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WHAT’S NEW IN INTENSIVE CARE
Post-intensive care syndrome is a potential consequence of critical care: can intensivists afford to look away?
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Background
Post-intensive care syndrome (PICS) is a potential major complication of critical illness, encompassing persistent impairments in physical, cognitive, and mental health domains. These issues often persist for months or years, affecting patients’ autonomy and quality of life [1]. The PICS prevalence varies depending on the patients’ characteristics, the outcomes considered, the timing of evaluation, and the measurement tools used [2]. Families are not spared: psychological distress, known as PICS-F, includes anxiety, depression, and post-traumatic stress, often exacerbated by role changes and caregiver burden 
[3].
Beyond individual suffering, PICS and PICS-F carry economic and societal consequences: delayed return to employment, long-term disability, and increased healthcare resource utilization disability [4–7]. Timely identification is critical—not only as an ethical obligation but also as a public health priority. Provision of resources that address an individual’s medical needs and are perceived by the patient as beneficial is a fundamental moral obligation for healthcare providers, and this now extends to the prevention, detection, and management of PICS [8, 9]. In Belgium, the Health Care Knowledge Centre (KCE) has explicitly recognized PICS as a public health issue. Through two reports, the KCE has raised awareness of the burden of PICS and highlighted the need for preventive strategies [10]. This example illustrates that longterm outcomes after critical illness are increasingly being 
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addressed not only at the clinical level but also within national public health policies.
Patients and families often feel lost and unsupported after intensive care unit (ICU) discharge [11, 12]. Growing awareness of PICS has highlighted the need for structured follow-up care, which is now increasingly recommended. However, practices remain inconsistent [13, 14]. Despite this variation, most patients appreciate these services [15]—even though their cost-effectiveness is still debated [16–19].
A central question emerges: should ICU professionals including intensivists play a central role in the detection and early management of PICS, or should this be left to other professionals once patients leave the ICU?
The question of roles in post‑ICU care
At first glance, PICS management may seem outside the scope of intensivists. Their expertise lies in acute stabilization, not chronic care. Formal training in mental health or rehabilitation is rare, and ICU workloads are already high [20]. If not intensivists, then who could take this responsibility? Alternative actors, such as hospital-based referring specialists (surgeons, anesthesiologists, or organ specialists), typically focus on narrow, time-limited goals. They rarely have the time, mandate, or expertise to coordinate multidisciplinary rehabilitation or long-term follow-up strategies. While their input remains essential for organspecific recovery, they cannot replace the integrative role needed to detect and address PICS early and effectively.
Rehabilitation physicians or geriatricians, while skilled in functional recovery, may intervene too late and lack insight into ICU-specific exposures.
General practitioners (GPs), though central to longterm care, often face information gaps, time pressures, and limited awareness of PICS [21, 22]. A recent survey conducted in the Netherlands indicates that general practitioners are willing to be involved in ICU survivor follow-up. However, leaving them to detect post-ICU complications without structured handover or collaboration remains too challenging [23]. Why intensivists?
Intensivists, in contrast, are uniquely positioned to recognize PICS and initiate targeted referral [24]. PICS is not incidental—it is a frequent complication of ICU care [25]. Therefore, it is ethically and clinically coherent that those who contribute to the risk of PICS also take responsibility for its detection and early management. Screening does not imply long-term management, but it does require validated tools, structured discharge planning, and referrals to appropriate professionals.
Effective PICS screening and early intervention should advantageously involve other ICU-associated healthcare professionals—including physiotherapists, occupational therapists, psychologists, dietitians, and speech and language therapists—whose expertise is essential to address the multifaceted sequelae of critical illness [26]. A close collaboration with primary care providers and other specialists is mandatory: the intensivist is not meant to substitute for their long-term role, but to provide targeted expertise at critical transitions. GPs are crucial partners, as they are best placed to evaluate whether patients can follow through with recommended care. In this model, intensivists act as initiators, ensuring care continuity and avoiding fragmentation [27].
The expanded role of dedicated allied health professionals To support intensivists in this evolving role, advanced practice nurses or ICU-trained nurse practitioners can be key assets in organizing and delivering post-ICU care [28]. Their clinical experience, patient-centered approach, and coordination skills make them ideally suited to colead post-ICU programs. Working alongside intensivists, they can conduct initial screening and monitor recovery trajectories, educate patients and families, and serve as critical liaisons with rehabilitation professionals and primary care providers. Real-world experiences of nurse-led follow-up include visiting patients on the general ward after ICU discharge or inviting patients back to the ICU for a follow-up conversation [29], leading a multicomponent remote follow-up [30], or coordinating post-ICU follow-up program and conducting screening consultations, as it can be done in other healthcare contexts such as perioperative management [31]. In some pioneering settings, nurse-led post-ICU pathways have already proven to be both feasible and effective [32]. This is supported by reports from Norway, where nurse-led initiatives such as ICU diaries and structured consultations are widely implemented [33], as well as by systematic evidence showing that nurse-led post-discharge telephone follow-up can enhance patient satisfaction, continuity of care, and self-management [34].
Other Allied Health Professionals (AHP)—such as physiotherapists, occupational therapists, psychologists, dietitians, and speech and language therapists—are also well positioned to be actively involved in follow-up initiatives. Their discipline-specific expertise is particularly relevant for addressing the physical, cognitive, nutritional, and psychological sequelae of critical illness. Moreover, AHPs are often perceived as essential partners by patients and families, as they typically spend more time with them than physicians do, which allows them to foster trust, provide encouragement, and maximize patient engagement in the recovery process [35].
Importantly, while leadership models must remain flexible and adaptable to local resources and professional competencies, a minimum degree of standardization in screening tools, pathways, and reporting is essential. Such harmonization ensures comparability across centers, facilitates reproducibility, and provides the foundation for generating robust evidence on both the effectiveness and cost-effectiveness of post-ICU followup strategies. A return on investment
Post-ICU follow-up programs benefit more than just patients and families. They also generate meaningful improvements for ICU teams, strongly supporting the involvement of intensivists in this follow-up. First, it serves as powerful tools for quality improvement. Follow-up feedback helps ICU clinicians understand the long-term impact of their care [36]. This fosters a more patient-centered culture and encourages best practices—such as early mobilization, minimal sedation, and improved family communication. Furthermore, seeing former patients regain autonomy can restore a sense of meaning and purpose in ICU work [37], and reduce moral distress among staff, helping to prevent burnout and supporting staff retention [38]. Finally, post-ICU follow-up offers educational value for trainees and fellows, by exposing them to the long-term impact of critical illness and intensive care decisions [39]. It fosters a deeper understanding of the impact of daily ICU decisions and promotes more holistic, patient-centered care. While all these effects are supported by qualitative reports and expert opinion, the direct impact of intensivist or ICU team involvement in follow-up on quality of care or staff burnout has not yet been formally demonstrated. 
Nevertheless, these perceived benefits provide a strong rationale for considering follow-up as part of a comprehensive quality-improvement strategy and for further evaluation.
A step further: PICS anticipation
In addition to screening, intensivists can broaden their role by actively contributing to PICS prevention through anticipatory strategies. In cases of scheduled high-risk surgeries or foreseeable ICU admissions, early involvement from the ICU team enables better planning. In collaboration with surgical and anesthetic teams, or with GPs and medical specialists, intensivist can assess the appropriateness of ICU admission, anticipate rehabilitation needs, tailor care plans to the patient’s pre-existing vulnerabilities and willingness, and prepare patients and families psychologically. This proactive approach is the principle of prehabilitation. By identifying risks early, interventions can be introduced before ICU admission— improving outcomes and integrating rehabilitation into the entire care pathway.
[image: ]Evidence from surgical populations demonstrates that prehabilitation is both feasible and effective [40, 41]. Multimodal programs combine at least exercise training, nutritional optimization, respiratory physiotherapy, and psychological support. Prehabilitation is currently strongly recommended, especially for elderly or frail patients, before several types of surgeries, as a core component of the Enhanced Recovery After Surgery (ERAS) guidelines [42–44]. However, this opportunity to improve modifiable risk factors is still often missed in daily practice [45, 46].
Intensivists’ experience with PICS makes them well positioned to contribute to such initiatives [47]. Building on the analogy with post-ICU follow-up, the participation of intensivists in prehabilitation could help overcome several barriers identified in recent studies, such as workforce limitations, fragmented communication, rigid treatment pathways, and logistical hurdles [48]. By integrating their expertise early in the peri-critical trajectory, intensivists could facilitate coordination across specialties, ensure a flexible and holistic trajectory centered on the critically ill patient, and shift the goal of intensive care from simply “saving lives” to “restoring lives.”
A trajectory‑based model of PICS prevention and management
PICS and PICS-F is reshaping the mission of intensive care. No longer confined to the ICU walls, critical care must now engage with its long-term consequences. Integrating PICS management is a necessary evolution. It promotes continuity of care, supports primary providers, and offers deeper professional meaning. This shift represents a move away from fragmented, episodic care toward a trajectory-based model, in which intensivists not only manage acute crises, but also anticipate risks, screen for complications, and guide recovery within a multidisciplinary network (Fig. 1). Ultimately, recognizing and responding to PICS is not beyond the scope of intensive care—it is part of providing complete, responsible, and human-centered critical care.
Expanding intensivist involvement in PICS inevitably raises challenges that must be acknowledged and addressed to ensure feasibility and sustainability. Resource and workforce constraints are a major limitation, as many ICUs already operate under significant staffing and workload pressures. Training and competency gaps must be addressed. Most intensivists and ICU team members currently lack formal training in PICS prevention, detection, and early management. Beyond these aspects, financial sustainability is a prerequisite. National healthcare systems must acknowledge the burden of PICS and PICS-F and adapt funding mechanisms to support ICU involvement in early screening and referral. Health system variability also represents a critical challenge. The feasibility of implementing structured post-ICU programs varies widely between high-resource and low-resource contexts.
Flexible and scalable models, with context-sensitive adaptations, are therefore needed to ensure that core principles are maintained while tailoring models to local resources and realities. Minimal and pragmatic approaches could be an important first step. For example, self-administered (and ideally validated) questionnaires completed by patients and returned by mail (or electronically where feasible) would enable early detection of impairments without requiring significant ICU resources [49]. Such tools can be used both after ICU discharge to detect PICS early and even beforehand in patients for whom ICU admission is foreseeable (e.g., high-risk surgery), in order to identify those most vulnerable and to plan preventive strategies [47]. Positive responses could then trigger referral to primary care or specialized services. A step further would be the implementation of nurse-led screening models with intensivist oversight. In such a model, nurses with ICU expertise could conduct structured assessments, ensure continuity of care, and liaise with primary care and rehabilitation services, while intensivists provide guidance and input for complex cases. In addition, telemedicine may help intensivists to become more directly involved in the trajectory-based model of PICS prevention and management. Remote consultations, digital questionnaires, or mobile applications can support early screening and continuity of care [50, 51]. This approach facilitates equitable access, especially in settings with limited resources or where geographical distance hampers in-person follow-up. Telemedicine could thus serve as a bridge, enabling ICUs to initiate structured post-ICU care and progressively scale up to more comprehensive models.
Scientific societies have a major role to play in this trajectory-based model, by providing structured education for healthcare providers, developing training curricula, and establishing adapted guidelines and international consensus statements. Such frameworks would not only harmonize practices but also support national health systems in securing adequate funding. This would promote equitable access to post-ICU care, encourage standardization, and generate the robust evidence needed to demonstrate the effectiveness of these interventions.
Conclusion
PICS and PICS-F are undeniable complications of critical illness, requiring anticipation, prevention, and adapted management. Intensivists and ICU teams play a central role in this process, being part of a multidisciplinary team. Such a non-fragmented approach benefits patients, families, and ICU teams alike by improving continuity, meaning, and quality of care. Balancing ambition with feasibility is essential: context-sensitive models may begin with minimal interventions and evolve progressively as resources permit. Sustainability of the model requires actions to secure human and financial resources, provide training, and establish international guidelines. Such efforts will enable more complete, responsible, and patient-centered critical care.
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