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About this guide
Welcome to this Psychology Tools guide to critical illness, intensive care, and post-traumatic stress disorder.
Psychology Tools’ mission is twofold: to ensure that therapists worldwide have access to
the high-quality evidence-based tools they need to conduct effective therapy, and to be a
reliable source of psychological self-help for the public. We have made this guide freely
available because, as a result of the current global health crisis, many more people than
usual are having serious medical experiences. These include admissions to hospital with
breathing difficulties, or transfers to critical care (intensive care) units. A significant proportion of these people will go on to develop symptoms of post-traumatic stress disorder
(PTSD).
This guide is for:
• People who have survived a frightening medical experience, such as being admitted to
critical care (intensive care).
• People who have been hospitalized with severe medical problems related to COVID-19.
• Their family and friends.
• Mental health and medical professionals who want to understand more about how to
help.
If you have had any of the experiences described in this guide, you might find some of the
examples ‘triggering’ or upsetting. Remember that there is nothing in this guide which can
harm you, and that learning about what has happened (and is still happening) to you can
help your recovery. We suggest that you read it slowly in sections, and that if you find it too
overwhelming to approach it with the help of a health professional.

Can I translate this guide into another language?
Yes! We welcome translations from qualified therapists. Visit psychologytools.com
to find out more.
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How do people feel after being treated in an
intensive care unit?
Being critically ill is a physically and emotionally overwhelming experience. Naturally,
given the scale of what you have been through, it takes time to recover. How you feel, and
how long it takes to recover will depend on what type of illness you had, and how long you
were unwell. Some very common experiences after discharge from an intensive care unit
(ICU) include:
• Feeling physically weak. Even doing simple things like getting dressed, moving about,
or getting out of the bath can take enormous effort.
• Fatigue. You might feel exhausted, and may feel the need to sleep more than normal.
• Numbness or other changes in how parts of your body feel.
• Feelings of breathlessness upon mild exertion, like walking up the stairs.
• Changes in your appearance which might include changes in how your hair, skin, or
fingernails look and feel. You might also be recovering from surgical scars.
• Hoarse voice, especially if you had a breathing tube.
• Effects on how you feel mentally. You may feel more forgetful, or struggle to read more
than a few sentences. It’s natural to feel like you have a ‘foggy’ brain and struggle to concentrate on anything or get anything done.
• Emotional changes including feeling irritable, depressed, or anxious. You might not feel
like going out, or when you do you might feel overwhelmed in crowded places.
• Overwhelming worries such as concern about getting ill again, or worrying you will
never recover. You may worry what some of your critical care experiences mean for your
mental health: for example worrying about hallucinations that you may have had when
in hospital.
Recovery can take longer than you might expect. Symptoms such as muscle weakness are
still very common even six months after discharge from hospital.
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Researchers interviewed people who had been discharged from ICU [1]. These are some of
the things they said:
• “I get panicky if I go out alone in case I am taken ill”
• “I get very angry with my family. They keep fussing when I try to do things for myself ”
• “I feel very angry with myself for not being back to normal by now”
• “I’ve tried to help by doing the washing up but I keep dropping the crockery”
• “When I first went home I climbed the stairs on my hands and knees and came down
on my bottom”
Does any of this sound familiar? These are all normal experiences to have after needing
critical care in hospital. The body and mind take time to heal, and it is important to be
patient with yourself while you recover.
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What is post-traumatic stress disorder (PTSD)?
PTSD describes a collection of symptoms that some people have after their life was in
danger, or where there was the possibility of suffering serious injury. You might also feel
this way when you witness these kinds of things happening to a loved one – such as
watching a loved one in intensive care. Traumatic events which can occur during admission
to hospital can include:
• Moments where you believed that you were going to die.
• Frightening, invasive, or painful medical experiences.
• Moments when you received bad news, and had thoughts about what this meant for you,
or for those you love.
• Hallucinations caused by medication, delirium or other illness.
• Experiences where you felt powerless, or where you felt that you weren’t being helped.
• Experiences where you were aware of other people dying.
During a trauma it is common to feel powerful emotions and body sensations, or to have
frightening thoughts. You might have had some (or none) of the following thoughts and
feelings:
Anxious,
uneasy

Afraid, terrified

Helpless
Dissociated
(separate from
what was
happening)

Persecuted

Humiliated

During a
trauma you
might feel

Thoughts about
what will happen
to you

Numb

Ashamed

Angry
Confused

‘Flashforwards’
(an image in your mind of the worst happening)

Figure: Common thoughts and feelings during traumatic events.
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Once a traumatic experience is over, it can take some time to come to terms with what has
happened. It is normal to feel shocked, overwhelmed, or numb for days, weeks, or even
months afterwards. For most people these feelings subside with time, but for other people
they persist and start to impact on your life.

What are the symptoms of PTSD?
You might receive a diagnosis of PTSD if you experience these symptoms after a trauma:
!

Re-experiencing the trauma
as flashbacks, nightmares,
or reactions in your body

Avoidance of thoughts,
feelings, and reminders
of your experience.

Negative changes in your
thoughts or mood

Feeling ‘on guard’
and ‘on edge’.

• Re-experiencing the trauma as flashbacks, nightmares, or reactions in your body.
You might experience unwanted memories of your trauma which can ‘pop’ involuntarily
into your mind and are often accompanied by powerful emotions. Your memories might
be triggered by reminders of your medical experience such as seeing a hospital drama on
TV, or receiving notice of a medical appointment. You might experience:
• Factual memories (memories of events that really happened) such as remembering
being told bad news.
• Memories of hallucinated events – hallucinations are very common in people who
are severely ill. You might have seen or heard things that you later found out were not
really there.
• Memories of things that you thought when you were ill. For example, patients in
intensive care sometimes think they are being persecuted by medical staff who are
actually trying to help them.
• You may experience a mixture of these symptoms.
• Avoidance of thoughts, feelings, and reminders of your experience. This might include
avoidance of people or places, avoidance of reminders, or trying to avoid or suppress
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your own thoughts or memories. After a traumatic medical experience you might find
medical appointments anxiety-provoking, you might try to avoid TV programs about
hospitals, or you might even try to avoid looking at or touching parts of your own body
that remind you of what happened.
• Negative changes in your thoughts or mood. For example, some people have frightening hallucinations while they are ill and worry (incorrectly) later on that they might have
a serious mental health problem. Others think they are being mistreated in hospital and
these beliefs persist after they leave. After a critical illness many people become a lot
more worried about getting ill again. Any of these beliefs can make you feel very anxious
or depressed.
• Feeling ‘on guard’ and ‘on edge’. After a trauma it is common to feel anxious or unable
to relax. Some people feel more angry or irritable than before. You might have difficulty
with your sleep.

How common is PTSD?
It’s normal to experience some symptoms of PTSD after a trauma. Fortunately, for most
people these start to get better in the first month. However, depending on the type of
trauma 20-30% of people experience symptoms of PTSD that persist. After treatment in
intensive care PTSD is experienced by about 1 in every 5 people.

Figure: After treatment in intensive care, PTSD is experienced by about 1 in every 5 people.
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How does intensive care cause PTSD?
By definition, if you are admitted into an intensive care unit then you are at your most
poorly. You require round-the-clock monitoring and invasive medical procedures to
provide life support. Patients in intensive care are often connected to a wide range of
machines: common ones include heart monitors and artificial ventilators (when patients
can’t breathe for themselves). Many life support machines beep and make loud noises to
alert staff to changes in the patient’s condition. Patients are also likely to be fitted with
several tubes either putting fluid and nutrients in, or taking other fluids out. Most ICU
patients are sedated, but not always completely unconscious. It is common for patients in
ICU to have their arms or legs restrained in order to prevent them from removing tubes or
equipment. All of these interventions are to help you survive the immediate crisis, however
they can also be frightening.

Figure: Treatment in intensive care is invasive, and involves a lot of specialist equipment.
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There are many of aspects of critical care medicine that can contribute to the later development of PTSD.

Medical interventions

Medical interventions might be
frightening, uncomfortable,
painful, or all three.

Delirium

Awareness of your
life being in danger

Your ‘threat system’ being
active leads to normal
feelings of fear or terror.

Hallucinations, unusual
beliefs, and dreams

Delirium is a severe state of
confusion. People with delirium
cannot think clearly,
have difficulty understanding
what is going on around them,
and may see or hear things that
are not there.

Patients in critical care often have
frightening experiences of feeling
persecuted. Some see things
which are not real. These are
your mind’s attempts at making
sense of what is happening to you.

Mechanical ventilation

Restraint

Being fitted with a breathing
Patients in critical care are
tube means that you cannot
sometimes physically restrained
communicate, can leave you feeling so that they do not try to remove
powerless, and puts you at
cannulas, catheters, or other
greater risk of becoming
equipment. It can leave you
delirious.
feeling powerless and out of
control.

Environmental factors
such as lighting or the
noise of machines

This can leave you feeling
disoriented or unable to sleep.

COVID-19

Lack of contact with
your loved ones can leave you
feeling alone and isolated.

Prolonged duration

Some traumatic experiences are
over in minutes. But your
stay in intensive care might
last days or weeks, giving
you a bigger ‘dose’ of trauma.

Sedation affecting
consciousness

It is disorienting to drift in and
out of consciousness. Sedative
medication can lead to
delirium.

Sleep deprivation

Sleep deprivation is a
leading cause of
distressing psychological
symptoms.

Healthcare staff wearing
PPE equipment

We are programmed to find
kind faces reassuring.
A combination of feeling
semi-conscious and seeing
masked faces can contribute to
paranoia.

Do any of these remind you of your hospital experience? The main priority of the intensive
care unit was to help you survive, and so everything that was done to you was done with
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that intention. However, you might be living with the unintended aftermath of post-traumatic stress symptoms.
Psychologists working with people who have been admitted to intensive care know that
it is common for them to have unpleasant – and often unusual – experiences during their
hospital admission. The following case reports are anonymized, but they describe experiences commonly reported by intensive care patients.

Tanya’s story
Tanya was thirty-five when she went into hospital for a planned operation on her lungs.
The first surgery did not go as planned and while she was in the recovery ward she experienced severe swelling throughout her entire body. She remembers her doctors looking
concerned and saying that she needed a further operation. The second operation was not
successful, and she spent more time in the recovery ward feeling extremely unwell (“the
most ill I’ve ever been”) before going back into surgery for a third operation. She hazily
remembered signing a consent form for the final surgery, and the next thing she was aware
of was waking up somewhere strange.
Tanya was very ill, medicated, and delirious. She drifted in and out of consciousness. She
experienced hallucinations in this state – she thought nurses were ninjas, and believed that
she had been kidnapped and was being held captive on a boat. She felt terrified and persecuted. She felt like this went on for weeks.
The doctors had needed to place a central line into a large vein in her neck. She was
intubated and mechanically ventilated so that a machine could breathe for her. With tubes
in her mouth she could not talk or communicate. Tanya had flashes of memory of trying
to reach up to feel what was uncomfortable near her neck, and someone trying to stop her.
She later found out that it was a nurse trying to stop her from pulling the lines out, but at
the time she felt helpless and tortured.
Tanya took a long time to recover physically. It was a year after her time in critical care
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when she began a course of psychological therapy. Tanya’s psychologist listened to her,
and said that she was experiencing symptoms of post-traumatic stress disorder. Tanya
was reliving terrifying flashbacks from her hospital admission: some of these included
flashbacks of the hallucinations she had experienced, and she would feel the same sense of
helplessness when she had these unwanted memories. She was also profoundly distressed
because she believed she was somehow bad, or to blame, because she had caused so much
worry to her family: during a relatively lucid moment in hospital she described imagining
her family suffering without her, and even imagined them being homeless and on the
streets because she had died.
Tanya completed a form of psychological therapy called eye movement desensitization
and reprocessing (EMDR) where she was encouraged to think about and helped to
‘process’ what had happened to her. She and her therapist reviewed the ‘ICU diary’ that
her intensive care nurse had put together for her, which helped her to place events in
some order. During the therapy she pieced together important fragments of her memories
which she had found so distressing and confusing. Approaching her trauma memories was
frightening for Tanya – when she thought about them again she felt persecuted, just like
she had in intensive care. With time though, she found that her sense of fear lifted and
came to no longer believe that she was powerless. She started to make sense of what had
happened and her flashbacks reduced. It was important for her to realize that nurses had
been helping her, and that the ‘ninjas’ had been hallucinations.
One belief which Tanya struggled with in particular was her idea that she was bad because
she had caused distress to her family. She remembered lying in her hospital bed and
imagining them suffering without her, and would be overwhelmed by feelings of guilt.
She worked with her therapist to express and resolve these feelings, and eventually came
to realize that she was not responsible for how events had unfolded. She found it helpful
to ‘update’ her catastrophic image of her family, with a happy of one of them all a year later.
When she stopped blaming herself she felt more able to offer herself the kindness and
patience that helped her physical recovery.
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Dave’s story
Dave was sixty and suffered from chronic obstructive pulmonary disease (COPD) and
a heart condition. He was poorly after an operation, and he wasn’t recovering as he had
expected to. He had been feeling breathless for a few days and when it began to worsen
he went to see his family doctor. His doctor was so concerned about him that she telephoned for an ambulance which took him straight to the emergency department. In the
emergency department Dave continued to feel very short of breath despite being given
oxygen. He was moved to a respiratory ward and spent five hours being extremely short of
breath – he described fighting for every breath.
Eventually his doctors decided that Dave needed to be transferred to intensive care. By
this point he was exhausted and was sure that he would die. He was transported up to the
intensive care unit but there was a delay as the elevator door was not working properly,
and he remembered thinking he would die in the elevator. Dave subsequently spent four
days in the intensive care unit. He was mechanically ventilated until his condition became
stable enough for him to be moved back to the respiratory ward. Dave recovered enough
to leave hospital after another week.
When he returned home Dave started having repeated nightmares and flashbacks of a
coffin lid being put on him. He found these terrifying and would avoid going to sleep
in an attempt not to have them: he would often spend all night on the couch in front of
the television. The flashbacks brought up memories that Dave couldn’t make sense of, but
which made him feel very anxious. He felt like he couldn’t cope, and he started to avoid
things which bothered him such as lifts and hospitals. This was particularly problematic for
Dave because he needed to attend regular hospital appointments for his COPD and heart
condition. To make things worse, Dave’s employer was not supportive of his condition and
he was experiencing pressure to keep working more than was healthy for him.
When he started psychological therapy many months later Dave initially reported not
being aware of much of his stay in the intensive care unit. He knew from his wife that he
had stayed for four days, had been mechanically ventilated, and had also been restrained.
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He did not know much more, because his wife became so upset when he asked her about it.
During therapy Dave learned that he was experiencing symptoms of PTSD. His therapist
explained that his avoidance of things that reminded him of his experiences in hospital
was understandable, but might be hindering his recovery.
In therapy his therapist asked him to replay his ICU memories slowly and carefully. Dave
remembered an occasion in ICU when he was sure that he had died and a coffin lid had
been put on him – he came to understand that the ‘nails’ were actually details in the ceiling
above him that he had misinterpreted due to the delirium he was experiencing at the time.
Later in therapy, an important part of Dave’s treatment involved revisiting the hospital
where he had been treated. Accompanied by a nurse, he and his therapist re-traced Dave’s
journey from the emergency room, to the respiratory ward, to the intensive care unit including a trip in the elevator that had malfunctioned. He found it anxiety-provoking
to confront his fears, but with encouragement he was able to expose himself to the things
he was afraid of. He came away with the knowledge that he had survived. He started
to go to his hospital appointments again, and gradually his fear reduced and he started
to feel confident again. As he recovered, he recognized that his wife also had developed
symptoms of PTSD, and he supported her to seek treatment.

13

This resource is designed for everyone, and is free to share. Translated versions are available from psychologytools.com

Critical Illness, Intensive Care, And Post-Traumatic Stress Disorder

Delirium
Many patients who suffer a critical illness and require intensive care suffer from delirium.
Delirium is a severe state of confusion.

Cannot think clearly
and feel confused

Might see or hear
things that are not
there but which
seem very real

Delirium

Might feel persecuted
and believe unusual
things

Have difficulty
understanding
what is going on

Might feel very strong
emotions such as feeling
frightened or lonely

Figure: Delirium is the medical name for a severe state of confusion.

If you experienced delirium during your hospital admission you might be worried about
what it means. Some people worry that it is a sign that they are mentally ill or going crazy.
Don’t worry – it doesn’t mean either of these things. Delirium is actually very common in
medical settings. Between four and nine out of every ten patients in intensive care become
delirious. This rises to eight out of ten patients who needed the support of breathing
machines [3].

Figure: Delirium is experienced by eight out of ten patients who require ventilation in ICU.
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Doctors think that delirium is caused by changes in the way that the brain works. This can
happen when:
• Your brain receives less oxygen.
• There are changes in how your brain uses oxygen, and when there are chemical changes
in your brain.
• You are on certain medications, or under anaesthetic or sedation.
• You have a severe infection, or are suffering from certain medical illnesses.
• You are in severe pain.
• You have reduced eyesight or hearing.
• You are of older age.
If you had experiences of seeing or believing unusual things when you were in ICU the
chances are high that it was the result of delirium. Fortunately, delirium is temporary and
passes once the underlying cause is treated. If you are continuing to have experiences like
the ones you had in hospital it is likely that these are PTSD flashbacks of the hallucinations that you had in hospital, and not a sign that the delirium is continuing.
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Recovering from PTSD
Although PTSD is extremely distressing to suffer from, it is fortunately a very treatable
condition. The first step in overcoming PTSD is to understand how it gets ‘stuck’ and why
it doesn’t get better by itself. Psychologists have developed a very helpful way of thinking
about PTSD which helps to put all the pieces together. So how does PTSD develop, and
what keeps it going?

1. Your threat system is active and has stayed active
Your brain & body contains a ‘threat system’ whose purpose is to help you to stay
alive. One part of your brain – the amygdala – has the job of identifying dangers. It
is triggered by anything that could threaten your life – and sets off an ‘alarm’ in your
body to help you to get ready to respond. The motto of this threat system is ‘better safe
than sorry’ – it would rather set off a false alarm nine times than miss one real danger.

Danger

Recognized by
the amygdala

Body prepares
for action

Figure: Your threat system recognizes danger and prepares your body to respond. After a traumatic experience your
threat system might be on high alert.

While your threat system is active you might find it difficult to sleep or relax, might feel
‘jumpy’, or alert to other dangers around you. After a traumatic experience, like admission
to ICU, it is normal for your threat system to stay on high alert for some time afterward.
For people who have PTSD it seems to take even longer to return to normal.
Your threat system can be triggered by imagined dangers as well as real ones. You might
find that even thinking about what happened to you can trigger feelings of anxiety and tension.
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Tanya was frightened during her time in hospital, and for a long time afterwards. When
she described it to her psychologist she told him how frightened she had been knowing that
the first two operations had not worked and that she needed another. She also described
how terrified she felt when she was in intensive care and powerless when she thought that
she was being held captive. After Tanya left hospital her anxiety just continued – her flashbacks were frightening and made her worry that she was going mad, she felt ‘on edge’, she
found it difficult to sleep, and she didn’t like to be around other people.

2. PTSD memories are different
PTSD memories are different from normal memories. Some of the qualities that can
make them particularly distressing are:
• Immediacy. When PTSD memories ‘play’ in your mind it can feel as though the event is
happening right now in the present moment. You might even lose track of where you are.
• Vivid. PTSD memories are often so vivid that they seem real. You might hear sounds
or smell smells that your experienced during your traumatic event with such clarity that
you feel you are back there again.
• Involuntary. PTSD memories feel less ‘under control’. They can pop into your mind
unexpectedly, and can be difficult to suppress.
• Fragmented. You might only remember parts of what happened, or your memory might
keep replaying the worst parts.
It is not your fault if you experience memories like these. Your memories are this way
because of your neurobiology – the way that your brain is designed. Psychologists think
that trauma memories like these are stored differently by the brain. An important task
during trauma therapy is to ‘process’ memories so that they are not so distressing.
During her time in ICU Tanya was delirious and thought that she had been kidnapped by
people who were planning to do her harm. When she was discharged from hospital Tanya
had many unwanted memories of things that she had experienced in ICU. She had memories of conversations she thought she had overheard, and she felt the same feelings of terror
that she had felt at the time. When these memories ‘played’ in her mind it felt like she was
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back in the ICU. They were so strong that she could smell things again - the smell of cleaning chemicals - and she could hear the beeps of machines. When she re-experienced these
odd memories it made her doubt what was real and what wasn’t.

3: PTSD is all about meaning-making
Cognitive Behavioral Therapy (CBT) works with our thoughts and beliefs, because it understands that they are what drives our feelings. What makes PTSD so distressing, and
part of what keeps it going, are the ways that you have made sense of what has happened
to you. Sometimes our interpretations are completely accurate, but other times they may
be unhelpfully off-the-mark.
While she was in intensive care Tanya was very ill and had to be restrained to stop her
from pulling out her tubes. Her delirium meant that she hallucinated that the nurses were
ninjas. The meaning that Tanya’s (delirious) brain made of this experience at the time was
that she was being held captive and persecuted – and she felt frightened as a result. After
she was discharged from hospital Tanya had nightmares and flashbacks which replayed
this trauma. These felt so real and her interpretation of these experiences was that she was
going mad – which made her feel even more frightened.
Event
Interpretation
Being in ICU and realizing that I'm being held captive
I couldn't move
Nightmares of ninja nurses
I'm going mad

Feeling
Frightened
Frightened

Table: How Tanya interpreted some of her experiences during and after her time in ICU.

Unhelpful interpretations of events can keep you ‘stuck’. Psychological treatments for
PTSD involve updating any unhelpful meanings of your trauma.

18

This resource is designed for everyone, and is free to share. Translated versions are available from psychologytools.com

Critical Illness, Intensive Care, And Post-Traumatic Stress Disorder

Unhelpful Meanings
I'm being held captive by masked ninjas.
I'm going to die, my life is in danger.

Helpful Meanings
I was being cared for in hospital by masked nurses.
My life was in danger, but I'm safe and recovering
now.
Nobody is listening to me, nobody cares about me. I couldn't speak because I had a tube in my windpipe.
I was being cared for then, and people care about me
now.
I'm going mad, it's not normal to have experiences I was delirious in ICU and I experienced hallucinalike these.
tions. This is very common and it doesn't mean that I
am going mad.
Maybe I'm not safe to be looking after my
I’m not going mad, I am recovering from PTSD and
children now.
am capable of looking after my children safely.
Table: Some of Tanya’s unhelpful meanings, and the more helpful perspectives that she discovered.

4: Sometimes the things we do to cope are counter-productive
All of us try our best to cope with how we are feeling. One problem in PTSD is that the
things we do to cope sometimes turn out to be unhelpful. Do you use any of the coping
strategies below?
Coping Strategy
Avoiding reminders.

Intended Effect
Avoid distress.
Feel better.

Not talking about it.

Avoid distress.
Don’t want people to think I’m
mad.

Using alcohol or drugs.

Sleep better.
Control how I am feeling.

Avoid thinking about what
happened, keep suppressing it.

Avoid feeling distressed.

Checking / scanning for
symptoms.

Detect symptoms before they
become serious.

Unintended Effect
Memory of the trauma remains
‘unprocessed’.
Life is restricted by anxiety.
Memory of the trauma remains
‘unprocessed’.
Don’t get reassurance from loved
ones or professionals.
I keep thinking I’m mad.
Sleep gets worse
Don’t feel better.
Addiction / dependence
Suppressing things leads them to
‘bounce back’ and experience them
more strongly.
Keep having ‘false alarms’ and
noticing unimportant symptoms.

Table: Coping strategies have intended and unintended consequences.
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5. Putting it all together
If we put all of these steps together you start to understand why PTSD doesn’t get better
by itself. This is the ‘vicious cycle’ that Tanya’s therapist drew with her. Tanya found it
helpful because it made sense of what was going on for her. And it gave them a plan for
what they needed to do in treatment.

Traumatic event

I was very unwell and in intensive care
I had delirium - I had hallucinations and
thought nurses were ninjas, I believed I
was kidnapped and
being held captive
!

Negative thoughts & beliefs

Intrusive memory symptoms
Memories fragmented
Memories easily triggered
Vivid flashbacks of the
hallucinations and of
feeling persecuted

During: They might kill me
Ninjas are holding me captive
on a boat
I’m powerless
After: Am I going mad?
I’m bad, it’s my fault

Plan:
‘Process’ my
memories
with a therapist

Plan:
Examine my beliefs
and work out what
I think now

Current sense of threat
Avoidance
means that
my memories
stay unchanged
and vivid

Terrified
Helpless
Persecuted
Guilty

Avoidance
means that
my beliefs stay
the same

Coping strategies
Plan:
• Stop avoiding
• Approach my memories
• Start reclaiming my life

Avoid thinking about it
Keep busy, distract myself
Try and push memories away
Dwell on how I caused upset to my family
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Psychological treatments for PTSD
There are excellent evidence-based psychological treatments for PTSD. Some of the most
well-researched are:
• Cognitive Behavioral Therapies (CBT) including Cognitive Therapy for PTSD
(CT-PTSD) and Cognitive Processing Therapy (CPT)
• Eye Movement Desensitization and Reprocessing (EMDR)
Although these treatments might differ in some of their specifics, what they all involve is:
• Some exposure to your trauma memory. PTSD memories can be a bit jumbled (intensive
care memories even more so). Talking about and writing about what happened to you
can help to ‘process’ these memories and make them less intrusive and distressing
• Meaning-making. Making sense of what happened to you, understanding the sense
that you made of these experiences at the time, and helping you to re-evaluate these
ideas in the light of what you know now.
• Learning different coping strategies. Overcoming avoidance, learning healthier ways of
coping, and reclaiming your life.

Special therapy tasks if you have been in intensive care
Some components of treatment that can be particularly helpful for people who have experienced ICU include:
• Learning about the ways that physical illness, delirium, and things about the medical
environment that can affect you psychologically.
• Leaning about hallucinations and flashbacks, and why they happen. It is important that
you understand that just because you experienced hallucinations during ICU, or flashbacks afterwards, does not mean that you are going mad or are in any danger.
• Reading medical records to find out what happened to you day-by-day (to fill in gaps in
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your memory). If your trauma went on for a long time psychologists will often help you
to make a ‘timeline’ to piece together your story.
• Site visits if they are possible. Revisiting the ICU (or looking at pictures or videos)
can help to ‘process’ your trauma memories and to correct any unhelpful beliefs. Many
people find it helpful to meet the staff who cared for them.
• Accepting that there might be gaps in your memory because you were not conscious for
the entire time.
• Understanding that you might have strong ‘body memories’ of what happened to you.
These might be experienced as flashbacks, or you might re-experience them during
trauma treatment.
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What should I do if I think I might have PTSD
after a critical illness?
Step 1: Screening
If you think that you might have PTSD then a good first step is to complete this short
questionnaire. You can’t diagnose yourself with PTSD, but it can indicate whether you
might benefit from a full assessment by a mental health professional.
Sometimes things happen to people that are unusually or especially frightening, horrible, or traumatic. For
example being admitted to a critical care (intensive care) unit. Have you ever experienced this kind of event?
YES / NO
If yes, please answer the questions below.
In the past month, have you:
1. Had nightmares about the event(s) or thought about the event(s) when you did not want to?
YES / NO
2. Tried hard not to think about the event(s) or went out of your way to avoid situations that reminded you
of the event(s)?
YES / NO
3. Been constantly on guard, watchful, or easily startled?
YES / NO
4. Felt numb or detached from people, activities, or your surroundings?
YES / NO
5. Felt guilty or unable to stop blaming yourself or others for the event(s) or any problems the event(s) may
have caused?
YES / NO
If you answered YES to three or more of these questions then you might be suffering from posttraumatic stress disorder. You might wish to contact a mental health specialist for a full assessment.
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Step 2: Speak to a professional
If you think you are experiencing symptoms of PTSD you might like to seek help from a
professional. You should contact your family doctor, or a psychological therapist.

To find a therapist trained in CBT
• USA: http://www.abct.org
• UK: https://www.babcp.com
• Europe: https://eabct.eu/about-eabct/member-associations/
• Australia: https://www.aacbt.org.au
• Canada: https://cacbt.ca/en/

To find a therapist trained in EMDR
• USA: https://emdria.org
• UK: https://emdrassociation.org.uk
• Europe: https://emdr-europe.org/associations/european-national-associations/
• Australia: https://emdraa.org
• Canada: https://emdrcanada.org
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Information for mental health professionals working with patients who have PTSD following admission to intensive care
Even therapists who are used to working with survivors of trauma can be ‘thrown’ by certain
aspects of ICU trauma. Fundamentally, psychological treatments for ICU trauma use the
same elements as when treating other types of trauma. However, therapists might find it
helpful to be familiar with the details below, and to seek appropriate supervision when
working with this population. If you have experienced medical trauma and are planning to
seek therapy you might find it helpful to discuss this page with your therapist.

Trauma memories: duration, fragmentation, content
Stays in intensive care may range from days to weeks. The duration of the stay can mean
that patients have experienced a higher ‘dose’ of trauma than some other trauma survivors
and that there may subsequently be more trauma memories to work with.
Patients are unlikely to have been conscious for the entirety of their stay in the ICU. They
are likely to have had impaired consciousness, memory encoding is likely to have been
affected, and retrieval will be subsequently impacted. It is to be expected that patients will
have gaps in their memory and these can be acknowledged. During memory processing
you can use the prompt “And what is the next thing that you can remember?”.
Therapists should expect that trauma memories of critical care experiences will be particularly fragmented, and may contain a mixture of ‘real’ and ‘hallucinated’ content. It is often
helpful to construct a timeline of the person’s hospital experiences which incorporates
information from their memory, medical records, and ICU diary if one is available, as well
as descriptions from family and friends. Constructing an illustrated or written narrative is
often helpful.

25

This resource is designed for everyone, and is free to share. Translated versions are available from psychologytools.com

Critical Illness, Intensive Care, And Post-Traumatic Stress Disorder

Experiences of delusions or hallucinations in ICU may appear to
persist post-discharge
Delirium is extremely common in patients who have required intensive care, and can
cause hallucinations and delusional beliefs. If these experiences appear to be persisting
post-ICU it may be helpful to conceptualize them as involuntary memories of their experiences of active attempts at meaning-making, which were encoded during physiological
states of delirium.
To give a clinical example. ‘Mark’ was ventilated and sedated during his ICU stay, and
he experienced delirium. One of his nurses was of Asian origin and during this time
he perceived that he was being persecuted by Asian gangsters. After he had physically
recovered he still felt afraid around people of Asian appearance, experienced unwanted
memories of Asian faces, and held the belief (somewhat less strongly than during his
time in ICU) that he was being watched by a gang of Asian men. The conceptualization
that he found most helpful was that his threat system was easily triggered by similarities
to his trauma memory (Asian faces), and his unwanted memories were flashbacks of his
time in ICU. Both of these reduced in intensity with therapeutic exposure to his trauma
memories. He subsequently conducted some behavioral experiments to test his beliefs
about being watched and re-evaluated his belief to the less-threatening “nobody is paying
me particular attention”. Once his memories had been ‘processed’ and his beliefs re-evaluated he no longer felt such distress by his memories of ICU.

Patients may describe particularly strong ‘body memories’ or feelings
during trauma memory reprocessing
Patients might describe these experiences spontaneously during assessment or memory
processing, but might also find it helpful if the therapist sensitively enquires about such
experiences directly. For example, patients might report unpleasant sensations in their
throat related to the experience of intubation, or discomfort in their groin related to catheterization. As with regular trauma memories of visual or auditory experiences, memory
reprocessing of (i.e. exposure to) these somatosensory memories is an effective form of
treatment. If patients spent time in ICU lying down on their back, or in a prone position,
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it may be helpful to conduct some parts of memory work in therapy with the patient in a
similar body position.

‘Pain flashbacks’ are a real phenomena and are worth exploring
Flashbacks are forms of involuntary memory. They are often experienced in visual and
auditory modalities, but olfactory (smell) and somatosensory (touch) memories are also
commonly reported. Research indicates that individuals who experience physical pain
during their trauma can re-experience this pain in the form of flashbacks, but that many
will not spontaneously report these experiences. Clinical experience indicates that these
memories can be processed in the same way as other traumatic memories.

Appraisals of trauma consequences need to be addressed
Appraisals following critical care experiences might touch on a number of important
domains, and can be addressed using cognitive and behavioral interventions. For more
information clinicians are directed to Murray et al (2020) [4] which discuss clinical approaches to some of these in more detail.
• Beliefs about mental illness or mental integrity due to experiences of delirium. Beliefs
might include themes such as “I’m going mad”, “I can’t trust my own mind”, or “I’m not
in control”. Patients might feel ashamed of the way they behaved during their treatment.
• Beliefs about loss. These might include beliefs concerning loss of physical function, or
losses of a previous way of living.
• Beliefs about body image. These might include beliefs about permanent change such as
“I’ll never be the same again”, or other beliefs about scars or other body image changes
such as “I’m disgusting”.
• Health concerns. It is common for patients who have had serious medical experiences
to fear recurrence of their illness, or other illness which could result in readmission to
hospital. Such health anxiety may also generalize to concern for loved ones.
• Beliefs concerning medical treatment and healthcare staff. Feeling angry about aspects
of medical treatment is not uncommon, and some patients may feel mistrustful of
healthcare staff.
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Site visits and records access
Helpfully, patients may be able to access records of their admission to intensive care,
detailing the time course of their illness and the medical procedures they underwent.
Some hospitals will create a patient-friendly ‘ICU diary’ and such information is often
useful in therapy when helping patients to untangle their experiences.
In some circumstances site visits to intensive care are possible and many patients report
these to be helpful. In-vivo site visits are presently unlikely due to coronavirus, and so
virtual site visits are a viable alternative.
Therapists should help clients to look for information which will help them to understand
where hallucinations might have originated, or which might help them to update beliefs.
For example our client ‘Dave’ came to understand the ‘coffin nails’ he saw in ICU were
likely to have been details in the ceiling. When ‘Tanya’ visited ICU she saw how gently
the nurses interacted with patients, and how softly they encouraged them not to interfere
with tubes, and came away with updated information “they are trying to help not harm”.

Patients may report ongoing triggers
Triggers might be visual, such as medical staff, locations, or physical staff. Triggers can
also be auditory, such as beeping machines. They might also be somatosensory including
lying in particular positions. Patients can be encouraged to use stimulus discrimination to
discriminate between ‘then’ and ‘now’, both to naturally occurring triggers experienced in
their daily life, as well as to deliberate provocations in the therapy room.

Psychology Tools for the treatment of PTSD include
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About this guide
Who are we?
Dr Matthew Whalley is a clinical psychologist and director of Psychology Tools. His
specialist clinical interests are working with survivors of trauma, and the development of
psychological resources to help clinicians to deliver effective therapy. He has held clinical
posts in primary, community, and tertiary settings within the NHS and now maintains a
small private practice. His background is in research and his published work includes exploration of psychological approaches to pain management, autobiographical memory in
survivors of trauma, and cognitive behavioral approaches to dizziness.
Dr Hardeep Kaur is a clinical psychologist and clinical consultant to Psychology Tools.
She is a specialist in addictions and trauma, a qualified mindfulness teacher, and a clinical
supervisor. Dr Kaur’s current clinical roles are in an NHS addictions service and an NHS
IAPT service. She has led psychology teams in an IAPT service and at Combat Stress,
and has worked in an NHS tertiary trauma service. Dr Kaur is a BABCP accredited CBT
therapist and has expertise in ACT, CFT, and EMDR.

What is Psychology Tools?
Psychology Tools’ mission is twofold: to ensure that therapists worldwide have access
to the high-quality evidence-based tools they need to conduct effective therapy, and
to be a reliable source of psychological self-help for the public. You can learn more at
psychologytools.com.
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