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Only a few decades ago, intensive care medicine was 
exclusively viewed as a speciality that used technology to 
support the organs of critically ill patients who otherwise 
were almost certain to die from their precipitating illness 
or its complications. Much has changed. We still provide 
multiple organ support, and strive to underpin this with 
high-quality evidence. However, as a speciality we recog-
nise that our care should not necessarily end at the ICU 
door when our patients are discharged, typically to the 
care of wide-ranging medical specialists scattered across 
acute hospitals.

A cynic might ask why the ICU team needs to become 
involved in ‘ICU aftercare’, but there are logical and prac-
tical reasons why our specialty should drive this agenda. 
Multiple cohort studies have demonstrated a burden 
of physical, psychological, and cognitive impairments, 
which many call the ‘post intensive care syndrome’, that 
are prevalent among ICU survivors irrespective of the 
triggering critical illness [1, 2]. ICU survivors experience 
substantially reduced quality of life compared to the gen-
eral population, lose quality-adjusted life years, and have 
high ongoing healthcare costs [3, 4]; as such it makes eco-
nomic sense to find interventions to improve recovery 
after the expensive investment in an ICU stay. Patients 
and their carers also tell us that research to find out ‘How 
can patients and their families be best supported as they 
start living at home again?’ is a priority for them, and 
ranks higher than most of the science and technology 
research we undertake in ICU [5]. Finally, and perhaps 
most important, unless we lead this challenge who else 
will?

After patients leave our care their journey is charac-
terised by multiple service transitions, and a progressive 
dilution of knowledge and understanding among caring 
healthcare professionals about what happened to their 
patient in intensive care, and the likely long-term seque-
lae. Patients, and carers, are often just starting to adjust 
to ‘life after ICU’ at the time support is most lacking or 
least coordinated. This contrasts markedly with another 
life-threatening and changing condition—cancer. In 
most countries, cancer survivors are supported through 
a range of services, charities, and support structures dur-
ing their treatment and aftercare. This is widely accepted 
as important in health policy and often well-funded by 
healthcare providers and charities. Recent explorations 
of ICU survivorship indicate many similarities to cancer, 
including the very personal journey each person experi-
ences, the individual time frame in which it occurs, and 
the need for information and peer support [6–8]. Yet 
critical illness survivorship tends to be viewed in generic 
terms with ‘one size fits all’ models of support—perhaps 
the same situation faced by cancer survivors in previous 
decades.

In recent years, interest and research into ICU after-
care have increased substantially. The most widely used 
service model is a ‘post intensive care clinic’ 2–3 months 
after hospital discharge. This ‘biomedical’ service model 
enables systematic assessment and triage for further 
specialist care, but its clinical and cost-effectiveness 
are unproven [9, 10]. In addition, around a quarter of 
patients are likely to have already experienced unsched-
uled rehospitalisation by this time, questioning whether 
this is the optimum time for support [11]. Alterna-
tive models include peer support groups, hospital-
based programmes, telephone consultations and hybrid 
approaches. None of these have a convincing evidence 
base [10]. It seems likely that to provide the personal-
ised support that patients require, we should first better 
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understand their perspective and then design aftercare 
to address unmet need, rather than impose our pre-con-
ceived beliefs. We also need to better understand how 
post-ICU activities can improve what we do at the start 
of the survivor journey—within the ICU.

In this edition of Intensive Care Medicine, Haines 
and colleagues present important insights into how one 
approach to ICU aftercare activities could improve in-
ICU care [12]. The work was part of THRIVE, a pro-
gramme coordinated by the Society of Critical Care 
Medicine that provides resources and education for 
ICU patient survivors and their families through vol-
untary participation by interested groups and centres. 
The researchers used focus groups and telephone inter-
views to capture the views of THRIVE collaborators who 
use post-ICU clinics and peer support approaches. The 
novelty of this study was that, rather than focus on the 
impact on survivors, they asked participants to describe 
how they thought ICU clinics and peer support groups 
can improve in-ICU care and services. Strengths of 
the study included access to a broad range of settings 
and multidisciplinary team members, which included 
groups in the United States, United Kingdom, and Aus-
tralia. The researchers used qualitative data collection 
and framework analysis to explore the data, an inductive 
non-hypothesis-driven approach which aims to pinpoint, 
examine, and record patterns (or “themes”) within the 
data acquired to describe the issue of interest. Although 
the data obtained are limited to the views of those inter-
viewed, which might not represent all contexts and 
settings, the approach aims to provide an unbiased inter-
pretation of complex information.

The authors described a ‘construct’—mechanisms driv-
ing improvement in the ICU—that comprised five major 
themes. Three of these were ‘organisational’, namely: 
identifying new targets for ICU quality improvement or 
education programs; creating a new role for survivors or 
their families in the ICU, for example as volunteers; and 
inviting critical care providers to the post-ICU program 
to educate, sensitize, and motivate them. Two themes 
were ‘intra-clinical’, namely: changing clinicians’ under-
standing of patient experience to improve their care; and, 
improving morale and meaningfulness of ICU work by 
closing feedback loops regarding patient and family out-
comes. As the authors highlight, these themes include 
issues important to the future of critical care medicine, 
such as maintaining morale, and preventing clinical 
burnout and stress. They also provide novel insights into 
how to iteratively improve care using quality improve-
ment methodology, an approach that is a proven success 
story in other areas of our care, such as sedation, infec-
tion control, and early mobilisation. The improvement 
mechanisms described could be used to provide more 

consistent approaches to developing and integrating 
post-ICU services into current organisational designs 
and workloads. Importantly, they can also be used as the 
basis of a theory for how post-ICU interventions may 
improve quality and outcomes that could be tested in 
future research.

Given the largely ‘no effect’ results from most of the 
clinical trials undertaken so far to evaluate the effect of 
a range of post-ICU interventions [13, 14], this study 
represents important progress in the field. The possi-
ble sequelae, otherwise, is dis-investment in post-ICU 
services. It is also refreshing to see a study using quali-
tative methodology published in a high-quality medical 
specialty journal with wide reach and impact, especially 
when the findings have potential to improve the quality 
of ICU services.
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