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The pyschological burden of 
a relative’s CICU admission

The stability of individuals’ emotions is challenged 
when encountering serious conflicts originating 
from physical and/or psychological stressors. Having 

a relative admitted to intensive care—such as the cardiac 
intensive care unit (CICU) or coronary care unit (CCU)—
qualifies as such a stressor. Psychologists consider that 
emotions affect the human motivation system and have 
great impact on individual commitment to treatment and 
recovery from illnesses, as well as human adaptation 
(Bowman et al, 2006). Although negative emotional states 
vary across individuals, stress, anxiety and depression are 
the most common forms of psychological burden that 
might be observed among people exposed to serious 
conflicts (McAdam and Puntillo, 2009). 

Stress, anxiety and depression
Stress is a negative cognitive and emotional state that 
occurs when people are facing challenging, threatening 
and demanding situations (Lazarus and Folkman, 1984). 
Anxiety is a feeling of apprehension, discomfort and 
worry that usually appears as a result of exposure to a new 
experience (Maruiti et al, 2008); and anxious people can 
have behavioral, emotional, cognitive and even physical 
symptoms (Acaroğlu et al, 2008). Depression is a state of 
distress, sadness and hopelessness, with low or no energy. 
Individuals who are depressed may experience changes in 
appetite or weight, disturbances in sleep pattern, psycho-
motor activity and, in severe cases, suicidal thoughts 
(Maruiti et al, 2008).

Psychologists have indicated that stress, anxiety and 
depression are three interrelated concepts (Levine et al, 
2001; Schoevers et al, 2003; Mergl et al, 2007) that share 
many biological, social and psychological risk factors 
(Vink et al, 2008). Smalbrugge et al (2005) reported that 
the prevalence of comorbid anxiety and depression is 
5.1%. Interestingly, this comorbidity increases as the 
severity of both depression and anxiety increases—par-
ticularly among women (Schoevers et al, 2003). 

Impact of relative’s ICU admission
Several studies highlighting the impact of having a relative 
admitted to the intensive care units (ICUs) have indicated 
that this admission is associated with considerable levels 
of stress, anxiety and depression (Acaroğlu et al, 2008; 
Anderson et al, 2008; Elizarrarás-Rivas et al, 2010; 
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Kulkarni et al, 2011; Fumis et al, 2012). For instance, 
Pochard et al (2001) found the prevalence of anxiety and 
depression among the family members of ICU patients to 
be 69.1% and 35.4%, respectively and these symptoms 
were documented among 84% of spouses. Similar findings 
were presented by Maruiti et al (2008), who reported that 
after 7 days of admission to an intensive care unit, 34–54% 
of relatives had moderate and 19–41% had severe post-
traumatic stress disorder (PTSD). Fumis et al (2012) also 
reported such considerable levels of anxiety and depres-
sion among family members with relatives in ICU, indicat-
ing that 14.4% had both anxiety and depression.

Researchers have attributed psychological burden 
among ICU patients’ relatives to several factors. One of the 
most prominent explanations is that relatives face the  
possibility that their loved one might die or be severely 
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disabled (Bousso and Angelo, 2003; Brysiewicz and 
Chipps, 2006). The unfamiliar and complex ICU environ-
ment, in combination with the presence of sophisticated 
machines, also added tremendous psychological burden 
(Brysiewicz and Chipps, 2006, Pillai et al, 2006). Moreover, 
several studies have highlighted financial burden and a 
lack of effective communication with the health-care team 
as major sources of psychological burden among relatives 
(Brysiewicz and Chipps, 2006; Pillai et al, 2006; Acaroğlu 
et al, 2008).

In fact, suffering from psychological burden as a result of 
having a relative admitted to the ICU has negative conse-
quences for not only family members, but also for patients 
themselves (Bailey et al, 2010; Elizarrarás-Rivas et al, 
2010). It has been reported by Bailey et al (2010) that stress, 
anxiety and depression affect families’ abilities to support 
patients during their stay in the ICU and that psychological 
burden can influence relatives’ personalities and negatively 
affect families’ interrelationships. Moreover, it was docu-
mented that relatives of ICU patients have heightened 
scores of hypochondria, agitation, anxiety, depression, 
paranoia and psychological maladjustment (Elizarrarás-
Rivas et al, 2010). 

Additionally, suffering from anxiety and depression 
increased the risk for muscle pain, headache, stomach pain 
(Pillai et al, 2006; Acaroğlu et al, 2008; Fumis et al, 2012), 
gastrointestinal disturbances (Bener et al, 2012; Yu et al, 
2012), reduction in muscular abilities (Metz et al, 2005) 
and decrease in quality of life (McAdam and Puntillo, 
2009; Van Houdenhove et al, 2009). Chronic stress is asso-
ciated with increasing heart disease, diabetes, cancer and 
neurological disorders (Van Houdenhove et al, 2009). 

Impact of relative’s CICU admission
The nature of cardiac diseases might lead to the emergence 
of different stressors for the relatives of cardiac patients in 
comparison with relatives of patients residing in general 
ICU. Although some of the previous studies described the 
effect of suffering from a cardiac disease on family mem-
bers (specifically the spouse), little is known about the 
association between psychological burden of family mem-
bers and patients residing in CICU. This might be a result 
of a focus on studying the effect of cardiac disease itself on 
patients’ daily lives and, consequently, the effect of change 
in a patient’s role on his/her family members, rather than 
the effect of the experience of having a family member 
residing in CICU. 

In a hermeneutic qualitative study, Tapp (2004) revealed 
the need of family members of cardiac patients to get emo-
tional support and encouragement from health-care pro-
viders as a result of suffering from the harmful conse-
quences of psychological burden. 

This study
Studies about factors associated with considerable levels of 
stress, anxiety and depression among relatives of patients 
residing in CICU are rare. Therefore, this study aimed to 
assess the prevalence and level, of stress, anxiety and 

depression and to identify factors associated with negative 
psychological status among relatives of Jordanian cardiac 
ICU patients. Studying this problem will highlight the 
universality of psychological burden among relatives of 
patients residing in CICU and might help nurses, nation-
ally and internationally, to refine and modify nursing care 
plans to meet the needs of both patients in CICU and their 
relatives, as well as minimise the devastating impact of the 
psychological burden on relatives. Findings will generally 
inform nurses internationally about psychological bur-
dens that may affect families of patients residing in CICU 
and this study’s focus on Jordan might make it of great 
interest to nurses who work in diverse cultural communi-
ties. In order to achieve these aims, this study addressed 
the following research questions:

 wWhat is the prevalence and level, of depression, anxiety 
and stress among relatives of Jordanian cardiac intensive 
care unit patients?

 wWhat are the socio-demographic variables associated 
with higher levels of psychological burden among rela-
tives of Jordanian patients residing in cardiac intensive 
care units?

 wWhat is the level of co-occurrence between depression, 
anxiety and stress among relatives of Jordanian cardiac 
intensive care unit patients?

Theoretical framework
The theoretical structure for this study was derived from 
Lazarus and Folkman’s (1984) stress, appraisal and coping 
theory. According to this theory, a stressful event emerges 
when an individual’s wellbeing is threatened by interac-
tion with the surrounding environment (Lazarus and 
Folkman, 1984). 

Appraisal
Appraisal and coping are the major determinants for an 
individual’s responses to any stressful event. In the apprais-
al phase, people evaluate the significance of what is hap-
pening for their wellbeing (Lazarus and Folkman, 1984). 
As a result of this evaluation, psychosocial stressors will be 
interpreted cognitively along a continuum ranging from 
‘no harm’ to ‘seriously harmful’ for the individual’s wellbe-
ing (Lazarus and Folkman, 1984; Lazarus, 1999). This 
might explain the variation in individuals’ emotional and 
psychological responses when exposed to the same stres-
sor (Lazarus and Folkman, 1984; Lazarus, 1999).

Coping
Coping is the second step after appraisal and represents an 
individual’s thoughts and actions to protect and restore 
his/her wellbeing (Lazarus, 1993). Coping can be achieved 
through two broad styles or strategies: problem-focused 
and emotion-focused coping (Lazarus and Folkman, 1984; 
Matud, 2004). Problem-focused coping involves eliminat-
ing the perceived stressor by increasing control over it. 
Emotion-focused coping involves controlling the  
emotional reactions to stress. There is general agreement 
that emotion-focused coping is less effective and more 
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associated with psychological distress than problem-
focused coping (Lazarus and Folkman, 1984; Matud, 
2004). The way the individual appraises the stressor and 
the nature of his/her coping will determine whether the 
individual will suffer from psychological burden (i.e. 
depression, anxiety and stress). 

The admission of a loved one to the CICU and their 
ongoing presence there represents a major stressful situa-
tion for their relatives. However, the consequences of such 
a stressful situation on relatives depend on their appraisal 
and coping (Lazarus and Folkman, 1984). Therefore, rela-
tives’ perceptions of having a loved one in the CICU—and 
later, their coping with this situation—will determine the 
level of psychological burden they will face. Relatives of 
CICU patients who appraise the presence of their loved 
one in the CICU as an out-of-control situation and who 
use ineffective coping strategies to manage this perceived 
stressful situation might be more susceptible to higher 
levels of stress, anxiety and depression.

In this study, the researchers used Lazarus and Folkman’s 
(1984) stress, appraisal and coping theory to facilitate the 
organising and understanding of factors expected to be 
associated with negative appraisal among relatives of 
CICU patients whose coping strategies became ineffective 
in managing the impact of having a loved one in the 
CICU. The authors used the appearance of depression, 
anxiety and stress symptoms to determine negative 
appraisal and consequently ineffective coping. 

Method
Design and sampling
A cross-sectional, descriptive correlational design was 
used. The sample size was calculated through power 
analysis. By setting an alpha level of 0.05, a power of 0.85 
and a medium correlation coefficient-related effect size 
(0.30), an estimated sample of 97 subjects was needed. 

Through convenience sampling, relatives of patients resid-
ing in CICU at a major referral hospital in the Jordanian 
capital were invited during visiting hours to participate in 
the study. The CICU in this hospital provides advance spe-
cial care for all critical cardiac  conditions.

Relatives were included in the study if they were:
 w >18 years of age
 w First-degree relatives (spouse, parent, son/daughter, 
brother/sister) of the CICU patient

 w Had not been diagnosed with anxiety or depressive dis-
orders or received any treatment to these disorders for 
at least 1 year before recruitment for this study

 w Had no evidence of mental or neurological incidents, or 
any serious diseases

 w And their relative had been in the CICU for at least 
3 days at the time of data  collection. 

Ethical considerations
The study was approved by the ethical committee of Zarqa 
University in Jordan. The researchers discussed the study 
purposes with the potential participants, who were assured 
of confidentiality and that their data would be used only 

for scientific purposes. Possible risks and benefits of par-
ticipation in the study were discussed with all potential 
participants. It was also made clear to each of them that 
participation was voluntary, there would be no direct ben-
efit or reward as a result of their participation and the level 
of care provided to their patients in the CICU would not 
be affected if they refused to participate. Owing to feasibil-
ity issues, verbal expression of the willingness to partici-
pate in the study and filling in the study questionnaire 
were considered an informed consent for this study. 

Data collection and measurement
Participants were interviewed by researchers immediately 
after they agreed to participate in the study and socio-
demographical data were collected. The second step in the 
data collection was to measure the relatives’ level of 
depression, anxiety and stress. This task was completed 
using the Depression Anxiety and Stress Scale (DASS), 
developed by Lovibond and Lovibond (1995). This instru-
ment was chosen because it is widely used in international 
as well as Arabic populations. Moreover, evidence from 
previous studies supports the convergent and discriminate 
validity of the DASS as well as its high internal consistency 
reliability with Cronbach’s α for depression, anxiety and 
stress subscales at 0.94, 0.87 and 0.91, respectively (Brown 
et al, 1997; Antony et al, 1998).

The DASS is a 42-item questionnaire including three 
self-report subscales designed to measure the negative 
emotional states of depression, anxiety and stress. Each of 
the three scales contains 14  items in which the partici-
pants rate their experience on a four-point Likert scale 
ranging from 0 (does not apply to me at all) to 3 (applies 
to me most of the time). Total scores for each subscale 
ranged from 0 to 42 and finding the total of the three sub-
scales will generate the total DASS score. A higher DASS 
total score represents a higher level of psychological bur-
den (Brown et al, 1997; Antony et al, 1998).

The depression subscale assesses dysphoria, hopeless-
ness, devaluation of life, self-deprecation, lack of interest, 
anhedonia and inertia. The anxiety subscale assesses auto-
nomic arousal, skeletal muscle effects, situational anxiety 
and subjective experience of anxious affect. The stress sub-
scale is sensitive to levels of chronic non-specific arousal 
and assesses difficulty in relaxation, nervous arousal and 
proneness to agitation, irritation and  impatience. 

The DASS was translated previously to 39  languages. 
The Arabic version of DASS was prepared by Taouk et al 
(2001), who evaluated and consequently supported the 
psychometric properties of the Arabic version. For the 
purpose of this study, a pilot study was carried out with 
15  Jordanian participants to assess the feasibility and 
applicability of the Arabic version in the Jordanian com-
munity. Findings of piloting supported the use of the 
previously published Arabic version without the need for 
any further modification. Furthermore, internal consist-
ency reliability was assessed in this study in which high 
Cronbach’s α for depression, anxiety and stress subscales 
were observed (0.96, 0.91 and 0.93 respectively).
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Data analysis
The Statistical Package for the Social Sciences (SPSS) ver-
sion 19 was used to analyse the data. Descriptive statistics 
were used to summarise and describe the study sample 
and study variables and to answer the first research  
question. Inferential statistics (i.e. Pearson correlation 

coefficient) were used to answer the other research ques-
tions. Results were considered statistically significant 
when p < 0.05. 

Results
The study included 164 first-degree relatives. Participants’ 
mean age was 34.7 (SD ± 11.8); most were female (53%), 
married (63.4%) and educated (57.3%) and had low 
monthly income (66.5%). It was the first time for 57.3% of 
the participants to have a first-degree relative in an ICU 
and 35.4% stated that this is the first time they had a fam-
ily member in the hospital (Table 1). After asking partici-
pants about their perception of the patients’ conditions, 
responses indicated that 76.2% perceived that the patients’ 
health status was serious and critical (Table 1).

Among relatives, spouses had the highest level of psy-
chological burden (i.e. depression, anxiety and stress) fol-
lowed by parents, then brothers and sisters. Interestingly, 
sons/daughters had the lowest psychological burden 
among CICU patients’ relatives (Table 2). 

Levels of depression, anxiety and stress 
among relatives
The study evaluated the levels of depression, anxiety and 
stress among patients’ relatives as measured through the 
DASS. Participants’ mean depression level was 11.5 
(SD ± 8.13; median = 9; 75 percentile = 17). In all, 37% of 
participants had depression levels higher than the sample’s 
mean score and 33.6% had moderate-to-extremely severe 
levels of depression (Table 3).

Table 1. Description of the study participants
Variables (n = 164)

%  (n)

Gender
Male
Female

47.0      (77)
53.0      (87)

Marital status
Married
Other status 

63.4     (104)
36.6       (60)

Level of education
Secondary school and below 
Diploma and university degree

42.7      (70)
57.3      (94)

Monthly income
≤ 750 $
> 750 $

66.5     (109)
33.5       (55)

Perception about patient’s condition
Perceived as good
Perceived as critical

23.8      (39)
76.2     (125)

First time having a relative in the hospital
Yes
No

35.4      (58)
64.6     (106)

First time having a relative in critical care
Yes
No

57.3      (94)
42.7      (70)

Table 2. Values of psychological burden  
among family members

Psychological burden Relationship n Mean SD±
Depression Spouse 19 15.78 8.515

Son/daughter 36 8.80 6.341

Parent 33 14.81 9.821

Brother/sister 76 10.26 7.213

Total 164 11.50 8.137

Anxiety Spouse 19 13.89 8.418

Son/daughter 36 7.83 4.669

Parent 33 12.81 7.294

Brother/sister 76 9.77 6.940

Total 164 10.43 7.025

Stress Spouse 19 19.52 10.040

Son/daughter 36 14.61 6.982

Parent 33 19.42 9.772

Brother/sister 76 16.76 8.239

Total 164 17.14 8.648

Table 3. Level of psychological burden 
among family members

Levels of burden Frequency %

Depression

Normal 84 51.2

Mild 25 15.2

Moderate 30 18.3

Severe 13 8

Extremely severe 12 7.3

Anxiety

Normal 64 39

Mild 21 12.8

Moderate 37 22.6

Severe 25 15.2

Extremely severe 17 10.4

Stress

Normal 57 34.7

Mild 43 26.3

Moderate 37 22.6

Severe 18 11

Extremely severe 9 5.4
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Participants’ mean anxiety was 10.4 (SD ± 7.02;  
median = 9; 75 percentile = 15). Results revealed that 42% 
of participants had anxiety levels higher than the sample’s 
mean anxiety score and 48.2% had moderate-to-extremely 
severe levels of anxiety (Table 3).

The mean stress score was 17.15 (SD ± 8.64; median = 16; 
75 percentile = 21.75). In all, 39% of participants had stress 
levels higher than the sample’s mean score and 39% had 
moderate-to-extremely severe levels of stress (Table 3).

Factors associated with psychological burden
Researchers assessed the association between psychologi-
cal burden and socio-demographical variables using the 
Pearson correlation coefficient. There were significant 
positive relationships between relatives’ gender and 
depression (r = 0.42; p < 0.001), anxiety (r = 0.32; p < 0.001) 
and stress levels (r = 0.34; p < 0.001); women had higher 
levels of depression, anxiety and stress than men did. 
There were significant negative relationships between rela-
tives’ educational level and depression (r  =  –0.24; 
p < 0.003), anxiety (r = –0.25; p < 0.002) and stress levels (r 
= –0.39; p < 0.001); higher educational levels were associ-
ated with lower depression, anxiety and stress levels. 
There were also significant positive relationships between 

relatives’ perception of the seriousness of patients’ condi-
tion and depression (r = 0.19; p < 0.01) and anxiety levels 
(r = 0.17; p < 0.02); higher perception of seriousness was 
associated with higher levels of depression and anxiety. 
There were significant positive relationships between hav-
ing a relative in an ICU for the first time and depression  
(r = 0.24; p < 0.002), anxiety (r = 0.17; p < 0.02) and stress 
levels (r = 0.21; p < 0.01); higher levels of depression, anxi-
ety and stress were associated with lack of previous experi-
ence of having a relative admitted to an ICU. 

Co-occurrence of depression, anxiety 
and stress
Results revealed that occurrence of depression was associ-
ated with occurrence of anxiety (r = 0.79; p < 0.001) and 
stress (r = 0.72; p < 0.001) and that occurrence of anxiety 
was associated with occurrence of stress (r = 0.77; p < 0.001). 

Discussion
This study provides data about the prevalence of depres-
sion, anxiety and stress symptoms in first-degree relatives 
of patients residing in the CICU. The presence of these 
symptoms does not prove the diagnosis of pathological 
mental disorders (i.e. major depressive disorder, anxiety 
disorder). However, researchers in this study considered 
these symptoms to be warning signs that must be consid-
ered by health-care team members. Using appropriate 
measures to deal with such symptoms might prevent 
pathological mental disorders in the future.

Interestingly, the results revealed that depression affect-
ed about 49% of relatives in this study. The high depres-
sion level among participants is congruent with several 
previous studies that documented a wide range of varia-
tion in the prevalence of depression (from 15% to 53%) 

among relatives of CICU patients (Pochard et al, 2001; 
Young et al, 2005; Maruiti et al, 2008; Bener et al, 2012). 
According to stress, appraisal and coping theory, the 
authors believe that the high depression level among par-
ticipants indicated that they were most likely to appraise 
having a relative in CICU as an out-of-control situation, 
consequently using ineffective coping methods. 

The second dimension of psychological burden is anxi-
ety, which affected about 61% of the study participants. 
This result is consistent with many previous studies 
(Pochard et al, 2001; Young et al, 2005; Bener et al, 2012) 
that reported high anxiety levels among relatives of 
patients admitted to ICU. In fact, exposure to new experi-
ences produces anxiety, which might explain the associa-
tion between anxiety level and having a relative in any ICU 
for the first time. 

Stress affected about 65% of the participants; 58% of 
them had moderate-to-extremely severe levels of stress. 
This finding is congruent with a previous study of stress 
and coping in family members during relatives’ critical 
illness, which also reported that participants experienced 
high levels of stress (Chui and Chan, 2007). In light of 
negative appraisal and, consequently, ineffective coping, 
the critical illness and CICU admission of a relative would 
be a stressful event for other family members, who might 
view the situation as out of their  control.

The high depression, anxiety and stress levels among 
participants in this study might also be attributed to the 
Eastern Jordanian cultural background. In Jordan, people 
value the family role and the majority of Jordanians are 
living within the context of extended families. Therefore, 
the close and strong family structure in Jordan might con-
tribute to such a high level of psychological burden in the 
study sample. 

Among relatives, spouses had the highest levels of 
depression, anxiety and stress. The same results were also 
reported by other studies, which found that spouses of 
patients in the ICU suffered from higher levels of psycho-
logical burden than any other family members (Pochard et 
al, 2005; McAdam and Puntillo, 2009; Kulkarni et al, 
2011). The close relationship between spouses might con-
tribute to the emergence of a great sense of loss, resulting 
in negative appraisal and a decrease in spouses’ coping 
abilities (Twibell, 1998).

Congruent with several previous studies (Pochard et al, 
2005; Acaroğlu et al, 2008; McAdam and Puntillo, 2009; 
Kulkarni et al, 2011), women in this study reported 
heightened levels of psychological burden (i.e. depression, 
anxiety and stress). Women usually use emotion-focused 
coping and are often less effective at managing stressful 
situations than men, who typically use problem-focused 
coping (Tamres et al, 2002; Chrisler and McCreary, 2010). 
This is why women tend to perceive more stress in their 
lives and have higher rates of anxiety and depression than 
men (Sandanger et al, 2004; Chui and Chan, 2007).

Lower educational level was reported to be associated 
with higher depression, anxiety and stress levels in this 
study, consistent with results reported by previous studies 
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(Delva et al, 2002; Chui and Chan, 2007; McAdam and 
Puntillo, 2009). Educated individuals might have access to 
resources that provide them with important information 
about the disease affecting their relatives, which might 
facilitate appraisal and coping through problem-focused 
coping strategies. Moreover, expecting the possible prog-
nosis might result in more effective coping and, conse-
quently, decrease suffering from psychological burden 
(Chui and Chan, 2007; Acaroğlu et al, 2008).

Previous literature found that most relatives of ICU 
patients present with symptoms of stress, anxiety and 
depression at the same time (Pochard et al, 2005; Maruiti 
et al, 2008). This study supported this finding and indi-
cated that occurrence of depression is associated with 
occurrence of anxiety and stress. Moreover, the findings 
suggest that occurrence of anxiety is associated with 
simultaneous occurrence of stress. Associations between 
different forms of psychological burdens are expected, 
because they are interrelated in terms of triggers, as well as 
common symptoms (de Beurs et al, 2001). 

The generalisability of these findings should be assessed 
with consideration of the limitation of using non-proba-
bility sampling. Additionally, as it is a descriptive study, 
different explanations of the results could emerge; this 
design lacks the power to control extraneous variables 
(e.g. severity of patients’ conditions, participants’ health 
status) that might affect participants’ psychological status. 

Conclusions
Having a relative in the CICU is associated with high levels 
of psychological burden. Family members—specifically 
spouses—suffered from considerable levels of depression, 
anxiety and stress. Therefore, relatives’ ability to live bal-
anced psychological lives (relatives’ dynamic balance or 
equilibrium) was significantly influenced.

Since nurses are in direct contact with such relatives, 
they should professionally address relatives’ psychological 
status in their care plans. Psychological support to rela-
tives should include spiritual and emotional support and 

appropriate referrals to specialists. Therefore, health-care 
workers—specifically nurses—should be proactive and 
deploy preventive strategies to all vulnerable relatives. 
Nurses should professionally address relatives’ psychologi-
cal status in their care plans; and they should acknowledge 
that depression, anxiety and stress might decrease rela-
tives’ ability to support patients, make appropriate deci-
sions or even behave courteously.

Recommendations and implications
Based on the high level of psychological burden among 
relatives of CICU patients, nurses have to play a leading 
role in providing psychological support to relatives of 
CICU patients. Indeed, providing support to family mem-
bers will play an important role in promoting the psycho-
logical wellbeing of those relatives and, consequently, 
effectively contribute to their relatives’ patient outcomes. 

Health-care teams need to establish professional rela-
tionships with family members and create an open discus-
sion environment. Updated information about patients’ 
prognoses and expectations should be provided to family 
members. A private, calm and comfortable place should 
be prepared to receive family members and well-trained 
social workers, as well as psychologists, should make regu-
lar visits to family members. 

In the future, the authors recommend assessing the 
association between psychological burden and relatives’ 
modifiable variables, as well as employing longitudinal 
studies to identify changes in relatives’ psychological sta-
tus over longer periods of time. Additionally, further stud-
ies are needed to assess psychological burden among fam-
ily members as it relates to patients’ health status.  BJCN
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Answer to ECG of the month

The ECG starts with a broad complex rhythm rate about 70 beats 
per minute. After 3 beats, there is a pause of just over 1 second, 
followed by a narrow complex beat following a P wave (the com-
plex visible in AVR, AVL and AVF), another broad complex beat 
which appears to be a ventricular ectopic, another sinus beat, 
another ectopic, and back to the broad complex rhythm for the 
last two  complexes.

The PCI showed occlusion of the right coronary artery, which 
includes the sino-atrial artery, supplying the SA  node and 
AV node with blood. Blockage of this often causes bradycardia 
and heart block. It appears that the patient is in a profound sinus 
brady, with a junctional or nodal escape rhythm (there are what 
appear to be P waves before the broad complex rhythm in leads I 
and III; however, they are inverted in lead I, suggesting they are 
not normal P waves).


