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The Understanding Bereavement Evaluation Tool (UBET) for midwives: factor structure and clinical research applications

Abstract

Background: The NMSF (2009) survey reported that bereavement midwife care was inadequate in a number of UK NHS Trusts. Using a small grant from the Scottish government, 3 experienced midwifery lecturers designed an interactive workbook called “Shaping bereavement care for midwives in clinical practice” for the purpose of improving delivery of bereavement education to student midwives. An instrument called the Understanding Bereavement Evaluation Tool (UBET) was designed to measure effectiveness of the workbook at equipping students with essential knowledge.
Aim: To assess validity and reliability of the UBET at measuring midwives self-perceptions of knowledge surrounding delivery of bereavement care to childbearing women, partners and families who have experienced childbirth related bereavement. 

Method: An evaluative audit using the UBET was undertaken to explore student midwives
(n = 179) self perceived knowledge levels before and after the workbook intervention. Validity tests have shown that the UBET, minus Question 4, could be considered a psychometrically robust instrument for assessing students’ knowledge gain. PCA identified that the UBET is comprised of two sub-scales (theoretical knowledge base - Q1, 2 & 3) and (psychosocial elements of care delivery – Q 4, 5 & 6). 

Discussion: Data has shown that the easy to administer and short 6-item UBET is a valid and reliable tool for educators to measure success at delivering education using the “Shaping bereavement care for midwives in clinical practice” work book. 
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                     stillbirth, teaching
The Understanding Bereavement Evaluation Tool (UBET) for midwives: factor structure and clinical research applications

Midwives are often called on to care for parents who have experienced a pregnancy loss or the death of an infant. In such circumstances midwives are expected to interact with the bereaved parents and their families in a supportive manner. It is therefore important that staff feel adequately prepared and equipped with strategies to deliver effective bereavement care. 

The Stillbirth and Neonatal Death Society (SANDS) recommends that all community health practitioners who support bereaved parents should have access to basic, post basic and in-service training to equip them to offer adequate care to such families (SANDS, 2009). For many bereaved parents, the care that midwives provide may have a crucial effect on their response to such a death (Engler & Lasker, 2000; Rowa-Dewar, 2002). In addition, providing care to grieving parents can be demanding, difficult and stressful (Gensch & Midland, 2000; Sa¨flund et al., 2004), and in some situations midwives may feel ill equipped to provide appropriate help (Robinson et al., 1999). A recent survey by the National Maternity Support Foundation (NMSF) (2009) received an 82 per cent response rate from NHS Trusts in the UK and generated the following key findings:
· There are 74 NHS Trusts (40 per cent) without a specialist bereavement midwife counsellor.

· Inconsistent approaches to maternity bereavement provision between NHS trusts.

· Apparent lack of a uniform approach or best practice evident.

· 13 per cent employ a bereavement midwife counsellor on a part-time or job-share basis.

· There was a complete disregard of the specialist nature of bereavement midwife care evident from some NHS Trusts.

· Urgent re-evaluation is required as to how these critical services are delivered and evolved nationally.

The finding of this NMSF (2009) survey has revealed that the level of bereavement midwife care is inadequate in a significant number of NHS Trusts in the UK: 

“It is clear that there is a somewhat ‘patchy’ approach to bereavement midwife 
care with an apparent lack of national strategy and clear up-to-date guidelines” (NMSF, 2009, p. 12). 

These results provided a rationale for development of a structured workbook to facilitate midwives’ and neonatal nurses understanding of the grief process and equip them with rudimentary skills to support childbearing women / partner / families who have experienced a fetal or neonatal bereavement. For the purpose of evaluating effectiveness of the workbook called “Interactive workbook to shape bereavement care for midwives in clinical practice” an evaluation was conducted. To achieve this end, a 7-item self-report scale called the Understanding Bereavement Evaluation Tool (UBET) was developed to assess the effectiveness of the workbook at equipping student midwives with structured knowledge to effectively manage bereavement in clinical midwifery practice. The aim of this paper was to assess validity and reliability of the UBET at measuring midwives self perceptions of knowledge surrounding delivery of bereavement care to childbearing women, partners and families who have experienced childbirth related bereavement. 

. 
Method
An evaluative audit using the UBET was undertaken in 2012 to explore the workbook experience from the perspectives of student midwives. An evaluative audit was chosen as an effective method by which to engage with the population of interest and recruit a sample that was representative across three Universities in the UK currently running the three-year Bachelor of Midwifery program. The UBET was used to measure whether the “Interactive workbook to shape bereavement care for midwives in clinical practice” equipped student midwives with fundamental knowledge to support childbearing women, partners and families who have experienced childbirth related bereavement. 
The workbook 
The “Interactive workbook to shape bereavement care for midwives in clinical practice” was designed to take a holistic approach that encompasses physical, psychological and social components of bereavement, loss and grief and equip student midwives with appropriate skills to handle related adversity. To view the learning objectives encompassed within this workbook (see Table 1).

TABLE 1 ABOUT HERE

A summary of the workbook content is shown in Table 2.
TABLE 2 ABOUT HERE

Several theoretical models were used to underpin knowledge contained within the workbook. These included the Kubler-Ross (1969) stages of grieving model, Bowlby’s (1961, 1981) theory of attachment, Worden’s (1991) tasks for the bereaved, and the Stroebe and Schut (1999) dual process model. The general approach is to move from normal to abnormal grieving in terms of emphasising how to recognise when a more usual pathway is being followed and where processes have become irregular and problematical. Dispersed throughout the workbook were 29 activities. Table 3 illustrates an activity that endeavours to activate student empathy. 

TABLE 3 ABOUT HERE

Pilot study

Post workbook compilation, several experts (n = 4) were approached and requested to validate content and provide advice over omissions: 

· A midwife bereavement counsellor based at the Southern General Maternity Hospital in Glasgow.

· The program director for healthcare chaplaincy and spiritual care at NHS Education for Scotland (NES).
· A senior lecturer in midwifery at the University of West of Scotland.

· A midwifery lecturer from Glasgow Caledonian University. 

We thank them for their input. In response, additions and changes were made and the workbook piloted on (n = 3) third year student midwives. Again issues of timing and content comprehension were tackled. 

Development of the items for the UBET
The UBET was originally conceived as a unidimensional instrument with items that have been designed to match the content of the “Interactive workbook to shape bereavement care for midwives in clinical practice” (see Table 2). Undertaking a literature review and listing aspects of bereavement that report to be important for midwives to learn, was what informed the workbook chapter titles and subheadings. The UBET questionnaire items were developed to match the 7 chapter headings of the completed workbook.  The UBET utilises a Likert scale to measure knowledge base of participants both prior to and post workbook completion. The participating midwifery student responded on a 5-point scale based on level of agreement with the statement placed. The possible range of scores was 7-35, where a score of 7 represents students self perceptions of least knowledge in relation to the bereavement related question and 35 most. An example follows: 


To view full content of the pre-validated UBET (see Table 4). 
TABLE 4 ABOUT HERE

Participants

Participants were student midwives (n = 179) in their second or third year of study on the three year midwifery degree program at 3 universities in the UK (University of Salford, Glasgow Caledonian University & The University of the West of Scotland).  These sites were selected because the three collaborating researchers worked there. Students were recruited from classes currently studying complications in midwifery practice modules in which bereavement care was ordinarily taught. Students were recruited from classes who were already attending complications in midwifery practice modules in which bereavement care is ordinarily taught. The method for teaching bereavement was altered to deliver routine learning outcomes using the “Shaping bereavement care for midwives in clinical practice” workbook.  A participant information sheet and consent form was issued in advance of the session. Time was provided for questions to be asked and answered, with opportunity to decline from participation freely offered. Students were offered a no penalty opportunity to “opt out” with none electing to do so.  

Data collection

The researchers who facilitated workbook completion and data collection were educators in midwifery whom the students were already familiar with. A within participant design was implemented. The dependent variable was the education delivered via the workbook about bereavement and the independent variable the UBET measuring tool. To view processes of data collection (see Table 5). 
TABLE 5 ABOUT HERE

Questionnaires were tagged with student identifier numbers and anonymity and confidentiality was assured. As the student midwives were of differing ages, came from a variety of backgrounds and had diverse experiences of bereavement, an open forum for debriefing was offered at conclusion of the day. The researchers contact details were provided should the participant feel the need for further debrief at a later date.  Data collection began in December 2011 and was completed in April 2012. 
Statistical analysis plan

A stepwise approach to the UBET instrument evaluation was utilised, each element being described below. The analytic plan utilises principal components analysis (PCA) on the first observation data to determine the underlying factor structure of the instrument and the items to be retained in the final version of the scale. Fundamental aspects of the integrity of the tool including internal consistency and divergent validity are also evaluated at observation point 1. The factor structure of the instrument is then evaluated in a different data set (observation point 2) to confirm model fit veracity and acceptability using confirmatory factor analysis (observation point 2), this approach being in the best tradition and an accepted approach in scale development and evaluation (Kline, 2000). Test-retest reliability is evaluated by examination of the relationship of scores on the instrument between observation point 1 and observation point 2.  Known groups discriminant validity is evaluated by the testing for the hypothesis that scores will be greater between observation point 1 and observation point 2 following the intervention.       
Principal components analysis (PCA)
PCA was performed on the full 7-item UBET using SPSS version 18 (SPSS, 2009).  The criterion chosen to determine that an extracted factor accounted for a reasonably large proportion of the total variance was based on an eigen value greater than 1. A principal components factor extraction procedure was used (Brace, Kemp and Snelgar, 2009). An oblimin non-orthogonal factor rotation procedure was chosen (West, 1991) due to the anticipation that psychological dimensions of interest are likely to be correlated (Kline, 1994). Indicative item-factor loading was set at a coefficient level of 0.30 (Brace et al., 2009).  It should be emphasised that in the purest sense, principal components analysis represents the process of determining the initial factor solution exclusively, thus in itself the process does not represent an exploratory factor analysis (EFA) though it should be noted that PCA are often reported as EFA.  In the interests of clarity on what amounts to a very sophisticated statistical approach to dimension reduction, the analysis conducted is referred to throughout as a PCA.  However, the use of PCA to statistically determine the items that comprise a scale is within the best tradition and approaches of EFA (Kline, 2000).  To foster absolute transparency, the approach taken may best be described as an exploratory PCA.     
Confirmatory Factor Analysis (CFA)
CFA was conducted using AMOS 18 (Arbuckle, 2009) on the post intervention data set, observation point 2, with the estimation method chosen on the basis of data distributional characteristics. Maximum-likelihoods estimation would be used in the event of a normal data distribution, however, in the event of evidence of non-normal data, the asymptotically distribution-free estimation method would be utilised. Models tested would be derived from the optimal model identified by the PCA. Multiple goodness of fit tests (Bentler & Bonett, 1988) were used to evaluate the models, these being the comparative fit index (CFI; Bentler, 1990), the Tucker-Lewis Index (TLI; Tucker & Lewis, 1973) and the root mean squared error of approximation (RMSEA). A CFI greater than 0.90 indicates an acceptable fit to the data (Bentler & Bonett, 1980; Bollen, 1989; Kline, 1998; Marsh et al, 1988) while a CFI equal to or greater than 0.95 indicates a good fit to the data (Hu & Bentler, 1999). A RMSEA with values of less than 0.08 indicate an acceptable fit to the data (Browne & Cudeck, 1993), while values of less than 0.05 indicate a good fit to the data (Schumaker & Lomax, 1996). A statistically significant (2 is indicative of a significant proportion of variance within the data being unexplained by the model (Bentler & Bonett, 1980). 

Internal consistency

An internal consistency analysis of the UBET was conducted to ensure that the measures satisfied the criteria for clinical and research purposes using the Cronbach coefficient alpha statistical procedure. A Cronbach alpha reliability statistic of 0.70 is considered as the minimum acceptable criterion of instrument internal reliability (Kline, 1993; 2000). 

Divergent validity

Divergent validity was determined by correlating UBET scores with age using Pearson’s r correlation coefficient on observation point 1 data. It was predicted that there would be no significant relationship between UBET scores and age. 
Known groups discriminant validity
Known groups discriminant validity was evaluated by testing for differences in UBET scores between observation points 1 and 2, since the intervention represents the introduction of a known groups difference between groups (the intervention).  It is predicted that UBET scores will increase following the intervention thus observation point two scores will be significantly greater than observation point one scores.  This approach also allows the impact of the intervention to be evaluated. The within-subjects t-test is used to evaluate differences on UBET scores over the two observation points.

Test-retest reliability

Test-retest reliability was assessed using Pearson’s product moment correlation coefficient to assess UBET scores between observation point 1 and observation point 2. It is anticipated that test-retest reliability of UBET scores between the two observation points would be moderate and statistically significant since though the intervention introduces variability into the testing parameters of the study, individuals are anticipated to respond to the intervention in terms of their assessment on the UBET in a consistent manner.
Results 

Descriptive results
A total of 179 participants completed the UBET at observation points one and two. Reponses to the pre-intervention questionnaire for each item at observation point one are shown in Table 6. in terms of mean, standard deviation, skew and kurtosis.  
TABLE 6 ABOUT HERE

The mean UBET score was 16.04 (3.81) with a median of 16. The range of scores was 21 with a minimum of 7 and a maximum of 28.  The interquartile range was 5.  There was no evidence to support the notion that individual item data was unduly skewed or kurtotic.
Multivariate normality

Distribution characteristics of the UBET were not normal as indicated by both the Kolmogorov-Smirnov statistic with Lilliefors significance correction, K-S = 0.11 (df = 179), p <0.001 and the Shapiro-Wilk test, S-W = 0.98 (df = 179), p <0.024.  Boxplot analysis revealed two outliers (extreme high scores), however there was no evidence found of marked skew (0.31, SE = 0.18) or kurtosis (0.08, SE = 0.36).  A relatively normal distribution of scores was noted by visual inspection.  
Principal components analysis
The Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy and the Bartlett Test of Sphericity (BTS) were conducted prior to factor extraction to ensure that the characteristics of the data set were suitable for factor analysis to be conducted.  KMO analysis yielded an index of 0.79, while a highly significant BTS, (2 (df = 21) = 383.17, p < 0.001, confirming that the data distribution demonstrated acceptable psychometric characteristics for factor analysis.  Following factor extraction and oblimin rotation, two factors with eigenvalues greater than 1 emerged from analysis of the 7-item UBET and accumulatively accounted for 62.86% of the total variance.  The two-factor structure was confirmed by examination of the scree plot.   Summary of the factor loadings of the individual UBET items are shown in Table 7. 
TABLE 7 ABOUT HERE

Differentiation of the two-factor structure was clear with the exception of item 4, “I feel confident about providing care to a women / partner / family who has experienced a recent stillbirth”.  This item exhibited clear cross-factor loading characteristics and was thus removed. The PCA was rerun excluding item 4 and revealed an identical factor structure, within minimal impact on item-factor loadings but with an increased proportion of the variance within the model explained at 67.19%. Individual participant scores for each extracted factor calculated using regression which revealed both factors to be positively and significantly correlated,  r = 0.45, p < 0.001.  Appraisal of the content of the items constituting factor one suggested that these items related specifically to the theoretical knowledge base and were termed as such with the derived sub-scale named UBET-TKA. The second factor comprised items related to psychosocial elements of care and this sub-scale was thus termed UBET-PEC. The mean score and standard deviation for the 6-item UBET, UBET-TKA and UBET-PEC were 13.81 (3.32), 5.93 (1.75) and 7.88 (2.15) respectively.  All analyses reported following this section focus exclusively on the 6-item UBET and UBET-TKA and UBET-PEC sub-scales.  
Internal consistency

Calculated Cronbach’s alpha of the UBET-TKA, UBET-PEC and 6-item UBET were 0.72, 0.77, and 0.78 respectively at observation point 1.
Divergent validity

No significant correlation was observed between the 6-item UBET score and age, r = 0.10, p=0.19.   No evidence of significant relationships between UBET-TKA and age, r = 0.14, p=0.63, and UBET-PEC, r = 0.04, p=0.63 and age was found. 

Confirmatory Factor Analysis
Examination of the distributional characteristics of the data from observation point 2 revealed 11 outliers and individual items revealed some evidence of kurtosis, thus indicating a possible violation of the normality assumption, consequently, the asymptotically distribution-free estimation method was used to determine the veracity of the factor structure identified by PCA.  The two factor correlated model of the 6-item UBET demonstrated a good fit to the data, (2 = 10.42(df = 8), p=0.24, CFI = 0.92 and RMSEA = 0.04.  A unidimensional model of the 6-item UBET in contrast revealed fit indices of (2 = 14.31(df = 8), p=0.11, CFI = 0.83 and RMSEA = 0.06.    
Known groups discriminant validity
The mean score and standard deviation at the second observation point for the 6-item UBET, UBET-TKA and UBET-PEC were 22.95 (1.88), 11.61 (1.26) and 11.33 (1.04) respectively.  Observation point 2 scores were all highly statistically significantly (p<0.001) greater than observation point 1 scores, 6-item UBET, UBET-TKA and UBET-PEC were t(178) = 37.31, t(178) = 40.70 and t(178) = 22.30, respectively.

Test-retest reliability

Pearson’s r revealed the 6-item UBET, UBET-TKA and UBET-PEC scores to be moderately and highly statistically (p<0.001) correlated across the two observation points, r = 0.30, r = 0.26 and r = 0.32, respectively
Discussion

Results of the test retest support agreement between score sets, which according to Clark-Carter (1997) qualifies the questionnaire as a reliable measuring tool. The Cronbach alpha also supports good internal reliability. Validity tests have shown that the UBET, minus Question 4 (see Table 4), could be considered a psychometrically robust instrument for assessing students’ knowledge gain in response to education that relates to the objectives of the bereavement workbook (see Table 1). The findings from this enquiry suggest that the UBET comprises two sub-scales that measure distinct but correlated domains of “theoretical knowledge base” and “psychosocial elements of care delivery”. Observably, these domains are comprised of relatively few items (3 items per factor). Nevertheless, they have been observed to offer an excellent fit to the data and provide a sound psychometric basis for assessing midwives developing knowledge acquisition in relation to these two aspects of bereavement care. Factor 1, “theoretical knowledge base” consists of questions 1, 2 and 3, and Factor 2, “psychosocial elements of care delivery” comprises questions 5, 6 and 7 (see Table 4). 
Question 4 has demonstrated poor validity and consequently has been removed from the UBET. This item asked how confident the student feels about providing care to a women / partner / family who have experienced a recent stillbirth. One considered reason being that Question 4 per se does not tap the students’ knowledge base about bereavement, but instead evaluates their confidence at delivering the appropriate care. Development of self efficacy in this respect requires experiential learning through competent delivery of bereavement care. Clearly the workbook provides a good theoretical foundation, with clinical practice required to develop confidence in relation to competent delivery of care. This informs bereavement educators that some form of simulation, in addition to knowledge delivered through a workbook or face-to-face teaching, may help shape proficiency at delivering bereavement care. Role playing bereavement events in a classroom bears similarity to contemporary Team Objective Structured Clinical Encounter (TOSCE), which is designed to sharpen student proficiency at clinical tasks through rehearsing responsibilities (Marshall, Hall & Taniguchi, 2008). Due to low validity, Question 4 has been removed from the UBET. Consequently, the questionnaire has been trimmed from a 7 to a 6 item questionnaire. Hence, the possible range of scores lies from 6-30, with a score of 6 representing students self perceptions of least knowledge about bereavement and 30 most (see Table 8). 
CFA is a special case of structural equation modelling that tested the fit of the priori specified model against the data. In the past, CFA has proved itself a powerful and reliable statistical test at determining the underlying factor structure of measures used in a broad range of practice (Martin, Lewin & Thompson, 2003; Martin, Tweed & Metcalfe, 2004), including obstetrics and gynaecology (Hollins Martin, Bull & Martin, 2004). The CFA performed on the 6-item scale validated that the priori specified hypothesis generated from the PCA of a two-factor correlated model was a consistently better fit to the data across all fit indices compared with the uni-dimensional single-factor model comprising a global dimension of bereavement. This results supports that educators can use the UBET to measure success in student learning using the two subscales. That is, to assess student perception of theoretical knowledge about bereavement care (Subscale 1 – questions 1, 2 and 3 - theoretical knowledge base) and (Subscale 2 – questions 4, 5 and 6 - psychosocial elements of care delivery) of the post validated UBET (see Table 8). 

Conclusion
Quite clearly data has shown that the validated UBET is a useful tool for educators to measure success at delivering the 7 learning outcomes couched in Table 1. If the UBET is implemented pre and post bereavement education, rising scores will measure success at delivery. There are several ways that this education may be delivered, with the “Interactive workbook to shape bereavement care for midwives in clinical practice” just one of them. It would be of interest to know how delivery of bereavement care using the workbook would be influenced by clinical settings and possible influence and input from a specialist bereavement counsellor. It would also be of interest to know how qualified midwives respond to this particular style of delivering bereavement education. For information, this workbook is available from the authors of this paper. It is also currently at a publisher and under review for publication as a book.
Acknowledgments

We would like to acknowledge the expert comments and advice from two anonymous reviewers on a previous version of this manuscript which enabled us to improve the paper and clarify salient aspects of the development of the UBET measure.
References
Arbuckle, J. 2009. Amos 18 User’s Guide. Crawfordville: Amos Development Corporation.

Bentler, P. M. 1990. Comparative fit indexes in structural models. Psychological Bulletin, 107, 238-246.

Bentler, P. M., Bonett, D. G. 1980. Significance tests and goodness of fit in the analysis of covariance structures. Psychological Bulletin 88, 588-606.

Bollen, K. A. 1989. A new incremental fit index for general structural equation models. Sociological Methods and Research 17, 303-316.

Bowlby, J. 1961. Processes of mourning. International Journal of Psycho-Analysis 42, 317-340. 

Bowlby, J. 1981. Attachment and Loss Vol 3: Loss, Sadness and Depression. New York: Basic Books.

Bowling, A. 1997. Research Methods in Health. Milton Keynes: Open University Press.

Brace, N., Kemp, R., Snelgar, R. 2009. SPSS for Psychologists, 4th Ed. Basingstoke:
Palgrave-Macmillan.                     

Browne, M. W., Cudeck, R. 1993. Alternative ways of assessing model fit. In K. A. Bollen & J. S. Long (Eds.), Testing Structural Equation Models pp. 136-162). Newbury Park, CA: Sage.

Clark-Carter, D. 1997. Doing quantitative psychological research: from design to report. 

Hove: Psychology Press Publishers.
Cronbach, L. J. 1951. Coefficient alpha and the internal structure of tests. Psychometrika, 16, 297-334.

Engler, A. J., Lasker, J. N. 2000. Predictors of maternal grief in the year after a

             newborn death. Illness. Crisis & Loss 8, 227-243.

Gensch, B. K., Midland, D. 2000. When a baby dies: a standard of care. Illness,

            Crisis & Loss 8, 286-295.
Hollins Martin, C. J., Bull, P., Martin, C. R. 2004. The social influence scale for midwifery  

           (SIS-M): factor structure and clinical research applications. Clinical Effectiveness in 
           Nursing 8, 118-121.

Hu, L. T., Bentler, P. M. 1995. Evaluating model fit. In R. H. Hoyle (Ed.), Structural Equation Modelling: Concepts, Issues and Applications. Thousand Oaks, C.A.: Sage.

Hu, L. T., Bentler, P. M. 1999. Cutoff criteria for fit indexes in covariance structure analysis: conventional criteria versus new alternatives Structural Equation Modeling, 6, 1-55.

Kline, P. 1993. The Handbook of Psychological Testing. London: Routledge.

Kline, P. 2000. A Psychometrics Primer. London: Free Association Books.

Kline, R. B. 1998. Principles and Practice of Structural Equation Modeling. New York: Guilford.

Kübler-Ross, E. 1969. On Death and Dying. New York: Scribner Publishers.

Marsh, H. W., Balla, J. R., McDonald, R. P. 1988. Goodness-of-fit indices in confirmatory factor analysis: The effect of sample size. Psychological Bulletin 103, 391-410.

Marshall, D., Hall, P., Taniguchi, A. 2008. Team OSCEs: evaluation methodology or  

            educational encounter? Medical Education 42, 1111–1146. 

Martin, C. R., Lewin, R. J. P., Thompson, D. R. 2003. A confirmatory factor analysis
of the Hospital Anxiety and Depression Scale in coronary care patients following
 acute myocardial infarction. Psychiatry Research 120, 85-94.

Martin, C. R., Tweed, A. E., Metcalfe, M. S. 2004. A psychometric evaluation of the 

Hospital Anxiety and Depression Scale in patients diagnosed with end-stage renal 

disease. British Journal of Clinical Psychology 43, 51-64.

Muthen, L. K., Muthen, B. O. 2004. Mplus Users Guide. Los Angeles, C.A.: Muthen and Muthen.

National Maternity Support Foundation (NMSP) 2009. Who care when you loose a baby: a 

comprehensive study into bereavement midwife care across NHS trusts. National 

Maternity Support Foundation (NMSF): Herts.

Robinson, M., Baker, L., Nackerud, L. 1999. The relationship between attachment theory
theory and perinatal loss. Death Studies 23, 257-270.

Rowa-Dewar, N. 2002. Do interventions make a difference to bereaved parents? A 
systematic review of controlled studies. International Journal of Palliative Nursing 8,  452-457.

Sa¨flund, K., Sjo¨gren, B., Wredling, R. 2004. The role of caregivers after a stillbirth: views 

and experiences of parents. Birth 31, 132-137.

Stillbirth and Neonatal Death Society (SANDS). 2009. Miscarriage, stillbirth and neonatal 

death. SANDS: London.

Schumaker, R. E., Lomax, R. G. 1996. A Beginner's Guide to Structural Equation Modeling. New Jersey: Lawrence Erlbaum Associates.

SPSS. 2009. PASW Statistics 18 Core System User's Guide. Chicago, IL: SPSS, Inc.

Stroebe, M. S., Schut, H. 1999. The Dual Process Model of coping with bereavement: Rationale and description. Death Studies 23, 197-224. 

West, R. 1991. Computing for Psychologists. Chur, Switzerland: Harwood

Worden, J. W. 1991. Grief Counselling and Grief Therapy: A Handbook for the Mental Health Practitioner (2nd ed.). London: Springer.






Table 6.  Individual item distributional characteristics of the UBET
UBET item

              

  Mean
(SD)

Skew

Kurtosis  

1.    I could instantly classify ten areas of 


       midwifery practice that could count as a 

       bereavement?



    2.22 (0.83)

0.92

1.02

                      

2.    I could critically discuss the procedures

       that are categorised on a bereavement 

       protocol?




    1.84 (0.68)

0.75

1.32

3.    I could list and critically discuss the 

       classic stages of grieving.

    1.87 (0.65)

0.62

1.25

4.   I feel confident about providing care to a 

      women / partner / family who has 

      experienced a recent stillbirth.

    2.23 (0.81)

0.38

0.10

5.   I could easily recognise instances where a 

      childbearing woman’s grief process has 

      become dysfunctional and help is required 

      from mental health experts.  

    2.76 (0.89)

0.11

-0.91

6.   I could recognise and critically discuss 

      incidents where a bereavement within the 

      maternity unit has adversely affected a

      member of staff.   



    2.87 (0.90)

0.03

-0.88



7.  I feel I could competently assess a women

     / partner / family about their spiritual and 

     religious beliefs and adapt bereavement care 

     to accommodate their individualised needs.  2.25 (0.81) 

0.46

-0.13

Note: Skew SE = 0.18. kurtosis SE = 0.36.

Table 7.  Factor loadings of the 7-item UBET following principal components extraction with oblimin rotation
UBET item

              


Factor 1
Factor 2 
  

1.    I could instantly classify ten areas of 


       midwifery practice that could count as a 

       bereavement?



    
-0.40

0.74
                      

2.    I could critically discuss the procedures

       that are categorised on a bereavement 

       protocol?





0.41

0.84
3.    I could list and critically discuss the 

       classic stages of grieving.

    
0.01

0.82
4.   I feel confident about providing care to a 

      women / partner / family who has 

      experienced a recent stillbirth.

    
0.46

0.33
5.   I could easily recognise instances where a 

      childbearing woman’s grief process has 

      become dysfunctional and help is required 

      from mental health experts.  

    
0.90

-0.10

6.   I could recognise and critically discuss 

      incidents where a bereavement within the 

      maternity unit has adversely affected a

      member of staff.   




0.86

-0.05


7.  I feel I could competently assess a women

      / partner / family about their spiritual and 

     religious beliefs and adapt bereavement care 

     to accommodate their individualised needs.  
0.70

0.12

Bold indicates significant item loading on a factor is at a level of 0.30 or above.


(Q3) I could list and critically discuss models of grieving.


                  


    Strongly        Agree	   Neither Agree          Disagree	 Strongly


                  Agree		                 or Disagree			 Disagree





Scores�          5                     4                        3                           2                    1





Comments ______________________________________________________________


                 ___________________________________________________


               ___________________________________________________


*Scores are to illustrate scoring and not present on questionnaire





Table 1: Learning objectives of the Shaping Bereavement Care Workbook 


______________________________________________________________________


(LO1)  Classify areas of midwifery practice that incur bereavement.


(LO2)  Critically appraise the procedures categorised on a bereavement protocol.


(LO3)  Critically appraise the models of grieving.


(LO4)  Recognise instances where a childbearing woman’s grief process has become 


            dysfunctional and help is required from mental health experts.  


(LO5) Outline processes involved in caring for and advising a bereaved woman / 


            partner / family about how to access ongoing support on discharge from 


            midwifery care.


(LO6)  Recognise where a bereavement incident may affect a member of staff adversely.


(LO7) Assess individual women / partner / family’s spiritual / religious beliefs and adapt 


            bereavement care to accommodate.





Table 2: Content of the Shaping Bereavement Care Workbook 


____________________________________________


Chapter One: Areas of midwifery practice that incur bereavement


1.1. Areas of midwifery practice that incur bereavement	            1.2. Defining the terms loss, grief and bereavement 		   


Chapter Two: Procedures categorised on a bereavement protocol               


2.1. Protocols for caring for women who have experienced late 


       fetal loss or stillbirth


2.2. Protocol discussion						


Chapter Three: Models of grieving                                                                 


Chapter Four: Difficulties with adjusting to the loss		 


4.1. Bereavement and maternal mental health			 


4.2. Signs and symptoms of difficulties adjusting to the loss	 


4.3. Role of the midwife in risk assessment 	


4.4. Subsequent care					


4.5. The multi-disciplinary team				


4.6. When grief becomes problematic			


Chapter Five: Ongoing support 					 


5.1. Role of the midwife in bereavement care 			 


5.2. Support services						 


Chapter Six:  Staff Support 				


6.1. Recognising stress						


Chapter Seven: Assessment and care of a bereaved woman and the family’s spiritual and religious needs. 


7.1. Effects of family bereavement on children		


7.2. Religious and cultural beliefs			


7.3. The role of rituals					


7.4. Encouraging memories					 


Workbook conclusion				


References			





Table 3:  Workbook Activity


(a) Identify a loss that you have experienced and classify your reactions in terms of psychological, behavioural, social and physical response:





Psychological responses to grief………………………………………………………………………


……………………………………………………………………………………….………………...………………………………………………………………………………………………………..


Behavioural responses to grief……………………………………………………………………….. ………………………………………………………………………………………………………...


……………………………………………………………………………………………….………..


Social responses to grief ………………………………………………………………………... ….....…………………………………….…………………………………………………………………...…………………………………………………………………………………………………


Physical responses to grief …………………………………………………………………….. ……………………….……….……….………………………………………………………………


……………………………………………………………………………….………………………..


Spiritual responses to grief …………………………………………………………………………... ……………………….……….……….………………………………………………………………


……………………………………………………………………………….………………………..





(b) Identify a loss that a childbearing woman in your care experienced and classify her reactions in terms of psychological, behavioural, social and physical response:





Psychological responses to grief………………………………………………………………………


……………………………………………………………………………………….………………...………………………………………………………………………………………………………..


Behavioural responses to grief…………………………………………………………………. ….……………………………………………………………………………………………………


……………………………………………………………………………………………….………..


Social responses to grief ………………………………………………………………………... …………………………………….…………………………………………………………………...………………………………………………………………………………………………………..


Physical responses to grief …………………………………………………………………….. ……………………….……….……….………………………………………………………………


……………………………………………………………………………….………………………..


Spiritual responses to grief …………………………………………………………………….. ……………………….……….……….………………………………………………………………


……………………………………………………………………………….………………………..





Table 4:  Content of the pre validated Understanding Bereavement Evaluation Tool (UBET)


____________________________________________________________________________


(1) I could instantly classify ten areas of midwifery practice that could count as a bereavement? 


      (Please list examples of midwifery related bereavements)


(2) I could critically discuss the procedures that are categorised on a bereavement protocol?


(3) I could list and critically discuss models of grieving.


     (Please list some examples of bereavement models)


(4) I feel confident about providing care to a women / partner / family who has experienced a  


      recent stillbirth.


(5) I could easily recognise instances where a childbearing woman’s grief process has become 


      problematic and help is required from mental health experts.  


(6) I could recognise and critically discuss incidents where a bereavement within the maternity 


      unit has adversely affected a member of staff. 


(7) I feel I could competently assess a women / partner / family about their spiritual and 


       religious beliefs and adapt bereavement care to accommodate their individualised needs.


 





Table 5: Data collection for shaping bereavement care study





(1) At 9 am a hard copy of the workbook “Shaping Bereavement Care” is given 


      to each member of the class. 


(2) Pre workbook UBET completed by students (observation point 1).


(3) Student works until 5 pm on workbook with a classroom facilitator present 


      (authors of paper)


(4) Post workbook UBET completed by students (observation point 2).


.





Table 8:  Valid and reliable Understanding Bereavement Evaluation Tool (UBET)


______________________________________________________________________





(1) I could instantly classify ten areas of midwifery practice that could count as a bereavement? 





    Strongly        Agree	   Neither Agree          Disagree	   Strongly


                  Agree		                 or Disagree			   Disagree





(Please list examples of midwifery related bereavements)





Comments ______________________________________________________________


                 ____________________________________________________





(2) I could critically discuss the procedures that are categorised on a bereavement protocol?





    Strongly        Agree	   Neither Agree          Disagree	   Strongly


                  Agree		                 or Disagree			   Disagree





Comments ______________________________________________________________


                 ____________________________________________________





(3) I could list and critically discuss models of grieving.





    Strongly        Agree	   Neither Agree          Disagree	   Strongly


                  Agree		                 or Disagree			   Disagree





(Please list some examples of bereavement models)





Comments ______________________________________________________________


                 ____________________________________________________





(4) I could easily recognise instances where a childbearing woman’s grief process has 


     become problematic and help is required from mental health experts.  





    Strongly        Agree	   Neither Agree          Disagree	   Strongly


                  Agree		                 or Disagree			   Disagree





Comments ______________________________________________________________


                 ____________________________________________________





(5) I could recognise and critically discuss incidents where a bereavement within the 


      maternity unit has adversely affected a member of staff. 





    Strongly        Agree	   Neither Agree          Disagree	   Strongly


                  Agree		                 or Disagree			   Disagree





Comments ______________________________________________________________


                 ____________________________________________________





(6) I feel I could competently assess a women / partner / family about their spiritual 


     and religious beliefs and adapt bereavement care to accommodate their 


     individualised needs.





    Strongly        Agree	   Neither Agree          Disagree	   Strongly


                  Agree		                 or Disagree			   Disagree





Comments ______________________________________________________________


                 ____________________________________________________
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