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In the last decades, the world of critical care is becoming increasingly focused not only 

on “survival rates”, but also on the wellbeing of the critical care survivors. Acute 

Respiratory Distress Syndrome (ARDS) continues to represent an important public health 

problem despite an improvement in survival of approximately 60%.1-3 The long-lasting 

impairment after ARDS has been suggested as a more meaningful outcome measure than 

mortality.4 Accordingly, the research has focused on the post-critical sequelae that 

include physical, psychological, and emotional aspects. Patients who survive ARDS are 

at risk for physical dysfunction, neurocognitive disorders, and worsened quality of life 6-

12 months after discharge from the intensive care unit.4  

Some years ago, a consensus workshop involving a spectrum of stakeholders identified 

research priorities in the field of integrative oncology through a Delphi survey.5 The first 

- ranked research topic was the “impact of integrative oncology on symptom management 

and quality of life (for example, dyspnea, nausea, and fatigue)”.5 This finding emphasizes 

how patients and stakeholders value these symptoms. Among these symptoms, there is 

fatigue, perceived by the individual as an overwhelming sense of tiredness during rest.6 

The clinical expression of fatigue is multidimensional making evaluation 

challenging. ARDS patients experience a long-term stay in ICU along with prolonged 

mechanical ventilation, which may lead to an impairment of muscular/cardio-respiratory 

functions, increasing the risk of chronic fatigue. As long-term sequelae, patients might 

suffer from a chronic state of exhaustion, which may interfere with their functional 

capacity. Different types of measurement tools have been used in the reporting of 

functional impairment in critically ill patients to explore various domains within the 
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different cognitive components of cognitive, physical, emotional, and social functioning. 

In this field, the use of tools assessing patient reported outcomes is widespread, and, as 

far as fatigue is concerned, a dedicated tool to appraise the perceived fatigue in detail has 

been developed.7  

In this issue, Neufeld et al8 investigated the occurrence of fatigue assessed by Functional 

Assessment of Chronic Illness Therapy (FACIT-F), after 6 and 12 months in ARDS 

survivors. Interestingly, 70% and 66% of former ARDS patients reported clinically 

significant symptoms of fatigue at 6 and 12 months respectively. In a previous study, our 

research group validated the FACIT- F scale in a mixed population of ICU survivors one 

year after hospital discharge.9 The mean transformed FACIT-F, that we found in our 

patients, was 66 (SD 12) which is quite similar to the 62 (SD 18) found by Neufeld et al.9 

This finding may be surprising considering that our patients were less critically ill than 

those of Neufeld et al. (mean ICU length of stay was 10 (SD 11) and 14 (SD 11) days, 

respectively). Considering that the transformed FACIT-F for normal USA population is 

74.7 (SD 15)7, both studies8-9 suggest that, generally, ICU survivors at one year suffer 

from symptoms of fatigue, especially the younger ARDS patients (mean age 49 yrs 

(SD15)8  and 68 (SD11) yrs, respectively)9. 

Furthermore, the authors pointed out that the prevalence of fatigue at 6 months was 

greater than impaired physical function, impaired cognition, anxiety, or depression. 

Interestingly, fatigue was less severe in men and in those employed before ARDS. 

Specifically, patients employed prior to ARDS reported less fatigue with a mean 

difference of 6 points. This association between the employment prior to ARDS and the 

fatigue over 6 and 12 months may suggest that other factors might play a role in both. We 
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may hypothesize that employment is a proxy of social integration which may affect both 

perceived fatigue and health related quality of life (HRQoL). Orwelius et al10 showed that 

the level of social integration significantly affected HRQoL of the former ICU patients. 

Indeed, social integration affected HRQoL to a larger extent than age, sex, and the ICU 

related factors examined, but to a lower extent than the pre-existing diseases.10  

The strengths of the study of Neufeld et al8 include the multicenter longitudinal 

prospective design, the follow up at 6- and 12-months after discharge, the high rate of 

responders, and the use of comprehensive measures of neurocognitive outcome in a well-

defined ARDS population. Nevertheless, the high number of hospital involved in the 

study (38) and the long period taken to enroll patients (7 years) may reflect a selection 

bias, possibly testified by the quite young mean age of participants (49 years old) and the 

high percentage of those living independently prior to the admission in ICU (91%). This 

selection bias may reduce the generalizability of the study. However, the finding that a 

high proportion of these ARDS survivors, who suffer from fatigue, remains of a great 

value. 

What is the next step? We firstly need to know whether fatigue occurs in survivors of 

other critical illnesses. For instance, the patients admitted to ICU due to severe sepsis or 

septic shock, could also perceive long-lasting fatigue, as well as those admitted to ICU 

for neurologic disease. Interestingly, Goërtz et al. found that the fatigue is more prevalent 

in patients with COPD whit airflow limitation.11 The latter is common among ICU 

patients and correlate with adverse outcome.12 Future studies should focus on the 

influence of physical, psychological, behavioural, and systemic factors that could 

potentially perpetuate fatigue in patients with COPD. The malnutrition could be another 
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actor in the complex mechanism of the development of fatigue in ARDS survivors. We 

also need to understand whether the use of optimal support nutrition may represent 

another way in which daily practice in the ICU could affect patients’ fatigue. Moreover, it 

would be useful to assess any relationship between fatigue and social integration. If there 

is a relationship, we might investigate whether interventions that promote interpersonal 

relationships affect fatigue and possibly introduce these interventions in the clinical 

practice. 
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ABBREVIATIONS LIST 

 

ARDS = Acute Respiratory Distress Syndrome  

COPD = Chronic obstructive pulmonary disease 

FACIT-F = Functional Assessment of Chronic Illness Therapy  

HRQoL = health related quality of life  

ICU = Intensive Care Unit 

SD = Standard Deviation 

 


