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Abstract 

 

THE EMOTIONAL, EXISTENTIAL, RELIGIOUS, AND SPIRITUAL JOURNEY  

OF SURVIVING SUDDEN CARDIAC DEATH 

 

Sandra K. Eberhardt 

 

Saybrook Graduate School and Research Center 

 

 

Sudden Cardiac Death (SCD) is death resulting from abrupt loss of heart function. 

It is reversible if treated immediately with defibrillation, an electric shock to the heart 

to restore a normal heartbeat. Surviving a ―close brush with death‖ and undergoing acute 

medical care and rehabilitation may affect the person‘s Emotional, Existential, Religious, 

and Spiritual (EERS) experiences. The purpose of this research was to identify EERS 

experiences and psychological challenges involved with surviving SCD and to develop a 

protocol for psychological support post-SCD. 

Participants were 15 adult SCD survivors who are members of an online support 

group, the Zaplist. The members of Zaplist mostly comprise recipients of implantable 

cardioverter defibrillators (ICDs), which deliver the corrective
 

treatments for the 

arrhythmic conditions that plague many SCD survivors. The interviews were completed 

using one-to-one Internet chat technology or email. During the course of the interviews, 

the survivors reflected upon their EERS experiences after surviving SCD. They also 

addressed types of coping enlisted post-SCD, assistance received with their emotional 

healing, ways their emotional healing was facilitated, and how surviving SCD changed 

their lives.  



 iii 

The survivors reported a complexity of EERS experiences from which several 

themes emerged, including thankfulness for being alive, feeling traumatized during the 

aftermath, struggling to re-establish themselves in a new role with physical limitations, 

and regret over losing the lifestyle to which they had been accustomed. Further, surviving 

SCD is a significant emotional marker and turning point in life that brings about dramatic 

changes. The respondents also reported that their emotional experiences during the 

aftermath were more affected than their experiences related to existential, spiritual and 

religious matters. 

A treatment modality was developed directly from the respondents‘ input. The 

protocol includes social support, psychological counseling, education, physical 

rehabilitation, and other healing interventions. The accounts of the EERS experiences of 

SCD survivors and the treatment modality should be useful to current and future 

survivors of SCD. 
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Chapter 1: Introduction 

Purpose 

The purpose of this research was to (a) investigate the EERS experiences and 

psychological challenges involved with surviving SCD, (b) to suggest a protocol for 

psychological support post-SCD, and (c) to uncover useful information to help other 

survivors of SCD. 

Statement of the Problem 

Sudden cardiac death (SCD) is death resulting from an abrupt loss of heart 

function (also known as cardiac arrest). The victim may or may not have a diagnosed 

heart disease. The time and mode of death are unexpected, and death can occur within 

minutes after symptoms appear. The majority of SCDs occur because of ventricular 

arrhythmias (irregular heart rates). These include ventricular tachycardia (VT), defined as 

an abnormally fast heart rhythm, and ventricular fibrillation (VF), which occurs when 

electrical impulses move chaotically through the heart and prevent blood from pumping 

through the body effectively. These arrhythmias can lead to cardiac arrest and subsequent 

death if cardiopulmonary resuscitation is not started immediately (J. L. Burke, Hallas, 

Clark-Carter, White, & Connelly, 2003). In fact, unless victims are defibrillated within 10 

minutes of a SCD, they will die. Defibrillation is a shock delivered via electrical paddles 

directly over the heart to restore a normal heart rhythm. Another underlying cause of 

sudden death from cardiac arrest is coronary heart disease (CHD), caused by fatty 

buildups in the arteries that supply blood to the heart muscle.  

In the United States, about 300,000 to 400,000 people a year die of SCD without 

being hospitalized or admitted to an emergency room (Myerburg, 2001). SCD accounts 
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for more deaths each year than the number of deaths due to AIDS, lung and breast cancer, 

and stroke combined (Dunbar, 2005). However, death is not always the outcome for those 

inflicted with cardiac arrest; in fact, 5% of people who experience SCD survive 

(American Heart Association, n.d.). 

Surviving SCD places individuals in a health crisis. The survivors are most likely 

in a state of shock from the physical trauma to the body. They may also be in a state of 

disbelief because they just survived a close brush with death. In the aftermath of this 

crisis, individuals may encounter a myriad of experiences. These experiences may 

include the after affects of cardiac arrest, such as chest pain from the defibrillation and 

dealing with erratic heart rhythms. Survivors may also engage in existential questioning 

regarding the meaning of life and the reasons they might have survived. They may also 

question their views about God or a higher power, religion, and spirituality. 

Consequently, surviving the cardiac event prompts lifestyle changes, such as the 

acceptance of a medical regimen, and may be the catalyst for thoughtful consideration 

about why they were given a second chance at life. This life or death trauma catapults 

survivors into a situation where they must face an onslaught of deep concerns in a short 

time. Navigating this period may be overwhelming. Taking all of these aspects into 

consideration, I believe, SCD survivors, by sharing their experiences, can offer 

invaluable insight about surviving cardiac arrest and how to live with this condition. 

To understand SCD survivors‘ experiences from a psychological perspective, it 

was necessary to interview them and get first-hand accounts of their stories. As Kvale 

(1996) stated, ―The qualitative research interview attempts to understand the world from 

the subjects‘ point of view, to unfold the meaning of the peoples‘ experiences, to uncover 
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their lived world prior to scientific explanations‖ (p. 1). The information from these 

interviews may be useful to other survivors of SCD as they deal with post-cardiac 

trauma. 

Rationale and Purpose of the Study 

If survivors of SCD had not received immediate medical attention, death would 

have been the unavoidable outcome. This is a harsh realization for most survivors. It is 

perhaps this realization that leads some of the survivors to an existential questioning 

regarding their survival. 

My husband is a survivor of SCD. I watched him grapple with the issues 

previously discussed. Because of his experience, and consequently mine, I wanted to 

know how other survivors of SCD handle this situation. Further, SCD survivors are a 

very specific population, and because so few people survive SCD, the psychological 

needs of this population have not been widely studied. Based on what I ascertained, the 

psychological needs of SCD survivors remain largely unmet. This is mostly because the 

psychological protocols for cardiac trauma are geared toward heart attack and stroke 

survivors. Interviewing cardiac arrest survivors warranted attention because as medical 

treatments continue to advance the number of survivors will increase. Survivors of SCD 

deserve a protocol for psychological support that addresses issues related to this specific 

phenomenon. By doing this research, I gathered the necessary data to provide the basis 

for developing a treatment modality for post-SCD healing interventions.  

Research Questions 

The principal question guiding this study was the following: What is the 

existential, emotional, religious, and spiritual (EERS) experience of surviving SCD? I 
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also asked the survivors about the events surrounding their cardiac arrest and information 

about their recovery period. The entire list of questions is in Chapter 3 in the Interview 

Protocol section.  
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Chapter 2: Review of the Literature 

After reviewing the literature on this topic, I determined which studies best 

chronicle SCD survivors. The rationale for this determination is as follows: 

Rationale for Inclusion of ICD Studies 

Survival of SCD by external defibrillation has only been possible for the past 50 

years. Therefore, the ability to cheat death, by means of external defibrillation and 

subsequent need for an implantable cardioverter defibrillator (ICD), is historically recent. 

The writings on this topic are mostly concerned with survival of SCD in terms of medical 

issues. For example, Sauve (1984) looked at the medical and psychosocial factors related 

to self-reports of physical health, mental health, and perceived health status (work return, 

sexual functioning) of SCD survivors. She found that compared to a national sample, 

SCD survivors reported significantly poorer physical functioning, less favorable health 

perception, but equally favorable mental health status. However, she found that a 

subgroup of younger survivors (< 50 years) reported significant psychological distress. 

There are a number of studies similar to this one (Albert, Chae, Rexrode, Manson, & 

Kawachi, 2005; Appels, Golombeck, Gorgels, de Vreede, & van Breukelen, 2000; 

Hemingway, Malik, & Marmot, 2001; Irvine et al., 1999) that mostly focus on medically 

related issues and briefly touch on psychological matters. 

Currently, there is no well-articulated theoretical framework for studies that 

address the psychological challenges of SCD survivors. This literature appears to be very 

limited, and the writings that do discuss the psychological sequelae of surviving SCD 

focus on assessing for clinical diagnoses such as anxiety and depression. For example, 

Finkelmeier (1984) found that her participants reported troublesome symptoms such as 
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anxiety, difficulty sleeping, depression, and memory difficulties. She concluded that SCD 

survivors were psychologically distressed in comparison to a population of normal study 

participants. 

In another study, Dougherty (1990) examined the emotional, cognitive and 

physiological responses of survivors of SCD to the event during hospitalization. She 

measured anxiety, depression, anger, and denial. Using a repeated measures design, she 

also assessed mood states, coping, and uncertainty, and administered a cognitive exam. 

Her results indicated that individuals were very disturbed by their experiences during 

recovery. She found that uncertainty, feelings of lack of control, and denial were all 

consistently high during hospitalization. However, survivors reported less anxiety, 

depression, anger and confusion, which were all below normative values during 

hospitalization.  

Across studies that discuss the psychological ramifications of surviving SCD, 

there is a general consensus that SCD survivors are psychologically distressed. In 

addition, although the above studies have interesting findings (Dougherty, 1990; 

Finkelmeier, 1984; Sauve, 1984), they do not look at the existential or spiritual 

experiences of SCD survivors, nor do they examine their emotional experiences in much 

detail. Further, these studies used quantitative research methods, which do not lend 

themselves to in-depth exploration of emotions. 

Studies that chronicle the psychological experiences of SCD survivors, at least at 

a cursory level in the aftermath of SCD, are those conducted on recipients of ICDs. The
 

ICD monitors patients‘ heart rhythm and delivers corrective
 
electrical treatments, also 

known as shocks, zaps, or firing for specific types of ventricular arrhythmias. Many SCD 
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survivors need to have an ICD implanted after the cardiac event in order to correct 

unpredictable and potentially lethal heart arrhythmias. Consequently, a large number of 

SCD survivors are also recipients of ICDs. ICD studies (e.g., Chevalier, Verrier, 

Kirkorian, Touboul, & Cottraux, 1996; Cooper, Luceri, Thurer, & Myerburg, 1986; 

Dubin, Batsford, Lewis, & Rosenfeld, 1996) also address quality of life (QoL) and 

psychological well-being after implantation and represent the research closest to my topic 

concerning the psychological experiences of SCD survivors. These studies investigate 

some aspects of EERS issues, but did not focus on issues that are important to consider 

regarding psychological support post-SCD.  

ICD Literature 

The ICD is an implanted device that was first used in the United States in 1980 to 

treat life-threatening cardiac arrhythmias and to prevent SCD (Mirowski et al., 1980). It 

is designed to treat VT and VF by antitachycardia pacing, synchronized cardioversion, 

and/or defibrillation (Reid, McKinley, & Nagy, 1999). The ICD paces the heart if it 

begins beating too slowly or too rapidly (pacing, cardioversion) and, of course, provides a 

shock (defibrillation) if the heart stops beating. 

Approximately 80,000 people in the United States receive ICDs each year (Sears, 

Kovacs, Azzarello, Larsen, & Conti, 2004). The ICD is the treatment of choice for 

patients who are at risk for VT and VF. ICDs have proven to be more effective than drug 

therapy and reduce mortality at a rate of 31% to 74% (Antiarrhythmics Versus 

Implantable Defibrillators [AVID] Investigators, 1997; Buxton et al., 1999; Moss et al., 

1996).  
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ICDs are small defibrillators, the size of a stopwatch, and are approximately three 

inches by two inches by a half-inch, implanted under the skin, most commonly in the 

upper chest region. The device is connected to the heart with one to three leads that carry 

information from the heart to the ICD and, when necessary, carry electrical currents from 

the ICD to the heart (Sears et al., 2004). 

Quality of Life 

The focus of the studies reviewed here is the QoL for ICD recipients. QoL is a 

generic term for a multi-dimensional health outcome in which biological, psychological, 

and social functioning are interdependent (Sears & Conti, 2002). Consequently, for this 

review, QoL issues were placed into categories as follows: (a) biological/physical 

issues—post-SCD sequelae, (b) psychological issues—emotional response to surviving 

SCD, and (c) social functioning—social support as a coping strategy. 

Biological/Physical Issues: Post-SCD Sequelae  

This section of the literature review includes works that discuss biophysical 

changes after surviving SCD, post-SCD sequelae. QoL issues occur because of the 

defibrillator being implanted in the body. Some of these issues include physical 

discomfort, limitations in activities, sleep disturbances, cognitive deficits, reduced sexual 

activity, and receiving life-saving shocks.  

After implantation of the device, the most common, yet infrequent, postoperative 

complications are infection, bleeding, skin erosion, hematoma formation, and lead 

dislodgment (E. White, 2000). However, because of the seriousness of their occurrence, 

ICD recipients must monitor themselves closely and seek immediate medical attention if 

any of these problems occur. More often than not, the incision site heals nicely. 
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Reid et al. (1999) reported that many recipients complain of pain and discomfort 

around the implantation site. In fact, a little more than half of the recipients, or 51%, 

reported some physical affects, such as discomfort from the ICD. Patients with a pectoral 

implant reported post-operative soreness at a rate of 21%, sleep disruption at 8%, and 

shoulder or arm muscle discomfort at 5% (Reid et al., 1999). Each effect was reported as 

lasting only a few weeks after ICD insertion (Reid et al., 1999). 

Herrmann et al. (1997) wrote that ICD recipients receive repeated follow-up 

examinations and may require additional hospitalizations for device specific 

complications, such as infections, or broken or dislocated electrodes. Hospitalizations 

specifically related to the ICD were usually for adjustment of device setting, correction of 

a fault, or monitoring after shocks (Reid et al., 1999). 

In their studies, Jenkins, Dunbar, and Hawthorne (1996) and Sneed and Finch 

(1992) found that pain awareness of the ICD and sleep disturbances creates stress for 

people who have ICDs (as cited in Dunbar, 2005). In the early stage of recovery, the 

incision for insertion in the upper part of the chest causes pain or physical discomfort, 

especially when recipients move their arms or sleep on the affected side. Sleep 

disturbances may also be attributed to fear of shocks during sleep; anxiety also interferes 

with the onset of sleep (Luderitz, Jung, Deister, & Manz, 1994; Vitale & Funk, 1995). 

Sleep deprivation reduces QoL, and causes mood changes, alteration in circadian 

rhythms, and compensatory changes in the length of subsequent sleep stages (Parker & 

Dunbar, 2005). For recipients with dysrhythmia, changes in sleep stages, such as 

increased rebound rapid-eye-movement (REM) states increase the risk for dysrhythmia 

due to the increased autonomic activity during REM sleep (Parker & Dunbar, 2005). 
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Other studies have also reported sleep disorders (Cooper et al., 1986; Pycha, Calabrese, 

Gulledge, & Maloney, 1990).  

E. White (2000) reported that for the first month after implantation, the ICD 

recipient is prohibited from lifting objects heavier than 10 pounds on the implant side or 

from extreme over-the-head activities with the affected arm in order to prevent lead 

dislodgment. Patients are encouraged, however, to use their affected arm during their 

normal activities of daily living to prevent a ―frozen shoulder.‖ In addition, patients‘ 

lifestyle, including occupation and leisure activities, should be carefully reviewed to 

provide individualized instructions. They may be asked to avoid situations where they 

could be dangerous to themselves or others. For example, swimming or boating alone is 

not advised. Moderate physical activity, including sex, may be resumed as long as the 

activity does not cause dyspnea (shortness of breath), chest discomfort, or dizziness. 

A range of neuro-cognitive sequelae, from mild intellectual impairments to brain 

death, have been reported in survivors of SCD (Sauve, Doolittle, Walker, Paul, & 

Scheinman, 1996). This is due to a reduction in brain oxygen supply, anoxemia (a 

reduced amount of oxygen being carried in the blood by hemoglobin) or to a restriction 

of the blood supply to the brain, or both. This condition is characterized by neuronal loss, 

which is most prominent in the hippocampus (American Heart Association, n.d.).  

Kamphuis et al. (2004) reported that disturbances in cognitive functioning—in 

particular, forgetfulness—are apparent; the ICD wearer has difficulties with activities that 

require concentration and thinking. Cognitive processing has been shown to become 

slower (Dougherty, 1994). A deterioration of cognitive abilities is experienced as a 

limitation in daily life. Hence, ICD recipients find this very hard to accept. In addition to 
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the difficulties with accepting this limitation, cognitive changes also result in insecurities; 

it is uncertain to what extent the cognitive abilities will be regained over time. Some 

recipients perceived hardly any improvement in their cognitive ability. However, for 

most of the 21 people surveyed for their research, cognitive abilities, memory and 

concentration, resumed acceptable levels within 6 months after ICD implantation 

(Kamphuis et al., 2004). 

In addition to these cognitive deficits, there is an overall reduction in physical 

activity, which is due both to the fear of receiving shocks and to dysfunction and/or pain 

of the shoulder and arm because of the operation (Kamphuis et al., 2004). ICD recipients 

also report a decline in vitality; in fact, they report feeling listless (Luderitz et al., 1994). 

There is also a decrease in or total loss of sexual activity (Dubin et al., 1996; Heller, 

Ormont, Lidagoster, Sciacca, & Steinberg, 1998). In addition, many ICD recipients will 

refrain from sexual activity due to fear of receiving a shock (Eads, Sears, Sotile, & Conti, 

2000). However, sexual activity is the physical equivalent of mild exercise similar to the 

exertion required to climbing stairs. It is the mind that is racing during sexual intimacy, 

not the heart, and should a shock occur during sexual activity, it would not harm their 

partner (Walker et al., 2004). ICD recipients should consider resuming sexual activity, if 

they are physically capable, for it is a positive contributor to optimum QoL. 

Walker et al. (2004) further reported that although men are currently more likely 

to be recipients of ICDs, the number of women receiving such devices is expected to 

increase. The literature revealed that gender differences in psychological and QoL 

outcomes have received only cursory attention. Women appear to represent one group at 

risk for increased adjustment difficulties when diagnosed with heart problems 
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(Ziegelstein, 2001). The impact of ICD implantation in women is unique in Western 

societies; the ICDs scar and lump in the pectoral area can lead to body image concerns 

due to the emphasis on women‘s physical attractiveness. Also, reproductive and sexual 

health are important issues as 25 to 50% of female recipients with ICDs report concerns 

in this area, while also reporting discomfort discussing these concerns with their health 

care providers (Walker et al., 2004).  

As stated previously, sexual activity may be resumed for both men and women 

post-implantation. However, women of childbearing years have additional concerns. 

They may experience worry about the safety of pregnancy and delivery (Natale, 

Davidson, Geiger, & Newby, 1997; Vitale & Funk, 1995). Recent studies on the effect of 

an ICD on an expectant mother and her unborn child have concluded that there is little 

risk to the mother or child as a result of the ICD placement, shocks, or potential 

malfunction (Dubin et al., 1996; Isaacs, Mulholland, Hess, Albert, & Martin, 1993; 

Natale et al., 1997). 

Other concerns for women are the ability to get routine mammograms. This is 

because of the difficulty of placing the breast in the mammography machine and having 

to maneuver around the ICD. Further, women may have increased pain post-implantation, 

because of the sensitivity of breast tissue and their greater use of arms for activities of 

daily living (Hawthorne, Dunbar, Jenkins, Hixon, & Dudley, 1995; Jenkins et al., 1996; 

Natale et al., 1997).  

Sears et al. (2004) discussed another common challenge for ICD recipients, the 

experience of a life-saving shock, which is rated as 6 on a 0 - 10 pain scale (Ahmad, 

Bloomstein, Roelke, Bernstein, & Parsonnet, 2000; Pelletier, Gallagher, Mitten-Lewis, 
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McKinley, & Squire, 2002). Patients‘ perception of these shocks range from no pain to a 

thump on the chest or the feeling of an electrical shock. Most people are startled by it, but 

the feeling passes quickly. Within minutes of the shock, the person will feel fine. Some 

patients briefly lose consciousness but awaken once normal sinus rhythm is restored (E. 

White, 2000). The majority of research has implicated ICD shock as the primary culprit if 

QoL decrements occur (Sears et al., 2004). Shocks are another reminder that a narrow 

escape from a life-threatening arrhythmia has occurred (Dunbar, 2005).  

Herrmann et al. (1997) reported that with an increasing number of ICD shocks, 

there is also a dramatic increase in reports of anxiety and depression, associated with 

predominant fears of recurrent shocks that are experienced as very painful and upsetting. 

These fears can lead to anxious avoidance of physical and social activities and produce a 

feeling of ICD dependence. 

As if fearing shocks is not enough of a challenge, there are also occasions when 

the ICD causes inappropriate interventions, that is, those times when the ICD fires 

unnecessarily. Inappropriate shocks occur at a rate of about 8 to 10% of the time (Theuns, 

Klootwijk, Simoons, & Jordaens, 2005). Known predictors of inappropriate shocks are a 

history of atrial tachyarrhythmia and recurrent ventricular tachycardia, which can also be 

triggers for appropriate shocks (Theuns et al., 2005). Hybrid therapy is done as required 

and consists of combining devices, drugs, and radiofrequency catheter ablation (Dunbar, 

2005). Radiofrequency catheter ablation is a procedure that is performed to correct a 

disturbance in heart rhythm. This occurs by stimulating the heart muscle cells with 

electrical impulses that cause them to contract in a uniform way and with a regular rate 
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(Ganz, 2008). The aforementioned therapies have become the standard of care for 

reducing the number of both appropriate and inappropriate shocks (Dunbar, 2005) 

Another concern for ICD recipients is a phenomenon called ―electrical storms.‖ 

An electrical storm is defined as a clustering of multiple episodes of recurrent VT, 

fibrillation, and ICD shocks during a 24-hour period. Defibrillator storms occur in 

approximately 10 to 20% of recipients who have ICDs and are linked to poor health 

outcomes and death (Exner et al., 2001; Gatzoulis et al., 2005). The peak time of 

occurrence is around 9.2 months after implantation (Exner et al., 2001). The number of 

shocks delivered in a storm ranges from 3 to 10 (and may be as high as >100) with a 

mean of 17 in a 24-hour period (Credner, Klingenheben, Mauss, Sticherling, & 

Hohnloser, 1998). 

The experience of an ICD storm may prompt catastrophic cognitions and feelings 

of helplessness. These adverse psychological reactions have been linked in initial 

research as predictors for the occurrence of subsequent arrhythmias and shocks at 1, 3, 6, 

and 9 months intervals post-implantation, leading researchers to conclude that the 

―negative emotions‖ were the cause, rather than a consequence, of arrhythmia events 

(Dunbar et al., 1999). Although additional research focusing on a wide range of 

potentially identifiable ―triggers‖ of arrhythmias is needed, this initial research indicates 

that reducing negative emotions and psychological distress may also decrease the chances 

of receiving a shock (Sears & Conti, 2002). 

L. J. Burke (1995) reported that following implantation of the ICD, recipients 

described an interactive process of making changes in themselves and the ways they lived 

their lives to accommodate positive and negative aspects of living with the ICD, 
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including a reassurance of their continued survival, and regaining, maintaining, and 

enhancing their QoL. In addition, the recipients reported collaborating with health care 

professionals to make changes in the technology to optimize its efficient and effective 

functioning, so that survival and life quality were assured as they went about living their 

lives. 

A large portion of ICD recipients resumes their normal pattern of activities over 

the months following the operation and integrates the ICD experience successfully into 

their body image/self-concept (Gallagher et al., 1997). The majority of ICD recipients 

return to their previous employment. However, some recipients take unplanned 

retirement for safety reasons. This is most likely because having an ICD would 

jeopardize their own and others‘ safety (Reid et al., 1999).  

After more than 1 year, only half of the ICD recipients stated that they are in good 

to excellent physical health (Chevalier et al., 1996). Kamphuis et al. (2004) reported that 

during the first month (or the first few months) after discharge from the hospital, the 

focus for the ICD recipient is on regaining physical health. During the early post-

implantation period, both the ICD recipient and family members eventually adapt to the 

situation. Reflection on the impact and consequences of the cardiac arrest was reported 

more often in late post-implantation. They found the well-being of most of the ICD 

recipients improved throughout the year. Also, after a year, most ICD recipients return to 

a normal way of life and estimate that QoL is at the same level as before the implantation 

(Chevalier et al., 1996; Hegel, Griegel, Black, Goulden, & Ozahowski, 1997; Schuster, 

Phillips, Dillon, & Tomich, 1998). 
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Psychological Issues: Emotional Response to Surviving SCD  

Sears and Conti (2002) reported the findings of a two-part U.S. national survey of 

ICD patients and spouses that examined global QoL and psychological issues in 450 

patients. Approximately 91% of ICD recipients reported desirable QoL, either better 

(45%) or the same (46%) following implantation. However, a small group of ICD 

recipients (15%) reported significant difficulty in emotional adjustment. Younger patents 

(50 years of age and under) reported better general health, but worse QoL and emotional 

functioning than each of the older patients studied. Sears and Conti further stated that the 

typical ICD recipient must overcome both the stress of experiencing a life threatening 

arrhythmia and the challenge of adjusting to the ICD. Anxiety is particularly common 

with approximately 24-78% of ICD recipients experiencing increased symptoms of 

anxiety after implantation and with diagnostic rates for clinically significant anxiety 

disorders ranging from 13-38%. The occurrence of the ICD shocks is generally faulted 

for this psychological distress (Sears & Conti, 2002). The results of the surveys suggest 

that ICD recipients derive significant health related QoL benefits from ICD therapy, 

although some (approximately 10-20%) experience difficulty. This percentage is 

consistent with the expected rates of distress in comparable medical populations (Sears & 

Conti, 2002).  

Sears and Conti (2002) go on to state that ICD fears are universal and may be the 

most pervasive psychosocial adjustment challenge ICD patients face. The anxiety faced 

by ICD recipients is not entirely related to ICD charges, but is highly related to a set of 

―catastrophic cognitions.‖ People with ICDs experiencing high anxiety tend to interpret 

bodily symptoms as signs of danger and believe they are at heightened risk of SCD. In 
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fact, the greater the extent and severity of concerns, the greater the anxiety experienced 

by the ICD recipient (Frizelle, Lewin, Kaye, & Moniz-Cook, 2006). 

Anxiety related to having an ICD may influence the risk of arrhythmic events, as 

stress and anxiety have been known for some time to be precipitants of arrhythmias 

(Lampert et al., 2002). Frizelle, Lewin, Kaye, and Moniz-Cook (2006) reported that 

reducing or avoiding previously enjoyed activities and hobbies may be one reason why a 

significant proportion of ICD recipients continues to suffer from clinically significant 

anxiety despite educational intervention during the implantation process regarding the 

device and device firing (Barakat et al., 1994; Molchany & Peterson, 1994). Reducing 

concerns and misconceptions may be a useful strategy in reducing development of 

anxiety in ICD recipients. Perceived limitations in life style and activity may be more 

significant in determining whether an individual develops clinically significant anxiety 

compared to the relatively modest influence of device-specific concerns (Frizelle, Lewin, 

Kaye, & Moniz-Cook, 2006). 

J. L. Burke et al. (2003) also found that ICD recipients encounter significant 

social and psychological changes following ICD implantation. Interview studies 

identified fear (Cooper et al., 1986; Pycha, Gulledge, Hutzler, Kadri, & Maloney, 1986) 

and depression (Pycha et al., 1986) as the most predominantly experienced emotional 

disturbances. Lifestyle changes, as stated previously, including reduced physical and 

sexual activity, were identified as having an important impact on QoL (Cooper et al., 

1986). However, J. L. Burke et al. (2003) asserted that the most significant cause of 

psychological disturbance in ICD patients is the underlying arrhythmic condition and fear 

of shocks, not the ICD implantation per se.  
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Hegel et al. (1997) wanted to know more about the psychosocial consequences of 

living with an ICD. They evaluated the impact of adapting to the ICD and the severity of 

anxiety and depression in ICD recipients. Their findings indicated that one-third of their 

participants had clinically significant levels of anxiety, depressed mood, and fear of 

symptoms of autonomic arousal. These negative affective states persisted over time, with 

40 to 63% of the participants continuing to have ongoing difficulties over a 1-year time 

period. Fear about the ICD firing (shock) was closely associated with the occurrence of 

depression, while avoidance of activities was associated with anxiety.  

Hegel et al. (1997) also found that one-half or more of ICD recipients develop 

clinically significant negative emotional states that persist over time, suggesting that 

spontaneous remission might be rare. As a result, physicians should consider that 

emotional difficulties may not dissipate naturally, and psychiatric and psychological 

interventions may be warranted. In addition, as many as one-third of ICD recipients 

displaying low-level symptomatology at one time could escalate to clinically significant 

levels within 1 year. In patients presenting with sub-clinical levels of anxiety and 

depression, early intervention may prevent later difficulties. 

Sears et al. (2004) found that the occurrence of ICD-specific fears and symptoms 

of anxiety (e.g., excessive worry, physiological arousal) are the most common 

psychological symptoms experienced by ICD recipients. As stated earlier, the underlying 

arrhythmic condition is most likely the cause of symptoms of depression and/or anxiety 

associated with limited control over VT, the unpredictable aversiveness of shocks, the 

experience of lack of control over the shock, and a lack of confidence in their ability to 

cope with shocks (Sears, Todaro, Lewis, Sotile, & Conti, 1999).  
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Mauro (1998) wanted to know if there was a relationship between uncertainty and 

psychosocial adjustment among recipients of an ICD. He found that ICD recipients with 

greater uncertainty had poorer overall psychosocial adjustment, as well as poorer 

adjustment in domestic and social environments and in sexual relationships. They also 

had more psychological distress than those with less uncertainty. Further, fear, 

embarrassment, suffering, and family consequences worsened for many of the recipients 

during the 3 to 12 months after implantation (Flemme et al., 2001).  

Godemann et al. (2004) reported that psychiatric syndromes, such as 

somatization, also influence mental factors. Patients with somatization feel more tense, 

worry more about their body, are more keenly aware of body signals, and take them more 

seriously. The increased worries about the body and constant self-observation may in fact 

trigger physical symptoms. Psychiatric symptoms like somatization and phobic anxieties 

have a considerable influence on the physical and psychological QoL in ICD recipients.  

Dunbar (2005) stressed that determining the factors associated with psychological 

distress is important so that patients at risk can be identified and, if modifiable, these 

factors can be targeted through effective and preventive interventions. Factors associated 

with increased psychological distress and reduced functioning have included age, being 

female, low social support, multiple comorbid conditions, ineffective or passive coping 

behaviors, negative interpretations (illness appraisal) of the meaning of ventricular 

arrhythmia and its treatment with an ICD, increased numbers of symptoms and associated 

distress, reduced physical functioning, and multiple ICD activations and storms (Jenkins 

et al., 1996; Sears & Conti, 2002).  
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Dunbar (2005), continuing with her concerns related to addressing psychological 

distress, found that intervention provides ICD recipients with accurate, realistic, and 

specific information on which to base cognitive appraisal of their symptoms and illness, 

thereby enhancing normalcy and reducing feelings of threat and fear. In addition, 

expanding patients‘ repertoires of active coping strategies in relation to demands 

encountered in early and later recovery after implantation of an ICD fosters a greater 

sense of control and mastery, thereby increasing the likelihood that recipients will have 

positive psychological and functional outcomes. If these outcomes are accompanied by 

reductions in the psycho-physiological stress response, additional benefits may accrue in 

the form of decreased arrhythmia and ICD activity. Studies with ICD recipients have 

suggested that those who felt better prepared for living with the device had better medical 

and psychosocial outcomes (Heller et al., 1998). Disruption in psychological status or 

QoL potentiates pathological processes that increase the risk for SCD in people who have 

ICDs. The full benefits of ICDs can be achieved only when each person‘s psychosocial 

status and QoL are maintained (Thomas, Friedmann, Kao, Inguito, & Metcalf, 2006). 

Another psychological issue of importance for the SCD survivor/ICD recipient 

concerns thoughts about surviving the cardiac event. Kamphuis et al. (2004) reported that 

confrontation with death is a theme that deeply affects ICD patients. Respondents had 

expected that death would be bleak and needed to be seen as a threat. In contrast to this 

general image of death, meeting death was described by most respondents as ―positive.‖ 

As a result, they no longer regarded death as a threat. The confrontation with the 

finiteness of life resulted in a changed approach to life in some respondents. Facing death 

also made some people realize that they were lucky, and that life should not be taken for 
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granted. Life was appreciated more than before. However, this confrontation was not 

always positive. Some ICD recipients experienced having less of a grip on their lives in 

general.  

Social Functioning: Social Support as a Coping Strategy 

This section of the literature review includes studies that discuss coping strategies 

used by ICD recipients and ways of enlisting social support, including (a) talking with 

family and others about feelings, struggles, and medical issues, (b) talking to other 

survivors to feel connected and understood, (c) joining support groups, (d), seeking 

education regarding cardiac health and living with an ICD, and finally, (e) dealing with 

driving restrictions and reliance on others.  

Coping is defined as constantly changing cognitive and behavioral effort to 

manage stress (Folkman, Lazarus, Gruen, & DeLongis, 1986) and serves two primary 

purposes: alleviation of emotional discomfort and increased ability to deal with a 

problem. Kuiper and Nyamathi (1991) studied coping strategies used by patients living 

with an ICD. They looked at the responses of 20 ICD recipients to assess both problem- 

and emotion-focused coping techniques. Problem-focused coping is defined as actions 

taken to alleviate stress, such as obtaining information and asking others for assistance. 

Emotion-focused coping is defined as mental strategies to lessen stress, such as optimism, 

avoidance, or distancing behaviors.  

Dunbar (2005) believed that recovery after implantation of an ICD and adaptation 

to the device requires learning new information and behaviors for specific self-care. That 

is, problem-focused coping is more desirable than emotion-focused coping. Recipients 

can be taught active coping behaviors to reduce feelings of helplessness and depression, 
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resulting in improvements in health outcomes (Speigel, Bloom, Kraemer, & Gottheil, 

1989). 

Further, research on coping with ICDs and other cardiac problems suggests that 

emotion-focused coping many not be effective in the context of intense physical 

symptoms and/or novel stressors and may lead to more negative emotional outcomes than 

problem-focused coping does (Dunbar, Jenkins, Hawthorne, Porter, & Dudley, 1997; 

Keckeisen & Nyamathi, 1990). Thus, interventions to promote problem-focused coping 

are warranted (Dunbar, 2005). Kuiper and Nyamathi (1991) also found that ICD 

recipients reported seeking support as another frequently used coping mechanism. This 

support was sought from their health care providers, family members, and support groups 

(M. White, 2002). Support was also sought through religious and spiritual affiliations. 

Social support is defined as the emotional and material resources available to an 

individual through relationships with others that facilitate well-being and the ability to 

overcome stressors (Wethington & Kessler, 1986). Social support is associated with 

positive physical and mental health outcomes (Cohen, 2004; Kawachi & Berkman, 2001) 

in clinical and non-clinical populations; conversely, lack of social support has been 

linked to negative outcomes, such as increased mortality, in both cardiac (Eng, Rimm, 

Fitzmaurice, & Kawachi, 2002; Helgeson, 2003; Kawachi et al., 1996; Krumholz, Butler, 

& Miller, 1998) and non-cardiac (Cohen, 2004) populations. The proposed mechanisms 

by which social support can facilitate QoL include (a) mediating the body‘s hormonal 

stress response; (b) buffering the occurrence and impact of stress; (c) providing social 

comparisons to others, which increases self-esteem and normalizes concerns; and (d) 
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providing individuals with opportunities to help others and practice using the lessons they 

have learned (Helgeson, 2003; Kawachi & Berkman, 2001). 

Women with devices, in particular, may attempt to engage in socialization as a 

coping technique only to find great difficulty due to post-implant body image problems 

and a lack of peers to serve as normalizing comparisons (Walker et al., 2004). Walker et 

al. also discovered that women‘s social support roles are challenged because of a stress 

reaction characterized by a ―tend and befriend‖ response, in which women continue to 

nurture and care for others despite their own physical limitations, rather than retreating 

and taking care of self. Further, a woman‘s identity as a caretaker and caregiver can be 

threatened by the actual and perceived activity limitations imposed by the ICD or the 

underlying heart condition. 

Social support is a coping mechanism utilized more often by women than men 

(Walen & Lachman, 2000). Women‘s frequent utilization of their social support networks 

during times of stress is considered a healthy response to such stressors as ICD 

implantation. Women with limited social support may not return to full functioning as 

well as others with multiple social networks (Walker et al., 2004). 

Social support is an important coping resource that changes demands and enables 

coping (Thoits, 1986) and has been linked to decreased mortality in people who have 

cardiac disease (Case, Moss, Case, McDermott, & Eberly, 1992). Effective social support 

is often provided by persons who have experienced similar stressful circumstances 

(House, Umberson, & Landis, 1988). 

As mentioned previously, Dougherty (1990) measured the emotional responses of 

SCD survivors. Her results indicated that individuals were very disturbed by their 
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experiences during the recovery process. M. White (2002), a practicing cardiac nurse, 

concurs with Dougherty and found that the early postoperative period is marked by 

feelings of uncertainty and dependence. During this time, ICD recipients worry about 

their ability to return to work and question their ability to be productive, contributing 

members of society. M. White believed it is important to acknowledge the recipients‘ 

feelings and help them to identify adaptive skills to facilitate the recovery process. She 

also found that the later postoperative phase is characterized by gradual acceptance of the 

device. As part of the acceptance process, recipients found verbalizing their fears to be 

helpful. 

Eads et al. (2000) believed that healthcare professionals could help normalize 

specific fears of ICD recipients by discussing them with their patients and, thus, helping 

them understand that fear is an expected part of receiving an ICD. In addition, avoidance 

of discussing the negative aspects of having an ICD can elevate the risk of experiencing 

ongoing emotional distress. Encouraging recipients to speak about their feelings can 

minimize the probability that questions will go unanswered and negative mood states will 

exacerbate. 

Fridlund, Ivarsson, Bolse, Sandstedt, and Fridlund (2000) conducted a study to 

describe how patients living with ICDs conceive their life situation. Six categories 

emerged: (a) a feeling of safety, (b) a feeling of gratitude, (c) a feeling of being present in 

the world, (d) having a network, (e) having a belief in the future, and (f) gaining 

awareness. Their findings illuminate the beneficial, as well as the intrusive, effects of 

having an ICD and emphasize the need for support groups for patients and families.  
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ICD support groups can serve as an adjunctive intervention and may be especially 

appropriate for those lacking adequate social supports or for families experiencing higher 

than expected levels of distress. Through education, social support, and vicarious 

learning, group participation provides an opportunity for normalization of fears and 

mobilization of coping resources (Badger & Morris, 1989). Further, support groups are a 

popular adjunctive treatment for ICD recipients because they provide an efficient conduit 

for education spanning the biopsychosocial domains (Engel, 1977). The active 

ingredients of support groups probably center on the universality of many recipient 

concerns and the sharing of information and strategies to deal effectively with these 

concerns (Sears & Conti, 2002). 

Thomas et al. (2006) reported that support groups are beneficial for reducing 

stress and enhancing adjustment of recipients of ICDs (see also Badger & Morris, 1989; 

DeBasio & Rodenhausen, 1984; Dickerson, Posluszny, & Kennedy, 2000; Molchany & 

Peterson, 1994; The Zapper, 2006). People have expressed their need to discuss their 

experiences with others having similar experiences (Ocampo, 2000). These groups 

provide ICD recipients with information, encouragement, and therapeutic friendship 

through group camaraderie (Thomas et al., 2006). 

Differences between people who did and did not attend support groups were not 

significant (Badger & Morris, 1989; Molchany & Peterson, 1994), although anecdotal 

notes suggested improved perceptions of the ability to cope in people who attend support 

groups. The results suggest that support groups may be beneficial for ICD recipients and 

their families. Of crucial importance to recipients were the benefits of discussing with 

other ICD recipients how a shock felt (Dunbar, 2005). Support groups, whether online or 
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face-to-face, create a bridge between members in this community. Support groups 

connect and provide a gathering place for sharing stories, interpreting, and integrating 

changes into their lives. They are a place for learning how to manage fears (Dickerson, 

2002). 

Myers (2005) sought to determine whether participation in a support group 

influenced perception of social support and level of anxiety in patients who received an 

ICD. In addition, she wanted to identify the relationships among time, residency (urban 

or rural), social support, social networks, and anxiety. She found that as satisfaction with 

social support increased, anxiety levels decreased. In addition, those with a larger social 

network had higher satisfaction with social support. Those who did not attend a support 

group had more people in their social network, and those who live in an urban area had 

greater satisfaction with support.  

Kamphuis et al. (2004) found that ICD recipients need social support from 

hospital admittance until 1 year after discharge. They also reported that recipients regard 

the home and family as safe havens. The social support given by the family was mostly in 

the form of listening and being empathetic. Most ICD recipients were very satisfied with 

the support they received from their families. Recipients valued it highly if good 

relationships continued or improved after the operation as they felt they were understood 

and taken seriously. Unfortunately, some relationships weakened or discontinued. Lapse 

in relationships occurs because the physical and emotional deficits experienced by the 

SCD survivor are not always easily distinguishable by those closest to them. The loss of 

relationships, as well as a lack of understanding from family and friends, was 

experienced as a serious disappointment. Another negative aspect concerning 
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interpersonal relations is a disproportionate concern from family members. This happens 

when the amount of support offered is greater than the amount of support needed, 

resulting in over-protection. This phenomenon is found in relationships with persons who 

are very close to the ICD recipient (Schuster et al., 1998).  

Health care providers reported that the most common health care concern among 

their ICD recipients was lack of ICD knowledge and difficulty coping with ICD shocks 

(Sears et al., 2004). Assessing the degree of ICD knowledge can determine whether lack 

of knowledge or misinformation is a contributing factor to distress and a potential target 

of intervention (Sears et al., 2004). ICD recipients want more information to help them 

cope with or adjust to their ICD and believe that education as an intervention is effective 

(Sears & Conti, 2002). Numerous studies (Eads et al., 2000; Eckert & Jones, 2002; 

Shaffer, 2002; Steinke, 2003; Tagney, 2004; E. White, 2000; Wolbrette & Naccarelli, 

2001; Yeo & Berg, 2004) have reiterated the importance of providing recipients with 

thorough and diverse information regarding their device and everyday functioning 

including occupational responsibilities, physical, and sexual activity (Kuhl, Sears, & 

Conti, 2006).  

Reid et al. (1999) asked ICD recipients to rate, on a scale of 1 to 8, the most to the 

least important sources of information in helping them become knowledgeable about 

their device. Options included (a) a teaching session in a hospital, (b) the implanting 

cardiologist, (c) another cardiologist, (d) local doctor, (e) nursing staff, (f) cardiac 

technician, (g) manufacturer‘s booklet, or (h) other unidentified sources. Only 6% of the 

recipients recalled taking part in a hospital teaching program, whereas 64% would have 

liked to. Ninety-five percent had not been part of an ICD support group, mostly because 
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none was available or accessible. Although this suggests a perceived need by recipients 

for more education and support in the early period after ICD insertion, 81% were 

satisfied they now knew enough about managing their lives with the ICD. Despite 

receiving information from other sources about the ICD, and eventually gaining sufficient 

knowledge of the ICD for their own needs, nearly two-thirds of recipients would still 

have liked to have taken part in a hospital teaching program. To date, few in-hospital 

teaching sessions are available. 

In addition to in-hospital teaching, there are other ways to receive ICD education. 

A psycho-educational program administered via telephone yielded long-term, significant 

reductions in anxiety, concerns about physical functioning, and fear of death, and 

increased self-efficacy. The results were determined by administering several health 

questionnaires, once at baseline, then again at 6 and 12 months post telephone teaching 

(Dougherty, Thompson, & Lewis, 2005). This suggests that psychological or educational 

interventions for ICD recipients need not be solely restricted to traditional formats (Kuhl 

et al., 2006). Further, use of an Internet discussion board encourages information sharing 

(Dickerson, Flaig, & Kennedy, 2000).  

Although educational approaches have been recommended (Knight, Livingston, 

Gawlinski, & DeLurgio, 1997; Yeo & Burg, 2004), limited time and access for ICD 

recipients in acute care for learning about life with an ICD have hampered these efforts, 

and few interventions to reinforce recipients‘ retention of knowledge have been reported 

(Dunbar, 2005). Further, education is a necessary, but not a sufficient, component of 

therapy. Education can serve to alleviate negative emotions for recipients who are fearful 

or sad because they lack knowledge or hold incorrect beliefs about the ICD and shocks. 
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However, further remedies may be necessary for some ICD recipients. Some recipients 

will require more individualized, tailored cognitive-behavioral or pharmacological 

interventions to address more completely their psychosocial needs (Sears & Conti, 2002).  

Frizelle, Lewin, Kaye, Hargraves et al. (2006) examined the effects of a 12-week 

intervention consisting of education, relaxation, and at-home exercise, and found a 

reduction in anxiety and depression. Chevalier et al. (2006) administered small-group 

therapy, including relaxation techniques, communication enhancement, and problem-

solving skills to ICD recipients to examine the impact on incidence of device firings. At 

3-months post-treatment, recipients who were not taking anti-arrhythmic medications 

found that they had significantly fewer shocks than those who did not participate in 

therapy, or relaxation, but continued to take anti-arrhythmic medications, although those 

effects were nondetectable at 12 months. 

Sears et al. (2004) believed the broad goal of therapy with ICD recipients is the 

enhancement of QoL through the provision of skills to cope successfully and confidently 

with ICDs and shocks, thereby improving psychosocial functioning. For optimal 

adjustment, ICD recipients should be able to (a) display adequate ICD-related 

knowledge, (b) manage stress through the application of specific skills, (c) be active in 

their environment, and (d) demonstrate adaptive thinking. 

E. White (2000) reported that, in addition to the onslaught of medical issues and 

social and emotional concerns that ICD recipients face, another area of social functioning 

that is a major concern for most recipients is the ability to drive a car. Most recipients are 

unable to resume driving depending on state laws and the patient‘s particular condition; 

they are instructed to avoid operating a car for a minimum of 3 to 6 months after the last 
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symptomatic tachydysrhythmia event (Sears & Conti, 2002). Psychologically, the 

inability to drive is a blow to some patient‘s self-esteem and sense of independence (E. 

White, 2000).  

Further, the ability to resume driving after receiving an ICD may affect 

employment opportunities and has considerable impact on the recipients‘ lifestyles. Few 

motor vehicle accidents and associated injuries have been reported in drivers with an 

ICD, but debate continues about the type of medical advice that should be offered, and 

the rationale, duration, and enforcement of driving restrictions (Anderson & Camm, 

1994; Beauregard, Barnard, Russo, & Waxman, 1995; Jung & Luderitz, 1996; Larsen et 

al., 1994). The lack of consensus and resultant ambiguity about driving is likely to be a 

source of uncertainty and concern for some ICD recipients (Reid et al., 1999). 

The members of the ICD recipient‘s immediate family often drive them to their 

various appointments and to work if necessary. Some recipients may have accessibility to 

convenient and reliable public transportation or the financial means to hire a driver or 

taxis. Nevertheless, the 3- to 6-months period for which they must remain 

tachydysrhythmia free in order to resume driving is a long time to rely on alternative 

forms of transportation. It is difficult to become reliant on others to manage the business 

of day-to-day life.  

Importance of Social Support for Cardiac Patients 

The following literature confirms the need for socially supportive interaction 

when facing a health crisis. The research focused on health outcomes (physical and 

emotional) for people with various cardiac conditions, and health problems in general. 
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Okkonen and Vanhanen (2006), in their study of the connections among family 

support, living alone, and subjective health after coronary artery bypass (CAB) surgery, 

reported that marital support and flexibility were found to make an independent 

contribution to the recovery of patients with cardiac disease (Elizur & Hirsh, 1999). 

Coyne et al. (2001) reported that high marital quality significantly contributes to patient 

survival during a 4-year follow-up period, and that social support was especially crucial 

to the survival of women. Chin and Goldman (1997) found that single marital status was 

an independent predictor of death in 257 heart failure patients during a 2-year follow-up 

period.  

In addition, social support and social interaction can modulate cardiovascular 

reactivity as demonstrated in an experimental study measuring heart rate and blood 

pressure, in which participants who received social support had fewer cardiovascular 

responses than those who did not receive social support (Gerin, Pieper, Levy, & 

Pickering, 1992). Further, in women, depressive symptoms and social support accounted 

for a significant 43% increment in the variance in pain after controlling for age and 

severity of disease (Okkonen & Vanhanen, 2006). Finally, Okkonen and Vanhanen 

reported that the literature suggests there may be a unique protective effect of 

participating in organized and regular social activity. In older persons, the lack of 

participation in groups and absence of comfort in religion have been found to be 

independently related to risk of death after cardiac surgery (Oxman, Freedman, & 

Manheimer, 1995). 

Okkonen and Vanhanen (2006) found that the subjective health of those who 

receive more support from their family is better than of those who receive less support, 
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with family support providing a strong connection with psychologic well-being. Further, 

they believe the connection between family support and subjective health remains 

significant after controlling for gender, age, and vocational education. In their estimation, 

family support seems to protect subjective health and promote recovery. 

Rook (1994) believed that companionship may have a positive and independent 

contribution to emotional health among older adults. Further, the effect of positive social 

interaction on symptom impact and perceptions of global health contribute evidence that 

the beneficial effects of companionship may extend to self-reported physical health. To 

conclude, Shen, McCreary and Myers (2004) strongly recommended that cardiac 

rehabilitation programs include behavioral components to reinforce social support 

systems, promote optimistic attitudes, modify pessimistic thoughts, reduce maladaptive 

coping, and lower hostile tendencies. They believed it is important to screen, treat, and 

prevent depression for patients in rehabilitation. Programs that encourage optimistic 

expectations and provide social support in the form of group discussion, stress relaxation, 

and mood management may achieve the greatest health benefits for patients in treatment. 

Berkman and Glass (2000) defined instrumental support as help, aid, or assistance 

with tangible needs being met such as getting groceries, getting to appointments, 

phoning, cooking, cleaning, or paying bills. Some studies that investigated the 

relationship between emotional or instrumental support and post CAB health-related 

quality of life suggest a beneficial effect (Oxman & Hull, 1997; Parent & Fortin, 2000; 

Pirraglia, Peterson, Williams-Russo, Gorkin, & Charlson, 1999). Further, perceived 

instrumental support, was an independent predictor of 6-month change in post-CAB 

mental health even after considering a large set of potential confounders. One study of 
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community-dwelling older adults found that perceived tangible support predicted lesser 

likelihood of depression 3 years later (Oxman, Berkman, Kasl, Freeman, & Barrett, 

1992), and another study of CAB patients found that frequent instrumental support 

predicted fewer post-operative depressive symptoms (Pirraglia et al., 1999). 

Instrumental support as supplied by social networks helps participants meet goals 

for behavior change (Barry et. al, 2006). Fleury (1993) found that social networks 

provide assistance with transportation, assist with household chores, facilitate access to 

rehabilitation programs, and assist in negotiating the health care system. Kerr and 

Fothergill-Bourbonnais (2002) conducted a study of women after myocardial infarction 

and found that social networks provided instrumental support in the form of assistance 

with meals, domestic duties, and transportation. Another role of social networks is 

facilitating the process of receiving medical care or health services, especially during 

acute situations. Patients reported finding it helpful when social network members 

facilitated their ability to see their physician by providing physical transportation or 

monetary help such as cab fare (Boutin-Foster, 2005). 

Barry et al. (2006) continuing their discussion of instrumental support believe it is 

possible that the availability of frequent instrumental support is likely to bring greater 

calmness and peace of mind, thus resulting in positive health outcomes. In addition, 

regarding recovery from CAB surgery, the availability of someone to help with daily 

chores and provide transportation is likely very comforting, thus helping to account for a 

positive change in mental health. In terms of instrumental support, it can be postulated 

that frequent instrumental support may be particularly meaningful for persons with low 

levels of mental health. The importance of having someone available to run errands while 
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recovering from serious surgery, for example, may be particularly salient for individuals 

with initially high levels of anxiety or depressive symptoms. To conclude, patients who 

have perceived unmet instrumental support needs have been shown to have worse 

outcomes compared to those whose needs are fulfilled (Woloshin et al., 1997).  

The relational content of social support includes emotional support (caring, 

physical affection) and informational support (provision of information and advice) 

(Luttick, Jaarsma, Moser, Sanderman, & van Veldhuisen, 2005). Emotional support is 

also characterized by the amount of ―love and caring, sympathy and understanding, 

and/or esteem or value available from others‖ (Thoits, 1995). Janevic et al. (2004) 

believed that emotional support may provide reassurance and perspective in a manner 

that enhances perceptions of health and well-being. In addition, sharing concerns and 

fears about their illnesses with others is an important way to reduce stress (Lisk & Grau, 

1999), suggesting that emotional/informational support may buffer the impact of illness-

related stress on health (Lyons, Sullivan, & Ritvo, 1995; Wortman & Conway, 1985). 

Conclusion of the Literature Review 

Dickerson (2002) wanted to know how ICD recipients perceive their living 

situation. She analyzed transcripts of stories told by individuals with ICDs to understand 

their perspective. In the course of her research, she found three related emerging themes: 

(a) losing control: technology as lifesaving yet changing everything; (b) getting on with 

living: regaining control or conditional acceptance; and (c) creating a new vision: 

transformation or tenuous truce. The constitutive pattern she found was redefining life 

while forestalling death.  
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The first theme—losing control: technology as lifesaving yet changing 

everything—concerned the participants discovering that they were prone to recurrent, 

potentially fatal arrhythmias, which were often unexpected and which brought a profound 

realization that their lives had suddenly changed. They were forced to consider the 

possibility of their own death, and with that realization came a feeling of losing control. 

This situation became a source of anxiety as the fear of death became more of a reality 

and the experience became ―very sobering.‖ Further, the recipients‘ sense of loss of 

control of their previous life was magnified when they first became immersed in the 

health care system, because professionals often assumed that they would choose life-

saving technology (ICD) over death (Dickerson, 2002). 

The second theme—getting on with living: regaining control or conditional 

acceptance— refers to recipients knowing they must get on with life and try to achieve 

normalcy. To that end, some of them found help by gathering meaningful information 

about what to expect, what is normal, and what to do. This helped them to develop 

contingency plans for potential problems. This information came from online sources and 

face-to-face support groups of others who have ICDs. 

The final theme—creating a new vision: transformation or tenuous truce—refers 

to the individuals learning to find some value in their newly defined lives. They adjusted 

their thinking from the immediate distress about their mortality to the appreciation of 

more long-range concerns. They learned to find value in life as it is. 

To conclude, implantation of the ICD changes many things in an ICD recipient‘s 

life— physically, psychologically, and socially. All studies describe a complex life 

situation after ICD implantation. Anxiety and uncertainty play an important role in the 
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way people experience these changes. Uncertainty is related to the future, recovery, and 

how receiving a shock will be experienced; disappointment is largely caused by changing 

relationships within their social network. ICD recipients are very disappointed when 

friends let them down unexpectedly or do not understand the situation. There is further 

disappointment because the ICD recipient‘s own body cannot function autonomously 

anymore, but needs an ICD. 

ICD recipients are not easily aggregated with other cardiac or medical patients, as 

shocks are an exclusive feature of the ICD experience. The benefit of ICD shock can 

negatively affect QoL, which has significant psychosocial impact (Sears et al., 2004). 

However, the ICD also represents a life-saving intervention for people who are at 

significant risk of ventricular arrhythmias. Together with proper, routine psychosocial 

care and supportive communication, ICD recipients can expect not only desirable health 

outcomes, but also enhanced QoL (Eads et al., 2000). 

Summary of Findings from the Literature Review 

Studies that chronicle the psychological experiences of SCD survivors, at least at 

a cursory level in the aftermath of SCD, are those conducted on recipients of ICDs. The 

studies were focused on QoL in terms of (a) biological/physical issues—post-SCD 

sequelae, (b) psychological issues—emotional response to surviving SCD, and (c) social 

functioning—social support as a coping strategy.  

The biological/physical issues, post-SCD sequelae section, included studies that 

examined biophysical changes after surviving SCD. QoL issues were impacted because 

the defibrillator was implanted in the body. Some of these issues included physical 
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discomfort, reduced physical activity, sleep disturbances, cognitive deficits such as 

memory loss, reduced sexual activity, and receiving life-saving shocks.  

In addition, the section on psychological issues examined the emotional responses 

SCD survivors/ICD recipients experience after surviving cardiac arrest and dealing with 

the challenge of serious health issues. These studies found that many ICD recipients 

suffer from anxiety and depression. Fear of experiencing a shock was closely associated 

with the occurrence of depression, while avoidance of activities was associated with 

anxiety. In fact, the occurrence of fears related to having an ICD and symptoms of 

anxiety are the most common psychological symptoms experienced by ICD recipients. 

Further, the studies also touched on how the recipient‘s life is forever changed because of 

implantation of the ICD. Nevertheless, the recipients were glad to have a second chance 

at life, but acknowledged how living with an ICD has complicated their lives. 

Finally, the social functioning, social support as a coping strategy section of the 

literature review, looked at studies of coping strategies and types of social support 

enlisted by ICD recipients, including (a) talking with family and others about feelings, 

struggles, and medical issues, (b) talking to other survivors to feel connected and 

understood, (c) joining support groups, (d) seeking education regarding cardiac health 

and living with an ICD, and finally, (e) the inability to drive, and reliance on others to 

help with day-to-day living. The most important coping strategy enlisted by most ICD 

recipients was to seek social support from either their families or a support group. 

As stated previously, there was no well-articulated theoretical framework for 

studies that discussed the psychological challenges of SCD survivors. This literature was 

limited, and the writings that did discuss the psychological sequelae of surviving SCD 
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focused on assessing for clinical diagnoses such as anxiety and depression. ICD studies 

investigated certain aspects of EERS experiences and represented the research closest to 

my topic, but did not focus on issues that were important to consider regarding 

psychological support post-SCD. It was my intention to fill an existing gap in the 

research by specifically studying the EERS experiences of SCD survivors. I determined it 

was important to broaden the scope of the research on this population and asked SCD 

survivors about their EERS experiences.  
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Chapter 3: Research Methods 

Semi-structured interviews were analyzed using thematic content analysis to gain 

a better understanding of the EERS experiences and psychological challenges involved 

with surviving SCD, to develop a treatment modality for post-SCD trauma, and to 

provide useful information that helps other survivors of SCD. The following section 

explains the combination of methodologies used to conduct the research. 

Research Design 

SCD survivors were interviewed using a semi-structured questionnaire format in 

order to garner information about their EERS experiences. The semi-structured 

questionnaire provided participants with the freedom to explain situations in their own 

words, and to establish a conversational tone during the interview. The purpose was to 

have participants tell their stories while describing incidents and providing examples. 

Their survival stories provided rich descriptive context that makes qualitative research 

valuable, interesting, and significant (Morse & Field, 1995). After the interview data 

were collected, the transcribed material was analyzed using thematic content analysis.  

Participants 

Fifteen adult SCD survivors who had experienced an episode of SCD were 

recruited from members of The Zaplist, an online Yahoo Group that functions as a 

support group for people who have an ICD. The recruitment process is described under 

data collection procedures.  

The Zaplist has approximately 639 participants, with membership throughout the 

United States and from a few foreign countries. The participants are members of an 

active online support group in which the details of cardiac events are discussed on a daily 
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basis. The participants are people who seek social support, discuss the details of their 

illness, and read the details of others‘ experiences. The online site is for ICD recipients, 

their family members, and professional caregivers. It provides a way to exchange ideas, 

tell stories, ask questions, offer solutions, and learn how to live with having an ICD. The 

group also has Zap*Chat, a weekly online, real-time, support group meeting. During that 

meeting, they have invited guests and discuss different topics, including ICD news, 

research findings, and medication updates and warnings. 

The research participants included SCD survivors of both genders, from various 

age categories, geographical areas, ethnic groups, and occupations, who had ever 

experienced an episode of SCD. There were 8 female and 7 male participants. They 

ranged in age from 38 to 74 years old. The respondents were from eight different states 

and from one other country: California, Florida, Illinois, Kansas, Missouri, Oregon, 

Texas, Washington, and Canada. The participants‘ ethnic backgrounds included Anglo 

American, and Native American. The respondents occupations were varied (Appendix A) 

with 6 currently employed, 6 disabled (occupation listed prior to disability), and 3 retired, 

albeit early retirement because of their cardiac conditions. The majority of the 

participants said they were interested in participating in the study, because they wanted to 

help the researcher develop the treatment modality for psychological support post-SCD.  

Data Collection  

Procedures. Fifteen adult SCD survivors who had experienced an episode of SCD 

were recruited from the online support group, The Zaplist. Three recruitment postings 

were submitted to the online chat forum. In the first posting, I personally addressed the 

group, for I had initially been a participating member and had previously recruited for my 
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pilot study for this research, and briefly discussed the details of the study (Appendix B). 

In the subsequent postings, I reiterated the details of the study, my need for more 

participants, and my desire to establish a treatment modality for psychological support 

post-SCD. After the third posting, I was able to obtain 15 participants.  

In the postings, the prospective participants were asked to e-mail or phone me 

directly, and not to state their intention to participate to the group. At the time of 

expressing either by phone or e-mail their intent to participate, I determined if the person 

was qualified for inclusion and answered any questions the participant had regarding the 

study. As part of the recruitment process, the participants were asked to rate their current 

overall physical and mental health on a scale of 0 - 10, with zero being overall poor 

health, and 10 being exceptionally healthy. Only those who rated their overall physical 

and mental health at a score of five or better were included in the study. I also asked if 

their defibrillator had discharged during the previous 3 months. If it had, they were 

excluded from the study. The physical and mental health rating and the current 

defibrillator discharge exclusion were added to the recruitment process as a protective 

measure to ensure that recruits with compromised health would not be in a position to 

suffer any further harm because of participating in my research. 

The respondents were asked not to discuss their participation with the group to 

ensure their confidentiality and to prevent biasing other group members or the outcome 

of the study. If the participant was eligible and still interested in participation, he or she 

was sent a recruitment letter, which also included the interview protocol (Appendix C), 

and the consent form (Appendix D).  
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Possible risks and safeguards. The participants were informed of possible risks of 

participating in the study and the safeguards that were in place to minimize those risks. 

This information was included in the consent form (Appendix D). Any questions the 

participant had regarding risks and safeguards were addressed prior to commencing the 

interview. 

Confidentiality. Confidentiality issues were also detailed in the consent form 

(Appendix D). Any questions the participant had regarding confidentiality were 

addressed prior to commencing the interview.  

Procedures continued. After carefully reviewing the details of the consent form, 

the participant was asked to electronically sign the form, indicating their understanding 

and consent to participate in the research. They were asked to return the consent form 

either by facsimile or e-mail to the researcher. In both instances, the faxed or e-mailed 

copy was theirs to keep for their records. After obtaining the participant‘s consent, I then 

arranged a time for the interview. 

Subsequent phone calls or e-mails transpired to determine a date and time for the 

interview. All of the interviews were conducted either via Internet chat technology or by 

e-mail. The Internet chat conversations took place utilizing various forms of Internet chat 

technology (free interactive software, such as AOL Instant Messenger [AIM]) that 

allowed for synchronous typing between two people as in a written conversation (Laszlo, 

1999). The chat technologies utilized were AIM, Yahoo, MSN Messenger, and G Mail 

Messenger. The use of Internet chat technology provided an automatic transcription of 

the conversation, which was ready for immediate analysis and interpretation. Some of the 

interviews were conducted via e-mail, which also allowed for back and forth interaction 



 

 

43 

with the respondent and provided an automatic transcription of the interview. After each 

interview was completed, the text was copied into a Word document to prepare for data 

analysis. 

The participants communicating via online chat technology or by e-mail had the 

ability to chat from any location and were asked to ensure that no one could read his or 

her computer screen, and I did the same. The interviews took place over a 1-month 

period. 

Interview Protocol 

The following questions were used as a guide to elicit responses from the 

participants: 

Icebreaker: 

 Tell me a little about yourself. 

Starter Question: 

 Would you tell me what happened the day of your cardiac event? 

Key Questions: 

 Tell me about your emotional experiences after surviving Sudden Cardiac Death. 

 How have you coped during the aftermath of your cardiac event? 

 In the immediate aftermath of your cardiac event, what kind of assistance do you 

think would have been most helpful to you? 

 What kind of assistance would be helpful to you now? 

 What aspects of the assistance you have received have been the most important to 

you? 

 What has facilitated your emotional healing? 

 Have you received any assistance with your emotional healing process? 

 What kind of emotional healing assistance would be helpful to you now? 
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 How did surviving this event impact your religious beliefs and practices? 

 How did surviving this event impact your spiritual beliefs and practices? 

 Did your religious or spiritual beliefs and practices play a role in your recovery? 

 Do you think your cardiac event had emotional or spiritual significance in your life? 

 Have you wondered why you survived SCD? 

 Has surviving Sudden Cardiac Death changed you? 

 Is there any question I should have asked you regarding your experience, to shed 

some more light on your emotional needs and experiences in the aftermath of the 

cardiac event? 

To summarize, the data collection process included the following steps: (a) online 

recruitment posting; (b) response indicating participation interest; (c) health rating; (d) 

information dissemination (recruitment letter, consent form); (e) consent form returned; 

(f) scheduling; (g) interview; and (h) transcript of interview copied to Word document. 

Once the data collection process was complete, I continued the research process with an 

analysis of the data.  

Data Analysis 

The online chat interviews and e-mails were ready for immediate analysis. After 

the completion of the interviews, the text was copied into a Word document with 

generous margins added to both sides of the page to permit the left side margin to be used 

for coding, and the right side margin to be used for comments regarding content. The 

transcriptions of the chat sessions were edited for spelling and grammatical errors, and 

names were removed to protect the identity of the participant and replaced by their 

participant number.  

After preparing the interviews for analysis, I used a process for reviewing the data 

called pawing. Pawing is a procedure by which the texts were marked with highlighters, 
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key phrases were underlined, and notes regarding possible themes and other content were 

marked in the right margin (Ryan & Bernard, 2003). This helped me to get a feel for the 

text by handling it multiple times. Living with the data in this manner allowed me to 

perform the interocular percussion test, which is where certain patterns ―hit me between 

the eyes‖ (Ryan & Bernard, 2003). This was exactly the case, for after the texts were 

reviewed, many themes emerged from the data. After the pawing was completed, I then 

performed a thematic content analysis, as described below. 

Thematic content analysis. Boyatzis (1998) defined thematic analysis as a process 

for encoding qualitative information. The encoding requires an explicit code. This may be 

a list of themes; a complex model with themes, indicators, and qualifications that are 

causally related; or something in between these two forms. A theme is a pattern found in 

the information that at a minimum describes and organizes the possible observations and 

at a maximum interprets aspects of the phenomenon. Themes were determined and 

identified at the manifest level, which means they were directly observable from the 

interview data.  

A codable moment occured when I noticed a pattern or theme in the data being 

evaluated. Seeing a pattern was the first step in the process of thematic analysis. After a 

theme was noticed, the next step in analysis took place, which was classifying or 

encoding the pattern (Boyatzis, 1998).  

According to Lofland and Lofland (1995), codes (i.e., categories) are devices used 

to label, separate, compile, and organize data. Codes allowed for the grouping of raw data 

into packages of related items. The codable moments or code families were established 

directly from the interview questions. For example, the interview question, ―Tell me 
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about your emotional experiences after surviving Sudden Cardiac Death,‖ yielded the 

code family: Emotional Experiences (Appendix E). After determining the code families, I 

went through each of the interviews and listed the words or codes from the participant‘s 

responses that each code family comprised. The Emotional Experience code family 

yielded 41 codes, for example: anxiety, depression, euphoria, grief, and sadness 

(Appendix E). I went through each interview question using the aforementioned process 

until each question was coded (see Appendix E).  

The last step in the process in thematic analysis is interpreting the patterns 

(Boyatzis, 1998). Patterns, themes, and sub-themes were easier to glean after the codes 

were compiled. The codes and themes were then interpreted and the patterns were placed 

in a data display. 

Data display: Thematic conceptual matrix, diagrammatic presentation. Once 

codes were established and themes were determined, the resulting data were interpreted 

and placed in a visual display. A data display is an organized, compressed assembly of 

information that permits conclusion drawing (Miles & Huberman, 1994). The Thematic-

Conceptual Matrix (TCM) is a table with rows and columns that provides a way to 

organize the interpretation of codes and themes. After I saw a clear pattern evolving from 

the codes and themes, I decided which data to include, how to format the data, and where 

to enter the data in each cell. This analytical processing (Miles & Huberman, 1994) 

provides the results of my research. These results include the major themes that emerged 

from the interviews. In addition to the TCM, I realized a diagrammatic representation of 

the results would be helpful in order to show the relationships among the themes and 
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important events post-cardiac event (results presentations are included with the data in 

Chapter 4).  

The results chapter summarizes what the participants said en masse. The TCM 

features the important themes that came forth when comparing each participant‘s 

responses with those of the others. I made note of certain patterns to see if the patterns 

would remain consistent throughout the other interviews. These patterns and themes are 

discussed in more detail in the results chapter. In addition, the suggested treatment 

modality for post-SCD trauma was developed and is presented in the Discussion. The 

information from the interviews and the suggested treatment modality should provide 

useful information for current and future SCD survivors. 

The data analysis process is summarized as follows: (a) transcribed interviews 

prepared for analyzing, (b) interviews pawed, (c) thematic-content analysis, (d) code 

families established, (e) coding, (f) themes determined, (g) patterns noted, (h) 

themes/patterns placed in TCM, (i) and finally, relationships among themes diagramed. 
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Chapter 4: Results of the Research 

The purpose of this research was to examine the EERS experiences and 

psychological challenges involved with surviving SCD, to suggest a treatment modality 

for psychological support post-SCD, and to uncover useful information that helps other 

survivors of SCD. 

This chapter reviews what the SCD survivors said in their interviews pertaining to 

their EERS experiences. The answers to the interview questions were placed in code 

families then coded (Appendix E). This data analysis allowed me to determine major 

themes emerging from the data. In addition, the suggested treatment modality for post-

SCD trauma was developed directly from the respondent‘s input and is presented. All of 

this information should help current and future survivors of SCD. 

The major themes, as stated previously, are displayed in the TCM (Table 1). The 

relationship among themes and post-cardiac events are presented in diagrammatic form in 

Figure 1. The treatment modality for psychological support post-SCD is presented in the 

Discussion. The following results detail the survival journeys of the participants. 

Survival Stories 

It is important to document a few of the survival stories of the participants. In 

most instances, their survival depended on the fortunate circumstance of being in the 

right place at the right time. If they had not been in the immediate reach of an external 

defibrillator and/or competent medical staff, they most likely would have died. The 

following represent a sampling of their stories: 

I was delivering mail in the mid-afternoon and as I was handing it to a postal 

patron, I collapsed. The animal control officer was literally passing by and gave 

me CPR. The ambulance was at the hospital about three blocks away, and they 
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arrived with the paddles and took me to the ER. I awoke 3 days later with no 

memories of anything for the previous 3 months. 

 

My husband, son and I were on our way to a Memorial Day picnic and concert 

downtown. I had played piano that morning at two (long) church services, then 

hurried to play the afternoon shift. (I  was tired that day.) As we were walking up 

to the site of the outdoor concert, I told my husband I was tired and I needed to 

rest. As I sat down, and he was getting me a drink of water, I passed out. My 

father, mother, and brother were also there and saw everything happen. My father 

had recently had CPR training for his job, and did CPR on me, to no avail. 

Fortunately, an off-duty EMT walked by and knew exactly where the external 

defibrillator was, and was able to get it there. My heart had stopped, but the 

defibrillator started my heart again.  

 

I was in the hospital, just ready to get out the next day. I had a heart attack on 

December 14, and on December 18, at around 3:45 A.M., while I was sleeping my 

heart stopped. According to the nurses, I was not that easy to bring back to 

life…but my father had just passed away in September, so I think he was the one 

that told God to give me a break! So (after external defibrillation) I came back to 

life. Every doctor that came to see me afterward told my mother there was 

nothing that could be done but to put me on a list for a transplant. 

 

I was at work (at the retirement community) and had just finished having lunch 

with one of my friends. I stopped on my way back to my office to see the nurse 

(who was a friend of mine) and asked her if I looked as bad as I felt. She said I 

looked just fine. I told her I felt ―funny‖ and was going to get my briefcase and go 

home. Five minutes later, I was in my office packing up my things, and suddenly I 

felt perfectly awful. I used the intercom to call my friend the nurse and asked her 

to come to my office as quickly as she could get there. I was sitting in my chair 

with my head on my desk when she arrived. I remember her telling me that she 

could not find my blood pressure and that she was calling an ambulance. I also 

recall my boss was there and he was insisting that he was going to take me to the 

hospital in his car. I lost consciousness and woke up in the ambulance. I 

understood that something very serious had happened and found out later that my 

heart had stopped and they defibrillated me in the ambulance. 

 

I woke up on a Monday with a full job list of things to do. I began to have pains in 

my under arm like someone put a sword through me. I started to sweat and 

breathe heavy and realized something bad was happening. Because my daughter 

was asleep in the other room, I did not want to drop dead at home, so I called my 

wife and told her to come and get me. We made it to the emergency room, where 

after my wife persuaded them to get me in there immediately, I proceeded to drop 

dead on a gurney. Everything went pitch black. When I was resuscitated, I felt 

like I was coming out of a black ink lake and the emergency room staff were 

holding me onto the gurney. Once I regained my wits, I calmed down and they 

told me they had to shock me to bring me back to life. 
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These stories are both compelling and remarkable. Most of the participants realize 

how serendipitous it was to be near an external defibrillator at the moment of SCD. Each 

of them received a life-saving shock that restored a normal heart rhythm and allowed 

them to continue living.  

Criteria for Inclusion in the Results 

I had to determine what was important to include in the results based on the 

number of participants reporting similar data. If 3 or more participants stated similar 

remarks, it was considered a notable finding. In reporting the findings, the words some or 

few refer to 3 to 6 participants; half or majority refers to 7-8 participants; and most or 

many refer to a super-majority, which would mean 10 or more of the participants reported 

a similar experience.  

Emotional Experiences 

I asked the participants to tell me about their emotional experiences after 

surviving SCD to understand the range of emotions they were confronted with post-

cardiac event. The preponderance of emotions reflected negative experiences such as: 

depression, despair, devastation, fear, sadness, shock, vulnerability, and worry (see 

Appendix E). One respondent remarked: ―I dwelt on the possibility that I could drop over 

dead at any moment and I became morose and slightly depressed.‖ Another commented: 

―It seems that after each SCD, the depression is just overwhelming. Knowing it could 

have been done and over in a blink of an eye took a lot of meditation.‖ This respondent 

also felt depressed and commented: ―My immediate response was bewilderment. As soon 

as I understood what had transpired I became depressed; then came denial.‖ This 

participant summarized her emotional experiences in this manner: ―I was unstable 
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emotionally. One moment I would be OK and happy and the next, I would be crying. I 

went through sadness, grief, anxiety, euphoria, depression, and despair sometimes on a 

daily basis.‖ Most of the respondents (11) reported experiencing shock and disbelief that 

they had almost died. Further, for some of the respondents (6), the cardiac arrest was the 

launching point for a newly diagnosed cardiac condition, which was difficult to accept.  

Many of the respondents (10) reported experiencing positive emotions, such as 

delight, happiness, and relief (see Appendix E). These emotions were associated with 

thankfulness for being alive and having a second chance at life (see Table 1). One 

respondent remarked, ―I was thankful to be alive, and in wonderment really to still be on 

this earth.‖ Another stated, ―One of my first responses was thank God I am still alive!‖ 

This respondent commented, ―I think I was delighted to realize that I had survived SCD.‖ 

Another said, ―In the beginning of my cardiac arrest recovery, I was happy to be alive.‖ 

This participant sums up how most of the participants felt about surviving SCD and 

acknowledged, ―I was and am very thankful for my bonus time in this life.‖ 

Although most of the respondents were happy to be alive, they also have serious 

cardiac conditions and must endure a lifetime of cardiac ailments (see Table 1). This is 

distressing to most of the participants (13). One respondent remarked, ―I was grieving 

and trying to accept this new diagnosis. I felt like my world was crumbling.‖ Another 

commented, ―I used to get very depressed because I looked at my life as being over.‖ 

This participant explained how she felt about her cardiac condition in this manner, ―It is 

very disheartening to know that I can‘t do anything about this, it is part of my life.‖ 
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A few of the respondents (3), although glad to be with their families, had mixed 

emotions about continuing to live at a lesser capacity and not in the manner they were 

previously accustomed (see Table 1). One person remarked: 

The week after my death is a blur. I was in the CICU for much of it, getting my 

ICD implant. I wasn‘t sure I wanted to be alive. I remember what death was like, 

and frankly, after all I had been through, it was a great relief to be dead. So yeah, 

4 years of pain and misery, one week of unending pain and misery, death was 

nice. I wasn‘t in pain anymore….I felt guilty that I was so relieved to be dead, all 

responsibilities gone, no more pain….I couldn‘t do anything, I couldn‘t think, I 

was dead weight to my family. 

 

Another replied: 

 

I don‘t know who you want, the before or after me? I was the life of the party, I 

loved being in big crowds and my favorite city is New York. The new me is 

afraid. I was asked to my first dinner party about 6 months after my arrest. It was 

terrible. I had an arrest and freaked everyone out. I am now afraid to go to these 

parties even though I love them. Many of my friends have changed. I am still 

hopeful that I will get over my fears because I used to love life so much and want 

to again. I hate how hard it has been on everyone in the family, but what can I do 

except to try to stay positive?  

 

This participant said the following regarding living at a lesser capacity, ―If I can‘t do 

what I used to, what is the point? I want to be with my family, but I also want to be the 

man I used to be.‖  

Each of the participants for this research has the potential to suffer another SCD 

and, therefore, receive a corrective shock. This is one of the major difficulties associated 

with living with an arrhythmic cardiac condition and an ICD, the threat of getting 

shocked. This realization becomes part of a new mindset. Because of this, the majority of 

the participants (7) said they live with a certain amount of fear and anxiety related to 

receiving a corrective shock (see Table 1). One respondent remarked, ―In my early days, 

if I went out, I would get a little panic attack, what if the machine fires off, oh my what if 

it doesn‘t? I felt like a freak.‖ Another said, ―I had trouble sleeping for a while because I 



 

 

53 

was more or less waiting for the ICD to fire all the time for about 6 months.‖ This 

respondent commented, ―I had nightmares about being zapped. My wife told me I would 

yell and thrash about in my sleep.‖ This participant explained her anxiety in this manner, 

―The anxiety over whether if and when this ‘thing‗ might happen again and how to deal 

with it everyday is frustrating.‖ The fear was worse for those who had already received 

corrective shocks. One respondent remarked, ―I began going to a therapist after I 

experienced an electrical storm. I could no longer handle the fear, anxiety, depression and 

despair I was feeling.‖ Another participant said, ―I fear getting shocked again. It is not the 

greatest thing living with one of these things in you.‖ Most of the respondents said they 

eventually adjusted to their new mindset, but getting shocked remains in the corner of 

their minds. 

After surviving a trauma, adjusting to life with cardiac issues, and dealing with 

the onslaught of difficult emotions, some kind of assistance was needed to navigate this 

time in the aftermath. All of the participants said that social support provided by family 

and friends was essential to their emotional healing. Receiving this support provided 

them with comfort and relief during a time of crisis (see Table 1). One respondent 

commented, ―I talked a lot to my husband and my mom and two of my closest friends 

who saw it all. I think it was almost as therapeutic for them as it was for me to talk.‖ 

Another remarked:  

Family support facilitated my emotional healing. My husband is a gem. My mom 

came and lived with us for 3 months while I got better. He understood that I have 

good and bad days, and often that was enough. 

 

This respondent said: 
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I have a tremendous support system. My two sisters dropped everything and were 

here in a second. Every time since then, when I have had a procedure or even just 

some bad periods, they come to the rescue. 

 

This participant stated the following about the importance of social support: ―I came to 

realize that my children and my friends were really there for me when I couldn‘t do 

things for myself.‖ All of the participants expressed gratitude for the way their families 

rallied around them during the aftermath of SCD. If not for this support, a few of the 

respondents believe their difficulties would have been greater.  

A few of the respondents (3) categorized their various experiences during the 

aftermath of SCD as traumatic (see Table 1). One respondent commented, ―If I had to 

pick one word to describe the most significant change (to describe how I felt in the 

aftermath) it would be traumatized.‖ Another compared his experience of surviving SCD 

to a shocking trauma and said, ―Well, it is almost like whenever you receive traumatic 

news like a death of a friend of family member, you‘re in shock for a bit. I remember just 

being numb.‖ The third person to describe his experience as traumatic did so in relation 

to having the ICD implanted, ―I was very traumatized when they put the ICD in me.‖ 

Traumatized is defined as causing somebody to experience severe emotional shock or 

distress, often resulting in long-lasting psychological damage, or causing physical injury 

to somebody or something (Soukhanov, 2004). Although the other respondents did not 

use the words trauma, traumatic, or traumatized to describe their experiences and 

emotions in the aftermath of surviving SCD, traumatized is an appropriate word to 

summarize their overall experiences. Each of the participants suffered a major cardiac 

trauma that required healing both physically and emotionally and each of them consider 

themselves psychologically affected. 



 

 

55 

Part of the trauma is acknowledging regret for the loss of their lifestyle as they 

used to know it (see Table 1). One respondent remarked:  

I used to get very depressed. I was very active before this, probably why I am 

alive right now. Always swimming, cycling, rollerblading, rowing, etc. That along 

with my physical limitations, dietary limitations, etc., made me feel like I wasn‘t 

the person I was before and that I wasn‘t as good as before.  

 

Another commented, ―I haven‘t liked the person I have become. I am actively trying to 

change my perceptions and attitudes. I struggle to regain the contentment that I had in 

myself and my life prior to the event.‖ This participant said the following about her 

lifestyle changes: 

It set in that I would never be myself again, which can really mess a person up. I 

think it was worse for those around me. I feel terrible for them and the family is 

seeing a therapist. I know everybody wants me to be the same and I am getting a 

lot of frustration. I ran the family social and the household and had a job that 

allowed me to feel very good about myself. Now I feel like another person. I now 

feel like an outsider in my own family. I feel that people expect a lot from me and 

sometimes it is just too much.  

 

Most of the participants (10) reported that surviving SCD is a life-changing event 

that can be considered a significant emotional marker and turning point in their lives (see 

Table 1). One respondent said, ―It has become the key event in my life that has re-framed 

everything else. Not a day goes by that I don‘t think about what might have been and 

what actually occurred.‖ Another commented, ―It is the fulcrum of my life in ways that I 

am just beginning to see. It seems that everything in my life turns on that point. I am still 

puzzling it out.‖ This participant discussed the significance of surviving in this manner, 

―It is one of the significant emotional markers along with others like my wedding, the 

birth of my children, my husband‘s illness and death,…it‘s all a continuum.‖ 

To conclude, the participants for this research were inundated by many emotional 

experiences after surviving a close brush with death. They had to deal with the shock of 
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having a cardiac trauma, adjust to their lives as cardiac patients, make many adjustments 

to their lifestyles, live life at a lesser capacity, and get used to the idea of possibly 

receiving corrective shocks. They were also comforted and relieved when supported by 

family and friends while making all the aforementioned adjustments to their lives. 

Despite this support, the participants were traumatized by the events that unfolded in the 

aftermath of surviving SCD. There was also a great deal of regret over the loss of the life 

they used to have. Surviving SCD is a turning point in their lives that is considered a 

significant emotional marker similar to other important milestones in life (see Table 1). 

Existential Experiences 

Existential theory is a view that asserts that each individual is responsible for 

discovering their own personal values and meanings in life and then living in accordance 

with them. People face existential anxiety due to awareness of their life‘s finitude, and 

must overcome both this anxiety and obstacles to life governed by the meanings they give 

to it, in order to achieve mental health and avoid maladaptive behavior (Existential 

theory, n.d.). 

In terms of existential meaning, surviving SCD prompted many (11) of the 

participants to take an inventory of their lives. That inventory included wondering why 

they survived SCD, contemplating their purpose in life, facing their mortality, making 

peace with death and accepting their mortality, and in the end deciding to make the best 

of life they have remaining (see Table 1). The following lists the existential thoughts and 

experiences the participants reported. 

Half of the respondents (8) were uncertain why they survived the SCD. One 

respondent remarked, ―I constantly wonder why I survived?‖ Another said,  
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At first I wondered why I had survived. I was angry. I had been told during my 

last near death experience that the next heart attack I had, I would get to ―come 

home.‖ I came to realize through the help of prayer, that I had once again chosen 

to remain.  

 

This respondent replied: 

I wondered why I survived many times. I remember lying in the ICU and 

watching the news. They were showing a young military man that had been killed 

leaving his wife, three kids and mother, who had just lost her brother and two 

sisters. I started crying. I told God he could have taken me and saved that young 

man with those little ones. Even doctors have told me they don‘t know why I am 

still here, as they didn‘t think it was anything they did. All I can guess is that I 

have to tell others what I experienced, even if they don‘t believe me (this 

respondent had a few compelling near death experiences). 

 

This participant commented: 

 

I wonder everyday why I survived. It all seems so surreal. Sometimes it feels like 

it couldn‘t have happened to me. I think how could I have survived this, why am I 

here? Who am I now? I don‘t feel like the same person. It is strange, I feel like a 

different person. Someone in a different world. I walk around and just hope 

someday I have some answers. 

 

Another respondent shared her thoughts regarding her SCD survival in this manner:  

I have thought and re-thought many times about what I am supposed to learn from 

all of this. I don‘t have any great epiphanies to share, and you know I really 

wanted a good white light story. But here is the thing. Life is fragile. I think it is 

part of the human condition that we are unable to see that until and unless tragedy 

happens. I think it‘s also close to impossible to truly appreciate life unless it‘s 

being yanked away at the moment.  

 

The other half of the respondents (7) did not wonder why they had survived and 

drew reasonable conclusions to explain their survival. One respondent commented, ―I 

believe that my heart,  however weakened was strong enough in the areas necessary to 

fight back.‖ This respondent had a similar reply, ―I did not wonder why I survived. I was 

in very good shape physically previous to the cardiac arrest. My physical strength and my 

determination not to give in stood me in good stead.‖ Another commented, ―I don‘t really 
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wonder why I survived. I try not to dissect things that really aren‘t explainable, it makes 

my brain hurt! I like to say that I am still walking this earth because I have a mission.‖ 

After wondering why they survived, or having a reasonable explanation for their 

survival, a few of the respondents (4) were left to contemplate their purpose in life. One 

respondent remarked, ―I am constantly coming to terms with what it means. Why was I 

sent back? I have no real conclusions, except perhaps, I was meant to write, that is the 

closest I have gotten. I would be more secure in that analysis if my writing was of greater 

importance!‖ Another stated: 

I began to look at it as just another life plan. If I couldn‘t go back to work in my 

previous industry and travel the way I used to, well so be it. I had done it for 20 

years and now it was time to move on to a different part of my life. I realized I 

had to change certain things in my life and do it on my terms.  

 

This respondent commented, ―Even in retirement I am doing things that call to me. I 

can‘t say that‘s the reason I survived, but I know that I have more to do. One of my 

personal goals is to live long enough to see grandchildren.‖ This participant commented 

on her life purpose in this manner: 

I just knew that I wasn‘t finished doing whatever it is that I am supposed to do. 

Now I relax, breathe, feel every moment and make the most of what ever it is that 

I am doing at the time. I try to be fully present whatever I am doing. I don‘t judge 

others anymore and I always try to see the positive side or the lesson learned from 

every situation.  

 

In addition to wondering why they survived and contemplating life purpose, 

surviving SCD prompted each of the participants to face their own mortality. One 

respondent remarked, ―I was so afraid of death. I guess I had never thought about dying. I 

was young, starting to get my stuff together, it can‘t possibly happen to me. Surprise, I 

was totally wrong, that was quite a wake up call.‖ Another commented: 
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When I had to face the real possibility/probability of soon-to-be dying, I made 

peace with family and friends, took care of the mechanical things I didn‘t want 

left behind, and contemplated what I wanted to do in the time remaining.  

 

This respondent stated, ―I do know that facing your own mortality changes you. I hope 

that I have changed for the best. I look at things differently now.‖ This participant 

expressed his thoughts regarding his mortality with this statement, ―I realize that I am 

living on borrowed time, but the time I have left will be used in a productive useful 

manner concentrating on family, friends, and my work.‖  

After facing the possibility of dying because of their cardiac event and realizing 

that another cardiac trauma could be fatal, the majority of the respondents eventually 

made peace with death and came to accept their mortality. One respondent remarked, 

―The support of my friends and family felt good, but it was more a matter of my 

acceptance of my own mortality.‖ Another replied:  

Whatever fear of death I might have had is long gone. I know in a very personal 

way that your life can end in a blink. And I know from my own experience that 

death is merely like walking through a doorway, nothing to be feared. 

 

This participant explained her acceptance of her mortality with the following statement:  

I kept thinking about what I had experienced in death, and just kept remembering 

that it‘s all going to be all right in the end for everyone, because God, or whatever 

you want to call it told me so. Because of this, I am not afraid of death, I am not 

afraid of death now at all.  

 

Subsequent to processing through the aforementioned existential considerations, 

the majority of the participants (8) concluded that they should make the best of the life 

they had remaining. One respondent remarked:  

I don‘t look at it as the clock is running out on me…I just get up everyday and try 

to do the best I can. But really, that is no different than I think most people should 

do anyway. Just be secure in the knowledge that you are doing the best you can 

do at that particular time. 
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Another commented:  

 

Approximately 6-8 months after the SCD, I sat and watched life pass me by. Then 

one morning I woke up and thought screw this, if these are my last days on earth, 

then by God, I am going to live them! No, I didn‘t go skydiving; I just got up and 

began my life again. 

 

This participant said the following about making the best of her life remaining:  

Getting to realize your life‘s hopes and dreams before you are too sickly, or 

before all the medical expenses prevent you from doing so, is the best way to 

experience illness. I think that once you have stabilized from a health crisis, you 

must make the best of it and accomplish whatever you can. 

 

The majority of the participants were able to reconcile the aforementioned 

existential meanings and live their lives to the fullest extent possible. The other half of 

the respondents were struggling to understand why they had survived and find meaning 

for the life they have remaining. The struggle to find meaning was more difficult for 

those whose cardiac ailments were not stabilized, were suffering because of their physical 

limitations, and depressed about their status as cardiac patients. Despite these struggles, 

these participants were determined to continue living until they could reconcile their 

existential meanings. 

Religious and Spiritual Implications 

I asked the participants to tell me how surviving SCD impacted their religious and 

spiritual beliefs, if those beliefs played a role in their recovery, and the significance 

surviving had on them emotionally and spiritually (Chapter 3: Interview Protocol, 

Appendix E: Code Families). For the most part, the respondents believed their religiosity 

and spirituality played a part in their recovery from SCD. The following details how the 

respondents viewed their religious and spiritual beliefs contributed to their healing post-

cardiac trauma. 
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Most of the participants (10) reported maintaining their faith in God or a higher 

power and that their faith was important as they dealt with the aftermath of the trauma 

(see Table 1). One respondent stated, ―I have always been a believer, I think surviving 

SCD reinforced it, so I guess you can say I am blessed.‖ Another commented, ―I had a 

strong assurance in the Lord‘s control in my life and had very little angst or anxiety about 

whether I was going to be all right or not, as many seem to have.‖ This respondent 

remarked: 

Almost dying made God more real to me. I always believed in God, but my 

experience opened up a different door. I believe that for various reasons, God set 

in motion a chain of events that ultimately led to my survival. I feel closer to God 

and I believe my soul has evolved a little.  

 

This participant explained how his faith in God or a higher power helped him during the 

aftermath: 

 

It was a one time thing where I had to address my belief in a God and what kind 

of life I should live knowing that my mortality was a constant presence. 

Acceptance of my own mortality and the concept of God and a hereafter awaiting 

me stabilized me in those few places where uncertainty was all around. 

 

In addition to maintaining their faith in God or a higher power, half of the 

respondents (7) were motivated to continue their religious or spiritual practices and 

beliefs, and a few (3) returned to their religious practices that had fallen by the wayside 

(see Table 1). Once again, these practices were integral to dealing with the emotional 

difficulties experienced in the aftermath of SCD. One respondent remarked, ―I attend 

church regularly and found support through my church.‖ Another replied, ―For me, 

emotions and spirituality are intertwined. I know it is important for me to keep a regular 

schedule, not get over tired, and pay real attention to the spiritual aspects of my life.‖ 

This respondent commented:  
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My religious and spiritual beliefs played an essential role in my recovery. My 

belief in a close personal walk with God and in the knowledge that each of us has 

an appointed time and place to die and the surety that even though this physical 

life may be over, there will be a continuous spiritual life, was important to 

remember while I was in recovery. 

 

This participant explained the importance of her spiritual life post SCD: 

 

My belief system broadened. I became acutely aware that we are all connected by 

more than just commonalities and culture and the human experience. I think that 

recovery is more important emotionally and spiritually than physically. I also 

think that our outlook affects our physical progress toward healing.  

 

Three of the respondents returned to their religious practices to assist their healing 

process and as a method of coping with their life after SCD. One respondent stated, ―I 

pray a lot more and am trying to get back to church.‖ Another commented, ―Surviving 

SCD reinforced what I already knew and believed, so I started attending Unitarian 

services with my girls.‖ This participant said the following about returning to his 

religious practice after SCD survival, ―I took up my religion, Catholicism, which I had 

not practiced in over 30 years, this is one of the ways I coped.‖ 

A few of the respondents (4) said that surviving SCD strengthened their faith or 

belief system (see Table 1). One respondent stated, ―My faith and beliefs are still there 

and even stronger.‖ Another commented, ―My spiritual beliefs were strong before the 

event and strong after the event.‖ This participant said the following regarding her faith 

and belief system ―If anything, I feel my faith has grown, faith as in for better or worse, 

things will be all right.‖ 

Other respondents (4) said they turned to prayer as a source of comfort (see Table 

1). One commented: 

I prayed and meditated a lot during those first few months. My event forced me to 

take a hard look at everything in my life and my soul. I was trying to figure out 

the meaning of it all, why God had spared me, and what I was supposed to learn. 
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Another remarked, ―As a Christian who believes in God, I accept that prayers help, but 

beyond that I cannot define it. I reorganized my priorities to include prayer where there 

was very little before.‖ This participant explained how prayer was a source of comfort 

and healing: 

I prayed Office prayers; these are prayers that are said at intervals throughout the 

day, morning prayer, noon prayer, and evening prayer, combined these are the 

Offices I have prayed for years. When I was too sick to pray them myself, I 

realized that untold numbers of others were praying them with and for me. And 

there is a connectedness to that, a ―oneness‖ with all of Creation and God, that I 

believe contributed greatly to my healing and recovery. 

 

A few of the respondents (4) reported a belief in a hereafter, which was spiritually 

significant and allowed for less fear of death in some instances (see Table 1). One 

remarked, ―I contemplated the hereafter as a problem of belief, and decided I believed 

there was one.‖ Another commented, ―I talked and talked about death, dying and the 

afterlife. I finally came to terms with the concept of the afterlife, and as a result, I became 

less concerned with dying.‖ This participant recounted how her belief in an afterlife was 

spiritually significant: 

After having a near death experience and witnessing the acceptance of love and 

waiting on the other side of the veil, there is no longer any fear of dying. I am at 

peace and enjoy spending time with my husband, kids, mom and grandkids.  

 

To conclude, the respondents recounted several ways their religiosity and 

spirituality were impacted by surviving SCD. The participants said their faith in God or a 

higher power was important as they dealt with the aftermath of the trauma, because it 

provided them with some assurance that they would be all right no matter what happened 

to them. Most of the respondents were motivated to continue their religious or spiritual 

practices and beliefs, and three of them returned to their religious practices that had fallen 

by the wayside. Returning or maintaining their religious and spiritual practices assisted 
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with their healing process, and provided a method of coping with life after SCD. 

Surviving SCD prompted the strengthening of faith or belief systems for some of the 

participants. In addition, a few turned to prayer as a source of comfort. Some respondents 

reported a belief in a hereafter, which was spiritually significant and allowed for less fear 

of death in some instances. 

Changes in the Aftermath 

As well as noting the participant‘s EERS experiences, I believe it is important to 

note significant changes in the lives of the respondents. The survivors reported these 

changes while discussing their EERS experiences. It became evident these changes 

should be included in the section that details EERS experiencing. 

All of the respondents indicated that their lives were forever changed because of 

surviving SCD, living with cardiac illness, and having an ICD (see Table 1). One 

respondent commented, ―SCD is not a life ending experience, just a life altering 

experience.‖ Another stated: 

My cardiac event naturally had an affect on my body, my mind and my spirit. It 

did change how I looked at life, how I acted and how I took care of myself and 

others. I was determined not to let the incident get me down, but to continue life 

in a productive way. 

 

This participant described how her life had changed in this manner, ―I have been changed 

to the core of my body. I feel so different. The whole dynamic of my body has changed. 

The whole dynamic of my world has changed.‖ The other respondents spoke of the 

changes to their lives as part of their medical regimen, dietary changes, lifestyle changes, 

and physical limitations.  

Most of the respondents (12) reported having physical limitations, and reduced 

physical activity (see Table 1). One respondent stated, ―I am more careful about certain 
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physical activities.‖ Another listed his physical limitations, ―I wasn‘t able to pick up 

anything over 20 pounds, no stair climbing, no standing for over 15 minutes, no 

exertions, no getting too hot or too cold.‖ This respondent commented, ―I am not able to 

do half the things I used to be able to do. Not being able to contribute to the household 

weighs on me heavily.‖ In fact, this was a commonly reported limitation, as most of the 

women and one of the male respondents said they were unable to participate in their 

household chores in the immediate aftermath of the cardiac event, and even down the 

road still needed assistance for some of the more physically demanding household tasks. 

As one respondent remarked, ―I tried to resume my normal activities and found that I 

couldn‘t.‖  

Most of the respondents linked their physical limitations to their inability to 

resume their previous employment, which will be discussed in more detail later. Other 

limitations included being unable to drive, reduced sexual activity, less overall energy, 

and in general, as stated previously, having to make significant lifestyle changes and not 

being able to do as much as they were previously accustomed to doing. 

Most of the respondents were unable to drive for at least 6 months after the initial 

cardiac event. Some had to refrain from driving longer if they continued to receive 

corrective shocks. Most resumed driving after the first few months. During the early 

months of recovery, the respondents had to rely on others for transportation. This led to 

feelings of dependency and frustration when unable to provide transport for themselves 

or for their children.  

A few of the respondents (4) said they live with a certain amount of pain and/or 

discomfort from the ICD being implanted in their bodies (see Table 1). One respondent 
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remarked, ―Physically I still have a lot of pain on my left side from the stupid box, I have 

never been pain-free from it.‖ Another said, ―I lost the use of my left arm and was in 

pain, a lot of pain (from the ICD).‖ This respondent commented, ―Physically I contend 

with my scar and visible out-line of my ICD everyday, I am careful about what bumps 

into my ICD.‖ This participant described his discomfort from the ICD in this manner, 

―Not a day goes by that I do not have pain from my defibrillator. It does not let me forget 

that it is there.‖ 

Half of the respondents (7) reported memory loss and cognitive deficits resulting 

from the cardiac arrest (see Table 1). One respondent recounted her memory loss in this 

manner: 

I was in a coma for about 24 hours. When I woke up, my short-term memory was 

bad for several weeks. I don‘t know what is worse, not being able to remember 

and trying to piece things together over and over, or to have to relive (the day of 

the cardiac event) everyday like a horror movie.  

 

Another commented, ―I don‘t remember what happened to me the day of my cardiac 

event, nor what happened in the weeks before and only bits and pieces from the 

preceding several months. This respondent described the incident that led to his memory 

loss as follows: 

I had a cardiac arrest while using a rowing machine. I was shocked and my life 

was saved. I didn‘t regain consciousness until I was in the emergency room at the 

hospital. I have no memory of the cardiac arrest itself. I guess the lack of blood to 

my brain when SCD occurred resulted in the memory loss. 

 

This participant explained what led to her resulting cognitive difficulties: 

I was put into a coma and given the cold suit so my brain would not fry (during 

resuscitation from SCD). Sometimes the brain injury gets me down. I will be 

starting speech therapy and cognitive therapy very soon. I have been avoiding it 

like the plague, because going to therapy would mean that I had a brain injury. 
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Memory loss and cognitive deficiencies were a source of great frustration for the 

respondents experiencing them. It also seemed to lengthen their recovery time, as more 

therapeutic rehabilitation was needed to recover. 

Nine out of the 15 participants reported being disabled and unable to return to 

their previous employment (see Table 1). Three of the nine disabled respondents said 

they were retired, but retired early due to their cardiac issues. The remaining 6 

respondents reported being too ill to return to their previous employment. Three of the 6 

said they were in the midst of occupational rehabilitation and trying to establish 

themselves in a new career, but found it difficult due to their health problems. Six of the 

participants resumed their previous employment and found it challenging due to health 

constraints, but were happy to resume working and maintain that aspect of normalcy in 

their lives. For the 9 respondents who were unable to return to work or were changing 

occupations, they had less income, which forced yet more changes to their lifestyle. 

EERS experiences were impacted because of economic difficulties. Financial assistance 

was needed for those who did not have resources to last the duration of their disability 

(State disability or extended sick leave policies ran out of funding). Those who had 

applied for permanent disability (Social Security, Federal program) said it took 2 to 3 

years to get approval and receive financial or medical benefits. For the respondents in this 

situation, it was a long and frustrating experience trying to get approval from Social 

Security. It appears there is a lack of understanding regarding the severity of disability 

many ICD recipients experience.  

To conclude, each of the respondents is in a transitional time where they must re-

establish themselves in a new role and identity as someone with physical limitations, and 
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in some instances are disabled. Most of the respondents had chronic health issues 

predating their cardiac events, so this was not a new phenomenon in their lives. However, 

the implantation of the ICD was the launching point for dramatic lifestyle changes 

resulting from their physical limitations. For the others, the cardiac event was the 

beginning of their lives as cardiac patients and, therefore, the start of their lives with 

chronic illness. Their transition included accepting their status as cardiac patients and 

adjusting to their physical limitations. The transition took time in both instances and was 

difficult to accept. It was more likely for the respondents whose health stabilized over 

time to adjust more quickly to the many changes in their lifestyle. The respondents who 

continued to struggle with health issues had more difficulty reconciling their new role. 

The multitude of changes to their lives and the complexity of their EERS experiences, 

comprise the psychological challenges involved with surviving SCD. 

Explanation of Table 1 and Figure 1 

The following TCM (Table 1) lists the above mentioned themes that emerged 

from the interviews and provides the results of my research. In addition to the TCM, a 

diagrammatic representation of my results notes the relationships among themes and 

important events post-cardiac trauma (Figure 1).  

The relationship among themes and important events is as follows. Surviving 

SCD prompts a significant emotional response in the survivor such as the emotional 

experiences detailed in column one of the TCM (Table 1). Most of the survivors were 

traumatized by the events that took place in the aftermath of cardiac arrest and enlisted 

various coping mechanisms. The coping mechanisms enlisted may consist of utilizing 

their religious and spiritual practices for comfort, or seeking help from multiple 
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resources. These resources may include, social support, psychological counseling, 

receiving education about their medical conditions and their ICD, physical rehabilitation, 

and/or other healing modalities. The SCD survivors‘ life is forever changed forcing them 

to re-establish themselves into a new role as a person with chronic health issues and 

physical limitations. After time, and enlisting various coping mechanisms, many 

survivors decide they should make the best of the life they have remaining.  
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Table 1 

Thematic Conceptual Matrix 

Emotional Experiences Esistential Experiences Religious & Spiritual Experiences Changes in the Aftermath 

Thankful to be alive and 

have a second chance at life 

Wonder why they 

survived SCD 

Maintain faith in God or a higher 

power which is helpful during the 

aftermath of the trauma 

Life forever changed 

Distressed by living with 

chronic cardiac ailments 

Contemplate purpose in 

life 

Continue or return to religious or 

spiritual practices and beliefs 

Physical limitations, and 

reduced physical activity 

Mixed emotions about living 

at a lesser capacity and not 

as previously accustomed 

Constantly face mortality Strengthened faith or belief system Constant pain from ICD 

Fear and anxiety associated 

with anticipating and/or 

receiving corrective shocks 
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Figure 1. Relationship of Major Themes and Events in Post-Cardiac Trauma 
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Chapter 5: Discussion 

Summary of Findings 

For the most part, the statements of the participants in this study are consistent 

with the themes presented in the literature review. Both my research and the literature 

review found that ICD recipients have reduced QoL because of the ICD being implanted 

in the body. These reductions in QoL were associated with physical pain from the ICD, 

reduced physical activity, physical limitations, and cognitive deficits and memory loss. 

In addition, both discussed that fear and anxiety were common psychological 

responses to living with an ICD and adjusting to life as a cardiac patient. Both stressed 

the point that anxiety was associated with fear of receiving a corrective shock, and 

depressed moods were associated with the distress of living with chronic cardiac 

ailments. Both also determined that life is forever changed because of implantation of the 

ICD. 

My research and the literature concluded that SCD survivors were happy to be 

alive and have a second chance at life, and acknowledged that living with a chronic 

cardiac condition and adjusting to the ICD was difficult due to severe lifestyle changes. 

Both reported that eventually, the ICD recipient reconciles the life that he or she has and 

settles into a new kind of ―normalcy.‖ 

I also found, as did the literature, that seeking social support as a coping strategy 

during the aftermath of surviving SCD is vital. Both reported that social support enlisted 

by ICD recipients included (a) talking with family and others about feelings, struggles, 

and medical issues; (b) talking to other survivors to feel connected and understood; (c) 

joining support groups; and (d) seeking education regarding cardiac health and living 
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with an ICD. Both also found that the most significant coping strategy enlisted by most 

ICD recipients was to seek social support from either their families or a support group. 

A few themes that ran through the interviews consistently but did not appear in 

the literature were (a) the level of trauma the SCD survivor experiences, (b) the 

significance of the emotional impact surviving has on the survivor, and (c) the level of 

disability experienced after surviving SCD and receiving an ICD (see Chapter 4, see 

Table 1). The literature tended to underestimate the trauma and emotional devastation 

experienced by the survivor. The underestimation may be due to QoL issues or clinical 

diagnosis being the focus of the reviewed literature, and not EERS experiences. Further, 

the literature did not detail the extent of physical limitations experienced by the survivor, 

which could in turn lead to permanent disability. The differences in physical limitations 

may be explained by the differences in the conditions of the respondents. Perhaps the 

respondents for the literature were in better physical health than the respondents for my 

research. It could also be that asking the respondents to detail their EERS experiences 

and psychological challenges enabled them to go more in-depth about their overall 

physical conditions and things they can no longer do. 

Another finding that was not mentioned in the literature concerned the difficulties 

faced when trying to apply for permanent disability. Those who applied for disability said 

they were initially denied benefits, and had to wait up to 3 years for approval. It may 

behoove the SCD survivors and ICD recipients to rally behind an educational campaign 

the sheds light on the difficulties of living with an ICD. They may also consider a 

political lobby of the Social Security Administration. 
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The other themes that were mentioned in the respondent‘s statements but not 

found in the literature review, were concerned with (a) the existential considerations of 

the respondents, and (b) the religious and spiritual effects surviving SCD had on the 

survivors (see Chapter 4, see Table 1). This was consistent with my findings from the 

literature review in which I noted a gap in the research regarding EERS experiencing.  

Validity and Reliability 

Qualitative researchers study people‘s perceptions and reports or accounts of 

situations and events. As such, these reports may be ―unreliable‖ or ―biased,‖ and may 

contradict other reports. Although there may be a contradictory accounting of one event, 

it is not important that perceptions and recounting of events be identical. What is 

important is that the events were reported objectively and that each of the participant‘s 

perceptions was reported from their actual perspective (Morse & Field, 1995).  

In addition, I was aware of the issues pertaining to subjectivity. Subjectivity refers 

to the researcher-as-an-instrument, with regard to the amount and quality of the data, and 

the depth of the analysis per my abilities as a researcher. For example, the information 

elicited from the interviews depended on my ability to establish rapport and gain the 

participants‘ trust. Further, the depth of the data analysis depended on my sensitivity, 

perceptivity, informed value judgments, insight and knowledge (Morse & Field, 1995). I 

was cautious not to ask leading questions, thus forcing verification of any of my hunches 

regarding the outcome of the research. I also tried to refrain from comments that could 

persuade the participant. 

Finally, another issue related to validity is applicability, which is the criterion 

used to determine whether research findings can be applied in other contexts or settings 
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or with other groups. Consistency is another measure to evaluate trustworthiness. The 

emphasis is on whether the findings would be consistent if the inquiry were replicated 

with the same participants in a similar context. However, qualitative research emphasizes 

the uniqueness of the human situation; hence, variation in experience rather than identical 

repetition is to be expected (Morse & Field, 1995). 

Delimitations and Limitations  

Delimitations. This research gained understanding of the EERS experiences of 

survivors of SCD. Therefore, the experiences of survivors of other types of trauma that 

cause a close brush with death were not included. The participants for this research came 

from an online support group for ICD recipients, which is a specific and unique 

population of computer literate individuals enlisting a coping mechanism. Therefore, this 

population may not be representative of all SCD survivors. The results of this study are 

only slightly applicable to survivors of other near death experiences. Despite these 

delimitations, the interviews have supported the development of theories for future study 

and have contributed to a body of knowledge on this particular topic. 

Limitations. Participants relied on their memories to answer the interview 

questions. Recollection of the past may have been limited due to memory loss, and 

therefore, the answers given may not have always been accurate. Further, participants 

were limited to computer literate, English-speaking individuals who participate in an 

online support group. 

In addition, participants may have exaggerated or embellished their statements. 

There is no way to confirm that the participants were reporting factual and truthful 
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statements. I had to assume that the statements provided by the interviewees were 

accurate and true.  

Boyatzis (1998) stated another limitation for effective thematic analysis is 

researcher projection:  

With ambiguous qualitative information, there is more opportunity for and 

invitation to projection from the researcher than in most other types of research. 

The stronger a researcher‘s ideology or theory, the more he or she will be tempted 

to project his or her values or conceptualization of the events onto the people from 

whom the raw information has been collected. (p. 13)  

 

Since my husband is a survivor of SCD, my experience of watching his process 

had some influence on my perspective of the survival situation. However, once I started 

to interview other survivors, I noticed that although they had many things in common, 

each of their experiences were unique. Despite any preconceptions I might have had 

because my spouse also survived SCD and has a cardiac condition, I believe I 

documented and reported the findings of this research as accurately as possible. 

Nevertheless, my previous interaction with an SCD survivor must be considered as a 

possible bias.  

To conclude, Kvale (1996) stated that validation is a process of examining the 

credibility of alternative knowledge claims. Marshall and Rossman (1999) believed the 

researcher should articulate how he or she will be a finely tuned research instrument, 

whose personal talents, experiential biases, and insights will be used consciously. I used 

my knowledge as a therapist and researcher, as well as my knowledge of living with a 

SCD survivor, to evaluate the accuracy of the results.  
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Conclusions and Recommendations 

Suggested Treatment Modality for Post-SCD Trauma  

After my own experience with a survivor of SCD, and especially after learning 

more about the EERS experiences of others, my contention that a treatment modality for 

psychological support should be established was solidified. Survivors of SCD should 

seek some form of psychological assistance post-cardiac trauma. The following treatment 

modality was derived from the respondents‘ answers to key questions during the 

interviews. The specific interview questions focused on eliciting the respondents coping 

mechanisms utilized, types of assistance they needed in the immediate aftermath, types of 

assistance they needed later, types of assistance they received that were important, 

understanding what facilitated their emotional healing, noting the assistance already 

received with their emotional healing process, and identifying the kind of emotional 

healing assistance that would be most helpful to them currently (see Chapter 3, Interview 

Protocol). The following treatment modality represents a combination of the data from 

the code families (Appendix E) and emerging themes as stated by the respondents. The 

treatment modality is also displayed in Appendix F. The recommended treatment 

modality for psychological assistance post-SCD consists of social support, psychological 

counseling, education, physical rehabilitation, and other healing modalities. 

Social support. All of the participants said that social support provided by family, 

friends, hospital staff, church groups, and online groups was essential to their emotional 

healing. All survivors of SCD should seek some form of social support in the aftermath 

of the cardiac trauma to assist with their emotional healing (Appendix F). One respondent 

said, ―As far as the support I received between my family and friends and the hospital 
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staff, I felt like I was a Queen!‖ Another respondent described how her emotional healing 

was facilitated, ―My healing was facilitated by having people around me (family, a 

doctor) that listened to me and understood what I was saying without preconception or 

self-interpretation this was vital.‖ This respondent remarked,  

My minister is wonderful and she is one of the people I remember being at the 

hospital almost everyday, holding my hand. People from the church brought 

meals to us and were very compassionate. 

 

This respondent explained the importance of the online group to his emotional healing, ―I 

can truthfully say that I received no assistance from any source other than the emotional 

assistance I received from the Zaplist. Emotional healing is a continual and ongoing 

process.‖ Yet another person described how participating in an online group was healing, 

―I found WomenHeart.com on the Internet and spoke with other gals my age. I ended up 

being more of a counselor for them. This is also very healing when you can help others.‖ 

It appears that receiving and giving of social support can provide emotional healing. This 

participant eloquently explained the role of supportive people in his life: 

I carry on a productive life surrounded by people with energy. As humans, we 

soak up energy from other people. I associate with happy, vital energetic people 

and that prevents me from slipping into a depressed state. Those people around 

me are my help. 

 

Eleven of the 15 participants said the support provided by their families was a 

critical and essential part of their healing process. They also recognized that their change 

in health status had a significant impact on the entire family. SCD survivors should seek 

family support when it is available, and family members should be encouraged to provide 

this support as a vital part of the healing process (Appendix F). One participant 

commented, ―Granddaughters living with me helped to facilitate my emotional healing.‖ 

Another remarked,  
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These days I have a cell phone with me all the time and not a day goes by without 

seeing someone or being with family. I discovered that most rare thing, friendship 

between myself and my daughter, she‘s a real keeper. 

 

This respondent described how her family helped to facilitate her emotional healing: 

My family was wonderful. Everyone called me everyday. The depression might 

have killed me if they hadn‘t. Also, there has been healing in all of my 

relationships as I thought I needed to tell my kids, my mom, and sister that I was 

sorry for so many stupid actions and how they meant a great deal to me. 

 

Some of the participants (3) said they would have liked a mentor or an advocate 

to speak to them during their hospital stay and for the first few months post-cardiac event 

to discuss the changes that would be taking place in their lives because of their medical 

conditions, but also because of the ICD implantation. These respondents reported being 

unprepared for their life with the ICD. Because of this, a mentor or an advocate should be 

provided for SCD survivors during their hospital stay and for the first few months post-

cardiac trauma, to discuss life changes as a cardiac patient and post-ICD implantation 

(Appendix F). One respondent stated, ―There doesn‘t seem to be any kind of support for 

getting accustomed to having an ICD.‖ Another commented, ―In the immediate 

aftermath, I would have liked information on what my life would be like with an ICD. I 

was told nothing.‖ This respondent explains why a mentor would have been helpful:  

The greatest assistance I could have had was for someone to explain the 

differences I would be having in my life due to my cardiac conditions, 

medications, and daily regimen. This needs to happen with a person-to-person 

encounter, not through a brochure, that way I could ask questions. I would  have 

needed this for several sessions. This would be a mentor/tutor experience. 

 

Nine of the 15 participants wanted but were unable to find live, in-person SCD 

support groups. These nine respondents indicated a need for a SCD survivor specific 

group in their community for the following purposes: (1) to identify with similar others, 

(2) to commiserate with others, (3) to prevent feeling alone or isolated, and (4) wanted 
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the other group members to be of their gender and in their age group. Consequently, live 

in-person SCD survivor support groups should be available in the survivor‘s community 

for identifying with similar others (Appendix F). One respondent stated, ―I was interested 

in a local group for guys like me, but I never found one.‖ Another commented: 

I have a friend who has an ICD and has been having a lot of issues. He is my age 

and we have talked about starting a support group. I would love to have a support 

group almost like a 12 Step program where people can meet and talk about our 

shared issues. Definitely, a long-term support group would be essential. I think I 

am one of those people who get strength from helping others.  

 

This participant described the importance of relating with similar others: 

I think this whole process requires someone to commiserate with. It is so 

unpredictable and if you are a person that doesn‘t deal with change very well, you 

could really get depressed. My husband and I are working on the logistics of 

starting a group for arrhythmia patients both men and women. 

 

It would be advantageous for hospitals to offer such groups to their SCD surviving 

patients.  

Some of the participants (5) commented about the disrespect they received from 

medical staff and health professionals. They did not feel they were listened to or regarded 

as experts on their own bodies. They also did not want to be treated as fragile, invalid, or 

incapable of making decisions on their own behalf. In addition, they wanted their doctors 

to be honest and forthcoming about difficult diagnosis and prognosis and not to sugar 

coat the facts because they feared their patient could not handle the truth. To this end, 

SCD survivors should be spoken to honestly and treated with respect by medical staff and 

health professionals regarding their medical care (Appendix F). One respondent stated,  

The biggest difference for me was finally having doctors who actually listened to 

me. The first 6 months were hell. The doctors were terrible and I really didn‘t 

know what was going on. It made a tremendous difference to find a doctor who 

listened to me and recognized that I needed someone to take a lead role with my 

care and a person to make all the referrals. 
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Another commented, ―I would like recognition that I know my own body better than the 

doctors do. I recognize that they know infinitely more about medicine. Together we can 

function as a team.‖ This participant described the importance of being treated 

respectfully by medical staff in this manner:  

I think it would be helpful if medical folks did not talk down to people. That 

includes everyone from nurses, to my doctors, and technicians. Most health-care 

professionals are ill prepared, it seems, to deal with folks who have ―died‖ and 

then returned. I was appalled at being treated like a small child or person who was 

mentally slow. Quite a few times I was tempted to ask folks to can the crap and 

just talk to me.  

 

It appears that the bedside manner of medical staff could use vast improvements in 

certain instances. 

Psychological counseling. Six of the 15 participants received psychological 

counseling. In most instances, counseling was sought for anxiety, related to either 

receiving or anticipating shocks, or for depression regarding their status as cardiac 

patients with physical limitations. One participant said she sought counseling for Post 

Traumatic Stress Disorder because she was having flashbacks from the cardiac trauma. 

Another respondent described why she sought counseling, ―I received concrete 

techniques for keeping me in the here and now and not back in CICU. My flashbacks 

now last seconds and minutes, not hours and days.‖ This respondent said the following 

about his time in therapy, ―I went through therapy for a short time, I eventually realized 

that I had to change certain things in my life and do it on my terms.‖ This participant 

commented on the importance of receiving assistance from her psychiatrist, ―He has 

motivated and advocated for me with the people around me; that more than anything has 

been some of the greatest benefit to me.‖ Three of the six respondents said they sought 
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psychiatric assistance to receive counseling, but also to get prescriptions for psychotropic 

medications for anxiety, depression and sleeping aids. Six respondents relied on 

psychotropic medications to deal with the emotional after-math of surviving SCD; three 

of those six respondents did not opt for counseling. 

As part of the treatment modality, SCD survivors should seek psychological 

counseling (Appendix F). The type of counseling or therapy can be from any 

psychological tradition. The most important aspect of the counseling or therapy received 

is that the recipient is open to that tradition and feels comfortable with his or her 

therapist. The main purpose for seeking counseling should be to learn how to adjust to 

life post-SCD and living with an ICD and, if needed, to help alleviate depression and 

anxiety, as these seem to be the major psychological issues facing SCD survivors.  

A few of the respondents (3) complained that there was a lack of sufficient 

psychological resources available for SCD survivors. In addition, there is also a need for 

counselors who are knowledgeable regarding SCD specific issues. One respondent 

commented, ―I don‘t know why cardiac death patients aren‘t immediately assigned a 

counselor of some kind? Once I left the hospital there was nothing, no support group, no 

counseling.‖ Another commented: 

I went to counseling for a while when I was first diagnosed, it wasn‘t very 

helpful. I think it was because we didn‘t connect. A counselor coming in cold that 

hasn‘t experienced (cardiac issues) in some form or another self, family, friend, 

just wasn‘t what I personally needed. 

 

This respondent also complained about the quality of her therapist, ―If I am 

paying someone, I really would like input. I have been to a couple who just say, ‗What do 

you think that means?‘ This is not helpful to me.‖ When considering the aforementioned, 

it would be prudent for hospitals to provide psychological counseling, or referrals for 
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counseling to their SCD patients, and those counselors should be knowledgeable 

regarding SCD specific issues (Appendix F). 

Education. The majority of the participants (7) wanted to be educated about their 

cardiac conditions. They wanted information about their specific ailments, current 

medical advancements, treatments, and medications. This information helped the 

survivors feel empowered regarding their medical treatment. One respondent commented, 

―Doing research on all aspects of my condition and the procedures that I underwent has 

been helpful.‖ Another said she coped by learning more about her medical issues, ―I 

plunged myself into learning about my disease.‖ This respondent described the type of 

medical information that he needed to know in the aftermath. He also said this would be 

the most important aspect of any post-SCD assistance he could receive: 

I would like to know statistical data regarding things like life expectancy, ICD 

problems and successes, technical data on the heart, ICD‘s and the interaction. I 

would also like to know options for surgery, and treatment for different types of 

heart conditions that lead to or accompany ICD implants. 

 

Another concurred and stated,  

Educating myself on the ramifications of having heart problems has helped me 

considerably. The education came from many sources: libraries, Internet and 

personal discussions with treating doctors and staff. This education has given me 

knowledge that I now give to people who need the information and help. 

 

This participant explained how educating others would allow her to help herself and the 

community:  

At this point, I want to proactively help people understand some basic things 

about SCDs, 1. It is not the same as a heart attack. 2. That an external defibrillator 

can save lives and should be in every public place where people gather (schools, 

churches, shopping areas, etc.). 3. It is important to get your mineral levels 

checked, because undiagnosed magnesium deficiency can lead to an SCD, as was 

the case in my instance. I would like to be involved in more public education 

about SCDs and defibrillators. I feel a responsibility to help, especially since it 

can save lives. This is what would be most helpful to my healing now. 
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Because of the need for accurate information, hospitals should provide education and 

resource referrals to their SCD surviving patients about their specific cardiac conditions. 

This education should also be made available to the survivors‘ significant others and 

family members (Appendix F). Knowledge empowers the survivor and allows them to 

manage their medical care with more confidence; it also allows them to educate others. 

Physical rehabilitation. Three of the respondents said they had difficulty finding 

or could not find cardiac rehabilitations programs in their community. One respondent 

remarked:  

I didn‘t get cardiac rehab because my doctor‘s practice didn‘t have a program and 

was afraid they would lose me as a patient if they referred me to another rehab in 

town. My counselor found the cardiac rehab for me, six months after the cardiac 

event! 

 

Another stated:  

There should be physical therapy for us after surgery to help us know we are 

doing the right exercises and enough of them to help us get better. I needed to be 

shown how to build strength in my upper body. 

 

This participant also commented on a lack of rehabilitation available, ―If there is a 

program out there it has not been offered to me and I don‘t know about it.‖ 

One respondent said that she participated in cardiac rehabilitation for 3 months 

and commented, ―The groups were filled with participants much older than me. We did 

not have anything in common except for the heart issues, and most of them were 

cardiovascular patients, not arrhythmia patients.‖ She would have preferred to be in a 

rehabilitation group with other SCD survivors and ICD recipients. She would have also 

liked the other participants to be of a similar age. She further commented, ―There is a fear 

of arrhythmia patients exercising. It has really been the last few years that they are 

finding that light exercise is more beneficial than harmful, as long as it is monitored.‖ 
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Two other respondents commented on receiving physical rehabilitation. One 

respondent remarked, ―I went through an outpatient rehab for about 2 months before 

returning to work, but was unable to resume my previous duties. It took another year of 

personal rehabilitation before I felt ready to return to work.‖ The other lamented the 

difficulty he faced when wanting to participate in physical therapy, ―It took me 4 months 

to convince my doctor that rehabilitation would be beneficial to me. He finally gave in 

and enrolled me in the hospital cardiac rehabilitation program.‖ After considering the 

aforementioned, SCD survivors and people with ICDs should be provided with physical 

rehabilitation programs for their specific health concerns and with people in similar age 

groups (Appendix F). It is evident that SCD survivors have a need for physical 

rehabilitation and that it is not currently being provided in a sufficient manner. Physical 

well-being directly affects emotional well-being and should be considered an important 

part of the treatment modality post-SCD. 

Other healing modalities enlisted. The following represents other healing 

modalities that were enlisted by some of the participants. They include journaling or 

writing/narrative retelling of their story, humor and laughter, pet therapy/owning a pet, 

and taking up new hobbies (Appendix F). 

A few of the respondents (3) said that journaling or writing assisted with their 

emotional healing in that the narrative and retelling of their story allowed them to review 

their progress over time and release their feelings through the writing process (Appendix 

F). One respondent said she started to write as a way to assist with her emotional healing, 

―I started writing fiction. I self-publish for a serial I write.‖ Another commented: 

I know that having someone to talk to about things is important, but I did not have 

that luxury, so I opted out and did my talking on the computer and with pen and 
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paper in the form of a journal/notes/life story. This was amazingly therapeutic for 

me.  

 

This participant explained the importance of journaling her experiences: 

 

I have to tell you that writing has been very therapeutic for me. I don‘t think I was 

ready until recently, to write down the emotions associated with my event. I love 

to write because it allows me the time to piece things together, to describe in 

writing what can be hard to describe verbally. I think it is easier to look back and 

see your journey, to see where you have been and describe that. I can read  the 

journal the next day and say, ―Look how far you have come!‖ 

 

Journaling or writing can provide a therapeutic way to express and release feelings that 

may have otherwise been unaddressed. The expression of these thoughts and feelings 

appears to assist with emotional healing.  

Three respondents reported using humor and laughter as a way to deal with their 

emotions and as part of their healing process post-cardiac trauma (Appendix F). One 

respondent commented, ―As part of my coping in the aftermath, I told lots of jokes, wrote 

lots of humor, and immersed myself in an online group where the other people in that 

group tolerated my puns!‖ The other two respondents said that humor was part of their 

healing process because they shared fun times with family, friends, and experienced 

funny moments. It appears that the most important aspect of using humor as a healing 

modality is the ability to laugh heartily and enjoy the moment. 

Some of the respondents (4) said that owning and having a pet to care for, and 

receiving affection from their pets, was important to them post-cardiac trauma (Appendix 

F). One respondent remarked, ―In addition to friends and family, good doctors, the online 

groups, medical information and proper medications, my sweet Yorkies, were part of the 

most important assistance I received.‖ Another tenderly explained the importance of his 

dog in his life: 
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My dog is so great. Many days I used to lie in bed watching television. Now I 

have to get up and walk him. We go to the dog park everyday, which is another 

social event because there are regulars who come who have now become great 

friends. But more than that, I always have a reason to get up in the morning. I 

can‘t stand being away from him and always look forward to coming home. It‘s 

unconditional love that pets give that is so great. I think more people would 

benefit from having pets because it helps them to realize their worth to another 

creature even if they can‘t live their life as they did previously. 

 

This participant remarked, ―My dog is my constant companion, I can always count on 

him to be there, no matter what.‖  

Pet ownership is only applicable for people who are interested in doing so, are not 

allergic and have the space and means to provide for them. For the respondents who have 

pets, the act of providing care and receiving affection from those pets appears to be 

socially and emotionally significant and helpful post-cardiac trauma.  

Finally, a few of the respondents reported that hobbies, activities, and artistic 

expression were helpful with their coping process and healing post-cardiac trauma. This 

included going new places and learning new things, such as how to cook healthy foods, 

and gardening. In addition, playing instruments, and artistic expression were also found 

to be helpful coping mechanisms. One respondent explained how he coped in the 

aftermath: 

I started finding activities such as playing Bingo, going to the community theater 

group, and playing my guitar in the park, whatever I could do to keep from 

staying home and feeling sorry for myself. I needed something to keep my mind 

of my troubles.  

 

Another person also used artistic expression as a means of coping, ―In addition to taking 

anti-depressants, and joining some Yahoo groups, which made me feel normal again, I 

started making artsy stuff.‖ This participant described how learning something new 

helped to facilitate his emotional healing: 
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I have learned so many things that I always wanted to before, but never had the 

time or patience. I had to start cooking by necessity because of my diet. Now I 

love to cook and my sister, who has written a number of cookbooks, wants me to 

write one with her. I also now have a nice little garden. Before this, I couldn‘t 

keep fake plants alive!  

 

It appears that taking up new hobbies, finding activities to keep busy, and learning new 

things help survivors get on with the business of living their lives, provides them with 

something new to focus on, can possibly provide an outlet for social interaction and fun, 

and can be a way to creatively express themselves. All of these pastimes can assist with 

the coping process and be emotionally healing. 

To conclude, the treatment modality for post-SCD trauma represents the type of 

assistance sought most often by the participants for this research: social support, 

psychological counseling, education, physical rehabilitation and other healing modalities. 

It also chronicles what they found to be most helpful to them during the aftermath. What 

is most important to glean from this protocol is the understanding that some kind of 

psychological assistance should be sought post-cardiac trauma. Social support appears to 

be the most significant component of the assistance received. Support from others seems 

to be vital when recovering or enduring a traumatic health crisis.  

Ideas for Future Research 

The information reported by the SCD survivors lead to ideas for future research. It 

would be ideal to conduct a study that focuses on the impact of the cardiac event on the 

spouse, the children, and the family as a whole. Understandably, the family also 

undergoes an emotional upheaval. It would be interesting to know how EERS 

experiences impact in the lives of the partners and children of SCD survivors. It would be 
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useful to know how family members navigate the time during the aftermath of the cardiac 

trauma. 

Another area that should be studied in detail is the short and long-term memory 

loss and cognitive deficits that result from cardiac arrest. Three of the respondents were 

in comas for various amounts of time. The coma patients had more severe memory loss 

than the respondents who only had cardiac arrest. There is a great deal of research that 

addresses memory loss in coma patients; therefore, a study that specifically addresses the 

impact of the memory loss post SCD, the severity of the memory loss, and the effect of 

the loss over time should be conducted. The study should also address how memory loss 

affects post SCD emotional recovery. The respondents with the most memory loss said it 

made the recovery process more difficult and took a longer amount of time. In addition to 

the loss of their previous lifestyle, they also lost a part of themselves because of lost 

memories. This was another difficulty to face. In support of the memory loss studies post 

SCD, there should also be studies that facilitate and support the return of brain function. 

Future studies should also address the impact that physical limitations have on 

emotional recovery. It was evident after conducting the interviews that the emotional 

experience of surviving also included considering the physical impact of the cardiac 

trauma. Accepting a new way of life because of illness and physical limitations is 

extremely difficult. This has a dramatic impact on the emotional well being of the 

survivor. Future research should include an in-depth look into how this affects the post 

SCD recovery process. 

Finally, future research should include a study that addresses whether or not there 

is a disparity in cardiac medical care that is provided for women. A few of the female 
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participants believed they were underserved as cardiac patients. They reported difficulty 

in being diagnosed and often being misdiagnosed. They said their presenting symptoms 

were not recognized as precursors to heart disease and were often mistaken for other 

diagnosis. In addition, women will often not recognize the warning signs of cardiac 

illness and brush them off as insignificant (Hsia, 2007). Once in the health care system, 

many of the respondents reported not being taking seriously as cardiac patients, having to 

argue with medical staff to get certain tests, medications prescribed, or stopped. A study 

that addresses the assertions of the respondents should be done at various hospitals 

throughout the United States; in particular, it should be determined whether or not a 

disparity exists, if cardiac ailments in women are misdiagnosed, and if women are 

medically underserved as cardiac patients.  

Implications of Study Findings 

Prior to conducting this research, there was a gap in the research regarding the 

EERS experiences and psychological challenges of SCD survivors. After completing my 

research, I was able to contribute to the knowledge regarding the psychological sequelae 

of surviving SCD and the body of knowledge on this particular topic. This was 

accomplished by (a) gaining a better understanding of the subjective experience of 

surviving the cardiac event, (b) learning more about the EERS experiences and 

psychological challenges involved with surviving SCD, and (c) by developing a treatment 

modality for psychological support post-SCD directly from the data provided by the 

respondents. The protocol consists of social support, psychological counseling, 

education, physical rehabilitation and other healing modalities (Appendix F). The 

information gleaned from my research should assist future and current survivors of SCD. 
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The survivors reported a complexity of EERS experiences from which several 

themes emerged such as, thankfulness for being alive, feeling traumatized during the 

aftermath, struggling to re-establish themselves in a new role with physical limitations, 

and regret over losing the lifestyle they were previously accustomed to. Further, 

surviving SCD is a significant emotional marker and turning point in life that brings 

about drastic lifestyle changes. The respondents also reported that their emotional 

responses during the aftermath were stronger and more pronounced than their existential, 

spiritual, and religious concerns and experiences. 

Final Remarks 

Survivors of SCD are confronted with many difficult challenges during the 

aftermath of surviving a catastrophic health crisis. The EERS experiences have a 

significant impact on how these challenges are met. For the most part, the survivors with 

whom I spoke found a way to reconcile the numerous changes to their lives and start over 

again. Each of these survivors came to realize that family and relationships with others 

are what matter the most in life. It was because of the strength of these relationships that 

each of these survivors found the courage to carry on. Consequently, the importance of 

supportive relationships and love should not be underestimated. 



 

 

92 

References 

Ahmad, M., Bloomstein, L., Roelke, M., Bernstein, A. D., & Parsonnet, V. (2000). 

Patients‘ attitudes toward implanted defibrillator shocks. Pacing and Clinical 

Electrophysiology, 23, 934-938. 

Albert, C. M., Chae, C. U., Rexrode, K. M., Manson, J. E., & Kawachi, I. (2005). Phobic 

anxiety and risk of coronary heart disease and sudden cardiac death among 

women. Circulation, 111(4), 480-487. 

Appels, A., Golombeck, B., Gorgels, A., de Vreede, J., & van Breukelen, G. (2000). 

Behavioral risk factors of sudden cardiac arrest. Journal of Psyhchosomatic 

Research, 48, 463-469. 

American Heart Association. (n.d.). Sudden cardiac arrest: AHA scientific position. 

Retrieved March 30, 2005, from 

http://www.americanheart.org/presenter.jhtml?identifier=4741 

Anderson, M. H., & Camm, A. J. (1994). Legal and ethical aspects of driving and 

working in patients with an implantable cardioverter defibrillator. American Heart 

Journal, 127(2), 1185-1193. 

Antiarrythmics versus Implantable Defibrillators Investigators (1997). A comparison of 

antiarrhythmic-drug therapy with implantable defibrillators in patients 

resuscitated from near-fatal ventricular arrhythmias. New England Journal of 

Medicine, 337, 1576-1583. Retrieved July 1, 2009, from 

http://content.nejm.org/cgi/reprint/337/22/1576.pdf 

Badger, J. M., & Morris, P. L. P. (1989). Observations of a support group for automatic 

implantable cardioverter-defibrillator recipients and their spouses. Heart Lung, 

18, 238-243. 

Barakat, K., Fiumicelli, G., Bostock, J., Karani, S., Hodson, F., Weinman, J., et al. 

(1994). A randomized crossover study to assess the efficacy of group counseling 

in patients with implantable cardioverter defibrillators. Pacing and Clinical 

Electrophysiology, 17, 864. 

Barry, L. C., Kasl, S. V., Lichtman, J., Vaccarino, V., & Krumholz, H. M. (2006). Social 

support and change in health-related quality of life six months after coronary 

artery bypass grafting. Journal of Psychosomatic Research, 60, 185-193. 

Beauregard, L. A., Barnard, P. W., Russo, A. M., & Waxman, H. L. (1995). Perceived 

and actual risks of driving in patients with arrhythmia control devices. Archives of 

Internal Medicine, 155(6), 609-613. 

Berkman, L. F., & Glass, T. (2000). Social integration, social networks, social support, 

and health. In L. F. Berkman & I. Kawachi (Ed), Social epidemiology (1
st
 ed., pp. 

137-173). New York: Oxford University Press. 



 

 

93 

Boutin-Foster, C. (2005). Getting to the heart of social support: A qualitative analysis of 

the types of instrumental support that are most helpful in motivating cardiac risk 

factor modification. Heart & Lung, 34(1), 22-29. 

Boyatzis, R. E. (1998). Transforming qualitative information: Thematic analysis and 

code development. Thousand Oaks, CA: Sage. 

Burke, J. L, Hallas, C. N., Clark-Carter, D., White, D., & Connelly, D. (2003). The 

psychosocial impact of the implantable cardioverter defibrillator: A meta-analytic 

review. British Journal of Health Psychology 8, 165-178. Retrieved September 

30, 2006, from MEDLINE database. 

Burke, L. J. (1995). Securing life through technology acceptance: The first six months 

following implantation of a transvenous internal cardioverter defibrillator. 

Dissertation Abstracts International, 56(2), 738B. Abstract retrieved September 

27, 2004, from ProQuest Dissertations and Theses database. (AAT 9519654) 

Buxton, A. E., Lee, K. L., Fisher, J. D., Gold, M. R., Josephson, M. E., Prystowsky, E. 

N., et al. (1999). A randomized study of the prevention of sudden death in patients 

with coronary artery disease. New England Journal of Medicine, 341, 1882-1890. 

Case, R. B., Moss, A. J., Case, N., McDermott, M., & Eberly, S. (1992). Living alone 

after myocardial infarction: Impact on prognosis. Journal of the American 

Medical Association, 267, 515-519. 

Chevalier, P., Verrier, P., Kirkorian, G., Touboul, P., & Cottraux, J. (1996). Improved 

appraisal of the quality of life in patients with automatic implantable cardioverter 

defibrillator: A psychometric study. Psychotherapy and Psychosomatics, 65, 49-

56.  

Chevalier, P., Cottraux, J., Mollard, E., Sai, N., Brun, S., Burri, H., et al. (2006). 

Prevention of implantable defibrillator shocks by cognitive behavioral therapy: A 

pilot trial. American Heart Journal, 151, 191e1-191e6. 

Chin, M. H., & Goldman, L. (1997). Correlates of early hospital readmission or death in 

patients with congestive heart failure. American Journal of Cardiology, 79(12), 

1640-1644. 

Cohen, S. (2004). Social relationships and health. American Psychologist, 11, 676-684. 

Cooper, D., Luceri, R., Thurer, R., & Myerburg, R. (1986). The impact of the automatic 

cardioverter defibrillator on quality of life. Clinical Progress in Electrophysiology 

and Pacing, 4, 306-309. 

Coyne, J. C., Rohrbaugh, M .J., Shoham, V., Sonnega, J. S., Nicklas, J. M., & Cranford, 

J. A. (2001). Prognostic importance of marital quality for survival of congestive 

heart failure. American Journal of Cardiology, 88(5), 526-529. 



 

 

94 

Credner, S. C., Klingenheben, T., Mauss, O., Sticherling, C., & Hohnloser, S. H. (1998). 

Electrical storm in patients with transvenous implantable cardioverter 

defibrillators: Incidence, management, and prognostic implication. Journal of 

American Cardiology, 32, 1909-1915. 

DeBasio, N., & Rodenhausen, N. (1984). The group experience: Meeting the 

psychological needs of patients with ventricular tachycardia. Heart Lung, 13, 587-

602. 

Dickerson, S. S. (2002). Redefining life while forestalling death: Living with an 

implantable cardioverter defibrillator after a sudden cardiac death experience. 

Qualitative Health Research, 12(3), 360-372. Retrieved September 30, 2006, 

from MEDLINE database. 

Dickerson, S. S., Posluszny, M., & Kennedy, M. C. (2000). Help seeking in a support 

group for recipients of implantable cardiverter defibrillators and their support 

persons. Heart Lung, 29, 86-97. 

Dickerson, S. S., Flaig, D. M., Kennedy, M. C. (2000). Therapeutic connection: Help 

seeking on the Internet for persons with implantable cardioverter defibrillators. 

Heart Lung, 29, 248-255. 

Dougherty, C. M. (1990). Recovery following sudden cardiac death during 

hospitalization. Dissertation Abstracts International, 51(12), 5807B. Abstract 

retrieved September 27, 2004, from ProQuest Dissertations and Theses database. 

(AAT 9108461) 

Dougherty, C. M. (1994). Longitudinal recovery following sudden cardiac arrest and 

internal cardioverter defibrillator implantation: Survivors and their families. 

American Journal of Critical Care, 3(2), 145-153.  

Dougherty, C. M., Thompson, E. A., & Lewis, F. M. (2005). Long-term outcomes of a 

telephone intervention after an ICD. Pacing and Clinical Electrophysiology, 28, 

1157-1167. 

Dubin, A. M., Batsford, W. P., Lewis, R. J., & Rosenfeld, L. E. (1996). Quality of life in 

patients receiving implantable cardioverter defibrillators at or before age 40. 

Pacing and Clinical Electrophysiology, 19, 1555-1559. 

Dunbar, S. B. (2005). Psychosocial issues of patients with implantable cardioverter 

defibrillators. American Journal of Critical Care, 14(4), 294-303. 

Dunbar, S. B., Jenkins, L. S., Hawthorne, M. H., Porter, L. A., & Dudley, W. N. (1997). 

Coping and behavioral responses. In S. B. Dunbar, K. A. Ellenbogen & A. E. 

Epstein (Eds.), Sudden cardiac death: Past, present and future (pp. 307-319). 

Armonk, NY: Futura. 



 

 

95 

Dunbar, S. B., Kimble, L. P., Jenkins, L. S., Hawthorne, M., Dudley, W., Slemmons, M., 

et al. (1999). Association of mood disturbance and arrhythmia events in patients 

after cardioverter defibrillator implantation. Depression and Anxiety, 9, 163-168. 

Eads, A. S., Sears, S. F., Sotile, W., & Conti, J. B. (2000). Supportive communication 

with implantable cardioverter defibrillator patients: Seven principles to facilitate 

psychosocial adjustment. Journal of Cardiopulmonary Rehabilitation, 20(2), 109-

114. 

Eckert, M., & Jones, T. (2002). How does an implantable cardioverter defibrillator (ICD) 

affect the lives of patients and their families? International Journal of Nursing 

Practice, 8, 152-157. 

Elizur, Y., & Hirsch, E. (1999). Psychosocial adjustment and mental health two months 

after coronary artery bypass surgery: A multi-systemic analysis of patients‘ 

resources. Behavioral Medicine, 22, 157-177. 

Eng, P. M., Rimm, E. B, Fitzmaurice, G., & Kawachi, K. (2002). Social ties and change 

in social ties in relation to subsequent total and cause–specific mortality and 

coronary heart disease incidence in men. American Journal of Epidemiology, 155, 

700-709. 

Engel, G. E. (1977). The need for a new medical model: A challenge for biomedicine. 

Science, 196, 129-136. 

Existential theory. (n.d.) Retrieved December 6, 2008, from 

http://www.webref.org/psychology/e/existential_theory.htm 

Exner, D. V., Pinski, S. L., Wyse, D. G., Renfroe, G., Follmann, D., Gold, M., et al. 

(2001). Electrical storm presages non-sudden death: The antiarrhythmics versus 

implantable defibrillators (AVID) trial. Circulation, 103, 2066-2071. 

Finkelmeier, B. A. (1984). Psychological ramifications of survival from sudden cardiac 

death. Critical Care Quarterly, 7(2), 71-79.  

Flemme, I., Bolse, K., Ivarsson, A., Jinhage, B. M., Sandstedt, B., Edvardsson, N., et al. 

(2001). Life situation of patients with an implantable cardioverter defibrillator: A 

descriptive longitudinal study. Journal of Clinical Nursing, 10(4), 563-572. 

Retrieved September 30, 2006, from Health Source: Nursing/Academic Edition 

database. 

Fleury, J. (1993). An exploration of the role of social networks in cardiovascular risk 

reduction. Heart & Lung, 22, 134-144. 

Folkman, S., Lazarus, R. S., Gruen, R. J., & DeLongis, A. (1986). Appraisal, coping, 

health status and psychological symptoms. Journal of Personality and. Social 

Psychology, 50, 571-579. 

javascript:__doLinkPostBack('','target~~fullText||args~~32','');
javascript:__doLinkPostBack('','target~~fullText||args~~32','');


 

 

96 

Fridlund, L., Ivarsson, J., Bolse, F., Sandstedt, M., & Fridlund, B. (2000). Patients with 

implantable cardioverter-defibrillators and their concepts of the life situation: A 

qualitative analysis. Journal of Clinical Nursing, 9(1), 37-45. Retrieved 

September 30, 2006, from MEDLINE database. 

Frizelle, D. J., Lewin, B., Kaye, G., & Moniz-Cook, E. D. (2006). Development of a 

measure of the concerns held by people with implanted cardioverter defibrillators: 

The ICD. British Journal of Health Psychology, 11, 293-301. 

Frizelle, D. J., Lewin, B., Kaye, G., Hargraves, C., Hasney, K., Beaumont, M., & Moniz-

Cook, E. D. (2006). Cognitive-behavioral rehabilitation program for patients with 

an implanted cardioverter defibrillator: A pilot study. Behavioral Journal of 

Health Psychology, 3, 381-392. 

Gallagher, R. D., McKinley, S., Mangan, B., Pelletier, D., Squire, J., & Mitten, L. S. 

(1997). The impact of the implantable cardioverter defibrillator on quality of life. 

American Journal of Critical Care, 6, 16-24. 

Ganz, L. I. (2008, March). Patient information: Radiofrequency catheter ablation. 

Retrieved May 31, 2009, from the Uptodate for Patients Web site: 

http://www.uptodate.com/patients/content/topic.do?topicKey=~FccFO5IpxEbt7&

selectedTitle=1~150&source=search_result 

Gatzoulis, K. A., Andrikopoulos, G. K., Apostolopoulos, T., Sotiropoulos, E., 

Zervopoulos, G., Antoniou, J., et al. (2005). Electrical storm is an independent 

predictor of adverse long-term outcome in the era of implantable defibrillator 

therapy. Eurospace, 7, 184-192. 

Gerin, W., Pieper, C., Levy, R., & Pickering, T. (1992). Social support in social 

interaction: A moderator of cardiovascular reactivity. Psychosomatic Medicine, 

54, 324-336. 

Godemann, F., Ahrens, B., Behrens, S., Berthold, R., Gandor, C., Lampe, F., et al. 

(2001). Classical conditioning and dysfunctional cognitions in patients with panic 

disorder and agoraphobia treated with an implantable cardioverter/defibrillator. 

Psychosomatic Medicine, 63, 231-238. 

Hawthorne, M. H., Dunbar, S. B., Jenkins, L. S., Hixon, M. W., & Dudley, W. N (1995). 

Mood disturbance during early recovery in women after implantable cardioverter 

defibrillator placement [Abstract]. Circulation, 92(8, suppl.), I-492. 

Hegel, M. T., Griegel, L. E., Black, C., Goulden, L., & Ozahowski T. (1997). Anxiety 

and depression in patients receiving implanted cardioverter-defibrillators: A 

longitudinal investigation. International Journal of Psychiatry, 27(1), 57-69. 

Retrieved September 30, 2006, from MEDLINE database. 

Helgeson, V. (2003). Social support and quality of life. Quality of Life Research, 12, 25-

31. 



 

 

97 

Heller, S. S., Ormont, M. A., Lidagoster, L., Sciacca, R. R., & Steinberg, S. (1998). 

Psychosocial outcome after ICD implantation: A current perspective. Pacing and 

Clinical Electrophysiology, 21, 1207-1215. 

Hemingway, H., Malik, M., & Marmot, M. (2001). Social and psychological influences 

on sudden cardia death, ventricular arrhythmia and cardiac autonomic function. 

European Heart Journal, 22(13), 1082-101. 

Herrmann, C., Von zur Muhen, F., Schaumann, A., Buss, U., Kemper, S., Wantzen, C., et 

al. (1997). Standardized assessment of psychological well-being and quality-of-

life in patients with implanted defibrillators. Pacing and Clinical 

Electrophysiology, 20(1, pt. 1), 95-103. 

House, J. S., Umberson, D., & Landis, K. (1988). Structures and processes of social 

support. Annual Review of Sociology, 14, 293-318.  

Hsia, J. (2007). Gender differences in diagnosis and management of heart disease. 

Retrieved November 1, 2008, from Women‘s Heart Foundation Web site: 

http://www.womensheart.org/content/HeartDisease/gender_differences.asp 

Irvine, J., Basinski, A., Baker, B., Jandciu, S., Paquette, M., Cairns, J., et al. (1999). 

Depression and risk of sudden cardiac death after acute myocardial infarction: 

Testing for the confounding effects of fatigue. Psychosomatic Medicine, 61(6), 

729-737. 

Isaacs, J. D., Mulholland, D. H., Hess, L. W., Albert, J. R., & Martin, R. W. (1993). 

Pregnancy in a woman with an automatic implantable cardioverter-defibrillator. 

Reproductive Medicine, 38(6), 487-488. 

Janevic, M. R., Janz, N. K., Dodge, J. A., Wang, Y., Lin, X., & Clark, N. M. (2004). 

Longitudinal effects of social support on the health and functioning of older 

women with heart disease. International  Journal of Aging and Human 

Development, 59(2), 153-175. 

Jenkins, L. S., Dunbar, S. B., Dudley, W. N., & Hawthorne, M. H. (1996). Living with an 

ICD: Gender differences in concerns in early recovery. Annals of Behavioral 

Medicine, 18(Suppl.), S-240. 

Jenkins, L. S., Dunbar, S. B., & Hawthorne, M. (1996). ICD patient concerns across the 

first nine months of recovery. Circulation, 93(suppl. 1), 1-134. 

Jung, W., & Luderitz, B. (1996). European policy on driving for patients with 

implantable cardioverter defibrillators. Pacing and Clinical Electrophysiology, 

19(6), 981-984. 



 

 

98 

Kamphuis, H. C. M., Verhoeven, N. W. J. M., Leeuw, R., Derksen, R., Hauer, R. N. W., 

& Winnubst, J. A. M. (2004). ICD: A qualitative study of patient experience the 

first year after implantation. Journal of Clinical Nursing, 13(8), 1008-1016. 

Retrieved September 30, 2006, from Health Source: Nursing/Academic Edition 

database. 

Kawachi, I., & Berkman, L. F. (2001). Social ties and mental health. Journal of Urban 

Health, 78, 458-467. 

Kawachi, I., Colditz, G. A., Ascherio, A., Rimm, E. B., Giovannucci, E., Stampfer, M. J., 

et al. (1996). A prospective study of social networks in relation to total mortality 

and cardiovascular disease in men in the USA. Journal of Epidemiology and 

Community Health, 50, 245-251. 

Keckeisen, M., & Nyamathi, A. (1990). Coping and adjustment to illness in the acute 

myocardial infarction patient. Journal of Cardiovascular Nursing, 5, 25-33. 

Kerr, E. E., & Fothergill-Bourbonnais, F. (2002). The recovery mosaic: Older women‘s 

lived experiences after a myocardial infarction. Heart & Lung, 31, 355-367. 

Knight, L., Livingston, N. A., Gawlinski, A., & DeLurgio, D. B. (1997). Caring for 

patients with third-generation implantable cardioverter defibrillators: From 

decision to implant to  patient‘s return home. Critical Care Nursing, 17, 41-60.  

Krumholz, H. M., Butler, J., & Miller, J. (1998). Prognostic importance of emotional 

support for elderly patients hospitalized with heart failure. Circulation, 97, 958-

964. 

Kuhl, M. A., Sears, S. F., & Conti, J. B. (2006). Using computers to improve the 

psychosocial care of implantable cardioverter defibrillator recipients. Pace, 29, 

1426-1433. 

Kuiper, R., & Nyamathi, A. M. (1991). Stressors and coping strategies of patients with 

automatic implantable cardioverter defibrillators. Journal of Cardiovascular 

Nursing, 5, 65-76. 

Kvale, S. (1996). InterView: An introduction to qualitative research interviewing. 

Thousand Oaks, CA: Sage. 

Lampert, R., Joska, T., Brug, M. M., Batsford, W. P., McPherson, C. A., Jain, D. (2002). 

Emotional and physical precipitants of ventricular arrhythmia. Circulation, 106, 

1800-1805. 

Larsen, G. C., Stupe, M. R., Walance, C. G., Griffith, K. K., Cutler, J. E., Kron, J., et al. 

(1994). Recurrent cardiac events in survivors of ventricular fibrillation or 

tachycardia. Implications for driving restriction. Journal of the American Medical 

Association, 271(17), 1335-1339. 



 

 

99 

Laszlo, K. (1999). Creating the conditions for the design of evolutionary learning 

community: A  participatory and co-creative exploration of educational images for 

a sustainable and evolutionary future (Dissertation Proposal, Saybrook Graduate 

School and Research Center, San Francisco). Retrieved February 10, 2006, from 

Saybrook‘s Online Library Catalog of Dissertations. 

Lisk, C. J., & Grau, L., (1999). Perceptions of women living with coronary heart disease: 

A pilot investigation. Women & Health, 29, 31-46. 

Lofland, J., & Lofland, L. H. (1995). Analyzing social settings: A guide to qualitative 

observation and analysis (3
rd

 ed). Belmont, CA: Wadsworth Publishing. 

Luderitz, B., Jung, W., Deister, A., & Manz, M. (1994). Patient acceptance of 

implantable cardioverter defibrillator devices: Changing attitudes. American 

Heart Journal, 127, 1179-1184. 

Luttick, M. L., Jaarsma, T., Moser, D., Sanderman, R., & van Veldhuisen, D. J. (2005). 

The importance of social support on outcomes in patients with heart failure. 

Journal of Cardiovascular Nursing, 20(3), 162-169. 

Lyons, R. F., Sullivan, M. J., & Ritvo, P. G. (1995). Relationships in chronic illness and 

disability (pp. 19-37). Thousand Oaks: Sage. 

Marshall, C., & Rossman, G. B. (1999). Designing qualitative research (3
rd

 ed.) Thousand 

Oaks, CA: Sage. 

Mauro, A. M. P. (1998). The relation between uncertainty and psychosocial adjustment 

among recipients of an implantable cardioverter defibrillator. Dissertation 

Abstracts International, 59(9), 4729B. Abstract retrieved September 22, 2006, 

from ProQuest Digital Dissertations database. (AAT 9908277) 

Miles, M., & Huberman, A. (1994). Qualitative data analysis: An expanded sourcebook 

(2
nd

 ed.). Thousand Oaks, CA: Sage.  

Mirowski, M., Reid, P. R., Mower, M. M., Watkins, L., Gott, V. L., Schauble, J. F., et al. 

(1980). Termination of malignant ventricular arrhythmias with an implanted 

automatic defibrillator in human beings. New England Journal of Medicine, 

303(6), 322-324. 

Molchany, C. A., & Peterson, K. A. (1994). The psychosocial effects of support group 

intervention on AICD recipients and their significant others. Progress in 

Cardiovascular Nursing, 9, 23-29. 

Morse, J., & Field, P. (1995). Qualitative research methods for health professionals (2
nd

 

ed.). Thousand Oaks, CA: Sage.  



 

 

100 

Moss, A. J., Hall, W. J., Cannom, D. S., Daubert, J. P., Higgins, S. L., & Klein, H. 

(1996). Improved survival with an implanted defibrillator in patients with 

coronary disease at high risk of ventricular arrhythmia. New England Journal of 

Medicine, 335, 1933-1940. 

Myerburg, R. J. (2001). Sudden cardiac death: Exploring the limits of our knowledge. 

Journal of Cardiac Electophyysiology, 12, 369-381. 

Myers, G. (2005). The impact of participation in a support group on perception of social 

support and level of anxiety in patients with an implantable cardioverter 

defibrillator. Dissertation Abstracts International, 66(2), 827B. Abstract retrieved 

September 22, 2006, from ProQuest Dissertations and Theses database. (AAT 

3165054) 

Natale, A., Davidson, T., Geiger, M. J., & Newby, K. (1997). Implantable cardioverter 

defibrillators and pregnancy: A safe combination? Circulation, 96(9), 2808-2812. 

Ocampo, C. M. (2000). Living with an implantable cardioverter defibrillator: Impact on 

the patient, family, and society. Nursing Clinical North America, 35, 1019-1030. 

Okkonen, E., & Vanhanen, H. (2006). Family support, living alone, and subjective health 

of a patient in connection with a coronary artery bypass surgery. Heart & Lung, 

35(4), 234-244. 

Oxman, T. E., Berkman, L. F., Kasl, S., Freeman, D. H., & Barrett, J. (1992). Social 

support and depressive symptoms in the elderly. American Journal of 

Epidemiology, 135, 356-368. 

Oxman, T. E., Freedman, D. H., & Manheimer, E. (1995). Lack of social participation or 

religious strength and comfort as risk factors for death after cardiac surgery in the 

elderly. Psychosomatic Medicine, 57, 5-15. 

Oxman, T. E., & Hull, J. G. (1997). Social support, depression, and activities of daily 

living in older heart surgery patients. Journal of Gerontology B Psychological 

Social Science, 52, 1-14. 

Parent, N., & Fortin, F. A. (2000). A randomized, controlled trial of vicarious experience 

through peer support for male first-time cardiac surgery patients: Impact on 

anxiety, self-efficacy expectation, and self-reported activity. Heart & Lung, 29, 

389-400. 

Parker, K. P., & Dunbar, S. B., (2005). In S. L. Woods, E. S. Froelicher, S. A. Motzer, & 

E. J. Bridges (Eds.), Cardiac Nursing (5
th

 ed., pp. 197-219). Philadelphia: 

Lippincott Williams & Wilkins. 

Pelletier, D., Gallagher, R., Mitten-Lewis, S., McKinley, S., & Squire, J. (2002). 

Australian implantable cardiac defibrillator recipients: Quality-of-Life issues. 

International Journal of Nursing Practice, 8, 68-74. 



 

 

101 

Pirraglia, P. A., Peterson, J. C., Williams-Russo, P., Gorkin, L., & Charlson, M. E. 

(1999). Depressive symptomatology in coronary artery bypass graft surgery 

patients. International Journal of Geriatric Psychiatry, 14, 688-680. 

Pycha, C., Calabrese, J. R., Gulledge, A. D., & Maloney, J. D. (1990). Patient and spouse 

acceptance and adaptation to implantable cardioverter defibrillators. Cleveland 

Clinic Journal of Medicine, 57, 441-444. 

Pycha, C., Gulledge, A., Hutzler, J., Kadri, N., & Maloney, J. (1986). Psychological 

responses to the implantable cardioverter defibrillator. Psychosomatics, 27, 841-

845. 

Reid, S. S., McKinley, S., & Nagy, S. (1999). Outcomes, problems and quality of life 

with the implantable cardioverter defibrillator. Australian Journal of Advanced 

Nursing, 16(4), 9-14. 

Rook, K. S. (1994). Assessing the health-related dimensions of older adults‘ social 

relationships. Annual Review of Gerontology and Geriatrics, 14, 142-181. 

Ryan, G., & Bernard, H. R. (2003). Techniques to identify themes in qualitative data. 

Field Methods, 15(1), 85-109.  

Sauve, M. J. M. (1984). Survivors of sudden cardiac death: The medical psychosocial 

factors related to self-reports of physical health, mental health and perceived 

health status (work return, sexual functioning). Dissertation Abstracts 

International, 46(3), 798. Abstract retrieved September 25, 2006, from ProQuest 

Dissertations and Theses database. (AAT 8509117) 

Sauve, M. J., Doolittle, N., Walker, J. A., Paul, S. M., & Scheinman, M. M. (1996). 

Factors associated with cognitive recovery after cardiopulmonary resuscitation. 

American Journal of Critical Care, 5(2) 127-139. 

Schuster, P. M., Phillips, S., Dillon, D. L., & Tomich, P. L. (1998). The psychosocial and 

physiological experiences of patients with an implantable cardioverter 

defibrillator. Rehabilitation Nursing, 23, 317-322. 

Sears, S. F., & Conti, J. B. (2002). Quality of life and psychological functioning of ICD 

patients. Heart, 87, 488-493.  

Sears, S. F., & Conti, J. B. (2003). Understanding implantable cardioverter defibrillator 

shocks and storms: Medical and psychosocial considerations for research and 

clinical care. Clinical Cardiology, 26, 107-111. 

Sears, S. F., Kovacs, A. H., Azzarello, L., Larsen, K., & Conti, J. B. (2004). Innovations 

in Health Psychology: The psychosocial care of adults with implantable 

cardioverter defibrillators. Professional Psychology: Research and Practice, 

35(5), 520-526. 



 

 

102 

Sears, S. F., Todaro, J. F., Lewis, T. S., Sotile, W., & Conti, J. B. (1999). Examining the 

psychosocial impact of implantable cardioverter defibrillators: A literature 

review. Clinical Cardiology, 22, 481-489. 

Shaffer, R. S. (2002). ICD therapy: The patient‘s perspective. American Journal of 

Nursing, 102, 46-49. 

Shen, B-J., McCreary, C. P., & Myers, H. F. (2004). Independent and mediated 

contributions of personality, coping, social support, and depressive symptoms to 

physical functioning. Outcome among patients in cardiac rehabilitation. Journal 

of Behavioral Medicine, 27(1), 39-62. 

Soukhanov, A. (2004). Traumatized. In Encarta Webster’s dictionary of the English 

language (2
nd

 ed.). New York: Bloomsbury 

Speigel, D., Bloom, J. R., Kraemer, H. D., & Gottheil, E. (1989). Effect of psychosocial 

treatment on survival of patients with metastatic disease. Lancet, 2, 888-891. 

Steinke, E. E. (2003). Sexual concerns of patients and partners after an implantable 

cardioverter defibrillator. Dimensions of Critical Care Nursing, 22, 89-96. 

Tagney, J. (2004). Can nurses in cardiology areas prepare patients for implantable 

cardioverter defibrillator implant and life at home? Nursing Critical Care, 9, 104-

114. 

The Zapper. (2006). Newsletter for cardioverter defibrillator implant recipients, families, 

and caregivers. Retrieved on April 14, 2006, from http://www.zaplife.org/ 

Theuns, D. A., Klootwijk, A. P., Simoons, M. L., & Jordaens, L. J. (2005). Clinical 

variables predicting inappropriate use of implantable cardioverter-defibrillators in 

patients with coronary heart disease or nonischemic dilated cardiomyopathy. 

American Journal of Cardiology, 95, 271-274. 

Thoits, P. A. (1986). Social support as coping assistance. Journal of Consulting 

Psychology, 64, 416-423. 

Thoits, P. A. (1995). Stress, coping, and social support processes: Where are we? What 

next? [Special issue]. Journal of Health and Social Behavior, 53-79. 

Thomas, S. A., Friedmann, E., Kao, C. W., Inguito, P., & Metcalf, M. (2006). Quality of 

life and psychosocial status of patients with implantable cardioverter 

defibrillators. American Journal of Critical Care, 15(4), 389-398. Retrieved 

February 20, 2007, from ProQuest Psychology Journals. 

Vitale, M. B., & Funk, M. (1995). Quality of life in younger persons with an implantable 

cardioverter defibrillator. Dimensions in Critical Care Nursing, 14, 100-111. 



 

 

103 

Walen, H. R., & Lachman, M. E. (2000). Social support and strain from partner, family 

and friends: Costs and benefits for men and women in adulthood. Journal of 

Social and Personal Relationships, 17(1), 5-30. 

Walker, R. L., Campbell, K. A., Sears, S. F., Glenn, B. A., Sotile, R., Curtis, A. B., et al. 

(2004). Women and the implantable cardioverter defibrillator: A lifespan 

perspective on key psychosocial issues. Clinical Cardiology, 27, 543-546. 

Wethington, E., & Kessler, R. C. (1986). Perceived support, received support, and 

adjustment to stressful life events. Journal of Health and Social Behavior, 27, 78-

89. 

White, E. (2000). Patients with implantable cardioverter defibrillators: Transition to 

home. Journal of Cardiovascular Nursing, 14(3), 42-52. Retrieved September 30, 

2006, from MEDLINE database. 

White, M. M. (2002). Psychosocial impact of the implantable cardioverter defibrillator: 

Nursing implications. Journal of Cardiovascular Nursing, 16(3), 53-61. Retrieved 

September 30, 2006, from MEDLINE database. 

Wolbrette, D. L., & Naccarelli, G. V. (2001). Management of implantable cardioverter 

defibrillator patients: Role of predischarge electrophysiologic testing and proper 

patient  instruction before hospital discharge. Current Opinions in Cardiology, 16, 

72-75. 

Woloshin, S., Schwartz, L. M., Tosteson, A. N., Chang, C.-H., Wright, B. Plohman, J., et 

al. (1997). Perceived adequacy of tangible social support and health outcomes in 

patients with coronary artery disease. Journal of General Internal Medicine, 12, 

613-618. 

Wortman, C B., & Conway, T. L. (1985). The role of social support in adaptation and 

recovery from physical illness. In S. Cohen & S. L. Syme (Eds.), Social support 

and health (pp. 281-302). New York: Academic Press. 

Yeo, T. P., & Berg, N. C. (2004). Counseling patients with implanted cardiac devices. 

Nursing Practice, 29(58), 61-65. 

Ziegelstein, R. C. (2001). Depression in patients recovering from a myocardial infarction. 

Journal of the American Medical Association, 286(13), 1621-1627. 

 



 

 

104 

Appendixes 

Appendix A: Participant Demographic Information 

1. Gender: Females: 8; Males: 7 

2. Family status: Married: 10; single: 4; widowed: 1 

3. Geographic locations: Los Banos, California, North Hills, California, San Pedro, 

California, Miami, Florida, Chicago, Illinois, Olathe, Kansas, Winfield, Missouri, 

Portland, Oregon, Lamesa, Texas, New Caney, Texas, Bainbridge Island, Washington, 

Everett, Washington, Federal Way, Washington, Wairton, Ontario, Canada 

 

4. Employment status: Retired: 3, Disabled: 6, Employed: 6 

 

Retired: Chiropractor, postal carrier, priest 

Disabled: Artist, construction worker, correctional officer, retail store employee, social 

worker, webmaster 

Employed: Auto body shop worker, biomedical researcher, community college professor, 

in home web developer, machinist, professional musician 

 

5. Ethnic backgrounds: Anglo American and Native American 
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Appendix B: Posting to Zaplist for Recruitment 

Hello Members of the Zaplist, 

It has been years since I have last posted to the group. I am happy to report that 

my husband has adjusted well to his defibrillator and has only had one discharge in 4 yrs. 

I want to thank all of you long standing members who helped me during the early years 

of adjusting to life with a spouse with a defibrillator. For those of you who have been 

around for the last 4 years or more, you may remember me; I am the doctoral student 

doing research on cardiac arrest survivors. I am now at the end of my doctoral education. 

All that is left is to complete the work for my dissertation. I will need the help of this 

community one more time. I would greatly appreciate it if some of you would graciously 

be willing to participate in my interviewing process. I need to speak to those of you who 

have had cardiac arrest, were externally defibrillated, and consider yourselves to be in 

good emotional and overall physical health. If you would like to share your survival 

stories with me and help me understand more about the aftermath of surviving cardiac 

arrest, I would be very happy to speak with you. 

If you are interested in participating, please E-mail me, and I will go over the 

details with you. Please do not post your interest to the group, as I would like to make 

sure that your confidentiality is kept, and I will not share your responses or the fact that 

you have participated with anyone else in the group. 

 Please e-mail me directly at [E-mail]  

Sincerely,  

Sandra Eberhardt, PhD (Cand.) 
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Appendix C: Letter to Request Participants 

Dear Prospective Participant, 

In conjunction with my doctoral dissertation at Saybrook Graduate School and 

Research Center, San Francisco, I am looking for people to participate in a study about 

the psychological challenges involved with surviving Sudden Cardiac Death. Participants 

must be adults (18 years or older), and survivors of Sudden Cardiac Death (Cardiac 

Arrest, externally defibrillated). You will be asked questions about your cardiac event, 

your emotional experiences in the aftermath of the event, and questions about religious 

and spiritual beliefs and practices in light of having a close brush with death. Your 

responses may be useful in helping other survivors of Sudden Cardiac Death know what 

resources to seek after surviving a major health trauma. 

You will be interviewed in either the privacy of your home, a convenient location 

of your choice, by telephone, or with Internet online chat technology. The in-person and 

telephone interviews will be audiotaped, and in the case of the online chat, an instant 

transcription will occur. The sessions may last for about 1 to 2 hours. Your participation 

in the study is purely voluntary. You have the right to refuse to answer any questions that 

make you uncomfortable. A list of the research questions is included for your review at 

the end of this letter.  

Upon conclusion of this study, a summary report of the general findings will be 

made available to you at your request. I would also ask that you not discuss your 

participation in the study with the group or any other group member as to not bias other 

members, or the outcome of the research. All information you provide will be kept 

confidential. Only I will have access to a transcription of the audiotaped interview and 
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the online chat transcriptions, names will not be used to identify you in the final report. 

You will be identified as a respondent or participant in the final report and nothing more. 

Please let me know by phone [Telephone number] or by electronic mail [E-mail] 

if you are interested in participating. I can answer any questions or concerns you may 

have about participating. After I answer your questions, if you decide to proceed, I will 

schedule a time for your interview. 

Your participation will be greatly appreciated and has the potential to contribute 

toward useful knowledge for survivors of Sudden Cardiac Death.  

Sincerely, 

Sandra Eberhardt, Ph.D. (Cand.) 

Saybrook Graduate School and Research Center 

 

Interview Content 

Icebreaker: 

 Tell me a little about yourself. 

Starter Question: 

 Would you tell me what happened the day of your cardiac event? 

Key Questions: 

 Tell me about your emotional experiences after surviving Sudden Cardiac Death. 

 How have you coped during the aftermath of your cardiac event? 

 In the immediate aftermath of your cardiac event, what kind of assistance do you 

think would have been most helpful to you? 

 What kind of assistance would be helpful to you now? 
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 What aspects of the assistance you have received have been the most important to 

you? 

 What has facilitated your emotional healing? 

 Have you received any assistance with your emotional healing process? 

 What kind of emotional healing assistance would be helpful to you now? 

 How did surviving this event impact your religious and spiritual beliefs and practices? 

 Did your religious or spiritual beliefs and practices play a role in your recovery? 

 Do you think your cardiac event had emotional or spiritual significance in your life? 

 Have you wondered why you survived SCD? 

 Has surviving Sudden Cardiac Death changed you? 

Is there any question I should have asked you regarding your experience, to shed 

some more light on your emotional or other needs in the aftermath of the cardiac event? 
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Appendix D: Consent Form 

CONSENT TO PARTICIPATE IN RESEARCH 

Purpose:  
 

 The purpose of the research is to understand the existential, emotional, religious, 

and spiritual experience of surviving Sudden Cardiac Death. This project is being 

conducted by Sandra Eberhardt, a graduate student of Saybrook Graduate School and 

Research Center, and is for a doctoral dissertation. The following information is being 

provided so you will be as informed as possible about the research for which you have 

been asked to participate. If you have any questions regarding this information, or any 

aspects of this study, please feel free to ask the principal researcher of this project before 

you complete this form. 

 

Principal Researcher:  
 Sandra Eberhardt 

 [Address] 

 [Telephone number] 

 [E-mail] 

 

Procedures:  
 

 You will participate in an interview. You will be asked questions about your 

cardiac event, your emotional experiences in the after math of the event, and questions 

about religious and spiritual beliefs and practices in light of having a close brush with 

death. A copy of the questions will be provided prior to the interview so you may review 

their content before participation. You will also be asked not to discuss your participation 

with the online group or any other group member. I am the only person in the group that 

should know about your participation. In addition, I will also ask you to rate your overall 

health on a scale of 0-10, with zero being overall bad health, and 10 being exceptionally 

healthy. You will also be asked to rate your mental health using the same scale. I will 

also want to know if your defibrillator has discharged within the past three months. 

Further, you will be asked how you dealt with the aftermath of your health crisis and 

what, if any assistance you received to help with your emotional healing process. Your 

input may be useful in helping other survivors of Sudden Cardiac Death know what 

resources to seek after surviving a major health trauma. Your sessions will be audiotaped 

or automatically transcribed in the online chat format and last for about 1 to 2 hours. 

 

Possible Risks and Safeguards:  
 

This study is designed to minimize as much as possible any potential physical, 

psychological, and social risks to you. Although very unlikely, there are always risks in 

research, which you are entitled to know in advance of giving your consent, as well as the 

safeguards to be taken by those who conduct the project to minimize the risks. 

Participation in this study involves recollection and recounting of a cardiac trauma and 
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may pose minimal physical or emotional risk to you. Recounting the details of a 

significant health trauma may cause emotional upset. This upset may involve many 

different reactions including, anxiety, depression, grief and loss, spiritual and religious 

impact, or existential questioning. The researcher shall make every effort to minimize the 

occurrence of any unpleasant reaction from participating in the interview.  

 

I understand that: 

 

My responses to the questions will be pooled with others and all identifiers, such 

as names, addresses, and related information that might be used to identify me, will be 

kept confidential. The information obtained from me will be examined in terms of group 

findings, and will be reported anonymously. Only the principal researcher shall know my 

identity and all identifying information shall be removed at the time of transcription of 

the tape recordings. A participant number will be assigned to identify me in the 

transcripts. All personal information I provide associated with my identity will not be 

released to any other party without my explicit written permission. 

 

This consent form will be kept separate from the data I provide in a locked 

container for three years, known only to the principal researcher, after which, it will be 

destroyed. I will receive a copy of this signed consent form for my records. 

 

The data collected by tape recording and internet chat technology transcription  

are to be kept anonymous, stored in a locked container accessible only to the principal 

researcher for three years, after which it shall be destroyed. Transcribed and edited data 

in its final form will be kept indefinitely for future research. All the information I give 

will be kept confidential to the extent permitted by law. In addition, you should be as 

careful as possible not to mention your name or any other identifying information, that 

may enable the transcriber to identify you. Transcription will be done by a professional 

transcriber. The transcriber will be asked to sign a confidentiality agreement prior to 

beginning transcription and will understand that the content of the interviews are to be 

kept confidential and not discussed with anyone, other than myself, the principal 

researcher. 

 

If quotes of my responses are used in the dissertation, as well as any and all future 

publications of these quotations, my identity shall remain anonymous, and at most make 

use of a fictitious name.  

 

For the interviews conducted using Instant Messaging, some breaches of 

confidentiality could occur with online chat technology. This is due to the ability of 

unknown entities accessing online service providers such as America Online, or other 

similar providers and viewing online data such as IM conversations. Such an event is out 

of the control of the researcher. A security breach of this nature is an unlikely event, but 

is a remote possibility. By signing this consent form, I understand that confidentiality 

could be compromised using online chat technology. 

If the interview is to be conducted using online chat technology, once 

interviewing has begun, the researcher will ask me if I have any questions or concerns to 
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be addressed and remind me that I can stop the interview at anytime if the questioning 

becomes upsetting. As the interview proceeds, about every 15 minutes, the researcher 

will check-in with me to ensure that I am not experiencing any upset. If I indicate that I 

am upset, the interview will stop. The interview will then be taken off-line and the 

researcher will phone me, discuss any concerns I have and review the points for dealing 

with an emotional upset that are listed below. 

 

I may experience emotional upset from revisiting the events of my close brush 

with death and remembering my feelings in the aftermath of that experience. If I become 

noticeably upset, the interview will end. I will be informed that I can contact the 

researcher at any time for any questions or concerns, related to my participation in the 

project. I will be informed that agreeing to partake in the study will necessitate notifying 

the principal researcher of any serious emotional upset that may cause me to seek therapy 

and compensation for this upset. In addition, the researcher will also contact me the day 

after the interview and a week following the interview as a routine follow-up procedure 

to determine if there have been any negative emotional consequences to my participating 

in the interview. If an upset occurs and it is serious enough to warrant professional 

attention, I will be informed that a licensed professional of my choosing will be made 

available to me within one week of the interview. If I do not have such a person, the 

principal researcher will refer me to a therapist or counseling center within the vicinity of 

my home and reasonable costs up to the first two visits will be paid by the principal 

researcher.  

  

Further, taking into consideration that I have a medical condition, if I indicate that 

I do not feel well the interview will be rescheduled for another time, or if the interview 

begins and I suddenly do not feel well, the interview will be stopped.  

 

I have the right to refuse to answer any question asked of me. I have the right to 

refuse at any time to engage in any procedure requested of me. I have the right to 

withdraw from participation at any time for any reason without stating my reason. I have 

the right to participate without prejudice on the part of the principal researcher and other 

persons assisting the principal researcher. 

 

There is to be no individual feedback regarding any interpretations of my 

responses. Only general findings will be presented in a summary report of which I am 

entitled a copy, and my individual responses are to remain anonymous.  

 

Regarding any concern and serious upset, you may contact the principal 

researcher at [Telephone number]. You may also contact the Dissertation Chair, Jeanne 

Achterberg at [Telephone number]. Should you have any concerns regarding the conduct 

and procedures of this research project that are not addressed to your satisfaction by the 

principal researcher and her Dissertation Chair, you may report and discuss them with 

Arne Collen, Ph.D., the Director of Research, at Saybrook Graduate School and Research 

Center at [phone].  

Benefits 
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I understand that my participation in this study may have possible and potential 

benefits. I may obtain a greater personal awareness, knowledge, and understanding of my 

personal experience. Through future communications and possible applications of the 

findings of the research, indirectly my participation may bring future benefits to others 

who have the same experience. My participation may enable the principal researcher and 

others working in the topic area to contribute to knowledge and theory of the 

phenomenon being studied.  

I understand that my participation in this study may have possible and potential 

benefits. 

 

Summary Report:  
 

Upon conclusion of this study, a summary report of the general findings will 

become available. If you would like a copy of the report, please provide the address to 

which you would like it sent (your E-mail or postal address): 

 

_________________________________________________  

     [---Postal address---] 

 

_________________________________________________ 

     [---City, country, zip---] 

 

 

Contact Information: 

 

Please provide me with your phone number(s) so I may contact you if necessary 

during the online interview, and for the follow-up interviews: 

 

_________________________________________________ 

Phone number 

 

 

Consent of Principal Investigator:  
 

I have explained the above procedures and conditions to this study, and provided 

an opportunity for the research participant to ask questions and have attempted to provide 

satisfactory answers to all questions that have been asked in the course of this 

explanation. 

 

 

________________________________________________________________________ 

     Signature                              Date 

 

_________________________________________________ 

     Print name 
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Consent of the Participant:  

 

If you have any questions of the principal researcher at this point, please take this 

opportunity to have them answered before granting your consent. If you are ready to 

provide your consent, read the statement below, then sign, and print your name and date 

on the line below. 

 

I have read the above information, have had an opportunity to ask questions about 

any and all aspects of this study, and give my voluntary consent to participate. 

 

 

________________________________________________________________________ 

     Signature                              Date 

 

_________________________________________________ 

     Print name    
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Appendix E: Code Families as Determined by Data Analysis 

 

Codes are listed in the order received from participants 1-15. 

 

Code Family: Emotional Experiences 

Codes: (41) 

[Accepting] [angry] [anxiety] [bewilderment] [crumbling] [delighted] [denial] 

[depression] [despair] [euphoria] [fear] [grief] [support] [comfort] [overwhelm] 

[fragile] [guilty] [terrified] [inured] [non-emotional] [relief] [shock] [numb] 

[morose] [sadness] [worried] [powerless] [useless] [devastated] [happy] 

[frustration] [outsider] [social uneasiness] [wonder] [upset] [vulnerable] 

[weakness] [self-pitty] [rebellion] [empowered] [self-sufficient] 

 

Code Family: Coping 

Codes (39) 

[Talk with spouse parent, friend] [connect with support group] [writing] [praying] 

[church group] [use previously learned coping mechanisms] [counseling] [badly] 

[tell jokes] [write humor] [veteran group forums] [analyze things] [proactive 

heath care management] [move on with life] [panic attack] [find new activities] 

[play guitar] [go to theater] [keep mind off troubles] [PTSD] [meditation] 

[spiritual practices] [gentle exercise] [self-care] [attend local bar] [self-medicate] 

[join Yahoo groups] [take antidepressants] [join near death experience support 

group] [artistic expression] [work] [ask for help] [hobbies] [volunteer work] 

[teaching] [vocational rehabilitation] [religious practice] [take it easy] [resume 

normal activities] 

 

Code Family: Assistance Most Helpful in Aftermath 

Codes (19) 

[Counseling/psychotherapy] [cardiac counselor] [hospital chaplain] [cardiac 

rehabilitation] [physical rehabilitation] [education re: cardiac conditions, 

medications, bodily reactions, physical changes/limitations for self and family 

members] [referral to online support groups] [reassurance pre and post-surgical 

procedures] [family support] [support from friends] [assistance from medical 

staff] [mentor/tutor] [life affirming support] [non-threatening support] [patience 

from others] [treated with respect by hospital staff, doctors, nurses, technicians] 

[house keeper] [support group with same gender and in the same age group] 

[information on life with an ICD: knowing abilities, and dealing with limitations] 

 

Code Family: Assistance Most Helpful Now 

Codes (19) 

[Educating others about SCD and ICDs] [using survival story to help others] 

[affordable housekeeping] [ongoing physical rehabilitation] [counseling] 

[statistical data regarding life expectancy] [technical data regarding heart issues] 

[information regarding surgery and treatment options] [volunteer work] [time 

with friends and family] [support system] [financial assistance] [respite program] 
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[help with household chores] [special bra post-surgery] [someone to commiserate 

with] [support group] [support from spouse] [support from cardiac staff] 

 

Code Family: Most Important Assistance Received 

Codes (19) 

[Reassurance] [treatment for PTSD] [acknowledgement that patient knows self 

the best] [family support] [assistance from trained nurses] [emotional support 

from online group] [unbiased listeners] [physical therapy] [respiratory therapy] 

[support from friends] [doctors who partner with patient and other practitioners 

for treatment] [information from research studies] [information on drugs and 

supplements] [companionship from dog] [competent doctors] [psychotherapy] 

[cardiac rehabilitation] [education on cardiac condition] [social security 

payments] 

 

Code Family: Facilitated Emotional Healing 

Codes (21) 

[Family support/understanding] [grandchildren in household] [online friends] 

[defining self as survivor] [learning new things] [support from friends] 

[stubbornness] [maintaining positive attitude] [journal writing] [being listened to] 

[coming to terms with death and dying] [realizing life‘s hopes and dreams] 

[making the best of life] [keeping anger in check] [will to live] [finding solutions 

for new life situation] [religious practice] [psychotherapy] [volunteer work] 

[vocational rehabilitation] [teaching] 

 

Code Family: Assistance Received for Emotional Healing 

Codes (11) 

[Counseling for PTSD] [only from family] [self-help] [doctor who listened to 

patient needs and responded to them] [psychotherapist] [anti-depressants] 

[rehabilitation nurse] [Womenheart.org website] [speech therapy] [cognitive 

therapy] [vocational rehabilitation] 

 

Code Family: Emotional Assistance Helpful Now 

Codes (15) 

[Talking to others] [narrative writing] [counseling] [spouse/significant other 

understanding limitations] [long-term support group] [online support groups] 

[research on medical condition] [advocacy for proper medical treatment] 

[attention to spiritual life] [well trained doctors] [informal but professionally 

facilitated support group] [cognitive therapy] [association with vital energetic 

people] [financial assistance] [ICD replacement education] 

 

Code Family: Impact on Religious and Spiritual Practices 

Codes (24) 

[Felt closer to God] [soul evolution] [resiliency] [increased faith in God] [belief 

that all will be all right] [reinforced beliefs] [returned to church services] 

[emotional support from church] [contemplated the hereafter] [re-organized 

priorities to include prayer] [no longer fear death] [sense of wonder in surviving] 
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[beliefs unchanged] [new way of relating to life and afterlife] [increased 

awareness of spirituality] [no more belief in judgmental God] [no longer believe 

in hell] [there is eternal life] [God is love] [we are all connected] [belief system 

broadened] [confusion about why God would allow survival, then a lifetime of 

health restriction] [returned to Catholicism] [wonder why still alive and ultimate 

purpose in life] 

 

Code Family: Religious and Spiritual Beliefs and Practices Role in Recovery 

Codes (19) 

[Prayer and meditation lead to introspection] [God became more ―real‖] [message 

from God that all will be OK] [no longer fear death] [accept mortality] [concept 

of God and hereafter provide stability] [prayer helps] [became aware of 

importance of surviving] [became more of a giver and less of a taker] [had an 

assurance of the Lord‘s control in life] [reduced anxiety about well-being] 

[strengthened faith] [provided sanctuary from chaos] [prayer provides 

connectedness to a ―oneness‖ with all] [creation and God contribute to healing] 

[became less concerned with dying] [more understanding of other‘s pain] 

[realization that people want to hear a kind voice] [stopped being judgmental] 

 

Code Family: Emotional or Spiritual Significance 

Codes (24) 

[Made God real] [had to forgive body/heart for failing] [turning point in life] [had 

to reassess belief in God] [had to decide how to live life] [mortality is a constant 

presence] [belief in doing the best one can] [feeling blessed] [accepting mortality] 

[significant emotional marker] [no control over time of death] [belief in having 

more to do in life] [quieted a restless spirit] [love is waiting on the other side] [no 

longer fear death] [at peace] [enjoy remaining time with family] [believe recovery 

is learning how to live] [adversity leads to accelerated spiritual growth] [changed 

attitudes and beliefs] [changed life perspective] [changed activities and self-care] 

[more sensitive to others] [left feeling inferior] 

 

Code Family: Why They Survived 

Codes (18) 

[To learn from experience] [to appreciate life more fully] [part of life plan] [to 

continue writing] [not time to die] [heart was strong enough to keep going] [to do 

humanitarian work for people and animals] [spouse needed them] [have more to 

do] [to see child grow up] [God is not done with them yet] [to tell others about 

near death experiences] [unfinished business] [hope to understand someday] 

[strength] [determination] [physically in good shape] [to be with family] 

 

Code Family: Changes After Surviving SCD 

Codes (28) 

[Contend with scar from ICD implantation] [physical limitations] [ICD pain] 

[gratitude for life‘s joys] [appreciation for fragility of life] [traumatized by 

experience] [life decisions are priority based] [aware of physical condition] [live 

life to fullest] [less patient, more tolerant] [family is top priority] [struggle to 
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regain contentment] [not bothered by small issues] [learn new things for fun] 

[awareness of the ―otherside‖] [respectful of all life forms including animals] 

[awareness of loving friends and family] [removed drama from life] [more fully 

present in life] [stopped judging others] [see positive side of situation] [learn 

lessons from every situation] [changed to the core of body] [world view changed] 

[family relates to them differently] [significant lifestyle changes] [knowledge to 

share with others] [live with fear and limitations] 
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Appendix F: Suggested Treatment Modality for Post-SCD Trauma  

Social Support  

 

SCD survivors should seek social support via family, friends, community groups, 

church groups, and online groups.  

 

SCD survivors should most importantly seek social support from family when 

available, and family members should be encouraged to provide this support as a 

vital part of the emotional healing process.  

 

A mentor or an advocate should be provided during the hospital stay and first few 

months post-cardiac event to discuss life changes after ICD implantation. 

 

Live in-person SCD survivor support groups should be available in the survivor‘s 

community for the purpose of identifying with similar others. 

 

SCD survivors should be spoken to honestly and treated with respect by medical 

staff and health professionals regarding their medical care. 

 

Psychological Counseling 

SCD survivors should seek psychological counseling. 

 

Hospitals should provide psychological counselors or referrals for counselors to 

their SCD survivors, and those counselors should be knowledgeable regarding 

SCD specific issues. 

 

Education 

Hospitals should provide their SCD survivors with education and resource 

referrals about their specific cardiac conditions, current medical advancements, 

treatments, procedures, and medications. 

 

Education and resource referrals about SCD survivors‘ specific cardiac 

conditions, current medical advancements, treatments, procedures, and 

medications, should also be made available to the survivors‘ significant others, 

and family members. 

 

Physical Rehabilitation 

SCD survivors and people with ICDs should be provided with physical 

rehabilitation programs for their specific health concerns and with people in 

similar age groups. 
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Other Healing Modalities 

Journaling or writing can assist with emotional healing in that the narrative and 

retelling of the story allows for a review of progress over time and releases 

feelings through the writing process. 

 

Humor and laughter allows for the release of endorphins that help the emotional 

healing process. 

 

Pet therapy, owning and having a pet to care for, and receiving affection from 

pets, can be socially and emotionally significant and helpful. 

 

Hobbies, activities and artistic expression are helpful with the coping process 

post-cardiac trauma.  


