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ABSTRACT

Background: A substantial proportion of intensive care unit (ICU) survivors experience long-term physical, psychological and
cognitive impairments after critical illness. However, methods for identifying patients in need of post-ICU support vary widely.
As a result, many patients are left without access to established rehabilitation pathways. This consensus recommendation pro-
vides a framework for the organisation and content of follow-up for adult ICU survivors in Sweden, informed by available evi-
dence, stakeholder perspectives and expert consensus.

Methods: The National System for Knowledge-Driven Healthcare Management (NPO) in Sweden commissioned the develop-
ment of a practice recommendation for the follow-up of critically ill adults. Multidisciplinary experts in ICU survivorship formed
a task force group. A systematic literature search in four databases was conducted in 2024 to identify pre-existing systematic
reviews on the topic. The literature was reviewed, assessed for quality and recommendations were developed based on the liter-
ature evidence. The draft was discussed among multiprofessional groups involved in follow-up, in workshops with critical care
nurses (n=30) and professionals responsible for follow-up clinics (n=74) and among patient representatives (n=4). The final
draft underwent external peer review by representatives from relevant professional organisations, the national registry for inten-
sive care and governmental agencies in Sweden.

Results: The consensus recommendation suggests that all adult patients with an ICU length of stay>48h are recommended
for follow-up, with an initial contact within 1 week of ICU discharge to assess clinical status, identify early problems and ensure
continuity of care. Patients and their families are recommended to be offered an outpatient follow-up visit at 2-3 months after dis-
charge, led by ICU clinicians and, when possible, delivered by a multidisciplinary team. Validated screening tools and objective
tests are recommended to assess relevant outcomes, including post-traumatic stress, anxiety, depression, cognitive impairment,
physical function and Health-Related Quality of Life (HRQoL) as appropriate. Patients with identified problems should be re-
ferred to appropriate healthcare providers or specialist services for further management.

Conclusion: This consensus recommendation provides a framework for patient selection, timing and assessment to support a
more structured and equitable management of post-intensive care syndrome.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,
provided the original work is properly cited.
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Editorial Comment: Systematic follow up of ICU survivors after hospital discharge is needed in order to assess long-term

patient-centred outcomes. This is a consensus set of recommendations and not a GRADE-based clinical practice guideline for

doing this, which can be considered by relevant ICUs.

1 | Introduction

With improving long-term survival among critically ill patients,
understanding the short- and long-term impact of intensive care
on health-related quality of life (HRQoL) has become increas-
ingly important. Despite advances in critical care, many patients
experience persistent physical, neurocognitive and psychologi-
cal impairments, commonly referred to as post-intensive care
syndrome (PICS), which prolong recovery and hinder return to
work, daily activities and social participation [1-3]. An expand-
ing body of literature demonstrates that PICS has detrimental
consequences for patients and their families, increasing health-
care resource utilisation and, in turn, placing additional bur-
dens on the broader socioeconomic system [4].

Follow-up of ICU survivors after discharge has been recommended
since 2009 [5], with increasing emphasis on early identification of
patients at risk for PICS and referral for identified problems [6].
However, current guidelines provide limited guidance on how
ICU follow-up should be organised, delivered or evaluated [2, 7, 8].
Uncertainty remains regarding effectiveness and cost-efficiency
[6, 7, 9], largely due to a lack of randomised controlled trials,
and methodological variation across studies [6, 10, 11]. Evidence
from qualitative studies suggests that ICU follow-up may support
psychological recovery [12-14], is valued by patients [12, 14] and
provides a forum for addressing concerns related to the ICU expe-
rience [12-16]. However, these findings are based on low-certainty
evidence and do not establish effectiveness. Despite these uncer-
tainties, ICU follow-up has been implemented in many countries
[6, 11]. In practice, ICU follow-up varies considerably with respect
to patient selection, timing and content, reflecting the absence of
consensus and contributing to inconsistent care [17].

Adherence to follow-up remains low, with only a minority of el-
igible patients participating [16] and barriers such as limited re-
sources, staffing constraints and challenges in identifying patients
most likely to benefit being common [18]. Most programmes are
nurse-led, sometimes involving multidisciplinary teams and typ-
ically include face-to-face or telephone consultations with assess-
ments of physical and psychological status [2, 17].

In Sweden, participation in ICU follow-up is incomplete and
influenced by patient characteristics. A Swedish registry study
reported that only 57% of patients attended follow-up, indicating
substantial attrition and potential selection bias [19]. In addition,
systematic screening is not yet routinely implemented, and ac-
cess to a multiprofessional team is inconsistent [17], contributing
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to many patients with persistent impairments remaining un-
identified and unsupported. However, when the available evi-
dence is weak, further research is needed to reduce uncertainty.

Therefore, given the paucity of high-quality evidence in this
area, we developed a consensus recommendation, rather than
an evidence-based guideline, to inform the organisation, de-
livery and content of ICU follow-up for adult ICU survivors in
Sweden. It addresses patient selection, timing, assessment and
care pathways for managing PICS, aiming to support the con-
tinuity of care, identify high-risk patients and provide a frame-
work to guide resource use and patient outcomes.

2 | Methods
2.1 | The Development Process

This consensus recommendation was developed on the initiative
of the National System for Knowledge-driven healthcare manage-
ment (NPO) [20], which commissioned the creation of regional
and national guidelines for the follow-up of critically ill adults
[20]. A multidisciplinary task force with experts in ICU follow-up
was formed to develop the recommendation. The development
process followed a predefined evidence-based practice model [21]
(Figure 1), structured as a stepwise progression from formulation
of clinical questions, to identifying the best evidence to answer the
questions, to appraising the evidence for validity and usefulness,
to integrating it with experts and stakeholder engagement and to
apply the results in clinical recommendations [21]. These clinical
questions were prioritised because they concern the fundamental
components of ICU follow-up that influence patient outcomes and
healthcare resource utilisation. Decisions regarding patient selec-
tion, timing, organisation and assessment determine the reach,
content and delivery of follow-up and therefore underpin the effec-
tiveness of any subsequent interventions. “‘Which patients should
be followed up’, ‘At what time-point should patients be followed
up’, ‘How should follow-up be organised’ and “What problems
should be addressed’.

The quality of the consensus recommendation was reported
using the Appraisal of Guidelines for Research and Evaluation
(AGREE II) instrument, a validated tool designed to assess
the methodological rigour and transparency of guideline de-
velopment. The recommendation was evaluated across the six
AGREE II domains according to the instrument's standardised
scoring system [22] (Supplementary File 1).

Integretion of
evidence, expertice
and stakeholders

Clinical
recommendations

FIGURE1 | Overview of the evidence practice model used for guideline development.
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A multidisciplinary working group in the Stockholm region was
convened to ensure broad clinical relevance and representation
from key professional groups involved in ICU follow-up. Each
ICU nominated health-care professionals with clinical experi-
ence and responsibilities in post-ICU follow-up care to represent
their unit. The group consisted of critical care nurses (n=6), phy-
sicians (n = 3), physiotherapists (n = 3) and occupational therapists
(n=1) from six ICUs. Clinical experience was defined as ongoing
involvement in the assessment and follow-up of former ICU pa-
tients. No predefined number of years' experience was required.

The team worked collaboratively throughout the process, while
assigning professional-specific tasks to ensure that each dis-
cipline's perspective was represented. To facilitate this, each
professional discipline formed a dedicated subgroup. Drawing
on their specific clinical expertise, professional experience and
available scientific evidence, these subgroups developed propos-
als and drafted content for their respective areas of competence.
These drafts were subsequently reviewed and discussed by the
entire task force group to ensure coherence, relevance and con-
sistency across the draft.

The working group participated in iterative rounds of discus-
sion, revision and consensus-building to refine the recommen-
dations. Divergent viewpoints were explored collaboratively,
and consensus was achieved through structured deliberation.

2.2 | References

A comprehensive list of relevant keywords was initially devel-
oped, to capture a wide range of factors for follow-up within
PICS (physical, psychological and cognitive dysfunction).
A professional librarian refined and structured the search
strategy using PICO (Table 1) and the terms ‘intensive care’,
‘critical care’, ‘follow-up’, ‘physical’, ‘psychological’ and ‘cog-
nitive’ (Supplementary File 2). Four databases were included
in all searches: PubMed, MEDLINE, Cochrane Database of
Systematic Reviews and Scopus. The scope of the search encom-
passed short- and long-term follow-up of adult medical, surgical
and trauma patients treated in the ICU. The searches were lim-
ited to English articles involving adult patients (> 18 years), pub-
lished between 1 January 2007, and 31 December 2024. Studies

TABLE1 | The PICO summary table.

Population Adult ICU survivors across medical,
surgical and trauma specialties
Intervention Any structured ICU follow-up
initiative, including outpatient clinics,
ward visits, screening procedures
and follow-up programmes
Comparator
Outcomes Identification and management of

PICS-related physical, cognitive or
psychological problems, patient-
reported outcomes, recovery trajectories,
organisation of follow-up services

focusing on paediatric or burns ICUs were excluded, as these
populations follow separate routines for follow-up and were not
addressed in this search.

Three researchers (A.S., L.O. and M.R.) conducted the first and
secondary screening. Titles and abstracts were screened, and
studies that did not address patient selection, timing, organi-
sation, or content of ICU follow-up were excluded (Figure 2).
Thirteen articles met the inclusion criteria and were retrieved
for secondary screening with full-text reviews; nine were ex-
cluded due to not being systematic reviews, and four were even-
tually included (Supplementary File 3). The three researchers
(A.S., L.O. and M.R.) independently appraised the method-
ological quality of the included studies using the Critical
Appraisal Skills Program (CASP) Checklist (www.casp-uk.net)
(Supplementary File 4). Results were then compared in a con-
sensus meeting. Each CASP item was scored as met, unclear,
or not met. The overall evidence level was assigned according
to the following criteria: studies that met the majority of CASP
criteria were considered of high quality; studies meeting sev-
eral CASP criteria but containing methodological weaknesses
were regarded as being of moderate quality; and studies with
substantial methodological shortcomings were of low quality.
Studies with low quality or studies where methodological valid-
ity could not be established were excluded. Data extraction was
performed independently by all members of the research team
using a predefined data abstraction framework. Extracted data
were then compared across reviewers, and any discrepancies
were discussed and resolved through consensus to ensure ac-
curacy and consistency. A narrative synthesis was conducted
based on the extracted data. Each included study was read and
re-read in full, and relevant findings were systematically ex-
amined to identify recurring concepts, patterns and relation-
ships across studies. These patterns were iteratively refined
and integrated to develop a coherent synthesis of the evidence.

The development team collectively reviewed the evidence within
each domain. In a series of meetings, the working groups cre-
ated actionable recommendations. Internal review and feedback
on the evidence review were undertaken to ensure accuracy of
content and consistency. Relevant domains of the AGREE II in-
strument were used to guide the evidence review process and
support methodological rigour [22].

2.3 | Stakeholder and Patient Involvement

To ensure that the recommendation reflected the needs and ex-
periences of clinical users, several stakeholder engagement activ-
ities were conducted. First, a dedicated workshop for critical care
nurses was held in conjunction with the annual conference of
the Swedish Association of Nurse Anesthetists and Critical Care
Nurses (ANIVA). Thirty critical care nurses from across Sweden
participated. During facilitated group discussions, participants
shared their experiences and views on key aspects of ICU fol-
low-up, including criteria for patient selection, optimal timing of
follow-up and the organisation and content of follow-up services.

Second, a seminar for clinicians (critical care nurses, physi-
cians, assistant nurses, physical therapists) involved in ICU
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FIGURE2 | PRISMA 2020 flow diagram for new systematic reviews which included searches of databases and registers only. Source: Page et al.

[23].

follow-up was held at the yearly conference, arranged by The
Swedish Intensive Care Quality Register (SIR). At this meet-
ing, results from the literature synthesis and the ANIVA work-
shop were presented to the 74 attendees, followed by structured
small-group discussions. Participants reflected on the findings
and contributed their own experiences with ICU follow-up
programmes.

Third, patient perspectives were incorporated through a struc-
tured group discussion with four patient representatives who
participated in a digital meeting. During this meeting, the draft
was presented, and participants were invited to comment on its
content, structure and proposed recommendations.

Following the review by stakeholders, clinical users and patient
representatives, the draft recommendation underwent further
refinement. Feedback from all groups was carefully considered
and discussed within the task force to ensure that the recom-
mendations were informed by the available evidence, clinically
relevant and feasible to implement and aligned with patient
needs and preferences.

2.4 | External Review

The final draft of the recommendation underwent extensive
external peer review by representatives from 12 of the Swedish
regions, professional societies for anaesthesia and critical care
nurses and physicians, the Swedish Society for occupational
and physiotherapists, the Swedish Intensive Care Registry, the
E-health agency and NPO for rehabilitation, habilitation and in-
surance medicine. All comments were compiled and evaluated
by the task force group, after which a revised version of the rec-
ommendation was circulated and formally approved.

3 | Results
3.1 | Literature Review

The consensus recommendations are based on available evi-
dence published up to December 2024. The search yielded 139
unique references. Four reviews met the inclusion criteria, com-
prising three systematic reviews and one integrative review
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(Table 2). The reviews evaluated ICU follow-up interventions,
targeting physical, psychological, cognitive and HRQoL after
critical illness. Findings were heterogeneous, with some studies
reporting benefits in identification of rehabilitation needs and
patient-reported outcomes, while others found limited effects.
The overall certainty of evidence was considered low to moder-
ate due to heterogeneity in interventions, outcomes and designs.
In cases where evidence was insufficient or consensus could
not be reached, no recommendation was issued. These findings
were considered together with clinical expertise and feasibility
when formulating the recommendations. The consensus recom-
mendation is presented in Figure 3.

3.2 | Stakeholder and Patient Involvement

During the national seminar for clinicians, they highlighted
the need for a more standardised approach to follow-up, both
in terms of organisational structure and content. Stakeholders
highlighted that standardisation could clarify clinical respon-
sibilities, support equitable provision of follow-up services and
facilitate the identification of resource needs. They also empha-
sised that greater consistency across follow-up practices would
help reveal knowledge gaps in the care of ICU survivors along
the recovery trajectory. However, they had no practical impli-
cations for the draft recommendation and no structure was
changed.

Patient representatives supported the recommendations and
emphasised the particular importance of the ward visit as part of
ICU follow-up. They described this visit as a valuable opportu-
nity for processing their ICU experiences and potentially reduc-
ing later stress-related symptoms. The patient representatives
considered the number of screening questionnaires included in
the follow-up acceptable when their purpose and clinical rele-
vance were clearly explained. These insights were incorporated
into the final recommendations by reinforcing the value of the
ward visit as a core component of follow-up and by ensuring that
the use of screening tools is justified, purposeful and clearly ex-
plained to patients.

3.3 | External Review

The external stakeholders' review resulted in the structured as-
sessment forms for screening physical function, activity in daily
life and cognitive function follow-up being added to support
identification of rehabilitation needs. The external review also
provided feedback regarding the inclusion of additional screen-
ing of physical function and limitations in activities of daily liv-
ing, and emphasised that the ICU follow-up should be provided
by a multiprofessional team due to the multifaceted nature of
the PICS problems.

3.4 | From Evidence to Recommendations

Evidence supporting ICU follow-up was generally of low cer-
tainty. Nevertheless, the task force judged that the potential
benefit of identifying unmet rehabilitation needs, the low risk
of harm, strong patient preferences and the importance of

equitable access to follow-up services justified issuing this con-
sensus recommendation.

3.4.1 | Consensus Recommendation

3.4.1.1 | Selection of Patients for Follow-Up. Key clinical
question: Which patients should be followed up?

We recommend that clinicians consider inviting all adult patients
treated in an ICU for >48h to structured ICU follow-up.

The reviewed literature provided little guidance regarding pa-
tient selection for ICU follow-up services. Across the four re-
views, no consensus exists regarding inclusion criteria, and no
specific ICU length-of-stay cutoff is consistently recommended
[10, 24-26]. Eligibility criteria varied substantially among stud-
ies and were typically based on local models for follow-up rather
than standardised indicators.

In the absence of evidence, adopting a pragmatic threshold of
>48h in the ICU helps to ensure that individuals who develop
new or worsening physical, cognitive, or psychological problems
after critical illness are not inadvertently excluded from routine
follow-up. This approach may result in a larger cohort of pa-
tients being offered follow-up, but it increases the likelihood of
identifying patients who would benefit from post-ICU support.
Therefore, this is a conditional recommendation since it is based
on limited evidence.

3.4.1.2 | Time Points for Follow-Up. Key clinical question:
At what time points should patients be followed up?

We recommend that clinicians consider offering all ICU survi-
vors an initial follow-up contact within the first week after ICU
discharge, ideally on the ward, to assess clinical status, identify
early problems and ensure continuity of care. We further recom-
mend that patients and their families be offered an outpatient
follow-up visit at 2-3 months after ICU discharge, with the op-
tion of an additional visit within 6 months if clinically indicated.

There is moderate-quality evidence regarding interventions de-
livered at 2-3months after ICU discharge, but not necessarily
for the timing of follow-up itself. In the literature review, the
interventions varied regarding time to follow-up and number of
consultations [10, 25, 26]. One of the four reviews included sug-
gested that follow-up should be initiated within the first week
after ICU discharge. This recommendation was based on the
potential benefits of early follow-up in supporting the transition
from ICU to ward care, identifying patient needs and compli-
cations at an early stage, and facilitating communication and
collaboration between ICU staff, ward teams, patients and their
families [10]. Outpatient evaluation at 2-3months aligns with
common practice patterns and helps address ongoing physical,
cognitive and psychological recovery needs [10, 25, 26]. A sec-
ond visit within 6 months allows timely reassessment and re-
ferral to appropriate multidisciplinary or primary care services
when needed [10]. These follow-ups may be conducted either in
person or digitally, depending on feasibility and patient prefer-
ence. Furthermore, responses from the questionnaires collected
can serve as a basis for discussion of needs prior to each visit.
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Level of evidence
The overall quality of
evidence for effect of

post-ICU follow-up

consultations was low.
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TABLE 2

patients>18years.

3.4.1.3 | Organisation and Content of Follow-Up. Key
clinical question: How should follow-up be organised and what
problems should be addressed?

We recommend that outpatient ICU follow-up be led by clini-
cal experts in intensive care and, where possible, delivered by
a multidisciplinary team (e.g., ICU nurses, physicians, physio-
therapists) to ensure comprehensive assessment and manage-
ment of post-ICU problems.

We recommend that follow-up consultations include the provi-
sion of information about the ICU stay and treatment and allow
time for patients and families to ask questions and receive ex-
planations about symptoms commonly experienced after critical
illness.

We recommend that follow-up consultations include a structured
assessment to identify symptoms of post-traumatic stress, anx-
iety, depression, cognitive impairment, reduced physical func-
tion, limitations in activities of daily living, HRQoL and unmet
rehabilitation needs. This assessment may be conducted using
validated instruments where available, together with clinical
interviews and structured screening questions regarding symp-
toms, daily functioning, perceived recovery and rehabilitation
need. Patients with identified physical, psychological, or cog-
nitive problems should be referred to the appropriate health-
care provider or specialist service for further evaluation and
management.

In the literature follow-up consultations aimed to assess pa-
tients' recovery and identify problems that delayed recovery
[10]. Consultations commonly included assessment of psycho-
logical, cognitive, physical recovery and HRQoL. Several stud-
ies used validated instruments and objective tests, including
PTSS-14, HADS, the Montreal Cognitive Assessment (MoCA),
the Cognitive Failures Questionnaire (CFQ), handgrip strength,
six-minute walk test, Timed Up and Go test and RAND-36, to
support the identification of patients who need further interven-
tions [10, 25, 26].

Given the limited and heterogeneous evidence base, this con-
sensus recommendation should be interpreted as pragmatic rec-
ommendations informed by the available literature and expert
clinical judgement.

4 | Discussion

This Swedish consensus recommendation proposes a struc-
tured, standardised approach to follow-up after critical illness
to improve identification and management of PICS. It suggests
that all adults treated in the ICU for >48h receive early and on-
going follow-up, beginning with contact within the first week
and continuing with multidisciplinary outpatient assessment
at 2-3months. Emphasis is placed on using validated screening
tools, providing information to patients and families, and ensur-
ing referral to appropriate services when physical, psychologi-
cal, or cognitive problems are identified.

Our consensus recommendations align with existing inter-
national guidelines and consensus statements, while also
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Week 1 2-3 Months

Ward based follow-up

(Clinic visit: in-

6 Months (Clinical visit: in
person/digital)

12 Months optional follow up
(Clinic visit: in-person/digital)

person/digital)

¢ Information ICU stay + ICU
diary

* Revisitto ICU

* Follow-up plan

 Specific follow- up protocol

* PROM- health forms
(HRQOL/RAND-36,
Anxiety/Depression/HADS,
PTSD/PTSS-14)

* Screening of physical
capacity, activity and
coghnitive capacity (Fig. 4,5)

e Care plan = referral

*Specific follow- up protocol

*PROM- health forms
(HRQoOL/RAND-36,
Anxiety/Depression/HADS,
PTSD/PTSS-14)

* Screening of physical
capacity, activity and
cognitive capacity (Fig. 4,5)

*PROM collection (same as 6
months)

FIGURE3 | Recommendation for Follow-up after intensive care. HADS, Hospital Anxiety and Depression Scale; HRQoL, Health Related Quality
of Life; PTSS, post-traumatic stress symptoms; RAND-36, Short Form Health Survey.

extending them in some important ways. Consistent with the
British National Institute for Health and Care Excellence guide-
line (CG83) [5], we emphasise structured follow-up after critical
illness, including a multidisciplinary assessment at 2-3 months
to identify physical, cognitive and psychological problems and
to coordinate ongoing care. Similarly, our recommendation for
systematic screening across these domains is in line with the
Society of Critical Care Medicine consensus, which advocates
assessments after hospital discharge using validated tools and
highlights the importance of identifying patients at risk for
long-term impairments [27]. In addition, our focus on compre-
hensive assessment and referral pathways corresponds with the
multimodal rehabilitation guideline for PICS coordinated by the
German Society for Neurorehabilitation, which also underlines
the need for repeated evaluation and coordinated, multidisci-
plinary management of physical, cognitive and psychological se-
quelae [28]. However, our consensus recommendation provides
greater operational clarity by outlining a more explicit follow-up
pathway, including early contact within the first week after ICU
discharge followed by structured outpatient follow-up. By spec-
ifying timing and referral strategies, it extends beyond existing
recommendations. We acknowledge that implementation of
these recommendations may require additional healthcare re-
sources. Nevertheless, we consider this is an important area for
prioritisation, given its potential benefits for patients, healthcare
systems and society at large. Furthermore, a more structured
and standardised follow-up model could facilitate research and
enable robust evaluation of the effectiveness, feasibility and re-
source implications of post-ICU follow-up care.

4.1 | Implementation and Implications for Clinical
Practice

Implementation of structured ICU follow-up requires substan-
tial organisational and workforce resources. A multidisciplinary
approach is essential, involving ICU clinicians alongside physio-
therapists, occupational therapists and other rehabilitation pro-
fessionals. However, staffing constraints and competing clinical
priorities may limit the feasibility of establishing dedicated fol-
low-up services in many settings.

The consensus recommendation adopts a pragmatic approach
to enhance feasibility, using ICU length of stay as a simple and

applicable criterion for identifying patients at risk, despite its
limitations as a predictor of long-term outcomes [29-31]. While
more complex risk stratification models may offer greater pre-
cision, their routine use is currently limited by feasibility, val-
idation and clinical usability [30-32]. ICU length of stay was
therefore selected as a pragmatic compromise, enabling consis-
tent identification of at-risk patients in everyday practice, and
should be interpreted alongside clinical judgement and individ-
ual patient factors.

To support implementation, follow-up may be integrated into
existing care pathways, with emphasis on protected time for
assessments and effective coordination across ICU, ward and
community services. Robust documentation and communi-
cation systems are needed to maintain continuity of care and
ensure consistent application of rehabilitation plans throughout
the patient's journey. Given the resource implications and vari-
ability in local infrastructure, the recommended model should
be viewed as a flexible framework rather than a rigid standard.
A stepwise approach, for example, prioritising patients at high-
est risk or gradually expanding services, may facilitate more
achievable implementation. Institutional support, clear policies
and systems for outcome monitoring are key enablers of sustain-
able practice.

Although developed in Sweden, these principles may be applica-
ble across healthcare systems and offer a generalisable approach
to improving follow-up care after critical illness.

4.2 | Strengths and Limitations

A major strength is the consensus recommendation’s structured
and pragmatic framework, integrating validated assessments,
defined follow-up and multidisciplinary referral pathways to
support consistent post-ICU care. However, some limitations
should be acknowledged. First, the evidence base underpinning
follow-up interventions after critical illness remains heteroge-
neous and, in some areas, limited, particularly regarding patient
selection, optimal timing and long-term impact of follow-up
services. As a result, some recommendations are necessarily
based on expert consensus in addition to the available literature.
Second, while the recommendation aims to be pragmatic, its
implementation may be challenging in routine clinical practice.
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In particular, the establishment of structured follow-up services
requires sufficient staffing, time and organisational resources,
which may not be readily available in all settings. Variability in
local infrastructure, access to multidisciplinary teams and avail-
ability of specialist services may further influence the ability to
deliver the recommended pathway. A further limitation relates
to the literature base underpinning the recommendation. The
evidence synthesis primarily relied on existing systematic re-
views rather than conducting new independent searches for in-
dividual studies. An integrative review was included because it
provided a broader understanding of patients’ symptoms, needs
and experiences following critical illness across different study
designs. This review was used primarily to inform the identifi-
cation of relevant follow-up domains and patient needs, rather
than as evidence of intervention efficacy.

Also, the total number of participants reported across systematic
reviews should be interpreted with caution, as not all partici-
pants contributed to each review question. Some primary stud-
ies are included in more than one review, resulting in overlap.
The CASP checklist evaluates the methodological quality of the
systematic reviews rather than the quality of the individual pri-
mary studies. While this approach allows for an efficient and
comprehensive overview of the available evidence, it also means
that the recommendation reflects the heterogeneity and meth-
odological limitations present in the underlying reviews, includ-
ing variation in intervention components, patient populations
and outcomes. In addition, more recent primary studies not yet
included in published reviews may have been missed. This ap-
proach may limit both the level of detail and the timeliness of
the evidence informing the recommendations. Finally, although
cost considerations informed the development process, a formal
cost or cost-effectiveness analysis was beyond the scope of this
work. Future studies should evaluate the economic impact and
sustainability of different follow-up models.

4.3 | Future Directions

Further research is needed to evaluate the feasibility, effec-
tiveness and resource utilisation of structured follow-up mod-
els and rehabilitation pathways in real-world clinical settings,
including their impact on patient outcomes and healthcare
utilisation. Studies should also determine the optimal timing,
frequency and content of follow-up assessments, alongside for-
mal cost-effectiveness analysis to inform policy and resource
allocation. In addition, there is a need to explore how fol-
low-up services can be organised within healthcare systems.
One potential approach is to develop hospital-wide services
independent of individual ICUs, supported by dedicated mul-
tidisciplinary teams, which may facilitate coordination and
scalability. The economic impact, sustainability and scalability
of such models require further investigation. Finally, patient-
centred research is essential to better understand survivors'
experiences and priorities, ensuring that future guideline de-
velopment is informed by both clinical evidence and lived ex-
perience. Although considerations related to cost and resource
availability informed the consensus recommendation develop-
ment process, these were not formally evaluated, highlighting
an important area for future study.

5 | Conclusion

The consensus recommendation should be regarded as a prag-
matic model for ICU follow-up, emphasising early contact, mul-
tidisciplinary involvement and structured assessment using
validated tools. By targeting both short- and longer-term needs,
it facilitates the timely identification and management of phys-
ical, psychological and cognitive sequelae after critical illness.

Although based on low-certainty evidence, several recommen-
dations were considered strong recommendations because of the
high burden of unmet patient needs, the low likelihood of harm,
the lack of alternative care pathways and the consistent prefer-
ences expressed by patients and healthcare professionals.

Implementation of such an approach has the potential to support
the continuity of care, guide resource use and promote more
equitable and consistent follow-up for ICU survivors and their
families. Although developed in Sweden, these principles may
apply to other health systems, offering a pathway to improve
long-term outcomes for ICU survivors.
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