
SUMMARY 

PATIENTS’ QUALITY OF LIFE AFTER TREATMENT 

AT INTENSIVE CARE UNITS 

 

Currently, mortality at intensive care units has been reduced by 20-30%.  Patients 

more often survive critical conditions, and those who leave the unit/hospital are older than in 

the past and have numerous diseases. Quality of life is regarded as an important element of 

the efficacy of intensive care. Knowing the expectations and preferences of patients who leave 

the unit would definitely facilitate making difficult decisions and help avoid aggressive 

treatment leading to unacceptable quality of life after the stay at ICU. 

The main aim of the work was to assess the quality of life of patients after the 

treatment at Intensive Care Units as a late factor of treatment.  The specific aims were to test 

whether there is a difference in assessment of the respondents' quality of life depending on the 

applied research tool: WHOQOL-Bref, Spitzer Quality of Life Index, SWLS or Health 

Behavior Inventory (in Polish: Inwentarz Zachowań Zdrowotnych, IZZ), and to analyze how 

the quality of life, satisfaction with life and preferred health behaviors depend on sex, 

education level, marital status, financial standing, duration of stay at the ICU, diagnosis, 

survival time and TISS-28 score. 

It was hypothesized that there is no difference in assessment of the respondents' 

quality of life depending on the applied research tool and that the patients' quality of life 

depends on their subjective assessment of satisfaction with life, health behaviors, sex, 

education level, marital status, financial standing, duration of stay at the ICU, diagnosis, and 

survival time. 

The consent for the study was obtained from the Bioethics Committee of the Medical 

University of Białystok (R-I-002/440/2016) and from the Director of the Independent Public 

Health Care Center in Bielsk Podlaski (SPZOZ/OJ/04/2017). 

       The 1st stage of the study involved the analysis of all hospitalizations in 6 consecutive 

years of the unit's operation (from 2010 to 2016), only considering first admissions and 

excluding all recurrent admissions. The analysis included data such as: the number of 

admissions, the reason for admission to the unit, the number of deaths, the causes of the 

deaths, the number of patients discharged from hospital, and the diagnoses of the hospitalized 

patients. The analysis of medical documentation also focused on the duration hospitalization, 

place, the patient's condition, survival time after the discharge, the intensity of therapeutic 



effort, the number of days of stay at the ICU, the number of days of catecholamine 

administration, and the respondents' survival time after the treatment.   In the 2nd stage, the 

patients were selected for the study. Patients who stayed at the unit less than 7 days were 

excluded from the study, and those who stayed there at least for 7 days (on the assumption 

that their condition was the most serious), returned home after the hospitalization and agreed 

to fill in the questionnaire qualified for the study. The analysis of the patients selected for the 

study included:  sex, age, education level, marital status, the reason for hospitalization, the 

number of days spent at the unit, the number of days of mechanical ventilation, the number of 

days of catecholamine administration, the respondents' survival time in years after the end of 

treatment at the ICU, and the TISS-28 score (intensity of therapeutic effort). In the 3rd stage, a 

diagnostic survey was carried out among the respondents who gave their consent to fill in the 

questionnaire, using: an original survey questionnaire, the Family Affluence Scale, the 

Perceived Family Wealth Scale, a standardized quality of life scale (WHOQOL-Bref), 

standardized Spitzer Quality of Life Index, standardized Satisfaction with Life Scale (SWLS) 

and a standardized scale of preferred health behaviors (Health Behaviors Inventory, IZZ). 

             247 patients were discharged from the ICU (23.1% patients who stayed at the unit). 

57 of them died at other units, 45 were discharged in a vegetative state, no information was 

obtained about 29 patients, 8 patients stayed at the ICU shorter than 7 days, 19 patients did 

not give their consent to fill in the questionnaire (7.70%), and the remaining 89 people were 

the proper respondents in the study.  

 The findings led to the following conclusions: 

  In the studied sample, the most frequent reason for hospitalization was respiratory 

failure or circulatory and respiratory failure, and the least frequent was poisoning. 

 In most cases, the time of disability after the stay at ICU was less than a week, but 

only 28% of the proper respondents achieved a full functional status after the 

discharge from the unit. 

 Regarding the evaluation of independence, the respondents most often reported 

significant improvement in eating, washing, getting dressed, mobility and well-being, 

no improvement in the sense of dependency on third persons' assistance, and 

deterioration of concentration, memory and the ability to learn. 

 Most of the respondents were neither satisfied nor dissatisfied with their life. Their 

level of satisfaction with life was affected by the health status, well-being, affluence 

and education level, and was not affected by the duration of stay at the ICU, age, 



marital status, place of residence, professional activity or the reason for 

hospitalization. 

 The respondents generally displayed low scores in the Health Behaviors Inventory. 

They scores depended on sex, education level, professional activity and marital status 

and did not depend on the place of residence, the patients' self-assessment of health 

status or well-being. 

 The assessment of the quality of life was affected by the duration of stay at the ICU, 

education level, professional activity, health status and the frequency of feelings of 

sadness, dejection and depression, and was not affected by sex or the place of 

residence.  

 Longer stay at the unit and more advanced age were related to higher values of the 

Spitzer QL Index (worse health status). 

 In people with respiratory failure the WHOQOL-BREF value in the physical domain 

was significantly lower than in patients with other reasons for hospitalization, and the 

Spitzer QL Index was higher.  

 A strong correlation was found between WHOQOL-BREF, Spitzer QL Index and 

SWLS.  

 No significant correlations were found between the Health Behaviors Inventory and 

scales: WHOQOL-BREF, Spitzer QL Index and SWLS, except the correlation 

between the community domain of Health Behaviors Inventory and WHOQOL-BREF. 

 

Postulate 

                Because the conducted study has some limitations, since the data was only obtained 

from one health care center, the findings may not apply to other intensive care units. 

Therefore, it is worth carrying out further multi-center research involving a large number of 

patients. 

 



 


