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Abstract
In this report we describe a patient with a long ICU stay because 
of severe Guillain Barré syndrome. Treatment was patient-
centred and Mobile ICU facilities were used to facilitate an ICU 
at home for one day. Early focus on individual needs and wishes 
and close communication with and within ICU treatment 
teams can help to improve the long-term consequences of ICU 
admission. Research on which interventions are effective and 
most cost-effective need to be performed.

The first intensive care unit (ICU) was opened in Copenhagen 
in 1953, because of the need for mechanical ventilation during 
the polio epidemic.[1] Since then ICU patients have been 
transported. Initially this transport was necessary because 
not all hospitals had ICU facilities. In later years the need for 
additional diagnostic or therapeutic possibilities available at 
ICUs in larger hospitals was the main reason for transport. 
Recently, the unavailability of ICU beds has further increased 
the need for transport between ICUs.[2] This need for transport 
led to the development of professional mobile ICU (MICU) 
teams in the Netherlands. The Dutch Ministry of Public Health 
developed guidelines in 2007 for the transport of critically ill 
patients transferred between ICUs. These guidelines led to the 
deployment of a nationwide system of seven MICU centres in 
the Netherlands. The University Medical Center Groningen 
(UMCG) MICU service started in 2009.

Since the start of ICU therapy, lengthy ICU admission is 
increasingly identified as a mental challenge for the patient. 
It can lead to psychiatric disorders as depression and post-
traumatic stress syndrome. Ventilator weaning and ICU 
discharge require optimal patient efforts and cooperation. 
Several measures such as early mobilisation and music therapy 
have been proposed to improve mental health. However, for 
the individual patient the measures that are most effective 
may vary. 

In this report we describe a case in which the MICU was used 
to facilitate an ICU at home for one day. The aim of this short 
narrative case report is to advocate patient-centred intensive 
care by using all the available facilities; methods to improve 
advocate patient-centred intensive care and the planning for 
MICU transport are excellently and extensively reviewed 
elsewhere.[3,4] The patient is a previously healthy 17-year-
old girl. Seven days before admission she started coughing 
and vomiting. The general practitioner started amoxicillin 
which was later supplemented with clavulanic acid for a lower 
respiratory tract infection. During the following week the 
patient deteriorated; she developed severe pains in her arms 
and legs and had difficulties in moving. She had a feeling of 
weakness of the limbs. She was admitted to a regional hospital 
because of a lower tract respiratory infection with respiratory 
insufficiency. Due to total respiratory insufficiency, she was 
admitted to the ICU, intubated and treated for pneumonia. 
At that time, her neurological diagnosis was unknown. For 
further neurological analysis, the patient was transferred with 
the paediatric ICU transport system to the UMCG. During the 
second week of illness, the patient deteriorated neurologically 
and developed a total flaccid paralysis with dilated pupils, 
cranial nerve involvement and autonomic dysfunction. In her 
nose, rhinovirus RNA and mycoplasma pneumoniae DNA 
were detected by PCR; these pathogens were also observed in 
the sputum in the regional hospital. After a diagnostic work 
up, the diagnosis of Guillain Barré syndrome (GBS) following 
mycoplasma pneumonia was made. The patient was initially 
treated with antibiotics against mycoplasma pneumonia, 
intravenous immunoglobulins, mechanical ventilation and 
supportive ICU therapy. The diagnosis, treatment and prognosis 
have been described and extensively reviewed elsewhere.[5,6] The 
patient was transferred to the adult ICU of the UMCG in the 
plateau phase of her illness. She had severe pain and was treated 
with a multi-modal pharmacological pain therapy regime. She 
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was afraid and angry; these were difficult to express as she 
could only move her eyes in the initial recovery phase. When 
the paralysis of her face weaned off during the recovery phase, 
the patient started to speak while on the mechanical ventilator.
[7,8] The patient and relatives were moved by hearing the sound 
of her voice. One of the first things the patient said was that she 
wanted to see her horse, which was stabled at her home. 
Her wish to visit home while fully dependent on invasive 
mechanical ventilation with a flaccid paralysis of arms and legs 
and severe neuropathic pain was discussed in the MICU team. 
Part of the recovery phase of the ICU treatment of GBS patients 
is that ‘the art of medicine consists of amusing the patient 
while nature cures the disease’. This statement is attributed to 
Voltaire. The team regarded her wish as important, as they had 
the impression that this home ICU visit could help the patient 
and family to bear the long and slow recovery phase of her GBS. 
While MICU and ICU physicians use resources for transporting 
patients home in the last part of their lives [9] or to attend a 
funeral of a relative, the indication for a home visit during full 
ICU therapy was new for the UMCG-MICU team.
ICU therapy during transport and on location takes extensive 
planning and the need to be prepared for the unexpected.[4] 
During the waiting time for the planned transport, the ICU and 
the local ambulance services drafted a plan for the home visit. 
As this off label use of the MICU is not formally financed in the 
Dutch healthcare insurance system, both the “Intensive Care 
Volwassenen” UMCG and the Regional Ambulance Provider 
shared the additional in-kind costs. The patient practised with 
positioning on an MICU transport trolley, transporting through 
the hospital and visiting the ambulance hall. MICU medical 

supplies were adjusted where needed. The family prepared their 
family farm with road plates in such a way that the MICU trolley 
could enter the barns and home. On the day of the visit the 
patient and her mother were transported home in the MICU. 
Several photographs were taken (figure 1). The family and the 
patient were extremely happy to be home and found something 
to strive for. The grandmother prepared soup and sandwiches 
for the team and motivated her granddaughter by telling her: 
‘next time you come home you can come in a wheelchair’. 
Whether the trip home has helped in the recovery of the patient 
cannot be concluded from this n=1 observational case story. 
However, the trip did have positive effects, both beforehand 
as the patient was practising for the transport in the preceding 
week (by being wheeled through the hospital on the trolley) and 
afterwards as she had sweet memories because photographs of 
the trip (figure 1) were placed on her ICU bed. Research on the 
effect of ICU outside the hospital and other factors that limit 
the impact of ICU admission for patients and relatives is a hot 
topic in the ICU literature. In the Netherlands this is, amongst 
others, advocated by the ‘family- and patient-centred intensive 
care’ foundation (www.fcic.nl). 
There are some tips to learn from this case. First prepare well and 
prepare well in advance. Prepare during the ICU stay with the 
patient in the same team that will perform the transport. Discuss 
with the team, including patient and relatives, what will happen in 
the likely scenario (a nice home visit), but also in an unlikely and 
maybe devastating scenario (for instance loss of the airway). As 
always use leadership skills that can be trained in crew resource 
management training environments. Furthermore, check with 
local hospital legal advisors and the transporting ambulance what 
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the responsibilities are with regard to care outside the hospital for 
the trip as well as for the stay at home.
Family- and patient-centred intensive care takes centre stage as 
ICU treatment shifts its focus from initial patient survival to long-
term ICU consequences.[10,11] Early focus on individual needs and 
wishes and close communication with and within ICU treatment 
teams can help to improve the long-term consequences of ICU 
admission for the most vulnerable patients, but research on 
which interventions are effective and most cost-effective needs to 
be performed. In the interest of every ICU patient, it is important 
to offer the best individualised medical, nursing and supportive 
treatment during the ICU stay. For patient-centred outcomes, 
modern intensive care goes that extra mile. 
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