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ABSTRACT (243 words)

Background: Advances in critical care medicine have improyeatients’ survival rate.
However, physical and cognitive sequels after Isiten Care Unit (ICU) discharge remain
substantial. Our objectives were to evaluate thaltHeelated Quality of Life (HRQL) at 6-

month after ICU discharge and identify the riskiéas of this outcomes.

Methods. We performed a single-centre prospective obsienvalt study. The components of
Short Form 36 (SF-36) were analysed for assessR@QLlHon preadmission and at 3- and 6-

month after ICU discharge.

Results During the study period, 438 patients were el@gior recruitment, and 220 of them

were included in the trial. During the follow-up rjel, bodily pain and role limitations

relating to emotion were both improved in comparidgo the preadmission status while
physical role component was lower at 3- and 6- mmafter ICU discharge. There was no
other significant change in the SF-36 domains. Mlemts well as physical aggregates
remained also unchanged. Most of preadmission SEeBfes were lower in patients who
died within the first 6 months of follow-up compdréo those who are still alive. Factors
independently associated with the 6-month HRQL wage, preadmission HRQL score,
SAPS Il, prolonged mechanical ventilation (> 3 daysd the occurrence of acute respiratory

distress syndrome.

Conclusion In our Cohort, ICU stay does not seem to altebally neither the mental nor
the physical component of the HRQL at 6-month aterdischarge. However some domains

of the SF-36 are subject to significant changes.



INTRODUCTION

Despite considerable medical progress, admissidntémsive Care Unit (ICU) of patients is
associated with a significant high rate of morlyidit—4). A growing body of evidence clearly
demonstrates that intensive care survivors haversgshysical, cognitive, and mental health
impairments such as neuromuscular dysfunction aedkness, respiratory impairment,
posttraumatic stress disorder, anxiety and demmessier discharge from ICU (5-13). These
adverse consequences of critical care have recketly described as the post-intensive care
syndrome, defined as a new or worsened deficiemtipBysical, cognitive, and mental health
after discharge from ICU (14,15). Although an ira=i®g number of trials evaluate survivors’
Health-Related Quality of Life (HRQL) after ICU disarge to determine the magnitude of
the post-intensive care syndrome (14,16,17), thitfcame receives less attention than
mortality in assessing critically ill patients’ @oimes. However, in order to obtain a better
overview and a thorough knowledge of patient outeodischarged from ICU, it is
guintessential to encompass HRQL in order to im@rpatient care. In fact, it has been
suggested that HRQL measurements should be includedterventional clinical studies
design including critically ill patients (18). Thefore, the primary objective of the present
trial was to determine patients’ HRQL score 6-maattier ICU discharge and to identify the

independent prognostic factors.



MATERIALS AND METHODS

Setting and Participants

This prospective single-centre observational stweg conducted between May 2015 and
March 2016 in a 22-beds mixed medical and surdiCél of the approximately 2700-bed
University Hospital Centre of Bordeaux. In 2014¢tal of 1370 patients were admitted in our
unit. The reason for ICU admission was surgicab® of patients and medical in 40% of
patients. The all-cause ICU mortality rate was 6.@uring the study period, the staff in
charge of patients included five physicians workifzgly, 6 to 8 residents and nurses with a
2.5:1 patients/nurse ratio. All patients were aged8 years with an ICU length of stay
expected to be > 48 hours were screened for ditgibExclusion criteria were death in ICU,
patients unable to communicate adequately, patiaotsfluent in French, patients with
psychiatric disorder or cognitive impairment andsi who refused to participate to the study.
The current trial was approved by the researchcethoard of the University Hospital of
Bordeaux (Comité de Protection des Personnes SedtGet Outre Mer IlI/Number DC
2015/177). Agreement from the Commission Natiomd’Informatique et des Libertés was
also obtained (Registration number 1921102v0).hia purely observationatial, patients
were treated according to standard of care ofrikgtition. Thus, authorisation was granted

to waive written informed consent for the preséntg

Procedure

All patients admitted in ICU during the study periaere screened. Patients were enrolled
once eligible. Demographic and clinical data, sastage, sex, reason for admission (surgical
or medical), severity of illness measured by Sifigdi Acute Physiology Score 1l (SAPS 1)
(19) and highest Sequential Organ Failure Assessii8DFA) score during the ICU stay

(20), ICU length of stay, duration of invasive vil&atton, need for renal replacement therapy,



blood transfusion, infusion of vasoactive drugs aecdurrence of acute respiratory distress

syndrome (ARDS) according to the Berlin definitiovere collected.

Measurement of health-related Quality of Life

The preadmission ICU HRQL was assessed througkriech version of Short-Form (SF)-
36. This questionnaire has been validated in pynware for members of the general
population but has also been demonstrated to faeptability, reliability and validity within
the ICU population (21-23). The preadmission ICUMRwas assessed by asking to the
patient to complete the questionnaire as soon ssilie once the inclusion criteria were met.
Patient ability to complete the SF-36 was assessely. The ability to complete it was
defined as their capacity to accurately recallfattata about their preadmission status. In
ICU, patients were invited to fill out the SF-36egtionnaire either by doctors, nurses or
medical students. Patients were allowed to comptlle¢ée questionnaire alone when they
mentioned that they were not comfortable with sefecface interview. However, relatives
were not allowed to fill the SF-36 for the patiemdter ICU discharge, two physicians (N.F
or K.F) evaluated the post ICU HRQL through a phorerview at 6-month. To assess the
variation of HRQL over time, an additional followpuvas also done 3 months after ICU
discharge. Patients were considered as lost towelip when they could not be contacted
after ten phone calls. At 3- and 6-month follow-ugeath was confirmed either by patients’

relatives, general practitioners, or consultingrib&onal registry of deaths.

The SF-36 questionnaire contains 36 items measwiigigt domains: physical functioning
(PF, 10 items), role limitations relating to phyditiealth (RP, four items), bodily pain (BP,
two items), general health perceptions (GH fivangg vitality (VT, four items), social

functioning (SF, two items), role limitations reta to emotion (RE, 3 items), mental health



(MH, 5 items), each with values ranging from O @01Each item is weighted with an
additive scaling to calculate the final domain sc@k high score indicates a low impairment
and a low score designates an important impairnfanthermore, specific scores could be
aggregated to form two other domains: the Physimahponent Score (PCS) and the Mental
Component Score (MCS). The former offers a globgbreciation of patients’ physical
functioning, physical role, pain, and general Heathereas the latter offers a comprehensive
indication of patients’ vitality, social functiorgn emotional role, and mental health
(21,24,25). The SF-36 PCS and MCS scoring algosthave been extensively described in

detail elsewhere (23,25).

Statistical Analysis

As continuous variables were non-normally distrdali{Shapiro-Wilks test was used to test
the distribution), they were expressed as medismsrfjuartile range=IQR]. Categorical data
were expressed as frequency (proportion). Compasidetween patients were performed
using a chi-square test or fisher exact test feegmical variables and by Mann-Whitney U
test for continuous variables. Each SF-36 domaimescacross time was compared using an
analysis of variance for repeated measures. Fautithsa p-value < 0.2 in the univariate
analysis associated with HRQL score at 6-month weskided in a linear regression model
for multivariate analysis. Alp-values were two-tailed and a threshold <0.05 vegsiired to

reject the null hypothesis.



RESULTS

The flow chart of the study is displayed in FigdreDuring the study period, 793 patients
admitted to the ICU were screened. More than Halfiem (51.7%) were admittddllowing
major thoraco-abdominal surgical procedures. Thim menaining causes for admission were
septic shock (18.5%) and gastro-intestinal bleetg9%). Among these screened patients,
295 (37.2%) of them stayed less than 48 hours uh #8d were consequently excluded from
the analysis. Among the patients with an ICU langt stay longer than 48 hours, the ICU
mortality rate was 12.0% (n=60). Consequently, foundred and thirty-eight patients were
assessed for eligibility. Of those 438 patientsaienmg for inclusion 170 patients were not
recruited because they did not fill out the QOL sjiennaire before being discharged from
ICU, 32 did not meet the inclusion criteria anddBglined to answer the SF-36, leaving 220
patients for the final analysis. Over 6 months, (22%) patients were lost to follow-up.
Thirty-eight patients (19.2%, Cl 95%: 13.7-24.7¢dliwithin six months following the ICU
discharge. The majority of them (35 out of 38) digthin the first three months after the ICU
discharge. Patients’ demographic and clinical attarsstics are shown in Table 1.

The SF-36 assessment of HRQL before ICU admissidn3- and 6-month after ICU
discharge is displayed on figure 2. In comparisorpiteadmission value (50 [0-100]), we
observed that RP was significantly lower at 3-mah{l®-81] and 6-month O [0-81] after the
ICU discharge. Conversely, the preadmission BPlaxasr than the values found at 3- and 6-
month after ICU discharge, 62 [32-100] versus 74-180] and 100 [51-100], respectively.
The RE domain was higher at 6-month (100 [0-100iswe 100 [59-100], p<0.05).
Concerning the SF-36 mental (MCS) and physical (P@§gregates, they remained
unchanged during the follow-up at 3- and 6-month.

Most of preadmission SF-36 domain scores were lawpatients who died within thigrst 6

months of follow-up than those still alive (Figusg Similarly, the SF-36 mentalggregate



score MCS was significantly lower in patients wheddwithin the first 6 months from ICU
discharge (34 [25-43] versus 43 [31-53], p = 0.@B)le their physical aggregate score PCS
that was also lower did not reach the level of ificgnce (38 [32-48] versus 44 [34-54], p =
0.06).

The multiple linear regression analyses found gnaadmission PCS, age, and the presence
of ARDS were associated with PCS at 6-month afidy Hischarge (Table 2). The multiple
linear regression analyses also found that preadomisMCS, age, length of mechanical
ventilation > 3 days and SAPS II at inclusion wassociated with MCS score at 6-month

after discharge (Table 3).



DISCUSSION
The main findings of the present study were thath#& stay in ICU did not alter neither the

mental nor the physical component of the HRQL atdith after the discharge, 2) the risk
factors associated with impairment of HRQL at 6-thoswre age, respiratory outcomes, high
SAPS Il and prolonged ICU stay, 3) the overall rality rate at 6-month after discharge from
ICU remains significantly high and seems to occaimy within the first 3 months after the
ICU discharge.

Several studies assessed the post-ICU HRQL (26-B@wever, these studies are
heterogeneous because of the difference in the ¢ypeopulation admitted in ICU, the
method used to evaluation HRQL and the duratidioltdw-up. The majority of these studies
found an initial post-ICU decrease in the HRQL daled by a slow improvement during the
follow-up, sometimes reaching the ICU preadmis$i&tQL status (31,32). Conversely, other
authors reported a persistent decrease of postHRQL without significant improvement
over time (27,33). In our study, neither MCS norS®@ere globally affected after ICU
discharge. One plausible reason for this discrepesullt is that we have enrolled a significant
proportion of patient undergoing elective surgetiegt were not as frail as the population
enrolled in previous published trials (27,32,33)rtRermore, PCS was unchanged at 6-month
after ICU discharge because two components of shae evolved inversely during the
follow-up. Indeed, RP component was significanthecebased while a significant
improvement in BP component could be observed.

We found that independent factors associated witiofith decrease in HRQL were age, the
presence of ARDS during the stay in ICU, lengthnma#chanical ventilation > 3 days and
SAPS IlI. It should be point out that other facttvave been previously reported to be
associated with poor post-ICU QOL as trauma pagjesevere sepsis, emergency surgery
(17), shock, 1-year weaknegg), decrease sleep quality at 6-month, depressioietsrand

stresg3s).



In the present study, preadmission HRQL score vesdtipely associated with the 6-month
HRQL score. These results confirm results from joev trials suggesting that preadmission
HRQL could be useful to predict post-ICU HRQL outws (17,31). Other previous works
also reported that preadmission HRQL was signifigazorrelated with in-hospital as well as
6-month mortality (30,39-42). In the present studych association has not been
investigated. However we must point out that mdgtreadmission SF-36 domain scores (5
of the eight domains) were lower in patients wheddiithin the first 6 months of follow-up.

In our study, patients’age could be identifiechasndependent risk factor for decreased PCS
and MCS 6-month after ICU discharge. Some authenge halready reported that elderly
patients suffer from physical and cognitive impagnts with functional decline and increase
dependency after ICU (40—42). Nevertheless, thexgdly adapted well to these limitations
and perceived their HRQL as good (17).

Our observational and single-centre study has aélimitations. The observed mortality rate
in our study was lower than the one usually regbridnis could be explained by the fact that
a large proportion of patient included in the présstudy were admitted after elective
surgery. Second, we have excluded patients with neuro-cegnitieficit, whom were
predominantly elderly patients. However, this digdemnd frail population might have been
the one more prone to present low QOL score witltebepost-ICU discharge QOL
improvement. Similarly, a large number of eligilpatients were screened but not included
because they did not fill out the preadmission HRqlestionnaire during their ICU stay.
This may have induced a bias in the results, whmely not reflect the HRQL of the whole
eligible populationThird, the validity of the preadmission HRQL renmguestionable. Self-
reported data may be subject to recall bias throtigh retrospective nature of QOL
assessment that reflects the patient’s status Ipldradmission. Fourth, we did not study the

post-intensive care syndrome which, includes wes&knanxiety, stress and depression,



known to be largely associated with low QOL scoiteralCU dischargg3s). Finally, our
study does not include sample size calculation iarmbuld be suspected that our study is

underpowered



CONCLUSION

The ICU stay does not seem to alter neither thetaherr the physical component of the
HRQL assessed via the SF-36 questionnaire at 6hmaftér ICU discharge. However, after
discharge from ICU it seems that some domains@f3R-36 such as the bodily pain and the
role limitations relating to emotion could be imped. Finally, low preadmission HRQL
seems to be a risk factor of decreased HRQL at ®tmafter ICU discharge. Therefore,

physician should bare this information in mind dgrpatients’ ICU stay.

13



References

1. Angus DC, Carlet J, 2002 Brussels Roundtabtédfznts. Surviving intensive care: a

report from the 2002 Brussels Roundtable. IntenSiaee Med. 2003;29:368-77.

2. Harrison DA, Brady AR, Rowan K. Case mix, out® and length of stay for
admissions to adult, general critical care unit&mgland, Wales and Northern Ireland:
the Intensive Care National Audit & Research Celase Mix Programme Database.

Crit Care Lond Engl 2004;8:R99-111.

3. Mebazaa A, Casadio MC, Azoulay E, Guidet B,edaB, Levy B, et al. Post-ICU
discharge and outcome: rationale and methods of Time French and euRopean
Outcome reGistry in Intensive Care Units (FROG-IChabhservational study. BMC

Anesthesiol. 2015;15:143

4. Fowler RA, Adhikari NKJ, Bhagwanjee S. Cliniagalview: critical care in the global
context--disparities in burden of illness, access] economics. Crit Care Lond Engl.

2008;12(5):225.

5. Herridge MS, Cheung AM, Tansey CM, Matte-MarynDiaz-Granados N, Al-Saidi F,
et al. One-Year Outcomes in Survivors of the Adréspiratory Distress Syndrome. N

Engl J Med. 2003;348:683-93.

6. Stevens RD, Dowdy DW, Michaels RK, Mendez-TzelRA, Pronovost PJ, Needham
DM. Neuromuscular dysfunction acquired in criticdhess: a systematic review.

Intensive Care Med. 2007;33:1876-91.

14



10.

11.

12.

13.

Herridge MS, Tansey CM, Matté A, Tomlinson GafdGranados N, Cooper A, et al.
Functional disability 5 years after acute respimatdistress syndrome. N Engl J Med.

2011;364:1293-304

Davydow DS, Gifford JM, Desai SV, Needham DMerenu OJ. Posttraumatic Stress
Disorder in General Intensive Care Unit SurvivofsSystematic Review. Gen Hosp

Psychiatry. 2008;30(5):421-34.

Desai SV, Law TJ, Needham DM. Long-term congilans of critical care. Crit Care

Med. 2011;39:371-9.

Parker AM, Sricharoenchai T, Raparla S, Schi€d/, Bienvenu OJ, Needham DM.
Posttraumatic stress disorder in critical illnegs/sors: a metaanalysis. Crit Care Med.

2015;43:1121-9.

Myhren H, Ekeberg O, Tgien K, Karlsson S, Bito& O. Posttraumatic stress, anxiety
and depression symptoms in patients during the fiesar post intensive care unit

discharge. Crit Care Lond Engl 2010;14(1):R14.

Davydow DS, Zatzick D, Hough CL, Katon WJ. Angitudinal investigation of
posttraumatic stress and depressive symptoms beecdurse of the year following

medical-surgical intensive care unit admission. @esp Psychiatry 2013;35:226—32.

Davydow DS, Gifford JM, Desai SV, Bienvenu ONgedham DM. Depression in
general intensive care unit survivors: a systemigicew. Intensive Care Med. 2009

May;35(5):796—809.

15



14.

15.

16.

17.

18.

19.

20.

21.

Needham DM, Davidson J, Cohen H, Hopkins RGein&ftt C, Wunsch H, et al.
Improving long-term outcomes after discharge frontemsive care unit: report from a

stakeholders’ conference. Crit Care Med. 2012 FXB)502-9.

Harvey MA, Davidson JE. Postintensive Caredéyme: Right Care, Right Now...and

Later. Crit Care Med. 2016 Feb;44(2):381-5.

Dowdy DW, Eid MP, Sedrakyan A, Mendez-Tellek, Pronovost PJ, Herridge MS, et
al. Quality of life in adult survivors of criticalllness: a systematic review of the

literature. Intensive Care Med. 2005 May;31(5):620.—

Oeyen SG, Vandijck DM, Benoit DD, AnnemansOgcruyenaere JM. Quality of life
after intensive care: a systematic review of therditure. Crit Care Med. 2010

Dec;38(12):2386—400.

Heyland DK, Guyatt G, Cook DJ, Meade M, JunigeCronin L, et al. Frequency and
methodologic rigor of quality-of-life assessmemtghe critical care literature. Crit Care

Med. 1998 Mar;26(3):591-8.

Le Gall JR, Lemeshow S, Saulnier F. A new $ifired Acute Physiology Score (SAPS
I) based on a European/North American multicensténdy. JAMA. 1993 Dec

22;270(24):2957-63.

Ferreira FL, Bota DP, Bross A, Mélot C, Vintéh. Serial evaluation of the SOFA

score to predict outcome in critically ill patien#i®A\MA. 2001 Oct 10;286(14):1754-8.

Leplege A, Ecosse E, Verdier A, Perneger TYie TFrench SF-36 Health Survey:
translation, cultural adaptation and preliminaryygi®metric evaluation. J Clin

Epidemiol. 1998 Nov;51(11):1013-23.

16



22.

23.

24,

25.

26.

27.

28.

Chrispin PS, Scotton H, Rogers J, Lloyd D,I&idSA. Short Form 36 in the intensive
care unit: assessment of acceptability, reliabibtyd validity of the questionnaire.

Anaesthesia. 1997 Jan;52(1):15-23.

Ware JE, Gandek B, Kosinski M, Aaronson NK,olsme G, Brazier J, et al. The
equivalence of SF-36 summary health scores estimaseng standard and country-
specific algorithms in 10 countries: results frohe tIQOLA Project. International

Quality of Life Assessment. J Clin Epidemiol. 1998v;51(11):1167-70.

Ware JE, New England Medical Center Hospldsalth Institute. SF-36 physical and
mental health summary scales: a user’'s manualoBostealth Institute, New England

Medical Center; 1994.

Lam CLK, Tse EYY, Gandek B, Fong DYT. The SFsummary scales were valid,
reliable, and equivalent in a Chinese populatio@lid Epidemiol. 2005 Aug;58(8):815—

22.

Cuthbertson BH, Elders A, Hall S, Taylor J,ddannan G, Mackirdy F, et al. Mortality

and quality of life in the five years after seveepsis. Crit Care. 2013;17:R70.

Karlsson S, Ruokonen E, Varpula T, Ala-KokKp Rettila V, Finnsepsis Study Group.
Long-term outcome and quality-adjusted life yedterasevere sepsis. Crit Care Med.

2009 Apr;37(4):1268-74.

Linko R, Suojaranta-Ylinen R, Karlsson S, Ruwén E, Varpula T, Pettila V, et al. One-
year mortality, quality of life and predicted lifene cost-utility in critically ill patients

with acute respiratory failure. Crit Care Lond Eri2f010;14(2):R60.

17



29.

30.

31.

32.

33.

34.

35.

36.

Skinner EH, Warrillow S, Denehy L. Health-telh quality of life in Australian

survivors of critical illness. Crit Care Med. 20Alig;39(8):1896—905.

Chelluri L, Im KA, Belle SH, Schulz R, Rotondld, Donahoe MP, et al. Long-term
mortality and quality of life after prolonged medi@al ventilation. Crit Care Med. 2004

Jan;32(1):61-9.

Cuthbertson BH, Scott J, Strachan M, Kilonzp \Kale L. Quality of life before and

after intensive care. Anaesthesia. 2005 Apr;6082:3.

Graf J, Koch M, Dujardin R, Kersten A, Jansséh Health-related quality of life
before, 1 month after, and 9 months after intensme in medical cardiovascular and

pulmonary patients. Crit Care Med. 2003 Aug;31(8$:2-9.

Villeneuve P-M, Clark EG, Sikora L, Sood MMad@shaw SM. Health-related quality-
of-life among survivors of acute kidney injury ihet intensive care unit: a systematic

review. Intensive Care Med. 2016 Feb;42(2):137-46.

Das Neves AV, Vasquez DN, Loudet ClI, Intile 8aenz MG, Marchena C, et al.
Symptom burden and health-related quality of lifgoag intensive care unit survivors in

Argentina: A prospective cohort study. J Crit C&@15 Oct;30(5):1049-54.

McKinley S, Fien M, Elliott R, Elliott D. Hetll-Related Quality of Life and Associated
Factors in Intensive Care Unit Survivors 6 MontHseADischarge. Am J Crit Care Off

Publ Am Assoc Crit-Care Nurses. 2016 Jan;25(1):52-8

Iribarren-Diarasarri S, Aizpuru-Barandiaran Mufioz-Martinez T, Loma-Osorio A,

Hernandez-Lopez M, Ruiz-Zorrilla JM, et al. Healdlated quality of life as a

18



37.

38.

39.

40.

41.

42.

prognostic factor of survival in critically ill p@nts. Intensive Care Med. 2009

May;35(5):833-9.

Rivera-Fernandez R, Sanchez-Cruz JJ, Abiz@adapos R, Vazquez-Mata G. Quality
of life before intensive care unit admission argdinifluence on resource utilization and

mortality rate. Crit Care Med. 2001 Sep;29(9):1™1—

Hofhuis JGM, Spronk PE, van Stel HF, SchrgvadP, Bakker J. Quality of life before
intensive care unit admission is a predictor ofvial. Crit Care Lond Engl.

2007;11(4):R78.

Khouli H, Astua A, Dombrowski W, Ahmad F, Hoh# Shapiro J, et al. Changes in
health-related quality of life and factors predigtilong-term outcomes in older adults

admitted to intensive care units. Crit Care Med.28pr;39(4):731-7.

Ferrante LE, Pisani MA, Murphy TE, Gahbauer, EAo-Summers LS, Gill TM. Factors
Associated with Functional Recovery among Oldeeristve Care Unit Survivors. Am J

Respir Crit Care Med. 2016 Aug 1;194(3):299-307.

Villa P, Pintado M-C, Lujan J, Gonzalez-GartNa Trascasa M, Molina R, et al.
Functional Status and Quality of Life in Elderlyténsive Care Unit Survivors. J Am

Geriatr Soc. 2016 Mar;64(3):536—42.

Iwashyna TJ, Ely EW, Smith DM, Langa KM. Lotegm cognitive impairment and
functional disability among survivors of severe @sp JAMA. 2010 Oct

27;304(16):1787-94.

19



793 patients aged > 18 years
were admitted to ICU

_____________________ -
295 patients with an ICU 54 ______________
length of stay <48 h !
1
\ 4
498 Patients were
screened for eligibility
60 (12%) patients died € ———————————

during the stay in ICU

i 218 patients were excluded
i 170 missed recruitment
. 18 neuro-cognitive deficit
! 12 Not fluent in French
2 were under 18 years old
16 refused to fill SF-36

A 4

220 recruited patients
discharged alive from ICU

A 4

208 (95%) patients with
complete follow-up at 3

months including 35
deaths

A 4

198 (90%) patients with
complete follow-up at 6
months including 38
deaths




Baseline

T o === 3 months after ICU discharge

=== & months after ICU discharge



—Alive at 6-months (n=160) === Died (n=38)



Table 1. Baseline characteristics of patients enrolled in the study (n=220)

Variables

Age, year 63 [54-71]
Male, n (%) 156 (71)
SAPSII 39 [30-48]
SOFA* 4[3-7]
ICU length of stay, (days) 6 [4-10]
Duration of mechanical ventilation, (days) 1[0-2]
ARDS, n (%) 20 (9)
Inotropic drugs, n (%) 105 (48)
Renal replacement therapy, n (%) 16 (8)
Blood transfusion, n (%) 101 (46)

Type of ICU Admission, n (%)

Medical 79 (36)
Elective surgery 102 (46)
Emergency surgery 39 (18)

Data are expressed as median [interquartile range] or n (%). SAPS II:
Simplified Acute Physiology Score; SOFA: Sequential Organ Failure
Assessment; ICU: intensive care unit and ARDS: Acute Respiratory
Distress Syndrome. * The highest SOFA score during ICU stay was considered.



Table 2 Factor significantly associated with the 6 month PCS (multiple linear regression)

Variables Beta 95%Cl P-value
Age -0.16 -0.26t0-0.01 0.01
ARDS -7.45 -12.59t0 -2.29 0.004
PCS at preadmission 0.25 0.081t00.42 0.003

ARDS: Acute Respiratory Distress Syndrome. PCS: Physical Component Score.



Table 3 Factor significantly associated with the 6-month MCS (multiple linear regression)

Variables Beta 95%IC P-value
Age -0.17 -0.32t0-0.01 0.03
SAPSII at inclusion -0.18 -0.04t00.33 0.02
Mechanica ventilation > 3 days -7.2 -13.4610-0.94 0.02
MCS at preadmission 0.22 0.081t00.35 0.002

SAPS II: Simplified Acute Physiology Score. MCS: Mental Component Score.



