
 

 

Patient	Diary		
“Without	the	jigsaw	pieces	of	your	life	you	can’t	

put	it	back	together.	The	Diary	gives	you	your	

pieces,	a	place	to	start.”	

Intensive Care Unit  

Patient	Name		

DOB	



 

 

 

Staff Guidance Notes:  
We would like this diary to be developed by relatives and staff until the patient is well enough 
to take it on for themselves. As such, we encourage staff to contribute to the journal but please 
bear in mind the limits of confidentiality. The diary must not contain any information that is 
confidential.  

Relative Guidance:  
Before completing this diary, please read the ‘Information for Relatives’ sheet overleaf and sign 
the relative agreement form below.  
 
Please remember that the diary is hospital property until handed over to the patient. Diaries 
must not be taken away from the bedside by family members. 
 
To respect confidentiality, please do not write any personal or sensitive information that you 
would not like to share with others.  

RELATIVE ACCEPTANCE FORM 
 
I have read the ‘Information for Relatives’ sheet and agree that this diary is the property of the 
patient. I understand that the diary will only be given to the patient by staff once they are well 
enough to make use of it. Meanwhile, I will work with the staff to help complete a 
comprehensive account of my relative’s stay in ICU.  
 
To respect confidentiality, I will not write any personal or sensitive information that I would not 
like to share with others, as the diary is a shared resource, used by both the staff and myself 
(the relative/significant other).  
 
 
 
Signature:…………………………………………..    Date:…………………… 
 
 
Print name:…………………………………………     
 
 

This Patient Diary was created and designed by Afikha Islam, Psychology Assistant, on behalf of the Surrey Wide Critical 

Care Network. With Contributions from Nick and Janelle Thatcher, Dr Melinda Brazier, Dr Mike Carraretto,  

Jacqueline Mitchell, Frances Clark, Kate Shaw, Ingrid Johnson, Pamela Buxton and Clare Barnett.  

 

Project Lead and Corresponding Author:  Dr Michelle Sowden, Consultant Clinical Psychologist     

               Department of Psychological Medicine 

               Frimley Park Hospital    



 

 

 
PATIENT DIARIES: INFORMATION FOR RELATIVES 

 

For many reasons patients who have stayed in ICU may have only vague recollections 
of events that occurred during their ICU stay. Often these recollections can be very 
frightening and disorientating.  Patients may have no memory of events and may be 
struggling to reconnect with what has happened to them. Either way patients are very 
vulnerable to experiencing psychological distress following an ICU stay.  
 
Research has shown that a patient diary can help the patient to piece together a more 
coherent account of what actually happened. Whilst this may be a distressing process in 
the short term, in the longer term this has been shown to help the patient come to terms 
with what has happened and thus allows them to re-orientate themselves more easily 
back into normal life. Therefore, in order to help patients understand more about their 
ICU stay, staff have introduced patient diaries.  
 
A patient diary has been started for your relative. The nursing staff will make diary 
entries to explain the reason why your relative has been brought to ICU, what is wrong 
with them and how they are progressing. Your relative will also have their photograph 
taken for their diary. 
 
We would encourage you to write in the diary as much as you can. The formatted pages 
in the diary are structured to help you guide your writing so you can focus on key 
elements of your relative’s stay. This includes information on the environment, updates 
on what has happened as well as an update on the family and what is happening at 
home. There are guidance notes throughout the diary to help aid your writing.  
 

Your relative’s diary will be kept at the bedside in ICU at all times and you can write in 
the diary at any time when it is convenient for you to do so.  
 

When patients are well enough and have gone to a general ward, we follow them up 
after their discharge and go through the diary with them. Once patients are well enough 
to look after their diary they may keep the diary if they wish.  
 
 

 
 

 
If you have any questions about the Patient Diary, please do not hesitate to ask the 
nurse looking after your relative, or a staff member from the Diary Team.  
 

 

Please remember that the diary is hospital property until it is handed over to the 
patient and the consent form has been signed.  
 

Diaries must not be taken away from the bedside by family members or visitors. 



 

 

This Patient Diary will help to capture an account of your relative’s stay in hospital whilst they are unable 
to do so themselves. This is a resource owned by the patient which is supported by the staff and the 

patient’s family or significant others. Please note that it will be difficult for you to get it wrong and keep this 
in mind when filling out the Diary. Completing the diary may seem difficult to do now but evidence has 

shown that it will be helpful in the future.  
 

Guidance on how to complete the Diary 

Receive a Pa	ent 

Diary to complete 

If you are not someone who likes 
structured writing please feel free to 
write any thoughts, observations and 
any information you think the patient 
would like to know on a blank sheet and 
build on this throughout the diary. 

You may find it helpful to use the 
headings that are on the guided sheets to 
aid you in writing about particular aspects, 

if you get stuck. 

Slot these pages into the diary in 
a chronological order or where 

appropriate. 

Continue writing in the diary for as 
long as you think is appropriate for 

you and the patient. 

If you are someone who finds it helpful 
to have structure begin by filling out the 

boxes on the sheets.  

Build upon the structured layout in the 
diary and you may wish to add in any 
more information you believe to be 
relevant on blank pieces of paper. 

Slot these pages into the diary in a 
chronological order or where 

appropriate. 

Continue writing in the diary for as long as 
you think is appropriate for you and the 

patient. 

Do not feel discouraged by any blank boxes 
that you may not be able to fill out at this 

stage. You may wish to come back to these 
boxes at a later date. 

If you are finding the diary difficult to complete, please ask a member of staff for support.  
 

Please note that this diary is for the patient but alongside your contribution to this diary, you 
may find it helpful to write your own diary which you can keep separate.  



 

 

A Map of Where You Were 
Please highlight the patient’s bed space and also highlight and date any bed moves throughout the patient’s journey. 

You were in Bed….. 



 

 

Day 1: Admission  

Reason for Admission 

     

Bed: 
 
 
What procedures have been completed today: 
 
 
 
 
 
What equipment is being used: 
 

 
 
 
 

Under the care of: 
 

Intensive Care Consultant: 
 

Nursing staff: 
 
 

Other staff who had a memorable involvement:  

We provide here a space for you to write down some details of the events leading up to admission. Don’t worry if you 
don't feel up to writing much, just jotting down a few facts and figures is likely to be very helpful in getting this record 
started. The boxes are only a guide intended to give you some ideas. You may prefer to write on a separate page/ 

scrap of paper and add it in at a later date.  

Date of ICU Admission:  

Date of Hospital Admission:  

Additional Information  



 

 

From the Patient’s Perspective: 
What events led up to them being here in the Intensive Care Unit? 

Please note that this page will not be completed fully on admission and is an evolving space that you 
may wish to add to at a later time. (Staff guidance: Please only record information that you would 
verbally describe in conversation using layman’s terms.)  



 

 

From the Family’s Perspective: 
What events led up to you, the family or significant other getting here 

to the Intensive Care Unit?  



 

 

Admission Photos 

Date:      Time:  
 

This is your bed  

This is you 

SPACE FOR PHOTO 
 

TO BE ADDED WITH PATIENT CONSENT 

SPACE FOR PHOTO 
 

TO BE ADDED WITH PATIENT CONSENT 



 

 

Day 2 in ICU      Date:______ 
 

Who looked after you today: ________________________________ 

Please write down anything that will later help the patient to make sense of what has happened to them. You may prefer to 
write on a separate page/scrap of paper or add more information onto this page at a later date if you unable to do so now.   

Key updates  

1 

(You may want to include information on any new medical developments or procedures, any worrying incidents, any significant 
events. You may wish to continue writing on the continuation sheet overleaf.) 

Information about what the environment is like  

(Please describe the environment including sounds, smells, temperature and what is going on around the patient.) 



 

 

Continuation sheet   DAY_____



 

 

Approximate  

Time 
Observation of the patient - How do they 

appear e.g. restless, in pain, agitated, 
coughing, sleeping. This may be 

particularly relevant if sedation has been 
reduced. 

 

Afternoon 

Example: 
Tim appeared adamant that his parents had visited 

today when they had not.  

 

Tim appeared calm and was taking in the 

surroundings.  

 

 

 

 

 

What was happening in the bed space  or 
wider environment at the time e.g. radio 

playing, background noise, people talking, 
machinery operating, alarms, shouting.  

 

The patient in the next bed had their parents visit today 

and we could hear their conversation. 

 

The ward seems loud today,  staff are chatting about 

the Frimley 5K Run. 

Here is a space for you to record your observations of what has occurred throughout the day. In the future, this will help 
the patient connect their vague/frightening recollections of events with what may have actually been happening at the 

time. The timings may be helpful for the patient to order these memories but if you would prefer the exact time does not 
need to be recorded, these can be approximations, such as morning, afternoon etc.  

2 

Day 2 in ICU Continued 



 

 

Approximate  

Time 
Observation of the patient  

 

 

 

 

 

 

 

What was happening in the bed space  or 
wider environment at the time  

 

 

2 

DAY_____

Continuation sheet   



 

 

     

Here is a space for you to stick in any messages or attachments. This can include messages and drawings from children, 
post it notes, newspaper articles, pictures of bedside and equipment, written messages, thoughts and feeling from  family 
and anything from the outside world that the patient might at a later stage find helpful. We have learnt from other patients 

that knowing what was going on in the world helps patients reconnect with ordinary life after their discharge home. 
Therefore, please write about what is going on at home and any family events that the patient may have missed, e.g. 

birthdays, significant family events, sports scores etc.  

3 DAY_____
Messages and Other News  



 

 

     

4 DAY_____
Additional Notes  

Please use this space to add any further information or messages that you would like to include in the diary.  

 

 



 

 

Day_____    Date:______ 
 

Who looked after you today: ________________________________ 

Please write down anything that will later help the patient to make sense of what has happened to them. You may prefer to 
write on a separate page/scrap of paper or add more information onto this page at a later date if you unable to do so now.   

Key updates  

1 

(You may want to include information on any new medical developments or procedures, any worrying incidents, any significant 
events. You may wish to continue writing on the continuation sheet overleaf.) 

Information about what the environment is like  

(Please describe the environment including sounds, smells, temperature and what is going on around the patient.) 



 

 

Continuation sheet   
DAY_____



 

 

Approximate  

Time 
Observation of the patient - How do they 

appear e.g. restless, in pain, agitated, 
coughing, sleeping. This may be 

particularly relevant if sedation has been 
reduced. 

 

Afternoon 

Example: 
Tim appeared adamant that his parents had visited 

today when they had not.  

 

Tim appeared calm and was taking in the 

surroundings.  

 

 

 

 

 

What was happening in the bed space  or 
wider environment at the time e.g. radio 

playing, background noise, people talking, 
machinery operating, alarms, shouting.  

 

The patient in the next bed had their parents visit today 

and we could hear their conversation. 

 

The ward seems loud today,  staff are chatting about 

the Frimley 5K Run. 

Here is a space for you to record your observations of what has occurred throughout the day. In the future, this will help 
the patient connect their vague/frightening recollections of events with what may have actually been happening at the 

time. The timings may be helpful for the patient to order these memories but if you would prefer the exact time does not 
need to be recorded, these can be approximations, such as morning, afternoon etc.  

2 DAY_____



 

 

Approximate  

Time 
Observation of the patient  

 

 

 

 

 

 

 

What was happening in the bed space  or 
wider environment at the time  

 

 

DAY_____

Continuation sheet   



 

 

     

Here is a space for you to stick in any messages or attachments. This can include messages and drawings from children, 
post it notes, newspaper articles, pictures of bedside and equipment, written messages, thoughts and feeling from  family 
and anything from the outside world that the patient might at a later stage find helpful. We have learnt from other patients 

that knowing what was going on in the world helps patients reconnect with ordinary life after their discharge home. 
Therefore, please write about what is going on at home and any family events that the patient may have missed, e.g. 

birthdays, significant family events, sports scores etc.  

3 DAY_____
Messages and Other News  



 

 

     

4 DAY_____
Additional Notes  

Please use this space to add any further information or messages that you would like to include in the diary.  

 

 



 

 

Day of Discharge 
Date of Discharge from ICU: 
 

Time: 
 

Length of stay: 

Follow up details: 
 
 
 
 
 
Intensive Care Unit Contact no: 
 

Please record for the patient: 
 

How is the patient feeling now that they are leaving the intensive care unit? 
 
 
 
 
Who is with them? 
 
 
 
 
Any other observations:  

 

Transferred to:  
 
Under the care of 
Consultant/Team:  

Although the diary is primarily an aid for you during your ICU stay, you 
may find it helpful to carry on writing in your own personal format after 
leaving ICU. You may wish to include your relative in this process and 

allow them to contribute to your writing.  



 

 

St Peter’s Hospital Intensive Care Unit 
 

PATIENT DIARY ACCEPTANCE FORM 
 
 
 

I WISH TO KEEP MY DIARY:     YES  [   ]  No  [   ] 
 
By agreeing to keep my diary I understand that it’s safekeeping is my responsibility. The 
Trust does not accept responsibility for the original copy of the diary once it has been 
handed over to the patient. 
 
 
I WISH TO KEEP MY DIARY PHOTOGRAPHS  YES  [   ]  No  [   ] 
 
By agreeing to keep my photographs I understand that their safekeeping is my 
responsibility. The Trust does not accept responsibility for photographs once handed 
over to the patient. 
 
I understand that the photographs are sole and original; copies are not available. 
 
 
I AM UNDECIDED AND WISH TO KEEP THE DIARY / PHOTOGRAPHS (please 
circle as appropriate) IN ICU STORAGE FOR: 
 
6 MONTHS  [   ] 
 
12 MONTHS  [   ] 
 
 
 
Patient’s name:  ………………………………………    Date: ……………………. 
 
Patient’s signature:…………………………………………………………………… 
 
Diary Team member name:…………………………………………………………. 
 
Diary Team member signature:…………………………………………………….. 
 



 

 

Patient Diary Continuation sheet   
DAY_____


