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Abstract

Life threatening illness is now recognised as constituting a ‘criterion A’ stressor event 

(DSM-IV, 1994). To date no systematic research has been conducted to examine the 

prevalence of post-traumatic stress symptoms amongst survivors of intensive care 

treatment. This exploratory study examined levels of psychological distress and trauma 

symptoms amongst a sample (N=80) of discharged I.C.U patients by self-report postal 

questionnaire. Levels of psychological distress and trauma symptoms were measured by 

the ‘Trauma Symptom Checklist-33’ (Briere & Runtz, 1989), the ‘Hospital Anxiety & 

Depression Scale’ (Zigmond & Snaith, 1983) and the ‘Impact of Events Scale-Revised’ 

(Weiss & Marmar, 1997). A short 7 item questionnaire,‘Experience after Treatment in 

Intensive Care’ (ETIC-Q), was specifically designed for the study to access trauma 

symptoms linked to the intensive care experience. In addition respondents were asked to 

complete the ‘ Attitudes Towards Emotional Expression Scale’ (Joseph, Williams, Irwing 

& Cammock, 1994). Elevated rates of psychological distress were found amongst the 

sample of I.C.U survivors with 12 patients (8 women, 4 men) reporting psychological 

trauma symptoms likely to elicit a diagnosis of PTSD. Experience linked to I.C.U 

treatment best predicted psychological distress and trauma symptoms. In addition, 

negative attitudes towards emotional expression (i.e. the belief that expressing emotion is 

a sign of weakness and fears of rejection if emotion is expressed) also predicted 

psychological distress symptoms, especially anxiety, depression and avoidant 

symptomatology characteristic of post-traumatic reactions.
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CHAPTER ONE

INTRODUCTION

Summary

The recent development of Post-Traumatic Stress Disorder as a diagnostic category is 

discussed with specific interest in the addition of physical illness as a possible criterion A 

stressor in DSM-IV. The core symptoms of PTSD are considered in terms of 

psychological theory. PTSD in the context of medical illness is briefly reviewed followed 

by an overview of general epidemiological findings and the risk factors for PTSD. 

Finally, the lack of available research literature on post-traumatic symptomatology related 

to intensive care treatment is highlighted, prior to outlining the remit of this study.

Overview

1.1 Background; the nature of Post-Traumatic Stress Disorder

1.2 Diagnostic criteria: the stressor and stress response

1.3 Psychological Theories of PTSD

1.4 Trauma Disorders and Medical Illness

1.5 Epidemiology and risk factors for PTSD

1.6 Severity of stressor as risk factor: evidence for a dose-response relationship

1.7 Intensive Care Treatment as peri-traumatic stressor

1.8 Re-stating the remit of the study



1.1 Background: the nature of Post-Traumatic Stress Disorder

Post-traumatic stress disorder has become a major area of research over the last two 

decades. Initial recognition of the symptoms of Post-Traumatic Stress Disorder (PTSD) 

was related to contexts of combat and situations in which individuals re-live the 

experience of life threatening events chronically over a period of time. In more recent 

years, post-traumatic stress reactions have been researched in relation to a plethora of life 

events (natural disaster, accidental injury, sexual and/or physical abuse etc.) including life 

threatening illness. A handful of researchers have begun to examine PTSD secondary to 

medical illness (see Green et al, 1997, review). Surprisingly, little research has been 

conducted to examine levels of post-traumatic symptoms following intensive care 

treatment. Despite the routine use of analgesia and sedation, intensive care treatment can 

be extremely stressful and anxiety, disorientation and agitation is often observed in I.C.U 

patients (Stoll et al, 1995).

Using a number of research indices to elicit levels of psychological distress amongst 

patients discharged from intensive care, this exploratory study aimed to assess whether 

the experience of intensive care treatment itself is linked (in terms of it being peri- 

traumatic) to post-traumatic symptomatology. The motivation behind this research 

project came from discussions with a Consultant Anaesthetist at Chelsea and Westminster 

hospital who expressed an interest in the possible prevalence of psychological stress 

amongst discharged Intensive Care Unit patients.



PTSD is one of the few psychiatric disorders to be associated with a relatively specific 

aetiological agent in the form of a traumatic event. The major clinical features of PTSD 

are described in both DSM-IV(American Psychiatric Association, 1994) and ICD-10 

(World Health Organisation, 1992) and include the re-experiencing of symptoms, such as 

intrusive memories and nightmares, emotional numbing, amnesia, and cognitive 

avoidance; and the arousal symptoms, such as exaggerated startle response and 

hypervigilance. In addition, PTSD is commonly accompanied by a wide range of 

negative emotions, including shame, guilt and anger. The primary characteristic of PTSD 

is the alternation between re-experiencing and avoiding trauma-related memories 

(Horowitz, 1986). The memories which are particularly associated with PTSD appear 

spontaneously, often intruding into consciousness with high frequency.

Brewin & Dalgleish (1996) propose an appealing cognitive theory of PTSD which 

conceptually lays the groundwork to ‘forge interesting links between areas of clinical 

practice and research that to date have been largely kept separate’. These authors set 

apart the type of intrusive memory indicative of PTSD, which consist of images 

accompanied by high levels of physiological arousal experienced as re-enactments of the 

original trauma (“flashbacks”), fi*om those memories which are (after early childhood) 

verbally and/or automatically accessible through appropriate situational cues. In short, 

“flashbacks” can be distinguished fi*om memories of traumatic events retrievable through 

a normal search of long term memory. Whereas a great deal of deliberate and 

spontaneous cognitive activity typically involves individuals recalling aspects of trauma



and the accompanying emotions they remember having experienced at the time, such 

deliberately retrievable memories are qualitatively different from the spontaneous re

enactments, in which emotions appear to be re-synthesised in their original intensity.

What complicates the diagnostic picture of PTSD is that by its very nature and symptom 

profile, it also incorporates other psychological sequelae, anxiety, depression and the like, 

and therefore has to be closely scrutinised in order to be diagnosed. In fact, PTSD is 

rarely diagnosed in isolation from the clinical symptoms characteristic of other psychiatric 

disorders. Numerous authors have noted the high co-morbidity of PTSD with other 

anxiety disorders and depression and as a result point to the substantial symptom overlap 

(Helzer et al., 1987; Shore et al, 1989; Davidson et al, 1991; O’Donnell & Catalan, 1992; 

McNally, 1992). Indeed the clinical tools used to assess for levels of trauma related 

symptomatology include items which are commonly used as diagnostic markers of anxiety 

disorder and depression. However, this symptom overlap alone is not an adequate 

explanation of co-morbidity. What sets PTSD apart from clinical depression are the 

distinctive features of ‘exaggerated startle’, the re-experiencing of symptoms (such as 

nightmares or intrusive memories of the trauma), and physiological reactivity to trauma 

related cues. McNally (1992) has also drawn attention to a number of ways in which 

PTSD differs from panic disorder and simple phobia. For example with phobia, psychic 

numbing and re-experiencing phenomena are unusual.



1.2 Diagnostic criteria: the stressor and stress response

A more detailed outline of the diagnostic criteria for PTSD and the ongoing conceptual 

debate which surrounds it is necessary to understand the development of both clinical and 

research interest in the phenomenon.

Whereas PTSD is classified in DSM-IV (American Psychiatric Association, 1994) as an 

anxiety disorder, it is placed among the stress related disorders in the ICD-10 

classification (World Health Organisation, 1992). Diagnosis of PTSD is based on the 

causative influence of an exceptionally threatening or catastrophic stressful event (ICD- 

10), or on a traumatic event or an extreme stressor (DSM-IV). The traumatic event or 

extreme stressor is known as Criteria A in DSM terminology.

DSM-IV subdivides the exposure into direct exposure to, witnessing of and confrontation 

with the traumatic event. Among the traumatic events that are experienced directly is 

also included being diagnosed with a life-threatening illness. Thus a common life event is 

also considered to be a criterion A stressor. In addition to witnessing serious injury or 

unnatural death, the DSM-IV also lists unexpectedly witnessing a dead body or parts of 

one. Events that are experienced by others that are learned about include, but are not 

limited to, violent personal assault, serious accident and serious injury experienced by a 

family member or a close friend; learning about the sudden, unexpected death of a family



member or a close friend; or learning that one’s child has a life-threatening disease. The 

DSM-IV as compared to earlier editions (DSM-III-R) has added a subjective threat 

response as being imperative to the diagnosis. Thus, criterion A is no longer limited to 

the objective external stressor, but also demands a certain quality of the immediate 

emotional response. The full requirements for Criterion A DSM-IV are:

A. The person has been exposed to a traumatic event in which both of the following 

were present:

(1) The person experienced, witnessed, or was confronted with an event or events that 

involved actual or threatened death or serious injury, or a threat to the physical integrity 

of self or others.

(2) The persons response involved intense fear, helplessness, or horror.

One reason for the introduction of this subjective response variable into the latest DSM 

(DSM-IV) and departure from the earlier, objective, strictly stressor-based definition, is 

the importance of subjective perception and appraisal in response to an event (Davidson, 

1994).

ICD-10 differs in one important way from DSM-IV by providing both clinical diagnostic 

guidelines (World health Organisation, 1992) and research diagnostic criteria (World 

Health Organisation, 1993). The description of the stressor criterion in ICD-10 is highly 

similar to that of DSM-IV with the exception that ICD-10 classifies serious physical



illness only as a stressful life event likely to give rise to an adjustment disorder and not to 

PTSD. The clinical description and diagnostic guidelines of the ICD-10 are as follows:

Typical symptoms include episodes of repeated reliving of the trauma in intrusive 

memories (“flashbacks”) or dreams, occurring against the persistent background of a 

sense of numbness and emotional blunting, detachment from other people, 

unresponsiveness to surroundings, anhedonia and avoidance of activities and situations 

reminiscent of the trauma. Rarely there may be dramatic, acute busts of fear, panic or 

aggression, triggered by stimuli arousing a sudden recollection and/or re-enactment of the 

trauma or of the original reaction to it. There is usually a state of autonomic 

hyperarousal, with hypervigilance, an enhanced startle reaction and insomnia. Anxiety 

and depression are commonly associated with the above symptoms and signs, and suicidal 

ideation is not infrequent. Excessive use of alcohol or drugs may be a complicating 

factor. If the symptom pattern of PTSD occurs in response to a stressor that is not 

extreme, the diagnosis of adjustment disorder is appropriate (World Health Organisation, 

1992).

The ICD-10 symptom criteria for research are more categorical:

B. There must be persistent remembering or reliving of the stressor in intrusive 

‘flashbacks’, vivid memories, or recurring dreams, or in experiencing distress when 

exposed to circumstances resembling or associated with the stressor.

C. The patient must exhibit an actual or preferred avoidance of circumstances resembling 

or associated with the stressor, which was not present before exposure to the stressor.



D. Either of the following must be present:

(1) Inability to recall, either partially or completely, some important aspects of the period 

of exposure to the stressor.

(2) Persistent symptoms of increased psychological sensitivity and arousal (not present 

before exposure to the stressor), shown by any two of the following:

(a) difficulty in falling or staying asleep

(b) irritabihty or outbursts of anger

(c) difficulty in concentrating

(d) hypervigilance

(e) exaggerated startle response

E. Criteria B, C and D must all be met within 6 months of the stressful event or at the 

end of the period of stress. (For some purposes, onset delayed more than 6 months may 

be included, but this should be clearly specified).

The course of PTSD according to the ICD-10 description is fluctuating, but recovery can 

be expected in the majority of cases. In a small proportion of patients, the condition may 

show a chronic course over many years and a transition to a diagnosis of Enduring 

Personality Change. Within DSM-IV, PTSD is termed chronic after only 3 months 

duration.



Occupying the same diagnostic territory and differing from PTSD, in terms of its greater 

emphasis on dissociative states and its duration, is the diagnosis of Acute Stress Reaction 

(ICD-10) and Acute Stress Disorder (DSM-IV). Essentially, Acute Stress Reaction 

(ICD-10, clinically defined) is a transient disorder of significant severity that develops in 

response to exceptional physical and/or mental stress but subsides over hours or days. 

Symptoms, in reaction to the PTSD-stressor criteria show great variation but typically 

include an initial state of daze with some constriction of the field of consciousness, 

narrowing of attention, and an inability to comprehend stimuli and disorientation. 

Dissociative stupor is also a qualifier for the diagnosis of severe Acute Stress Reaction. 

In contrast to the Acute Stress Reaction of the ICD-10, the Acute Stress Disorder (ASD) 

of the DSM-IV should only be considered if the symptoms last for at least two days; it 

may occur within four weeks of the traumatic event and does not persist beyond four 

weeks of the traumatic event. ASD criteria are essentially PTSD symptoms plus at least 

three of the following five dissociative symptoms;

1. A subjective sense of numbing, detachment or absence of emotional responsiveness.

2. A reduction in awareness of his or her surroundings (e.g. ‘being in a daze’).

3. Derealisation.

4. Depersonalisation.

5. Dissociative amnesia (i.e. the inability to recall an important aspect of the trauma).



Clearly, from the above, while an early diagnosis of PTSD can be made according to the 

ICD-10, supposedly often preceded by the diagnosis of an Acute Stress Reaction, there is 

no such possibility in the DSM-IV; the diagnosis for a proportion of those exposed may 

satisfy the ASD criteria, whereas for the remainder, one month has to pass before the 

PTSD diagnosis can apply. In the meantime, a diagnosis of Adjustment Disorder will 

have to be made.

The question of what constitutes a criterion A stressor was at the forefront of debate in 

the development of recommendations for revisions to the diagnostic classification of 

PTSD in DSM-IV. March (1993) argued that DSM-III’s (American Psychiatric 

Association, 1980) criteria, that the initiating catastrophic event which leads to PTSD, 

should evoke “significant symptoms of distress in most people” and “be outside the range 

of usual human experience” implicitly included subjective perception as well as 

environmental objectivity within the PTSD construct. Although the general consensus 

provided by a meta-analysis of research study demonstrated the notion that increasing 

intensity (dose) of exposure is proportional to PTSD risk (March, 1993) discriminating 

quantitatively between catastrophic and everyday events posed an impossible conundrum. 

In short, what is outside the range of usual experience for one individual may be 

extraordinary for another. In any case, certain experiences that are prominently 

associated with PTSD (e.g. rape and childhood sexual abuse) are too prevalent to be 

considered unusual and research had shown that individuals could meet the 

phenomenological criteria for PTSD without meeting DSM-III-R (American Psychiatric

10



Association, 1987) criteria for stressor severity (i.e. DSM-III-R criterion A). Marital 

disruption, money problems and household illness/injury have been found to be related to 

PTSD symptoms, particularly re-experiencing symptoms (Solomon & Canino, 1990 

Burstein, 1985). Horowitz et al (1980), had found little differences in scores between 

groups meeting and not meeting the PTSD stressor criterion on the Impact of Event 

Scale ( lES; Horowitz et al, 1979), which leads to the suggestion that differences 

between “catastrophic” and “everyday” stressors are not necessarily as great as the 

previous diagnostic criteria (DSM-III-R) and ICD-10 imply. This stated, it is clear that 

the most salient empirically documented aspects of subjective perception associated with 

PTSD involve the perception of life threat, perceived potential for physical violence, the 

experience of extreme fear, and the attribution of personal helplessness. The impact of 

the event on the individual determines whether or not the event is traumatic (i.e., whether 

an event becomes a stressor). Direct evidence for the importance of subjective 

perception is provided by studies demonstrating that higher levels of perceived threat 

(Green et al 1985; 1993a & 1993b), perception of suffering (Speed et al, 1989), and 

coping styles dominated by emotional responses or denial (Green et al 1985b; Solomon, 

1988b) exacerbate the risk for the course of PTSD. The broadening of the stressor 

criteria allowed for in DSM IV raises the opportunity to conduct research in order to 

ascertain which qualitative and quantitative factors are in fact associated with PTSD 

phenomenology in which persons subject to which events, of which this pilot study is one 

example.

11



1.3 Psychological Theories of PTSD

A number of explanatory psychological paradigms exist to account for post-traumatic 

stress disorder. However, the most frequently cited are the main cognitive theories of 

PTSD as these appear to offer the greatest explanatory and predictive power. Cognitive 

theories of PTSD fall into two reasonably distinct camps: social-cognitive theoretical 

accounts as offered by Horowitz (1986) and Janoff-Bulman (1992) and information 

processing theories as offered by Foa et al. (1989, 1992).

Social-cognitive theory of PTSD

These theories emphasise the impact of the trauma on individual’s lives and highlight the 

considerable re-adjustments needed for integration of the traumatic experience into an 

individual’s pre-existing world view. Emphasis on the wider impact of the trauma allows 

other reactions such as anger, anxiety and depression (often co-morbid with PTSD), to be 

explained.

Horowitz’s (1973, 1976, 1979, 1986; Horowitz et al, 1980) formulation of stress- 

response syndromes offers perhaps the most comprehensive social-cognitive theory of 

PTSD and is based upon the psychological need for new information to be integrated 

with existing cognitive world models or schemata. In other words, he proposes that there 

is an inherent drive to make our mental models coherent with current information.

12



In brief, Horowitz (1986) proposed that following exposure to trauma there is an initial 

shock reaction followed by an overload of memories and images of the trauma which 

cannot be reconciled with current schemata. In response, a variety of psychological 

defence mechanisms come into play to keep the traumatic information unconscious. As a 

result the individual experiences a period of numbing and denial. However, the need for 

information to be integrated, the completion tendency, maintains the trauma related 

information in active memory, causing it to break through these defences and intrude into 

consciousness in the form of unwanted thoughts, flashbacks and nightmares as the 

individual endeavours to merge the new information with existing models. Tension 

develops between the integration mode of the ‘completion tendency’ and the 

psychological defence mechanisms causing the individual to fluctuate between periods of 

intrusion and denial-numbing as s/he gradually integrates the traumatic material with his 

or her long term schema. Failures of this process lead to chronic post-traumatic 

reactions.

The limitations to Horowitz’s theory are three-fold. First, it fails to explain why some 

individuals experience trauma but do not go on to develop PTSD. Second, it is far from 

certain that all individuals experience an initial period of denial or later oscillations 

between denial and intrusion. Third, although Horowitz cites psychosocial factors such as 

social support, there is little explanation of how such factors operate within his model 

(Brewin & Dalglish, 1995).

13



The cognitive-appraisal theory of JanofF-Bullman (1985, 1992) argues that PTSD results 

from certain basic assumptions about the world being shattered; the assumption of 

personal invulnerability, the perception of the world as meaningful or comprehensible, 

and the view of the self in a positive light. It describes the way in which trauma related 

information is incongruent with the usual models and assumptions about the world that 

people possess. A major problem with this model is the finding that pre-morbid 

psychiatric history is considered a risk factor for PTSD. Such individuals would 

presumably be characterised by assumptions of personal vulnerability and negative self- 

image. Such pre-morbid assumptions or schema are unlikely to be shattered by a 

traumatic experience, in fact, they are more likely to be confirmed.

Information-processing theory of PTSD

Foa et al., (1989, 1992) argue that the unpredictability and uncontrollability of a 

traumatic event make it difficult to assimilate into existing models in which the world is 

predictable and controllable. This disruption leads to the formation of a fragmented fear 

network that is consequently difficult to integrate with existing organised models. This 

information-processing model of PTSD centres around the formation of this fear network 

in memory. The network encompasses information about the traumatic event, 

information about cognitive, behavioural and physiological reactions to the trauma, and 

interoceptive information that links these stimulus and response elements. Activation of 

this fear network by reminders of the trauma causes information in the network to enter

14



consciousness (the intrusion symptoms of PTSD). Attempts to avoid and suppress such 

activation leads to the cluster of avoidance symptoms listed in DSM-IV. Successful 

resolution of the trauma can occur only by integrating the information in the fear network 

with existing memory structures. Such integration requires, first, the activation of the 

fear network so that it becomes accessible for modification and, second, availability of 

information that is incompatible with the fear network so that the overall memory 

structure can be modified. The unpredictability of traumatic events makes such 

integration difficult to accomplish.

With the above model, by highlighting the unpredictability and uncontrollability of the 

traumatic event, the authors have acknowledged one important role of the individual’s 

attributions and interpretations of the traumatic event. Furthermore, the proposal that the 

availability of information incompatible with the trauma is necessary for successful 

information processing provides a framework for understanding both the role of social 

support as a vehicle for the provision of such information and the processes underlying 

the success of exposure-based treatments of PTSD. A criticism of this model is that it is 

not clear to what extent network theory can cope with the range of PTSD 

phenomenology or how the existing models of the world are represented by networks. 

Furthermore, it falls short of explaining how integration of new information might take 

place, or of why fear networks develop in some individuals but not in others (Brewin & 

Dalglish, 1995).

15



1.4 Trauma Disorders and Medical Illness

Whilst the majority of medical practitioners are aware of the presence of anxiety and 

depression symptoms in their patients, the emotional impact of illness may be much more 

profound and the consequences much more serious than is generally appreciated. 

Unresponsiveness to seemingly adequate medical treatment with persistence of the 

patient’s symptoms, queries regarding somatisation, and prolonged disability should alert 

the clinician to the possibility of a co-morbid mental disorder.

Modem medicine and surgery often use invasive techniques, for which the patient may 

have had little, if any, preparation. Such medical interventions may occur with sudden 

onset contributing to a sense of lack of control by the patient and a perceived or actual 

threat to life. In essence, exposure to those factors which could be considered to 

predispose to the possible development of PTSD. The contemporary definition of a 

traumatic event which may lead to a diagnosis of PTSD, and Acute Stress Disorder, in 

the DSM-IV (American Psychiatric Association, 1994) requires that the individual has 

“experienced, witnessed or was confronted with an event or events that involved actual 

or threatened death or serious injury, or a threat to the physical integrity of self or 

others”. The definition also requires that the person’s response involves intense fear, 

helplessness, or horror. Thus, the definition of the stressor clearly could include life 

threatening illness as a potential stressor event for PTSD. Theoretically acceptable in 

DSM-III-R (American Psychiatric Association, 1987), life-threatening illness is explicitly

16



listed in DSM-IV. In light of the conceptual shift outlined above, interest in life 

threatening illness, as a potential peri-traumatic criterion A stressor, has developed in 

recent years resulting in a small amount of empirical data which addresses whether life 

threatening illness induces PTSD at any notable level. Most of the research available is in 

the context of medical patient’s experience with cancer or myocardial infarction (MI) 

(Green et al, 1997).

Kutz et al (1994) examined the prevalence of post-traumatic stress disorder (PTSD) in a 

sample of 100 Israeli myocardial infarction (MI) patients. They found evidence of 

chronic PTSD in 16% of these patients and diagnostic evidence of acute PTSD in 9%. 

Objective measures of MI severity were not related to propensity to develop PTSD. The 

appearance of symptoms was found to be related to ethnic background, prior traumatic 

experiences, and anticipation of disability following illness. Interestingly, 47% of patients 

who revisited hospital and reported physical symptoms of another cardiac arrest also met 

the symptom criteria for PTSD eliciting the possible clinical hypothesis that hyperarousal 

may have precipitated the physical symptoms of “feeling another heart attack” in some of 

these patients. Although a discussion of the psychophysiological risks in the development 

of coronary artery disease and the role of stress in the precipitation of myocardial 

infarction is beyond the remit of this study, MI inspires exceptional fear because of its 

relative unpredictability, the experience of total helplessness in its onset and its high 

mortality rate. Two further studies have recognised that PTSD may represent an 

unrecognised problem for patients who sustain MI or undergo coronary artery bypass

17



surgery (Doefler et al 1994; Van driel & Op den Velde, 1995). Although the results from 

both studies reveal that only a small number of adults may be potentially at risk of PTSD 

proper, it is clear that a significantly higher number of patients may experience sub- 

syndromal levels of the disorder. Furthermore, a recent study examining levels of anxiety 

and depression in MI patients requiring intensive care unit treatment shows an increase in 

these measures of psychological distress from admission to discharge (Sarantidis et al, 

1997).

Of particular interest in the case of MI, and something which researchers have been 

aware of for some time is that denial, at least in the early stages, appears to be important 

for better prognosis during the acute phase (Hackett & Cassem, 1977). This finding is in 

contradiction to contemporary literature on PTSD following physical injury, which 

recognises that denial is linked to post traumatic symptomatology of later onset. In a 

recent prospective study of PTSD in injured trauma survivors, Shalev et al (1996), 

examined the relationship between immediate and short-term response to a trauma and 

the subsequent development of PTSD. All patients consecutively admitted to a general 

hospital were screened for the presence of physical injury due to a traumatic event. Fifty- 

one eligible subjects were assessed 1 week and 6 months after the trauma. The initial 

assessment included measures of event severity, peri-traumatic dissociation, and 

symptoms of intrusion, avoidance, depression, and anxiety. The follow-up assessments 

added the PTSD module of the Structured Clinical Interview for DSM-III-R-Non- 

Patient Version (SCID, Spitzer et al, 1990) and the civilian trauma version of the
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Mississippi Scale for Combat-Related Post-traumatic Stress Disorder. Results; Thirteen 

subjects (25.5%) met PTSD diagnostic criteria at follow-up. Subjects who developed 

PTSD had higher levels of peri-traumatic dissociation and more severe depression, 

anxiety, and intrusive symptoms at the 1-week assessment. Peri-traumatic dissociation 

predicted a diagnosis of PTSD after 6 months over and above the contribution of other 

variables and explained 29.4% of variance of PTSD symptom intensity. Initial scores on 

the Impact of Event Scale predicted PTSD status with 92.3% sensitivity and 34.2% 

specificity. Symptoms of avoidance that were initially very mild intensified in the subjects 

who developed PTSD. The authors concluded that peri-traumatic dissociation is strongly 

associated with the later development of PTSD (Shalev et al, 1994; Marmar et al, 1998). 

Early dissociation and PTSD symptoms can help the clinician identify subjects at higher 

risk for developing PTSD.

This discrepancy between apparently helpfiil denial in some medical patients and the 

harmful peri-traumatic dissociation of other trauma patients highlights the conceptual 

complexity which researchers face whilst investigating PTSD. Adaptive denial, 

suppression of affect, psychic numbing, dissociative defences and other psychological 

mechanisms may account for successful short-term coping. However, acute dissociative 

responses should also be differentiated fî om short episodes of derealisation, which are 

seen in approximately half of normal adults within the first hours to days following an 

accident (Malt et al, 1994). It is likely that dissociation may play a different role 

depending on the nature, severity and duration of the stressors studied. This stated, those
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patients with MI who experience acute emotional distress in the early stages may not 

simply be more likely to develop later PTSD, but may also be at greater risk for poor 

recovery from their disease. Screening measures aimed at differential diagnosis of 

medical and psychological conditions (perhaps related to hyperarousal) could be an 

important breakthrough (Green et al, 1997). Such findings have implications for the 

development of primary and secondary prevention strategies for psychological disorder in 

populations requiring intensive medical treatment.

A recent longitudinal study emphasises the need for a multi-dimensional approach to 

research with the critically ill in order to provide the best possible follow-up care. Dew et 

al (1996) examining prevalence and predictors of depression and anxiety-related 

disorders during the year after heart-transplantation in a 154 recipients via standardised 

clinical interview schedules, found that Major Depression was the most prevalent disorder 

post-transplant (1-year rate of 17.3%), followed by PTSD (13.7%), and Adjustment 

Disorders (10.0%). There were no cases of Generalised Anxiety Disorder (GAD). 

Specific pre-transplant and peri-operative factors increased recipients' risk for any 

psychiatric disorder post-transplant, including pre-transplant psychiatric history; poor 

social supports from primary family caregiver, other relatives, and friends; the use of 

avoidance coping strategies for managing health problems; and low self-esteem early 

post-transplant. Within diagnostic groups, additional risk factors distinguished recipients 

with anxiety-related disorders as opposed to depressive disorders post-transplant: those 

at highest relative risk for anxiety had waited a shorter time for a donor heart, were more
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likely to have a family psychiatric history, had the poorest family and friend support of all 

recipients, utilised the poorest coping skills, and had a poor sense of mastery.

There is general consensus today that exposure to trauma and its sequelae are best 

understood in the context of a biopsychosociocultural model (Danieli et al, 1996), 

involving a complex interplay of multiple spheres or systems. Research in this area is 

gradually acknowledging that it is necessary to employ several frames of psychological 

reference in order to understand the full impact of life-threatening illness upon a person.

Cancer and PTSD

Despite recognition of the potentially traumatic impact of a cancer diagnosis, as 

evidenced by earher research (Derogatis et al, 1983), only recently have researchers 

systematically examined cancer patients for the incidence of PTSD. Celia et al (1990) 

gave the Impact of Event Scale to 40 patients within 30 days of recurrence of cancer. 

Elevated scores were found on both the intrusion and avoidance sub-scales with 43% 

reaching cut-off for intrusive symptoms and 80% cut-off for avoidant symptoms. For 

most patients perceived threat to life increases at a time when recurrence is diagnosed.

Alter et al (1992) examined the incidence of PTSD in cancer survivors 5 years post

treatment: adolescent survivors of cancer, their mothers, and adult breast cancer 

survivors. As part of the multi-centre DSM-IV field trial for PTSD, this was the only site 

measuring medical illness as a stressor event. Subjects were assessed using the PTSD
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module of the SCID, the Diagnostic Interview Schedule (DIS, Endicott et al, 1978), and 

several self-report measures. For adult survivors, the authors reported lifetime 

prevalence of cancer-related PTSD at 22% and current prevalence rates of cancer related 

PTSD at 4% (Alter et a l , 1996). Mothers were found to have lifetime prevalence rates 

of 54% and current prevalence of 25%. Adolescents had lifetime and current rates of 

54% and 33% respectively. No differences were found related to time since treatment or 

to stage of illness. Stuber et al (1996), reporting on data related to paediatric cancer 

survivors also found no difference in trauma symptom scores by ‘time since treatment 

ended’, suggesting that the evidence of post traumatic symptoms in their sample may be a 

chronic one.

Cordova et al (1995) assessed quality of life (QOL) and PTSD-like symptoms in 55 

women post-treatment for breast cancer. PTSD symptom measures included the PTSD 

Checklist-Civilian Version (PCL-C) and the Impact of Events Scale. QOL was assessed 

using the 20-item Medical Outcomes Study Questionnaire. PTSD symptomatology was 

negatively related to QOL, income, and age. Time since treatment, type of cytotoxic 

treatment, and stage of disease were unrelated to PTSD symptoms. With the indices used 

it was suggested that 5% to 10% of the sample would likely meet DSM-IV PTSD 

criteria. Green et al (1996) examining the incidence of PTSD in women 4 to 12 months 

post-treatment for early stage breast cancer discovered a similar symptom profile and 

comparable incidence levels. Only 5% of the women met full criteria for lifetime (post

diagnosis) cancer-related PTSD’ whereas 2.5% met current criteria. Thus, the incidence
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of cancer related PTSD was very low in this population, although a further 4 % were 

conceptualised as fulfilling criteria for “subsyndromal” (partial) PTSD. No significant 

difference was found by type of surgery or adjunct treatment. In fact, as suggested in 

other studies, psychiatric symptomatolgy (risk for PTSD) decreased with age. This 

finding was consistent with the view that cancer in younger women is more unexpected, 

and hence life-threatening, than in older women (Andrykowski & Cordova, 1998).

The available studies into PTSD and cancer demonstrate that although age at time of 

treatment may be a risk factor, treatment recency is not, suggesting that symptoms, when 

they occur, appear soon after illness and do not subside quickly, but if untreated may be 

relatively persistent over time. In conclusion, findings suggest that in survivors of breast 

cancer, trauma related symptoms might be fairly common, may exceed the base rate of 

these symptoms in the general population, are associated with reports of poorer quality of 

life, and, therefore, warrant further research and clinical attention (Green et al, 1997).

1.5 Epidemiology and risk factors for PTSD

Population based studies of PTSD are important for formulating unbiased estimates of 

prevalence and risk factors. Characterising PTSD solely on the basis of treatment seeking 

samples excludes from study a large proportion of the population with the disorder. A 

number of community based studies suggest that samples drawn from treatment 

populations may in fact be somewhat atypical of the total population of people with 

PTSD (see e.g. McFarlane, 1988). The most recent epidemiological survey in the USA
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estimates the life-time prevalence of PTSD to be 7.8% (Kessler et al, 1995). A recent 

community based survey (N=1002) in Canada by Stein et al (1997) found an estimated 

current prevalence (i.e., 1 month) rate of full PTSD to be 2.7% for women and 1.2% for 

men. The prevalence of partial (subsyndromal) PTSD was 3.4% for women and 0.3% for 

men.

It is now appreciated that PTSD can occur after a broad range of traumatic events. 

Although early community surveys (Helzer et al, 1987; Davidson et al, 1991) showed 

rather modest rates of PTSD (1.0%-1.3%), those rates are now considered to be low 

because the need to probe repeatedly for specific events or event categories was not 

recognised at that time (Norris, 1992). However, when the methods changed to 

incorporate multiple probes for traumatic events, it was found that rates of trauma 

exposure in the community were higher than had been previously suspected (Kilpatrick & 

Resnick, 1993; Resnick et al, 1993; Norris 1992; Vrana et al, 1994; Kessler et al, 1995). 

It is currently believed that rates of lifetime trauma exposure are in the range of 39% 

(Breslau et al, 1991) to 84% (Kessler et al, 1995); presumably this variability depends on 

the nature of the specific events surveyed and the demographic characteristics of the 

survey sample.

1.6 Severity of stressor as risk factor: evidence for a dose-response relationship

Although PTSD has a high co-morbidity with depression, phobia, alcohol and drug abuse 

and other psychiatric disorders, which naturally raise questions regarding pre-morbid risk
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for PTSD, there is evidence for a dose-response relationship between the severity of the 

stressor and the risk of developing PTSD. In a review of studies that looked at stressor 

magnitude and the subsequent risk of developing PTSD, March (1993) found that 16 out 

of 19 studies endorsed a dose-response relationship. Dahl (1993), in her study of rape 

victims, found that the objective description of the level of violence, such as presence and 

use of a weapon by the rapist, predicted 1-year PTSD with higher accuracy than did the 

victim’s reported subjective experience of death threat. Physical injury during sexual 

assault significantly elevates the risk for PTSD (Winfield et al, 1990) as does the 

experience of personal injury in combat situations. PTSD rates have been found to be 

three times higher in wounded combat victims than in non-wounded combat victims 

(Helzer et al, 1987). In contrast, early disaster research argued that the degree of 

psychological traumatisation experienced by victims was modest suggesting little in the 

way of adverse psychological outcomes (Quarantelli, 1978). Systematic epidemiological 

research with disaster survivors has subsequently dissected out traumatic effects that 

usually decrease over time, but reflect dose-response effects and may specifically reflect 

outcomes of particular traumatic elements such as encounter with death, loss, separation 

and so on (Green, 1993).

So far, no attempts have been made to systematise life-threatening stressors to create a 

hierarchy of traumatic events in terms of their pathogenecity. However, it is quite clear 

that there are links between the quantitative and qualitative dimensions of the trauma. In 

addition to the threat to one’s life and body integrity, and severe physical harm or injury.
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Green (1990, 1993), proposed several generic dimensions of traumatic stressor: receipt 

of intentional injury/harm, exposure to the grotesque, witnessing or learning of violence 

to loved ones, learning of exposure to a noxious agent, and causing the death of or severe 

harm to another. Degree of intentionality appears to be important. Stressors may be 

natural forces or man-made events. The latter may be perceived as accidental or due to 

human error, negligence or outright malice, such as interpersonal violence. PTSD 

prevalence after such events, based on the still scanty available studies, increases in this 

order (Weisaeth, 1997).

The majority of studies on PTSD have addressed the stressor-response relationship and 

there are fewer investigations which examine the role of predisposing or protective 

individual characteristics. From an epidemiological perspective higher rates of PTSD 

have been found in women (Breslau et al, 1991; Davidson et al, 1991; Helzer et al, 1987; 

Kessler et al, 1995). The total evidence on gender ratio is, however, quite mixed (Green,

1993). Furthermore, such interest has not, as yet, filtered through into medical illness and 

PTSD. As noted, the two main research areas of MI and cancer have to some extent 

been gender specific in any case. Children appear to be at elevated risk for developing 

PTSD after severe trauma (Yule & Williams, 1990) and some studies following disaster 

survivors earmark middle age as a risk period (Green et al, 1990). Prior life events, 

family history and pre-morbid psychiatric history are generally viewed to increase the risk 

of PTSD, but questions have to be asked on whether the risk factors for PTSD suggest a
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specific predisposition to PTSD or reflect a general predisposition to mental illness 

(Yehuda and Mcfarlane, 1995). Both explanations may be valid.

The conventional wisdom with regard to medical illness is that it is not the nature of the 

condition that determines psychological distress, but instead the severity of the disability 

and loss of psychological resources associated with the condition on the one hand and the 

psychological characteristics of the patient on the other (Ormel et al, 1997). Clinical 

work with trauma survivors has suggested that negative attitude towards emotional 

expression may constitute one vulnerability factor for psychological distress (Williams et 

al, 1994).

The fact that not all people exposed to trauma develop PTSD is evidence that individual 

variations in vulnerability and coping capacity often play a role. The prediction of which 

individuals will be most severely affected following exposure to a traumatic event is an 

important matter for the provision of services, as well as contributing to our 

understanding of aetiology and therapeutic methods. From a theoretical perspective, 

Rachman (1980) introducing the concept of emotional processing, concluded that four 

sets of factors contribute to a process whereby emotional disturbances become absorbed 

so that the individual can be reminded of the emotional event without experiencing 

distress or disruptions. These four sets of factors are: stimulus characteristics such as 

suddenness and intensity of the stressor; personality factors such as pre-morbid 

neuroticism and introversion; state o f the individual factors such as fatigue and
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dysphoria; and associated activity factors such as concentration on a separate task and 

possibly the need to suppress the appropriate emotional expression. Rachman’s examples 

suggest that coping responses involving avoidance may impede emotional processing and 

that anxiety responses are maintained by avoidance. For PTSD specifically, a reported 

tendency to avoid thinking about negative experiences has been found to be associated 

with more symptoms (McFarlane, 1988).

It has been argued that the underlying assumptions held by individuals are a major 

determining factor in the aetiology of disorder (Beck & Emery, 1985; Hollon et al, 1986). 

The inclusion of a recently developed measure of attitudes towards expressing emotions 

(Joseph et al, 1994) has shown that traumatised individuals who hold negative beliefs 

towards the expression of emotions may experience greater psychological distress.

1.7 Intensive Care Treatment as peri-traumatic stressor

Intrusive recollections and avoidance of stimuli associated with a stressful event are 

frequently observed among hospitalised survivors of trauma, but tend to be time-limited 

and self-remitting (Patterson et al, 1990). However, a sub-group of medical patients 

illustrate the development of prolonged PTSD after medical events (Shalev et al, 1993). 

This accepted, it seems appropriate to pose the question whether or not intensive care 

treatment itself could be viewed as a potential stressor as the experience of requiring 

intensive care may in itself reinforce the perception of life threat. At present there is little
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research addressing this specific question although two anecdotal reports expressing 

concern over PTSD in I.C.U survivors have been given cursory attention in 

""Anaesthesiology” and “Anaesthesia” {̂ Xo\[ qX 1995; Sneydetal, 1996).

A recent research study assessing quality of life outcome after intensive care in 

comparison with a community group (Brooks et al, 1997) found, as expected, that ICU 

patients following discharge have worse perceived health and more anxiety than others in 

the community. A self-report questionnaire was posted to a consecutive sample of 238 

patients 16 months after discharge from an intensive care unit (ICU) and to a random 

community sample (n = 242). The self report questionnaire contained physical and 

psychosocial health and quality of life (QOL) scales. Analysis of variance indicated that 

ICU patients were more physically ill and anxiously depressed than the community 

sample. Sixty-three per cent of patients had not attained full health, were functionally 

impaired and had a poorer QOL than those patients who had returned to full health and 

the community. Psychosocial health (apart from anxious depression) was related to the 

level of perceived physical health rather than to whether or not they had been admitted to 

the ICU. Those subjects not in full health had poorer interpersonal relationships, less 

positive attitudes about life, more anxious depression and more suicidal depression.

Some types of psychopathological response have been reported especially in relation to 

coronary care and myocardial infarction. Anxiety and depression, at times compounded 

by denial, and other emotional and behavioural reactions are frequently encountered in
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intensive care, with schizophreniform and other psychotic reactions not infrequently 

reported. The development of intensive care medicine over the last 30 years has resulted 

in the recognition of new iatrogenic syndromes involving altered states of consciousness, 

such as post cardiotomy delerium. Changes in brain metabolism resulting from heavy 

anaesthesia or other effects of medical and surgical procedures no doubt complicate the 

picture especially where the aetiology of psychiatric symptoms is concerned (Prugh & 

Thompson, 1990). However, many psychopathological reactions involve response to the 

intensive care environment. Irritability, confusion, disorientation, agitated behaviour, 

delusions, and hallucinations are progressively involved in what has for some time been 

called “the intensive care syndrome” (see McKegney, 1966).

The “intensive care unit syndrome” has been related to the strangeness of the intensive 

care unit environment. Units are generally characterised by little privacy. 

Overstimulation, often interfering with sleep results from the many unfamiliar sounds 

emitted from machinery and the large numbers of staff involved in patient care. 

Furthermore, sensory monotony can result from many repetitious sounds, and there is an 

absence of the usual day-night sequence. Witnessing serious illness and death in other 

patients can be disturbing, and intubation and other processes can interfere with 

communication. These factors combine with the physical discomforts of the illness; the 

sense of helplessness, anxiety over what is happening; sleep deprivation and the effect of 

medication (Prugh & Thompson, 1990).
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1.8 Re-stating the remit of this study

The remit of this research project is not to examine and compare stress levels according 

to specific illness or surgical intervention. There is a growing body of research literature 

devoted to this question. What is of interest here is that, perhaps as a result of the 

morass of conceptual and methodological difficulties (some of which were outlined 

above), no generic research into psychological well-being amongst discharged I.C.U 

patients exists. The material cited in this introduction confines itself to the apparent 

psychological effect of the diagnosis of specific medical conditions.

Pre-trauma risk factors cannot be controlled for in this study. However, a contemporary 

view of the literature considers pre-trauma experience to be of little consequence in the 

formation of PTSD following major physical illness or injury (Waisaeth, 1997.) . The 

majority of available literature describes I.C.U experience in terms of staff and family 

stress reactions. This, albeit an integral part of understanding of the overall experience of 

intensive care, does not directly address the question as to whether I.C.U treatment is 

peri-traumatic and contributory to the profile of psychological symptoms in some 

discharged patients. The main research question for this exploratory study is two tiered:

1) What is the prevalence of psychological distress amongst discharged I.C.U patients.
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2) Is there any evidence to suggest that I.C.U experience itself has played a key role in 

the formation of post-traumatic symptoms amongst those affected in this population.

Subsidiary analysis will be largely descriptive aimed at exploring whether any single 

factor or particular combination of factors predicts poorer mental health outcome 

amongst I.C.U survivors. In brief:

Is there a relationship between age, gender, length of stay, length of time since discharge, 

attitudes towards expressing emotion, and psychological distress amongst I.C.U 

survivors?
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CHAPTER TWO 

METHOD

Summary

The characteristics of the subject sample are briefly outlined in terms of gender ratio and 

the range for age, length of stay and time since discharge. The recruitment method is 

outlined. Measures including their psychometric properties and the rationale behind the 

overall questionnaire design is provided.

Overview

2.1 Subject sample

2.2 Recruitment

2.3 Measures

2.4 Procedure
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2.1 Subject sample

142 discharged patients who had been treated in the Intensive Care Unit of Chelsea & 

Westminster Hospital were contacted by postal questionnaire over a two month period; 

December 1997 through January 1998. N=80 responded, 42 male (52.5%) and 38 

(47.5%) female, giving an overall response rate by the deadline of 56.3%. Returned 

questionnaires with missing data were included in the analysis.

The age range of the participants was 1 9 - 9 0  years with a mean age of 56. The 

respondents had varying lengths of stay on the intensive care ward, <24 hours to a 

maximum of 35 days. The mean length of stay was just under 5 days. As data were 

available for patients over a two year period the length of time since discharge ranged 

from 3 months to 21 months. 50% of the sample had been discharged within the last 12 

months.

2.2 Recruitment

Computer records of all patients who had undergone intensive care treatment at the 

Chelsea and Westminster Hospital between 01/10/95 and 01/10/97 were obtained 

through the hospital information service. This information was verified vnth the 

Intensive Care Unit’s own ward based systems, and patients known to have deceased in 

hospital were removed from the sample. Exclusion criteria were cerebral trauma and any

34



recorded accidental or non-accidental injury leading to hospitalisation. In addition, all 

patients who had received brief monitoring in the High Dependency Unit (HDU) 

following routine operation (without complication) were also screened out. From an 

initial sample of 439 patients, 222 patients remained as a discharged target sample for the 

research study. Each discharged patient’s General Practitioner was contacted by 

telephone to check that their patient was still registered with them (i.e. still alive)and 

living at the same postal address. They were informed of the nature of the study. 142 

subjects were identified and forwarded questionnaires. 86 questionnaires were returned 

(1 with “patient-now deceased” and 5 non-completed questionnaires due to 

incapacitation and/or re-hospitalisation). 80 remained for analysis. Inclusion criteria: all 

patients who had attempted to complete the questionnaire were included in the analysis.

The project, in the first instance, was approved by the Clinical Director of Chelsea and 

Westminster Hospital, Department of Anaesthetics and Intensive Care Medicine. 

Research Ethics Approval from the Trust came through the appropriate committee four 

weeks after submission (see copy appended). The patient information sheet, in the form 

of a covering letter (assuring confidentiality), and a copy of the Questionnaire is also 

appended.
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2.3 Measures

Trauma Symptom Checklist-53 (TSC-33) (Briere & Runtz, 1989)

The TSC-33 was developed as a brief case oriented instrument of good psychometric 

quality, that could be used in clinical research as a measure of traumatic impact, most 

notably (but not exclusively) in the area of the long term affects of child abuse. The 

TSC-33 yields five sub-scale scores {anxiety, depression, dissociation, post sexual abuse 

trauma-hypothesised, sleep disturbance) and a total score. It has been demonstrated to 

be relatively reliable and valid in the study of sexual abuse effects and has predictive 

validity to a wide variety of traumatic experiences. Subscale alphas typically range from 

.66 to .77, with alphas for the full scale averaging between .89 and .91 (Briere & Runtz, 

1989; Gold et al, 1994; Elliot & Briere, 1992).

The TSC-33 was chosen in preference to a number of other trauma measures on the 

grounds that it is brief and user-friendly. That is, the items are short and very clearly 

written. The TSC-33’s predominant use in the screening of trauma in patients who have 

known sexual abuse history does not preclude it from use with other traumatised 

populations. In fact, more recently it’s authors have recognised the TSC-33’s 

shortcomings in addressing sexual problems by developing a new 40 item scale, the TSC- 

40. This revised scale incorporates a sexual difficulties sub-scale (absent in the TSC-33) 

to make it more specific to the population with which it is most frequently used. In this 

sense the TSC-33 has been overlooked as a general measure amongst individuals exposed 

to a variety of traumatic events. Stylistically, it is also in keeping with the other measures
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employed in this study. Subjects responded on a 4-point Likert scale in terms of how 

often they have experienced certain symptoms over a two month period; 0 = not at all, 1 

= rarely, 2 = sometimes and 3 = often.

Hospital Anxiety and Depression-Scale (HADS) (Zigmond & Snaith,1983)

The HADS was originally designed to detect emotional disturbances in non-psychiatric 

patients treated at hospital clinics and has been shown to be a reliable and valid method 

for measuring psychological distress in medical patients. The scale measures both anxiety 

and depression on two separate sub-scales each containing 7 items on a four point Likert 

scale (ranging from 0-3). The depression items target the affective and cognitive aspects 

of depressive illness. Because somatic items are not included, the depression subscale is 

less sensitive to confounding by medical illness. Each of the HADS’ two 7-item 

sub scales varies from 0-21, with higher scores indicating more symptoms. The HADS is 

scored by summing the ratings for the 14 items to yield a total score, and by summing the 

ratings for the 7 items of each subscale to yield separate scores for anxiety and 

depression. Internal reliability estimates have been given as 0.71 (depression), 0.83 

(anxiety), and 0.84 (total scale); the subscales correlated 0.54. (Ormel et a l , 1997). Test- 

retest reliability and criterion validity of the HADS as assessed with the Index of 

Definition of the Present State Examination have been found to be good (Spinhoven et al, 

1997).
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Experience after treatment in Intensive Care (ETIC-Q): seven questions 

A seven item questionnaire was designed specifically for this project. This questionnaire 

was written to measure traumatic stress questions that pertain to the actual Intensive Care 

Unit rather than general traumatic stress symptoms. Hence, the rationale for this new 

questionnaire was that it would provide some evidence that the individual was 

traumatised by I.C.U experience itself.

The seven questions were based on Criterion B (intrusion) and Criterion C (avoidance) of 

PTSD diagnostic criteria in DSMIV-R. Criterion D symptoms were not included as these 

could not be tied to the actual I.C.U experience. The seven items are as follows:

1. ‘Have you had upsetting thoughts or images about your time in the Intensive Care Unit 

that came into your head when you did not want them to?’

2. ‘Have you experienced ‘flashbacks’ which make you feel as if you are back in the 

Intensive Care Unit?’

3. Have you felt upset when you were reminded of your stay in the Intensive Care Unit?’

4. Have you had bad dreams or nightmares about your time in the Intensive Care Unit?’

5. ‘When reminded of your stay in the Intensive Care Unit, does it make you feel anxious 

or unwell (for example, heart racing or thumping, nausea, sweating)?’

6. Have you tried not to think about, talk about, or have feelings about your time in the 

Intensive Care Unit?’
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7. ‘Have you tried to avoid activities, people or places that remind you of the Intensive 

Care Unit (for example, doctor’s appointments, visiting hospital or television 

programmes about hospitals)?’

Subjects were requested to answer on a four-point Likert scale in terms of how often they 

had experienced the above symptoms over a two month period: 0 = not at all, 1 = rarely, 

2 = sometimes and 3 = often.

Impact o f Event Scale-Revised (lES-R) (Weiss & Marmar, 1997)

The Impact of Event Scale (IBS; Horowitz, Wilner, & Alvarez, 1979) is the most widely 

used self-report measure of post-traumatic stress. The instrument specifically evaluates 

trauma related intrusion and avoidance in terms of Horowitz’s (1976) theory of stress 

response syndromes. Horowitz et al (1979) reported acceptable reliability for both the 

Intrusion and Avoidance Scales (Cronbach’s alphas of 0.79 and 0.82, respectively) in a 

sample of 66 “stress response syndrome” outpatients. The IBS has been shown to 

discriminate a variety of traumatised groups from their non-traumatised cohorts (see 

Briere, 1996 and Weiss & Marmar, 1997). Zilberg et al (1982) conducted a study which 

re-examined the psychometric properties of the IBS. Via factor analysis they found 

strong evidence for the two subscales with all items loading correctly on the hypothesised 

factors.

Although the IBS taps intrusive and avoidant symptomatology, it has no scale for the 

PTSD cluster of hyperarousal symptoms. The Impact of Event Scale-Revised contains
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six new hyperarousal items and an additional item to parallel DSM-IV criteria. Weiss & 

Marmar (1996) noted that the additional hyperarousal scale has good internal consistency 

(alphas ranging from 0.79 to 0.90 in different samples) and predictive validity with regard 

to Trauma. The items of the lES-R tap the standard aspects of both emotional and 

cognitive experiences of intrusion, avoidance and numbing, and hyperarousal. Items are 

non-technical and easily understood. Responses are scored on a four-point Likert scale: 

0 = not at all, 1 = rarely, 3 = sometimes, 5 = often.

Attitude Towards Emotional Expression Scale (Joseph, Williams, Irwing & Cammock,

1994).

This measure was developed in reference to the suggestion that attitudes towards 

emotional expression constitute one vulnerability factor for psychological disorders 

following the experience of a stressful life event. The scale which does not, as yet, have 

an extensive published research record is largely influenced by the evidence that social 

support is an important determinant of mental health in a variety of contexts (Sarason, 

Sarason, & Pierce, 1990). Joseph et al. (1994) suggest that ‘more negative attitudes 

towards the expression of emotions would be associated with reduced social support 

seeking following a distressing event’. The measure is a 20-item scale of negative 

cognitions and behaviours concerning emotional expression. The scale has high internal 

reliability (alpha=0.90). The measure has four sub-scales: a behavioural coping style 

subscale (e.g. ‘when I am upset I bottle up my feelings’); and three cognitive sub-scales 

to do with; (1) the meaning (e.g.‘turning to someone else for advice or help is a sign of
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weakness’), (2) the expression (e.g. ‘I should always have complete control over my 

feelings’), and (3) the consequences of showing emotions (e.g. ‘my bad feelings will harm 

other people if I express them’). Subjects were asked to rate each item on a five-point 

Likert scale: 1 = disagree very much, 2 = disagree, 3 = neutral, 4 = agree, 5 = agree very 

much.

2.4 Procedure

Questionnaire design: self-report Likert response scales

There was a strong rationale to the order of the measures. First, in section 1 subjects 

completed (i) a measure assessing general trauma symptomatology (TSC-33) and (ii) an 

assessment of current symptoms of anxiety and depression (HADS). Second, Section 2 

tapped subjects’ experience of intensive care with the new 7 item Experience After 

Treatment in Intensive Care - Questionnaire (ETIC-Q), followed by a further assessment 

of current symptoms of trauma symptomatology (lES-R). Finally, in section 3, subjects 

were asked to complete the ‘Attitude Towards Emotional Expression Scale’ .

The design of the questionnaire was such that section 1 (the TSC-33 and HADS) 

assessed general trauma and other psychological sequelae without reference to a specific 

event. Section 2 provided the opportunity to measure for trauma symptomatology (lES- 

R), directly afl;er subjects had been reminded about intensive care through the 7-item 

‘Experience After Treatment in Intensive Care-Questionnaire’ (ETIC-Q) It was 

envisaged that responses on the lES-R would be influenced by responses on the ETIC-Q.
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In essence then, the rationale behind the format of the Questionnaire was to anchor a 

research screening measure of post-traumatic symptomatology (lES-R) to questions 

about intensive care.

The TSC-33, the HADS and the lES-R are all indicators of psychological distress. The 

‘Attitude Towards Emotional Expression Scale’ was included as the factors measured are 

viewed as possible moderators of psychological distress amongst those exposed to 

trauma.
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CHAPTER THREE 

RESULTS

Summary

The results section examines the exploratory questions outlined at the end of the 

introduction: Sections 3.2 and 3.3 address research question 1: ‘What is the prevalence of 

psychological distress amongst discharged intensive care patients?. Sections 3.4, 3.5 and

3.6 address research question 2: ‘Is there any evidence to suggest that intensive care 

experience itself has played a key role in the formation of post-traumatic symptoms?. 

Sections 3.7 and 3.8 address the subsidiary analysis aimed at exploring whether any single or 

particular combination of factors predicts mental health outcome amongst I.C.U survivors.

Overview

The following is a list of the content of the sub-sections which make up the main body of the 

results :

3.1 Sample characteristics: basic characteristics of the sample are presented: gender ratio, 

age, length of stay and time since discharge.

3.2 Distribution of scores: The overall distribution of scores on the TSC-33, HADS and 

EES-R are provided with the distribution on their relevant subscales. Suggested clinical cut

off scores from previous research are used to index level of symptomatology in his sample. 

The relationship between both ‘length of stay on I.C.U’ and ‘time since discharge’and total 

scores for psychological distress is examined.
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3.3 A correlation matrix of scale scores provides coefficients indicating the strength and 

significance of the relationship between each of the standard measures of psychological 

distress used.

3.4 An alpha coefficient is provided to investigate the internal consistency of the 

‘Experience after Treatment in Intensive care-Questionnaire’.

3.5 Frequency distributions demonstrate the pattern of response on the ‘Experience after 

treatment in Intensive Care-Questionnaire’(ETIC-Q).

3.6 Correlation coefficients (with P values) and scatterplots express the relationship 

between total score on the ‘Experience after Intensive Care Treatment-Questionnaire 

(ETIC-Q)’ and each of the standard measures of psychological distress; the ‘Trauma 

Symptom Checklist-33’ (TSC-33), the ‘Hospital Anxiety and Depression Scale (HADS)’ 

and the ‘Impact of Events Scale-Revised (BES-R)’. Correlations between ETIC-Q and both 

the total scores and subscale sores of the standard measures are provided.

3.7 One-way ANOVA results are provided to test for significant difference according to age 

group on the ‘Attitude Towards Emotional Expression-Scale’.

3.8 Multiple step-wise regression analysis is provided to demonstrate which variables best 

predict outcome on the psychological indices used.
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3.1 Sample characteristics

42 men (52%) and 38 women (47.5%) made up the sample. Table 1. below shows the 

characteristics of the sample in terms of age, length of stay (in days) on the intensive care 

unit and time since discharge (in months). Although I have reported the mean age in table 1 

the median age is 57.05.

Table 1. Age, length of stay and time since discharge of patients treated in LC.U

N Mean S.D Range

Age 80 56.075 19.281 19-90

Length of stay (in days) 80 4.838 6.632 1-35

Time since discharge (in months) 80 12.925 5.557 3-21

3.2 The distribution of scores on the standardised measures of psychological distress: ‘The 

Trauma Symptom Checklist-33 (TSC-33)’, ‘The Hospital Anxiety and Depression Scale 

(HADS), and ‘The Impact of Event Scale-Revised (lES-R) is tabulated below in table 2. 

Comparisons with previous research (TSC-33) and clinical cut-ofiF scores (HADS & lES-R) 

are used to demonstrate comparable levels of distress in this sample with previous research 

findings (table 2b & table 2c).
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Table 2. Distribution of psychological distress scores from sample

Measure N Mean S.D Range

TSC-33 (total score) 67 27.388 17.159 0- 91

TSC-33 (anxiety subscale) 73 7.096 4.703 0- 2 3

TSC-33 (depression subscale) 71 7.620 5.561 0 - 2 7

TSC-33 (dissociation subscale) 76 3.908 3.445 0 - 1 7

TSC-33(sexual abuse-hypothesised) 75 5.213 3.610 0 - 1 8

TSC-33 (sleep disturbance) 77 4.792 3.197 0 -1 2

HADS(total score) 80 13.600 8.492 1- 39

HADS(anxiety subscale) 80 7.250 4.716 0 -2 1

HADS(depression subscale) 80 6.350 4.744 0 -2 0

IES(total score) 75 18.733 20.522 0 -  104

IES(avoidance subscale) 77 6.273 8.560 0 - 3 6

IES(intrusion subscale) 77 6.883 7.815 0 - 3 5

IE S (hyperarousal subscale) 78 6.154 7.117 0 - 3 5

Table 2b. Comparison of sample population scores on the TSC-33 with two previous 
research samples.

TSC-33 scores N Mean S.D

Sample population 67 27.388 17.159

Clinical comparison group (Briere 
et al, 1987) ‘not sexually abused’

40 28.250 not given

Non clinical comparison group 
(Elliot & Briere, 1992)

2833 17.840 9.490
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As no clinical cut-off or caseness scores are available for the Trauma Symptom Checklist- 

33, comparison is made with a previous clinical and non-clinical sample. The mean score 

obtained in this study mirrors that found in a previous small-scale survey of ‘crisis 

intervention traumatised outpatients’ (see Briere et al, 1987). In other words this shows that 

the current sample are showing levels of distress at the same level as a sample of mixed 

trauma patients and above Elliot and Briere’s (1992) control group of non-clinical subjects.

Table 2c. Prevalence of psychological distress in a sample of discharged I.C.U patients.

Clinical cut HADS total HADS HADS lES total lES total
off anxiety depression moderate* severe *
scores 12 8 8 15 30

% sample > 
cut-off

47.5 43.7 29.7 31.6 14.7

* Clinical cut-off = sum of ‘avoidance’ and ‘intrusion’ subscale scores as with the original 
Impact of Event Scale (Horowitz, 1979). Clinical cut-off scores for the DES-R (which 
includes the addition of the new ‘hyperarousal’ subscale) are not as yet available.

It is clear from the distribution of scores that high rates of psychological distress exist in this 

sample. Furthermore, the percentage of discharged intensive care patients scoring above 

clinical cut-offs for anxiety and depression (HADS) and trauma related symptomatology 

(Impact of Events-Scale-Revised) points to the possible existence of a sub-group of 

discharged patients being at elevated risk for PTSD. The group assumed to be most likely 

diagnosed as suffering from PTSD scored above the cut-off point on HADS total and > 30 

on the lES. 15% of the sample (12 subjects: 8 female, 4 male) fell into this category.
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3.3 As the distribution of scores (section 3.2 above) has demonstrated high rates of 

psychological distress amongst the sample it is appropriate to briefly consider the 

relationship between scores on the different measures used. In essence, is the reported 

trauma symptomatology (TSC-33 and lES-R) and other psychological sequelae (HADS) 

consistent across the standard measures?. For example, some individuals may report high 

levels of anxiety and depression on the HADS but not score highly on the TSC-33 or the 

lES-R. Other individuals may report high levels of trauma symptomatology as indexed by 

the lES-R but score below clinical cut-off on the HADS and below mean score for the 

sample on the TSC-33.

Table 3 overleaf, provides a correlation matrix of total-scale and subscale scores with 

coefficients indicating the strength and the significance of the relationship between each of 

the standard measures of psychological distress used in this study. The strength of the 

relationships between the scales used is best expressed in the terms provided by Cohen 

(1977); Correlation coefficients of 0.1 are regarded as small, 0.3 as medium and 0.5 as 

large.

There is a significant relationship between the scales used. The correlation coefficient 

between the three total scale scores, the ‘Trauma Symptom Checklist’, the ‘Hospital Anxiety 

and Depression Scale’ and the ‘Impact of Event Scale-Revised’ > .70. One could 

hypothesise that as general measures of psychological distress they are tapping similar 

symptoms. Coefficients between the subscales of the different measures do not reflect the 

same degree of association. However, the vast majority, as can be seen fi'om the matrix, are
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> .50. Pearson correlations between the scales and their sub scales indicate that they do not 

measure independent constructs.

The relationship between (1) ‘length of stay on I.C.U and total scores on the three measures 

of psychological distress (TSC-33, HADS, lES-R) and (2) ‘time since discharge’ from I.C.U 

and reported levels of psychological distress as measured by the TSC-33, HADS and lES-R 

are as follows:

(1) There is no significant relationship between total scores on the TSC-33 and ‘length of 

stay in I.C.U (r= -.097, > .05); no significant relationship exists between HADS total score 

and ‘length of stay’ in I.C.U (r= -.016, p > .05) or lES-R total score and ‘length of stay’ in 

I.C.U (r= -.083, p > .05).

(2) There is no significant relationship between total scores on the TSC-33 and ‘time period 

since discharge’ from I.C.U (r= -.0510, p > .05); no significant relationship exists between 

HADS total score and ‘time period since discharge’ from I.C.U (r= .096, p > .05) or EES-R 

total score and ‘time period since discharge’ from I.C.U (r= .094, p > .05).
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Table 3. Correlation matrix of scale/subscale scores on standard measures of psychological distress (TSC-33, HADS, ÏES-
R)

tsctot
tscanx 8918***

tscanx
tscdep .9320*** .7823***

tscdiss .8746*** .7626***
tscdep
.7868***

tscdiss
tscsleep .8212*** .6005*** .7611*** .5401***

hadstot .7764*** .6935*** .7328*** .7168***
tscsleep
.5352***

hadstot
anxtot 7480*** .6730*** .7288*** .7103*** .5125*** .8970***

anxtot
deptot .6564*** .5625*** .5934*** .5678*** .4521*** .8983*** .6116***

iestot .7174*** .6271*** .7056*** .6630*** .5400*** .7139*** .7136***
deptot
.5621***

iesrtot
iesravo .5597*** .4678*** .5613*** 5406*** .3504*** .6344*** .5476*** .5871*** .8798***

iesrint .6906*** .5752*** .6562*** .6247*** .6037*** .6636*** .6876*** 5045* * * .8956***

iesrhyp .6895*** 5984* * * .6884*** .5919*** .5633*** .6621*** .6806*** .4995*** .9262***

lesravo

iesrint
.7798***

The significance of the reported correlation coefficients is indicated using the convention of star values: * = P < 0.05; ** = P < 0.01; *** = p < 0.001

KEY: Trauma Symptom Checlist-33: tsctot=total score; tscanx=anxiety subscale; tscdep=depression subscale; tscsleep=sleep problems subscale 
Hospital Anxiety & Depression Scale: hadstot=total score; anxtot=anxiety subscale; deptot=depression subscale
Impact of Events Scale Revised: iesrtot=total score; iesravo=avoidance subscale; iesrint=intrusion subscale; iesrhyp=hyperarousal subscale



3.4 An alpha coefficient was computed to investigate the internal consistency of the 

‘Experience after Treatment in Intensive care-Questionnaire’. Chronbach's Alpha = .8355 

demonstrates high internal consistency among the seven items justifying the computation of 

an aggregate summary score, ETIC-Q total.

3.5 Frequency distributions of Likert response scores for the ‘Experience after Intensive 

Care Treatment Questionnaire’ (individual questions and total score) are given below in the 

form of 8 histograms (figures 1-8). Subjects had been requested to report the level of 

psychological trauma they currently experience in relation to intensive care treatment, by 

endorsing a four-point Likert scale: 0= no experience of trauma symptoms related to 

intensive care treatment; 1= rare experience of trauma symptoms related to intensive care 

treatment; 2= sometimes experiencing trauma symptoms associated with intensive care 

treatment and 3= often experiencing trauma symptoms associated with their stay in intensive 

care. It was deemed necessary to present the frequencies for Likert responses to the 

individual ETIC-Q questions (figures 1-7) as the ETIC-Q total score could have perceivably 

reflected skewed scores on some items and more normal distributions on others. 

Histograms (figures 1-7) express a pattern of similar Likert responses across the seven 

questions of ETIC-Q. This is indeed what one would expect given the computed Alpha 

coefficient above (section 3.4). Individual subjects score consistently across all seven items.
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Figures 1-8 show the frequency distributions of scores and total score on the 
Experience After Intensive Care Treatment- Questionnaire’ (ETIC-Q).

(X axis = ETIC-Q, Y axis = number of subjects)
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The frequency distributions above (figures 1-8) demonstrate a clear trend. Each histogram 

for scores on the individual questions (figures 1-7) of the ETIC-Q appears positively skewed 

as is ETIC-Q total score (figure 8). From the total score distribution, 66.25% of subjects 

report no trauma symptomatology specifically related to intensive care treatment. However, 

a small subset of subjects (15.2%) consistently report traumatic symptoms post discharge 

from intensive care.

3.6 In the absence of an experimental control group the most meaningful way to address 

the core question of the study -‘Is there any evidence to suggest that intensive care 

experience itself has played a key role in the formation of post-traumatic symptoms?’

is to conduct a correlational analysis between ETIC-Q total scores (i.e. level of trauma 

symptoms related to intensive care experience) and the standard measures of psychological 

distress (TSC-33, HADS & lES-R).

The nature of he likert data for the ETIC-Q results in numerous tied ranks which would 

grossly afifect the power of non-parametric statistics. Therefore, the convenient approach of 

calculating ordinary product-moment correlation (for the paired observations where average 

ranks have been substituted for ties) was justified in this exploratory study.

The frequency distributions presented in section 3.5 demonstrate that a sub-group of 

discharged I.C.U patients score highly on the ‘Experience after Treatment in Intensive Care 

Questionnaire (ETIC-Q)’. Therefore we now test whether there is any evidence to suggest
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that high scores on ETIC-Q are associated with high scores on the standard measures of 

trauma symptomatology (TSC-33 & lES-R) and the related psychological sequelae of 

anxiety and depression (HADS).

Figures 9-12 below graphically represent the relationship between total score on the ETIC-Q 

and total and subscale scores on the standard measures.
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Figure 9. The relationship between ETIC-Q total score and TSC-33 total score
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ETIC-Q total score

Pearson’s product moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and total score on the general trauma measure TSC-33. The result 

was r=0.6253 (p. <0.001) which indicates a significant relationship between the level of 

trauma symptoms experienced after treatment in intensive care and reported levels of general 

trauma symptomatology as measured by the TSC-33. In sum, higher scores on ETIC-Q are 

associated with higher total scale scores on theTSC-33. Figure 9 above demonstrates this 

positive correlation.
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Figure 10. The relationship between ETIC-Q total score and TSC-33 anxiety subscale

score.

ETIC-Q total score

Pearson’s product-moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the anxiety sub-scale score of the standard measure of general 

trauma symptoms, the TSC-33; r=0.5159 (p. <0.001). This result shows that there is a 

significant relationship between the level of trauma symptoms experienced after treatment in 

intensive care and reported anxiety symptoms as measured on the TSC-33. In sum, higher 

scores on ETIC-Q are associated with higher scores on the TSC-33 anxiety subscale. Figure 

10 above demonstrates this positive correlation.
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Figure 11. The relationship between ETIC-Q total score and TSC-33 depression

subscale score.
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Pearson’s product-moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the depression sub-scale score of the standard measure of 

general trauma symptoms, the TSC-33: r=0.6284 (p. <0.001). This result shows that there 

is a significant relationship between the level of trauma symptoms experienced after 

treatment in intensive care and reported depression symptoms as measured on the TSC-33. 

In other words, higher scores on ETIC-Q are associated with higher scores on the TSC-33 

depression subscale. Figure 11 above demonstrates this positive correlation.
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Figure 12. The relationship between ETIC-Q total score and TSC-33 dissociation

subscale score.

ETlC-Q total score

Pearson’s product-moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the dissociation sub-scale score of the standard measure of 

general trauma symptoms, the TSC-33; r=0.5745 (p. <0.001). This result shows that there 

is a significant relationship between the level of trauma symptoms experienced after 

treatment in intensive care and reported dissociative symptoms as measured on the TSC-33. 

In sum, higher scores on ETIC-Q are associated with higher scores on the TSC-33 

dissociation subscale. Figure 12 above demonstrates this relationship.
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Figure 13. The relationship between ETIC-Q total score and TSC-33 sleep problems

subscale score.

ETIC-Q total score

Pearson’s product-moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the sleep problems sub-scale score of a standard measure of 

general trauma symptoms, the TSC-33: r=0.4479 (p. <0.001). This result shows that there 

is a significant relationship between the level of trauma symptoms experienced after 

treatment in intensive care and reported sleep problems as measured on the TSC-33. In 

sum, higher scores on ETIC-Q are associated with higher scores on the TSC-33 sleep 

problems sub scale Figure 13 above demonstrates the degree of the relationship.
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Figure 14. The relationship between ETIC-Q total score and HADS total score.
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Pearson’s product-moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the total scale score of the standard measure of psychological 

distress, the HADS: r=0.5692 (p. <0.001). This result shows that there is a significant 

relationship between the level of trauma symptoms experienced after treatment in intensive 

care and reported psychological sequelae as measured by the HADS. In other words, higher 

scores on ETIC-Q are associated with higher scores on the HADS. Figure 14 above 

expresses the level of relationship.
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Figure 15. The relationship between ETIC-Q total score and the HADS anxiety

subscale score.
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Pearson’s product-moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the anxiety subscale score of the standard measure of 

psychological distress, the HADS: r=0.6102 (p. <0.001). This result shows that there is a 

significant relationship between the level of trauma symptoms experienced after treatment in 

intensive care and reported anxiety symptoms as measured by the HADS. In sum, higher 

scores on ETIC-Q are associated with higher anxiety subscale scores on the HADS. Figure 

15 above demonstrates the degree of the relationship between ETIC-Q scores and anxiety 

subscale scores on the HADS.
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Figure 16. The relationship between ETIC-Q total score and the HADS depression

subscale score.

ETIC-Q total score

Pearson’s product-moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the depression sub scale score of the standard measure of 

psychological distress, the HADS: r=0.4104 (p. <0.001). This result shows that there is a 

significant relationship between the level of trauma symptoms experienced after treatment in 

intensive care and reported depression symptoms as measured by the HADS. In sum, higher 

scores on ETIC-Q are associated with higher depression subscale scores on the HADS 

Figure 16 above demonstrates this relationship.
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Figure 17. The relationship between ETIC-Q total score and the lES-R total score.
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Pearson’s product moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and total score on the second measure of psychological trauma, 

the lES-R: r=0.6830 (p. <0.001). This result shows that there is a significant relationship 

between the level of trauma symptoms experienced after treatment in intensive care and 

reported levels of general trauma symptomatology on the lES-R. In other words, higher 

scores on ETIC-Q are matched by higher total scale score on the lES-R. Figure 17 above 

demonstrates this positive correlation.
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Figure 18. The relationship between ETIC-Q total score and the lES-R avoidance

subscale score.

ETIOQ total score

Pearson’s product moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the avoidance subscale score of the lES-R: r=0.4689 (p. 

<0.001). This result shows that there is a significant relationship between the level of 

trauma symptoms experienced after treatment in intensive care and reported levels of 

avoidance symptomatology on the lES-R. In sum, higher scores on ETIC-Q are matched by 

higher avoidance scale scores on the lES-R. Figure 18 above demonstrates the level of 

association.
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Figure 19. The relationship between ETIC-Q total score and the lES-R intrusion

snbscale score.
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Pearson’s product moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the intrusion subscale score of the lES-R: r=0.6106 (p.

<0.001). This result shows that there is a significant relationship between the level of trauma 

symptoms experienced after treatment in intensive care and reported levels of intrusive 

symptoms on the lES-R. In sum, higher scores on ETIC-Q are associated with higher 

scores on the intrusion subscale of lES-R. Figure 19 above demonstrates the level of 

association.
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Figure 20. The relationship between ETIC-Q total score and the lES-R hyperarousal

subscale score.
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Pearson’s product moment correlation coefficient was computed to indicate the degree of 

relationship between subjects’ total score on the ETIC-Q (i.e. trauma symptoms related to 

intensive care experience) and the hyperarousal subscale score of the lES-R; r=0.6448 (p. 

<0.001). This result shows that there is a significant relationship between the level of 

trauma symptoms experienced after treatment in intensive care and reported levels of 

hyperarousal on the lES-R. In sum, higher scores on ETIC-Q are associated with higher 

levels of hyperarousal as measured on the lES-R. Figure 20 above demonstrates the level of 

association.
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As can be seen from above, the scatterplots and correlation coefficients demonstrate a 

significant level of association between ETIC-Q total score and both the total scores and 

subscale scores on the TSC-33, HADS and lES-R. Of particular interest is the fact that 

ETIC-Q total score is highly correlated with the lES-R total score (r=.6830), the intrusion 

sub scale of the lES-R (r=.6106) and the lES-R subscale which measures symptoms of 

hyperarousal (r=.6448). In this sense, bearing in mind the rationale for the order of the 

measures (see methodology section 2.4), traumatic memories and thoughts or feelings about 

intensive care experience are associated with post-traumatic symptomatology as accessed 

through the lES-R. Furthermore, TSC-33 total score (r=.6253), TSC-33 depression 

subscale (r=.6284) and the HADS anxiety subscale (.6102) are also strongly associated with 

total scores on ETIC-Q.

Interpreting the correlation coefficient for the relationship of ETIC-Q with lES-R in a more 

informative way, in terms of the proportion of the ratio of the two variances (i.e. R squared 

X 100); 46.6% of the variance in lES-R total score is predictable from the variance of 

ETIC-Q total score.

In addition, correlation coefficients were computed to test for the level of association 

between ETIC-Q total score and both ‘length of stay’ and ‘time since discharge’. No 

significant relationship was found between ETIC-Q total score and ‘length of stay’ (r=.142, 

p >.05). Trauma symptoms specific to intensive care treatment are not significantly 

associated with ‘length of stay’. No significant relationship was found between ETIC-Q 

total score and ‘time since discharge’ (r=.187, p > .05). Reported level of trauma symptoms
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specific to intensive care experience are not significantly associated with time since discharge 

from I.C.U and completion of the questionnaire.

3.7 Clinical work with trauma survivors has suggested that negative attitudes towards 

emotional expression may constitute one vulnerability factor for psychological distress 

(Williams et al, 1994). However, before reporting the step-wise regressional analysis that 

tests the association between attitudes to emotional expression and distress (section 3.8) it 

was considered appropriate to test for a relationship between age and attitudes towards 

expressing emotion. This rationale is based on the fact that epidemiological data has shown 

differences in response to trauma associated with age. One possible contributory factor to 

such findings may be differences in attitude towards emotional expression associated with 

age.

Five One-way ANOVA’s were carried out to test for significant differences in age and 

attitudes towards emotional expression. The four subscale scores (FACTOR 1-4) and the 

total scale score of the ‘Attitude towards Emotional Expression-Scale' acted as dependent 

variable with age group 1 (19-40); 2 (41-55); 3 (56-70) and 4 (>70) as independent 

variables. The results were as follows:

ANCVA 1

This first ANOVA examined whether the first subscale of the 'Attitude Towards Emotional 

Expression-Scale' (FACTOR 1) known as the beliefs about meaning subscale (e.g. 

'emotional expression is a sign of weakness') was significantly different across age groups. 

The results are presented in table 4. which shows that (F (3, 73) = 1.44, p > .05) there is no
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significant difference between any two age groups and subscale 1 of the ‘Attitudes Towards 

Emotional Expression Scale’. In other words, there is no relationship between age and the 

belief that ‘expressing emotion is a sign of weakness’.

Table 4. Summary table of one-way ANOVA examining the relationship between age 

group and subscale 1 of the * Attitude Towards Emotional Expression Scale’

Sum of Mean F F
Source_______________D.F. Squares Squares______ Ratio_______ Prob.

Between Groups 3 49.3644 16.4548 1.4427 .2374
Within Groups 73 832.5837 11.4053
Total 76 881.94..........................................................................

ANOVA 2

This second ANOVA examined whether the second subscale of the 'Attitude Towards 

Emotional Expression-Scale' (FACTOR 2) known as behavioural tendencies subscale score 

(e.g. 'bottling up feelings when upset') was significantly different across age groups. The 

results are presented in table 5 below which shows that (F (3, 72) = 1.83, p > .05) there is 

no significant difference between any two age groups and subscale 2 of the ‘Attitudes 

Towards Emotional Expression Scale’. In other words, there is no relationship between 

age and the tendency to ‘bottle up feelings when upset’.
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Table 5. Summary table of one-way ANOVA examining the relationship between age

group and subscale 2 of the * Attitude Towards Emotional Expression Scale’

Sum of Mean F F
Source_______________D.F. Squares Squares________Ratio_______Prob.

Between Groups 3 91.2740 30.4247 1.8264 .1500
Within Groups 72 1199.4102 16.6585
Total 75 1290.6842.............................. .......................................

ANOVA 3

This third ANOVA examined whether the third subscale of the Attitude Towards Emotional 

Expression-Scale’ (FACTOR 3) known as the beliefs about expression subscale (e.g. 'keep 

in control') was significantly different across age groups. The results are presented in table 

6. which shows that there is a significant difference (F (3, 74) = 7.03, p > . 01) in scores on 

the subscale ‘keeping in control’ across age groups.

Table 6. Summary table of one-way ANOVA examining the relationship between age 

group and subscale 3 of the * Attitude Towards Emotional Expression Scale’

Sum of Mean F F
Source_______________D.F.__Squares_____ Squares______ Ratio______ Prob.

Between Groups 3 291.5889 97.1963 7.0257 .0003
Within Groups 74 1023.7444 13.8344
Total 77 1315.3333...................................................................
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Tukeys HSD test was carried out to show which pairs of groups differ. Tukeys HSD uses 

the specified range to test for significant difference at .05 level. The difference between two 

means is significant if: MEAN(J)-MEAN(I) >= 2.6301 * RANGE * SQRT(1/N(I) + 

1/N(J)) with the following value(s) for RANGE: 3.83.

(*) Indicates significant differences between groups in the matrix below.

AGEGROUP
2 1 3  4

Mean score AGEGROUP
11.00 Group 2
12.40 Group 1
14.22 Group 3
16.08 Group 4 * *
From the matrix above we can see that both the 19-40 and 40-55 age groups differ 

significantly in their attitudes regarding ‘keeping in control’ fi’om the over 70’s.

ANOVA 4

The fourth ANOVA examined whether the fourth sub scale of the 'Attitude Towards 

Emotional Expression-Scale' (FACTOR 4) known as the beliefs about consequences 

subscale (e.g. 'social rejection') was significantly different across age groups. The results are 

presented in table 7. which shows that (F (3, 71)= .84, p .05) there is no significant 

difference between any two age groups and subscale 4 of the ‘Attitudes Towards Emotional 

Expression Scale’. In other words, there is no relationship between age and beliefs about 

the consequences of expressing emotion.
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Table 7. Summary table of one-way ANOVA examining the relationship between age

group and subscale 4 of the * Attitude Towards Emotional Expression Scale’

Source
Sum of 

D.F. Squares
Mean
Squares

F
Ratio

F
Prob.

Between Groups 3 37.5498 12.5166 .8426 .4751
Within Groups 71 1054.6368 14.8540
Total 74 1092.1867....

ANOVA 5

The fifth and final ANOVA examined whether the Attitude Towards Emotional Expression- 

Scale' total scale-score was significantly different across age groups. The results are 

presented in table 8. below and show that there is a significant difference ((3, 66)= 2.75, p < 

.05) between age groups and total score on the ‘Attitudes Towards Emotional Expression 

Scale’. In other words, there is a significant relationship between age and overall attitudes 

towards expressing emotion.
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Table 8. Summary table of one-way ANOVA examining the relationship between age

group and total score on the ‘ Attitude Towards Emotional Expression Scale’

Source D.F.
Sum of 
Squares

Mean
Squares

F
Ratio

F
Prob.

Between Groups 3 1141.7597 380.5866 2.7544 .0494
Within Groups 66 9119.6117 138.1759
Total 69 10261.3714...

Tukeys HSD test was carried out to show which pairs of groups differ. Tukeys HSD uses 

the specified range to test for significant difference at .05 level. The difference between two 

means is significant if: MEAN(J)-MEAN(I) >= 2.6301 * RANGE * SQRT(1/N(I) +

1 /N(J)) with the following value(s) for RANGE: 3.85.

(*) Indicates significant differences between groups in the matrix below:

51.10 
53.44
58.11

AGEGROUP
2 1 3  4

Mean score AGEGROUP 
46.66 Group 2

Group 1 
Group 3 
Group 4

From the matrix above age group 2 (40-55 year olds) and 4 (> 70) differ significantly in their 

attitudes towards emotional expression.
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In summary, one-way ANOVA reveals no significant difference between age group mean 

scores on subscales 1, 2 and 4 of the ‘Attitude Towards Emotional Expression-Scale’. 

Significant differences in age group mean scores exist for subscale-3: (F (3, 74) = 7.03, p > 

.01). This translates that the >70 age group significantly differed to the age 19-40 and 41-55 

age groups in terms of a greater tendency to express the view that ‘one should keep one’s 

feelings under control’. Significant difference by age group was also observed on the total 

scale score of the ‘Attitude Towards Emotional Expression-Scale’: F (3, 66)= 2.75, p < 

.05). The significant difference found here resulted from a discrepancy between age group 

41-55 and >70 age group. The over 70’s have higher mean scores for the scale and 

therefore possess more negative attitudes towards the expression of emotion.

Statistical analysis of ‘Attitude Towards Emotional Expression’ by gender revealed no 

statistically significant difference between men and women using the independent samples T- 

test.

3.8 A number of multiple step-wise regression analyses were carried out to explore:

Question a. To what extent age, gender, length of stay, time since discharge and attitudes 

towards expressing emotion can be predicted to reliably contribute to psychological distress 

and
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Question b. Whether the addition of reported experience after treatment in intensive care 

(as an independent variable) helps to better predict outcome on standard measures of 

psychological distress.

The results for the step-wise regression analyses addressing these two questions are 

summarised in table 9 (question a) and table 10 (question b).
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Table 9. Summary table of the results of the multiple regression analysis (question a)

Stepwise criteria: independent variables^ age, gender, length of stay, time since discharge, 
attitude towards emotion (as measured by the four factor subscales of the ‘Attitude Towards 
Emotional Expression-Scale’: ATESFACl - ATESFAC4)

Dependent Variable Variables in the regression equation F test variance accouted 
for

TSC-33 total score no variables entered

TSC-33 anxiety 
subscale

gender (female) 5^5* 7.2%

TSC-33 depression 
subscale

ATESFAC3 & ATESFAC4 7.45** 17%

TSC-33 dissociation no variables entered
subscale
TSC-33 sleep 
problems subscale

ATESFAC3 5J7* 6 6%

HADS total score no variables entered

FI ADS anxiety no variables entered
subscale
HADS depression no variables entered
subscale
lES-R total score no variables entered

lES-R avoidance 
subscale

ATESFAC4 5 24* 5 9%

lES-R intrusion 
subscale

age (-) 5.03* 5.6%

lES-R hyperarousal no variables entered
subscale
ETIC-Q total score time since discharge (+) 4.30* 4.56%

ETIC-Q 1 no variables entered

ETIC-Q 2 age(-), length of stay (+), ATESFACl 6 33** 23 6%

ETIC-Q 3 age(-) 6.08* 6.86%

ETIC-Q 4 age(-)& time since discharge(+) 6.02** 12.71%

ETIC-Q 5 no variables entered

ETIC-Q 6 length of stay(+) 4.21* 4.45%

ETIC-Q 7 no variables entered

* < .05, ** < .01, *** < .001 ATES= Attitudes Towards Emotional Expression Scale

Full analysis including beta weights for the predictors are contained in appendix 3.
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TablelO. Summary table of the results of multiple regression analysis (question b)

Stepwise criteria: independent variables= age, gender, length of stay, time since discharge, 
attitude towards emotion (as measured by the four factor sub scales of the ‘Attitude Towards 
Emotional Expression-Scale’: ATESFACl - ATESFAC4) and ‘Experience after Intensive 
Care Treatment’(as measured by ETIC-Q items 1 - 7).

Dependent Variable Variables in the regression equation F test variance accouted 
for

TSC-33 total score gender (female), length of stay (-) & 
ETIC-Q3, ETIC-Q5 & ETIC-Q6

12.46*** 48.87%

TSC-33 anxiety 
subscale

gender (female) & ETIC-Q5 17.16*** 35.55%

TSC-33 depression 
subscale

length of stay (-), ATESFACl (-), 
ATESFAC4, ETIC-Q2 & ETIC-Q3

16.58*** 55.21%

TSC-33 dissociation 
subscale

ATESFACl(-) & ATESFAC4, ETIC- 
Q1 & ETIC-Q3

12.82*** 41.37%

TSC-33 sleep 
problems subscale

length of stay (-), ATES FACl(-) & 
ETIC-Q3

10.11*** 28.67%

HADS total score ETIC-Q3 & ETICQ5 19.13*** 34.44%

HADS anxiety 
subscale

ATESFACl (-) & ATESFAC4, 
ETIC-Ql, ETIC-Q3 & ETIC-Q5

13.37*** 47.26%

HADS depression 
subscale

ETIC-Q5 & ETIC-Q6 13.57*** 26.70%

lES-R total score ETIC-Q3 & ETIC-Q5 26.65*** 43.00%

LES-R avoidance 
subscale

ATESFAC4 & ETIC-Q3 & ETIC-Q5 9.01*** 26.12%

LES-R intrusion 
subscale

ETIC-Ql & ETIC-Q5 28.54*** 44.39%

LES-R hyperarousal 
subscale

ETIC-Q3 & ETIC-Q5 24.69*** 41.06%

* < .05, ** < .01, *** < .001 ATES= Attitudes Towards Emotional Expression Scale

Full analysis including beta weights for the predictors are contained in appendix 3.

As can be seen from Table 9, total scores on the standard measures of psychological distress 

(TSC-33, HADS & lES-R) are not predicted by the independent variables of age, gender, 

length of stay, time since discharge or attitudes towards expressing emotion. Subscale
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measures as dependent variables were predicted. Significant predictions existed for anxiety 

(TSC-33) - in terms of gender (female) and depression (TSC-33) - in terms of the interaction 

of ‘attitudes about keeping feelings under control’ (ATESFAC3) and ‘beliefs about 

consequences’ (ATESFAC4). The trauma symptomatology of avoidance (LES-R) was also 

best predicted by ‘beliefs about consequences’ (ATESFAC4) and the intrusion subscale by 

age (younger subjects being more predisposed to intrusive thoughts). The ‘Experience after 

Treatment in Intensive Care-Questirmaire’ (ETIC-Q) showed that time since discharge best 

predicted level of trauma symptomatology related to I.C.U experience (longer time 

period=higher scores). Age, time since discharge and length of stay interact to best predict 

ETIC-Q items 2 (‘flashback’), 3 (‘feeling upset when reminded of I.C.U’), 4 (‘bad 

dreams/nightmares’) and 6 (‘try not to think or talk about I.C.U ). With the exception of 

the depression subscale of the TSC-33, all these predictor models are not particularly good 

as they all account for less than 10% of variance in scores.

The rationale behind adding the ETIC-Q items to the stepwise criteria (see table 10) was 

that such questions should best predict trauma symptomatology related to intensive care 

experience. With the exception of the TSC-33, whose reliable predictors are particularly 

multifactorial, Likert responses to ETIC-Q3 (‘feeling upset when reminded of I.C.U ) and 

ETIC-Q5 (‘feeling anxious or unwell when reminded of I.C.U’) were the best predictors 

across the twelve regression models for both total scale score and subscale score on the 

standard measures of psychological distress.
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The addition of the Experience After Intensive Care Treatment (ETIC-Q) items to the 

regression model results in the identification of predictors for total scores on the standard 

measures used (TSC-33, HADS & lES-R). Table 11 overleaf examines the relationship in 

more detail.

A set of five predictor variables derived from the regression model variables accounted for 

49% of variance in TSC-33 total scores: F(5, 55) = 12.47, p<001. Gender, beta = -.35, t = 

-3.63, p < .001, length of stay, beta = -.26, t = -2.66, p < .05, ETIC-Q 3 beta = .27, t= 2.13, 

p < .05. ETIC-Q 5 beta = .37, t = 3.23, p < .01 and ETIC-Q 6 beta = .24, t = 2.15, p < .05. 

(see table 11 below). Women who had only experienced a short stay in I.C.U, but 

nevertheless feel upset, anxious and avoid thinking or talking about their experience, suffer 

elevated trauma symptomatology as measured by the Trauma Symptom Checklist (TSC-33).

The most reliable predictors of psychological distress as measured by the HADS are 

responses on ETIC-Q3 - ‘feeling upset when reminded of I.C.U’ and ETIC-Q 5 - ‘when 

reminded of I.C.U feeling anxious or unwell’ (see table 11 below). These two predictor 

variables account for 34% of the variance in HADS total scores. F (2, 67) = 19.12, p < 

.001. ETIC Q3 beta = .35, t = 3.03, p <.01. ETIC-Q 5 beta = .33, t = 2.83, p < .01. Upset 

and anxiety associated with experience of intensive care treatment is associated with 

elevated rates of anxiety and depression as measured by the Hospital Anxiety and 

Depression scale (HADS).
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The same two predictor variables account for 43 % of the variance in trauma 

symptomatology as measured by the lES-R (see table 11 below). F (2, 66) = 26.65, p < 

.001. ETIC-Q 3 beta = .30, t = 2.73, p < .01 and ETIC-Q 5 beta = .45, t = 4.11, p < .01. 

Self report of negative emotions and anxiety related to the intensive care experience predicts 

elevated post-traumatic symptoms on a standard general measure of psychological trauma.

80



Table 11. Beta Weights for TSC-33 total score, HADS total score and lES-R total score for the regression model including ETIC-Q items as 
predictors

Predictor Variable TSC-33 total score N=60 HADS total score N=69 lES-R total score N=68

Age

Gender -.35

Length of stay (in days) -.27

Time since discharge (in months)

ATES factor 1

ATES factor 2

ATES factor 3

ATES factor 4

ETIC-Q 1

ETIC-Q 2

ETIC-Q 3 .27 .35 .30

ETIC-Q 4

ETIC-Q 5 .37 .33 .45

ETIC-Q 6 .24

ETIC-Q 7

Multiple R .73 .60 .67

F  test 12.47*** 19.13*** 26.65***

Variance accounted for 49% 34% 26%

* p < .05 ** p < 0 1  *** p <  .001



CHAPTER FOUR

DISCUSSION

Summary

The main findings of elevated rates of psychological distress and severe psychological 

trauma symptoms with a likely diagnostic outcome of PTSD linked to experience of 

intensive care are discussed. Contributory risk factors are identified amongst the 

supplementary findings of the study. Broad clinical implications are outlined followed by 

concluding remarks and recommendations for a more systematic programme of research.

Overview

4.1 Main findings from the research study

4.2 Supplementary findings

4.3 Current findings placed in the context of contemporary literature

4.4 Clinical implications of the findings

4.4 Conclusions and recommendations for further research
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4.1 Main findings

The prevalence of psychological distress amongst the sample

This study clearly demonstrated the existence of high rates of psychological distress 

amongst a sample of discharged intensive care patients as measured through two standard 

indices of general trauma symptomatology, the ‘Trauma Symptom Checklist-33’ (Briere 

& Runtz, 1989) and the ‘Impact of Events Scale-Revised’ (Weiss & Marmar, 1997) and a 

commonly used measure of psychological distress amongst medical patients the ‘Hospital 

Anxiety and Depression Scale’ (Zigmond & Snaith, 1983).

The ‘Hospital Anxiety and Depression Scale’ as a general measure of psychological 

problems revealed considerably elevated rates of anxiety and depression when this sample 

is compared with other studies. For example, Ormel et al (1997) measuring 

psychological distress using the HADS in a large community based sample of chronic 

medical patients (N=5078) found significant distress (HADS score 12 +) in 24.5 % of the 

subjects. Almost double the proportion (47.5%) of discharged I.C.U patients in this 

study were found to be suffering from significant levels of psychological distress.

Post-traumatic symptomatology as measured by the ‘Trauma Symptom Checklist-33’ and 

the ‘Impact of Events Scale-Revised’ was also found to be high. The available research 

literature examining prevalence of PTSD for a variety of medical conditions (cancer, 

myocardial infarction and other coronary disorders, ARDS (acute respiratory distress
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syndrome) and major transplant surgery) have reported prevalence rates of between 5% 

and 10% for full PTSD with rates for partial or “subsyndromal” PTSD being as high as 

25% (Green et al, 1997; Andrykowski & Cordova; 1998, Dew et al, 1996; Kutz et al, 

1994; Stoll et al, 1995; Saranditis et al, 1997). In this study, 15% (8 women and 4 men) 

reported severe psychological trauma symptoms likely to result in a formal diagnosis of 

PTSD. 6 of this sub-group were under the age of 35 (4 female and 2 male), three were 

middle aged ( 2 male, 1 female) and three were over 65 (female). Furthermore, the same 

group of patients scored above clinical cut-off scores for the ‘Hospital Anxiety and 

Depression Scale’.

More information citing the original reason for I.C.U admission was made available 

through diagnostic rubric codes held by the hospital information service. Unfortunately, 

this detailed information had not been provided at the outset. This post-hoc analysis, 

revealed that of the twelve patients identified as possible PTSD cases, 1 patient (female > 

70) had suffered cardiac arrest, 6 patients (4 women and 2 men) had required longer than 

anticipated post-operative care as a result of surgical complications and 3 had diagnosed 

respiratory disorders (2 female, 1 male). Finally, two patients did in fact enter I.C.U (1 

male, 1 female) as a result of psychotropic drug overdose. These two patients, who 

clearly had some psychiatric history, had not been identified in the recruitment phase of 

the study.
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An important note to make concerns the confidence with which one can identify ‘likely 

diagnosis of full PTSD’ from research based indices. Prior to the development of the 

hyperarousal subscale of lES-R (Marmar & Weiss, 1997) the Impact of Events Scale 

(Horowitz et al, 1979) made speculative inference of PTSD based on the severity of 

scores from the two subscales of ‘intrusion’, and ‘avoidance’. The addition of the 

‘hyperarousal subscale’ provides it with the third dimensional method of capturing the 

severity of symptomatic distress. In short, conceptually it better fits current diagnostic 

criteria. Hyperarousal scores amongst the most distressed in this survey were found to be 

high.

This study, in keeping with the general PTSD research literature, suggests that only a 

minority of I.C.U survivors may meet formal criteria for a diagnosis of PTSD. However, 

it is clear from the data that other discharged I.C.U patients may experience sub

syndromal levels of PTSD symptoms or “partial PTSD” Carlier and Gersons (1995). 

While the majority of the sample may report insufficient symptoms to be considered at 

risk for a diagnosis of full PTSD, the general level of psychological symptoms, especially 

the strikingly high levels of anxiety and depression can nevertheless impair quality of life, 

and for that matter could lead to alternative psychological diagnosis.

Is intensive care experience a potential peri-traumatic stressor

The second primary aim of this study was to evaluate the extent to which intensive care 

treatment itself is linked to the formation of post-traumatic symptoms. Correlational
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analysis examined the relationship between the discharged patient’s level of psychological 

trauma, as accessed through seven questions about their ‘Experience after Intensive Care 

Treatment’ (ETIC-Q), and scores on the standard measures of general trauma 

symptomatology. Significant positive correlations were found between ETIC-Q and 

both the ‘Trauma Symptom Checklist-33’ and the ‘Impact of Events Scale-Revised (lES- 

R)’, in addition to a significant association existing between ‘Experience after Intensive 

Care Treatment’ and the ‘Hospital Anxiety and Depression Scale’. The relationship was 

strongest between ETIC-Q total score and the ‘Impact of Events Scale-Revised’ total 

score. The ‘intrusion’ and ‘hyperarousal’ subscale scores of the ‘Impact of Events Scale- 

Revised’ were also highly correlated with reported levels of trauma symptoms specifically 

linked to intensive care. ‘Experience after intensive care treatment’ as assessed with the 

7 item ETIC-Q measure was identified as a potentially good predictor of general trauma 

symptomatology on the standard self report measures, the TSC-33 and the LES-R. Based 

on this evidence, intensive care experience appears to be a strong peri-traumatic stressor.

It had been envisaged that responses on the lES-R (see chapter two) would be influenced 

by subjects’ responses on the ETIC-Q. Whilst pointing out that the vast majority of 

subjects did not report trauma associated with their I.C.U experience, those that did also 

returned high trauma scores on the lES-R. One may conclude that those distressed by 

their experience of I.C.U had beeen primed to think about their trauma and therefore 

would continue to express trauma symptoms on the LES-R which followed. This was a 

design ploy which is frequently employed during the administration of structured clinical
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interviews to assess clients for PTSD. Furthermore, the brief but conceptual similarity of 

the ETIC-Q to the lES-R has highlighted the possible development of the ETIC-Q as a 

screening tool for post-traumatic symptomatology amongst discharged I.C.U patients.

4.2 Supplementary findings

Risk factors for PTSD associated with this sample

Consideration of the fact that not all people exposed to trauma develop PTSD suggests 

that individual variations in vulnerability and coping capacity influences its onset and 

duration. What emerges from the epidemiological research literature is that demographic 

risk factors such as gender and age frequently appear to play a role (Breslau et al, 1991; 

Davidson et al, 1991; Helzer et al, 1987; Kessler et al, 1995). A further variable(s) which 

has been identified as a contributory factor to elevated rates of psychological distress is 

negative beliefs towards the expression of emotions (Joseph et al, 1994; Williams et al, 

1994). Intuitively, one could consider that beliefs about expressing emotion may differ 

according to gender and age. Preliminary analysis for this study demonstrated that no 

significant difference existed in beliefs held towards the expression of emotion according 

to gender. However, significant differences in belief towards the expression of emotions 

was found according to age. Subjects over 70 years of age were found to be most likely 

to possess negative beliefs about expressing emotions and were more likely than younger
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subjects (19-40 year olds and 41-55 year olds) to hold the view that one should ‘keep 

one’s feelings under control’.

In the light of recent research which has shown that traumatised individuals who hold 

negative beliefs towards the expression of emotion may experience greater psychological 

distress (Joseph et al, 1997), and the notion that attitudes appear to be to some extent 

age-dependent, the subscales of the ‘Attitudes Towards Emotional Expression Scale 

(Joseph et al, 1994)’ were hypothesised to be possible predictors of psychological trauma 

symptoms.

Multiple stepwise regression analysis was used to see if any individual or combination of 

factors contributed to the study’s main finding of elevated rates of psychological distress 

including trauma symptoms in I.C.U survivors. Although a small group of patients had 

been identified as having high scores across all measures, there was still a considerable 

level of psychological distress, including general trauma symptomatology, experienced by 

the larger group. It was anticipated that multiple regression may provide a profile of risk 

factors for psychological distress amongst discharged I.C.U patients.

The first series of step-wise regressions with age, gender, length of stay, time since 

discharge and subscales 1-4 of the ‘Attitude Towards Emotional Expression Scale 

(Joseph et al, 1994)’ as independent variables, produced no predictor variables for the 

total scale scores of the ‘Trauma Symptom Checklist-33’, the ‘Hospital Anxiety and
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Depression Scale’ or the ‘Impact of Events Scale-Revised’. However, a number of 

significant predictors were computed for the subscale scores, and although they are weak 

(in terms of the proportion of variance in scores which they account for) they do at least 

offer some tentative information with regard to which factors may be worthy of further 

research.

The ‘Trauma Symptom Checklist-33’ (TSC-33) anxiety subscale was best predicted by 

gender. Women appeared at greater risk of anxiety symptoms which is consistent with 

the available epidemiological literature. The depression subscale scores of the TSC-33 

were best predicted by gender (female), believing that one should keep ones feelings 

under control (subscale 3 ‘Attitude Towards Emotional Expression Scale’), and also by 

the fear that expressing one’s feelings may lead to certain consequences such as rejection 

(subscale 4 ‘Attitudes Towards Emotional Expression Scale’). The combination of these 

predictors accounted for 17% of the variance in scores.

Avoidance, a core symptom of PTSD as measured by the ‘avoidance subscale’ of the 

‘Impact of Events Scale-Revised’ was also best predicted by subscale 4 of the ‘Attitude 

Towards Emotional Expression Scale’. This, ‘the fear of the consequence of expressing 

emotion’ is central to avoidant symptomatology and it may be considered surprising that 

this predictor variable did not account for more than 6% of the variance in scores on this 

subscale. The ‘intrusion subscale’ of the ‘Impact of Events Scale-Revised (lES-R)’
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suggested that younger subjects are more predisposed to intrusive thoughts and images, 

but again age only accounted for about 6% of the variance in scores.

The ‘Experience after Treatment in Intensive Care-Questionnaire’ (ETIC-Q) 

demonstrated that a longer period between discharge and completion of the questionnaire 

best predicted the level of trauma symptomatology related to I.C.U experience (longer 

time period=higher scores). Again the adjusted r-squared value only accounted for 

approximately 5% of the variance in scores. This finding, although relatively 

inconsequential, is still at odds with the “stress evaporation” hypothesis (Figley, 1978) of 

post-traumatic stress which suggests that trauma symptoms diminish over time.

In the contemporary literature there exist inconsistent findings with regard to the 

relationship between time since trauma exposure and PTSD symptoms. Some studies 

report declines in PTSD symptoms with increasing time since trauma exposure 

(McCarroll et al, 1995; Ursano et al, 1995) while others report no evidence for the 

spontaneous remission of symptoms over time (Blank, 1993; Davidson et al, 1996). The 

prediction models offered here to explain scoring on the ETIC-Q further suggest the 

possibility of ‘chronicity’ of PTSD symptomatology with this sample. The prediction 

model offered for the ‘Experience After Treatment in Intensive Care’ question 2; “Have 

you experienced flashbacks which make you feel as if you are back in the Intensive Care 

Unit?”, includes ‘greater time since discharge and questionnaire completion’ as one 

variable in the prediction model. Younger age, length of stay on the I.C.U, time since
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discharge and the belief that ‘expressing emotion is a sign of weakness’ (subscale 1 

‘Attitudes Towards Emotional Expression Scale’) interact to account for 23.6% of the 

variance of reported ‘flashback’ symptoms. Younger age and a greater time period 

between discharge and the study also best predicted the frequency of nightmares 

experienced about time spent in intensive care (ETIC-Q4). It is also worth bearing in 

mind that some contemporary literature suggests that PTSD symptoms may wax and 

wane over time with reactivation of apparently resolved symptoms triggered by additional 

stressful events which may or may not be linked to the original trauma (Davidson et al,

1996).

It had already been established through the correlational analysis that ‘experience after 

treatment in intensive care’ was positively correlated with the standard measure total and 

sub-scale scores of the TSC-33, the HADS and the lES-R. It was considered appropriate 

to explore whether or not the addition of the individual ETIC-Q items to the stepwise 

criteria would produce more informative and better models of prediction for total scale 

scores and sub-scale scores. In this sense, it was possible to examine the extent to which 

the other independent variables of age, gender, length of stay, time since discharge and 

attitude towards emotional expression would interact with the reported trauma 

experience specifically related to intensive care treatment. The addition of the 

‘Experience After Intensive Care Treatment - Questionnaire (ETIC-Q)’ items to the 

regression model results in the identification of strong predictors for total scores on the
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standard measures used (TSC-33, HADS & lES-R), with between 35% (HADS) and 

49% (TSC-33) of the variance in scores being accounted for.

Negative experience of intensive care as expressed through ETIC-Q item 3 (‘upset when 

reminded about intensive care’) and item 5 (‘reminders of intensive care make you feel 

anxious or physically unwell’) were consistently reported across models as strong 

predictors of trauma on the standard measures. In addition the ‘Attitude Towards 

Emotional Expression Scale’ subscale 1 (i.e. beliefs about meaning: ‘emotional expression 

is a sign of weakness’) and subscale 4 (i.e. beliefs about consequences: ‘social rejection’) 

featured in the prediction models for the sub scales of dissociation (TSC-33), anxiety 

(HADS), depression (TSC-33) and avoidance (lES-R).

Overall, the best predictors for psychological distress and trauma related symptomatology 

were (1) traumatic experience after intensive care treatment and (2) negative attitudes 

towards the expression of emotion. For example, depressed individuals report that they 

believe that expressing emotion is a sign of weakness (subscale 1), and they also fear the 

consequence, believing that expressing emotion leads to rejection (subscale 4). It is this 

fear of rejection or obsessive anxiety about what other people think which is commonly 

treated with cognitive and schema focused therapeutic approaches (Littrell, 1998).

Interestingly, subscale beliefs about consequences featured predominantly amongst 

respondents who presented with an avoidant symptom profile. Findings from previous
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research on trauma survivors was supported in this study (see e.g. Joseph et al, 1997). 

There appeared to be a differential relationship between attitudes and symptoms of post- 

traumatic stress with more negative attitudes being associated with avoidance (lES-R) 

and dissociative symptoms (TSC-33) but not intrusive symptomatology (lES-R).

4.3 Current findings placed in the context of contemporary literature

It is not possible to place the findings of this study in the context of specific 

contemporary literature as there is no systematic research which focuses on the general 

prevalence of PTSD amongst discharged intensive care patients. Furthermore, there is no 

contemporary literature which focuses on the psychological effect of the intensive care 

environment itself. However, from a general epidemiological perspective, the gender 

ratio of suspected full PTSD in this sample reflects the findings of the most recent 

community based epidemiological research - a gender ratio of 2:1 female : male (Stein et 

al, 1997). There is tentative evidence that younger and middle aged adults may also be at 

greater risk for developing full PTSD. This is also consistent with the majority of 

contemporary epidemiological findings (Breslau et al, 1991; Davidson et al, 1991; Helzer 

et al, 1987; Kessler et al, 1995). The discovery that two traumatised patients had 

previous psychiatric histories is also consistent with the literature on pre-trauma factors 

which increase individual susceptibility to PTSD.

It was suggested in Chapter One that intensive care treatment reinforces the perception 

of life threat brought on by serious illness. Current DSM-IV (American Psychiatric
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Association, 1994) criteria for traumatic events which may lead to PTSD requires ‘that 

the person has experienced, witnessed or been confronted with an event or events which 

involve actual or threatened death or serious injury, or a threat to the physical integrity of 

self or others’. The definition also requires that the person’s response involve intense 

fear, helplessness or horror. The definition of the stressor: threatened death and/or threat 

to physical integrity clearly includes life threatening illness of which intensive care 

treatment is a possible consequence. Certain aspects of treatment for illness may be 

stressful in their own right and may be perceived as a “death encounter” (Green et al,

1997). It is in this sense that intensive care treatment may be viewed as at least a 

significant secondary stressor to the ‘criterion A’ stressor of life threatening illness.

An important way in which intensive care may differ from the traditional stressors cited in 

the PTSD research literature is the way in which the I.C.U survivor conceptualises his or 

her experience. As in life threatening and terminal illness, such as cancer, the ongoing 

stressor, rather than being a past event which (in terms of psychological theory) the 

individual struggles to fit into his or her existing schema, frequently exists in the future. 

The immediate death encounter in a variety of serious illnesses may not be experienced in 

the present but exist as a serious possibility for the future. This theory (offered by Green 

et al, 1997) goes some way towards a possible explanation of the elevated rates of 

anxiety and depression observed in this sample. It also contributes to a better picture of 

what factors may be of possible aetiological significance to the ‘chronicity’ of post- 

traumatic symptoms prevalent in this sample. To recapitulate, step-wise regression
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analysis suggested that ‘greater length of time since discharge’ predicted elevated rates of 

trauma symptomatology amongst subjects in this study.

In summary, one could speculate that intensive care experience (secondary to life 

threatening illness) is often psychologically quite different from the traditional PTSD 

stressors. It may serve as a reminder for a large proportion of patients that the threat is 

internal, it may well be ongoing (chronic) and future oriented. Furthermore, as a result of 

this difference, individuals diagnosed with pervasive medical conditions (such as cancer, 

coronary problems etc.) who undergo successful intensive care treatment may suffer 

intrusive thoughts which are of a ruminative and future oriented nature driven by 

anxieties about the possibility of return to the intensive care environment.

Finally, a major feature of the data analysis was that ‘Experience after Intensive Care 

Treatment - Question 5’; “When reminded of your stay in the intensive care unit - does it 

make you feel anxious or unwell (e.g. heart racing, thumping, nausea, sweating)” was a 

strong predictor of general trauma symptomatology. This particular item may well have 

tapped the arousal symptom of hypervigilance (a similar item also exists on the lES-R). 

Individuals with coronary problems, cancer in remission, respiratory disorders, and a 

plethora of other serious medical conditions may well become hyper alert to their physical 

health, making mental note of any bodily changes which could suggest a return to serious 

ill-health. Since perception of health predicts utilisation of health care resources, genuine
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concern should exist over the potential development of somatising disorders amongst 

discharged patients who suffer post-traumatic symptomatology.

4.4 Clinical Implications of the findings

Assessment of post-traumatic stress related to intensive care treatment should become an 

important aspect of follow up care after discharge from the I.C.U. As medical 

practitioners need to become more aware of the psychological sequelae of traumatic 

medical illness they also need to be more attuned to the possible psychological affect of 

intensive care treatment itself and recognise that negative experience of intensive care 

that goes unnoticed may play a part in the exacerbation of existing medical symptoms or 

the development of further medical problems. Furthermore, clinical staff need to be made 

aware that younger people are frequently at elevated risk for PTSD symptoms.

Given that this study showed that dysfunctional attitudes were identified as good 

predictors of anxiety and avoidance type symptoms, cognitive behaviour therapy may be 

a particularly appropriate form of psychotherapy for individuals who become traumatised 

following intensive care treatment.

The development of brief screening measures like the seven item ‘Experience after 

Intensive Care Treatment-Questionnaire’ specially designed for this study, could prove to 

be particularly useful at identifying patients in need of emotional support. This measure.
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short and easy to understand, effectively taps the core symptoms of post-traumatic stress 

disorder as was demonstrated through its relationship with the general trauma scores on 

the longer standard measures - the ‘Trauma Symptom Checklist-33’ (Briere & Runtz, 

1989) and the ‘Impact of Events Scale-Revised’ (Weiss & Marmar, 1997). Screening for 

trauma could lead to more sensitive and appropriate follow up and primary care for 

patients that otherwise would not have been made available.

Self report measures may be the most effective way of screening for possible post- 

traumatic symptomatology. It may be more comfortable for both the patient and the 

doctor who may not be completely at ease about asking potentially difficult and invasive 

questions. Event inventories are also considered to be more reliable as screening devices 

than the open ended format of Diagnostic Interview Schedules (Kessler et al, 1995). 

These clinical recommendations require a collaborative effort between medical and 

mental health practitioners to help the I.C.U survivors address the impact that stress and 

post-traumatic stress symptoms can have on the body and the use of health services.

4.5 Conclusions and recommendations for further research

The focus of this brief exploratory study was to examine the prevalence of psychological 

distress amongst discharged intensive care patients fi'om a major London teaching 

hospital. A sub-group of discharged intensive care patients, with admission resulting 

fi'om a variety of medical conditions, went on to develop chronic post-traumatic stress
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symptoms following treatment and discharge from intensive care. Reliving/avoiding 

thoughts of the I.C.U experience itself was identified as the best predictor of post- 

traumatic stress symptoms amongst this studies sample of I.C.U survivors. Such a 

finding adds further weight to DSM-IV’s (1994, American Psychiatric Association) 

inclusion of ‘life threatening illness’ as a ‘criterion A’ stressor event and suggests that 

intensive care experience itself may well serve to reinforce the sense of life threat 

associated with serious illness. Caution should still be taken in accepting these results as 

the large number of correlations and regressions conducted could possibly have lead to 

Type I errors. Further research is needed to add support to this study’s findings. In 

addition, more specific information about the nature of the ‘intensive care experience’ 

needs to be obtained to assess which factors, environmental or otherwise, contribute to 

severe stress reactions in patients.

Multiple factors that can contribute to the severity of an individuals symptoms following 

exposure to intensive care treatment could be better evaluated by an analysis of (1) pre- 

traumatic history taking: psychiatric history and personality characteristics which may in 

fact render the person more vulnerable to the effects of trauma. (2) more detailed 

examination of peri-traumatic factors: perception of the trauma (this would include some 

analysis of whether or not there was any degree of consensus regarding what ‘intensive 

care’ is like) and the presence of social support and coping skills. (3) a broader 

evaluation of post-traumatic consequences. Evaluation of post-traumatic consequences is
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integral to an understanding of trauma symptoms and other psychological sequelae 

following intensive care treatment.

Recent research with patients suffering from chronic medical conditions demonstrated 

that levels of psychological distress vary across types of medical condition and 

impairment (Ormel et al, 1997). Further study is needed to address this question by 

examining the relationships between specific medical problems and psychological trauma. 

However, personality characteristics of the patient may well prove to be the most salient 

risk factor for development of post-traumatic stress disorder. Negative attitudes towards 

emotional expression , the belief that expressing emotion is a sign of weakness and beliefs 

about the consequences of expressing emotion, were also good predictors of mental 

health outcome in this study.
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SECTION 1

How often have you experienced each of the following in the past 2 months?

Please circle answer closest to the way you feel

1. Headaches ...................................................................................
2. Insomnia (trouble getting to sleep) ............................................
3. Weight loss (without dieting) .....................................................
4. Stomach problems ......................................................................
5. Feeling isoloated from others .....................................................
6. ‘Flashbacks’ (sudden, vivid, distracting memories) ...................
7. Restless sleep ...............................................................................
8. Low sex drive .............................................................................
9. Anxiety attacks ..........................................................................
10. Loneliness .................................................................................
11. Nightmares .................................................................................
12. ‘Spacing out’ (going away in your mind) ..................................
13. Sadness .......................................................................................
14. Dizziness ...................................................................................
15. Trouble controlling your temper ...............................................
16. Waking up early in the morning and can’t get back to sleep . . .
17. Uncontrollable crying ................................................................
18. Fear of men .................................................................................
19. Not feeling rested in the morning ............................................
20. Trouble getting along with others ............................................
21. Memory problems........................................................................
22. Desire to physically hurt yourself ............................................
23. Fear of women ............................................................................

26.
27.
28.
29.
30.
31.
32.
33.

not rarely 
at all

some
times

often

0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3
0 1 2 3



Read each item and place a firm tick in the box opposite the reply which comes closest to how you 
have been feeling in the past week. Tick only one box in each section.

I feel tense or ‘wound up’: I feel as if I am slowed down:
Most of the time Nearly all the time
A lot of the time Very often
Time to time, occasionally Sometimes
Not at all Not at all

I still enjoy the things I used to:
Definitely as much 
Not quite so much 
Only a little 
Hardly at all

I get a sort of frightened feeling as if 
something awful is about to happen:

Very definitely and quite badly 
Yes, but not too badly 
A little, but it doesn’t worry me 
Not at all

I can laugh and see the funny side of 
things:

As much as I always could 
Not quite so much now 
Definitely not so much now 
Not at all

Worrying thoughts go through my 
mind:

A great deal of the time 
A lot of the time
From time to time but not too often 
Only occasionally

I feel cheerful:
Not at all 
Not often 
Sometimes 
Most of the time

I can sit at ease and feel relaxed:
Definitely 
Usually 
Not often 
Not at all

I get a sort of frightened feeling like 
‘butterflies’ in the stomach:

Not at all 
Occasionally 
Quite often 
Very often

I have lost interest in my appearance:
Definitely
I don’t take as much care as I should 
I may not take quite as much care 
I take just as much care as ever

I feel restless as if I have to be on the 
move:

Very much indeed 
Quite a lot 
Not very much 
Not at all

I look forward with enjoyment to 
things:

As much as I ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all

1 get sudden feelings of panic:
Very often indeed 
Quite often 
Not very often 
Not at all

I can enjoy a good book or radio or TV 
programme:

Often 
Sometimes 
Not often 
Very seldom



SECTION 2

Below is a list of problems that people sometimes experience after treatment in Intensive Care. 
Please read each statement and circle the answer that best describes how often that problem has 
bothered you in the past 2 months.

Please circle answer closest to the way you feel rarely some- often
at all times

1. Have you had upsetting thoughts or images about your time in 
the Intensive Care Unit that came into your head when you didn’t
want them to? .................................................................................... 0 1 2 3

2. Have you experienced ‘flashbacks’ which make you feel as if
you are back in the Intensive Care Unit? ............................................ 0 1 2 3

3. Have you felt upset when you were reminded of your stay in the
Intensive Care Unit? ...........................................................................  0 1 2 3

4. Have you had bad dreams or nightmares about your time in the
Intensive Care Unit? ...........................................................................  0 1 2 3

5. When reminded of your stay in the Intensive Care Unit, does it 
anxious or unwell (for example, heart racing or thumping,
nausea, sweating)? .............................................................................  0 1 2 3

; 6. Have you tried not to think about, talk about, or have feelings
I  about your time in the Intensive Care Unit? ........................................  0 1 2 3
I

I  7. Have you tried to avoid activities, people or places that remind
I you of the Intensive Care Unit (for example, doctor’s
I appointments, visiting hospital or television programmes about
I hospitals)? .............................................................................................  0 1 2 3

I Do you have any comments that you would like to add?



Below is a list of comments made by people after stressfiil life events. Please check each item, 
indicating how fi-equently each comment was true for you during the past seven days. If they did 
not occur during that time, please circle the “not at all” answer.

Please circle answer closest to the way you feel not rarely some often
at all times

1. Any reminder brought back feelings about it..................................... 0 1 2 3
2. I had trouble staying asleep................................................................ 0 1 2 3
3. Other things kept making me think about it....................................... 0 1 2 3
4. I felt irritable and angry...................................................................... 0 1 2 3
5. I avoided letting myself get upset when I thought about it or was

reminded of it...................................................................................... 0 1 2 3
6. I thought about it when I didn’t mean to............................................ 0 1 2 3
7. I felt as if it hadn’t happened or wasn’t real....................................... 0 1 2 3

8 I stayed away from reminders about it............................................... 0 1 2 3
9. Pictures about it popped into my mind............................................... 0 1 2 3
10. I was jumpy and easily startled........................................................... 0 1 2 3
11. I tried not to think about it................................................................. 0 1 2 3
12. I was aware that I still had a lot of feelings about it, but I didn’t

deal with them..................................................................................... 0 1 2 3
13. My feelings about it were kind of numb............................................. 0 1 2 3
14. I found myself acting or feeling like I was back at that time............. 0 1 2 3
15. I had trouble falling asleep.................................................................. 0 1 2 3
16. I had waves of strong feelings about it............................................... 0 1 2 3
17. I tried to remove it from my memory................................................. 0 1 2 3
18. I had trouble concentrating................................................................. 0 1 2 3
19. Reminders of it caused me to have physical reactions, such as

sweating, trouble breathing, nausea or a pounding heart................... 0 1 2 3
20. I had dreams about it.......................................................................... 0 1 2 3
21. I felt watchful and on-guard............................................................... 0 1 2 3
22. I tried not to talk about it................................................................... 0 1 2 3

Do you have any comments that you would like to add?



SECTION 3
Below is a list of statements about your attitude towards expressing your emotions. Please tick the box which best describes the way that you feel. Tick 
one box only.

Disagree Agree
very Disagree Neutral Agree very
much much

1. I think you should always keep your feelings under control.
2. I think you ought not to burden other people with your problems.
3. I think getting emotional is a sign of weakness.
4. I thin other people don’t understand your feelings.
5. When I am upset I bottle up my feelings.
6. You should always keep your feelings to yourself.
7. Other people will reject you if you upset them.
8. My bad feelings will harm other people if I express them.
9. If I express my feelings I am vulnerable to attack.
10. You should always hide your feelings.
11. When I am upset I usually try to hide how I feel.
12. I seldom show how I feel about things.
13. Turning to someone else for advice or help is an admission of weakness.
14. It is shameful for a person to display his or her weakness.
15. 1 should always have complete control over my feelings.
16. If other people know what you are really like, they will think less of you.
17. When 1 get upset, 1 usually show how 1 feel.
18. People will reject you if they know your weakness.
19. If a person asks for help it is a sign of weakness.
20. 1 don’t feel comfortable showing my emotions.



Do you have any further comments?

Thank you for your help



APPENDIX 2 Multiple Step-Wise Regression Analysis 

Dependent Variable: TSC-33 total score

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

No variables entered/removed for this block.

Dependent Variable: Trauma Symptom Checklist-33 : anxiety sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Variable(s) Entered on Step Number
1.. GENDER gender of participant

Multiple R .29366
R Square .08624
Adjusted R Square .07173
Standard Error 4.55241

Analysis of Variance

Regression 
Residual

F = 5.94581

DF Sum of Squares
1 123.22344
63 1305.63810

Signif F = .0176

Mean Square 
123.22344 
20.72441

Variable

GENDER
(Constant)

-2.761905 
10.990476

Variables in the Equation -- 

B SE B Beta

-.2936651.132669 
1.749091

T Sig T

-2.438 .0176
6.284 .0000

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE -.123171 -.128791 .999052 -1.023 .3105
STAY -.014211 -.014762 .985962 -.116 .9078
DISCHAR .134797 .139855 .983630 1.112 .2704
ATESFACl -.023595 -.024680 .999769 -.194 .8465
ATESFAC2 -.163508 -.170107 .989003 -1.359 .1790
ATESFAC3 -.125352 -.130978 .997624 -1.040 .3022
ATESFAC4 .138275 .144652 .999987 1.151 .2541

Dependent Variable: Trauma Symptom Checklist-33 : depression sub-scale.

Block Number 1. Method: 
AGE GENDER STAY

Stepwise Criteria PIN .0500 POUT .1000 
DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Multiple R .44317
R Square .19640
Adjusted R Square .17005
Standard Error 4.84141

Analysis of Variance

Regression 
Residual

F = 7.45409

DF Sum of Squares
2 349.43726
61 1429.79711

Signif F = .0013

Mean Square 
174.71863 
23.43930

Variable

ATESFAC3
ATESFAC4
(Constant)

  Variables in the Equation --

B SE B Beta

-.498698 .168178 -.388167
.643708 .179103 .470472

5.669858 2.437316

T Sig T

-2.965 .0043
3.594 .0007
2.326 .0233

Variables not in the Equation



Variable

AGE
GENDER
STAY
DISCHAR
ATESFACl
ATESFAC2

Beta In Partial Min Toler T Sig T

.143302 
-.1264 91 
.062908 
.108878 
.289674 
.084298

-.146657
-.140810
-.070035
.119949
-.196206
-.082940

.653039 

.766527 

.766105 

.750548 

.368678 

.677478

-1.148 
- 1 . 1 0 2  
-.544 
. 936 

-1.550 
-.645

.2554

.2750

.5886

.3531

.1264

.5216

Dependent Variable: Trauma Symptom Checklist-33: dissociation sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

No variables entered/removed for this block.

Dependent Variable: Trauma Symptom Checklist-33 : sleep problems sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Variable(s) Entered on Step Number
1.. ATESFAC3

Multiple R .28175
R Square .07938
Adjusted R Square .06564
Standard Error 2.97719

Analysis of Variance

Regression 
Residual

F = 5.77726

DF Sum of Squares
1 51.20762
67 593.86485

Signif F = .0190

Mean Square 
51.20762 
8.86365

Variable

ATESFAC3
(Constant)

  Variables in the Equation —

B SE B Beta

-.210229 .087465 -.281749
7.408626 1.241857

T Sig T

-2.404 
5. 966

.0190

. 0 00 0

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE -.053709 -.051980 .862299 -.423 .6738
GENDER -.070058 -.072943 .998006 -.594 .5544
STAY -.176656 -.184096 .999788 -1.522 .1329
DISCHAR .038716 .040148 .989972 .326 .7451
ATESFACl -.121725 -.094020 .549233 -.767 .4457
ATESFAC2 .001462 .001361 .797782 .011 . 9912
ATESFAC4 .120168 .107897 .742194 .882 .3811

Dependent Variable: Hospital Anxiety and Depression-Scale: total score

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

No variables entered/removed for this block.

Dependent Variable: Hospital Anxiety and Depression-Scale: anxiety sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

No variables entered/removed for this block.

Dependent Variable: Hospital Anxiety and Depression-Scale: depression sub-scale.
Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000

AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

No variables entered/removed for this block.



Dependent Variable: Inçiact of Event Scale-Revised: total score.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

No variables entered/removed for this block.

Dependent Variable: Iirpact of Events Scale-Revised: avoidance sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Variable(s) Entered on Step Number 
1.. ATESFAC4

Multiple R .26939
R Square .07257
Adjusted R Square .05873
Standard Error 7.61003

Analysis of Variance

Regression 
Residual

DF
1
67

Sum of Squares 
303.63129 
3880.13682

Mean Square 
303.63129 
57.91249

F = 5.24293 Signif F .0252

Variable

ATESFAC4
(Constant)

.546898
-1.162665

Variables in the Equation —  

B SE B Beta

.269395.238847
3.283849

T Sig T

2.290
-.354

.0252

.7244

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE -.169093 -.174668 .989595 -1.441 .1543
GENDER .085631 .088915 .999927 .725 .4709
STAY -.081682 -.084739 .998135 -.691 .4920
DISCHAR .043369 .045027 999722 .366 .7154
ATESFACl -.240382 -.179861 .519219 -1.485 .1422
ATESFAC2 -.123397 -.120255 .880800 -.984 .3287
ATESFAC3 -.036468 -.032568 .739698 -.265 .7920

End Block Number PIN = .050 Limits reached.

Dependent Variable: Impact of Events Scale-Revised: intrusion sub-scale.
Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000

AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Variable(s) Entered on Step Number
1.. AGE age of participant

Multiple R .26437
R Square .06989
Adjusted R Square .05601
Standard Error 7.70616

Analysis of Variance

Regression 
Residual

DF
1
67

Sum of Squares 
298.97922 
3978.78890

Mean Square 
298.97922 
59.38491

F = 5.03460 Signif F = .0282

Variable

AGE
(Constant)

Variables in the Equation -- 

B SE B Beta

-.109050
12.867088

.048601 -.264370
2.798868

T Sig T

-2.244 .0282
4.597 .0000



. . T ?______. .ea iiuu xii

Variable Beta In Partial Min Toler T Sig T

GENDER .025456 .026395 .999996 .215 .8308
STAY -.073087 -.075473 .991836 -.615 .5407
DISCHAR .158581 .163515 .988894 1.347 .1827
ATESFACl -.090939 -.092213 .956348 -.752 .4545
ATESFAC2 -.177503 -.183893 .998281 -1.520 .1333
ATESFAC3 -.064849 -.062526 .864647 -.509 .6125
ATESFAC4 .127537 .131552 .989595 1.078 .2849

End Block Number 1 PIN = .050 Limits reached.

Dependent Variable: Inç>act of Events Scale-Revised: hyperarousal sub-scale.
Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000

AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Dependent Variable: Experience After Treatment in Intensive Care-Q:total score
Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000

AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Variable(s) Entered on Step Number
1.. DISCHAR

Multiple R .24391
R Square .05949
Adjusted R Square .04566
Standard Error 4.11700

Analysis of Variance

Regression 
Residual

DF
1

68

Sum of Squares
72.90769 

1152.57802

Mean Square
72.90769 
16.94968

F = 4.30142 Signif F = .0419

Variable

Variables in the Equation -■ 

B SE B Beta T Sig T

DISCHAR
(Constant)

.183054
1.095361

.088262
1.265872

.243912 2.074 .0419
.865 .3899

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE -.202627 -.208225 .993184 -1.743 .0860
GENDER .060036 .061271 .979619 .502 .6170
STAY .181481 .186279 .990890 1.552 .1254
ATESFACl .056035 .057743 .998727 .473 .6374
ATESFAC2 -.047006 -.047902 .976686 -.393 .6959
ATESFAC3 -.095163 -.097674 .990803 -.803 .4246
ATESFAC4 .064987 .066994 .999484 .550 .5844

Dependent Variable: Experience After Treatment in Intensive Care-Question 1

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

No variables entered/removed for this block.

Dependent Variable: Experience After Treatment in Intensive Care-Question 2

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Multiple R .52949
R Square .28036
Adjusted R Square .23607
Standard Error .72420

Analysis of Variance

Regression
DF
4

Sum of Squares 
13.28087

Mean Square 
3.32022



Residual 65 34.09056

F = 6.33062 Signif F = .0002

Variables in the Equation

Variables not in the Equation

.52447

Variable B SE B Beta T Sig T

AGE -.012274 .004671 -.284905 -2.628 .0107
STAY .033568 .012627 .282398 2.658 .0099
DISCHAR .043147 .015660 .292413 2.755 .0076
ATESFACl .070885 .026042 .293894 2.722 .0083
(Constant) -.389385 .417289 -.933 .3542

Variable Beta In Partial Min Toler T Sig T

GENDER -.037199 -.043208 .940300 -.346 .7305
ATESFAC2 -.097757 -.108891 .874505 -.876 .3841
ATESFAC3 -.259898 -.214321 .489374 -1.755 .0840
ATESFAC4 -.058638 -.049605 .495062 -.397 .6924

Dependent Variable: Experience After Treatment in Intensive Care-Question 3

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Variable(s) Entered on Step Number
1.. AGE age of participant

Multiple R .28652
R Square .08209
Adjusted R Square .06859
Standard Error .96499

Analysis of Variance

Regression 
Residual

DF
1

68

Sum of Squares
5.66327 
63.32245

Mean Square
5.66327 
.93121

F = 6.08160 Signif F = .0162

Variable

AGE
(Constant)

-.014896
1.399251

Variables in the Equation -- 

B SE B Beta

-.286519.006040
.349471

T Sig T

-2.466
4.004

.0162

. 0 0 0 2

Variables not in the Ecpaation

Variable Beta In Partial Min Toler T Sig T

GENDER -.011175 -.011662 .999639 -.095 . 9242
STAY .143332 .149118 .993513 1.234 .2214
DISCHAR .215835 .224511 .993184 1.886 .0637
ATESFACl .049436 .050473 .956822 .414 .6804
ATESFAC2 -.115682 -.120621 .997970 -.995 .3235
ATESFAC3 -.013065 -.012652 .860888 -.104 .9178
ATESFAC4 .010348 .010750 .990670 .088 .9301

Dependent Variable: Experience After Treatment in Intensive Care-Question 4
Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000

AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Multiple R .39039
R Square .15241
Adjusted R Square .12711
Standard Error .61370

Analysis of Variance

Regression 
Residual

DF
2
67

Sum of Squares 
4.53738 

25.23405

Mean Square 
2.26869 
.37663

F = 6.02369 Signif F = .0039

Variables in the Equation



Variable

AGE
DISCHAR
(Constant)

,008950
,031415
,416511

SE B

,003855
,013202
,293590

Beta

.262038
,268558

T Sig T

-2.322
2.380
1.419

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

GENDER -.001780 -.001912 .972346 -.016 .9877
STAY .193687 .208858 .985248 1.735 .0874
ATESFACl .191098 .202739 .948716 1.682 .0973
ATESFAC2 -.017021 -.018262 .970947 -.148 .8825
ATESFAC3 .112498 .112308 .844727 . 918 .3619
ATESFAC4 .179954 .194529 .984208 1.611 .1119

.0233

. 0 2 0 2

.1606

Dependent Variable: Experience After Treatment in Intensive Care-Question 5

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

No variables entered/removed for this block.

Dependent Variable: Experience After Treatment in Intensive Care-Question 6.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

Variable(s) Entered on Step Number
1.. STAY

Multiple R .24158
R Square .05836
Adjusted R Square .04451
Standard Error .90498

Analysis of Variance

Regression
Residual

F = 4.21440

DF Sum of Squares
1 3.45155
68 55.69131

Signif F = .0439

btean Square 
3.45155 
.81899

Variable

STAY
(Constant)

Variables in the Equation -- 

B SE B Beta

.241577,032086
,405039

.015630

.135163

T Sig T

2.053 
2. 997

.0439

.0038

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE -.157685 -.161970 .993513 -1.344 .1836
GENDER .178015 .182560 .990333 1.520 .1333
DISCHAR .004782 .004906 .990890 .040 .9681
ATESFACl .095112 .097877 .997183 .805 .4237
ATESFAC2 .076199 .078386 .996464 .644 .5220
ATESFAC3 -.049002 -.050491 .999760 -.414 .6803
ATESFAC4 .126465 .130219 .998375 1.075 .2862

Dependent Variable: Experience After Treatment in Intensive Care-Question 7
Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000

AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4

No variables entered/removed for this block.



Dependent Variable: Trauma Synç>tom Checklist-33: total score

Block Number 1. Method: Stepwise
AGE GENDER STAY DISCHAR
ICUl ICU2 ICU3 ICU4

Multiple R .72889
R Square .53128
Adjusted R Square .48867
Standard Error 12.07323

Criteria PIN .0500 POUT .1000 
ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICU5 ICU6 ICU7

Analysis of Variance

Regression 
Residual

12.46799

DF Sum of Squares
5 9086.84738
55 8016.95590

Signif F = .0000

Mean Square 
1817.36948 
145.76283

Variables in the Equation

Variable B SE B Beta T Sig T

GENDER -11.661711 3.215599 -.345917 -3.627 .0006
STAY -.587997 .221091 -.256275 -2.660 .0102
ICU3 4.695985 2.210351 .266096 2.125 .0381
ICU5 8.290954 2.566173 .368406 3.231 .0021
ICU6 4.182055 1.949294 .239437 2.145 .0364
(Constant) 38.538948 5.082752 7.582 .0000

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE -.002790 -.003951 .526181 -.029 .9769
DISCHAR -.083405 -.115497 .520498 -.854 .3966
ATESFACl -.084999 -.123419 .542452 -.914 .3648
ATESFAC2 -.030324 -.042774 .537477 -.315 .7543
ATESFAC3 -.079126 -.114104 .537024 -.844 .4024
ATESFAC4 .148746 .213299 .536328 1.604 .1145
ICUl .177926 .214162 .441356 1.611 .1130
ICU2 .149282 .170108 .492834 1.269 .2101
ICU4 .096737 .117449 .480187 .869 .3886
ICU7 -.067951 -.062840 .400871 -.463 . 6454

End Block Number PIN = .050 Limits reached.

Dependent Variable: Trauma Synç>tom Checklist-33: anxiety sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE
ICUl

GENDER
ICU2

STAY
ICU3

DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICU4 ICU5 ICU6 ICU7

Multiple R .59688
R Square .35627
Adjusted R Square .33550
Standard Error 3.85169

Analysis of Variance

Regression 
Residual

F = 17.15672

DF Sum of Squares
2 509.05828
62 919.80326

Signif F = .0000

Mean Square 
254.52914 
14.83554

Variable

GENDER
ICU5
(Constant)

  Variables in the Equation —

B SE B Beta

-3.243957 .962977 -.344920
3.374368 .661673 .522165
10.604834 1.481798

T Sig T

-3.369 .0013
5.100 .0000
7.157 .0000

Variable

- Variables not in the Equation 

Beta In Partial Min Toler T Sig T



AGE
STAY
DISCHAR
ATESFACl
ATESFAC2
ATESFAC3
ATESFAC4
ICUl
ICU2
ICU3
ICU4
ICU6
ICU7

-.085169
-.074427
.050696

-.024700
-.093545
-.084322
.100381
.191547
.109397
.203014
.094021
.119418
.105075

.105811

.091518

.061828

.030782

.114852

.104636

.124768

.228406

.110212

.212597

.105658

.138840

.117670

.984943 -.831 .4092

.973318 -.718 .4756

.957469 .484 .6302

.990144 -.241 .8107

.970369 -.903 .3701

.984042 -.822 .4144

.984945 .982 .3299

.907705 1.832 .0718

.647204 .866 .3899

.699342 1.699 .0944

.805360 .830 .4099

.870147 1.095 .2778

.807311 .925 .3584

End Block Number PIN = ,050 Limits reached.

Dependent Variable: 
Dependent Variable: Trauma Symptom Checklist-33: depression sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE
ICUl

GENDER
ICU2

STAY
ICU3

DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICU4 ICU5 ICU6 ICU7

Multiple R .76708
R Square .58841
Adjusted R Square .55293
Standard Error 3.55331

Analysis of Variance

Regression 
Residual

DF
5
58

Sum of Squares 
1046.92562 
732.30875

Mean Square 
209.38512 
12.62601

F = 16.58363 Signif F = .0000

Variable

STAY
ATESFACl
ATESFAC4
ICU2
ICU3
(Constant)

Variables in the Equation -- 

B SE B Beta

-.175340
-.791299
.818888

1.717020
2.790308
3.930383

.064231 

.182814 

.159183 

.639330 

.520442 
1.737730

-.239206
-.509837
.598508
.256642
.494406

T Sig T

-2.730 
-4.328 
5.144 
2 . 686  
5.361 
2.262

.0084

. 00 0 1

. 00 0 0

.0094

. 00 0 0

.0275

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE .020245 .028745 .461989 .217 .8289
GENDER -.165545 -.254990 .511027 -1.991 .0513
DISCHAR -.141356 -.205489 .510949 -1.585 .1184
ATESFAC2 -.102666 -.148416 .496310 -1.133 .2619
ATESFAC3 -.055429 -.061361 .345799 -.464 .6443
ICUl .132336 .170031 .508444 1.303 .1979
ICU4 -.094230 -.098395 .448774 -.746 .4584
ICU5 .062270 .067086 .477711 .508 . 6137
ICU6 .139535 .179866 .511043 1.380 .1728
ICU7 9.807E-04 .001085 .492654 .008 .9935

End Block Number 1 PIN = .050 Limits reached.

Dependent Variable: Trauma Symptom Checklist-33 : dissociation sub-scale.
Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000

AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICUl ICU2 ICU3 ICU4 ICU5 ICU6 ICU7

Multiple R .66991
R Square .44878
Adjusted R Scpiare .41379
Standard Error 2.70216

Analysis of Variance

Regression 
Residual

DF
4
63

Sum of Squares 
374.52296 
460.00645

Mean Square 
93.63074 
7.30169

F = 12.82316 Signif F = .0000



Variable

ATESFACl
ATESFAC4
ICUl
ICU3
(Constant)

Variables in the Equation -- 

B SE B Beta T Sig T

-.313423
.440725
.777459

1.482057
-.159558

.131540

.118894

.379743

.398822
1.297515

-.309284
.482742
.235050
.423925

-2.383
3.707
2.047
3.716
-.123

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE -.051462 -.064869 .498834 -.512 .6106
GENDER -.177590 -.238603 .515722 -1.935 .0576
STAY -.158195 -.206207 .515833 -1.659 .1021
DISCHAR .023132 .030173 .510987 .238 .8129
ATESFAC2 -.131400 -.162447 .487893 -1.296 .1997
ATESFAC3 -.153368 -.147425 .374057 -1.174 .2450
ICU2 .199974 .235790 .493522 1.910 .0607
ICU4 .094008 .105067 .510774 .832 .4087
ICU5 .142424 .159151 .508359 1.269 .2091
ICU6 .076403 .089767 .510997 .710 .4806
ICU7 .187567 .202525 .473095 1.628 .1085

End Block Number 1 PIN = .050 Limits reached.

. 0 2 0 2

.0004

.0448

.0004

.9025

Dependent Variable: 
Dependent Variable: Trauma Symptom Checklist-33 : sleep problems sub-scale,

Block Number 1. Method: Stepwise
AGE GENDER STAY DISCHAR
ICUl ICU2 ICU3 ICU4

Criteria PIN .0500 POUT .1000 
ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICU5 ICU6 ICU7

Multiple R .56407
R Square .31818
Adjusted R Square .28671
Standard Error 2.60125

Analysis of Variance

Regression
Residual

F = 10.11105

DF Sum of Squares
3 205.24946
65 439.82301

Signif F = .0000

Mean Square 
68.41649 
6.76651

Variable

STAY
ATESFACl
ICU3
(Constant)

Variables in the Equation -- 

B SE B Beta

-.109523
-.237097
1.431232
6.847260

.045312

.091531

.316195
1.092105

-.249631
-.265655
.466860

Variables not in the Equation

T Sig T

-2.417
-2.590
4.526
6.270

Variable Beta In Partial Min Toler T Sig T

AGE .084389 .093724 .841009 .753 .4541
GENDER -.079457 -.095776 .974285 -.770 .4443
DISCHAR -.129848 -.151148 .919659 -1.223 .2257
ATESFAC2 -.007499 -.008645 .906311 -.069 .9451
ATESFAC3 -.080665 -.071217 .531464 -.571 .5699
ATESFAC4 .245542 .214360 .519139 1.756 .0839
ICUl .130767 .126600 .639057 1.021 .3111
ICU2 .186669 .192916 .728219 1.573 .1207
ICU4 .131793 .131592 .679745 1.062 .2922
ICU5 .213428 .215559 .693145 1.766 .0822
ICU6 .112459 .116272 .728843 .937 .3525
ICU7 .093990 .092735 .658032 .745 .4589

End Block Number 1 PIN = .050 Limits reached.

.0185

.0118

. 0 0 0 0

. 0 0 0 0

Dependent Variable: Hospital Anxiety and Depression-Scale: total score

Multiple R .60285



R Square .36343
Adjusted R Square .34442
Standard Error 6.75724

Analysis of Variance

Regression
Residual

F = 19.12539

DF Sum of Squares
2 1746.54360
67 3059.24211

Signif F = .0000

Mean Square 
873.27180 
45.66033

Variable

ICU3
ICU5
(Constant)

  Variables in the Equation —

B SE B Beta

2.958073 .975001 .354410
3.862206 1.367161 .330003
10.839293 .944758

T Sig T

3.034
2.825
11.473

.0034

.0062

. 0 0 0 0

Variable

AGE
GENDER
STAY
DISCHAR
ATESFACl
ATESFAC2
ATESFAC3
ATESFAC4
ICUl
ICU2
ICU4
ICU6
ICU7

- Variables not in the Equation 

Beta In Partial Min Toler

.018131 

.105872 

.076448 

.063428 

.068394 

.102321 

.010848 

.162552 

.197716 

.041327 

.055821 

.180002 

.193149

.021721

.131433

.095069

.076989

.085629

.126828

.013501

.202261

.205438

.041456

.057942

.196349

.195807

.642916 

.683255 

.691802 

.678234 

.694850 

.692369 

.690090 

.686420 

.529060 

.543914 

.596989 

.606231 

.539422

T Sig T

.177 .8604
-1.077 .2854
-.776 .4406
-.627 .5326
-.698 .4875
1.039 .3027
-.110 . 9130
1.678 .0981
1.705 .0928
.337 .7371
.472 .6388

1. 627 .1085
1.622 .1095

End Block Number PIN = .050 Limits reached.

Dependent Variable: Hospital Anxiety and Depression Scale: anxiety sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICUl ICU2 ICU3 ICU4 ICU5

Multiple R .71473
R Square .51084
Adjusted R Scpiare .47263
Standard Error 3.41861

Analysis of Variance

Regression 
Residual

F = 13.36752

DF Sum of Squares
5 781.12433
64 747.96138

Signif F = .0000

ICU6 ICU7

Mean Square 
156.22487 
11.68690

Variable

ATESFACl
ATESFAC4
ICUl
ICU3
ICU5
(Constant)

Variables in the Equation -- 

B SE B Beta

-.489543
.535938

1.323564
1.200587
1.583879
3.191379

.166348

.150463

.470229

.566089

.697662
1.628985

-.357246
.436989
.299509
.255010
.239923

T Sig T

-2.943
3.562
2.815
2 . 1 2 1
2.270
1.959

.0045

.0007

.0065

.0378

.0266

.0545

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE -.060852 -.080983 .492471 -.645 .5213
GENDER -.100200 -.141741 .507659 -1.137 .2600
STAY -.069110 -.096196 .507456 -.767 .4459
DISCHAR .001467 .002023 .505157 .016 .9872
ATESFAC2 4.925E-04 .000644 .477167 .005 .9959
ATESFAC3 -.133881 -.137587 .379916 -1.103 .2744
ICU2 .183387 .200537 .479606 1.625 .1092
ICU4 .118602 .137223 .480857 1.100 .2757
ICU6 -.004221 -.005206 .476341 -.041 .9672



ICU7 .156106 .180222 .425592 1.454 .1508

End Block Number PIN = .050 Limits reached.

Dependent Variable: Hospital Anxiety and Depression Scale: depression sub-scale.
Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000

AGE
ICUl

GENDER
ICU2

Multiple R 
R Square
Adjusted R Square 
Standard Error

STAY
ICU3

.53697 

.28833 

.26709 
3.97218

DISCHAR
ICU4

ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICU5 ICU6 ICU7

Analysis of Variance

Regression 
Residual

DF
2
67

Sum of Squares 
428.30499 
1057.13787

Mean Square 
214.15250 
15.77818

F = 13.57270 Signif F = .0000

Variable

ICU5
ICU6
(Constant)

  Variables in the Equation --

B SE B Beta

2.052421 .718986 .315430
1.681091 .553776 .335440
4.865759 .570108

T Sig T

2.855 .0057
3.036 .0034
8.535 .0000

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE .096702 .113355 .859817 .927 .3574
GENDER -.151767 -.177538 .856624 -1.466 .1475
STAY -.083534 -.096083 .826700 -.784 .4357
DISCHAR -.030548 -.035368 .830134 -.288 .7746
ATESFACl -.072896 -.086119 .864898 -.702 .4850
ATESFAC2 .059175 .069038 .845886 .562 .5759
ATESFAC3 .035977 .042526 .866805 .346 .7306
ATESFAC4 .091089 .107100 .862782 .875 .3847
ICUl .104595 .115788 .822838 . 947 .3471
ICU2 -.044552 -.042472 .617031 -.345 .7309
ICU3 .116601 .107618 .606231 .879 .3824
ICU4 .008386 .008868 .727914 .072 .9428
ICU7 .138675 .140457 .730068 1.152 .2533

End Block Number 1 PIN = .050 Limits reached.

Dependent variable: Impact of Events Scale: total score
Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000

AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICUl ICU2 ICU3 ICU4 ICU5 ICU6 ICU7

Multiple R .66844
R Square .44681
Adjusted R Square .43005
Standard Error 15.34894

Analysis of Variance

Regression 
Residual

DF
2

66

Sum of Squares 
12558.99584 
15548.94619

Mean Square 
6279.49792 
235.59009

F = 26.65434 Signif F = .0000

Variable

ICU3
ICU5
(Constant)

Variables in the Equation —  

B SE B Beta

6.082602
12.831279
11.353736

2.224896
3.120301
2.154663

.300958

.452689

T Sig T

2.734 .0080
4.112 .0001
5.269 .0000

Variable

AGE
GENDER
STAY

- Variables not in the Equation 

Beta In Partial Min Toler

-.099948 -.127940 .632916
-.042553 -.056528 .675548
-.178612 -.238208 .686386

T Sig T

-1.040 .3022
-.456 .6496

-1.977 .0522



DISCHAR
ATESFACl
ÀTESFÀC2
ATESFAC3
ATESFAC4
ICUl
ICU2
ICU4
ICU6
ICU7

.053607

.048694

.013306

.023632

.167644

.132447

.077134

.179820

.007462
069272

End Block Number

.069781

.065397

.017692

.031535

.223852

.147761

.082613

.199807

.008735

.075342

PIN =

.676772 
,690197 
.688114 
.684531 
.682339 
.530037 
.534088 
.597658 
.604655 
.540013

-.564
-.528
-.143
.254

1.852
1.205

. 6 6 8
1.644
-.070
.609

.5747

.5990

.8870

.8000

.0686

.2328

.5063

.1050

.9441

.5445

.050 Limits reached.

Dependent Variable: Impact of Events Scale-Revised: avoidance sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE
ICUl

GENDER
ICU2

STAY
ICU3

DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICU4 ICU5 ICU6 ICU7

Multiple R .54204
R Square .29381
Adjusted R Square .26122
Standard Error 6.74198

Analysis of Variance

Regression 
Residual

DF
3
65

Sum of Squares 
1229.23693 
2954.53118

htean Square 
409.74564 
45.45433

F = 9.01445 Signif F = .0000

Variable

ATESFAC4
ICU3
ICU5
(Constant)

Variables in the Equation -- 

B SE B Beta

.509636
2.149026
2.822426
-2.816412

.213064 

.980237 
1.379887 
2.961474

.251040

.275606

.258097

T Sig T

2.392
2.192
2.045
-.951

.0197

.0319

.0449

.3451

not in the Equation -

Variable Beta In Partial Min Toler T Sig T

AGE -.065612 -.074010 .631490 -.594 .5548
GENDER .064598 .075946 .666452 .609 .5445
STAY -.142796 -.168380 .681549 -1.367 .1765
DISCHAR -.079139 -.091150 .673142 -.732 .4667
ATESFACl -.225214 -.192884 .512047 -1.573 .1207
ATESFAC2 -.038258 -.042043 .672576 -.337 .7375
ATESFAC3 .046720 .047273 .678928 .379 .7062
ICUl .067461 .066033 .530025 .529 .5983
ICU2 .046260 .043581 .532761 .349 .7283
ICU4 .137578 .133380 .586778 1.077 .2857
ICU6 .129301 .132817 .596083 1.072 .2877
ICU7 .076067 .073179 .536124 .587 .5593

End Block Number 1 PIN = .050 Limits reached.

Dependent Variable: Impact of Events Scale-Revised: hyperarousal subscale.

Block Number 1. Method: 
AGE GENDER STAY
ICUl ICU2 ICU3

Stepwise Criteria PIN .0500 POUT .1000 
DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICU4 ICU5 ICU6 ICU7

Multiple R .67825
R Square .46002
Adjusted R Square .44390
Standard Error 5.31411

Analysis of Variance

Regression 
Residual

DF
2
67

Sum of Squares 
1611.87725 
1892.06561

Mean Square 
805.93862 
28.23979

F = 28.53912 Signif F = .0000

Variable

Variables in the Equation —  

B SE B Beta T Sig T



ICU3
ICU5
(Constant)

Variable

AGE
GENDER
STAY
DISCHAR
ATESFACl
ATESFAC2
ATESFAC3
ATESFAC4
ICUl
ICU2
ICU4
ICU6
ICU7

1.929709
4.899598
3.501297

.766772
1.075179
.742988

.270765
,490283

2.517 .0142
4.557 .0000
4.712 .0000

Variables not in the Equation

Beta In Partial Min Toler

.032750 
,131586 
,164556 
.050817 
.030069 
,016802 
.007062 
.117091 
.076434 
.112638 
.170859 
.061902 
.025415

.042598

.177365

.222188

.066972

.040876

.022612

.009542

.158190

.086231

.122679

.192560

.073314

.027974

.642916 

.683255 

.691802 

.678234 

.694850 

.692369 

.690090 

.686420 

.529060 

.543914 

.596989 

.606231 

.539422

T Sig T

-.346 .7302
-1.464 .1479
-1.851 .0686
-.545 .5874
-.332 .7407
.184 .8548
.078 . 9384

1.302 .1976
.703 .4844

1.004 .3189
1,594 .1157
-.597 .5524
.227 .8209

End Block Number PIN = .050 Limits reached.

Dependent Variable: Impact of Events Scale-Revised: intrusion sub-scale.

Block Number 1. Method: Stepwise Criteria PIN .0500 POUT .1000
AGE GENDER STAY DISCHAR ATESFACl ATESFAC2 ATESFAC3 ATESFAC4
ICUl ICU2 ICU3 ICU4 ICU5 ICU6 ICU7

Multiple R .65421
R Square .42799
Adjusted R Square .41066
Standard Error 6.08889

Analysis of Variance

Regression 
Residual

F = 24.69145

DF Sum of Squares
2 1830.84817
66 2446.91994

Signif F = .0000

Mean Square 
915.42409 
37.07454

Variable

ICUl
ICU5
(Constant)

  Variables in the Equation —

B SE B Beta

2.532103 .731730 .339877
5.098318 1.086066 .461065
3.077953 .965866

T Sig T

3.460 .0010
4.694 .0000
3.187 .0022

Variables not in the Equation

Variable Beta In Partial Min Toler T Sig T

AGE -.168209 -.219091 .880167 -1.810 .0749
GENDER -.031285 -.041081 .886236 -.331 .7413
STAY -.117171 -.153382 .885094 -1.251 .2153
DISCHAR .046186 .059598 .871749 .481 .6319
ATESFACl -.128370 -.168760 .889004 -1.380 .1722
ATESFAC2 -.124353 -.162941 .882561 -1.331 .1877
ATESFAC3 -.119187 -.157204 .894089 -1.283 .2039
ATESFAC4 .101234 .131782 .877596 1.072 .2878
ICU2 .065401 .069380 .614415 .561 .5769
ICU3 .151300 .145643 .530037 1.187 .2396
ICU4 .164554 .187644 .743795 1.540 .1284
ICU6 -.066675 -.080749 .815316 -.653 .5160
ICU7 .144192 .171538 .793291 1.404 .1651

End Block Number 1 PIN = .050 Limits reached.


