amount of time and 

energy I  am wil l ing to invest in a certain child. 
-He was the f irst kid I  really l iked that died. 
-It was even less than a week before he died when J. decided to do 
l ike primary care on him. 

-She went ahead and tried to'get other people to follow him on evenings. 
-I really only had him three or four days consistently before he died. 
-He was the neatest kid. 
-He was right up t i l l  the end the neatest kid. 
-Real, real bright eyed and real charismatic type kid. 
-I was thinking about things I  would l ike to tell him but I  didn't 

want to say i t  out loud. 
-He was such a f ighter, right to the end. 
-Just alert eyes, bright eyes, very bright eyes, made you realize he 

had so much spirit. 
-Yea, he's got that spunk and drive. 
-I think I  held him for a long time afterwards. 
-I think they turned him off but you know how they don't die right 

away. 
-When I  went back to visit, I  would go and stay an hour or so and do 
his personal care, do his PT and suction and feed him. 

-Try to give them helpful hints on his rebell ious actions so that he 
wouldn't suffer because he was being a pil l . 

-I would go in two or three times a week. 
-I think i t might of been possible for him to grow up. 
-That is how I  got involved with him in the f irst place. 
-He was pretty much rejected by many people and not getting good care 

because of i t  and getting real psychotic about i t . 
-I thought that situation could be improved and I  liked him. 
-Even with S. he gave something the other kids couldn't. 
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-Maybe he would of died here too, but he would of died in somebody's 
loving arms. 

-I would go over and shake my f inger at him and tell him not to be 
a pig and behave l ike a l i tt le human being instead of a monster. 

-Then I  would come back, we had our ways of dealing with him, with 
each other, he and I. 

-He got mad and I  got mad at him. 
-He went into a situation that was dangerous for him and we knew he 
wouldn't get the personal attention he was used to. 

-He went into an environment that had a whole different set of germs 
that he wasn't immunized against. 

-He had no form of personalized care but he certainly would react to 
you. 

-When a baby is that sick with lung disease, his emotional reaction 
certainly has some bearing on his whole being. 

-He would be rebell ious when he got there and very uncooperative, he 
was. 

-He was real happy. 
-He was in four point restraint in a room by himself, that was dark. 
-I stayed for several hours the f irst day and the day I  transferred 

him, I  stayed for six or seven hours to try and orient them to what 
he had been doing. 

A Real Person 
-It seemed l ike a real l i fe and very valuable and not only seeing 
that the baby had died. 

-Whether a child a day old or six months old, they are entit led to 
some dignity. 

-You actually get to see the baby again without all the extraneous. 
-You get to know what they respond to from this or that. 
-I don't know i f it 's professionalism that I  can deal with the situation 
at hand because they are a patient as well as a baby. 

-When I  needed things stat, people thought i t  was an imposition as 
a task rather than the baby needs that blood. I  don't need blood, 
I 'm fine, the baby needs blood, you look at i t  that way. 

-Not even looking at the fact i t  (the ventilator) had the baby. 
-It had the baby, the jet happens to be here, I  have this baby. 
-When we talk to him we talk to him when his mom is there or kind of 

uneasy, never that one on one you'l l be standing behind you talking 
to someone. 

-That's when I  asked you "can you guys let's wash his hair" and stuff 
l ike that. 

-I just wanted, I  don't want this to sound dramatic, this is the way 
i t  happened. 

-We have a tendency to become task oriented especially with children 
that have a lot of tasks. 

-Some nurses were very concerned about their feelings, their baby's 
feeling that he might have feelings, and be a real person himself. 

-Some people treated him l ike a l i tt le machine, attached to those big 
machi nes. 
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-Yes, there are a lot of things we do in the ICU nursery that are task 
oriented and are absolutely necessary to keep a very sick baby alive. 

-If the baby has seven l ines up on the counter, chest tubes on the 
floors and all kinds of problems there, a lot of equipment, more equip
ment than baby. 

-She looked around and everything. 
-She had no IVH's and so she was completely intact. 
-Then you start the peritoneal dialysis almost immediately she got 

down to her features and she's looking around. 
-I think i t 's of utmost importance that the baby needed i t. 
-They feel too. 
-I was real wrapped up in skil ls and I  forgot to interact with the 

baby unti l towards the end. 
-They don't hold grudges but the thing is they in body, they deal with 

emotions too. 

Compassion 

Empathy 
-It 's l ike I  think of how parents might feel at the loss, angry just 
in and out of a lot of feelings. 

-Only a mom who had lost her baby could feel that. 
-There is in scripture, a verse, that says spirit groans when there 

are no words uttered. 
-It was l ike that was happening nobody can, words wil l make feelings 
lost. 

-And I  wanted her to know this also. 
-If they came back or something, the nurse wasn't there at that time, 

'How would they be case at that time?'. 
-Seeing the effect parents' and families, that their l ives would be 

centered around. 
-After they came in, i t  was l ike he (the baby) knew, I  know this sounds 

stupid but he knew they were there, and that's all he wanted. 
-One day they are getting better and the next day they are getting 

worse. 
-The family doesn't have to go through these ups and downs. 
-Especially in a situation l ike...you know in your head but your heart 
sti l l  hurts for them. 

-If your going to do (take care of the baby).. .certainly for her (the 
baby) experience.... not l ike your going to give atropine or something. 

-They're older parents and I  felt they were given; they made the 
decision over the phone, away from the baby. 

-I think there are, they don't have a lot of support systems. 
-I guess that my heart broke for them cause I  think they were confused. 
-The baby just didn't die and they were so isolated from the fact that 

they couldn't touch and care and do what they could do best. 
-I think especially now around the holidays, i t 's very hard. 
-I think everybody puts themselves in that position. 
-The parents are definitely entit led to not be subjected to other 
visitors being near them, and other siblings running by the bed. 
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-He was angry and I  understood his anger. 
-If the parents want to hold the baby afterwards, take them into the 
nesting room, let them have the baby and everybody grieves in their 
own way. 

-There is no quiet area for them to be in, to even move the baby into, 
so that i t  is done with any kind of dignity. 

-The mom, she was very easy to deal with because she was woman to 
woman, I  mean that natural empathy comes through on the fact your 
child had just died. 

-You know that the holidays are never going to be the same for those 
people. 

-It 's just the fact that the parents have to go through i t. 
-Anger and empathy for the parents. 
-You have a lot of empathy for them. 
-It 's just the fact that the parents have to go through i t. 
-Anger and empathy for the parents. 
-You have a lot of empathy for them. 
-It 's their way of saying goodbye. 
-Sometimes they go into the nesting room and sometimes they aren't. 
-Sometimes with the curtain right in the middle, where everybody can 

hear everything i f you are sobbing. 
-It 's just not private at all. 
-I feel very bad for them when there hasn't been anybody there that 

they know (nurses). 
-There is nothing you can do. 
-I think i t helps them (the parents) a lot i f when they kind of have 

a bond with the caregiver. 
-I feel bad for them in that respect, i t 's l ike.... 
-I think about i t  a lot, I  think what i f  it 's your kid 'how would I  

feel?'. 
-It 's very hard for them, very hard. 
-It makes me think how I  feel i f  they died, i f  something would happen. 
-Somehow trying to make i t  a good memory for them as much as that can 

be. 
-In terms of they could treat l i fe so l ightly, but then I  had to look 
at their point of view in terms of how they were raised. 

-I just let them say those feelings that was OK to feel that way. 
-Use that in that sense, to try and improve the situation they feel 

scared. 
-Yes and when something bad l ike that happens and something l ike that 

happens that they won't have control, that i t  won't be their child 
anymore that i t  wil l be ours. 

-When the baby is real sick i t  doesn't seem l ike that baby belongs 
to me. 

-It doesn't seem l ike that baby belongs to me. 
-They are in limbo and they can't get a concrete hold on anything. 
-I 've heard them express i t  a lot, they are afraid of the equipment, 

they don't feel they can touch their baby without permission. 
-That is a tough spot for a mommy and daddy, someone who wanted to 

be a mommy and daddy. 
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-On the other hand, I  can understand their situation, they were poverty 
stricken from a different culture, I  understand their dealing with 
the situation. 

-I feel a lot of times very lacking just because of the way the nursery 
is and i t 's so big and isn't private. 

-They were looking for some place to place the blame. 
-I thought i t  was natural for them to do. 
-The position they had been put in and the strain they had been under 

for a long time. 
-I hoped they had been able to work through i t, fast- enough not to 

destroy the rest of their l ives. 
-I 'm not sure they were wil l ing to accept that when she died. 
-Babies have so much potential and their parents place so much hope 
in them. 

-They have plans for them, and i t 's so sad to see those plans fading 
away, sl ipping from their grasp. 

-That is what you see on their faces and they feel cheated, and they 
don't understand why, and they feel a great loss. 

-It seems to me i t 's important to get the parents in resolving their 
feelings and going home to get on with their l ives. 

-Many people have other children or want to have other children, i t  
seems l ike they need a l i tt le dignity. 

-They need to be treated l ike they are human beings and so is their 
baby, even i f  i t weighs 600 grams (1 pound and 4 ounces). 

Sadness 
-And so, I  came on that evening and had to watch this baby die 
basically. 

-I thought how sad that must be for that mother. 
-I usually feel sad and I  want somebody to hug me too. 
-That I  could feel sad and everything'but I  got over i t . 
-It 's sti l l  sad about her dying. 
-There was no beat, there was no.... it was sort of sad. 
-It 's the time when i t 's over and you think about i t , it 's very sad. 
-Isn't that sad. 
-Sad, in someways relieved. 
-I think i t 's a shame. 
-I think i t might of been possible for him to grow up. 
-I feel sad for i t 's parents. 
-That made i t  hard, that made i t  very hard. 
-Just missing him. 
-You always think of him when you go past that spot, feeling resentful 

when there is suddenly another kid in that spot. 
-That was D.'s spot. 
-But i t 's like any baby that has been there a long time, l ike K. you 
don't want to go in the back room, just because i t 's such a hole. 

-It 's empty, the spot they were in. 
-An isolette is l ike falsely f i l l ing that spot, I  guess. 
-A baby, you kind of get that twinge of ' that was his spot but then 
I  think things are going on'. 
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-He had died on the day shift, I  really just wanted to go in there 
and say goodbye to him and I  did. 

-He had started to develop cause he was a l i tt le older and I  thought 
they were very good parents and I  was sorry they had to go through 
the sad part of this. 

-It is, i t 's real hard. 
-I don't think we ever heard from the other family in Flagstaff. 
-I don't know, I  think I  chickened out. 
-It was kind of disappointing. 
-I don't know, I  thought i t  would remind them too much of i t. 
-I think that was last winter, almost a year ago, not quite a year 

ago. 
-Yes I  sti l l  do...cause I  don't know how long ago that was. 
-We got really involved too but i t  was sad, there was another baby 

dying in her pod at the exact same time this one was dying. 
-They wouldn't let her get anybody to pronounce the baby dead. 
-So not only did we feel bad about the baby's death, even though i t 's 
bettr they die sometimes, you sti l l  feel sad. 

-I felt sorry, sad, for the parents and family. 
-I felt that...I felt sad. 
-It was real sad. 

Rituals 
-I put their personal things around them, clothes the parents have 

brought in. 
-I take pictures of the families. 
-A lot of times i f i t looks l ike a baby is going to code again, they 
wil l do i t  for a couple rounds and then let the parents hold the baby. 

-She held the baby and she had her l ist of things to do before she 
could grieve. 

-She had to have the last weight, the footprints taken, the lock of 
hair to be taken and the pictures taken. 

-Sort of that point i f  the baby is allowed to be held by the neonatolo-
gist, let them hold the baby, and bond a l i tt le bit while the baby 
is sti l l  alive. 

-That's a very nice, nice time to take pictures and do the footprints, 
and things l ike that. 

-It 's a big relief to have the baby baptized especially for very strong 
religious people. 

-She (the mother) held the baby the whole time t i l l  i t died, then we 
put i t  back in the isolette. 

-And held the baby and rocked him. 
-I tried to say 'Well just think as you say goodbye to him, tell him 

how much you loved him and things l ike that to say goodbye'. 
-About two o'clock they let mom and dad hold him just before he died. 
-We took out all the IV's and the trach tube and we dressed him. 
-They held him for a while and I  stayed with them. 
-And what I  knew was mom's favorite and dressed him in that. 
-The neonatologist held him for awhile. 
-Then he said OK, baptize the baby or something l ike that. 
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-Having pictures of the baby when parents don't want them at that time. 
-A lot of people feel l ike they have to say something to the parents, 
this stresses a lot of nonverbal behavior. 

-Those things belitt le the parents' feelings and i t 's more focused 
on the nurses not being able to deal with i t. 

-The hospital, the OB in general, the L&D, the postpartum, and the 
nursery started their own program up. 

-I should f irst say that I 'm on the grief support committee. 
-Doing things l ike giving the footprints and a locket of hair and the 
last weight. 

-If the baby has their own certain blankets or something, when we have 
the parents hold the baby, we use that blanket. 

-And the neonatologist kept saying this is the best thing for you to 
do, is to hold the baby, and all of this kind of stuff. 

-Yeah, cause the parents, the dad came, l ike I  stayed with them and 
helped the mom hold the baby. 

-Her mom and sister came and we all went into the nesting room. 
-We dressed the baby up, and took her in, and took pictures. 
-They sat in there about an hour and a half, holding her, and tell ing 
all kinds of stories. 

-I think maybe, we did take pictures, and I  gave them to the grandma. 
-They said no, when you're finished we wil l be ready to do that. 
-Then I  had to call some people, I  had to call J., and all the other 

people that were taking care of him. 
-I 've taken plenty of kids to the morgue. 
-I think I  would have wanted to take him down. 
-When he died, I  just remember they had him in the nesting room for 

a long time after he was dead. 

Empty Arms 
-Because i t 's one thing to be there when the baby's died, and offer 

them some support, then I  wonder i f  they get cut off. 
-Especially the parents when they, say we just moved here recently, 

and we don't go to church, we don't even know where we are going to 
have this baby's funeral. 

-There was one thing that was the hardest part, was putting, was taking 
(the baby) away from the mom. 

-I was so acutely aware of the fact that they left with nothing. 
-They went home with nothing, I  had taken i t  from them. 
-You feel 1 i  ke... someone says...she (the mother) told me she said I 'm 

sorry she died on your shift. 
-That was really sobering (watching the parents leave after the baby 
died). 

-I was wondering how they (the parents) are doing she didn't expect 
i t  coming and then I  did notice when I  went in to get him (the baby) 
she was really different with him. 

-She (the mother), they (parents), I  don't how they do it? 
-She said she loved him and wanted him and I  believed that and goodbye. 
-And her and the husband were in the nesting room, when she was giving 

me the baby back to be taken to the morgue. 
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-(A nurse describing what a mother said) Now when I  go home I 'm going 
to lose i t  aren't I? 

-We have a lot come back in a couple months later and say we would 
l ike a picture. 

-We've had comments of parents who have come back and talk to us 
(nursing staff) that they were able to bond better with that baby. 

-That we did keep th pictures for them and that they did come back 
and get them. 

-They had really said goodbye to him the day before and left. 
-You just wonder...what do they do. 
-Because i t 's' one thing to be there when the baby's died and offer 

them support then I  wonder i f  they get cut off? 
-I wonder who helps them with that (the funeral)? 
-And that's what makes me wonder what about other parents? (Parents 
without family l iving close.) 

-They go home and all, who supports them after that? 

Attachment 
-I 'd been around that baby every day for many months. 
-I felt a great deal for him too. 
-I just kind of kept an eye on him, as in his hospital course. 
-I had him the day he died. 
-I hadn't really taken care of her before that but there was something 

about her that I  liked. 
-I ended up l iking the parents at f irst and I  got attached to them 

even more. 
-You do feel attached but I  felt l ike somebody who had her on a regular 
basis really needed to be with her, not me. 

-I 'm not real sure but I  think they are familiar with the people but 
I  know the bonding from the nurse to the baby is really strong. 

-And that the nurse really puts out for a baby that she has bonded 
to. 

-In this particular case was diff icult for me because I  had taken care 
of the baby several t imes. 

-There are some people, there are some parents in here that you just 
form a natural rapport for. 

-It 's l ike you bond with every baby you take care of to some degree. 
-I don't know how to explain i t  but I  really did. 
-That's one of the best ways to become attached to a baby. 
-I needed to have that opportunity to attach to him but feeling more 

so to hold him. 
-I think I  am more so i f  I  took care of the baby or even i f  he is in 

the pod and helped with the baby or something. 
-I think I  let myself get too involved cause I  really l iked the parents 

a lot. 
-I admitted him and I  took care of him every single day t i l l  he died. 
-That was so bad, the family was so neat, they were from F. 
-You take responsibil ity for anything you care about. 
-When they (infants) are looking at you l ike that i t  makes you want 
to hold on. 
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-It is very hard to function effectively when you are emotionally 
involved with the baby. 

-She was even more attached than I  was. 
-I l ike this baby too and I  liked these parents a lot. 
-I told them how much I  liked him, he was a very personable baby too. 

The Hardest Moment 

I 

said I  don't think i t is. 
-The day I  had him I  didn't think he was going to die. 

think that whole thing helped deal with i t. 
-That was the best thing, knowing from the f irst baby I  wasn't there, 

was there. 
'm glad I  was there. 
know what I  like to do to make sure... 
guess that's what was kind of upsetting to me. 
was not a primary nurse. 

-That's how I  really felt, you asked how I  felt. 
feel l ike... I  feel real...I feel almost.... 
think I  would have had to find somebody to blame. 
don't know i f  I  could have been that good. 
think that is very, very important. 
think you always hurt for them. 
think i t 's very hard. 
feel they (parents) can hold a baby as long as they need or want 

to. 
don't know i f  you ever get r id of those feelings. 

-But I  tell you that i t  is not possible. 
worked with a lot more long term kids. 

-Since I  was not at the death. 
didn't think i t would be positive. 
just couldn't get i t . 
was upset for a long time. 
consider that to be a mistake on my part. 
was working that day and elected not to try and get i t  off. 
would go in two or three times a week. 
think i t 's a shame. 
didn't feel bad about that I  thought that was natural. 
had him the day he died. 
don't think they had a real good understanding of what all of this 

was going to mean. 
felt OK, I  didn't want to escape from i t or anything l ike that, 
told her you don't have to make that decision, you have to make 

t  in terms of what they told you and all. 
was surprised because I  never had anyone verbalize that feeling. 

-But I  always thought i t  (feelings) was there. 
-That's how I  felt. 

've always kind of felt that ay. 
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-I think they were really resentful when they found out she really 
had been ruptured all that time. 

-You don't know what really happened but that's how I  felt. 
-I had things to do but I  didn't want to do anything. 
-I don't know. 
-No, I  think I  want to do the same thing. 
-I think I  would, even though at the time I  didn't think I  would, I  

think I  would now (take care of dying infant). 
-But then I  didn't feel l ike it. 
-I don't know, I  think I  chickened out. 
-I thought that was kind of weird but....I don't know. 
-I can understand the way they felt. 
-I sti l l  think they deny i t, a lot of i t. 
-But I  think that's OK for me, i t 's my feelings and that I  can't 
continue to function as I  have. 

-Usually I  feel OK in the sense, sure I 'm crying or I  feel bad. 

Feeli nqs 

Hurt 
-That's what hurt me to l isten to this type of grieving. 
-I felt bad, I  thought about i t . 
-A lot of i t 's hard to handle. 
-But l ike those other babies, i t  really did. 
-After he did die, the nurse that came on, we waited t i l l  mom and dad 
held him for about an hour, and that was hard to deal with. 

-I felt really sad, really hurt to see that. 
-Yea, i t  was hard. 
-You don't give the baby quality care because I  think most people for 

the f irst 24 hours of 48 hours or however long i t is individually 
kind of backs off so i t  doesn't hurt as much. 

-But maybe i t 's the maternal urge everybody gets that a baby should 
be healthy and i t 's very, very hard to let them go. 

-Although it 's real hard to evaluate when do you say no. 
-I felt bad when the baby died, I  felt bad for the father again because 

he was very emotional about i t . 
-You can't give the next baby you are assigned to, you really can't 

give those parents any support because you're sti l l  grieving for the 
last child you took care of. 

Relief 
-In a way, I  was relieved he was gone, because i t  tore me up to see 

him go through, to suffer all the time. 
-It 's almost a relief when they (medical staff) say 'Does anybody have 

an objections i f you don't do anymore (resuscitation)'. 
-I don't remember the exact moment of his death, probably sad but 

relieved. 
-It 's kind of in terms of after taking care of S. (a chronic infant). 
-Sometimes, i t 's a relief in that way to know they don't have to go 

through all that. 
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-Then too, i t  just, (pause), sometimes i t 's just a r l ief they did go 
cause you know they are not goin to get any better. 

-I think with chronic kids, most go the time, i t 's not only an expected 
thing that they are going to expire, that i t  is almost a relief. 

-A lot of time it 's a relief too, depending upon the situation. 

Helplessness 
-It gives you sort of a general one but a sense of helplessness that 

you can't do anything for i t. 
-To be put in a position where your not qualif ied or because of legal
it ies not allowed to do what needs to be done. 

-There is nothing you can do to help him and help yourself by helping 
him or his family or anyone else. 

-With any human being, you feel l imited in your abil ity to help. 
-A lot of the unresolved feelings I  have about S.'s death are my 

feelings of helplessness and not due to his health. 
-I don't know what more we can do. 
-One time I  took care of a baby that died, and i t  was harder in terms 
that the parents were angry; 'Why did that have to happen in terms 
of him (the baby dying)'. 

-It 's harder in a way, because you feel just as bad and you couldn't 
have done more... 

-I feel bad cause I  couldn't have done more...something knowing though 
there wasn't anything that could change the course of events either, 

-I do for awhile but then sometimes l ike the baby that died up there 
today, I  never took care of the baby, and I  don't know the family 
at all. 

-He's dying and won't come back. 
-It 's not only the actual situation that's happening but the baby has 
died and probably won't come back. 

-You're (nurse and parents) thrown together under circumstances where 
you normally would not be thrown together, and your friendship is 
based on something (the death of the infant) that is so out of the 
ordinary that i t  is very hard. 

-The father was in attendance at the time, realized what was being 
done was not enough and i t  was very hard. 

Regret 
-Like I  wish I  had been there. 
-I wish I  had been there. 
-I wish I  had known before he left that was happening. 
-I wouldn't have left. 
-If I  could do i t  again I  would follow him back in there. 
-I had seen this doctor run in the hospital but I  didn't know i t  was 

because of him (the baby). 
-When she was in the body, she could have experienced i t  in a better 

way. 
-It was l ike, I  went Geze honey, I 'm so sorry that this has happened 
to you. 

-I 'm sorry she died. 
-You don't get to do i t  again for them. 
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-It was l ike there wasn't another chance. 

Guilt 
-My f irst impulse is to say we let them down and I  don't mean because 

the baby died, because that was no one's fault. 
-I felt we could of been more supportive to them. 
-It would of helped me a lot cause I  felt we let them down. 
-I felt sorry that there was nothing further we could do. 
-They basically thought we had let them down too. 
-I guess I  felt a l i tt le guilty. 
-Wasn't there someway we could help them through this a l i tt le bit. 
-You feel sort of, the feeling gradually fades but you sti l l  feel a 
l i tt le bit of anger and a l i tt le bit of guilt. 

-I just wanted to leave him alone. 
-I just didn't want to put him through that anymore. 
-During that time i t was l ike you feel l ike 'why do i t ' .  
-Sometimes I  feel l ike i f you know they are going to die why don't 

you just stop and let mom and dad hold them. 
-I remember clearly, and I  really felt l ike I  was contributing to her 

death. 
-The dialysis should of being questioned right off the bat but you 

know she needed something. 

Frustration 
-I just don't know what to do with that frustration because there is 

no real concrete way I  can change i t. 
-The rest has to be theirs, i t  is sort of frustrating. 
-It makes i t  impossible to have a dignified death when there is no 

place to go. 
-I felt real frustrated because I  felt different messages were being 
gi ven. 

-There is no where for these people to go to grieve. 
-It was very frustrating. 
-It makes i t  impossible to work, you have to have 92 hands, and work 
in a two inch space. 

-It just doesn't work, i t  gets very frustrating because I  think they 
(medical staff) forget you are human. 

-It makes i t  impossible to work sometimes. 

Self Blame 
-You feel l ike i t must have been something else. 
-It was something we missed or i t  was something else we could have 

done. 
-I thought i t  was something I  did wrong taking care of th infant. 
-Well, I  guess I  don't have to take i t  as a personal insult, now that 

they have died. 
-You kind of always feel that didn't get, feel there was something 
that didn't get done. 

-I wanted to place the blame on myself. 
-I don't think that i t 's my fault. 



121 

Sufferi ng 
-Everything we do about hurts them. 
-Since we don't know how painful i t  is; we have no idea what they are 

going through. 
-And i t  took several days where she was very, very bad and we had to 

go through the process of waiting for the family and they were making 
the decision. 

-I just hate to see a baby suffer through at the time. 
-I don't l ike to see a baby suffer and at least for the last 24-48 

hours of her l i fe she was suffering. 
-I just don't l ike to see the baby suffer. 

Drai ni ng 
-There aren' too many kids who die that you haven't worked your butt 
off for the hours preceding. 

-It is very draining, i t 's very emotionally, mentally, and physically 
draining. 

-Tired, but physically but emotionally t ired. 

Disappointment 
-No, well in a sense because I  think I  had more control over clarifying 

things that I  realized I  did. 
-I 'm sorry i t  was done that way (how the death was handled). 
-I know what I  think about the way i t  was handled as far as the parents 

go. 
-Somebody else who had never had her before had her one or two times 

which the purpose of i t  was lost, so I  was disappointed. 
-And then to have him turn around and die of SIDS. 
-Losing her was very diff icult because I  had to take care of her on 

the day we discontinued support. 
-It seems so unfair to pull him through what was supposedly the worst 

thing that possibly could of happened to him at birth. 
-It seemed so futi le at that point that we had gone through the amount 
of work that we had done to save that child. 

-Disappointed, angry. 
-Spent four weeks beating our brains against the wall to send that 

baby home, and then to have the child die a year later of SIDS. 
-When she was f irst admitted, and then throughout the infant's course 

as she was getting better, and able to go home, and then to have this 
happen. 

-It 's always devastating, disappointing, diff icult to deal with always 
no matter how prepared I  think I  am for i t. 

The Moment 
-It was their hopes and dreams dying in front of their eyes; I  felt 

sorry for them. 
-It was l ike all these hopes and dreams with these twin babies that 

they had were over. 
-I don't think there are too many times you walk out of here and you 
don't remember, you may not remember the name or you may not remember 
all the parents' names a year down the road, but you always remember 
the incident itself. 
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-I guess an overwhelming helplessness to watch this child die and watch 
these parents totally... 

-That when ' I  lost i t1 that when I  knew he was dying. 
-But worse thing was to watch the mom go through that. 
-It seems l ike when you take a baby and place them in the morgue and 

leave, babies are supposed to be cuddly, warm and laughing, and that's 
what strikes me most about the loss. 

-The hardest part for me is taking the baby to the morgue, leaving 
the baby on the cold and walking away. 

-I guess the part that gets to me most is when you have to give them 
back, say OK, you're going to walk out the door and that's i t. 

-That breaks my heart. 
-I can't stand i t. 
-The hardest thing I 've ever, ever had to do, just a second...was after 

we dressed him, the parents were in the nesting room while we were 
doing all that stuff, and we had to carry him from back there to the 
nesting room. 

-That was the hardest thing I 've ever done. 
-I felt i t  very hard to be involved in a decision l ike that and to 

be actually be doing something l ike that and not, I  felt attached 
to her. 

-You couldn't".. .without.. .when you're going through things l ike that 
with a baby. 

-I hadn't had another situation l ike that where I  got really involved. 
-That was the worst one cause I  got really attached. 

Fortif ication 

Communicate 

Wanting Information 
-How long did i t take was l ike my f irst question. 
-What day? How long did i t take? 
-I wanted to be sure parents were going to be there. 
-Who was there? How did i t happen? 
-Those were the questions I  asked. 
-Were they holding her? Were the parents there? 
-I wanted to know how long this was going to take. 
-And when I  found out, i t  was done well. 

Reconfi rming 
-That was kind of a bad feeling at f irst I  thought. 
-I didn't know i f I  should really feel that way. 
-So i t  confirmed my feelings, I  felt better about i t . 
-He (neonatologist) said 'Well how do you feel right now?'. I  told 

him that too, i t  was better the baby had died. I t was OK to feel 
that way. 

-Then too you don't know i f  you should be feeling the way you should 
be feeling, i f  it 's the right way to. 
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-Same deal again, the neonatologist came over and asked me later on 
how I  felt about what happened and the decisions that were made. 

-But then I  talked to the neonatologist later and he said that's what 
needed to happen. 

-So again, he confirmed my feelings as being the OK feelings to feel. 
-No, but i t  kind of.. I  think i t reassures you 'did you talk to them 

the right way?' or 'did you do the right things?'. 
-Did you do something to make them happy, not happy, easier to deal 

with i t. 

Talking/Sharing 
-It 's very important so we cried and talked about i t  for awhile. 
-He's extremely supportive and very understanding and we can talk about 

these things. 
-I think sometimes you have to confront the people who are involved, 

' I 'm really angry about how this was handled'. 
-I think you have to verbalize i t. 
-I don't think anybody who knows me could say that I  hold i t  in. 
-It doesn't make any difference but at least they know. 
-I 'm very vocal. 
-She wanted to hear all that, which was f ine. 
-I went over to a friend's and talked about i t  and just sat there. 
-Usually l ike i f I'm with' a man who is a close friend, they wil l talk 
to me and say yeah, I  can see why you feel so bad. 

-I tell them (new nurses) how I  first felt when I  started taking care 
of babies, that I  felt l ike crying. 

-Sometimes I  try to talk to newer nurses to see that and later on i f  
they have to take care of real sick babies that might die. 

-I think i t helps us both. 
-We talk about i t . 
-We talk about him (the baby). 
-Usually I  talk about i t  with somebody either this other nurse I  was 

close to or this good friend of mine, talking about i t  a l i tt le bit. 
-It was hard to do, that's what I  said 'this is hard to do'. 
-And she was standing there when i t  happened and I  talked to her about 
i t . 

-I don't require more talking than that but at least be there in your 
mind when I 'm talking to you. 

-I couldn't keep i t  in cause I  had tears in my eyes. 
-She's real similar in personality so she was working during that and 

kept me updated with what was happening. 
-He said anytime you need to talk about anything or whatever just come 

and say something that day. 
-Just even talking to people about i t  when someone comes up and asks 

about i t . 
-The one girl on the day shift, she took care of him every day too. 
-We had the same schedule but we were the two primary caregivers. 
-Even now we sti l l  talk about i t  once in awhile. 
-I talk to other nurses who had taken care of her. 
-I talk to the parents at the funeral. 
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-You talk about how you felt, things that have happened since the 
i  ncident. 

-I talked to my husband about i t , about when I  was his caretaker and 
how different I  felt now, and what was happening to him, and what 
the f inal phase was going to be. 

-I talked to other people, other people went and visited him also, 
-When I  talk to people about i t  that way, i t  does hurt. 
-She asked me how i t  happened. 
-You know how you want to know every l i tt le detail. 

Separation 

Quiet Moments 
-Sometimes I  have to go somewhere and just sit. 
-Just think about i t , and think about why this happened and think how 
i t  happened. 

-And think about that and think about God. 
-Thn go and talk to someone about i t . 
-I need a l i tt le time to be alone. 
-I just remove myself from the situation for a few moments or hours 
or whatever I  can allow myself in that particular situation. 

-I think you need that kind of peer support that comes over and says 
you need to take five, go ahead, and get out of here. 

-But most of the time I  think you need to get away and disassociate 
yourself for a few minutes. 

-Let us take over for a few minutes. 
-A lot of times afterwards what's real helpful is to let the nurse's 

baby that had died have her time alone to do her charting. 
-We help take everything away and that kind of lets her not be the 

nurse for a l i tt le bit and deal with her feelings. 

Withdrawing 
-It doesn't mean I  don't care about my babies, just getting that 

involved with the families. 
-It won't affect what I 'm going to do tomorrow. 
-They pulled i t out and I  requested not to have her after that. 
-I couldn't be there anymore. 
-I felt l ike I  was done. 
-I just felt l ike I  didn't need to be there anymore. 
-If I  can't handle the situation someone else can. 
-Then when he started to become i l l , I  found myself going to see him 

less and less, call ing instead of going, that sort of thing. 
-I did pull back from him. 
-I helped them through that period but when they became more skil led 
in his care and someone else took him over, basically I  pulled back 
from him. 

-You feel bad, but kind of pushing back, so you can get the job done. 
-It 's l ike a nurse's way in general or my way of detaching myself. 
-He probably was but I  suppose during the time of the code I  wasn't 
really looking at those eyes and thinking about other things. 
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-You're looking at what you are pushing or your medication or something 
l ike that. 

-You don't have time to focus on his face. 
-I got the mom's phone number but I  never felt good contacting her. 
-The other one I  got attached to right away but the second one, I  was 
l ike I  don't know i f I  want to take care of him all the time. 

-It was l ike I  was more cautious in getting attached to the baby in 
the f irst place. 

-I haven't t i l l  a month ago 'primaried' a baby. 

Never Again 
-I kept tell ing myself that I  would never do that again. 
-The reason I  say no because of more situational than i t  is emotional 

attachment to the child itself. 
-I think that emotionally that makes me way of giving i t again. 
-I feel i f  I  lived in a more supportive atmosphere that I  would do 
i t  over and over again without hesitation. 

Touch 

Consoli ng 
-Before I  did as much as I  could for him (baby) then i t  was done, those 

things he isn't aware of, l ike the pushes I  gave, and all those things 
that are real important. 

-It seems l ike as soon as I  got to do that I  got to express to him 
how I  felt for him. 

-Just all those l i tt le body things that you do, stroke the hair, 
talking, rocking, and that sort of thing. 

-If I  had missed that opportunity, I  probably wouldn't have known 
that's what I  was missing. 

-It was really strange but then I  thought I  need to have him, I  needed 
to hold him. 

-When I  picked him up and held him personally, I  felt an overwhelming 
urge to hold him, kiss him and rock him. 

-And that's what I  felt l ike, I  felt l ike he needed to have that f irm 
touch, caring, stroking, put a T-shirt on him. 

-He never, I  guess that's when I  held him, he's never been cuddled 
or talked to. 

-When I  reached over, I  don't know i f  I  was stroking his hair, I  think, 
and I  couldn't really talk but i t  was l ike I  felt so tender towards 
him, is the word. 

-I ' l l  never forget how the f irst time I  really picked him up. 
-Absolutely no resistance to you touching and that's when i t  felt kind 
of weird. 

-I put my hand on his chest and abdomen area and that felt so right. 
-I know touch is real important. 
-Even now I  just want to hold him real close to me, real close and 

just talk to him real softly. 
-Because I  got to do i t  (hold the baby), I  realize it 's really important 
for the nurse. 
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-When I picked him up, he was a good size baby, I wanted to hold him 
too. 

-As soon as I got to hold him I knew how much I needed that. 
-He isn't aware that I was able to express to him through touch I'm 

the one who was here next to your bedside, I'm the one who talks to 
you and now you know what I feel like. 

-I didn't know it till I got to do it. 
-When I was cleaning him up I felt that way but I didn't realize how 
important it was until I got to do it. 

-Before it was like he was much more of a being and I was picking up 
his arms where it plops down. 

-She was alone, the parents weren't there. 
-Hold them if not for your own benefit, for them. 
-That's not what he needs right now. 
-She deserved to get that. 
-I touched her and I think I needed that as much as she did. 
-I try to make them as comfortable as possible during their last days 
or hours or whatever. 

-I think to me, that my instance to give that, it really is important 
if the parents can handle, it to be holding the baby when it dies. 

-Try to clean them up and make them pleasing to look at, and as comfor
table as they can be without being in pain. 

-It was very important to me at the time. 
-It helps me, I mean there are times when you are doing it because 

the baby has had a grade four bleed and you don't know how much the 
baby can be aware of your presence around them. 

-It is important to me to spend a l ittle time touching them. 
-It made me feel good (to hold the baby). 
-I felt by doing that I was offering her what l ittle comfort she could 

get from it. 
-It made me feel like I was doing something to comfort her in her last 

stages. 
-I just try to spend an awful lot of time touching the baby, talking 
to the baby. 

-They (parents) just felt that they couldn't handle that so I held 
the baby about two hours. 

-I didn't think that, I was really geared on getting the baby to mom 
to hold. 

-We cleaned him up and that was the hardest part for me, to touch him 
and hold him. 

-But I was going to hold him too. 
-I felt it real important for me to hold the baby. 
-Touching is one of the best thing to let them know you care. 
-Sometimes it 's hard at first even though I want to do it. 
-Show them you care and show them I care about their feelings. 
-Once you o it I think it breaks down a lot of walls. 
-I just said 'could I hold him?'. 
-I held him and it was kind of nice. 
-I held him for a long time and then we got ready for the morgue. 
-It was nice to be able to say goodbye to him like that. 
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-I think it 's a comforting thing for the baby. 
-It's like not dying alone, not dying alone in a cold bed. 
-I think every baby should be held, if parents aren't there then the 

nurse should. 
-If they can't handle that, that's fine but hopefully somebody else 
will be able to step in, and hold him, and comfort him. 

-I held him for a long time afterwards. 
-I wanted to go over there and take the baby out. 
-Even if the parents are there day in and day out and give them gifts, 

and do all that stuff, we are the ones actually with the hands on. 
-You need more than that, I see that, I'm sorry that wasn't done for 

you (speaking to the baby). 
-I just wanted to take the baby in my arms. 
-Once it happens, you don't need to clean up right away. 
-I just wrapped him up and held him. 
-So he wouldn't be alone when he died and that seemed to comfort her. 
-I felt good that I could offer her that comfort. 
-I think when I talk to the parents later, I went and took him to the 

room, I told her even though she couldn't be there I held him. 
-That was kind of different, we wanted to do everything to that baby, 
at least provide some kind of comfort. 

-Well, there are some babies I've held, that I've gotten out to hold 
them cause the parents weren't there. 

-I told them (parents) to call me back and I ' l l be here the next few 
days. 

-Do you have any questions, come back and let me know. 
-They went and got the baby and I sat with her. 
-Held him. 
-I stayed with them and held him. 
-I would rather me do that and at least show the family I care at the 

time. 
-Maybe the baby didn't mean anything to me, say that's my first night 
taking care of the baby but I know it means something to them (parents). 

Reaching Out 
-Most of the time I try to ask if 'are you doing OK?' or give them 

a hug. 
-You know they are going to say no, but touch them in some way to let 

them know you understand. 
-Even if they come up and give you a hug, I think that helps. 
-E. came up to me then, she came over and gave me a real warm hug, 

and said a few things to me. 
-He had taken the baby out, he was there to take the baby out. 
-Have the mother hold him and just seem to know l ittle things to say. 
-People just coming to help you out like that. 
-People (nurses) after they see the baby had died and either get it 

ready to go, or see the parents, or whatever even just take it to 
the morgue and so many instances. 

-I can't think of any time where I've seen one nurse, the caregiver, 
at the bedside, washing the baby, or wrapping him up for the morgue, 
really almost never. 
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-There is almost always somebody there to help them get the kid ready, 
and then take them down to the morgue or to walk them into the nesting 
room to the parents. 

-I really can't think of a time when a baby had died when a nurse has 
been all by herself. 

-There is always at least someone there. 
-You know how it 's totally crazy and you just can't be at every place 
at every minute but I think I can manage to see someone is there. 

-There are some that had a baby die and I go over and hug them. 
-He hugged me. 
-He made me feel better. 
-The parents about a month later sent back this really nice card that 

thanked me personally. 
-I see probably the most thing is touching. 
-It is not a time when there is a lot of words, it depends on the 

person. 
-Some people, I can admire them just seem to know what to say. 
-You need to break the ice a l ittle bit, yet to show they care and 
yet. 

-In general, I just couldn't go up to anyone, and say the right thing 
but a lot more touching. 

-And sometimes if people aren't comfortable with that, you at least 
know they are there, maybe 'Can I help you do something?' or 'Can 
I get something for your other kid?' 

-If they can't, they show they care in a way they can. 
-There was just a lot of people there,. E. came over and he was helping 

and he was one of those who was good with words. 

Sympathy 
-This is really hard to do and I know that she's had problems with 
handling stress. 

-Step in, and let her, I gave her, I held her for a good minute and 
let her cry. 

-She's a real sensitive person and knew the other was being neglected. 
-I felt so sorry for her. 
-Like it was all the sudden she burst into tears and it was. 
-She did it as if she was giving a calcium push. 
-Pick up, I was aware of what was needing to be done. 
-I just let her know don't worry about it, these things I'm going to 

do them. 
-She was like overwhelmed for the things that had to be done for the 

baby. 
-Poor thing, I felt so bad for her. 
-What she needed was just somebody to let her do it, just practically 

go in there and say that's fine. 
-I don't know; I felt bad for the nurse. 

Cry 
-She hugged me and thanked me and we cried together. 
-That's when I finally let myself cry that it was easier. 
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-I remember sometimes like the way I've seen other people, you aren't 
supposed to cry still. 

-It's OK to cry. 
-Right after a baby dies or even while they are, it 's OK. 
-Usually cry all the way home. 
-I can take care of that baby but I can go home and cry about it and 
talk about it and I will feel a lot better. 

-Nurses crying and I realize nurses do cry but I don't see it very 
often. 

-It also stresses you can cry if you feel you want to cry. 
-It's OK to cry. 
-I cry a lot. 
-It's alright if you stand there and shed tears or tell them how bad 

you feel. 
-I went home and cried. 
-Kind of give you something to refer back on to and I don't have to 

be super nurse, I can cry. 
-And he (the father) started really crying, so we all started crying. 
-There were probably ten people at the bedside, and everybody was just 
bawling their heads off. 

-I was really glad that he did that cause I started crying then too. 
-He had tears in his eyes and so did I. 
-I cried like crazy. 
-I cried like crazy. 
-I didn't cry before that but I did when he came over. 
-I always cry no matter what's wrong with them. 
-Sometimes, it is hard and I was talking to M. today and she started 
to cry. 

-It's a situation which you lose control and that's it. 
-I felt really sad about it and went home and cried. 
-Then later on when I worked here, I felt like I couldn't cry, that 
I had to be strong, just hold in my feelings for awhile and didn't 
let myself grieve over babies. 

-Then one day, I was helping L. too, just give this baby to the mom 
to hold and the baby was dying, I lost it. 

-It was the best thing after that I found I could cry and still accept 
that was OK to do when a baby died. 

-And so I took him out and I cried. 

Home 
-I think you need to be released and said 'get out of here'. 
-I think once your baby that you have taken care of and put a lot of 
effort into has died, you should go home. 

-It is very hard for me to take care of a baby that has died and then 
come back to work the next day. 

-I was off for a couple days after that too and that always gives me 
a chance to regroup. 

-I used to think the worse thing they could give you is another assign
ment and not let you go home. 

-I called in that night and asked not to come in the next day. 
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-I called in the next day. I needed that time. 
-It took me a week to get over it — I needed time off. 
-I didn't get the day off, I had to stay. 
-I couldn't handle it. 
-I had to stay, I couldn't go home. 
-Thank God I was off the next day. 

Recognition 

They 

-Yea, I didn't know where she (mother) was and I didn't know if they 
told her. 

-I know other times after that they had...even I feel after fetal death 
that they need to (talk to the parents). 

-Why don't they just let him die. 
-I think they were just doing it (resuscitating) cause the mom and 

dad were there. 
-People would say I'm sorry and stuff but you knew they never thought 

about it (the baby's death) anyway. 
-And then the parents came and I heard the nurse practitioner say those 
things. 

-I always have the feeling here with the physicians, where it becomes 
inevitable that the dying process is an event taking place, they 
pretty much absolve themselves of the situation, they don't want to 
be called anymore. 

-They clinically remove themselves and they just don't come back until 
to announce the baby (dead). 

-They kept stringing them along with possible transports and things 
like to get ECHMO. 

-I felt that they were relieved because they expressed guilt as far 
as his course that once he left our hospital and went to X. 

-They seemed relieved. 
-They seemed a l ittle guilty. 
-I was uneasy about his parental situation, I felt they could of helped 
his mother, maybe they couldn't have. 

-They can't deal with it. 
-Then it was obvious he was going to die and they wanted to give him 

another Kayexalate enema. 
-While they are coding somebody it 's much more concentration on the 

mechanics of things that we've got these drawn up right, giving this 
in the right line, that kind of thing. 

-It's almost a relief when they say 'Does anybody have any objections 
if you don't do anything more (resuscitation)?'. 

-I think they turned him off but you know how they don't die right 
away. 

-They weren't being real aggressive about calling the parents. 
-Somebody finally did call them but after prodding and then they are 

looking at you like 'you already asked me that?'. 
-They induced her to deliver a stillbirth. 
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-I know other times after that they had...even I feel after fetal 
deaths that they need to... 

-She had this little drainage at the end of the abdominal incision 
and they didn't culture it. 

-I told her you don't have to make that decision (withdraw), you have 
to make it in terms of what they told you and all. 

-They just applied betadine. 
-I don't see how they could but be, but I'm not sure if they were 
willing to accept that. 

-Then suddenly decided they needed to transfer him to X. 
-And they refused to transfer him twice. 
-They did lodge a protest but never followed up. 
-I was real angry with them for not trying for this child that was 
trying to give everything back. 

-And they kept him down. 
-They just did not care and I found that real hard to believe. 
-They didn't care about him at all. 
-I think they were really badgering her in the end to get involved 

with this kid. 

Recognizing the Loss 

-I felt like we finalized things cause I know when I was off, when 
a baby died, that nurse practitioner never acknowledged the baby had 
died. 

-She thanked me, she had already worked it out but I felt that was 
really important after the baby died. 

-I went up to her several days after the death and I told her I was 
sorry about the death. 

-Things had changed in the unit. 
-People are willing to make that (talk), to make that step. 
-I felt that helped (talking) and I felt the pay back. 
-I know the mom's response was a big thing on that but also I was 
crying like that. 

-A couple people came up to me after the baby died and said there was 
not a dry eye in the nursery. 

-It was like she (baby) had been transported or something. 
-Like she's over at M. or going to go home soon. 
-I would have liked someone to acknowledge the fact that she did die. 
-That is the only thing you get, is staff support, when an infant dies. 
-I really appreciated that cause having to stay then and just help 

out, just gives you that much more time for whatever you're frustrated 
with. 

-You get some support out of nurse practitioners depending upon the 
nurse practitioner. 

-Yes, yes, that is very important to get that recognition from, not 
so much that they are practitioners but because they are nurses first. 

-I sat there and I cried and everybody that was working around me was 
very supportive. 

-The neonatologist that was there spent a lot of time with me. 
-And we talked about this certain baby, and that helped a lot. 
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-You get very l ittle support out of management. 
-I wish we got more recognition from management. 
-I think it 's very important at that point, if you want them to, to 

take over for you, once you get past the initial pronouncement, or 
moved into the nesting room. 

-One of my friends wanted me to give up the baby to her on the third 
day, which happened to be the day he died. 

-Nurse to nurse you need that recognition. 
-You're completely wrong to be, I knew the parents, I know the baby, 
to be right across the pod from them and not be the nurse taking care 
of the baby. 

-The people in my pod would be disappearing over the weekend. 
-They would be gone and somebody would call over the intercom 'who 

has this baby1. 
-Cause maybe they don't know how they feel about it or don't feel 

comfortable about babies dying. 
-Then other people just don't want to talk to you about it. 
-I think it might, cause it helped me to just have some acknowledgment 

and l ittle bit more moral support from the people I work with. 
-And not just dealing with a baby dying but the changes that happen 
to a baby, that they get worse, and puts them in a chronic situation 
or possibly where they will die because of something that happened. 

-I think as a nurse you can take care of some baby you hope to see 
get well and better and they don't. 

-I got a phone call as soon as I got home that he had died. 
-Then when I got home one of the assistant head nurses called me that 

he had died. 
-Everybody knew that was your baby. 
-The first couple days afterwards (the baby's death), it was weird. 
-There are certain ones (nurses) that do and you know they (nurses) 

understand what you are feeling than a lot of them. 
-Not right away, the nurse that came on at three and had him, she did 

(say I'm sorry). 
-See if I can do something for them. 
-I just remember how nice everybody was to me, almost like I was the 
parent. 

-Somebody came over and said can I get you a glass of water. 
-Cause you know how sometimes you don't know what to say or somebody 

comes and puts their arms around you. 
-I thought the staff was very nice and comforting. 
-It's just when there is a lull afterwards you feel it in your heart. 
-She was even more attached than I was. 
-It might have been very late at the end of my shift and somebody else 
might of come along and said 'If you have everything ready, I will 
take him down (to the morgue)'. 

-I feel bad for the nurse as if it was someone they loved and I feel 
bad for them in that respect. 

-It happens to a lot of nurses. 
-I mean think of all the people, 'look if anything happens call me' 
(other nurses requests). 
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-There are always five people on the list you have to call if something 
happens to a certain baby. 

-I feel bad for them cause I know they are experiencing a loss. 
-Usually people will say 'are you OK?' 
-I think it would be easier for us dealing with the anxiety and the 
grief if we would be supportive to one another. 

-If we could have something set up to help us support each other. 
-I got a lot of it, just l ittle remarks that signified support but 
I felt pretty alone. 

-Somewhat, the most recognition I got for my loss was from Dr. X, I 
was very surprised. 

-Even the people I work with just got involved in other places. 
-Most of them were sorry he died but it just seemed like something 
to say. 

-They (physicians) seemed relieved. 
-Dr. X was the only one willing to say that we are sorry maybe there 

was something else we could of done for us in trying to keep him there. 
-Maybe he would of died here too, but he would of died in somebody's 
loving arms. 

-The rest of them were 'Oh yeah, I heard about it '. 
-No one was willing to speak about it or the events that lead up to 
i t. 

-It was pretty much hushed up. 

Going to the Funeral 

-My feelings weren't the same. 
-I think we pick up our own things to make it more meaningful. 
-I think it 's very nice for the parents for the staff to go to the 

funeral. 
-His mother didn't provide him with a funeral. 
-I was working that day and elected not to try and get it off. 
-I didn't want that picture. 
-I wanted the smiling alive baby in my memory, rather than the stiff 
little corpse in the box. 

-I would have gone. 
-I never have.... I went to one baby's funeral but I was never off. 
-It's still like I was thinking of one baby I wish I could of gone 
to her funeral especially cause I wasn't here when she died. 

-It's like I really didn't get to say goodbye. 
-First of all I think it 's very strange to see parents outside of the 
hospital setting, then to see them in a funeral situation. 

-I attended the funeral with one of the neonatologists, the neonatolo-
gist that had been attending the baby. 

-It was definitely bizarre, I would never do it again. 
-It didn't help me, not at all. 
-It was very, very strange in fact that... 
-I think you need to cut off when the baby dies. 
-And I went to that baby's funeral and spoke to the parents afterwards. 
-I think they appreciate it because there was a lot of staff there. 
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-I don't know if they singled anybody out but that was my way of saying 
goodbye. 

-I saw them (parents) at the funeral. 
-That was one reason I went to the funeral to offer support to them. 
-I really didn't want to go. 
-It was real dismal. 
-I wanted it to be over and finished. 
-Yea, the situation was a l ittle real, too real, for me from the start, 
it lent a finality for them and for me. 

-There were a lot of people there. 
-It was an open casket with one of her l ittle toys that she liked, 

she stared at the most. 
-This was in her coffin and was going to be buried with her. 
-I've been to a child's funeral before, but never one that young. 
-I have gone again. 
-Yes, I would if I feel it helps me or would help either the parents 
or family then I would go but it certainly isn't going to make it 
easier to lose their child. 

-I wanted to remember him alive. 
-He was so alive and I didn't feel it would lend any support to anyone. 
-I thought it would tear me up more than anything else. 
-I didn't think it would be positive. 

Judgment 

-Nobody looks at it as being, very few we should say, look at it as 
we are here for the neonate. 

-If you have an acutely i l l neonate, I should have my undivided atten
tion on this kid. 

-The death was hard and to me it was harder because I didn't have the 
cooperation, people weren't there for him. 

-We were all into our l ittle roles. 
-In a sense it has to do with death, because I didn't feel it was a 

whole hearted team behind. 
-Some nurses it 's like they die, it doesn't affect them. 
-I hope it 's a good nurse (that is caring for a dying baby). 
-They (nurses) come to work and don't get attached to the baby. 
-I don't think, most of the people up there appreciate him. 
-They should just get out of nursing. 
-Some of the nurses, some are not that involved. 
-I'm sure some of them have felt that same way but not very many people 

care for babies that long. 
-But I think so many people are scared to do anything. 
-But I think so many people are afraid to deal with it because they 

stay away. 
-I would rather take care of the baby than a lot of people up there, 

than I would want them to have them (babies). 
-I just don't think they care about the baby dying or the family. 
-I think even though they act like they don't care, I think they deal 

with it, eventually they deal with it. 
-They feel threatened. 
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-I'm a little, I don't know if it's anger, I feel a l ittle sorry for 
her. 

-You get a lot of people in there, that are there to work. 
-Actually I was more stunned, I couldn't believe it. 
-I really feel sorry that you have to deal with it in that way. 
-I saw this happening and then all the sudden she yells across the 
unit 'Well, tell the resident she can pronounce her anytime'. 

-That's fine but when you are at work in this kind of job you need 
to give more than that. 

-They go to work and then they go home. 
-That all seems fine but the nurse wasn't with the baby really in 
heart, in mind at all. 

-Really I wanted to take her aside and shake her and say 'What the 
hell do you think you are doing?'. 

-She was reading some magazine (while holding a dying infant) and I 
was like HOW? I can't even fathom that. 

-It was like that baby is dying, what are you doing? 
-It was like I saw this and I haven't even talked about this yet to 

anybody. 
-It was just like a feeder-grower or something that was cranky and 

she was just like holding him reading this book. 
-A death happened on Monday that I couldn't believe what I was seeing. 
-(Laughs) I couldn't believe she was going to feed her other baby. 
-Are you interacting at all with that baby? (Another nurse asked a 
peer.) 

-Puts a baby in the isolette, shuts the isolette, walks over and does 
her feeding on the other baby. 

-I laugh but it was so pathetic. 
-It was almost if I didn't think about the nurse. 
-I leaned over the pod and I usually don't do that. 
-It's so unbelievable. '  
-I was really surprised at the nurse. 
-I can't believe what I'm seeing. 
-It's almost like a joke. 

Silence 

-It was like not even a word was said between a certain nurse 
practitioner and I. 

-It's an occurrence that you don't need to talk about. 
-It never happened or that it is something that just happens. 
-Many times in the unit you don't know it. 
-Working with me those three days, nothing was said. 
-You could tell obviously she was gone but there wasn't even any 
discussion. 

-It's like that it 's cleaned up and it 's gone before you even know 
it. 

-She didn't even come up and tell me that she had died. 
-But it does (death occurs), cause I really think it does. 
-Nothing was ever said to me because I wasn't there when she died. 
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-Nobody even called me, even the nurse practitioner that had been 
there. 

-You've got to know, death is important, this is a big deal. 
-Nobody knows in that nursery and that's such a shame. 

Appraisal 

Rewards 
-I always felt good about finding those things. 
-I know I'm glad I was there and the mom and dad were there, and the 

doctor was cause he had followed him. 
-I was glad it was done that way. 
-There was a lot of love there. 
-I was glad. 
-It was a good experience you know. 
-There was so much movement. 
-It was a really moving death. 
-I felt like she (the nurse) really filled in well. 
-It's not really a happy time but it 's more of a positive experience. 
-Say this is their last feeling and give all the love they can. 
-It's a time when they are crying, kissing, and loving. 
-To me the hardest part of dealing with the death is not only when 

you are taking out all the tubes and wires because that part is 
pleasant. 

-I think he really did (feel the love). 
-I felt good about it (the way the baby died). 
-I was real prepared I think he went well. 
-I felt, like telling this...towards him, I think he's aware, I think 

he knew that. 
-I felt like I really cared for dying, for the baby and cleaning him 

up and getting to hold him. 
-Everything was very, very good as far as direct contact. 
-He got to be with his parents. 

Experti se 

Learni ng 
-My friend's baby died at two days old and it took them two years to 

get over it. 
-But knowing her helped me a lot and she told me things she would have 

wanted a nurse to do. 
-I guess I realized a lot of things with her cause she was well known 
to the unit. 

-It made me, that's why I started off saying when you are looking in 
it can be so opinionated of the situation but when you're in it and 
actually doing it 's completely different to look at it. 

-Now I feel like, I realize you learn that you have to process each 
situation and figure out if it means something so that it doesn't 
happen again. 
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-I think I could have used my resources better as far as like I was 
saying like with the nurse practitioner. 

-I was still learning how to keep this baby alive let alone help usher 
one out. 

-She did it beautiful. 
-I've never seen it done like that before. 
-You got to do it with a lot of tenderness and caring about what you 

are doing. 
-I could have gone to her or expressed to like to my assistant head 

the reason I'm pulling off is because I think this baby needs a primary 
(nurse), one of the people that have taken care of her. 

-This has been going on forever and perhaps if a primary had been taking 
care of her, they would have known that. 

-I find death, there is always a lot of speculation, hind sight. 
-They would have seen it...I don't know. 
-I didn't say that, I assumed, and that's where I got caught. 
-I think I learned a lot where I could intervene more than I did. 
-I also learned that no matter how right death is never easy. 
-You look at it as now, not as a whole picture. 
-I like, to think that I handled it well and that I didn't direct it 

towards any one person. 
-I remember when I first started working in the unit, and the first 

time I had an infant die, I couldn't understand it at all. 
-The first time I had a neonatal death, had to deal with a neonatal 
death, it took me days to get over that. 

-You better buck up and do it. 
-It would have been easy for me to direct it at someone. 
-I think another thing I've learned too, is that most parents react 
positively to the fact or are aare of the fact you are also upset 
about their child is dying. 

-They (parents) don't see that as a sign of weakness; that they see 
that as a sign of caring and that you were truly involved in taking 
care of their chiId. 

-This nurse, moms start getting teary eyed and she just draws them 
real close into her. 

-I want, that's one thing I need, that I'm looking forward to learning 
more about is how to do that with parents. 

-There is one nurse that is real good that I've noticed that is- very 
comfortable with hugging the parents. 

-It's something I think is hard to learn. 
-It took me a long time to learn it. 

Being Comfortable 
-I suppose that's the next thing but I feel real comfortable with 

the baby. 
-How can you be like that. 
-They do know you cause you are caring for the baby. 
-You're important because of that (caring for the baby), not because 
of the type of person you are too, but important too. 

-I think just because you have the role of being their baby's nurse. 
-It's becoming more comfortable with it. 
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•Now it 's not the time involved, I don't know if it's because I recover 
so much quicker. 

•But it 's after that point you can actually deal with the baby dying. 
•To be involved with the process, to watch them die, and then have 
to deal with all that, it took me a long time. 

•For myself, each successive time, you learn more about different roles 
in a code and feel more confident about actually doing it. 
•That seems to soothe them more that anything that somebody cared 
enough about their child to react that way. 
•I think it 's important to let them know you care. 
•I think it 's hard maybe for us, as nurses, to distinguish between 
professionalism and being yourself. 
•I can't make all the difference but if you can at least show you like 
your work and are willing to go that step further and help a parent 
when the baby is dying, I think it really shows people you care. 
•I think the only part of it that I'm not really sure about dealing 
with, is being with the parents. 
•I do try and notice and talk to them, 'Do you realize how much it 
is taking to keep him alive?'. 
•I never talk to them that well. 
•They (parents) really didn't understand but I wanted to be warmer. 
•She takes them into herself, whereas I have a tendency to, I feel 
uncomfortable, so I just put an arm around their shoulders. 
•I believe because you really have to get beyond yourself to do it. 
•The things that make me draw back is that I don't know them (parents). 
•Probably just go, I don't know you. 
•Telling them (parents) it 's OK for them to hold their baby, that they 
might regret it. 
•Now I'm more comfortable saying it to a parent because I know it 's 
important to a parent. 
•I probably learned a lot about how to handle the situation better, 
the people better, in a more comfortable way. 
•I felt real comfortable with about different things, kind of like 
being friends in a way. 
•Sometimes I see them (new nurses) get pulled away from taking care 
of that baby, I don't know if they will get to a place where they 
can handle it and deal with it in a way that they can help parents 
and feel comfortable about it. 
•But I thought about it and I know how I would be with them and things 
that would be important to me and I think I'm prepared to do that. 
•Yes, one that...cause I feel more confident that I could do it. 
•I know what I would want for my own baby. 
I'm aware of that now. 
I would be really sure to do that. 
•I know what I would want to do for the baby, before I wasn't. 
It was kind of scary, more than anything. 
You still don't know what the right thing is to say to them. 
I don't know, not be so scared yourself. 
It just gets more comfortable with trying to deal with their feelings. 
Not that you should harden to it but it 's not as scary as it is the 
first time that it happens. 
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-I think that helps me even if they (parents) don't want to hear it 
that might be the best thing for them to know. 

-I come away with a positive feeling that I feel a l ittle more comfor
table. 

-I suppose through experience I've learned, just the experience where 
I felt l ike I was the parent cause the parents weren't there, maybe 
the things that felt good to me that I could do for me to say or do 
that would somehow make them feel a l ittle bit better to make the 
experience better for them. 

-I think recently we have a grieving committee, I think we all have 
learned a great deal from that as far as studies, things important 
to the parents later. 

-Things like that, so what if you wait a shift or whatever, maybe we 
could of waited a longer time. 

-Things like that, so what if you wait a shift or whatever, maybe we 
could of waited a longer time. 

-Probably now, I would feel more comfortable if we went down and talk 
to the parent or something. 

Ski 11s 
-I realized too, that your wrapped up in your technical aspects a lot 
of times. 

-That's the kind of situation and a lot of it 's new, a lot of it for 
us who are new on the unit. 

-I had to think about those things and be required to do those things 
in that kind of situation. 

-A lot of things that were going on with this certain baby I've been 
talking about, a lot of it was new. 

-I felt like I had given all this work to get her stablized and looking 
better and she responded, but we took it all away. 

-Yea, I think I've come a long way in my skills too. 
-This was the one where it wasn't my baby, but the person had never 

done anything, like I was all of the sudden called on to bring her 
through it when I have never done anything before. 

-I responded to the situation at hand. 
-They are new things not made in orientation. 
-The clinical end of it was very, very interesting, from that point 
of view. 

-Clinically, it was interesting, the baby was interesting. 

Honest 

Understanding 
-Actually, Dr. X. was the only one who let me cry on his shoulder. 
-He (physician) called me out, specifically asked the teamleader to 

have me come out, and he held me. 
-He (neonatologist) was, he didn't say anything, he was just his chance 
to do that. 

-I think there is a certain respect between those two neonatologist 
and I, and a couple of nurses. 

-I grew just because we acknowledged it. 
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-It's kind of a bonding between us now. 
-Then to have her (nurse) respond back, she recognized it"in somebody 
else. 

-That was, I felt all the freedom in the world to do that. 
-I went and said (to the physician) 'I 'm sorry the baby died but we 

know the baby was going to die and you had just left'. 
-I just wanted you to know that you did the absolute best and you 

looked into everything for him. 
-We talked about that, he gave me feedback on my work. 
-To know that, the freedom to do that, there was somehow a freedom 
to do that. 

-Other people were crying and I felt that was really good. 
-I didn't expect him to say those things. 
-I believe he needs to help me in that area to be more gracious to 

people. 
-I think I couldn't so the only one who could do that is God. 
-It's just that they happen a minimal amount of the time. 
-But you do it out of grote rather than really thinking about the fact 
the kid having a problem. 

-That's a surgical risk, surgical risks happen every single time you 
open any body up. 

-The baby suffering and things like that, but then really when I sit 
back I want to be more gracious. 

-It happens in adults, it happens anywhere. 
-Because I honestly don't believe one particular thing or one person 
to blame for what happened. 

-They usually try as hard as they can. 
-They come and sit with you and share that kind of experience. 
-Just to know that he had feelings and we work with them and we think 
that they are emotionless. 

-It's one of those unfortunate things we have so l ittle control over 
and we just think it 's unfair. 

-You work on such a factual basis all the time, you tend to lose sight 
that they actually are human beings. 

-But if the baby has coded and seems like it is not going to get better, 
they usually become very involved with the parents. 

-That may not be healthy either, but it wouldn't have been right to 
lay the blame on one person. 

-Some of the neonatologists are better than others about it, at least 
they appear to be more compassionate about it. 

-I'm sure I would have regretted it placing on on somebody's shoulder 
no body deserved it. 

-He was really good, he kept asking if I was OK, 'are you OK?'. 
-I tried to in between boo-hoo-boo-hoo...to tell him I understood that 
I know there was nothing more that could be done. 

Open Communication 
-I wish I had at least approached the nurse practitioner but 'I think 
it 's a l ittle misleading or maybe you need to clarify it '. 

-They really need to have the emotional side of things. 
-They need to get the reality. 
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-There is not a lot I can do to allay their fears, but I try to do 
some positive with that and try to encourage them to be commutative 
about their feelings to the doctors and nurses. 

-If it is explained over and over again to the parents when and what 
we expect and what we feel we are doing, they deal better with it. 

-They feel less dehumanized. 
-If they feel that way especially, speak up, so that we can at least 

make them understand. 
-Yes, I didn't know where she was I didn't know if they told her. 
-I felt bad for the parents because they came in and it would be 'she 

looks so good today compared with yesterday' then you approach them 
about turning off support or withdrawing support. 

-I know you probably don't mean to mislead them. 
-It's like how they make a decision when you are giving them information 
that says the baby looks good. 

-Because they don't understand health care terminology. 
-But in a day or two would look good and I really felt that was mislea
ding to parents. 

-I don't think they understood. 
-The whole situation could of been handled with more communication 

between the medical person including the doctors and the nurses and 
the family, all the way through. 

-It seemed like it stopped some place. 
-Either they (parents) turned us off or we stopped talking to them 
or both. 

-So it wasn't communicated well. 
-Had they (parents) known, would have they trusted us? 
-Just more open communication with them (parents). 
-Stressing where we were when at certain points as they could accept 
it instead of assuming they could see this. 

-I got involved in other long term care patients and tried to improve 
the realism between the family and the patient as much as possible. 

-If they are not ready to hear it what you say closes the door for 
you even faster. 

-I worked with their familiesv and tried to increase their families 
to say what they feel. 

-If they feel uncomfortable with something, then they need to say it 
right now, instead of saying I was really pissed about this. 

-They need someone to trust. 

Blame 

Prevention 
-Things like that cause to me there is no excuse for stuff like that 
not being picked up on. 

-She had to die of things that could have... 
-Like, to know that you haven't messed up but when some of the things 
that happened that caused the death. 

-During the PDA ligation there was a mistake made. 
-Either lymph tissue or they don't know exactly if lymph or aorta was, 

the aorta was nicked. 
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-It ruined a couple's hope, opportunity and maybe future kids that 
may never be because of this kind of thing. 

-Yea, my emotions go, you know, "the jerk made a mistake". 
-It gets me mad and look what it did. 
-So many times in this unit the events leading up to a neonatal death 

are circumstances, may be couldn't have been changed, but for the 
most part if handled differently could have been changed. 

-I thought that there were an awful lot of people involved with the 
baby's care that I didn't direct it at anybody I held it in. 

-I think mostly what I've learned is that you can't rely on physicians 
to be the support for the parents. 

-So they took the baby back to revise the shunt and there were some 
problems in how they did the surgery. 

-The fellow panicked, really did not know what to do, and by the time 
the neonatologist had been contacted, returned to the hospital, the 
baby had expired. 

-This baby crashed, the only other, not even qualified but person who 
could attend the baby was a nurse practitioner who was not in the 
unit at the time. 

-It's hard to be in a situation, you can't come out and say this baby 
is dying because this person does not know what is doing. 

-The fellow left in charge, his clinical skills were left quite a bit 
to be desired to say the least. 

-Obviously, both you and I know things that could of been prevented. 
-I feel they could of been prevented. 
-I feel they could of been prevented. 
-That it 's not right and someone is getting away with something and 

parents don't even know about it and you feel like telling them. 
-One mother came in and was severely pre-eclamptic and they sent her 

home so she came back later and the baby had died. 
-Sometimes, certain things happen that change course of events, like 

they get an infection maybe that didn't get picked up in time. 
-Meanwhile she kept getting distended and kept getting suppositories. 
-She had this bright yellow residual, well it wasn't green, so no 

problem let's keep feeding her (sarcastic). 
-Doing things like that and identifying the infection a l ittle earlier. 
-Some of the things could have been prevented if they had been a l ittle 

more aggressive and stuff. 
-It may have not changed the outcome she may have died later on. 
-But when there are things that qualify it, it could of been treated 
or possible identified better and treated. 

Anger 
-I don't know who I was even directing it at. 
-The whole situation was you know everything from working in the unit, 
to the people we have to work with and the situations we have to deal 
with all the time, sometimes it gets to be too much. 

-Anger, always anger. 
-I was mad at him for dying. 
-I was real mad at him for being the head strong boy that made him 
live for as long as he did. 
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-I remember X was there, it was just horrible, you know what I mean. 
-I kind of remember something about the parents', I was kind of angry. 
-They weren't being real aggressive about calling the parents. 
-It was just one of those messes, I was angry about that. 
-Not really because my assumption was wrong, they didn't give her to 

a primary (nurse), they gave her to somebody new again. 
-I think that's a shame that only one time comes to my mind, one time 
in a year that I have worked there. 

-The dying process in this unit, there is no dignity involved with 
it at all. 

-Even the screen around, all you have to do is put that screen up and 
everyone and their brother knows that child is dying. 

-The parents are subjected to stares and other people in the same pod 
looking at them, knowing their child is dying. 

-Angry that something like this would have to happen and not wanting 
to point the finger at anybody and place the blame on anyone's 
shoulder. 

-Just very upset that a baby was doing so well would have to come to 
this extreme. 

-I think I was directing it at everybody. 
-A lot of anger, a lot of anger, and a lot of panic. 
-Emotionally, I still had that anger, I think it was just of the callous 
attitude. 

-I think I feel more realistic about it now but I'm always angry. 
-In a caring profession and I'm always angry when I see people who 
don't care, when it results in something like death, it really bothers 
me. 

-I just have to deal with it and I have to deal with it better than 
I've dealt with it in those circumstances when it upsets me to the 
degree that it did. 

-I'm still upset about it and I don't know if I will ever get over 
it. 

-It still is a human being, and our environment that we work in is 
a dehumanizing environment. 

-I was mad when he first found out he was going to be transferred and 
he was transferred, and when he died. 

-I was pretty mad at them. 
-We, the other primary nurses on other shifts, expressed ourselves 
freely about his prognosis, after this transfer and about his being 
dead in six months. 

-We were pretty verbal about our anger when it came to it, subtly of 
course. 

-I was real angry with him (the baby). 
-I was real mad at him for getting sick. 
-It made me mad. 
-Well, I think I was mad that she (the mother) wouldn't even want to 

see what she created. 
-I think I was mad she didn't want to come and see it. 
-I think kind of mad again that it happened because of what she did 

down here. 
-You don't know what really happened but that's how I felt. 
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-I was mad that they could let her go for...but the only thing is that 
it was already 33 weeks, only 33 weeks at the time he was born. 

-I was real upset about the way she died. 
-I felt angry because of how the situation was handled. 
-I was real angry. 
-I was real upset. 
-And they kept him down. 
-I felt basically angry and sad, just mainly a lot of mixed up feelings. 
-I couldn't believe people could be so callous and unfeeling to let 

something like this to happen. 

Betrayal 
-Then suddenly decided they needed to transfer him to X. 
-But never the less, X refused to pay for his care. 
-And they refused to transfer him twice. 
-I was real disappointed when it happened. 
-He went into an environment that had a whole different set of germs 
that he wasn't immunized against. 

-He had no resistance of any kind. 
-We knew that was bad, that was very bad. 
-He was in four point restraint in a room by himself, that was dark. 
-I felt sick. 
-I, again, felt betrayed. 
-The powers, the insurance companies at X, and the neonatologists who 
didn't stick up for him anymore. 

-They did lodge a protest but never followed up. 
-This child in particular did not mean a thing...just cause he meant 

something to you. 
-They just did not care and I found that real hard to believe. 
-This is a hospital, didn't they care? 
-They didn't care about him at all. 

Philosophy 

Searching 
-Sometimes it 's harder than others but I think I can just understand 

a l ittle bit better than I could. 
-Then it 's sometimes I think of myself as real young too and a lot 
of them (parents) are older than I am. 

-I think it 's easier, maybe not so much easier, but I think when a 
neonate dies, that they haven't become an integral part of the family 
unit. 

-I think it 's... I think you always take it home with you. 
-They have not taken that baby home. 
-I think that's a l ittle easier for them to deal with than when a 
pediatric child dies. 

-The baby has not been within the family unit. 
-I feel I can make it more meaningful and not as tragic. 
-I guess when you give that much, you want everybody to give, everybody 
that's involved in the team to do that. 

-As far as myself and the baby, I know he was given the best care. 
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-He (baby) was giving everything he could. 
-I gave everything I could give and I know my roommate gave everything 

she could give. 
-Just the hopes in the beginning that we are doing something good here. 
-It was kind of different in K. too, there wasn't that much value placed 

on life necessarily either. "• 
-It was sometimes there wasn't that much value from them on that life. 
-It is not easy, I find it emotionally difficult. 
-I remember other times I felt that way, but knowing... 
-I think you do feel better when you could have done everything within 

reason to a baby. 
-Mainly I learned it was OK to cry but 'why did it have to happen?'. 
-I was glad. Yes, I guess I still am never, I 've been around a lot 
of deaths, and been involved with a lot of deaths but it 's still, 
it 's something I've never felt good about. 

-I don't know if...I'm wondering if it's the big unit again, that's 
one of the reasons why death is prevalent among the unit and dealt 
with in this way. 

-Especially when you think it really didn't have to happen way back. 
-I don't think in this unit if you are the sole support system, you 

just come in and put your time in and go home. 
-I couldn't understand why it all happened. 
-I just couldn't get it. 
-It was too much for me. 
-He gave me the basic results of that (autopsy) and that helped me 

understand why he died. 
-No matter what my feelings were, clinically this is why he died, that 
did help me. 

-It could of happened anywhere, any situation. 
-It's something I don't know if I know how to resolve. 
-It had been such a teeter-toter between hopeful and hopeless, hopeful 

and hopeless with him all the way around. 
-You just have to look at your anger and frustration and say how can 
I improve this the next time this situation arises. 

-There usually is a reason for most things. 
-It was the situation, the politics, and the coldness that I felt from 

the people around me, from the environment around me, that is 
unresolved. 

-It was like something you could let go of faster because I don't know 
if it was because you knew someone else was grieving for them or if 
it was something you could rationalize to yourself that this baby 
needed to die. 

Explanation 

Finding a Meaning 
-You feel helpless to a certain extent but working in the nursery, 
in general, I feel most of those babies would die anyway. 

-I know for everyone that dies there are three or four that we do a 
good job with and send out of here. 
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-We give all our heart and all our technology and all our effort that 
we can, but when it comes that time (death) we can do the most we 
can. 

-You work in intensive care you know people are going to die, in a 
neonatal intensive care unit babies are going to die. 

-If it 's meant to be, it 's meant to be. 
-It's part of life. 
-It's hard to explain, I don't know why. 
-That was, I felt a real firmness in, I felt bad for him but he had 

been going since he was born. 
-You know what I mean and finally he's going to get to rest. 
-I think death, I'm not afraid of death. 
-It gives me a more well rounded picture of life. 
-It is the one guarantee that you have in life, that you will die. 
-I think it makes me look at that and look at my feelings about the 
reality of death and my own feelings about my own immortality. 

-I feel a l ittle stronger. 
-I don't feel like a l ittle pile of mush. 
-I feel like maybe I can help somebody, maybe the hext time I can help 

a l ittle better. 
-Life goes on. 
-I suppose in respect to babies, that no matter how short l ife is, 

just how much someone can touch you in such a short period of time. 
-It still hurt but you look at it in a different way. 
-You see it from that viewpoint too after. 
-I learned a lot; I grew a lot; it was the best for her. 
-Now I understand it 's not usually anything anybody does. 
-Just emotionally difficult, I think to lose a l ife anytime is diffi
cult. 

Spiritual 
-But anyway so he definitely is my comforter when a baby dies. 
-To me in my understanding of him, he didn't do that. 
-He did not, this was not his intention for babies to go through this. 
-I don't believe that he's done that to you and he certainly didn't 

do it to them (babies). 
-If you believe that, how could you go to him for hope. 
-I mean how could you go to him to be comforted. 
-I do, I do, I don't believe specifically about a body goes to heaven 

but the love and energy goes somewhere else. 
-I don't believe strictly in reincarnation but I feel his energy is 
still here. 

-It is still here, he had a great effect on a number of people. 
-I hope whatever came to him after he died was better than this. 
-Just like um, everybody has their own thought about heaven and stuff. 
-Oh you will have all your parts in heaven (nurse speaking to baby). 
-Just that he would be OK, what a great kid he would be there. 
-Sad he was gone but happy where he would be a neat kid. 
-I think they go to heaven, they get all their parts back and aren't 
in pain anymore. 
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-I'm sure, the way I believe, what they've got is so much greater than 
we could ever get on earth. 

-I think that's a condition of the world. 
-I look for the day when it 's not. 
-I just become more aware when I see anonymous babies, babies that 
die because of the condition of the world right now. 

-To me I know he deeply loves them and it 's hard for me. 
-He's my everything, he's my comforter, my counselor, and I have a 
strong knowledge that he is the one who loves these babies so greatly. 

-He's going to redeem it, he's going to rectify it but at this point 
it 's a condition of the world. 

Better Off 
-I don't know if it's even in most cases, more frequently I think now 

than when I first started, that when a child expires it 's actually 
for the better. 

-In a child of very low birth weight or a child that has been irrepar
ably brain damaged, it 's not so much the act of dying because in the 
long run it 's better for the baby and it 's better for the parents. 

-Usually it 's very sad and I'm sorry the baby is gone but the baby 
was so sick maybe it 's better that way. 

-I think, the most thing, the biggest thing, was that it 's better off. 
-The baby was better off to have it go this quick, this soon. 
-Instead of suffering for a long time, since he was so sick to begin 
with. 

-I think if they need to die then they really should and not be 
suffering. 

-I don't really grieve for them, I think it 's more of a blessing if 
that's what needed to happen. 

-His social situation was bad, his future was bleak, I don't know. 
-Yes in that sense, I was happy he was out of discomfort. 
-He was really sick, he felt really bad, you could tell. 
-They need to die, or go to heaven or whatever. 
-I can rationalize to myself that they are better off. 
-He would have been really retarded. 
-This one baby I took care of and everybody said she would be retarded. 
-Even if you know it 's for the best sometimes. 
-You look at it in a different viewpoint that some are better off than 

they were. 
-It really should of happened earlier, probably. 
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