CHAPTER 4
PATABEEROSE PEANING TRANNG NEEEE FKORNLRES REGARDING
PALLIATME CGARE

4.1 Introduction

Those who enter a caring rofession aae quiickly face to face with
desih. Many dodiors and nurses, whose education hes bean largely
centered around the knonlede of treatment or cure can, when faced with
the fact that there is no aure, fed failure and heldessness, espedally when
fadng anguished relatives (Radains & Mosaop, 199%9). It is the nurse who
is ot likely to have intimete contact with deeth faily soon after
commrendng dlinical eqoarience and who hes to agee dso with distraught
relatives,

In the West, consideradle attertion is baing paid to palliative
meddne and its nursing agoeds. Sudes have lbean carmed out ad
training cummcula have been designed to et the nescs. Thewestem
sodely hes been destried as adeathrdenying soaely. Contenporary
soaely in generd, and professionals Who care for dying patients in
particular, are therefore continually reinforoed in thelr fear of dying ad
deaih (Cop 1994). Prdfessardls adknonlede that faclitating nurses in
the development of gppropriate enational and behavioral responses tonards
dying patients and thelr rdatives is animportant part of the curmiculum
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They recognize that this is are of the most difficult and demanding, yet
audal, ageds of nursing (Cherbers s Haughey, 1998

Up to the present, nurses in Thalland gt little education related to
palliative care. Sare adleges teach a couse an conparative religans,
ahers have afewhours about ethical issues. Honever, during ther last
year of training, there could be sage for this teading during the ‘dectives
(Prafessor Faxida lbrahim, persond communication, April 1996).

Thal nurses are part of thelr sodety. howdb they and their sooety
peroave death and dying? Howdoes religon have aninpact an the sodely
related to deeth and dying? Howdo the nurses expaience this influence?

Do nurses encounter pradlens in dedlingwith deeth and dying? By
conducting this qualitative reseerch, | tried to eqdae the attitude of Thai
peade and Thai nurses tonards death and dying. The am of this study can
ke formulated as fdllows.  to define training needs for Thal nurses rlated to
palliative care, taking into acoount the cultural agpeds rdated to desth ad
dying and the influence of Buddhism on the soaety's perception of deeth
and cyng,

4.2 Rdiodle

NLrses are the professiondls which are in dose contact with terminal
patients:  they build arelation with the peatient and the family, and they are
aso faoed with anguished rdlatives.  In pelliative care the nurseis a
meber of the multidisciplinary teem  Because of her dose relation with
the patient and the family deiis in aposition to repart efficenty to the
tearm conceming neetks and preferences of the petient.



62

Nurses dso have to agee with their oan fedings, and they are part of
the soddly. It is therefore important that their nesds be defined regarding
pallistive care in ader to function nore effectively.

Moeos, | found it safer to go for exaaration into afield with which
| annore ar less familiar snce | amanurse myseif, and the besics of
nursing ae similar, all over thewarld. This helped e in understanding
situations and concemed fedlings. 1 dsowanted to exqdare the context of
the proposal (sse dngpter 3 and posside salutions, because nurses ae dso
menbars of the teamin palliative care

4.3 Ressadh Questias

To datain the required infomnetion | concertrated anfour main
topics:

1. Thal nurses are part of thelir sodety: howdo they and their sooety
peraane dedth and cying?

2 Howdoss tre religon have an inpact an the soaety related to
deth ard dyingf?
Howdb the nurses exparience this influence?

3 Which pradens b Thal nurses encournter in dealing with death
and dyng?

4. \het knonlecke, skills and attitude are exqpedted from Thal nurses
in dedling with terminal patients?
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4.4 Methods

44.1 Sanrpling
To datain an aswer to the questions, | doose for the sent-

structured intenview method. This would provice the possiblity to have
persord contact and to Lse praing guestions in between (Rosson, 1996
Al inenienees ware asked the save questions, sothat | would be dde to
conpare the ansners later on. They recaived the questions are o two ceys
in advance, othat they could prepare themsaves in arder to sae time,

For the seledtion of the intervienees, | endoyed nonprobakallity
aonvenience sanpling: for this | could court anthe valuglle help of aThal
professor wWho introduced e to pegde who could speek Bndlish and who
wae inerested in palliative care becaee of their profession. | pramised the
inernienees nat to Lese thelr nerres in iy repart, to guarantee then
anonymTy.

44.2 Interview guidelines
In ader to meet my research dgedive: to identify the

pradens of nurses in coping with deeth and dying, | hed to cover wider
aess. Bdare drafting the questions | talked to severd Thal nurses ad o
the professor in ethics. The result wes that the attitude of the Thal pegde
in generd hed to ke induded, aswell as the influence fram the religion.

| groyped the questions before, sothet it would be easier to andlyze
| intencled to obtain informetion atoout

- the Thal pecpes attitude towerds desth and dying,

- the influence of the religion conoeming deeth and dying,



- raldens enoountered by nurses in caring for terminal petients,

- knowlecke of nurses regarding the topic,

- attitude of nurses,

- skills of nurses,

- required changes in knowledoe, skills and attitudes,

- the rde of the sodd worker regarding terminal patients.

All the interviens ware guided by the sare questions, related to the

topics of the research questions:

Sooety in generdl:

1 Whet is the Thal peades attitude tonards deeth and dying?
Do pegdle question deeeih and dyng?
Howdb they react when afamily mentoer des?

2. Is there adifference in peraetion by conmmon pagde and midde
dass pae?

3 Howwould you desaribe the difference in peroeption betwean
urban pegde ad rural pegde?

4. Honwould you define “quiality of life” for samebody with atermingl
Coeese?

Religonin Thal soaety.

5 Howdoes Buddhism influence peodes attitude tonards death and
dying when conparing with ather religans?

6. Coud you exlain what “apeacef deathi” mears for Buddhist
pece?

7. Howdoyou s the rde of the monk in dedling with termingl
patients and their family?



8. Ae there influences of ather religous or cultural agpeds?

Praddens of nurses and the educationdl aspect

9. What kind of pradens cb nurses encounter with dying patients”?

10, Is there apalicy about informing patients aloout their dagnoss?
Do patients wart to knowthe truth about their condition’?
W\hom do they ask for explanation: the dodior or the nurse?

11. Gould you explain what knonledoe you et anurse to have
Who hes to ded with dying patients and their famlies?

Coud you aso paint out where the nurses’ knowledoe isweelk?

12 Coud you explain whet attitude you exqpett anurse to e wno
hes to ded with dying petients ad thelr families?

Howis the attitude of nurses todky?
Whare would you prefer adnage?

13 Coud you exqalain whet skills you eqpect anurse to mewho hes
to dedl with dying petients and thelr fanlies?

Whet are the strong and the week paints of nurses today
regarding skills?

14. If you look at the paints wWhere you find that adage is
necessary, could you explain howthe dange could be redlized?
Who should ke invalved?

The task of the sodd warker:

15 Howdbyou ssethe rde of the soda worker in dedling with
terminal patients and their family? \here could he/ e e of

ary helg?
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4.5 Procedure

The internviews weare conducted in the wark daces of the respondents
during March and April 1996, Eachinterviewtook between 40 and 0
minutes.  Although the topic wes a sandiive ae, peade talked fredly,
soetines they hed difficulties with eqaressing fedlings sinoe the mgjorty of
the interviews wes in English and the intenvienees ware not ussd to talk in
English about the topic of desth and dying. - Save of the respondents
annered at great length an sae of the topics, sothat | dotained additional
information and consecutively a better understanding of the situations
regarding terminal petients.

| used the semistruciured inenview tednigue and interviewed eigt
pegde Who are interested in palliative care because of thelr profession. To
abtain anation about the work evromrent of the Thal nurses, | conducted
an dosavation exarase in two govemmental hospitals.

For the interviews | hed in total | hed 15 questios, or 15 main
topics, sareweare fdloned by sinple praoing questios. Throughout the
interviens | used sall probing guestians, | tried to summarize ad |
chedked if | understood the ansners deatly.

| recarded all the interviews, took nates in the meanwhile and typed
out the conversations afterwerds.

Intotal | intenviened eight parsans, they ware
-twonuses. aewith only ae year eqoatience and another with twenty
years expeience
- o teaders of nursing adleges,

- aprofessar in ethics, teaching at sevard nursing and medical adlegesin
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- adepartment heed of acanoer-ward at Sirirg) Hospitd,

- anmorkwho hes aresponsible paosition in the Viehadhuldlongkom
University for Buddhist Mornks,

- and asodd worker of Rgjavitee Hospitdl,

After having interviewed these peade, | doned the resuits to a
Canedian prafessar, Who is a psychiatrist and living in Thailand for over
thirty years. Heis invalved in counseling for psade with ADS | asked for
his opinion, this wes ameans of providing triangulation for my research

Apart framthe intenviens, | aso did an dosarvation e|dse in two
wards of govermental hospitals in Bangkok: Ramethibod Hospital and
Rgavitee Hospita. The am of the exardse wes to datain aview of the work
environent of Thal nurses in these hospitals. | coud otain pemission to
visit bath places outside visiting hours (in the noming).

The dosenvation exerase took dace in twowards of govermmentad
hospitals in Bangkok: an03.04.96 in Rarmethibod Hospital and an
10.04.96 in Rejavtee Hospital. 1 wes acoonpanied by ateadher the first
time, and by a soda worker the seood time. Thiswes neecked because of
the languege prodem | could nat talk to the statf, nor to the patients. As
an outsider it wes also unecoeptabe to visit the wards without a dear am

4.6 Limitations

Thetopic is avery sensitive ae, death and dying dedl deds with
fedlings and endtions and these have to e converted into words.
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Theinterviens were dore in Bnglish, whichiis the ssoond languiege for
the respondents and it was found to e inedeouite to eqaress the right
enaios.

For the interviews of the nurses | hed towork with atranslator, and
this areetied anather prddemt different values are atiributed to different
words and the outcoe can have different interpretations. It is important
that the translator understands very well the interviener and the
respondans.

Anather limitation wes time: to carry out aproper research | would
definitely nesd nore time. This would have proviced the possibility to use
different methods, bath quantitative and quiditative and of course it would
have enhenced validity and credibility.

Further there is the use of nonprobability sanpling this sanpling
does nat alow generdization of the findings beyod the sape.

47 Firdings ofthe Intenviens

The questions were nat all ansnered by all the inenviewees. Regde
who are nat familiar with teadhing found it difficult to separate knonledoe,
sKkills and attitude; athers hed fewcomments on the religious aspeds.

(Onthe fallowing peges | reproduce the key-thoughts framthe
ABAETS per question.

4.7 Thal pegaesattitude tonards death and dying
Qe ofthe teadhers sad that attitude tonards desth and dying
is different acoarding to pegades background, education, religion and life



eqaiee Thiswes corfimred by two ather intenviewees, but the gernerd
attitude is dear throughout all the ansners: it is aooarding to the religous
belief. Thal pegde db nat s death as the ed, they seit as asituation
which resuits in adnage fromapresent life to afuture ane. Thal peade
s birth and death as acyde: there is acontinuity of life after deeth. VWhet
hepens in this life influences the next life: psgde have to prepare
themrsaves. Sitill, they are afraid of deatit it is something thatt is unknown,
and it invalves separation romthe loved aes. They hope they will net
their loed anes againin thelr next life.

Bath the teadners and ae of the nurses said that Thal pegde donat
talk about deeth, it is ahiddenisste. Thisis related to the Thai cuiture: it
ssarsto be aud if you talk directly about degth to anyane. Thai pegde are
eves\e you have to coverit up.

Tremork said “Because of this attitude, they donat like to raise the
question about deeth itself. | hardly find any person dedlingwith, or any
saminar an the pradem of death, or philosophic questions anit in Thal
soaely.”

The heed nurse of the canoerward told that pegde awnays question
deatit why ne? Theywart to knovwhet is hgpeningtothem they do
not wart to knowwhen they are gaing to die because they warnt togoan
Iving with hope. Se dsotold that severd peade can ded with deeth
because they bdiee in kamma: they have allot of pain, but they never
conplan. Patients say that they aooeqt this sulffering because they bdieve
that they will nat have to suffer in their next life if they gothrough it now
Reqde in Thailand should be better informed about caring for dying
patients, nore artides have to e published about this topic.
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Anather nurse sad that peade question what will hegpenwhen they
de. Foryoungpegdeit ssansto ke far anay, but dder pegde are e
concemed, they tend to repare themsaves. Sare pagde really wart 1o
knowwhenthey are gangto de, in arder to prepare thenrsaves.

4.7.2 Difference in peraeption by-conmon pegde and miode dass
pegde
The meanngsware dvided  sare pegde asweared that there
wes no difference, ar that it dgends anthe education or anthe religious
beliefs. Severd pegde dressad thet for religious pegdeit mede o
difference at all.

Qe of the nurses sad that prepaning to deis hard whenyou e
lived aheppy, healthy andwedlthy life. Reodewho suffered alot in this life
andwho ae poorwanttode they donat like that their family hes to
borow money to help them they co nat warnt to die because they wart to
leae this life, anly to meke it less trouldesore for their relatives. Rich
pegde try to ddlay deeth by using money. Poar peade would like to dothe
save but they cannat afford it It would ke goad if this econaic burden
would e saved, because evarylbody wants to postpone, evaryboody warnts to
ive with hope. An evart to cae can kegp pagde dive for awhile: asm
Whois gaing to beaare nonk; or acaughter whowill aare back from
aoroed

The mornk sad that welHo-do peade in the urban sooely are nare
meterialistic, their mindsare saentific and they have doulats about life after
death, they have questions about faith. I there is any difference it would ke
this.



n

4.7.3 Difference in perception betwsen urban pegde and rural

peade

Seintenvienees sad that it is more difficult for urben
pede to aoogt death, because they are nore attached to materialistic
things. They are nore afraid of death because they canat contrdl it:- ather
things they can contrd with noney. Rurdl pegde are diten more religiouss,
they leed asinyde life and are not Someterialistic, although this is dso
dangngnow The beliefs of the rural pegde are mixed with many dements
fromtradition and from Hnduism They bdieve in ghosts and are very
Superstitious.

Qre ofthe nurses told about the difficuliies that urban pegde have
due to the traffic when ardlative is dying in hospital. The relatives e to
QaTe, savelmes after their work, and heve to pend meny hours in the
traffic. They aretired and canat agee with the situation. Of course the
patient feds this tension and the patient feds guilty because the family hes
to do all these effarts for her. The nurse related the stoly of a patient an her
department who aied evary tie after her daughter hed left, not because
grefelt londly, but because defelt guitty that her daughter spent somuch
time for her in Seed of being with the little children. Pain dlinics are partly
asadlution for this pradens: pain killers can be provided, the reporting is
dore by teephone and soelody can odllect the mediane.

Qe ofthe teadhers sad that rural pegde usually recave much nore
suppart from the conmrunity than urlen peade and they are diten e
religous than urban pegde

Two ofthe intenviewees were of the gpinion that there wes no
difference in rural and urben pegdeif they have the religious belief.
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4.7.4 “Quality of Iife” for soelody with aterminal dseese
Two of the interviewees ansnered that it should e acoording to
the wish of the peatiert.

Tre mgjorty of the respondents agread that patients should ke free of
pain and that they should fed confartable, that wishes should e granted
and that they would ke provided with psychalogical suppart from staff ad
relatives. It is agenerd understanding anog the intenvienees that
sulffering mears nat only physical suffering. The halistic gpprcechiin the
terminal carewes dearly exqdlained by two of the teadhers. Spiritual
suppart and peece of mind wes rentioned severd times,

Qe ofthe teachers aso exlained about the impartance of being ade
to leave this life without aburden: whenever petients are gaingto de, all
efforts have to e meck to help the patient, to askif somethinghesto ke
dore Soreinesthe patient will ask to bring food to the monks, anather
time abusiness metter hes to e soved or aprddem anog relatives. I
there are unsalved pradden's, the patient can not goin peece and he will de
fnith gqoeneyes. This eqaressioniis used by Thal pagde to eqaress that
peqde could not gowith apeaocef mind

Two teaders adked that spintual support and peace of mind wes
important and ane teecher edlained that burdens should e taken care d.

The mork sawguility of life in anather dmensian “There aetwo
kinds of besicvaues. the first aeis the inner peace of mind, the secod
aeisthe sodd vaue. Concaming the inner peece of mind: if life isto e
meaningfu, you have to live for something, for apupose: for the
devdoprent of mind, ‘mindfuiness’. This goes together with alot of
coterplation. 1f you de you heve to de with adear mind, this is dsoin
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our Thal culture. Thekeyword is ‘suttee’. This means mindfuiness.  If you
have apure mind, you can eqoedt agood exstence in your next life, mayoe
gotonivama. Sy befare you die you have to db something good to purify.
by contenation or meditation. The nork can aareto redite the marntra,
this can meke the mind of the: patient peaosful.

Life hes dso asodd value you have to ive as alight, as atorch for the
soaety, your life hes meaning for your loved anes and you have sorething
to contribute to Sodety.”

4.75 Influence of Buddhism conpaning with ather religons
Al the respondents agread thatt for Buddhists death and dying
is the nomel way of life, that it is part of the reincameation cyde and that
life is influenced by kama.

Qe of the teadhers eqdlained about kamrg, that it hes two agpeds,
positive and negative. Reqde do nat understand whet the exadt meaning of
kama is, even educated pegde, they think kanmais only the bed part of
life, but it is dso the good ag it is present and pest

Qe of the nurses told that most pegde, evenif they are not vary
religous, acogat and bdieve in the law of kanmma. When desth goprcedhes,
nost pagde think that they were not good enoughin this life, they nesd the
help of the famly, they nesd to gve donations to the nonks.

The mork eqdained that in Buddhism pegde hed Tolet go. There
shauld e no attachment any nore and the patient should listen to aitations
of the sutra, to have canmess of mind. Tode as aBuddhist means: o
warries, to aooet death with the mind in a State of whdesomeress.
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The monk told that soe pegde db nat wart to die in the haspital in
the midst of all the newtedndagy, because they do nat have the oocasion
to prepare thesaives and to concartrate. Saetines the famly interferes
at this paint and the wish of the patient is not honared. The mork aso
exdained about kamma: “Kammamears ‘action’ in Pali. The actionyou
perfomcantegood orbed  Adions that you perform are stored in your
mind, it beoames your persondity, it is an accunulation ofkamma, The
recorded quialities of mind would determrine your destiny, if the adtions are
good, you will be bomin agood next life. Bhab =hed kamme, bhun =good
kamma. Thisis the teaching in the scripture, but the Thal peadetalk in the
sare s about kamaaspegde inthe Wt eg Car aoddent: you hit
sorelody in your previous life, soyou heveto repertnove Thisis the belief
of pegde. Anather thing is ‘wiema’ - which nmeans aonseouence for the
adion. Regde mix up coseg ez ad kammae. Kamis the cause, unema
is the aonsegee. Yau have to repent for the conssguence of akama
framyour previous life.”

Two of the nurses said that it wes eagier to de for Christians and for
Mlins. they could goto their God ar Allah.,

4.7.6 Themeaning of ‘apeaocef death for Buddhist peode
The teacher of ethics exdained that apeaosful death ears ‘a
goad deati. Acoording to the Buddhist conoa, it meansthat the mind is
in agate of mndfulness, it is rlieved from suffering, there are nowaormies
about aything. It also mears anonvident death, this is anatural death
whichis nat painful, sothat there is time to prepare; to say goodye to
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relatives and to have time to meditate and to listen to the manira, reaited by
relatives.

Qe of the teadhers sad that patients should ke dde toreach a
situation in which they becore very peaceful and not restiess. Tre patient
should ke told that he can gpin peace when his time hes cong, that the
relatives will merege. V\hen patients die in ahospital ward, the
environment should be fadilitated for this as much as possiile.

4.7.7 Trerde ofthe morkin dedling with terminal petients ad
their family
Qononsware dviced four of the internviewees amsieared that
the monk should nat aare to the hospital werd because pegde assodate
the view of the monk anthe ward with deeth, and this is bed

The ather four were of the meaning that the presance of the mork
would bring peece for the patients.

Ateacher exdained that in rural aress family dften invites the mork
to their house, to gve diferings to the nork for agoad kammadin the next life
of the dying parson. Tre parson himself knows that it is the erd of this life
for him This customis aso danging, it degpends anthe family.

Tre headurse ofthe cancer ward exdained thet the rde of the
monk can nat ke corpered with that of the chalainin Christian religons:
nmonks ae nat trained in guidance of sick and dying pegde.

Tre mork told that in the tine of the Buddha peade would sad for a
mork to aareto the house, to talk to the dying person and to gve the last
tuition. Persordlly he thinks it would e goad if the nonk could sit with the
terminal patient in the hospital, but nost of the relatives would not weoore



this prgect. He dso exdained that monks have to fulfill often the rdle of a
counselar, perhaps nat at the tine of death, but pegde ditenvistt the
monks to talk albout thelr pradens and to ask for guidance.

4.7.8 Influences of ather religious ar cultural agoeds / superstition
Two pagde told that offerings ware mecke when arelative wes

oMing: caged birds are st freg, fish is put badk into weter or acovwhichis
gangto ke daughtered is bought. Regde bdieve that this will praong life.

Qre of the nurses sad that dying patients were very often covered by
their oan dathes, sothat they could goto thelr next life dressad in their
onndahes. Thisis acustomfor Ghinese pagde, Thal pegde dess the
deed aftervards. Far Thal pegdeit is the austomthat awell loved dgedt,
such asapuse s put in the odffin, together with the dsoeesd

The monk exdained about the Hindu influence: the washing of the
hands ofthe copse. Theweshing ofthe hands nears that the aewho
perfons the action warts to fagve the dacsesad if anythingwiong
heppened during his life, that hewants to purify the bod.

AThal cultural influence is the weshing of the corpsels face with
cooonutjuicejust befare the creration. Thisis dane to purify the body
from unwhdesoreness fromgresd, hete and ddusion

4.7.9 Rddavs that nurses encournter with dying patients
Qe ofthe teadhars tald that nurses donat like to talk o
terminal petients or to the relatives, they have hed no training for this. They
diten sinply deny deaihy, it is atroubled suljedt and they do nat like to talk
aboutit. Thereis alig lack of knonledge conoeming this point.
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Anather teacher eqaessad it asfdlons. there is fear, bigfear. Itis
related to our culture, we bdieve in ghosts and the ghost of the dying
patient will visit you in your deeam Thereis also afedling of helpessness,
they cannat cb anything for the patient. Moreover, nurses doose awnay to
separde therrsaves from the patient, ot to get invalved personally. They
are afraid to face degth

Anurse told that caring for the dyingwes very bed at the beginning,
but that young nurses would work together with senior nurses. Qe of the
most difficult things wes handing the relatives of the terminal or deed
patient. They diten aied loudly and disturbed ather patients onthe ward,
whichwould aso get upset.

4.7.10 Pdlicy abaut informing peatients about their dagnosis. Do
patients want to knowthe truth about their concition”?

All tre intervienees agresd anthe folloning: there is no palicy
about informing the patient aboout the dagnasis. It dependsvery nuch an
the casg, nmost of the tie the refatives are infomed.

All the respondents dso assuned that this wes vary different in the
W& that over there patients were aways infomned about the dagnosis.

The heed nurse of the canoer ward thought it is better to tell the
truth to the patients about the dagnosis, but not about the prognosis, they
warn to live with hgpe and you should nat take this anay romthem  If
patients are not told the truth, they know something is wiong and not baing
truthful ados to their prddens. Se exdained that this does nat mean that
doctars or nurses have to tell things bluntly, they have to doit very carefully
ad ssead fed hovmuch they canteke. Sare dodiars do nat wart to tell



18

the truth, and it is very difficult to change their opinion. The nurse thought
the biggest problem was not with the patients, but with the nurses: they are
not prepared to cope with the reactions of the patients. The argument will
come up that patients can not cope with the truth, this is clearly a staff
problem. Health care providers need to be trained for this.

A teacher said it was right to tell the truth to the patients, they had
the right to make decisions about their own life. She also said that there
were many limitations in treating terminal patients, sometimes specific
treatmentis not available or the patient cannot afford it. The health care
policy of the country needs to be changed, problems are overlooked.

The monk told that patients simply do not expect to be told the truth,
most of the time the close relations are informed and some patients die
without even knowing what happened to them. He also thought that the
right of the patient to know about his situation is not a question in Thai
society: patients trust doctors and nurses, they have confidence. So far
there is no campaign from the side of the patient.

Seven of the eight interviewees said that they would like to know

themselves about the diagnosis if they had a terminal disease.

4.7.11 Knowledge expected ofa nurse when dealing with dying
patients and their families
The answers differed on this point, but all the respondents
agreed on the required basic medical knowledge and physical nursing care.
One of the teachers stressed the holistic approach, she explained that
the caring’concept had to be taught again: nurses need the medical and

technical knowledge, but they need also the psychological and spiritual
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knowledge. Caring in nursing has been re-defined in the past decade and
this is needed.

Another teacher pointed out that knowledge of nurses is weak
regarding symptom and pain control. She said that people keep on talking
about drug abuse, there are problems about how to manage administration
of drugs.

One ofthe nurses said that they had to know about the needs of the
patient, but also about the needs of the relatives.

Three people, a teacher, the head-nurse and the monk, thought that
knowledge about spiritual caring was required: nurses not only care for the
body, also for the mind,

The teacher of ethics explained that nurses need knowledge about the
different religions (this is taughtin nursing colleges): Buddhism,
Christianity and Islam. Thisis needed because all the other courses are

scientific.

4.7.12 Attitude expected of a nurse in dealing with dying patients
and their families
The respondents agreed that in general the attitude of the
nursesis OK. One of the teachers told that it depends veiy much on the
family background, but nowadays nurses have become too worldly: they
should see the real values of life. There is a change needed, not only for
nurses, but for the society, people have to look at life in a holistic way, not
only in a materialistic way.
The head-nurse of the cancer ward did not have difficulties with the

attitude of the nurses, but with the doctors: she said they should come out
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of their ‘medical science world’and realize that they can not perform
miracles. Dying is something natural, itis not a failure of their career. She
said that a change was necessary for the whole system: this counted for
doctors as well as for nurses. Experience with dying patients should be

talked about. Ifpeople experience themselves things differently, changes will

come.

4.7.13 Skills expected ofa nurse in dealing with dying patients and
their families
All interviewees agreed that nurses should be able to assess
the needs of the dying patients and their relatives. Six ofthe people
mentioned the holistic approach: not only physical needs, but also
psychological and spiritual.

One of the nurses explained about the importance of spiritual values:
“When a patient says something the nurses often see it too superficial and
comment: oh, he’s a bit crazy! But patients need somebody to listen to
them, nurses should ask What do you mean?’, tan you explain it a little
bit?". Questions have to be asked. Ifpatients want to offer food and flowers
to the monks, it goes farther than psychological care, this is on the spiritual
level. The nursesworking in the ICU have to understand very well about
spiritual care: e.g. Amanwho had a heart transplantation was very
restless, even under heavy sedation. He could express that he wanted to
offer food to the monks as a gift to the person from whom he got the heart,
so that the other person could proceed to the nirvana. Instruments are not

able to fulfill this needs!
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A teacher explained about the skill of being able to collect relevant
data about the patient, so others could be informed and help the patient,
e.g. the social worker.

Two teachers and the head-nurse of the cancer ward talked about
communication skills, because nurses do not know what to say and how to
behave when faced with dying patients and their relatives. This needs

special training.

4.7.14 Changes necessary: how to realize, who should be involved
A summary of the necessaiy changes mentioned is that there
needs to be: communication skills need improvement, the holistic
approach needs to be stressed, special emphasis for the spiritual guidance
of dying patients, and knowledge about pain control and symptom control.

One of the teachers said that a national policy needed to be
implemented: people are becoming aware of the problem of terminal care
because of the AIDS problem in Thailand. AIDS patients have no place to
go: before they went to the temples, but monks have no medical skills or
materials.

All the teachers and the head-nurse thought a special training was
needed for nurses who had to deal with terminal patients: the basics
should be taught in the normal curriculum, but special training should be
organized as a post graduate training. Two of the nurses suggested that it
would be added in the electives during the fourth year of training.

The head-nurse and one of the teachers said that personal experience

with death is very important in dealing with the dying and their relatives.



82

4.7.15 Role of the social worker in dealing with terminal patients and
their family
Five people talked about bad experiences regarding the social
workers: they were only concerned about whether the patient was able to
pay or not.

One of the teachers said they also saw the social worker when a baby
had to be adopted. She mentioned thatitwould be good if the social
workers could come and talk with the relatives about how to cope with
dying.

Some people had a different view: that social workers looked at the
terminal patients from a different perspective; the social worker herself
explained about the personal relation between nurses and social worker.

The monk stressed the importance of the social worker regarding the
acceptance of the AIDS patients in the community. He said: “The AIDS
problem is in front ofus, there will be many people dying and we are not
prepared for this; we do not have plans. Thisis the Thai attitude: they do
not like to be confronted with bad things, they are evasive and polite. They
will not show to your face that they are angry with you; they remain polite.
Itis the same with the AIDS problem.”

The social worker herselfexplained about her work with the dying:
about the contacts she had and the effective talks with patients and
relatives. She explained aboutayoung woman who was dying, and how she
helped the husband to take care of the practical problems regarding school
for the children and other problems in the household. She also told about a

couple of patients who needed help in organizing their estate.
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4.8 Findings of the Observations

In Table 4.1 lwrote the findings of the observation exercise. In the left
column Isimply state the observations, in the right column ITwrote my

impressions and questions about the situation.

Table 4.1

Observation Exercise.

Observations: Interpretation:

Setting: Setting:

Not much space between the beds, Partitions between the beds were
especially in Ramathibodi ,where flim sy.

there were 40 beds in one ward.
All sounds and scents were shared.

Was there enough privacy for the
patients in that setting?

Could they talk about personal
matters without being overheard?

Did the patients need the close
presence of other patients?

(table continued)



Table 4.1

Observation Exercise. Continuation.

Obhservations:

Patients:
They were all dressed in hospital
gowns.

Very few personal belongings on the
night-stand.

Some terminal patients had visitors
with them.

Female patient on stretcher, waiting
to be transported to other
department.

Patient was about 35-40 years, had
a bladder catheter and looked
yellowish, specially the white of her
eyes.
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Interpretation:

Patients:
Hospital gowns were clean and good
for hygiene.

No difference between patients.

Did all those people like being
dressed in hospital gowns?

Did it feel as if they lost part of their
personality?

No personal belongings: did they feel
lost? Partofa big setting?

Overwhelming? Did they question
these things?

Did the relatives of the terminal
patients get any attention from staff?
The woman looked very calm.

It was the cancer ward, so she had
probably cancer and her liver must
be involved. This patient did not
have much longer to live, she had to
go to another department: for
treatment or for examinations? Had
she been asked if she agreed with it?
Wouldnt she be better at home with
her

relatives?

(table continued)
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Observation Exercise. Continuation.

Ohservations:

Nurses:

The nurses were friendly to the
patients while they were
administering nursing care, but
businesslike.

4.9 Discussion
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Interpretation:

Nurses:

All the nurses who were present were
busy, a lot ofwork had to be
finished.

Everybody had been assigned
specific tasks.

In the morning nurses had only time
to fulfill their tasks, there was no
spare time to sit with patients or to
talk to relatives.

Would there be time later on?

Will they pay attention to it?

The aim of this study was to define training needs for Thai nurses

related to palliative care, taking into account the cultural aspects related to

death and dying and the influence of Buddhism on the society’s perception

of death and dying.

4.9.1 Methods and procedure

As mentioned earlier I selected the techniques of semi-

structured interview since this method provided the necessary flexibility and

offered scope for additional information by asking probing questions and by

visiting the interviewees in their working environment.
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W hile preparing the study Ineeded to obtain information about the
Thai society and some ceremonies related to the death of relatives. I could
find some books on Thaiways, a book on Thai culture and one on the
psychology of Thai people. These books provided a basic knowledge.

The contacts with several Thai people were a great help: lwas
introduced to a professor in ethics by my colleagues of the college and this
professor introduced me to all the other interviewees. lcould not have
managed this on my own, specially with the sensitive subject that lwas to
explore. Ilearned and experienced that personal relations are very
important in Thai society.

The questions for the interview were prepared carefully, I did a small
pre-test with a Thai nurse, butafterwards | could see there was some
overlapping: the questions about middle class & common people and about
urban 86rural people resulted in nearly the same answers. For people who
are notaccustomed to the terms of knowledge, attitudes and skills it is
difficult to make the right distinction, those questions could have been
formulated in another way, to make them more clear. lcould have asked
for a Thai translation of the key words.

To ensure a reliable outcome I had a variation of people who were all
interested in palliative care because of their profession. A problem was the
nurses: lhad tointerview them with the help of a translator, and this
translator was their previous teacher. Itwould have been better if | had
organized those in interviews in another hospital with the help of a colleague
from the college.

| am sure that I could obtain the most important ideas about the

topic because of the vast experience of the interviewees. A better method
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would still have been a self-completed questionnaire for nurses and their
teachers, with open questions. Thiswas not possible because of limitations
of time and language. After finishing the interviews and writing out the
information, I realized that these interviews provided me with a valuable
background to compose such a questionnaire. If I'had to repeat the exercise
Iwould include in-depth interviews, butin Thali.

As means of triangulation I could talk to the Canadian psychologist,
who is living in Thailand for many years and who has a critical and realistic
view on the society and the problems related to AIDS, which includes the

problems of death and dying.

4.9.2 Discussion of the findings per topic
a. Thaipeople’s attitude towards death and dying.

The Thai people’s attitude toward death and dying is clearly
influenced by the religion and by the culture. People believe in the cycle of
life, although it is questioned by some. Death is never spoken about
directly because Thai people are evasive and do not talk openly about topics
which are less congenial. This makes death and the related problems more
difficult to handle, it needs an indirect approach.

The more materialistic tendency in society renders a certain
superficiality of its members and thereupon the nurses.

b. Influence of religion on death and dying.

Religion has a significant influence regarding death and dying: the
majority (95%) of the population are Buddhist and when death approaches

all people seem to turn their hope towards the next and better life.



The way that the teacher of ethics explained that a peaceful death
means a good death’ seemed to be a general expression of most people’s
feelings. A good death means that the mind is in a state of mindfulness, it
is relieved from suffering, there are no worries about anything. There is
time to prepare: to say good-bye to relatives and to have time to meditate
and to listen to the mantra, recited by relatives. Greatimportance is given
to the ceremonies related to dying and to the preparation of the cremation.

People identify the sight of the monk in a hospital ward with death,
few people see the monk as a reassuring presence. The role of the monk is
not well defined, it depends on the personal preference and also the
personal relation with the monk.

The importance of spiritual guidance was stressed several times.
Caring for the spiritual dimension means helping the patient with life-giving
hope rather than with life-destroying fear. Experience shows that with faith
itis indeed possible to face up to death, this may be stated more in
hindsight than a prioriin the case of any individual (Robbins & Moscrop,
1995). Itis clear that nurses have to be aware of the spiritual needs of the
patients and relatives, and that they even can guide the patient know where
efficient help is available.

c. Problems that nurses encounter when faced with death and dying.

The problems that nurses encounter when dealing with terminal
patients are related to the organization of the work. Nursing is organized in
such away that the nurses have to be alert all the time because the
administration of drugs and preparations of intravenous infuses have to be
carried out carefully, complications can occur and need immediate action:

this is contradictorily when we have to do with patients for whom
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therapeutic measures do no longer work, these patients need a quiet
environment.

Nurses are working in shifts and this makes it difficult to build
relations with patients and relatives. When faced with anguished relatives
and terminal patients, nurses do not know what to say or how to hehave.
Medicine is directed towards cure and death is seen as a failure, it goes
together with a feeling of helplessness, of not being able to help the patient.

Further there is the personal fear of facing death and trying to avoid
it. According to my own experience feelings of western nurses are exactly
the same as those of the Thai nurses. Encountering death is a reminder of
ones own mortality: these feelings have to be sorted out by nurses before
they can help others. Ittakes time, but they will be able to cope in a caring
way, yet emotionally detached (Lavery, 1993).

Being at a loss for words when meeting anguished relatives and a
dying patientis nothing abnormal: caring for the dying and offering support
to bereaved relatives is demanding and stressful. The greatest input in the
terminal phase ofa person’s illness will come from the nursing staff. Often
the more junior staffand students have the closest relations with the
patients. This can give job satisfaction, but it can also cause strain: support
and supervision by senior staff should be readily available (Robbins &
Moscrop, 1995). Communication skills play also an important role at this
point.

Moreover, effective symptom control is impossible without effective
communication. The most powerful analgesics will be of little value if
health-care professionals do not have an accurate understanding of the

patient’s pain, and this can be obtained only by effective communication



(Buckman, 1993). Skills are interlaced, for symptom control needs
knowledge about pain and symptom management; communication is not
only talking about the pain, it is also listening, breaking bad news and
conversing with family and friends of the patients.

d. The importance of the social worker.

During the preparation of the interviews, I'had picked up scraps of
conversation which pointed towards a negative attitude of the social worker
on the hospital wards in contacting patients. In palliative care, the social
worker is part of the interdisciplinary team, his role is as important as that
of the physician or the nurse to provide holistic care. The interview with the
social worker provided me with more accurate information and I could see
for myself on the wards that patients knew her and greeted her with friendly
respect.

| have the impression that the social worker in general is not very well
accepted by the nursing staff, this could be caused by a lack of contact, of
not being informed about the other’s responsibilities. Ifpalliative care will
receive more attention in future, so will the task of the social worker,
Monroe (1993) explains that there are three forces which shape the social
work role in palliative care: “The non-medical social goals that palliative
care team set themselves; the teamwork and multidisciplinary skills
required to meet these social goals; and the expectations of patients,
relatives and the various palliative care professionals of social work and

social workers.” (p. 565)
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e. Discussion of the observation exercise.

The observation exercise resulted in interpretations which are strictly
personal, I'did not discuss them with any Thainurse. Icannot draw any
conclusion, I'restrict myselfto leaving the questions open.

The fact that there was little space in between the beds and that all
patients were dressed in the same hospital gowns gave me the impression
that there was little privacy and a loss of personality. Did the patients
experience this also, or did they accept this as a normal fact? Do they need
a closeness of other people all the time?

The patients that I saw on the cancer ward, the woman that was
waiting for radiation and also the other patients, made me wonder if they
would not be better of, if they stayed at home with their family for the time
they had left. What meant ‘quality of life’to them on that moment?

The nurses were busy with nursing activities which had to be
completed in time, they had to be observant and on guard all the time. Is it
possible for the nurses, in this infrastructure, to approach terminal patients
with an open mind, with the intention to help them, using the poor means

which still make sense for them? It did look like a difficult task.

4.10 Conclusion

Looking at the problems of nurses regarding death and dying, which
were expressed by the respondents, the expected knowledge and skills, and
the overall picture of the Work environment, certain training needs come

forward.
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Taking into account the limitations of this research, Iwould suggest
that following points regarding these training needs could be taken into
consideration regarding the curriculum for Thai nurses:

- pain management, symptom management;

- spiritual care in Buddhism;

- coping with own feelings regarding death and dying;

-communication skills.

These needs do correspond by the aims set for terminal care
education: knowledge and technical skills of symptom management and
palliation, improvement of communication skills, and bolstering of personal
coping capacities (Field, 1993). The curricula developed in the UK can serve
as references.

These aims for terminal care education are focused on death and
dying, rather than on the enhancement of quality of life in chronic diseases.
Comer (1993) is of the opinion that a shift in thinking will be necessary in
the nursing curricula, similar to that of the health care system, before a
truly integrated and comprehensive approach to palliative care education

will be seen.
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