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Abstract

Background: A sense of hope plays an important role in relieving stress and

psychological distress of cardiology patients, as well as improving their physical well-being.

Aim: The aim of this study is to investigate the correlation between death anxiety,

loneliness and hope levels in patients receiving treatment in a cardiac intensive care

unit (ICU).

Design: This is a prospective, descriptive and correlational study.

Methods: The study was completed with 150 cardiac ICU patients in Istanbul, Turkey.

The data were collected using a Patient Information Form, the Templer Death Anxiety

Scale (TDAS), the Herth Hope Index (HHI) and the UCLA Loneliness Scale (UCLA-LS).

Results: The patients had a mean age of 63.56 ± 12.74 years. Most of the patients

(82%) were treated in the ICU for heart failure. There was a statistically significant

positive correlation between total scores of TDAS and UCLA-LS (r = .337; p < .001)

and a statistically significant negative correlation between total scores of UCLA-LS

and HHI (r = �.292; p < .001). Also, there was a statistically significant negative cor-

relation between the scores of UCLA-LS and Positive Readiness and Expectancy Sub-

scale (r = �.164; p = .044). The multiple linear regression indicated that the model

was statistically significant (F = 7.177, p < .001). The variables of age and UCLA-LS

among those included in the model were statistically significant predictors of the

death anxiety scores of the patients (23.1%) (p < .05).

Conclusions: The cardiology patients who received treatment in the ICU had a high

level of death anxiety and moderate levels of loneliness and hope. The age and loneli-

ness level were statistically significant predictors of death anxiety.

Relevance to Clinical Practice: It is recommended that individualized nursing care be

planned and provided to conscious cardiology patients who are treated in the ICU,

considering their age and loneliness levels and that nursing care be planned for indi-

viduals who are at risk of fear, anxiety, loneliness and hopelessness by periodically

assessing their death anxiety, loneliness and hope levels.
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1 | INTRODUCTION

Cardiovascular disease (CVD) refers to conditions that afflict the heart or

blood vessels. Data reported by the World Health Organization indicate

that 17.9 million people worldwide die from CVD each year, accounting

for 31% of all deaths.1,2 Coronary artery disease (CAD) results from the

growth of atherosclerosis in the coronary arteries, leading to clogging

that alters the function of the heart. Clogging can occur in either one

blood vessel or all branches of the coronary arteries, whereby the heart

suffers from a lack of oxygen and nutrients. Sudden heart attacks or

acute attacks can develop at any time, resulting in a lack of blood supply

to the brain, whereby the patient falls unconscious within a few seconds,

followed by seizures, difficulty in breathing and, if not treated immedi-

ately, severe pain and a quick death. Therefore, cardiology patients need

intensive care as the initial stage of their treatment.3,4

2 | BACKGROUND

Intensive care units (ICUs) are designed for patients with life-

threatening conditions and high morbidity and mortality rates.5 In

these settings, patients suffer intensively from pain, witness the suf-

fering and death of other patients in ICUs, are subjected to the

restricted times and frequency of visits by their relatives, are exposed

to noise and the lights that are kept on all the time, are always in a

lying position and are deprived of television or radio, all of which

cause them to feel stressed.6 Also, CVD patients go through unfa-

vourable experiences because of oral or nasal tube insertion and a lack

of social support.5 They suffer from death anxiety, helplessness, lone-

liness, uncertainty, depression, anxiety, sleeplessness and hopeless-

ness.3,5,7 Loneliness is associated with the development of several

physical and mental conditions, including high systolic blood pressure

and elevated risk of heart disease.8,9 Both loneliness and social isola-

tion are associated with an elevated risk of death because of CAD,

even in middle-aged adults who have never suffered a myocardial

infarction.8,9 Loneliness also is associated with rehospitalizations, pro-

longed hospital stays and overuse of health resources for CVD.10 Fur-

thermore, high levels of fear and stress are negative experiences that

suggest the possibility of death in patients.11 Fear is a universal

response to a perceived threat when people encounter various prob-

lems and dangers. Fear impairs the well-being of people; provokes

their emotional, physiological and physical reactions; induces depres-

sion, anxiety and a delayed recovery and requires use of additional

drugs. The most intense form of fear is death anxiety.12 Death anxiety

is an emotion associated with the thought and awareness that death

is approaching. Death anxiety is defined as thoughts, fears and emo-

tions related to the last event of life and beyond a healthy living situa-

tion.13 A study conducted in Pakistan to examine the quality of life,

hope and death anxiety in elderly people with CVD revealed that the

quality of life was positively correlated with hope and social support

assumed a vital role in the management of CVD disorders. However, it

was also observed that patients with myocardial infarction suffered

from high levels of death anxiety compared to other patients.7 In

another study, death anxiety was associated with posttraumatic stress

symptoms in those who were hospitalized because of acute coronary

syndrome.14 Hope is one of the significant coping mechanisms that

strengthen patients.15 Keeping hope alive has a crucial role in the treat-

ment of chronic diseases.7 In another sense, hope is an effective way to

motivate and make plans in order to achieve therapeutic goals. There-

fore, instilling hope and keeping it alive in patients are crucial for the

treatment of chronic diseases and should be incorporated into psycho-

logical interventions.16 Hope plays an important role in relieving stress

and psychological distress of patients with CVD, as well as improving

their physical well-being.17 Therefore, feeling hopeful, especially for

patients with chronic disease, may increase their motivation to maintain

physical, psychological, emotional and social well-being. A study

reported that self-perceived hope improved the quality of life of

patients with CAD.16 Therefore, it becomes important for nurses and

other health care professionals to carry out necessary interventions by

paying attention to what patients go through and feel. However, no

study investigating the correlation among these three concepts in

patients hospitalized in cardiac ICUs was found. Hence, this study

aimed to investigate the correlation between death anxiety, loneliness

and hope levels in patients receiving treatment in cardiac ICUs.

The main questions of the study were: (1) What are the death

anxiety, loneliness and hope levels of patients treated in the coronary

ICU? (2) What is the correlation between the death anxiety, loneliness

and hope levels of patients treated in the coronary ICU? (3) What are

the variables that predict death anxiety?

3 | METHODS

3.1 | Research design

This is a descriptive, prospective and correlational study.

What is known about the topic

• Self-perceived hope enhanced the quality of life of

patients with coronary artery disease.

• Loneliness contributes to the development of several

physical and mental conditions, including high systolic

blood pressure and an elevated risk of heart disease.

What this paper adds

• The cardiology patients who were treated in the intensive

care unit (ICU) had a high level of death anxiety and mod-

erate levels of loneliness and hope.

• The age and loneliness level were statistically significant

predictors of death anxiety.

• These results should help conscious cardiology patients

treated in ICU to manage their death anxiety.
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3.2 | Population and sample

The population consisted of patients who were treated in the cardiac

ICU of the Thoracic and Cardiovascular Surgery Training and Research

Hospital affiliated with a university in Istanbul, Turkey between

October 2022 and March 2023. The cardiac ICU is a 78-bed unit con-

sisting of four different sections. A total of 73 nurses work in these

units. The patient-nurse ratio in the ICU is one nurse to three patients.

The sample included patients who were 18 years of age or older, were

conscious, had no communication problems, were treated in the car-

diac ICU between the dates of the study and were willing to partici-

pate in the study. The study was completed with 150 ICU patients

who met the inclusion criteria. Participants were informed about the

study by meeting face-to-face with the researchers and invited to par-

ticipate. Participants who agreed to participate in the study and met

the inclusion criteria were recruited. The sample size was calcu-

lated using the G*Power 3.1.9.7 programme based on the formula

of the sample with infinite population. The sample size was found

to be at least 111 patients at the effect size of 0.3, an error margin

of 0.05 and a power level of 95%. Considering the possibility of

withdrawal from the study and missing data, a total of 150 patients

were included in the sample. When the required sample size for

the study was reached, the data collection process was completed.

3.3 | Data collection

The researchers collected the data using a questionnaire through

face-to-face interview technique. It took approximately 15 min to fill

out the questionnaire. The data were collected using a Patient Infor-

mation Form, the Templer Death Anxiety Scale (TDAS), the Herth

Hope Index (HHI) and the UCLA Loneliness Scale (UCLA-LS).

3.4 | Personal Information Form

The form consisted of eight questions about descriptive characteris-

tics of the patients, such as age, gender, educational background and

income status. The researcher prepared the questions by reviewing

the literature.3–8

3.5 | Templer Death Anxiety Scale

Templer (1970) developed the Templer Death Anxiety Scale. The

‘Test-Retest’ correlation for the reliability of the scale was found to

be 0.83.18 Şenol (1989) carried out its Turkish adaptation. It is a

15-item, true-false scale that assesses the individuals' anxiety and

fears about death and the risk of death. Each ‘yes’ response gets ‘1’
point and each ‘no’ response gets ‘0’ point for the first nine items.

Conversely, each ‘yes’ response gets ‘0’ point and each ‘no’ response
gets ‘1’ point for the other six items. The total score indicates the

level of death anxiety. The maximum score of the test is 15 points.

Points between 0 and 4 are considered as ‘mild’ death anxiety, 5–9

points are considered as ‘moderate’ death anxiety, 10–14 points are

considered as ‘severe’ death anxiety and 15 points are considered as

death anxiety at ‘panic level’.19 Şenol conducting a reliability study

using the ‘Test-Retest’ method and applied the scale twice at 3-week

intervals to a total of 30 elderly people inside and outside the institu-

tion. The correlation between the scores of both applications was

found to be 0.86.19 The Cronbach's alpha internal consistency coeffi-

cient of the scale was 0.809 in this study.

3.6 | UCLA Loneliness Scale

Russell et al. (1978) developed the scale.20 Demir (1989) adapted

the scale into Turkish. The scale is a 4-point Likert-type with 20 items

that reflect how lonely people describe their lives. Ten items are

coded as straight (1, 4–6, 9, 10, 15, 16, 19, 20) and the other 10 as

reverse (2, 3, 7, 8, 11–14, 17, 18). Each item of this scale has an

expression that refers to feelings and thoughts about social relation-

ships, and individuals are asked to indicate how often they experi-

ence the circumstances in the items. The items containing positive

expressions are rated as follows: 4 points for ‘never experienced’,
3 points for ‘rarely experienced’, 2 points for ‘sometimes experi-

enced’ and 1 point for ‘often experienced’, and the items containing

negative expressions are reversely rated. The maximum and mini-

mum scores of the scale are 80 and 20 points, respectively. A high

score signifies a high level of loneliness. In a study by Demir (1989),

the Cronbach's alpha internal consistency coefficient of the scale

was 0.96.21 In this study, its Cronbach's alpha internal consistency

coefficient was 0.862.

3.7 | Herth Hope Index

Herth developed the Herth Hope Index to assess and compare hope

levels. The HHI is a 30-item scale that was designed in 1991 to assess

hope in young people with chronic illness (Herth, 1991).22 The HHI,

specially designed to make the 30-item index more clinically useful,

shortened to 12 items and adapted, is a Likert-type scale developed

by Dr Kaye Herth in 1992. The HHI with 12 items, developed by

Herth and adapted into Turkish by Aslan et al., was used in this

study.23 The Cronbach's alpha coefficient of HHI is 0.75. Each item is

rated with four options: ‘Strongly disagree’ (1 point), ‘Disagree’
(2 points), ‘Agree’ (3 points) and ‘Strongly agree’ (4 points). The

respondent is required to mark only one option for each item.

The index consists of three subscales: ‘Temporality and Future’: items

1, 2, 6 and 11, ‘Positive readiness and expectancy’: items 4, 7, 10 and

12 and ‘Interconnectedness’: items 3, 5, 8 and 9. Items with negative

expressions (items 3 and 6) are reversely scored. The total score of

the index is calculated by summing up the scores of the responses to

all items, and the score of the subscales is calculated by summing up

the scores of the responses to the items of each subscale. The total

score ranges between 12 and 48. High scores indicate a high level of

hope. The Cronbach's alpha internal consistency coefficient of the

index is 0.806 in this study.

YILDIRIM ET AL. 3
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3.8 | Data analysis

In the data analysis, SPSS 26.0 statistical software was used for statis-

tical analyses. The socio-demographic characteristics of the partici-

pants were analysed descriptively. To check whether the data were

normally distributed or not, Kolmogorov–Smirnov and Shapiro–Wilks

normality tests were run to check the normality of the scales using

the multiple normality method. According to the normality test results,

it was indicated that the data showed normal distribution. Descriptive

data were expressed in number, percentage and mean. The correlation

between the mean scores of TDAS, UCLA-LS and HHI was analysed

by the Pearson's correlation test. The prediction of death anxiety by

the variables of age, gender, marital status, length of hospitalization in

the ICU, UCLA-LS and HHI was analysed by multiple linear regression

analysis. The decision on whether to include the variables in the

model was made according to the multicollinearity test. Variance infla-

tion factor (VIF) and tolerance value were used to assess whether or

not there was multicollinearity between the variables to be included

in the model. Regression analyses included variables with a tolerance

value greater than 0.1 and a VIF value less than 10 in the model. No

multicollinearity was found between the variables. Because no multi-

ple linear correlations were found between the variables, multiple lin-

ear regression analysis included age, gender, marital status, duration

of hospitalization in the ICU, UCLA-LS and HHI. The statistical signifi-

cance level was accepted as p < .05.

4 | RESULTS

4.1 | Descriptive characteristics

The mean age of the patients was 63.56 ± 12.74 years. Most of the

patients were male (60.7%) and were married (78.0%). The majority of

the patients resided together with their families (83.3%) and in the

city centre (82.0%). 52.7% of the patients were primary school gradu-

ates; most of them (66.7%) were retired or unemployed, and 54.7%

described their income as equal to their expenses. A great majority of

the patients (91.3%) had at least one child. 56% of them were non-

smokers and 70.7% did not consume alcohol. 82% received treatment

in the ICU for heart failure. The mean duration of stay in the ICU was

6.55 ± 6.03 days (Table 1).

4.2 | Mean scores of the Templer Death Anxiety
Scale, UCLA Loneliness Scale and Herth Hope Index

Table 2 shows the TDAS, UCLA-LS and HHI mean scores of

the patients. Their mean scores were 10.41 ± 3.94 in the TDAS,

48.06 ± 5.09 in the UCLA-LS and 30.63 ± 5.71 in the HHI. When the

subscale mean scores of HHI were analysed, the participants'

mean scores were 9.54 ± 1.52 for Temporality and Future subscale,

10.03 ± 1.87 for Positive Readiness and Expectancy subscale and

11.08 ± 2.12 for Interconnectedness subscale.

4.3 | Correlation analyses

There was a statistically significant weak positive correlation between

TDAS and UCLA-LS total scores of the patients (r = .337; p < .001).

There was a statistically significant weak negative correlation between

their UCLA-LS and HHI total scores (r = �.292; p < .001). Also, a sta-

tistically significant weak negative correlation was found between

their UCLA-LS and Positive Readiness and Expectancy Subscale total

scores (r = �.164; p = .044) (Table 3).

TABLE 1 Socio-demographic data of the participants (n = 150).

Parameters Mean ± SD

Age 63.56 ± 12.74

Length of stay in the intensive care unit, day 6.55 ± 6.03

Parameters n (%)

Gender Male 91

(60.7)

Female 59

(39.3)

Marital status Married 117

(78.0)

Single 33

(22.0)

Having a child Yes 137

(91.3)

No 13 (8.7)

Educational level Literate but not graduated from any

school

18

(12.0)

Primary school 79

(52.7)

Secondary school 21

(14.0)

High school 28

(18.7)

University and postgraduate 4 (2.7)

Working status Employed 50

(33.3)

Unemployed 100

(66.7)

Perception of

income

Income less than expenses 52

(34.7)

Income equal to expenses 82

(54.7)

Income more than expenses 16

(10.7)

Smoking Yes 66

(44.0)

No 84

(56.0)

Alcohol

consumption

Yes 44

(29.3)

No 106

(70.7)

4 YILDIRIM ET AL.
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4.4 | Multiple regression analyses of the variables
predicting death anxiety

Multiple linear regression analyses were used to assess the prediction

of TDAS scores of the patients by the variables of age, gender, marital

status, length of hospitalization in the ICU, UCLA-LS, and HHI. The

results of the analyses indicated that the model was statistically signif-

icant (F = 7.177, p < .001). Age and UCLA-LS variables among those

included in the model were statistically significant predictors of TDAS

scores of the patients (23.1%) (p < .05). An increase of one unit

(1 year/age) in the age variable resulted in a decrease of 0.101 units

in death anxiety. An increase of one unit in the variable of UCLA-LS

led to an increase of 0.241 units in death anxiety (Table 4).

5 | DISCUSSION

The patients got a mean score of 10.41 ± 3.94 points on the TDAS.

Given the maximum score of 15 points in the scale, the patients were

observed to feel a high level of death anxiety. The majority of death

anxiety studies have been mostly conducted with intensive care

nurses, carers and health care professionals. However, in the litera-

ture, apparently there is no study analysing the death anxiety of car-

diac patients who receive treatment in the ICU. However, death is

one of the circumstances that causes all patients to feel fear the most.

Accordingly, death anxiety is a notion that appears at every moment

of life. Intensive care patients also begin to think death more under

the influence of their illnesses and remember their relatives who

passed away. This makes them fall into a death anxiety.24,25 More-

over, the rapid change in their condition, uncertainty and threat of

death in the ICU, as well as sounds of the monitoring systems, ventila-

tors, fluid and/or drug infusion pumps in this unit also negatively influ-

ence patients. Staying in the ICU is a highly traumatic and terrifying

experience for patients.26 Studies have indicated that patients with

acute coronary syndromes and myocardial infarction have a high level

of death anxiety.7,14 Therefore, it is expected in the study that the

patients have a strong death anxiety.

The UCLA-LS mean scores of the patients were found to be

48.06 ± 5.09. This finding indicated that the patients felt a moderate

level of loneliness. Their HHI mean scores were 30.63 ± 5.71. Given

the maximum score of 48 points in the scale, it can be argued that

the patients had a moderate level of hope. A study on loneliness and

social support in heart failure patients reported that loneliness was

an important factor for heart failure patients, and patients who felt

lonely had more serious heart failure.10 This can be associated with

the high level of support that individual with chronic diseases such

as heart disease expect from their family and circle when they feel

inadequate, exhausted or lonely. Also, factors in the ICU such as lack

of hospital attendants, social isolation, a sense of abandonment and

limited communication have been considered to make patients feel

lonely.27,28

An important finding of the present study was that as the loneli-

ness level of the patients increased, so did their anxiety levels, while

their hope levels dropped. Also, an increase of one unit in the variable

of UCLA-LS led to an increase of 0.241 units in death anxiety. The lit-

erature contains no studies similar to the present study. Loneliness

can be characterized by feeling of insignificance, increased sole activi-

ties and feeling of hopelessness.29,30 Accordingly, it was an expected

result that as the level of loneliness elevated, so did the level of death

anxiety, but levels of hope dropped.

Another important finding of the study was that age and loneli-

ness level were significant predictors of the TDAS scores of the

patients (23.1%). An increase of one unit (1 year/age) in the age vari-

able resulted in a decrease of 0.101 units in death anxiety. As individ-

uals grow older, they have feelings of despair associated with a lack of

strength and the uncertainty of the time of death. In the literature, it

is indicated that death anxiety reduces with increasing age, which is

compatible with the result of the present study.31

6 | LIMITATIONS AND STRENGTHS

As far as we know, this is the first attempt to investigate the correla-

tion between death anxiety, loneliness and hope levels in patients

who receive treatment in cardiac ICUs. It is very difficult to conduct

an interview with cardiology patients who are treated in the ICU and

conduct the study because their general condition rapidly changes as

a result of symptoms such as hypertension, angina pectoris and

arrhythmia; however, we managed to complete the study with this

sample. However, the study has several limitations. The present study

was carried out at a single centre. Its data can only be generalized to

this sample. Although the use of a scale to determine the death anxi-

ety, loneliness and hope levels of ICU patients allows objective data

to be gathered from the study, patient opinions are limited to the

expressions in the scale.

7 | IMPLICATIONS FOR PRACTICE AND
RESEARCH

Based on the results of the study, it is recommended that individual-

ized nursing care be planned and provided to conscious cardiology

TABLE 2 Mean scores of Templer Death Anxiety Scale, UCLA
Loneliness Scale and Herth Hope Index and subscales of
HHI (n = 150).

Scales

Mean ± SD

(Min.–Max.)

Templer Death Anxiety Scale 10.41 ± 3.94 (0–15)

UCLA Loneliness Scale 48.06 ± 5.09 (31–57)

Herth Hope Index 30.63 ± 5.71 (17–42)

Temporality and Future Subscale 9.54 ± 1.52 (5–13)

Positive Readiness and Expectancy

Subscale

10.03 ± 1.87 (6–16)

Interconnectedness Subscale 11.08 ± 2.12 (5–15)

YILDIRIM ET AL. 5
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patients who are treated in the ICU, considering their age and loneli-

ness levels and that nursing care be planned for individuals who are

at risk of fear, anxiety, loneliness and hopelessness by periodically

assessing their death anxiety, loneliness and hope levels. Further-

more, it is recommended to carry out observational studies with

larger sample groups in order to recognize the positive or negative

effects of death anxiety, loneliness and hopelessness levels on cardi-

ology patients.

8 | CONCLUSION

It was found that although cardiology patients who were hospitalized

in the ICU had a high level of death anxiety, they had moderate levels

of loneliness and hope. As the death anxiety of the patients intensi-

fied, their level of loneliness rose. As the loneliness levels of the

patients rose, their hope levels dropped. One of the major results of

the study was that age and loneliness level were statistically signifi-

cant predictors of death anxiety (23.1%).
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TABLE 3 Correlation analysis (n = 150).

1 2 3 4 5

1. Score of Templer Death Anxiety Scale r 1

p

2. Score of UCLA Loneliness Scale r .337** 1

p <.001

3. Score of Herth Hope Index r �.016 �.292** 1

p .848 <.001

4. Temporality and Future Subscale r .024 �.067 .564** 1

p .773 .420 <.001

5. Positive Readiness and Expectancy Subscale r .022 �.164* .863** .376** 1

p .791 .044 <.001 <.001

6. Interconnectedness Subscale r .077 �.160 .833** .150 .632**

p .348 .051 <.001 .068 <.001

Note: Pearson's correlation test. p values in bold indicates statistical significance.

Abrreviation: r, correlation coefficient.

*p < .05; **p < .01.

TABLE 4 Multiple regression analysis of the variables affecting the death anxiety.

B Standard error Standard Beta (β) t p 95.0% CI

Constant 2.895 4.254 .680 .497 �5.515 to 11.304

Age (years) �.101 .024 �.326 �4.194 <0.001 �.149 to �.053

Gender .184 .611 .023 .301 .764 �1.024 to 1.392

Marital Status �.305 .482 �.048 �.632 .528 �1.257 to .647

Length of stay in ICU (day) .062 .048 .095 1.288 .200 �.033 to .158

UCLA Loneliness Scale .241 .060 .311 4.008 <0.001 .122 to .360

Herth Hope Index .069 .053 .100 1.299 .196 �.036 to .174

Dependent variable: Death Anxiety

R = .481 R2 = .231 Adjusted R2 = .199 F = 7.177, p < .001 Durbin Watson = 1.762 (1.5.–2.5).

Note: Gender was coded as 1 = female, 0 = male; Marital status was coded as 1 = Married, 0 = Single. p values in bold indicates statistical significance.
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