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To the Editor,

Post-intensive care unit syndrome (PICS) is defined as
new or worsening impairment in physical, cognitive, or
mental health status after critical illness that persists
beyond the acute care setting.' Post-intensive care unit
syndrome is estimated to occur in 25-50% of intensive care
unit (ICU) survivors. The recognition of this syndrome’s
impact on the quality of life for ICU survivors and their
families has been the impetus to develop post-ICU clinics
to diagnose and manage PICS.?

The purpose of our study was twofold. First, we wanted
to identify the number of post-ICU clinics across Canada.
Secondly, for established clinics, we aimed to understand
the infrastructure and processes of care for PICS patients.
Survey questions were generated by the study team based
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on previous research.” Following item reduction, a 15-
question electronic survey (Qualtrics, Provo, UT, USA)
was delivered to ICU managers across Canada (see
eAppendix in the Electronic Supplementary Material). A
list of the ICUs across Canada was obtained with
permission from a study completed by Fowler et al.* In
total, 271 hospitals with adult ICUs were contacted via
telephone to obtain the unit manager’s email address; and
246 electronic surveys were distributed. Participation was
optional and anonymous. Survey completion was
encouraged with follow-up emails and telephone calls.
No financial incentive was provided. Data were
summarized with descriptive statistics.

The response rate was 52%. Most ICUs had 6-10 beds
(n = 36) or 11-20 beds (n = 36). Referral to a post-ICU
clinic was rare (n = 6); the six existing clinics were all
established within the previous four years and receive
referrals from medical/cardiac, neurologic/neurosurgical,
surgical, and mixed ICUs (Figure). Few (n = 11) ICUs had
plans to develop a post-ICU clinic. Clinic referral criteria
included significant delirium (2/6), ICU stay greater than
four or seven days (1/6 and 2/6, respectively),
extracorporeal life support (1/6), direct discharge home
from the ICU (1/6), and invasive ventilation for four or
more days (1/6). Referral exclusion criteria included
palliative patients (2/6), homelessness (1/6), patients from
outside the catchment area (1/6), and cognitive impairment
that would preclude meaningful interactions (1/6). Timing
of patient follow-up ranged from within three months to
greater than six months following ICU discharge. Clinic
patients were assessed by various healthcare providers
including physicians (5/6), social workers (3/6), nurses (1/
6), nurse practitioners (1/6) and pharmacists (1/6).
Referrals were triggered by either ICU physicians or

nurses. Clinic practices included counselling (4/6),
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Figure Post-ICU clinic referral
by ICU subtype. A total of nine
ICUs referred patients to six 90
established post-ICU clinics. 80
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education regarding the reason for ICU admission (3/6),
reviewing metrics (3/6), medication reconciliation (3/6),
physical examination (2/6), touring the ICU (2/6), and
referral to rehabilitation resources (1/6). The most common
metrics used were the Montreal Cognitive Assessment (3/
6) and the Impacts of Events Score (2/6). Most clinics saw
between 0 and 50 patients a year, with one clinic seeing
151-200 patients annually.

A limitation to our study was the low response rate,
which made our results an estimate of the current state of
post-ICU care across Canada. The total number of post-
ICU clinics in the country was small, limiting statistical
analysis.

Now more than ever, intensive care and PICS are
becoming part of the vernacular in both scientific and lay
media. Our study highlights the lack of formal post-ICU
follow-up care across Canada. The barriers to establishing
these clinics are not known, but lack of resources
(personnel, time) likely contributes. Many ICU survivors
that have a constellation of new impairments are either lost
to follow-up or do not have access to specialized care.'*
Furthermore, ICU admission is associated with increased
inpatient and emergency department resource utilization
following discharge.” Primary care providers are key in this
process, but post-ICU clinics may bridge an important gap
in care.

Disclaimer The views expressed in this article are not an official
position of the associated institutions.
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