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Abstract
Introduction: Hospitalization in intensive care is a source of stress and anxiety for close to the patients. Anxio-depressive symptoms appear to be
common in intensive care and their prevalence is poorly evaluated. The objective of this study was to evaluate the prevalence of anxio-depressive symptoms in families. Materials and method: Observational prospective study in
families of patients hospitalized in the intensive care unit for a period of 5
months. Symptoms of anxiety and depression were measured using Hospital
Anxiety and Depression Scale (HADS) during hospitalization. Anxiety and
depression were defined by a score greater than 10. Factors associated with
the onset of anxious-depressive symptoms were sought. The prevalence of
post-traumatic stress disorder in close relatives was measured by the Impact
Event Scale-Revised scale (IES-R). Results: A total of 107 patients were admitted to the intensive care unit, of which 49 families agreed to participate in
our study. Overall mortality was 32.2% during this period. Fifty-eight (58)
patients were not included for the following reasons: death or hospitalization
of less than 48 hours, refusal of families, institution, and lack of parents
speaking French. Forty-nine (49) relatives completed the HADS questionnaire. Forty-three families completed the IES-R questionnaire, a return rate of
87.7%. The prevalence of anxiety was 61.2% among parents in early hospitalization. The level of anxiety was significantly associated with male parents (p
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= 0.035) and those with lower education (p = 0.046). The prevalence of depressive symptoms in parents was evaluated 53% at D3. Education level (p =
0.048) and male parents (p = 0.048) appeared to be a significant depression
factor. The prevalence of post-traumatic stress disorder was 55.1% among the
relatives of the patients. The lack of co-morbidity in admission patients was
significantly associated with the occurrence of post-traumatic stress disorder
in the family. Conclusion: The prevalence of anxiety and depression symptoms was high in our study. Men were at greater risk of developing these
symptoms. The parents of the patients carburized appear as a population with
higher risk manifestation of psychological disorders; further research is
needed in this group.
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1. Introduction
A stay in intensive care is a source of anxiety and depression for the families of
patients, which can affect their quality of life. Since anxiety is an objectless fear,
it may or may not progress to a pathological condition characterized by a sad
and painful mood associated with a reduction in psychomotor activity and an
intellectual disinterest defining depression. Post Traumatic Stress Disorder
(PTSD) is the result of an individual’s exposure to a traumatic event in which
they felt intense fear and feelings of helplessness that caused distress. The vital
prognosis of the patients is very often engaged in resuscitation. This situation is
a traumatic experience for parents who can develop PTSD that affects their quality of life. In recent years there has been a growing interest in improving the
quality of life of patients and their loved ones, as indicated in the 6th SFAR-SRLF
consensus conference “Better live resuscitation” [1]. In addition, specific care
and satisfaction of family centered care families are given special attention by the
care teams [2] [3] [4]. Many studies [3] [4] emphasize that the symptoms of anxiety, depression and PTSD affect a large majority of the patient’s parents, making this problem a challenge for the resuscitation practitioner. However, this
question remains largely undocumented in the African context, particularly in
Mali. That is why we proposed to carry out this work; the purpose of which was
to evaluate the prevalence and factors associated with the anxio-depressive
symptoms and the occurrence of PTSD in parents’ of patients. This work aims to
identify the probable psychological disorders only in the parents of the patients.

2. Materials and Method
This is a prospective, observational study conducted over the period from July
2014 to November 2014 in the resuscitation department of the department of
anesthesia resuscitation and emergency medicine of CHU Gabriel Touré.
DOI: 10.4236/nm.2018.93015

151

Neuroscience & Medicine

A. Abdoulhamidou et al.

2.1. Criteria for Inclusion
All relatives of patients who had resuscitated more than 48 hours were eligible.
The number of relatives per patient has been set at an adult.

2.2. Criteria of Non-Inclusion
Families whose patient had died and/or refused to participate in the study, patients with no visit 3 days after admission and families not proficient in French
were not included.

2.3. Process of the Protocol
Each family was informed that a study was underway and that they could participate by answering a questionnaire. Hospital Anxiety and Depression Scale
(HADS): The HADS questionnaire is a 14-item self-questionnaire developed by
Zigmond and Snaith [5] aims to detect symptoms of anxiety and depression. It is
quick to complete, easy to understand and evaluate. Seven items evaluate anxiety
and 7 others rate depression. Each item is side on a 4 point scale (0 - 3), the
scores range from 0 to 21 for each of the two symptoms. This questionnaire
HADS has been validated in French [6] as well as in patients hospitalized in intensive care. Between the 3rd and the 4th day of hospitalization, the parents
filled the questionnaire of scale of anxiety and depression (Hospital Anxiety and
Depression Scale, HADS). A score greater than 10 expresses an anxiety or depressive state [5]. Impact Event Scale Revised (IES-R): This questionnaire includes 22 items and measures the symptoms of hypervigilance, intrusion cognitive and avoidance. It groups 22 items rated from 0 (not at all) to 4 (extremely)
assessing the feeling in the last 7 days. The sum of the scores is from 0 (not of
symptom) to 88 (severe symptoms). The IES-R scale has been validated in
French [7]. We chose a threshold of 30, correlated value in many studies to an
associated post-traumatic stress response at risk of PTSD. The correlation coefficient varies between 0.81 and 0.93 [8]. One week after resuscitation, parents
completed the PSTT (Impact Event Scale Revised, IES-R). We chose a threshold
of 30, a value correlated in many studies with a post-traumatic stress reaction
associated with a risk of PTSD [7].

2.4. Variables Collected
Patients: age, sex, reason for hospitalization, need for emergency surgery, history
of chronic illness.

2.5. Proximity/Parents
Age, sex, relationship and level of education, assessment of the quality of the information they received, HADS scores at D3 and IES-R scores 7 days after stay.

2.6. Analysis Plan
Data entry and analysis: SPSS 19.0 software. The statistical test: the Chi square,
DOI: 10.4236/nm.2018.93015
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significant for a value of p < 0.05 is a 95% confidence interval.

2.7. Ethical Considerations
Since we have no involvement in the care of patients and whose objective is to
improve the practices of the service, we have endeavored to guarantee the confidentiality of participants’ data.

3. Results
3.1. Patient Characteristics
During the study period, 107 patients were admitted to the intensive care unit of
which 49 patients were included. Overall mortality was 32.2% during this period.
Fifty-eight (58) patients were not included for the following reasons: death or
hospitalization of less than 48 hours, refusal of families, institution, default of
French speaking parents. Epidemiologically it was a young patient, mostly female. The main reasons for admission were complications of preeclampsia
34.7% (n = 17), vaginal trauma 32.7 (n = 16), postoperative management 22.4%
(n = 11) and medical pathologies 10.2% (n = 5) (Table 1).

3.2. Characteristics of Parents
Forty-nine (49) relatives completed the HADS questionnaire between the 3rd
and 4th day of hospitalization. Among the six (07) nonrespondent families, a
telephone interview was conducted to explain the causes of non-response. The
main reason given by relatives who did not answer the questionnaire was due to
the fact that they lost it. Forty-three parents completed the IES-R questionnaire
at 7 days of hospital discharge, a return rate of 87.7%. Respondent parents were
male in more than 2/3 of the cases, in 14 cases this parent was a spouse. In half
of the cases, the parents’ level of education was lower than the bachelor’s degree,
however, they were 71.4% (n = 35) reporting having received clear and understandable information about the illness of their patients (Table 2).
Table1. Characteristics of patients.
Characteristics

n

%

Female ex
Old (16 - 30 years)
Length of stay 3 to 5 days
Preeclampsia
Severe trauma

30
35
21
17
16

61.2%
71.4%
42.9%
34.7%
32.7%

Table 2. Characteristics of parents.

DOI: 10.4236/nm.2018.93015

Characteristics of parents

n

%

Parent’s sex (man)
Parnt’s age (18 - 39 years)
Spouses
Parent’s level of education (lower than the bachelor)
Information (clear and understandable)

31
28
14
26
35

63.3%
57.1%
28.6%
53.1%
71.4%
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3.3. Anxiety and Related Factors
According to the HADS scale, anxiety was prevalent in 61.2% of patients’ parents. Some factors were frequently associated with this anxiety, including male
respondent parents (p = 0.046). The fact that the parents had a patient in intensive care exposed them more to anxiety (p = 0.387). The main pathology associated with anxiety eclampsia (p = 0.299). Parents with lower education were
more likely to be anxious (p = 0.035) (Figure 1 and Table 3).
According to the HADS scale, depression was prevalent in 53.1% (n = 26) of
patients’ parents. The factors associated with this depression were the fact that
families had a young patient in intensive care (p = 0.853) or that the patient’s
representative was male (p = 0.035), the same was true when this representative
had a lower education level (p = 0.046) (Figure 2 and Table 4).

3.4. Post-Traumatic Stress Disorder (PTSD)
According to Impact Event Scale Revised (IES-R), 55.1% of Post Traumatic
Stress Disorder (PTSD) occurred in 30.6% of parents who responded to the
IES-R questionnaire. This syndrome was particularly found in parents whose
patient had no co-morbidity before admission to intensive care (p = 0.031)
(Figure 3 and Table 5).

4. Comments and Discussions
This study has some limitations:
Table 3. Factors Associated with Anxiety.
Factors Associated with Anxiety

n

Anxiété (%)

p

Patient’s sex (Female)

18

69.2%

0.387

Parent’s age (18 - 39 years)

17

64.4%

0.241

Parent’s sex (Man)

16

61.5 %

0.046

Parent’s level education (<Bachelor)

14

53.8%

0.035

Reason for admission (Preeclampsia)

11

42.3%

0.299

Kinship (Spouses)

8

26.9%

0.694

Table 4. Factors Associated with Depression Symptoms (HADS-A > 10).
Factors Associated with Depression

n

Dépression (%)

p

Patient’s sex (16 - 30 years)

22

73.3%

0.853

Parent’s age (18 - 39 years)

19

63.3%

0.183

Parent’s sex (Man)

17

56.7%

0.035

Parent’s level education (<Bachelor)

16

53.3%

0.046

8
8

26.7%
26.7%

0.203

Kinship
Spouses
Fathers and mothers
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154

Neuroscience & Medicine

A. Abdoulhamidou et al.
Table 5. Factors Associated with the Occurrence Post Traumatic Stress Disorder (PTSD).
Factors Associated with the PTSD

n

PTSD

p

Comorbidity (Absence)

22

81.5%

0.031

Reason for admission
(Severe trauma)

14

51.8%

0.689

Kinship (spouses) = child

7

25.9%

0.217

Parent’s HADS-A > 10

17

65.4%

0.252

Parents HADS-D > 10

17

56.7%

0.119

HADS-anxiety
61.2% n=30

22.4% n=11

Certain anxiety

Possible anxiety

16.3% n=8

Not anxiety

Figure 1. Anxiety prevalence.

HADS-anxiety
61.2% n=30

22.4% n=11

Certain anxiety

Possible anxiety

16.3% n=8

Not anxiety

Figure 2. Depression prevalence.
55.1% n=27

30
20
10

30.6% n=15
12.2% n+6

0
Without answer

2% n=1
Not PTSD

Certain PTSD

Possible PTSD

Figure 3. Prevalence of post-traumatic stress disorder.

The factors related to the care and organization of the service were not sought.
We did not evaluate the impact of these psychological disorders on the quality
of life of the parents.
DOI: 10.4236/nm.2018.93015
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In our study, intensive care was associated with a high prevalence of anxiety
symptoms and depression in the parents of patients. These results are similar to
several studies, particularly those reported by Pochard et al. in France in 2001
who found a prevalence of anxiety and depression symptoms of 69.1% and
35.4%, respectively, between the third and fifth day of hospitalization [9]. On the
other hand, they are lower than those reported by the Macdam team in Canada
in 2010, which found an 80% anxiety rate and 70% depression among close relatives of ICU patients [10]. However, we did not investigate whether the prevalence of anxio-depressive symptoms (ADS) decreased at a distance from hospitalization. This observation confirms the imperative need to take care of these
parents of patients at the state of anxiety state at the risk of seeing them develop
a more complex depressive state to treat and live. We found that a post-traumatic
stress reaction at 07 days was present in 55% of the parents of patients without
being able to demonstrate if it was correlated, at a level of high anxiety-depressive
syndromes. This prevalence remains higher than that reported by Chaussard et

al. in France in 2012 [11] who found 31.9% at one month of hospitalization. This
could be explained by the fact that we evaluated the IES-R one week after the patients’ exit from the resuscitation and that within this period the majority of the
patients did not return to their home. These patients, for the most part do not
have an independent status, and families must learn to live often with a disabled
relative. All these events can be badly lived by the parents and exacerbate in
them these psychological disorders. Different authors identify socio-demographic
characteristics as predictive factors for ADS development. In our study, we
found an association between the male sex, the relationship (spouse) and the
occurrence of these ADS during the stay. This gender difference has already
been shown in many studies that women appear to be more vulnerable to anxiety and depression [9] [12]. In our series a set of factors could explain this male
predominance, including socio-cultural factors. In a family, spouses are most
often asked to represent their wives as a trusted person. The great economic
precariousness and the burden of care and hospitalization costs of their wives
create solvency difficulties. The latter then becomes responsible for the information communicated to other members of the family and spokesperson for his
wife regarding medical decisions. This responsibility and emotional charge can
be responsible for the development of these ADS. In our cohort, parents with a
lower education level were at a higher risk of developing depressive symptoms.
Anderson et al. in Canada 2009 [13], and Chausard et al. in France in 2012 [11]
show that family members with a low level of education are at risk of developing
pathological anxiety. In our study, it was above all the admission for severe
traumatic brain injury-cerebral vascular accident that constituted a risk factor
for the occurrence of PTSD at 07 days of the resuscitation exit. This result is
similar to those published by Pielmaier et al. in Israel in 2005 [14] found that
52% of families with traumatic brain injuries suffered PTSD 15 days after the accident. Such a frequency of PTSD and ADS could be explained by the fact that
DOI: 10.4236/nm.2018.93015
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these traumas and accidents are brutal events, occurring in the majority of the
cases in subjects free from pathology and that they are likely to lead to a physical
handicap and/or psychic difficult to accept for patients and their loved ones.

5. Conclusion
The prevalence of anxiety and depression symptoms was high in our study. Men
were at greater risk of developing these symptoms. The parents of the patient
carburized appear as a population with higher risk manifestation of psychological disorders; further research is needed in this group.
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