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E D I T O R I A L

Morbidity after severe Covid- 19; the emperorś  new clothes?

It has been known for decades that survivors after intensive care 
frequently are prone to a number of time- limited or even chronic 
problems in the months and years after critical illness. Cullen and 
co- workers 45 years ago published one of the first papers with focus 
on the ICU survivors.1 After 12 months only 12% of the ICU patients 
had fully recovered to their pre- ICU level, which was less than 50% 
of the 1- year survivors at this time.

In particular, during the 1990 ties more information became 
available about the variety of problems former ICU patients experi-
enced and the first post- ICU clinic was established in UK in 1993 as 
a response to deal with this. Also, from Scandinavia, similar informa-
tion about this burden in former ICU patients have been revealed,2 
with weight loss, disability and unpleasant memories being frequent 
7- 8 months after discharge. After a conference in 2012 there was 
an agreement to collectively call all new physical or mental prob-
lems described in patients short time after surviving intensive care 
the post- intensive care syndrome (PICS).3 A comprehensive review 
of the PICS can be found in the recently published book: The Post- 
Intensive Care Syndrome4 where all its physical, cognitive and psy-
chological aspects are described in detail.

In this respect, it would have been very surprising if survivors 
after severe covid- 19 disease would escape PICS. On the contrary, it 
must be expected that they will follow the same path. Physical (dys-
pnoea) and mental (depression and cognitive impairment) problems 
are increasingly described after severe post- COVID- 19 disease.

In this issue of Acta a research group from Milan in Italy present 
results from a 3 months follow- up study among critically ill Covid- 19 
ARDS patients.5 Their study cohort consisted of 39 Covid- 19 ARDS 
patients intubated and ventilated for median 9 and hospital stays for 
median 30 days. At 2 months after hospital discharge only a minority 
was back to work, and their most common reported health issues 
were loss of body mass in 38%, malnutrition in 62%, exertional dys-
pnoea in 51%, pain or discomfort in 41%, alterations of sense of smell 
or taste in 49%. In this cohort very few patients reported psycholog-
ical distress or cognitive declines.

What we at present know of long- term outcomes after severe 
COVID- 19 disease is far from complete, since the disease just 
emerged a little more than one year ago. Two months follow- up is 
not long, but studies on recovery trajectories after COVID- 19 criti-
cal illness are important for many reasons.6,7 Such knowledge help 
physicians, patients and families shape more realistic expectations 
about what recovery paths might entail.8

Also, patients with milder COVID- 19 disease have reported 
problems after active disease, and long- term outcomes seems not 

to be related to the severity of the disease.9 The most frequently re-
ported long- term problem in milder cases are fatigue and breathing 
problems, and patients still having problems after 3 months should 
be offered a formal follow- up with chest x- ray.

In patients after severe COVID- 19 related problems are re-
ported, and in a recent study from Spain in 91 survivors a decrease 
in quality of life was reported in more than 2 out of 3 patients,10 and 
similar results have been documented from France.11 We will most 
likely see an increase in such studies from many countries, including 
our region. Mortality from COVID- 19 intensive care treated patients 
in our part of the world have been found to be rather low12- 14 so it 
will be of interest to follow if survivors from these studies will reveal 
the same patters as previously described.

Obviously severe COVID- 19 infections will give health care a 
“double” hit, first a rather high morbidity and mortality rate while 
patients are in the ICU and the hospital, then in survivors where 
many will develop PICS. The first have been met with a remark-
able effort to increase hospital and ICU capacity nearly all over 
the world, the second more silent hit is far from solved. Just a 
few countries have a nation- wide system to take care of this huge 
problem with standardized follow- up in dedicated facilities and 
possibilities for active rehabilitation. Also, in the Nordic area such 
resources are frequently lacking, and to deliver such care must be 
given a higher priority. If established now, such facilities can con-
tinue to be used after the pandemic in our “ordinary” ICU survivors 
who will continue to develop similar problems after the COVID- 19 
pandemic is gone.
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