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Abstract Cognitive impairment is a common occurrence that
has been shown to occur in over 50 % of patients following
critical illness. This impairment occurs across a range of
domains including attention, memory, processing speed, and
executive dysfunction. In this article, we will discuss the path-
ophysiology behind cognitive impairment including hypox-
emia and cytokines. Secondly, wewill describe the risk factors
for cognitive impairment including age, length of stay, and
delirium. Lastly, we will review emerging data related to the
use of cognitive rehabilitation, formation of postintensive care
clinics in qualifying patients, and potential neuropharmaco-
logic therapy. While our chapter focuses on cognitive impair-
ment generally, it places a particular emphasis on executive
dysfunction, not because impairment occurs solely in this do-
main but because impairments of an executive nature may be
uniquely debilitating.
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Introduction

America, as well as the industrialized world, is aging rapidly
[1]. The population of elderly Americans nearly doubled from
19.1 million in 1966 to nearly 34 million in 1998, with this
number expected to double by the year 2030 [2]. The Boldest
old^ (≥85 years) accounted for a mere 7 % of the population
three decades ago yet now constitutes nearly 15 % by 2010
[3]. Older Americans consume health-care resources at a rate
two to three times greater than younger adults due to the in-
creasing prevalence of chronic disease among those of ad-
vanced age and other factors. The aforementioned trends are
predictably impacting intensive care unit (ICU)s, as increasing
numbers of elderly patients are admitted for both the exacer-
bation of chronic illnesses as well as the development of acute
illnesses such as severe sepsis [3]. Currently, more than 75 %
of all ICU days are incurred by elderly patients, and a typical
ICU length of stay is 7 times greater for patients >75 than for
those <65 [4]. While potentially debilitating to patients of all
ages, the effects of critical illness and ICU hospitalization on
elderly individuals may be particularly profound, with recent
evidence suggesting that older patients are more likely than
their younger counterparts to experience prolonged disability
following hospitalization while also experiencing greater
quality of life decrements [5–7]. Studies of acutely ill elderly
suggest that cognitively intact patients may experience accel-
erated cognitive decline after general hospital treatment and
that those with mild forms of cognitive impairment are at
greater risk for adverse outcomes including increased mortal-
ity and permanent institutionalization [8, 9]. Consequently, the
effort to understand cognitive impairment following critical
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illness as well as the degree to which functional disability is
mediated by deficits in certain neuropsychological domains is
a critically important goal and one with far-reaching public
health implications. This goal can be facilitated through inves-
tigation of a particular type of cognitive dysfunction, widely
known as executive dysfunction. In the view of thought
leaders in the fields of geriatric medicine and neuropsycholo-
gy, executive function is uniquely related to an array of func-
tional disabilities in both elderly and nonelderly and which
may be caused by specific mechanisms of injury common to
critical illness as well as patients cared for in the ICU [10, 11].
In this article, we will discuss the risk factors, clinical out-
comes, and potential treatment of cognitive impairment, with
a particular focus on executive dysfunction, one of the many
domains impacted by critical illness.

Definition

Executive dysfunction is a particularly debilitating form of
cognitive impairment that is widespread in survivors of critical
illness, highlighting the importance of a definition of execu-
tive functioning. Our point in focusing on executive dysfunc-
tion in this review is not to suggest that it is the only domain
impacted after critical illness or the domain impacted most
commonly but because—for reasons explained in this manu-
script—deficits in this area are significantly problematic for
functioning. While acknowledging the presence of ongoing
questions regarding the conceptual boundaries of executive
functioning [11–13], a general consensus regarding this con-
struct exists and is reflected in the following definition: exec-
utive functions are those involved in complex cognitions such
as planning, initiating, shifting/sequencing, monitoring and
inhibiting which enable individuals to engage in purposeful,
goal directed behaviors [6, 13–17].When globally or elemen-
tally impaired, this condition is referred to as executive dys-
function [18–22].While referred to as an Bumbrella^ construct
[23], as it encompasses multiple cognitive components, the
conceptualization of executive functioning is guided by two
primary themes: (1) that the higher order cognitive functions
related to executive functioning are primarily (but not entirely)
dependent on frontal and subcortical systems and (2) that ex-
ecutive functions control the execution of complex activities
essential for successful higher order functioning [10]. These
activities could include but are not limited to tasks such as
balancing a checkbook and managing money, driving or
map reading, following instructions and engaging in hobbies,
working outside of the home, and understanding social cues
[10, 24••].

Despite its obvious importance as a construct, executive
functioning has been outside of the purview of physicians
and researchers in nonpsychiatric specialties until very recent-
ly, as evidenced by two examples [25]. First, the definitive

internal medicine textbook, the voluminous Harrison’s
Principles of Internal Medicine did not index Bexecutive
function^ until the 16th edition (2005) [26]. Second, a
MEDLINE search from 1966 to October 2004 combining the
three leading North American general medical journals,
Journal of the American Medical Association, the New
England Journal of Medicine, and the Annals of Internal
Medicine, yielded a total of 119,009 articles [25]. When
researchers combined this search with the key word Bexecutive
functioning,^ it yielded only one result. This state of affairs is
changing dramatically in both research and clinical arenas,
perhaps owing in part to the increased recognition that execu-
tive dysfunction is common and that it may more powerfully
contribute to functional decrements and problems in living than
deficits in memory and other domains. Consider, for example,
that a total of 155 articles containing the term Bexecutive
dysfunction^ were indexed in MEDLINE in 2003. A mere
3 years later, this number had risen to 421, representing a
172 % increase in 3 years and reflecting a burgeoning interest
in this subject. Thus, executive functioning is both a widely
underinvestigated construct as well as the focus of greatly
increasing attention, due to a dawning awareness that executive
dysfunction is common in geriatric andmedical cohorts, as well
as potentially extremely detrimental [25, 27].

Biological Mechanisms of Executive Dysfunction

The mechanisms of long-term cognitive impairment (LTCI)
following critical illness are complex and multifaceted yet
remain largely unelucidated. This is particularly the case with
regard to the mechanisms of executive dysfunction, which
have been extensively explored in other populations but never
studied among ICU cohorts. While the existence of a
Bcommon pathway^ to explain all executive dysfunction in
survivors of critical illness is unlikely due to the heterogeneity
of ICU populations and the differing etiologies underlying
their illnesses, a number of prominent and biologically plau-
sible mechanisms exist.

Hypoxemia

The presence of sustained respiratory distress of a severity
typically requiring mechanical ventilation is one of the more
universal experiences associated with critical illness [28••].
Indeed, the incidence of mechanical ventilation is increasing,
with patients ≥65 having the highest age-specific incidence
[29]. Among mechanically ventilated patients, particularly
those suffering from conditions such as sepsis and acute re-
spiratory distress syndrome (ARDS), prolonged periods of
hypoxemia and hypotension are common, with the most de-
finitive study to date reporting that ARDS patients have an
average of 25 episodes of desaturation <90 and 1 episode <85,
for a duration of more than 2 h during a typical hospital stay
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[28••]. Tyrosine hydroxylase, the rate-limiting enzyme for do-
pamine synthesis, is oxygen dependent, and decreased dopa-
mine levels have been observed in brain tissue during
prolonged periods of hypoxia [30]. As the brain engages in
the process of adapting to hypoxia, N-methyl-D-aspartate
(NMDA) glutamate receptors become more excitable, in turn
leading to oxidative cell death [31]. In patients with conditions
that include prominent symptoms due to hypoxemia, such as
those with chronic obstructive pulmonary disease (COPD) as
well as obstructive sleep apnea (OSA), executive deficits are
prominent and include poor problem solving skills, impaired
concept formation, and limited cognitive flexibility [12,
32–35]. These findings make sense in light of evidence that
suggests that structures within the frontal circuits are particu-
larly sensitive to hypoxia [35].

Cytokine-Mediated Executive Impairment

It is now recognized that the brain is in fact an
Bimmunologically active organ^ vulnerable to and
influenced by systemic inflammatory reactions and
responses, such as those that result from septic shock
and sepsis [36, 37]. These inflammatory responses are
mediated by cytokines that penetrate the blood-brain
barrier and directly or indirectly modulate brain activity,
potentially altering neurotransmission [38]. While
human investigations are ongoing, much of the evidence
for an association between cytokines and neurocognitive
function is derived from animal models, which demon-
strate that high interleukin-1 (IL-1) and interleukin-6
(IL-6) levels occur in brain regions such as the
hippocampus and the prefrontal cortex [38, 39].
Neuropsychological dysfunction associated with inflam-
mation includes impairments in elements of executive
functioning including working memory, cognitive flexi-
bility, and set shifting [40, 41]. Wide-ranging and
persistent deficits in executive functioning, including
abnormalities on tasks of working memory, verbal
fluency, and planning/organization, have been observed
in patients receiving interferon treatment and thus
experiencing significant neuroinflammation, for condi-
tions such as melanoma, leukemia, amyotrophic lateral
sclerosis, cancer, and chronic hepatitis [42–44].

Risk Factors

The reasons for the specific development and progression of
executive dysfunction in ICU survivors are unknown, al-
though a limited number of risk factors have been evaluated
that contribute to cognitive impairment generally [28••, 45••]
(Table 1).

Age and Length of Stay in the ICU and Hospital

A prospective study of 30 long-stay, nondelirious, tracheal
intubated ICU patients was tested with the Cambridge
Neuropsychological Test Automated Battery (CANTAB) in
the ICU, 1 week after ICU discharge, and 2 months after
ICU discharge. Significant problems with strategic thinking
and problem solving—problems broadly considered to be
Bexecutive^ in nature—were found in all 30 patients while
in the ICU. Additionally, 20 of these patients had problems
with memory. The amount of difficulty with problem solving
while in the ICU correlated with length of ICU stay
(p=0.011), age (p=0.036), and length of hospital stay follow-
ing the ICU (p=0.004) [45••]. Further, the finding by Jones
and colleagues regarding age and executive dysfunction in
ICU survivors is supported by substantial data from studies
of humans and nonhuman primates alike that demonstrates
that advanced age is a risk factor, with evidence suggesting
that healthy subjects in their 70s and 80s, as well as even
younger cohorts, frequently display executive deficits
[46–49].

Delirium

There is emerging evidence to suggest that delirium may be
characterized by distinct anatomic patterns and processes al-
though this remains to be studied [50]. Recent investigations
employing sophisticated scanning technologies have demon-
strated that delirium is associated with significant cerebral
hypoperfusion in particular brain regions, including frontal,
temporal, and subcortical regions [51]. Subcortical structures,
which appear to mediate key elements of executive function-
ing, are particularly susceptible to even slight alternations in
blood flow because of the small perforating vessels feeding
these structures [52]. Evidence from clinical investigations
suggests that executive dysfunction commonly develops sec-
ondary to reduced blood flow to vulnerable subcortical struc-
tures implicated in frontal-subcortical circuitry, even in the
absence of frank ischemic injury [53].

The Awakening and Breathing Controlled (ABC) [54] trial,
a multicenter, prospective study which randomized 336 ven-
tilated patients to a spontaneous awakening trial (SAT) coor-
dinated with spontaneous breathing trial (SBT) (ABC group)
versus SBTs plus sedation via usual care, found that the ABC

Table 1 Risk factors for executive dysfunction

Characteristic

Age

Hospital length of stay

ICU length of stay

Delirium
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group spent three fewer days on mechanical ventilation, three
fewer days in the ICU, and five fewer days in the hospital. The
ABC group also had a 14 % improvement in 1-year survival
(hazard ratio 0.68, 95 % confidence interval 0.5 to 0.92;
p=0.01). During the ABC trial, 180 medical intensive care
unit (MICU) patients were included in an a priori analysis
assessing cognitive function following discharge at both 3
and 12 months. The ABC group experienced less cognitive
impairment as compared to the control group at 3 months
postdischarge (absolute risk reduction 20.2 %, 95 % CI 1.5
to 36.1 %, p=0.03). However, no difference in cognitive im-
pairment was found between groups at the 12-month follow-
up period [54]. Deficits of an executive nature, including
problems in planning, were extremely common among ABC
trial patients.

A prospective cohort study of 77 mechanically ventilated
patients evaluated the duration of delirium during hospitaliza-
tion to determine association with long-term cognitive impair-
ment. Themedian duration of deliriumwas found to be 2 days.
Cognitive impairment was found in 79 % of patients and se-
vere cognitive impairment was found in 62% of these patients
3 months after discharge. Deficits in executive abilities such as
set shifting and planning were common. Cognitive impair-
ment was found in 71 % of patients, while 35 % of patients
were classified as having severe cognitive impairment 1 year
following discharge. Following adjustment for age, education,
baseline cognition, severity of illness, and utilization of seda-
tives in the ICU, the duration of delirium was found to be an
independent risk factor for worse cognition by averaging T
scores from nine cognitive assessment tests [55].

In addition, a large, multicenter, prospective observational
cohort study of 821 adult medical ICU and surgical ICU pa-
tients, Bringing to Light the Risk Factors and Incidence of
Neuropsychological Dysfunction in ICU Survivors (BRAIN-
ICU study), was conducted to estimate the prevalence of long-
term cognitive impairment following critical illness secondary
to respiratory failure, cardiogenic shock, or septic shock.
Delirium was the strongest independent predictor of cognitive
impairment in 50 % of patients in this complication following
critical illness. A Repeatable Battery for Neuropsychological
Status (RBANS) score similar to Alzheimer’s disease (2 stan-
dard deviations below the population mean) was found in
26 % of patients, and a score similar to moderate traumatic
brain injury (TBI) (1.5 standard deviations below the popula-
tion mean) was found in 40 % of patients 3 months after
discharge. The RBANS has relatively little coverage of exec-
utive functioning, but on tests that involved executive abili-
ties—e.g., tests of fluency and tests of planning—difficulties
were frequently observed. Both young and older adults, with
and without comorbidities, experienced these deficits which
persisted at 12 months in 24 and 34 % of these individuals
having RBANS scores similar to Alzheimer’s disease and
moderate traumatic brain injury, respectively [56••].

Clinical Outcomes Associated with Executive Dysfunction

Among many non-ICU medical, geriatric, and psychiatric
populations, the functional correlates of executive dysfunction
have been widely studied, with evidence documenting often
robust associations between executive dysfunction, quality of
life, and functional decrements. Such findings are logically
consistent in light of the fact that, at their most elemental level,
higher order activities of daily living require capacities in
areas such as planning, organization, and generation of flexi-
ble and efficient strategies, all of which are limited by execu-
tive dysfunction. A brief review of the literature pertaining to
executive functioning and domain-specific outcomes is in-
structive, as it offers potential insights into the adverse effects
of executive dysfunction in patients following critical illness.

Independent Living/Functioning

Executive dysfunction is associated with deficits in the perfor-
mance of instrumental activities of daily living among
community-dwelling elderly, assisted-living residents, vascu-
lar dementia sufferers, and patients with Alzheimer’s disease
[57–62]. In otherwise healthy elderly, executive dysfunction is
a harbinger of decreasing personal independence and is a risk
factor for needing formal health care [63, 64]. It contributes to
an inability to effectively solve everyday problems [65] and
effectively manage financial tasks and appears to be a more
significant predictor of financial mismanagement than overall
cognitive impairment [66, 67].

Health-Care Management

Executive dysfunction explains over 50 % of the variance in
the ability to provide informed consent for medical care in
certain populations and is a robust predictor of poor medica-
tion adherence, even in the absence of complex medication
regimes [68–70]. Among medical inpatients with dementia, it
is associated with resistance to care [71]. Executive dysfunc-
tion is related to the inability to successfully utilize certain
medical devices, such as inhalers [72].

Employment

Executive dysfunction has consistently been identified as the
most reliable neuropsychological indicator of poor employ-
ment outcome after both TBI and mild TBI and has been
strongly associated with reduced occupational attainment
and an inability to engage in complex workplace tasks [73,
74]. In psychiatric and specific chronically ill populations,
executive dysfunction is associated with problematic work
behaviors as well as unemployment [69, 75, 76].
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Social Functioning

Executive dysfunction has been linked to marked impairment
in social functioning among cohorts with schizophrenia and
bipolar disorder, as well as among community controls
[77–80].

Quality of Life (QoL)

Executive dysfunction has been shown to be predictive of
poor QoL among a diverse array of patient populations includ-
ing individuals with epilepsy, human immunodeficiency virus
(HIV), multiple sclerosis, and chronic mental illness [21,
81–84].

Treatment

Cognitive Rehabilitation

Cognitive rehabilitation has been evaluated in two small stud-
ies to determine outcomes in critically ill patients, and this area
is still in the very early phases of investigation. A randomized,
single-center feasibility study (ACT-ICU) was conducted in
87 medical or surgical ICU patients with shock or respiratory
failure. Patients were randomized in a 1:1:2 ratio to usual care,
early once-daily physical therapy, or early once-daily physical
therapy in addition to twice-daily cognitive therapy [85]. In
noncomatose patients, cognitive therapy included orientation,
memory, and attention exercises. Ninety five percent of pa-
tients randomized to the physical and cognitive therapy group
received early, cognitive therapy. No significant difference
was found between groups in measures of executive function
(Tower Test and Dysexecutive Questionnaire), global cogni-
tion (Mini-Mental Status Exam), functional mobility (Timed
Up-And-Go Test), activities of daily living (Katz Activities of
Daily Living), instrumental activities of daily living
(Functional Activities Questionnaire), or health-related quali-
ty of life (European Quality of Life-5 Dimensions Visual
Analog Scale) at 3-month follow-up. No difference was found
between groups in delirium/coma-free days, ventilator-free
days, ICU length of stay, or hospital length of stay. Larger
studies need to be performed to get a better representation of
the benefits of combination physical and cognitive therapy on
long-term outcomes in critically ill patients.

Twenty-one MICU and SICU patients with cognitive or
functional impairment were randomized at hospital discharge
in randomized, single-center feasibility study (RETURN) to
assess usual care as compared to in-home combination thera-
py (cognitive, physical, and functional therapy). At 3 months,
cognitive, executive functioning was improved in the inter-
vention group as assessed by the Tower Test (median 13,
IQR 11.5–14) versus the usual care group (median 7.5, IQR

4–8.5, p<0.01). Better scores on the Functional Activities
Questionnaire were obtained at 3 months in the intervention
group (median 1, IQR 0–3) as compared to the usual care
group (median 8, IQR 6–11.9, p=0.04). Large, randomized
studies need to be conducted to further assess the validity of
these results [86].

Post-ICU Follow-Up Clinics

The Society of Critical Care Medicine (SCCM) has coined the
term postintensive care syndrome (PICS) to describe the con-
stellation of the following symptoms following stay in the
intensive care unit: new or worsening problems in physical,
cognitive, or mental health status arising after a critical illness
and persisting beyond acute care hospitalization [87]. The
establishment of ICU survivor clinics is one method to care
for the long-term complications of these patients, and these
clinics may have the potential to impact cognitive functioning,
including executive functioning, via early identification and
treatment including cognitive rehabilitation.

There are two PICS clinics currently in the UK. The first
ICU follow-up clinic was established in the UK in 1993 [88].
The clinic is run by a nurse, an ICU consultant, for half a day
twice monthly. Criteria for the clinic include an ICU stay of
2 least days. These patients are seen at 2, 6, and 12 months
following discharge. Following the addition of several more
clinics in the UK in subsequent years, a survey was conducted
in 2006. ICUs were surveyed to determine the state of ICU
follow-up clinics [89]. Thirty percent of the 266 ICUs that
responded to the survey in the UK had a PICS clinic. The
majority was nurse-led (55 %) and required an ICU length
of stay of at least 3 to 4 days (77 %). Psychological and
physical therapy was available in one third of the clinics sur-
veyed. Australia also first established PICS clinics in the early
1990s as well [90].

Neuropharmacologic Therapy

Currently, there is a lack of evidence evaluating neuropharma-
cologic therapy for the treatment of cognitive impairment fol-
lowing critical illness (Table 2) and conflicting evidence eval-
uating the benefit of acetylcholinesterase inhibitors in patients

Table 2 Potential neuropharmacologic therapies for executive
dysfunction

Medication class

Acetylcholinesterase inhibitors

Stimulants

Testosterone

Dopamine receptor agonists

Anti-inflammatory agents
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with mild cognitive impairment. Four clinical trials have
shown improvement on assessment scales evaluating memory
and attention with utilization of donepezil [91]. However,
these benefits are thought to be minor, short-lived, and linked
to substantial side effects [92]. In general, these studies have
pertained to individuals with mild cognitive impairment and
early manifestations of dementia and have focused more on
the remediation of memory deficits than executive
dysfunction.

Stimulants such as methylphenidate and modafinal have
shown benefit in patients with cognitive impairment, patients
with traumatic brain injury requiring an ICU stay, those with
various tumors including primary brain and breast tumors, and
patients who have received cancer-related treatment [91, 93,
94]. The Working Memory Task Test and Distraction Task
Test, a test that ostensibly evaluates executive abilities, im-
proved following administration of methylphenidate in ICU
survivors following TBI. Also, modafinil showed significant
improvement in cognitive testing and psychomotor speech
compared to placebo [94].

Testosterone, dopamine receptor agonists, and anti-
inflammatory agents are other therapies that have been con-
sidered for the treatment of cognitive impairment.
Testosterone has shown favorable outcomes in patients with
mild cognitive impairment, while estrogens with and without
progestin have not shown benefit as compared to placebo
[92]. It is hypothesized that improved spatial memory is seen
in patients with cognitive impairment with a deficiency of
testosterone only. Piribedil is a dopamine receptor agonist that
has shown benefit in cognitive impairment. However, this
agent is not currently available in the USA. Anti-
inflammatory agents are also thought to potentially provide
benefit in cognitive impairment. However, rofecoxib, the
agent evaluated for this indication, has been removed from
the market in the USA due to concerns about safety. Larger,
more rigorously designed studies need to be conducted to
further determine the efficacy of the utilization of
neuropharmacotherapy in the treatment of cognitive
impairment.

Conclusions

Cognitive impairment is common following critical illness.
Executive dysfunction is a specific form of cognitive impair-
ment that is problematic following critical illness and which
contributes to the inability to successfully engage in and mas-
ter complex tasks and challenges essential to independent
functioning.

Identification of risk factors for and the clinical manifesta-
tions associated with executive dysfunction are key in preven-
tion and treatment. Further studies need to be conducted to
evaluate the effects of cognitive rehabilitation both in the

hospital and postdischarge on patient outcomes, the effects
of post-ICU follow-up clinics, and neuropharmacotherapy
on executive dysfunction.

Compliance with Ethical Standards

Conflict of Interest Dr. Jo Ellen Wilson and Dr. James C. Jackson
declare that they have no conflicts of interest.

Dr. Joanna Stollings reports support for travel, meeting expenses, and
payment for lectures from the American College of Chest Physicians,
Society of Critical Care Medicine, and American College of Clinical
Pharmacists.

Dr. E. Wesley Ely reports payment for lectures from Hospira, Abbott
Laboratories, and Orion. He also reports the following grants from NIH:
The BRAIN-ICU Study, AG027472, PI—Ely; The VA MIND-ICU
Study, PI—Ely; Executive Dysfunction and Functional Impairment in
Elderly ICU Survivors, AG031322, PI—Jackson; Predictors of
Cognitive Impairment in Survivors of Critical Illness, AG034257, PI—
Girard; The MIND-USA Study, AG035117, PI—Ely; Altering Sedation
Paradigms to Improve Brain Injury and Survival in Severe Sepsis
(MENDS2), HL111111, PI—Pandharipande; The VA PTSD Study,
PI—Pandharipande; Early Prediction of Long-Term Cognitive
Impairment Following Critical Illness, AG045095, PI—Brummel; and
Role of Endothelial and Brain Injury in Acute and Long-term Brain
Dysfunction, AG045085, PI—Hughes.

Human and Animal Rights and Informed Consent This article does
not contain any studies with human or animal subjects performed by any
of the authors.

References

Papers of particular interest, published recently, have been
highlighted as:
•• Of major importance

1. Profile of general demographic characteristics. In: US Census
Bureau; 2000.

2. Day JC. Population projections of the United States by age, sex,
race, and Hispanic origin: 1993–2050. U.S. Bureau of the Census,
Current Population Reports; 1993: 25–1104.

3. Marik PE. Management of the critically ill geriatric patient. Crit
Care Med. 2006;34:S176–82.

4. Groeger JS, Guntupalli KK, Strosberg M, Halpern N, Raphaely
RC, Cerra F, et al. Descriptive analysis of critical care units in the
United States: patient characteristics and intensive care unit utiliza-
tion. Crit Care Med. 1993;21(2):279–91.

5. Hennessy D, Juzwishin K, Yergens D, Noseworthy T, Doig C.
Outcomes of elderly survivors of intensive care: a review of the
literature. Chest. 2005;127(5):1764–74.

6. Vazquez Mata G, Rivera Fernandez R, Gonzalez Carmona A,
Delgado-Rodriguez M, Torres Ruiz JM, Raya Pugnaire A, et al.
Factors related to quality of life 12 months after discharge from
an intensive care unit. Crit Care Med. 1992;20(9):1257–62.

7. Montuclard L, Garrouste-Orgeas M, Timsit JF, Misset B, De
Jonghe B, Carlet J. Outcome, functional autonomy, and quality of
life of elderly patients with a long-term intensive care unit stay. Crit
Care Med. 2000;28(10):3389–95.

Curr Behav Neurosci Rep (2016) 3:176–184 181



8. Louis B, Harwood D, Hope T, Jacoby R. Can an informant ques-
tionnaire be used to predict the development of dementia in medical
inpatients? Int J Geriatr Psychiatry. 1999;14(11):941–5.

9. Lyketsos CG, Toone L, Tschanz J, Rabins PV, SteinbergM, Onyike
C, et al. Population-based study of medical comorbidity in early
dementia and Bcognitive impairment no dementia^: association
with functional and cognitive impairment—the Cache County
Study. Am J Geriatr Psychiatry. 2005;13:656–64.

10. Royall DR, Lauterbach EC, Cummings JL, Reeve A, Rummans
TA, Kaufer DI, et al. Executive control function: a review of its
promise and challenges for clinical research. J Neuropsychiatry
Clin Neurosci. 2002;14:377–405.

11. Stuss DT, Levine B. Adult clinical neuropsychology: lessons from
studies of the frontal lobes. Ann Rev Psychol. 2007;53:401–33.

12. Burgess PW. Theory and methodology in executive function re-
search. In: Rabbitt P, editor. Methodology of frontal and executive
function. London: Oxford University Press; 1997. p. 79–108.

13. Banich MT. Cognitive neuroscience and neuropsychology. Boston:
Houghton Mifflin; 2004.

14. Lezak MD. Neuropsychological assessment. New York: Oxford
University Press; 1995.

15. Foster JK, Black SE, Buck BH, Bronskill MJ. Methodology of
frontal and executive function. In: Rabbit P, editor. Methodology
of frontal and executive function. East Sussex: Psychology Press;
1997. p. 117–34.

16. Tuokko H, Hadjistavropoulos T. An assessment guide to geriatric
neuropsychology. Mahwah: Erlbaum; 1998.

17. Ozge C, Ozge A, Unal O. Cognitive and functional deterioration in
patients with severe COPD. Behav Neurol. 2006;17:121–30.

18. Erberk-Ozen N, Birol A, Boratav C, Kocak M. Executive dysfunc-
tion and depression in Behcet’s disease without explicit neurologi-
cal involvement. Psychiatry Clin Neurosci. 2007;60:465–72.

19. Verdejo-Garcia A, Bechara A, Recknow EC, Perez-Garcia M.
Executive dysfunction in substance dependent individual during
drug use and abstinence: an examination of the behavioral, cogni-
tive, and emotional correlates of addiction. J Int Neuropsychol Soc.
2006;12:405–15.

20. Elderkin-Thompson V, Mintz J, Haroon E, Lavretsky H, Kumar A.
Executive dysfunction andmemory in older patients with major and
minor depression. Arch Clin Neuropsychol. 2006;21(7):669–76.

21. Sherman EM, Slick DJ, Eyrl KL. Executive dysfunction is a signif-
icant predictor of poor quality of life in children with epilepsy.
Epilepsia. 2006;47(11):1936–42.

22. Qiu WQ, Price LL, Hibberd P, Buell J, Collins L, Leins D, et al.
Executive dysfunction in homebound older people with diabetes
mellitus. J Am Geriatr Soc. 2006;54:496–501.

23. Elliott R. Executive functions and their disorders. Br Med Bull.
2003;65:49–59.

24.•• Jackson JC, Gordon SM, Ely EW, Burger C, Hopkins RO. Research
issues in the evaluation of cognitive impairment in intensive care
unit survivors. Intensive Care Med. 2004;30(11):2009–16. This
review provides information for clinical researchers interested
in the study of neuropsychological outcomes in intensive care
unit survivors.

25. Schillerstrom JE, Horton MS, Royall DR. The impact of medical
illness on executive function. Psychosomatics. 2005;46(6):508–16.

26. Kasper D, Brauwald E, Fauci A, Hauser S, Longo D, Jameson JL.
Harrison’s principles of internal medicine. San Francisco: McGraw
Hill; 2005.

27. Schillerstrom JE, Horton MS, Schillerstorm TL, Joshi KG,
Earthman BS, Velez AM, et al. Prevalence, course, and risk factors
for executive impairment in patients hospitalized on a general med-
ical service. Psychosomatics. 2007;46:411–7.

28.•• Hopkins RO, Weaver LK, Pope D, Orme JF, Bigler ED, Larson LV.
Neuropsychological sequelae and impaired health status in survi-
vors of severe acute respiratory distress syndrome. Am J Respir Crit

CareMed. 1999;160(1):50–6.One year after ARDS a substantial
portion of ARDS survivors exhibit impaired health status and
cognitive sequelae.

29. Carson SS. Outcomes of prolonged mechanical ventilation. Curr
Opin Crit Care. 2006;12(5):405–11.

30. Olson EB, Vidruk EH, McCrimmon DR, Dempsey JA.
Monoamine neurotransmitter metabolism during acclimatization
to hypoxia in rats. Respir Physiol. 1983;54:79–86.

31. Pichiule P, Chavez JC, Boero J, Arregui A. Chronic hypoxia in-
duces modification of the N-methyl-D-aspartate receptor in rat
brain. Neurosci Lett. 1996;218:83–6.

32. Grant I, Heaton RK, McSweeny AJ, Adams KM, Timms RM.
Neuropsychologic findings in hypoxemic chronic obstructive pul-
monary disease. Arch Intern Med. 1982;142(8):1470–6.

33. Grant I, Prigatano GP, Heaton RK, McSweeny AJ, Wright EC,
Adams KM. Progressive neuropsychologic impairments and hyp-
oxemia: relationship in chronic obstructive pulmonary disease.
Arch Gen Psychiatry. 1987;44:999–1006.

34. Verstraeten E, Cluydts R, Pevernagie D, Hoffman G. Executive
function in sleep apnea: controlling for attentional capacity in
assessing executive attention. Sleep. 2007;27:685–93.

35. Verstraeten E, Dluydts R. Executive control of attention in sleep
apnea patients: theoretical concepts and methodological consider-
ations. Sleep Med Rev. 2004;8:257–67.

36. Semmler A, Okulla T, Sastre M, Dumitrescu-Ozimek L, Heneka
MT. Systemic inflammation induces apoptosis with variable vul-
nerability of different brain regions. J Chem Neuroanat. 2007;30:
144–57.

37. Perry VH. The influence of systemic inflammation on inflammation
in the brain: implications for chronic neurodegenerative disease.
Brain Behav Immun. 2004;18(5):407–13.

38. Wilson CJ, Finch CE, Cohen HJ. Cytokines and cognition: the case
for a head to toe inflammatory paradigm. JAGS. 2002;50:2041–56.

39. Vitkovic L, Bockaert J, Jacque C. BInflammatory^ cytokines:
neuromodulators in normal brain? J Neurochem. 2007;74:457–71.

40. Sparkman NL, Buchanan JB, Heyen JR, Beverly JL, Johnson RW.
Interleukin-6 facilitates lipopolysaccharide-induced disruption in
working memory and expression of other proinflammatory cyto-
kines in hippocampal neuronal cell layers. J Neurosci. 2007;26:
10709–16.

41. Mangiafico RA, Sarnataro F, Mangiafico M, Fiore CE. Impaired
cognitive performance in asymptomatic peripheral arterial disease:
relation to C-reactive protein and D-dimer levels. Age Ageing.
2007;35:60–5.

42. Schacter J, Brenner B, Fenig E, Yahav J, Marshak G, Sulkes A, et
al. Toxicity of adjuvant high-dose interferon-alpha-2b in patients
with cutaneous melanoma at high risk of recurrence. Oncol Rep.
1999;6:1389–93.

43. Pavol MA, Meyers CA, Rexer JL, Valentine AD, Mattis PJ, Talpaz
M. Pattern of neurobehavioral deficits associated with interferon
alpha therapy for leukemia. Neurology. 1995;45:947–50.

44. Poutiainen E, Hokkanen L, Niemi ML, Farkilla M. Reversible cog-
nitive decline during high-dose alpha-interferon treatment.
Pharmacol Biochem Behav. 1994;47:901–5.

45.•• Jones C, Griffiths RD, Slater T, Benjamin KS,Wilson S. Significant
cognitive dysfunction in non-delirious patients identified during
and persisting following critical illness. Intensive Care Med.
2006;32(6):923–6. Difficulties with problem solving and poor
memory can remain a significant issue for months after ICU
discharge.

46. VoytkoML. Impairments in acquisition and reversals of two-choice
discriminations by aged rhesus monkeys. Neurobiol Aging.
1999;20:617–27.

47. Boone KB, Ghaffarian S, Lesser IM, Hill-Gutierrez E, Berman NG.
Wisconsin Card Sorting Test performance in healthy, older adults:

182 Curr Behav Neurosci Rep (2016) 3:176–184



relationship to age, sex, education, and IQ. J Clin Psychol.
1993;49(1):54–60.

48. Haaland KY, Vranes LF, Goodwin JS, Garry PJ. Wisconsin Card
Sort Test performance in a healthy elderly population. J Gerontol.
1987;42(3):345–6.

49. Gunning-Dixon FM, Raz N. Neuroanatomical correlates of selected
executive functions in middle-aged and older adults: a prospective
MRI study. Neuropsychologia. 2003;41(14):1929–41.

50. Trzepacz PT. Is there a final common neural pathway in delirium?
Focus on ace ty lcho l ine and dopamine . Semin Cl in
Neuropsychiatry. 2000;5:132–48.

51. Fong TG, Bogardus ST, Daftary A, Auerbach E, Blumenfeld H,
Modur S, et al. Cerebral perfusion changes in older delirious pa-
tients using 99mTc HMPAO SPECT. J Gerontol Med Sci.
2007;61A:1294–9.

52. Moody DM, Bell MA, Challa VR. Features of the cerebral vascular
pattern that predict vulnerability to perfusion or oxygenation defi-
ciency: an anatomic study. Am J Neuroradiol. 2007;11:431.

53. Alexander GE, DeLong MR, Strick PL. Parallel organization of
functionally segregated circuits linking basal ganglia and cortex.
Annu Rev Neurosci. 1986;9:357–81.

54. Girard TD, Kress JP, Fuchs BD, Thomason JW, Schweickert WD,
Pun BT, et al. Efficacy and safety of a paired sedation and ventilator
weaning protocol for mechanically ventilated patients in intensive
care (Awakening and Breathing Controlled trial): a randomised
controlled trial. Lancet. 2008;371(9607):126–34.

55. Girard TD, Jackson JC, Pandharipande PP, Pun BT, Thompson JL,
Shintani AK, et al. Delirium as a predictor of long-term cognitive
impairment in survivors of critical illness. Crit Care Med.
2010;38(7):1513–20.

56.•• Pandharipande PP, Girard TD, Jackson JC, Morandi A, Thompson
JL, Pun BT, et al. Long-term cognitive impairment after critical
illness. N Engl J Med. 2013;369(14):1306–16. Patients in medical
and surgical ICUs are at high risk for long-term cognitive im-
pairment. At 3 and 12 months, a longer duration of delirium in
the hospital was associated with worse global cognition and ex-
ecutive function scores.

57. Kiosses DN, Alexopoulos GS. IADL functions, cognitive deficits,
and severity of depression: a preliminary study. Am J Geriatr
Psychiatry. 2005;13(3):244–9.

58. Jefferson AL, Paul RH, Ozonoff A, Cohen RA. Evaluating ele-
ments of executive functioning as predictors of instrumental activ-
ities of daily living (IADLs). Arch Clin Neuropsychol. 2006;21(4):
311–20.

59. Cahn-Weiner DA, Boyle PA, Malloy PF. Tests of executive func-
tion predict instrumental activities of daily living in community-
dwelling older individuals. Appl Neuropsychol. 2002;9(3):187–91.

60. Boyle PA, Cohen RA, Moser D, Gordon N. Cognitive and motor
impairments predict functional declines in patients with vascular
dementia. Int J Geriatr Psychiatry. 2002;17:164–9.

61. Boyle PA, Paul RH, Moser DJ, Cohen RA. Executive impairments
predict functional declines in vascular dementia. Clin
Neuropsychol. 2004;18(1):75–82.

62. Boyle PA, Malloy PF, Salloway S, Cahn-Weiner DA, Cohen R,
Cummings JL. Executive dysfunction and apathy predict functional
impairment in Alzheimer disease. Am J Geriatr Psychiatry.
2007;11:214–21.

63. Royall DR, Cabello M, Polk MJ. Executive dyscontrol: an impor-
tant factor affecting the level of care received by older retirees. J Am
Geriatr Soc. 1998;46:19–24.

64. Royall DR, Chiodo LK, Polk MJ. Correlates of disability among
elderly retirees with Bsubclinical^ cognitive impairment. J Gerontol
Ser A Biol Med Sci. 2007;55:M541–6.

65. Burton CL, Strauss E, Hultsch DF, HunterMA. Cognitive function-
ing and everyday problem solving in older adults. Clin
Neuropsychol. 2006;20(3):432–52.

66. Spinella M, Yang B, Lester D. Prefrontal system dysfunction and
credit card debt. Int J Neurosci. 2004;114:1323–32.

67. VanVielingen TE, Tuokko HA, Cramer K,Mateer CA, Hultsch DF.
Awareness of financial skills in dementia. Aging Ment Health.
2004;8:374–80.

68. Insel K, Morrow D, Brewer B, Figueredo A. Executive function,
working memory, and medication adherence among older adults. J
Gerontol B Psychol. 2006;61(2):P102–7.

69. Heaton RK, Marcotte TD, Mindt MR, Sadek J, Moore DJ, Bentley
H, et al. The impact of HIV-associated neuropsychological impair-
ment on everyday functioning. J Int Neuropsychol Soc. 2007;10:
317–31.

70. Hinkin CH, Castellon SA, Durvasula RS, Hardy DJ, Lam MN,
Mason KI, et al. Medication adherence among HIV+ adults—ef-
fects of cognitive dysfunction and regimen complexity. Neurology.
2002;59(12):1944–50.

71. Stewart JT, Gonzalez-Perez E, Zhu Y, Robinson BE. Cognitive
predictors of resistiveness in dementia patients. Am J Geriatr
Psychiatry. 1999;7(3):259–63.

72. Allen SC, Jain M, Ragab S, Malik N. Acquisition and short-term
retention of inhaler techniques require intact executive function in
elderly subjects. Age Ageing. 2003;32(3):299–302.

73. Kalhan R,MikkelsenM, Dedhiya P, Christie J, Gaughan C, Lanken
PN, et al. Underuse of lung protective ventilation: analysis of po-
tential factors to explain physician behavior. Crit Care Med.
2006;34(2):300–6.

74. Biederman J, Petty C, Fried R, Fontanella J, Doyle AE, Seidman
LJ, et al. Impact of psychometrically defined deficits of executive
functioning in adults with attention deficit hyperactivity disorder.
Am J Psychiatry. 2006;163(10):1730–8.

75. Evans JD, Bond GR, Meyer PS, Kim HW, Lysaker PH, Gibson PJ,
et al. Cognitive and clinical predictors of success in vocational
rehabilitation in schizophrenia. Schizophr Res. 2004;70:331–42.

76. McGurk SR, Mueser KT. Cognitive and clinical predictors of work
outcomes in clients with schizophrenia receiving supported em-
ployment services: 4-year follow-up. Adm Policy Ment Health.
2006;33:598–606.

77. Washburn AM, Sands LP. Social cognition in nursing home resi-
dents with and without cognitive impairment. J Gerontol B Psychol
Sci Soc Sci. 2006;61:174–9.

78. Liddle PF. Cognitive impairment in schizophrenia: its impact on
social functioning. Acta Psychiatr Scand Suppl. 2000;400:11–6.

79. Greenwood KE, Landau S, Wykes T. Negative symptoms and spe-
cific cognitive impairments as combined target for improved func-
tional outcome within cognitive remediation therapy. Schizophr
Bull. 2005;31:910–21.

80. King KE, Arnett PA. Predictors of dyadic adjustment in multiple
sclerosis. Mult Scler. 2005;11(6):700–7.

81. Pinkston JB, AlekseevaN. Neuropsychiatric manifestations of mul-
tiple sclerosis. Neurol Res. 2006;28:284–90.

82. Ribi K, Relly C, Landolt MA, Alber FD, Boltshauser E, Grotzer
MA. Outcome of medulloblastoma in children: long-term compli-
cations and quality of life. Neuropediatrics. 2005;36:357–65.

83. Aksaray G, Oflu S, Kaptanoglu C, Bal C. Neurocognitive deficits
and quality of life in outpatients with schizophrenia. Prog
Neuropsychopharmacol Biol Psychiatry. 2002;26:1217–9.

84. Osowiecki DM, Cohen RA, Morrow KM, Paul RH, Carpenter CC,
Flanigan T, et al. Neurocognitive and psychological contributions to
quality of life in HIV-1-infected women. AIDS. 2000;14:1327–32.

85. Brummel NE, Girard TD, Ely EW, Pandharipande PP, Morandi A,
Hughes CG, et al. Feasibility and safety of early combined cogni-
tive and physical therapy for critically ill medical and surgical pa-
tients: the Activity and Cognitive Therapy in ICU (ACT-ICU) trial.
Intensive Care Med. 2014;40(3):370–9.

86. Jackson JC, Ely EW, MoreyMC, Anderson VM, Denne LB, Clune
J, et al. Cognitive and physical rehabilitation of intensive care unit

Curr Behav Neurosci Rep (2016) 3:176–184 183



survivors: results of the RETURN randomized controlled pilot in-
vestigation. Crit Care Med. 2012;40(4):1088–97.

87. Needham DM, Davidson J, Cohen H, Hopkins RO, Weinert C,
Wunsch H, et al. Improving long-term outcomes after discharge
from intensive care unit: report from a stakeholders’ conference*.
Crit Care Med. 2012;40(2):502–9.

88. Bell CM, Brener SS, Gunraj N, Huo C, Bierman AS, Scales DC, et
al. Association of ICU or hospital admission with unintentional
discontinuation of medications for chronic diseases. JAMA.
2011;306(8):840–7.

89. Griffiths JA, Barber VS, Cuthbertson BH, Young JD. A national
survey of intensive care follow-up clinics. Anaesthesia.
2006;61(10):950–5.

90. Daffurn K, Bishop GF, Hillman KM, Bauman A. Problems follow-
ing discharge after intensive care. Intensive Crit Care Nurs.
1994;10(4):244–51.

91. Wergin R, Modrykamien A. Cognitive impairment in ICU survi-
vors: assessment and therapy. Cleve Clin J Med. 2012;79(10):705–
12.

92. Allain H, Bentue-Ferrer D, Akwa Y. Treatment of the mild cogni-
tive impairment (MCI). Hum Psychopharmacol. 2007;22(4):189–
97.

93. Gehring K, Patwardhan SY, Collins R, Groves MD, Etzel CJ,
Meyers CA, et al. A randomized trial on the efficacy of methylphe-
nidate and modafinil for improving cognitive functioning and
symptoms in patients with a primary brain tumor. J Neuro-Oncol.
2012;107(1):165–74.

94. Denlinger CS, Ligibel JA, Are M, Baker KS, Demark-Wahnefried
W, Friedman DL, et al. Survivorship: cognitive function, version
1.2014. J Natl Compr Canc Netw. 2014;12(7):976–86.

184 Curr Behav Neurosci Rep (2016) 3:176–184


	Executive Dysfunction Following Critical Illness: Exploring Risk Factors and Management Options in Geriatric Populations
	Abstract
	Introduction
	Definition
	Biological Mechanisms of Executive Dysfunction
	Hypoxemia
	Cytokine-Mediated Executive Impairment

	Risk Factors
	Age and Length of Stay in the ICU and Hospital
	Delirium
	Clinical Outcomes Associated with Executive Dysfunction
	Independent Living/Functioning
	Health-Care Management
	Employment
	Social Functioning
	Quality of Life (QoL)


	Treatment
	Cognitive Rehabilitation
	Post-ICU Follow-Up Clinics
	Neuropharmacologic Therapy

	Conclusions
	References
	Papers of particular interest, published recently, have been highlighted as: •• Of major importance



