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ABSTRACT

Objective: The provision of psychological support to caregiversis an important part of the role of the
clinical staff working in palliative care. Staff knowledge and attitudes may determine their
openness to referring caregivers to a psychological intervention. We recently developed a self-help
intervention for grief and psychological distress among caregivers and were interested in exploring
the extent to which staff knowledge and attitudes might affect future implementation. The aims of
our study were to: (1) examine the acceptability of self-help psychological intervention for
caregivers among palliative care clinical staff; (2) examine potential attitudinal barriers toward
prolonged grief disorder (PGD) as a diagnosis and interventions for grief; and (3) bolster staff
confidence in skills and knowledge in identifying and managing caregiver psychological distress.

Method: An anonymous survey was distributed among clinical staff at two inpatient units and
two community health services that assessed the acceptability of self-help interventions for
caregivers, attitudes about PGD diagnosis and griefintervention, and staff confidence in skills and
knowledge in assessing caregiver psychological distress.

Results: Overall, clinical staff were positively oriented toward self-help for caregivers and
intervention for grief. They were also basically confident in their skills and knowledge. While it was
positive PGD attitudesthat were associated with acceptability of self-help for caregivers, it was both
positive and negative PGD attitudes that were associated more specifically with a willingness to
refer caregivers to such an intervention.

Significance of results: Our findings are useful in highlighting the issues to be considered in the
implementation of a self-help intervention within the healthcare service. Clinical staff seemed
positively oriented toward engaging with a psychological intervention for caregivers and likely to
act as key allies in implementation.
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INTRODUCTION 2002), so that adequate provision of psychological
support to caregivers is a priority for palliative care
clinical staff (e.g., nurses, doctors, social workers),
who usually work closely with caregivers leading
up to a patient’s death. They are therefore in a prime
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Caregivers are part of the unit of care in palliative
care (Hudson, 2003; World Health Organization,
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However, identifying those who need or would benefit
from psychological support can be a complex task. It
requires an understanding of the range of stress and
grief responses, as well as a working knowledge of
various psychological disorders, while managing pa-
tient care and multiple time and resource con-
straints.

The capacity and initiative of clinical staff to offer
referrals to a psychological intervention for caregiv-
ers underlies, in part, the successful implementation
of any particular intervention within a health ser-
vice. A study investigating palliative care nurse con-
fidence in identifying and managing depression in
palliative patients identified the need for further
training in the signs and symptoms of depression, is-
sues around discussing depression with patients and
their family members, and difficulty differentiating
depressive symptoms from grief (McCabe et al.,
2012). Gaining an understanding of such areas, in
which clinical staff are more and less confident in
their knowledge and skills in identifying and manag-
ing caregiver distress, is likely to be important to the
successful implementation of a psychological inter-
vention. The acceptability of a particular approach
is also likely to be key in promoting the intervention
(e.g., Lovell et al., 2008; Webster et al., 2017). Fur-
ther, clinical staff engagement with interventions
implemented prior to a patient’s death and with an
explicit intent to prevent prolonged grief disorder
(PGD) might be affected by attitudes about both grief
intervention and PGD as a diagnosis. How one con-
ceptualizes the appropriateness of another’s grief
has been shown to influence perceptions of the war-
ranted level of social support and the willingness or
people to be with the griever (Dyregrov, 2003; Thorn-
ton et al., 1991). Such research indicates that atti-
tudes about grief have the potential to influence
behavioral intentions to help. One Australian survey
of psychologists’ and counselors’ opinions regarding
PGD showed a strong level of clinical support for
the recognition of PGD (73%), but many had concerns
about the implications of pathologizing grief (Ogden
& Simmonds, 2014). This tension between support
and concern was also reflected in an international
survey of members of the general public, in which
75% agreed that grief could be considered a mental
disorder, but they also had reservations about poten-
tial medicalization and stigmatization of grief (Breen
et al., 2015). It is possible that such concerns about
pathologizing and intervening with respect to care-
giver grief could influence the likelihood of clinical
staff making referrals for psychological intervention.

We recently developed a self-help intervention for
grief and psychological distress in caregivers of pa-
tients in palliative care that is being tested in a feasi-
bility trial (Davis et al., 2016). Consequently, the
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capacity of clinical staff to act as referrers to such
an intervention and the potential barriers to imple-
mentation were of particular interest. We therefore
sought to: (1) examine the acceptability of a self-
help psychological intervention for caregivers among
palliative care clinical staff who were likely to be pri-
mary referrers; (2) examine potential attitudinal bar-
riers to PGD as a diagnosis and interventions for
grief; and (3) determine staff confidence in skills
and knowledge in identifying and managing care-
giver distress.

METHODS

Participants

Participants were recruited in 2016 from two inpa-
tient palliative care units and two community health
centers in the Illawarra—Shoalhaven region of New
South Wales. Eligible clinical staff were healthcare
workers (including nurses, and doctors) who pro-
vided direct care to patients and caregivers as part
of the palliative care service at participating sites.
Further eligibility criteria included being aged 18
years or over and having sufficient comprehension
of English to be able to understand and complete
the study documents.

Procedure

Clinical staff were invited to complete a question-
naire broadly about the acceptability of psychological
interventions for caregivers. Clinical staff did not
need to have been involved in recruitment of care-
giver participants to the feasibility trial of the self-
help intervention. Line managers and the director
of the palliative care service notified clinical staff of
the questionnaire at routine staff meetings. They
were informed of the purpose of the research and
the voluntary nature of participation. The question-
naire was anonymous, and paper copies were pro-
vided in meeting rooms along with a participant
information sheet. Completed questionnaires were
collected by a researcher (ED) between two to three
weeks after administration.

Measures
Demographics

Background information collected about participants
included gender, age range, current occupation, du-
ration of time spent in current role, and proportion
of time spent working in community versus inpatient
settings.
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Acceptability of Psychological Intervention for
Caregivers

A short paragraph describing guided self-help was
provided, after which respondents completed five
items adapted from a modified version of the Treat-
ment Evaluation Inventory (TEI; Kazdin, 1980; Kel-
ley et al., 1989). The TEI has been used to compare
perceptions of acceptability for different depression
treatments, including self-help (Hanson et al.,
2016; Landreville & Guerette, 1998). Items assess
how acceptable clinical staff found guided self-help
for psychological distress in caregivers (e.g., “I would
be willing to suggest guided self-help to caregivers I
see” and “I think guided self-help is an acceptable ap-
proach to help with a caregiver’s psychological dis-
tress”) and are rated on a 5-point scale ranging
from 1 (strongly disagree) to 5 (strongly agree). One
item was reverse-scored so that higher scores in-
dicated higher ratings of acceptability. Cronbach’s
alpha indicated that the internal reliability of
the measure in the current study was satisfactory
(a=0.79).

Confidence in Skills and Knowledge

A total of 17 items assessed clinical staff confidence
in identifying and distinguishing between different
presentations of abnormal psychological distress
(i.e., anxiety, depression, and grief) and managing
such presentations in caregivers (e.g., “Knowing
when it is time to raise concerns about a caregiver
who might have abnormal psychological distress”).
The items were modified from a 16-item question-
naire that assessed nursing staff confidence in skills
and knowledge for managing depression in palliative
care patients (McCabe et al., 2012). The items were
reworded from being about the patient and depres-
sion to being about the caregiver and abnormal psy-
chological distress. An additional item was added to
emphasize the issue of normal distress in the context
of grief (e.g., “Being able to recognize that a caregiver
might have normal levels of psychological distress”).
Items were rated on a 4-point scale ranging from 1
(not at all confident) to 4 (very confident), with higher
total scores indicating higher levels of confidence.
The internal reliability of this scale has been re-
ported as high (e = 0.94) among Australian nurses
(McCabe et al., 2012). Reliability in our current study
using Cronbach’s « was also high (a = 0.95).

Attitudes about PGD as a Diagnosis

A modified version of an 8-item questionnaire devel-
oped to measure attitudes of psychologists and coun-
selors toward classifying PGD as a psychiatric
disorder (Ogden & Simmonds, 2014) was employed.
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Items were reworded to be more understandable to
staff without a psychology background and changed
from being about clients to being about caregivers.
The item “I would use this diagnosis if it were avail-
able” was deleted, as it was not considered applica-
ble, leaving a total of seven items. Proposed
diagnostic criteria of PGD from the ICD-11
(Maercker et al., 2013) were provided, and clinical
staff rated their agreement to items (e.g., “I think
that recognition of PGD may lead to the pathologiza-
tion of “normal” grief” and “Diagnosing PGD will in-
crease caregiver likelihood of getting the best help
possible”). Items were rated on a 5-point Likert-
type scale ranging from 1 (strongly disagree) to 5
(strongly agree). Three items were reverse-scored to
calculate the total score; however, Cronbach’s « indi-
cated that internal reliability in the current study
was poor (o« = 0.56). This is not uncommon when pos-
itive and negative items are included together (e.g.,
Solis Salazar, 2015). To address this, the four posi-
tively worded items were separated from the three
negatively worded items to create a PGD positive at-
titude subscale (o« = 0.78) and a PGD negative atti-
tude subscale (o =0.75) with improved reliability.
Higher scores on PGD positive attitude indicated
more positive attitudes about PGD as a diagnosis
while higher scores on PGD negative attitude indi-
cated more negative attitudes.

Attitudes about Grief Intervention

Attitudes about intervention for grief (pre- or post-
loss) was measured by four purpose-designed items
(e.g., “People should move through their grief with-
out psychological intervention” and “It is best to leave
people to move through grief in their own way and in
their own time”). Clinical staff rated agreement with
the items on a 5-point Likert-type scale ranging from
1 (strongly disagree) to 5 (strongly agree). Three
items were reverse-scored, so that higher scores indi-
cated more positive attitudes about grief interven-
tion. The value of Cronbach’s « indicated that the
internal reliability of the current study was satisfac-
tory (a = 0.75)

Data Analysis and Management

Missing data values were examined. If more than
80% of values were available within a scale, the
mean of the available data for an individual partici-
pant was used (prorated scores). If less than 80% of
values were available, the participant was removed
from the sample. Based on these criteria, 5 cases
were prorated and 1 case removed, for a total sample
size of 46.

The data were also examined for outliers, and
casewise diagnostics were used to detect any
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problematic cases, of which none were found. Nor-
mality plots and statistical tests of normality were in-
spected and showed that all variables approximated
normality.

Mean scores and frequencies were used to summa-
rize participants’ demographic details and scores on
the outcome variables. Examination of potential dif-
ferences in outcome variables based on demograph-
ics was examined in relation to age, years spent in
their current role, and primary workplace (commu-
nity or inpatient). Independent ¢ tests and analysis
of variance (ANOVA) were employed to analyze age
and primary workplace and Pearson’s correlations
for years spent in role. The relationships between ac-
ceptability of self-help intervention, confidence in
skills and knowledge, attitudes about PGD diagno-
sis, and attitudes about grief intervention were ex-
plored using correlation analyses. All correlations
used Pearson’s correlations and were two-tailed since
no specific directional hypotheses were predicted.

RESULTS

Sample

Across sites, there was an estimated 127 clinical staff
employed during the time the survey was adminis-
tered (121 nurses, 3 senior physicians, and 3 regis-
trars/residents), of which 47 responded (~37%
response rate), and 46 provided sufficient data for
analyses. The demographics are presented in Table 1.
The majority of participants were female (94%) and
40 years of age or older (76%). Most were in a nursing
role (90%), while approximately equal proportions

Table 1. Demographics of clinical staff (N = 46)

Variable M (SD)
Time in current role, years 10.15 (9.91)
n (%)
Gender Female 43 (94%)
Male 3 (71%)
Age range 18-29 3 (7%)
30-39 8 (17%)
40-49 17 (37%)
50-59 13 (28%)
60+ 5 (11%)
Current occupation Nurse 37 (80%)
Senior nurse 5 (10%)
Doctor 3 (7%)
Medical officer 1 (2%)
Primary workplace Community 23 (50%)
Inpatient 20 (43%)
Both equally 2 (4%)

Total may not add up to 100% due to rounding up and
missing data.
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worked primarily in inpatient (43%) and community
settings (50%). On average, the sample had a decade
of experience (M = 10.15, SD = 9.91). Only two par-
ticipants (4%) indicated that they were involved in re-
cruitment for the feasibility trial of the self-help
intervention, which was recently completed at the in-
patient sites.

Differences in outcome variables based on demo-
graphics were examined. The results showed that
staff working primarily in a community setting had
significantly higher confidence scores in identifying
and managing caregiver psychological distress (n =
23, M = 3.16, SD = 0.57) than staff working primar-
ily in an inpatient setting (n =20, M = 2.77, SD =
0.52; t41 = 2.38, p = 0.02). It is possible that longer
duration in their current role could potentially lead
to greater confidence in skills and knowledge. To ex-
plore this further, we used an independent ¢ test to
determine whether community staff had a longer du-
ration in their current role, on average, compared to
inpatient staff.. However, the results showed no stat-
istically significant difference (p > 0.05), and no
other demographic analyses were statistically signif-
icant (p > 0.05).

Outcome Descriptives
Acceptability of Self-Help Intervention

Most participants indicated that they had at least
“a little experience” with self-help interventions
(n =33, 72%). The mean acceptability score indi-
cated that self-help intervention for caregivers was
at least moderately acceptable to clinical staff on av-
erage, being past the midrange of “neither agree nor
disagree” (M =3.42, SD =0.48, range=1-5).
Approximately two-thirds of participants agreed or
strongly agreed that guided self-help is an acceptable
(n =30, 65%) and an effective (n =29, 63%) ap-
proach for caregivers. Similarly, approximately two-
thirds of participants (n = 31, 67%) indicated that
they would be willing to suggest guided self-help to
caregivers that they saw, with none or very few (n =
2, 4%) indicating disagreement. One-third agreed
or strongly agreed that risk in undergoing guided
self-help was a concern (n = 15, 33%), while half nei-
ther agreed nor disagreed (n = 23, 50%).

Confidence with Skills and Knowledge in
Assessing Caregiver Psychological Distress

Mean confidence scores indicated that clinical staff,
on average, were mostly confident about their skills
and knowledge in identifying and managing care-
giver distress (M = 2.99, SD = 0.56, range = 1-4).
Table 2 shows the proportion of participants scoring
low (scores 1-2) versus high (3-4) for each
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Table 2. Proportion of clinical staff indicating low versus high confidence in their skills and knowledge

Low confidence  High confidence

(%) (%)

1. Being able to recognize that a caregiver might have normal levels of psychological 7 (15%) 39 (85%)
distress

2. Knowing with whom to raise concerns about a caregiver who might have 6 (13%) 40 (87%)
abnormal psychological distress

3. Being able to recognize that a caregiver might have abnormal levels of 10 (22%) 35 (76%)
psychological distress®

4. Knowing what the signs and symptoms of abnormal psychological distress are 12 (26%) 34 (74%)

5. Discussing referral or support options for abnormal psychological distress with a 16 (35%) 30 (65%)
caregiver

6. Knowing when it is time to raise concerns about a caregiver who might have 10 (22%) 36 (78%)
abnormal psychological distress

7. Asking caregivers about their feelings 4 (9%) 42 (91%)

8. Consulting with other staff members about caregivers’ psychological well-being® 3 (7%) 42 (91%)

9. Differentiating between a caregiver who might be depressed or anxious or is 13 (28%) 33 (72%)
responding with grief to their current situation

10. My ability to inform and educate caregivers about psychological distress 23 (50%) 23 (50%)

11. Telling the difference between signs of depression, anxiety, or grief 17 (37%) 29 (63%)

12. Understanding how psychological distress affects caregivers 12 (26%) 34 (74%)

13. Supporting family/friends of caregivers with abnormal levels of distress 17 (37%) 29 (63%)

14. Monitoring signs of psychological distress among caregivers to see if things 18 (39%) 28 (61%)
improve or become worse

15. Responding to expressions of helplessness or hopelessness from caregivers 15 (33%) 31 (67%)

16. Listening to caregivers talk about their feelings or mood 5 (11%) 41 (89%)

17. Overall, in providing care for caregivers with abnormal psychological distress 13 (28%) 33 (72%)

Low confidence = scores 1-2; high confidence = scores 3—4.

% n = 45 due to missing data.

confidence item. It is evident that the vast majority of
staff showed high confidence in most skills or knowl-
edge areas. The most notable exception was “ability
to inform and educate caregivers about psychological
distress,” where half of staff indicated low levels of
confidence. Other areas of relatively low confidence
involved: discussion of referral or support options
(35%), supporting those close to caregivers with ab-
normal levels of distress (37%), monitoring changes
in psychological distress (39%), and responding to ex-
pressions of helplessness or hopelessness (33%).

Attitudes about PGD

The mean scores on positive (M = 3.89, SD = 0.68,
range = 1-5) and negative (M =3.22, SD = 0.81,
range = 1-5) attitudes about a PGD diagnosis were
both past the scale midpoint, indicating the simultane-
ous presence of both positive and negative attitudes
about PGD. Table 3 shows the mean scores and propor-
tion agreeing to the PGD attitude items. The vast ma-
jority of clinical staff agreed or strongly agreed that
diagnosing PGD would increase caregiver likelihood
of getting the best help (85%), while three-quarters
agreed or strongly agreed (74%) that PGD is distinct
from other disorders and should be recognized as a psy-
chological disorder. Nonetheless, staff opinions were
more split regarding how a PGD diagnosis reflects
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pathologization of normal reactions. Notable propor-
tions agreed that recognition of PGD may lead to path-
ologization of “normal” grief (41%) and reflects a trend
in psychology to pathologize normal reactions (43%).

Attitudes about Grief Interventions

Staff attitudes about grief intervention were on aver-
age positive, with the mean score slightly above the
“agree” response anchor (M =4.18, SD =0.59,
range = 1-5). The majority of clinical staff disagreed
or strongly disagreed that professional help for grief
should always be a last resort (n = 45, 98%) and that
any psychological intervention disrupts a natural
grieving process (n =38, 83%). Instead, the vast
majority agreed that psychological intervention can
be valuable to those who are struggling with their
grief (n =42, 98%). However, while most staff dis-
agreed (n = 28, 61%) that it was always best to leave
people to move through grief in their own way and
time, another quarter were neutral on this item
(neither agreed nor disagreed, n = 12, 26%).

Correlations

Table 4 shows results from the correlation analyses
on mean total scores of the study variables. Higher
acceptability ratings of self-help for caregivers were
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Table 3. Mean scores and proportion indicating agreement with PGD attitude items

Proportion agree/strongly

M (SD) agree n (%)

PGD positive attitudes

1. I have seen examples of PGD among caregivers® 3.49 (1.06) 29 (59%)

2. I believe that PGD is distinct from other disorders like depression and 3.98 (.83) 34 (74%)
anxiety

3. I support the inclusion of PGD as a recognized psychological disorder 3.98 (0.77) 34 (74%)

4. Diagnosing PGD will increase caregiver likelihood of getting the best help 4.11 (0.82) 39 (85%)
possible

PGD negative attitudes

1. I think that recognition of PGD may lead to the pathologization of “normal” 3.33 (1.03) 19 (41%)
grief

2. Categorizing grief in this way will leave little room for individual and 2.98 (0.97) 13 (28%)
cultural differences in grief expression®

3. I see this diagnosis as part of a current trend in psychology to pathologize 3.33 (0.97) 20 (43%)

normal reactions

% n = 45 due to missing data.

associated with more positive attitudes about PGD as
a diagnosis and intervention for grief. More positive
attitudes about PGD were also associated with
more positive attitudes toward grief intervention.
No other correlations were statistically significant
(p > 0.05), although there was a trend toward
greater levels of confidence in skills and knowledge
being associated with more positive attitudes about
intervention for grief (p = 0.06).

Since an assumption of this study was that clinical
staff might be less likely to refer to a guided self-help
intervention for PGD if they had negative attitudes
about PGD (e.g., pathologizing grief), we correlated
the item “I would be willing to suggest guided
self-help to caregivers I see” with the two PGD atti-
tudes scales. It was found that holding more positive
(r =0.34, p = 0.02) and somewhat surprisingly more
negative (r=0.30, p = 0.02) attitudes about PGD
were both significantly related to greater clinical staff
willingness to suggest guided self-help to caregivers.

Table 4. Correlations between study measures

1 2 3 4

1 Self-help acceptability (1)
2 Confidence in skills and  0.25
knowledge (2)

3 Positive attitude about 0.48*%* 0.03
PGD (3)
4 Negative attitudes about 0.13 0.05 0.15
PGD (4)
5 Attitude about grief 0.35% 0.28 0.32* 0.02

intervention (5)

*Significant at the 0.05 level; **significant at the 0.01
level.
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DISCUSSION

This study found that clinical staff were overall
positively oriented toward self-help for caregivers,
accepting of PGD as a diagnosis while concurrently
harboring reservations, approving of intervention for
grief, and largely confident in their skills and knowl-
edge to identify and manage caregiver psychological
distress appropriately. These results are useful in in-
forming the research team of a few broad issues to be
considered should a self-help intervention for caregiv-
ers be implemented in the healthcare service.
Clinical staff perceptions of the acceptability of a
guided self-help intervention for caregivers showed
that the majority felt positively toward it, although
it would be beneficial to explicitly identify potential
risks and outline how to manage them. Likewise,
the attitudes of clinical staff about a PGD diagnosis
and intervention for grief were overall positive,
with the majority indicating that grief intervention
is valuable and that a PGD diagnosis would help
caregivers get the best help possible. The proportion
supporting the inclusion of PGD as a diagnosis (74%)
is strikingly similar to that found among interna-
tional members of the general public (75%; Breen
et al., 2015) and Australian psychologists and coun-
selors (73%; Ogden & Simmonds, 2014). However,
negative attitudes about a PGD diagnosis were also
prevalent in the current sample, although to a lesser
degree. Notable proportions expressed concern about
the potential for pathologization of grief (41%) and
reduced consideration of individual differences in
grief expression (28%), although these proportions
are considerably smaller compared to those reported
for psychologists and counselors (56 and 55%, respec-
tively; Ogden & Simmonds, 2014). While it overall
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was positive attitudes toward grief intervention and
PGD that were associated with the acceptability of
guided self-help for caregivers, it is important to
note that both positive and negative PGD attitudes
were associated more specifically with the willing-
ness to refer caregivers to such an intervention. On
the surface, this is a somewhat contradictory finding.
However, it could be that concerns about the pathol-
ogizing effects of PGD are intertwined with overall
concerns about the negative consequences of PGD
on caregivers. If this were the case, then clinical staff
would be more inclined to refer caregivers in need to
self-help interventions for PGD. Similarly, a qualita-
tive study among social workers found that many
participants held to both medicalized/diagnostic
and contextual (individual interacting with their en-
vironment) views of mental health; participants
maintained that withholding a psychiatric diagnosis
when truly indicated would result in an equivalent
disservice to an individual’s care as would attribut-
ing a problem resulting from contextual issues to in-
ternal dysfunction (Probst, 2013). Alternatively, it
may be that self-help interventions as opposed to
face-to-face psychotherapy is considered a particu-
larly non-pathologizing approach for helping caregiv-
ers. Thus, those with concerns about the
pathologizing consequences of PGD as a diagnosable
disorder may view self-help approaches as more ap-
propriate. At this stage, we can only speculate, but
future research may be able to test these hypotheses.
Pragmatically, our findings suggest that, in order to
optimally promote referral to the intervention among
clinical staff, it may generally be effective to empha-
size the benefits of a PGD diagnosis without needing
to address the negative concerns about PGD patholo-
gizing grief.

Clinical staff indicated generally satisfactory lev-
els of confidence in their skills and knowledge. At
least three-quarters of participants indicated high
confidence in differentiating between normal and ab-
normal psychological distress in caregivers and
knowing when it was time to raise concerns about
caregiver distress and thereby initiate referral for
support. However, a third of our participants demon-
strated low confidence in discussing referral or sup-
port options for abnormal psychological distress
with a caregiver. Given that the clinical staff in this
study were on the frontline in interacting with pa-
tients and their caregivers, it would be advantageous
to increase skills and confidence around these issues.

It is interesting that the staff working primarily in
the community showed significantly higher levels of
confidence compared to staff working primarily in
an inpatient unit. Our results indicate that this was
not likely to be due to a longer duration spent in their
current role for community staff compared to
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inpatient staff. Thus, we can only speculate about
the source of the differences in confidence between
community and inpatient staff. For example, some
prior research raises the possibility that the confi-
dence differences are due to training differences
(McCabe et al., 2008). Using a similar confidence
scale, McCabe and colleagues (2008) found that pro-
fessional caregivers who had received previous train-
ing in depression had greater levels of confidence in
identifying and managing depression in elderly pa-
tients than caregivers who had received no training.
It is also possible that the difference observed in the
present study can be attributed to the greater level of
contact community staff have with caregivers. While
these suggestions are speculative, further research
might be able to clarify these issues in order to en-
sure continuity of confidence across community and
inpatient settings.

LIMITATIONS OF THE STUDY

There are a number of limitations to this study that
should be noted. The passive recruitment method
may have introduced selection bias, so that the re-
sults could not be confirmed as representative of all
clinical staff. Generalizability is also limited by the
small sample size and by clinical staff being recruited
from the same broad health service and comprised
mostly of nurses. Future research would benefit
from recruiting across different health services and
broadening the staff composition, particularly to in-
clude allied health. This would also allow us to
compare responses from mental health and
non-mental-health clinical staff, which have been
shown to differ at least in PGD attitudes based on
the comparisons with psychologists and counselors
highlighted above (Ogden & Simmonds, 2014).
Also, although we adapted measures from prior re-
search, there is little reliability and validity data
for most of these measures. Future research in refin-
ing and validating measures to evaluate clinical staff
attitudes is needed.

It is also important to note that most participants
would not have had much opportunity to observe
PGD in caregivers because contact ordinarily ceases
following the death of the patient. Thus, these results
more likely reflect clinical staff opinion about PGD in
general than how it specifically relates to caregivers.
However, this enabled clinical staff to base their re-
sponses on a richer and broader knowledge base
from their own life experience of grief. Related to
this, these results permit us to only consider how ac-
ceptability of guided self-help is associated with atti-
tudes about grief specifically (not other common
presentations of depression or anxiety) and are thus
limited in applicability to interventions for grief.
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Nonetheless, grief is an important focus given the
controversial nature of its diagnosis and perceived
needs for intervention.

CONCLUSIONS

Our results indicate that clinical staff were largely
positive about self-help and grief interventions for
caregivers and thus generally likely to act as key al-
lies in implementing such interventions. Clinical
staff held both positive and negative attitudes about
PGD as a diagnosis, but both orientations appeared
to be associated with a greater willingness to refer
to self-help for caregivers. To optimize referral, the
results suggest that educating staff about the bene-
fits of a PGD diagnosis and the logistics of the refer-
ral process to the intervention would be helpful.
Future research would benefit from an examination
of clinical staff attitudes about different diagnoses
and treatment approaches in order to better under-
stand how to work alongside staff when implement-
ing interventions in their health service.
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