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Abstract

The admission to an intensive care unit can result in a significant burden of emotional distress in the
family. This study analyzes the psychological distress of 89 relatives of intensive care unit patients and the
potential risk/protective factors for such distress. Families show high levels of anxiety, depression, and
stress. Regarding risk factors, having steady partner, being a woman, and being a mother are associated with
increased risk of anxiety, depression, and stress. Contrarily, being younger and having higher educational
level are associated with reduced anxiety and stress. Influencing these trends could change positively the
suffering course experienced by relatives and intensive care unit patients indirectly.
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Introduction

The admission to an intensive care unit (ICU)
of patients who are critically ill can result in a
significant burden of emotional distress in the
whole family (Vandall-Walker and Clark, 2011;
Vandall-Walker et al., 2007), both in patients
who not always have recalls of factual events
and relatives who seem to live the whole event
(Paul and Rattray, 2008).

It is important to note that the admission to
these units is usually unexpected. Families are
not normally emotionally prepared and most
of times they have not much time to assimilate
a new and unfamiliar situation given the little
or no familiarity with these special circum-
stances. Moreover, the outcome raises many
doubts and uncertainties about such significant

issues, as the possible survival of the patient
and/or the degree of disability of survival
(Johansson et al., 2005; Mitchell et al., 2003;
Wong et al., 2017) and a sense of unreality
(Coulter, 1989). In this regard, the lives of
relatives may be altered in many areas which
could lead at best to a redistribution of roles in
the family (Hupcey and Penrod, 2000; Van
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Table I. Exclusion criteria.

(2) Aged below |8years

(b) Being relative of a patient with an expected short stay in ICU or high probability of favorable medical
outcomes. This implies to exclude those relatives whose patients are admitted only for postoperative
control after scheduled high-risk interventions, with an ICU stay below 48 hours

(c) Cognitive impairment that makes difficult to answer the study questions properly

(d) Do not understand the Spanish language

(e) Relatives with a psychological disorder diagnosed recently that could interfere the assessment and
mask the possible psychological effects derived from the income in the ICU of their loved one

ICU: intensive care unit.

Horn and Tesh, 2000) and sometimes to over-
loading the role of the caregiver.

All this may contribute to triggering a wide
variety of emotional symptoms in relatives
(Hughes et al., 2005; McAdam and Puntillo,
2009; Verhaeghe et al., 2005) which could
affect their own wellbeing and the wellbeing of
patients indirectly, derived from the lack of
proper support provided by the relative given
his or her emotional turmoil and the stress
experienced. Moreover, relatives may defer
their needs in favor of the patient’s wellbeing
(Hinkle and Fitzpatrick, 2011). Most family
caregivers may pay less attention to their own
health needs than to the patient’s, a situation
that can influence the caregivers’ health and
their ability to provide support (Choi et al.,
2013). As a result, addressing psychological
distress of relatives must also be an integral
part of a comprehensive critical care approach;
it is especially important to take into account
those factors which may facilitate, or protect
from, experiencing diverse psychological
symptoms.

The aim of this study is to analyze the psy-
chological distress of relatives of critically ill
patients during the period of admission to the
ICU in terms of anxiety, depression, subjective
perception, stress, and degree of interference
caused by ICU admission, as well as the possi-
ble differences or correlations in terms of soci-
odemographic variables. Similarly, the second
goal of this study is to identify potential risk
and protective factors for the psychological dis-
tress of relatives.

Materials and methods

We present here a descriptive study of the psy-
chological distress of relatives of critically ill
patients which was conducted in a polyvalent
ICU located at the University General Hospital
of Castellon (Spain).

Participants

Initially, our aim was to include all the relatives
of those patients admitted to the ICU during the
period of 1 year but the exclusion criteria (Table
1) reduced considerably the total sample.

From consecutive admissions during the
period in which the research was conducted and
taking into account different factors, such as the
mortality rate, the voluntariness, and the trans-
fer to another ward or hospital, and the exclu-
sion criteria cited above, a total of 89 relatives
of critically ill patients were included in the
study (Figure 1). The mean age was 46.31
(standard deviation (SD)=15.29) years. Table 2
shows the main demographic and clinical char-
acteristics of the final sample.

Data collection

After the approval by the Clinical Research Ethics
Committee of the Hospital and in order to identify
those relatives of critically ill patients who were
approved to participate in the study, a psycholo-
gist of the research team contacted them when
they were informed or visiting the patient as soon
as possible after their admission to the ICU.



Gil-Julia et al.

Consecutive
admissions

N=1.793

Stay< 48 hours
N=1.227

Stay> 48 hours
N=566

-

Possible contact with
families

N=496

No family available
N=70

| [
N\
Language (N=22)

Previous psychological
problems (N=15)

Cognitive difficulties (N=27)
J

of criteria
N=64

Do not meet the rest

Meet criteria
N=432

No consent
N=237

Consent N=195

Lost (transfer to

another ward, Final sample
hospital; patient N=89
death)
N=106
Figure I. Final sample of relatives.
All potential participants were informed |nstruments

about the objectives, characteristics of the study,
the voluntary participation, anonymity, and con-
fidentiality of the data collected. It was necessary
to obtain informed consent to carry out the
assessment. After confirming that relatives met
criteria for inclusion in the study, the psychologi-
cal evaluation was done by a psychologist spe-
cially trained in this area. The time spent on each
evaluation was 60-90 minutes trying to complete
it in a single session. When it was not possible,
the assessment was concluded the following day.

The study has been performed in accordance
with the ethical standards laid down in the 1964
Declaration of Helsinki and its later amendments.

Data related to demographic characteristics
were collected in a record sheet. It included age,
gender, marital status, have or not having off-
spring, educational level, kinship with patient,
and place of residence.

The following instruments were adminis-
tered to relatives:

e The Hospital Anxiety and Depression
Scale (HADS; Zigmond and Snaith,
1983) is a screening questionnaire used to
measure anxiety (7 items) and depression
(7 items). It has a 4-point (0-3) scale for
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Table 2. Demographic characteristics of total study sample.

Demographics

Relatives (N=89)

Mean SD
Age (years) 46.31 15.29
N %
Gender Male 24 27
Female 65 73
Educational level No studies 3 37
Primary school 43 524
High school 20 244
University 16 29.5
Marital status Married/living with couple 61 72.6
Single 23 274
Offspring Yes 49 754
No 16 24.6
Partner 34 40
Son/daughter 32 37.6
Siblings 5 5.9
Father/mother I 13
Another family member 3 35
Place of residence Castellon city 39 55.7
Castellon province 27 38.6
Rest of Spain 3 43
Abroad | 1.4

SD: standard deviation.

each item (range: 0-21). Scores between
8 and 10 indicate a possible clinical disor-
der; scores =11 indicate a probable clini-
cal disorder. This questionnaire has
established a good reliability and validity
(Herrero et al., 2003; Quintana et al.,
2003; Tejero et al., 1986; Terol et al.,
2007; Zigmond and Snaith, 1983).

The State-Trait Anxiety Inventory (STAIL;
Spiclberger et al., 1983) is based on a
4-point Likert-type scale and consists of
20 items for assessing trait anxiety and 20
for state anxiety. The scores range
between 0 and 60 in each scale and higher
scores indicate greater anxiety. In its orig-
inal studies, the internal consistency range
from 0.83 to 0.92 and the test-retest reli-
ability coefficient obtained by Spielberger
et al. (1983) was also high (»=0.81).

The Beck Depression Inventory (BDI;
Beck et al., 1961) is a 21-item measure
of symptoms and attitudes related to cog-
nitive, behavioral, affective, and somatic
components of depression consisting of
four statements rated from O to 3 in terms
of severity. Cut-off scores are used to
evaluate the subject’s responses. A total
score <10: no or minimal depression,
10-18: mild depression, 19-29: moder-
ate depression, and >30: severe depres-
sion (Beck et al, 1988). It has
well-established psychometric proper-
ties (Beck et al., 1988; Lasa et al., 2000;
Sanz and Vazquez, 1998).

The Mood Scale was developed by the
ICU psychologists in order to assess eas-
ily the patient’s subjective perception of
mood. It consists of three items that are
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answered following a visual analog scale
ranging from 0 to 10, which assesses gen-
eral psychological distress, anxiety, and
depressed mood. In this study, its internal
consistency (Cronbach’s alpha) is 0.782.

e The ICU Stressors Scale is an adaptation
to the context of ICU of the Hospital
Stressors Scale developed by Richart
et al. (1993). The adaptation includes the
original scale items as well as new ones
from the literature reviewed (Lopez et al.,
1990; Volicer and Bohanon, 1975) and
the clinical experience of ICU profes-
sionals, in order to assess the degree of
stress generated by various factors asso-
ciated with ICU. The questionnaire con-
sists of 40 items and the responses are
scored according to a 5-point Likert-type
scale. This adaptation presents a satisfac-
tory reliability assessed through internal
consistency (Cronbach’s alpha) of 0.951.

e The Inadaptation Scale (Echeburtia and
Corral, 1987) reflects the extent to which
the relatives’ current problems affect dif-
ferent areas of daily life: work/studies,
social life, free time, relationship with
partner, and family life. This instrument
has a subscale that takes account of the
overall level of maladjustment in every-
day life given the particular situation
experienced by participants. It comprises
a total of 6 items, scored between 0 and 5
in accordance with a Likert-type scale.
The full range of the instrument is 0-30.
The overall cut-off point is 12 and 2 for
each area. The higher the score, the
greater the level of inadaptation. Its psy-
chometric properties (Echeburta et al.,
2000) show test—retest reliability of 0.86
and internal consistency alpha coefficient
0f 0.94. In this study, the internal consist-
ency is 0.763.

Statistical analysis

All statistical analyses were performed using
SPSS 23.0. To describe the basic characteristics
of the sample, descriptive and frequency

analyses were used, including both sociodemo-
graphic variables and others related to the emo-
tional distress of relatives.

A one-sample #-test was considered in order
to compare our anxiety and depression results
with those obtained by other populations. The
magnitude of the differences in these contrasts
was estimated by calculating the effect size,
specifically, through Cohen’s d. Effect sizes
around .20 were considered small, around .50
moderate, and close to .80 large (Cohen, 1988).

Similarly, we studied the relationship
between different sociodemographic variables
with the psychological distress of family mem-
bers in terms of anxiety, depression, subjective
perception of distress, levels of stress, and
degree of interference caused by ICU admis-
sion. For this purpose, Pearson’s and Spearman’s
correlation coefficients (depending on the vari-
ables’ type), Student’s 7-test, and the Kruskal—
Wallis test (reduced sample size) were used.
Finally, a multiple linear regression analysis
was performed to explore which variable had
more influence on the emotional distress of the
relatives. The reference categories for the
dummy variables were as follows: man (for
gender), no steady partner (for to have or not a
steady partner), to be the partner (for kinship
with patient), and living in Castellon city (for
place of residence). The statistical significance
was given by a p-value <.05.

Results

Descriptive results

Related to anxiety symptoms, the mean score of
patients’ family members assessed by HADS is
13.24 (SD=4.26). 76.4 percent of relatives
show a mean score indicative of the presence of
anxiety disorder. The rest of the scores of rela-
tives would be just suggestive of the presence
of the disorder (12.4%) or would be in the nor-
mal range (11.2%). Regarding the state anxiety
and trait anxiety (STAI), the mean scores are
36.36 (SD=12.66) and 22.92 (SD=10.31),
respectively. According to this scale, the state
anxiety mean would correspond to the 89
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Table 3. Anxiety and depression mean scores compared to the scores obtained in other populations.

General population? Internal medicine ICU primary
inpatients® decision-maker
relativec
M (SD) M (SD) t M (SD) t M@SD) t
HADS-Anxiety 13.24 (425) 5.1 3.7) 18.03%* 52(42) 7.8 10 (4) 7.17%%
HADS-Depression 11.48 (4.65) 3.9 (3.1) 15.39%* 7.3 (4.7) 8,497k 7 (4) 9.09#**

ICU: intensive care unit; SD: standard deviation; HADS: Hospital Anxiety and Depression Scale.

2General population (Michopoulos et al., 2008).

bInpatients in the Internal Medicine Department (Michopoulos et al., 2008).
ICU relatives identified as primary decision maker (Anderson et al., 2008).

Ep <.001.

percentile for men and 85 for women. And the
trait anxiety mean would correspond to the 65
percentile for men and 45 for women.

In terms of depression symptoms, the HADS
shows a mean score of 11.48 (SD=4.65). The
majority of relatives (59.6%) show a mean
score indicative of the presence of depressive
disorder, 16.9 percent suggestive of the disor-
der, and the 23.6 percent would be in the normal
range. In accordance with BDI, results show
that the relatives’ mean score is 16.60
(SD=8.54) what is considered mild depression.
In terms of percentages, these results show
absence of depression in 20 percent, mild
depression in 37.5 percent, moderate depres-
sion in 35 percent, and major depression in 7.5
percent of relatives.

As it is shown in Table 3, anxiety and depres-
sion means assessed by HADS differ from the
mean scores obtained in other studies’ samples
(Anderson et al., 2008; Michopoulos et al.,
2008). Regarding anxiety, our mean score was
significantly higher than those obtained in gen-
eral population (r=18.03; p<<.001; d=2.04),
internal medicine inpatients (r=17.81; p<.001;
d=1.90), and other ICU relatives although in this
case they were identified as primary decision
maker (1=7.17; p<<.001; d=0.78). In this same
line, the depression mean score was also signifi-
cantly higher than the mean obtained in general
population (=15.39; p<.001; d=1.91), internal
medicine inpatients (1=8.49; p<.001; d=0.89),
and ICU relatives (¢=9.09; p<.001; d=1.03)

(Table 3). In all of the cases, the effect size was
considered large.

Related to the relatives’ subjective percep-
tion of emotional distress (range: 0-10), the
general perception mean scores of distress
(M=6.41; SD=2.57) and depressive mood
(M=6.43; SD=2.86) are very similar and
slightly lower than the anxiety subjective per-
ception (M=7.07; SD=2.25).

Another important issue is the stress level
perceived by relatives of ICU patients. Results
show an overall stress level of 3.03 (SD=1.03)
scored between 0 and 4. In terms of percent-
ages, the situation of having a loved one admit-
ted to an ICU has generated a great deal (40.5%)
and a lot of (33.8%) stress in relatives. Some of
the most important stressors for relatives are
“thinking that something serious can happen to
patient” (91.8%), “patient may die” (85%), and
the fact that “the admission to the ICU is unex-
pected” (75.7%) (Table 4 shows the 10 stressors
with highest mean scores). Conversely, other
factors have been considered as non-stressful at
all by an important percentage of relatives
(Table 5). For instance, “having too many visit-
ing hours” (81.4%), “thinking that the patient is
cared for by unfamiliar health professionals”
(76.4%), and “eating at different times to go
and see your loved one” (75.7%).

Regarding the degree of interference caused
by the patient’s ICU admission, results show an
overall interference of 3.84 (SD=1.18) scored
between 0 and 5. Analyzing the different areas of
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Table 4. The most important stressors for relatives of ICU patients.

— Something serious can happen to patient 91.8%
— Patient may die 85%
— Unexpected admission to the ICU 75.7%
— Thinking that the patient does not get pain relief even with medication 73.7%
— Thinking about possible sequelae that prevent the patient to return to normal life 68.5%
— Patient is in pain 68.7%
— The stress caused by the uncertainty associated with surgery 65.7%
— Being separated from the patient 60.3%
— The patient may reveal fear 53.4%
— Not knowing what the disease is 60.3%
ICU: intensive care unit.

Table 5. Factors considered as non-stressful at all by relatives of ICU patients.

— Having too many visiting hours 81.4%
— Patient is cared for by unfamiliar health professionals 76.4%
— Eating at different times to go and see your loved one 75.7%
— Thinking of the possible loss of money caused by the disease 71.2%
— Seeing other seriously ill patients in the ward 68.9%
— Hours of visits 66.2%
— Feeling strange smells in the hospital 63%
— Thinking that the time information is insufficient 61.6%

ICU: intensive care unit.

daily life, ordered by the degree of interference,
relatives state that this situation has great inter-
ference on their free time (60%), work/studies
(41.2%), social life (37.5%), family life (35%),
and the relationship with partner (31.1%).

Modulating role of sociodemographic
variables on the psychological distress

Analyzing the influence of certain demographic
variables, such as the gender, on anxiety, depres-
sion, and subjective perception of emotional dis-
tress, results show statistically significant
differences in depression (¢=—3.04; p=.003) and
almost significant in anxiety (t=—1.98; p=.051)
both of them assessed by HADS. The rest of
mean scores, although not statistically signifi-
cant, are higher in women. Related to general
stress, no statistically significant differences
have been found by gender (1= —1.16; p=.248).
However, significant differences have been

found in the stress caused by different factors:
patient is in pain (#=—2.14; p=.036) or may be in
pain because of surgery/tests (1=—2.16; p=.034);
the stress caused by the uncertainty associated
with surgery (1= —2.58; p=.012); feeling that
health professionals are in too much of a hurry
(t= —2.08; p=.041); and feeling strange smells
(t= —2.03; p=.046). All these mean scores are
higher in women. In relation to the degree of
interference caused by the patient’s ICU admis-
sion, statistically significant differences have
been shown in social life when women are more
affected (1= —2.06; p=.043).

Regarding the marital status (having or not
a steady partner), results show higher mean
scores in anxiety (HADS; State/Trait-STAI),
depression (HADS; BDI), and subjective per-
ception of emotional distress, in relatives with
partner. The differences are statistically signifi-
cant in anxiety (HADS; t= —2.57; p=.012).
Similarly, significant differences have also been
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found in the stress caused by the uncertainty
associated with surgery (1= —1.99; p=.050).
When it comes to the degree of interference
caused by the patient’s ICU admission, no sta-
tistically significant differences have been
revealed.

Analyzing the differences by have or not
having offspring, statistical differences have
been found in depression assessed by HADS
(t= —2.66; p=.010). Similarly, differences are
significant in the stress caused by having
unknown health professionals caring for the
patient (t=2.59; p=.013) and believing that the
information time is insufficient (#=2.39;
p=.021). These two factors are more stressful
for relatives with no offspring. Related to the
degree of interference caused by ICU admis-
sion, no statistically significant differences
have been found in any of the areas.

According to kinship with patient, the
Kruskal-Wallis test shows no statistically sig-
nificant differences in anxiety, depression (BDI),
and subjective perception of emotional distress,
whereas these differences are significant in
depression assessed by HADS (x?=18.14;
p=.003). In relation to stress, differences have
not been significant in general stress (x>=8.69;
p=.122), while they have been statistically sig-
nificant in factors related to the pain suffered by
the patient (x>=9.86; p=.043). Related to the
degree of interference caused by ICU admission,
significant differences have been found in work/
studies (x?=13.46; p=.019), social life
(x?=16.62; p=.005), free time (x>=14.49;
p=.013), relationship with partner (x>=15.84;
p=.007), and life in general (x>=21.54; p=.001).

When examining the influence of the place
of residence (Castellon city and Castellon prov-
ince/or out of the city), relatives who are not liv-
ing in the city show higher mean scores in
anxiety, depression, and subjective perception
of emotional distress although these differences
have been statistically significant in state anxi-
ety (STAL, t= —-2.18; p=.043), depression
assessed by BDI (1= —2.99; p=.008), and gen-
eral perception of emotional distress (1= —2.59;
p=.012). Related to the stress level, statistically
significant differences have not been found in

general stress but in the stress caused by other
factors, with higher mean scores in relatives liv-
ing out of the city. Those factors are shown in
Table 6. In relation to the degree of interference
of ICU admission, no statistically significant
differences have been found.

When analyzing possible correlations
between the relatives’ age and anxiety, depres-
sion, and subjective perception of emotional
distress, correlations are only statistically sig-
nificant in depression assessed by HADS
(r=0.34; p=.001). Results also show that the
relation between the age and general stress is
not statistically significant. However, signifi-
cant negative correlations have been found
between age and different stressors: not know-
ing test/treatment results (r= —0.39; p=.002),
organizing to attend visits (r= —0.25; p=.042),
not knowing when things will be done to the
patient (r= —0.26; p=.037), the patient is not
receiving medication for pain relief when he or
she needs it (r=—0.27; p=.032), the patient is
attended by different doctors during the stay
(r=-0.25; p=.037), and being informed by dif-
ferent doctors (r=—0.29; p=.012). In this sense,
as relatives become older, these factors generate
less stress. There is no lineal correlation at all
between age and some stressors (e.g. patient
may die (#=0.00; p=.988), visiting hours
(r=0.00; p=.964), and traveling daily to visit
the patient in four opening hours (»=0.00;
p=.968). Regarding the interference caused by
ICU admission, there is no significant correla-
tion with age.

The relation between educational level and
anxiety and depression is shown in Table 7.
Results show a significant negative correlation
with state-anxiety (STAIL; »= —0.45; p=.009),
depression assessed by HADS (r= -0.38;
p=.000), and by BDI (r= —0.49; p=.004), as
well as with subjective perception of depression
(r= —0.30; p=.007). In this sense, as educa-
tional level increases, anxiety, depression, and
subjective perception of depression decrease.
Related to the stress, no significant correlation
has been found with general stress though the
correlation is statistically significant and nega-
tive with one stress factor: believing that
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Table 6. Differences by place of residence in ICU relatives’ stressors (only statistically significant
differences).
t Significant
p=.050
— Not being able to take care of family as usual -2.44 .018
— The uncertainty associated with surgery -2.06 .045
— Not knowing when the patient will be discharged from ICU -2.54 014
— Thinking about patient could be in pain because of surgery/tests -2.28 .027
— The hospital is far from home -2.21 .032
— Sleeping out of home -3.52 .001
— Not being with the patient -3 .004
— Traveling daily to visit the patient in the four opening hours -3.57 .001
— The way in which the visiting hours are arranged -2.94 .005
— The patient has to remain isolated by prescription -2.47 .018

ICU: intensive care unit.

Table 7. Spearman’s correlations between level of studies and anxiety—depression symptoms and

subjective perception of mood.

Level of studies

Total HADS-Anxiety

Total HADS-Depression

STAI-State

STAI-Trait

BDI

EAl-general distress subjective perception
EA2-anxiety subjective perception
EA3-depressive subjective perception

-0.21
—0.38%**
—-0.45%*
-0.21
—0.49%*
—-0.04
-0.12
-0.30%*

HADS: Hospital Anxiety and Depression Scale; STAI: State-Trait Anxiety Inventory; BDI: Beck Depression Inventory.

*p < .05; #p < 01; #=5p < 001

something serious can happen to patient (r=
—0.25; p=.044). Related to the interference
caused by ICU admission, there is no signifi-
cant correlation.

Finally, in order to find potential predictors
for psychological distress in relatives of ICU
patients, a multiple linear regression analysis
was performed with sociodemographic varia-
bles as independent variables (age, gender, edu-
cational level, having or not steady partner,
kinship with patient, and place of residence)
and anxiety, depression, and total stress level
scores as dependent variables. In relation to
anxiety and depression scores, and in order to
simplify the results, we took into account the

HADS scores given the correlation found
among the different measures included in the
study. Table 8 shows the results related to the
multiple linear regression analysis.

Regarding anxiety, results show that all the
abovementioned independent variables explain
30.7 percent of the variance (p=.010).
Particularly, having steady partner is associated
with increased risk of experiencing anxiety
(p=.024). By contrast, being younger (p=.045),
having a higher educational level (p=.016), and
being the patient’s son (p=.027) are associated
with reduced anxiety symptomatology.

Results related to depression symptoms
reveal that all independent variables explain the
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37.4 percent of the wvariance (p=.001).
Specifically, being woman could be considered
as a risk factor to the extent that it is associated
with increased depression symptomatology
(p=.019). On the contrary, having a higher edu-
cational level (p=.014) and being the patient’s
son (p=.013) seem to protect because they are
associated with lowered depression levels.

In relation to the total stress experienced by
relatives, and including all the independent var-
iables, the results show a model which explains
the 68.7 percent of the variance (p=.004). In
this regard, being the patient’s mother is consid-
erably associated with the increased total stress
experience (p=.013). However, other variables
are associated with reduced stress experience,
such as being younger (p=.008), having higher
educational level (p=.041), and particularly
being other relative (p=.000).

Discussion

Our study reveals significant information about
the psychological impact of intensive care expe-
rience on relatives. Families of ICU patients
show high levels of anxiety and depression
symptoms as other authors have also stated (Kao
et al., 2016; Turner-Cobb et al., 2016). 76.4 per-
cent of relatives have clinical anxiety, symptoms
in line with other studies (Fumis and Deheinzelin,
2009; Pochard et al., 2001, 2005) and higher
than others (Anderson et al., 2009; Fumis et al.,
2015a, 2015b; Hwang et al., 2014) considering
that the conditions of these last studies were not
exactly the same (e.g. data were collected at
time of patient discharge and in an open visiting
policy ICU). Similarly, the prevalence for state-
anxiety symptoms is 81.5 percent for women
and 58.3 percent for men, similar to the data
obtained in a preliminary study (Gil et al., 2009).
Related to depression, the prevalence is 59.6
percent for HADS and 42.5 percent for BDI—
the latter percentage includes relatives with
moderate (35%) and severe depression (7.5%).
Our prevalence for depression is higher than the
prevalence found in other studies (Anderson
et al., 2009; Fumis et al.,, 2015b; Gomez-
Carretero et al., 2009; Maruiti et al., 2008) and

similar/slightly higher than the prevalence
obtained by other authors (Carlson et al., 2015;
Pochard et al., 2001, 2005). Differences in the
prevalence of depression symptoms may be due
in part to variables associated with the medical
situation or patients’ severity. In fact, some stud-
ies with lower prevalence of depression included
relatives of patients admitted only for postopera-
tive control, one of our exclusion criteria.
Similarly, it is worth mentioning that the ICU
relatives’ psychological distress in terms of anx-
iety and depression is higher than the anxiety
and depression obtained in other populations,
such as general population and inpatients of an
internal medicine department (Michopoulos
et al., 2008), as well as the symptomatology
showed by other ICU relatives (Anderson et al.,
2008). All this highlights the emotional turmoil
experienced by family members in ICU. These
last differences could be explained by some par-
ticular characteristics of these relatives, for
example, the fact that they were the primary
decision maker.

Related to the relatives’ subjective percep-
tion of distress, we found higher scores on anx-
iety subjective perception than on depression
and general distress perception. Moreover,
self-reported mood was consistent with the
actual psychological distress assessed previ-
ously. Comparing these results has not been
possible because of the lack of studies on the
subjective perception of emotional distress of
ICU relatives.

In addition, differences in anxiety and
depression by demographic variables such as
the gender, marital status, kinship, place of resi-
dence, age, and educational level have been
found. By gender, women have statistically sig-
nificant higher level of depression symptoms.
By marital status, relatives with partner have
more anxiety. Differences by kinship have also
been found although only statistically signifi-
cant in depression. Mothers and partners show
higher depression scores which is well under-
stood if we consider the different losses experi-
enced by the spouse (Stroebe et al., 2008;
Zisook and Shuchter, 1991) and mothers
(Leahy, 1992; Wijngaards-de Meij et al., 2008)
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in this context. Related to the place of resi-
dence, anxiety and depression mean scores are
also higher in relatives who live far from the
hospital—differences have been statistically
significant in state-anxiety and -depression
assessed by the BDI. In this regard, not living
near to the hospital entails greater psychologi-
cal distress because of different factors such as
not being able to be close to the patient and to
find balance between taking care of the patient
and another family member or such other activ-
ity as work. Analyzing differences in anxiety
and depression by have or not having offspring,
the results show a tendency to experience more
symptoms among relatives with offspring.
However, we find that the key is not having or
not offspring but the son’s/daughter’ develop-
mental stage and their level of dependence on
parents. Considering the age, we found a sig-
nificant positive correlation with depression,
which is consistent with previous data (Kao
et al., 2016). In our study, older relatives would
correspond to middle-age relatives who have
lots of responsibilities which often result diffi-
cult to combine. Similarly, a significant correla-
tion was found between educational level and
anxiety and depression, though in this case they
were negative. The lower level of education, the
more symptoms of anxiety and depression
appeared along with greater subjective percep-
tion of depressed mood were revealed among
relatives; this finding is in line with one prior
study (Kao et al., 2016).

As to stress, the experience of having a
loved one in ICU is stressful for almost all
relatives, with a predominance of those who
consider it very stressful. These results are in
line with other studies (Chui and Chan, 2007,
O’Farrell et al., 2000). Relatives consider as
very stressful those factors related to the
severity of the patient’s medical condition.
These factors involve greater uncertainty and
doubts in family members and generate sig-
nificant levels of stress (Curtis, 1983;
Johansson et al., 2005). Other important
stressors for relatives have been the unex-
pected admission to the ICU, which is consid-
ered a risk factor for anxiety symptoms in

relatives (Delva et al., 2002) and not being
with his or her loved one, as other authors
have also stated (Da Costa et al., 2010).

Further analysis of the stress of relatives
shows no significant differences in general
stress by demographic variables. Considering
different stressors linked to the ICU, significant
differences and relations are shown by gender,
marital status, have or not having offspring,
kinship, place of residence, age, and educa-
tional level.

Related to the degree of interference caused
by ICU admission, an important overall inter-
ference was obtained in almost all relatives, as
other authors also stated (Coulter, 1989;
Hupcey and Penrod, 2000). The areas more
interfered were free time and work/studies in
line with a previous study (Goémez et al.,
2008). Some relatives spent nearly all the day
in the hospital, which interferes significantly
with their free time. And, a temporary work
stoppage is recommended in some relatives
because of the emotional impact derived from
the situation. Analyzing the differences by
demographic variables, in general, statisti-
cally significant differences were only found
by kinship, the partner being the most affected.
Examining the rest of the areas, differences
were found by gender (in social life, with
more interference in women) and kinship (in
all areas except in family life). It is worth not-
ing that the partner was the most affected
except in the area related to the relationship
with the partner; here, the most affected were
fathers. These data confirm the results
obtained in a previous study (Gomez et al.,
2008). Regarding the relationship with a part-
ner, it is important to mention that fathers
were the most affected and mothers the least.
This interesting finding could be explained by
the variety of emotional involvement, the role
of each member of the family as well as by the
differential way of coping according to gender
as some authors state when discussing parents
who grieve the loss of a child (Doka and
Martin, 2010).

Finally, this study also examined the extent
to which different variables could be
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associated with the psychological distress
experienced by relatives in this context.
Particularly, having a steady partner, being a
woman, and being the mother of the critically
ill patient, all of them are associated with
increased risk of experiencing anxiety, depres-
sion, and stress, respectively, in the context of
ICU. In this regard, not the least important is
to know that some variables could act as pro-
tective factors, for instance, being younger and
having a higher educational level are associ-
ated with reduced anxiety and total stress.
Similarly, being the son or other relative are
associated with decreased anxiety and stress,
respectively.

All these provide a real landscape of the dis-
tress experienced by relatives of critically ill
patients while they are still in the ICU, showing
the importance of considering a holistic approach
in the context of the critical care, including the
wellbeing not only of patients but also of rela-
tives, given their emotional impact and their
influence in the illness process of the patients.
Similarly, this study includes noteworthy infor-
mation for healthcare professionals, such as risk
and protective factors of experiencing anxiety,
depression, and stress. Knowing and paying
attention to this data could change positively the
course of the suffering experienced by relatives
in ICU and patients indirectly.

Limitations

One possible study limitation was the reduced
representativeness of the sample since data
correspond to a single ICU. It is due in part to
the fact that in Spain, a psychologist is not yet
included in the clinical team of ICU. Another
limitation was the sample size, which has been
influenced by the difficulty of collecting data
in the context of ICU. This threatens the statis-
tical power of some tests and may influence
some no significant results, which may be sig-
nificant with a greater sample. Moreover, this
limitation could also be responsible for some
discrepancies, for example, when the same
variable came out significant or not depending
on the evaluation instrument used. Relatives

are overwhelmed by the medical severity of
the patient and the many changes in their life
adopting even new roles as a consequence of
the admission to ICU, which considerably lim-
its their available time. Clearly, the priority of
relatives when they go to the hospital is visit-
ing the patient and not being assessed through
questionnaires.

Despite limitations, the current study dem-
onstrates the strengths in findings and high-
lights the need for further research on this topic
in order to develop psychological interventions
that may benefit physical and emotional health
in the relatives of ICU patients.
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