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Interview with Professor Ingrid Egerod
Prof. Ingrid Egerod, RN, MSN, PhD is an active critical care researcher who has focused on the
wellbeing and recovery of intensive care patients during admission and recovery. Her particular
areas of interest are sedation, mechanical ventilator weaning, patient experiences, family care, ICU
diaries, ICU follow-up consultations, ICU environment modiﬁcations, as well as symptoms and
conditions such as pain, sleep, agitation, and delirium. She co-founded and chaired the Nordic
Association for Intensive Care Nursing Research (NOFI).

What are the main challenges for critical care in Denmark?
We have the same as in many other countries. We have very good critical care but competing
ﬁnances when it comes to expenses such as medications. We are fortunate to have high staﬃng
levels, so that is not a major challenge in Denmark.
What areas of critical care practice in Denmark can other countries learn from?
Our proﬁle in Denmark has been to take a very human approach to patient care. One thing that has
been characteristic for Danish practice is that we use very little sedation (Egerod et al. 2013a)—in
other countries this has been regarded as somehow ‘cheating’, because instead of sedating we have
more staﬃng. But having good staﬃng levels means that the patient doesn’t have all the
complications that intubation might give later on.
I think also that we are willing to try some things because we are more autonomous in Denmark than
in many other countries. The very human approach in Denmark and in the Nordic countries means
we avoid physical restraints, we work a lot with the environment, we pay lots of attention to light and
sound and we have dynamic lighting in most ICUs now. The human approach is a sort of ‘trademark’
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sound and we have dynamic lighting in most ICUs now. The human approach is a sort of ‘trademark’
in Denmark and Nordic countries. You are one of the authors of an international survey on the state
of critical care nursing education in Europe (Endacott et al. 2015).
What is the system for critical care nursing education in Denmark?
There are positive and negative things to say about our critical care education. The positive is that it
is a two-year education. The nurses have a lot of practical, hands-on experience in all areas of critical
care and they end up writing a short paper. The drawback is that it’s not an academic degree—it’s a
diploma add-on to the basic nursing education. The quality of the ﬁnal paper would be better if it was
part of an academic programme, but regarding the practical aspect it is a very good education, with
so much exposure to all areas of critical care.
You have researched intensive care unit spousal care-giving (e.g. Ågård et al. 2015).
How might this research inform practice? Is there suﬃcient support in Denmark for
intensive care unit survivors?
We have done a lot of research on survivorship and spousal care-giving. I would say that we are not
there yet—we still need to do more work. We are very aware of the importance of family for the
patient who is critically ill and also that the patient’s critical illness has a great impact on the family
and spouses in particular. So we have follow-up groups for families, but it’s not a complete systematic
national programme yet. However, we are very aware that it is what we would like to provide.
What’s holding it back?
A combination of lack of evidence and ﬁnances. Everything in the healthcare system is easier to get
ﬁnanced if there is a lot of strong evidence that it is critical. In Denmark we have very high-quality lifesaving critical care, but like most other countries we have less preventive care and aftercare. We are
very aware that we need more aftercare, but the problem is that the international studies on
aftercare of patients and family do not have enough evidence. The weakness is that these are human
reactions and human reactions are not as easy to produce a lot of hard evidence on compared to
sepsis or other conditions. We still need better instruments to record and understand human
response. We are still working on it.
On intensive care follow-up you have made various recommendations in your 2013
study (Egerod 2013b). Can you comment on how this will be taken forward?
We have several ongoing PhD studies that are working on diﬀerent ways to help the patient and the
family during the ICU stay and in aftercare. Our big challenge is that we use the Short-Form Health
Survey (SF-36) and other quality-of-life instruments that don’t capture all that we are actually looking
for. Therefore we are still trying to get stronger evidence by ﬁnding other ways to research this, but all
our qualitative research shows that the families are very grateful for the aftercare they get. So it’s
getting more common that we do provide some kind of aftercare for both patients and their families.
What are the issues with qualitative research?
It’s always been a problem with the ﬁeld of psychology that they have had to balance between the
qualitative and quantitative paradigm. It is much more diﬃcult to predict human reactions than it is to
predict things that can be measured speciﬁcally. So we are trying to combine qualitative and
quantitative research methodologies. In Europe we are conducting a lot of research on intensive care
delirium, because delirium is something that can be identiﬁed, treated and prevented and it has an
impact on how the patients do later on. Here it is necessary to combine the methodologies to get the
full picture of how we can handle this situation. It is an inherent problem when we study human
reactions. One of the problems in research is that in a lot of these grant committees physicians want
to give grants to basic research and don’t regard patient reactions or psychological reactions as
actual research, they regard it more as some kind of development work. It is more diﬃcult to get
funds for this type of research. On the other hand it doesn’t take much to help the actual human
being in daily life. There is a very short way from research to practice where we can actually help
people, but it doesn’t have the same status.
You have called delirium “the new black” (Egerod 2013). What did you mean by that?
What I meant was that all of sudden there is a lot of research of delirium. We have always had the
knowledge from way back that when people had high fever, they get delirium or what we called earlier
the ICU syndrome or other names. But it was not until around 2000 that Wes Ely and the team from
Vanderbilt came out with the CAM-ICU to assess delirium (icudelirium.org). Once it had a name
everybody recognised it here and it kind of became the 'new black' in research. More papers are
coming out on delirium and it’s a very important topic, because it’s an issue we can do something
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coming out on delirium and it’s a very important topic, because it’s an issue we can do something
about. We think that if we can have the patients sedated less and keep them awake then we are able
to mobilise them, get them out of bed earlier and when people are out of bed earlier and they have
their head up and feet down, they tend to have less much delirium, so we are starting to get to do
something about it.
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