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Abstract

Experiencing treatment on a modern intensive care
unit (ICU) is a potentially traumatic event. People who
experience traumatic events have an increased risk of
depression, anxiety disorders and post-traumatic stress
disorder (PTSD). Extended follow-up has confirmed
that many patients suffer physical and psychological
consequences of the ICU treatment up to 12 months
after hospital discharge. PTSD in particular has become
increasingly relevant in both the immediate and
longer-term follow-up care of these patients. The
extent to which the consequences of critical illness
and the treatments received in the ICU contribute to
the development of PTSD is poorly understood and
more rigorous studies are needed. Understanding the
factors associated with a poor psychological recovery
after critical illness is essential to generate models of
causality and prognosis, and to guide the delivery of
effective, timely interventions.

In the previous issue of Critical Care, Peris and coworkers
demonstrate that trauma patients experience fewer
future symptoms of post-traumatic stress disorder (PTSD)
and a (nonsignificant) reduction in the prevalence of
anxiety and depression if they receive psychological
intervention whilst in the intensive care unit (ICU) [1].
These are important findings given the large number of
patients who suffer significant long-term psychological
disturbance during (and following) their recovery from
critical illness [2,3].

It is estimated that 5 to 64% of patients develop PTSD
or its associated symptoms during their recovery from
critical illness [4]. Studies reporting prevalence rates of
PTSD in ICU survivors vary considerably in their design,
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case mix and the method and timing of PTSD assess-
ment. Thus, the extent to which the events preceding the
ICU admission, the critical illness itself or the treatment
received in the ICU contribute to the development of
ICU-related PTSD remains poorly understood.

Survivors of nonfatal trauma appear to be at particular
risk of PTSD [5], with this risk increasing significantly in
those admitted to the ICU [6]. Whilst life-threatening
injuries requiring ICU admission are frequently perceived
as more psychologically traumatic, there is an increasing
body of evidence suggesting a dependent relationship
between ICU admission and the later development of
PTSD, irrespective of the events preceding ICU admis-
sion. Why such a causal relationship exists is unclear.
Sedation, particularly the use of uninterrupted sedative
infusions [7], sleep disturbance [8,9], delirium [10],
memory of the ICU experience and delusions [11] have
all been implicated in the development of PTSD, as have
changes in regulation of the adrenal axis [12,13]. ICU-
related PTSD probably results from a complex interaction
between some or all of these factors. Certainly, data
relating to these risk factors will be vital for the
meaningful interpretation of future interventional studies
of ICU-related PTSD.

The study population investigated by Peris and co-
workers was clearly likely to benefit from psychological
intervention as the participants were young, severely
injured and were treated in the ICU for a long time.
Whether specialist psychological support should be
available for all critically ill patients or targeted to such
at-risk groups remains unresolved. Potential risk factors
that might be used to identify those at risk of post-ICU
PTSD include female gender, delirium, delusional
memory, traumatic memory, sedation strategy, pre-
existing psychiatric history and longer lengths of stay in
the ICU. The development of validated screening tools to
detect psychological disturbance within the ICU would
also be a significant advance in facilitating targeted
psychological intervention. However, given the inherent
difficulties of accurately assessing the psychological state
of critically ill patients, these screening tools currently
remain elusive. Future development of such tools should
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involve input from our psychological and psychiatric
colleagues to ensure the instruments are valid, reliable
and psychometrically robust.

The optimal timing of interventions to reduce the
prevalence of psychological symptoms in those recover-
ing from critical illness remains unclear. Studies targeting
ICU survivors at 6 weeks post ICU discharge [14] or at
outpatient follow-up clinics [15] have shown little impact
in lessening PTSD symptoms. The findings of Peris and
coworkers suggest that earlier intervention may be more
beneficial, with the PTSD prevalence significantly lower
in patients receiving clinical psychologist support within
the ICU after recovery of consciousness. The study in-
vestigators are to be congratulated for sowing the seed
that early psychological intervention should be the stan-
dard of care for ICU patients and that clinical psycho-
logists should be an integral part of a modern-day critical
care multidisciplinary team to facilitate this.

The precise nature of the intervention(s) to reduce the
prevalence of ICU-related PTSD has yet to be defined.
Cognitive behavioural therapy has been shown to be
effective in preventing PTSD in the general population
[16], and the UK’s National Institute of Clinical Excellence
recommends that trauma-focused cognitive behavioural
therapy should be offered to those with severe post-
traumatic symptoms in the first month after the traumatic
event. It is not clear whether patients in the study by
Peris and coworkers received trauma-focused cognitive
behavioural therapy. For patients treated in the ICU,
simple changes in nursing practice might be all that is
required to improve psychological outcomes. A recent
study from the Netherlands supports this hypothesis by
suggesting that the most valued aspect of nursing care is
the ability to relieve fear and worry through caring
behaviour [8]. Patient diaries represent another simple
intervention that may lessen post-ICU psychopathology
[17], and the results of RACHEL II, a multicentre study
examining the effects of patient diaries on the
development of PTSD, are eagerly awaited.

Nonpsychological interventions are also likely to be of
importance. Sleep disturbance, sedation strategy and
delirium are modifiable variables implicated in the
development of PTSD. Strategies to restore physiological
sleep patterns, reduce delirium and optimise analgesia
and sedation should be routine in ICU practice, and are
likely to be psychologically beneficial and to reduce the
need for more specialised and complex psychological
intervention. The role (if any) of pharmacological
interventions in the treatment of PTSD within the ICU,
either as an adjuvant to psychological intervention or in
those unable to engage with treatments such as cognitive
behavioural therapy, has yet to be defined.

Improving psychological outcomes following ICU
admission is a challenge facing all who care for critically
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ill patients. A more detailed understanding of the factors
linking critical illness with poor psychological recovery is
essential to generate models of causality and to guide the
delivery of targeted interventions to improve psycholo-
gical outcomes. Determining the nature of effective
psychological interventions in the critically ill remains a
research priority. Moreover, the approach to the overall
psychological care of these patients should surely be
proactive (rather than reactive) and should begin during
ICU admission. Demonstrating the residual symptoms
and signs of psychological disturbance in ICU survivors
once they have been discharged from hospital may reflect
a missed opportunity of earlier, and potentially more
effective, intervention. The integration of effective screen-
ing tools to identify those at risk of psychological
disturbance and the establishment of early multidiscipli-
nary psychological management into routine ICU care
would be a major advance. The observational study by
Peris and coworkers suggests this aspiration is achievable
and is an important start.
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