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Abstract

Survivors of motor vehicle accidents and/or survivors
of critical care unit admission are at increased risk

of developing post-traumatic reactions such as
post-traumatic stress disorder, depression and

anxiety. Examining the possible risk factors for the
development of these disorders must consider
pre-traumatic, peri-traumatic and post-traumatic
factors and must do so across domains relating to

the trauma, the person and their circumstances. The
present study has found propofol administration in the
first 72 hours post motor vehicle accident to confer

a higher risk for full or partial post-traumatic stress
disorder at 6 months. This study highlights concerns
that treatment needed acutely post injury may impact
adversely on long-term outcome, albeit in a different
domain - the psychological.

Introduction
Surviving intensive care is only the start of a journey to
recovery for patients with various physical, psychological,
pragmatic, social and interpersonal challenges testing
their resilience, determination and recovery. The impact
ripples onwards to challenge their families and carers in a
multitude of ways. From a background of increasing
interest in the psychological and quality-of-life outcomes
for critical care patients, Usuki and colleagues have
examined the potential impact of propofol on a cohort of
individuals immediately after motor vehicle accidents [1].
This study touches on a number of important issues,
five of which will be discussed in this commentary: the
study of the critically ill motor vehicle accident survivor;
the transfer of bench science to the clinical setting; the
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inherent difficulties of identifying risk factors; the
challenge of targeting interventions to only those patients
who need them; and the impact of immediate care on
long-term psychological outcome.

Including the critically ill patient

In a study on motor vehicle accident survivors it is vital
to actually include the most severely injured. These
patients are often excluded from empirical psycho-
traumatology studies due to the severity of their illness,
with estimates of psychomorbidity underestimated as a
result. Whilst the patient’s perception of injury severity is
important in predicting outcome, and not the illness
severity scores, few patients with critical illness are left in
any doubt that their injury or illness is significant.

The difficulties of recruiting and retaining participants
in critical care studies are reflected in this study, with
only 35% of those completing baseline retained in the
study by 6 months. There are a number of potential
physical and practical explanations for this factor, but
avoidance is a core symptom of post-traumatic stress
disorder (PTSD), and thus the true incidence of PTSD
post critical care unit (CCU) admission may be obscured
by this behaviour.

Application of science to clinical settings

An inherent weakness in some approaches to treatment
for psychological disorders is the absence of a clear
scientific rationale and/or underpinning conceptuali-
sation that supports the intervention. One current
example of this appears to be the use of diaries for
patients in CCUs. Modifications to treatment protocols
should demand that empirical findings underpin any
proposed changes.

Usuki and colleagues based their study on animal
studies reporting the enhancement of fear memory in
rats by propofol [2] and the hypothesis that modulating
the consolidation of fear memory would be a potential
strategy to prevent PTSD developing. Much of our
understanding of fear comes from classical conditioning
animal studies. Both clinicians and researchers have long
understood that conditioned fear may be reinstated after
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apparently successful extinction through therapy (or new
contextual learning in the laboratory), so limiting the
consolidation of fear memory is an attractive approach if
and when possible. If propofol consolidates fear memory,
this might be one factor explaining the high rates of post-
traumatic reactions.

Risk factors and resilience

Key foci for the treatment of critical illness are to
maximise survival and to protect individuals from further
threat. Usuki and colleagues identified a potential risk
factor for the development of PTSD [1]. The challenge in
this area of research is the number of potential mediators
and moderators that may account for their finding. An
intriguing question arises: should propofol not be used
for any patient or is its prescription a problem only for
those already at risk of developing PTSD? Do its positive
effects outweigh this suggested potentially serious
adverse effect? From a mental health perspective, if it is
possible to prevent acute stress disorder or PTSD this is
an option worth considering. Many patients clearly also
benefit from propofol without developing PTSD.

Turning the issue on its head; will any group of critical
care patients suffer for not having propofol treatment,
especially those not at risk of PTSD? The traumatic event
itself is not enough to cause PTSD, with more than one
risk factor required. Whether risk factors act accumu-
latively or some load for the occurrences of others is
unclear. Crucially most CCU-exposed individuals do not
develop psychological disorder; chronic maladjustment is
not the rule. Resilience, a positive adaptation under
stress, is a relatively common phenomenon and can be
seen as a dynamic concept with interaction of experi-
ences, individual characteristics and interpersonal
relationships; some or all of which may crucially be
amenable to change [3].

Targeting interventions to only those needing
them
No traumatic event (including CCU admission) causes
psychological illness in everyone experiencing it. Some
individuals may have a brief period of distress and lower
function but are resilient and quickly return to their
previous level of psychological functioning, while others
will be resistant and show no or minimal distress. Of
those experiencing more significant psychological
distress and symptoms, many will recover without
intervention and watchful waiting should be employed.
One of the most difficult issues for the long-term
psychological care of the CCU survivor is the widespread
opinion that features such as chronic physical illness or
chronic pain are contraindications (or at least limitations)
for psychotherapy. Indeed, psychological intervention
post trauma is rarely neutral, and can be psychonoxious,
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with the most frequently quoted example being single-
session debriefing [4]. The PRaCTICaL study demon-
strated that there was no adverse impact of psychological
intervention post CCU admission; post-CCU patients
can complete therapy [5]. Clearly, it is vital to target any
intervention at those patients needing it.

Impact of immediate care on long-term
psychological outcome

Usuki and colleagues’ study has raised the issue of
immediate care for individuals in the CCU post trauma
impacting adversely upon their long-term psychological
outcome. Both a PTSD diagnosis and increased total
symptoms were adversely affected by propofol
administration within the first 72 hours. Clinicians aim to
do no harm but some treatments are both required and
distressing; the narratives of patients being treated for
burn injuries would attest to this. The example of
debriefing noted above demonstrates the impact of an
acute psychological intervention causing harm despite
the best efforts of the clinicians involved.

Conclusion

The authors acknowledge some very reasonable limita-
tions of their study, and certainly no study answers all of
the questions. However, they have conducted a theoreti-
cally-based study on an important group of patients often
neglected in trauma research. The authors have con-
sidered issues concerning the treatment of the critically
ill and its potential outcomes. The study has a number of
strengths, the use of the Clinician Administered PTSD
Scale [6] diagnostic interview being one; this is the gold
standard interview for confirming PTSD diagnosis. Most
critical care psychological studies have used self-report
measures, which represents a major advance. The
Clinician Administered PTSD Scale has a number of
scoring rules [7] that would add further weight to the
findings noted by Usuki and colleagues.
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