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Peer support to improve recovery following critical
care discharge: a case-based discussion
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CASE PRESENTATION
We report the case of a self-employed builder aged
58-years, with a medical history of ischaemic heart
disease and type II diabetes. He was transferred to
our intensive care unit (ICU) from another local
hospital for treatment of gallstone pancreatitis. He
stayed in critical care for 19 days, with a total hos-
pital stay of 9 weeks. He and his wife have con-
sented to the presentation of their case.
This patient required level three care (ICU care)

for 3 days. He required level two care (high
dependency care) for a further 16 days due to com-
plications related to his acute kidney injury and
pancreatitis. He was mechanically ventilated for
3 days with a worst P/F ratio of 150 mmHg and
underwent renal replacement therapy for 8 days. As
per standard practice in the ICU at the time, he was
visited by physical therapy on 17 of his 19 ICU
days. This patient has two children and a wife who
works as a Nursery Teacher. After discharge from
hospital, he returned to his own home.
At discharge from hospital, aerobic capacity was

assessed using the incremental shuttle walk test.
The patient scored a metabolic equivalent of 2.4
on this test (this represents an ability to undertake
a low intensity exercise programme).1 Grip strength
measurements were obtained and were 16 kg (right
hand) and 12 kg (left hand), less than half of
expected when compared with the population
norm.2

At home, further nutritional support from a naso-
gastric tube (NGT) was required. The patient also
had significant fatigue, limb weakness, lethargy,
decreased balance and shortness of breath. At
2 months post-discharge from hospital, neither he
nor his wife had returned to work. In light of these
problems, at 2 months post-ICU discharge, both the
patient and his wife were invited to participate in
Intensive Care Syndrome: Promoting Independence
and Return to Employment (InS:PIRE).

INTENSIVE CARE SYNDROME: PROMOTING
INDEPENDENCE AND RETURN TO
EMPLOYMENT
InS:PIRE is based on the theoretical model of salu-
togenesis. Salutogenesis, which has as the central
component ‘sense of coherence’, focuses on com-
prehensibility, manageability and meaningfulness to
create and improve health.3

InS:PIRE is a short 5-week, person-centred, peer
support programme, which aims to empower
patients to take control of their health and well-
being (table 1). Patients and their caregivers

co-designed the InS:PIRE programme.4 It is a pro-
gressive series of meetings, three of which are
between one clinician and the patient and care-
giver; the final two are group sessions. Each
meeting is structured in two parts: a diagnostic
phase, to identify problems the patient and care-
giver are having based on both review of their ICU
and postdischarge medical record as well as inter-
view; and an interventional phase, where individu-
ally identified problems are targeted. Due to the
frequent and high burden of problems, these diag-
nostic/interventional meetings are divided into sep-
arate domains as shown in table 1, with frequent
co-ordination between clinicians each week to
ensure full coverage.
Due to of the high prevalence of weakness and

physical disability among critical illness survivors,
each week patients receives 1 hour of physiotherapy
as a group. This session helps support patients to
undertake basic activity around their home. Within
InS:PIRE, former patient and caregiver volunteers
run an informal discussion. They offer current
patients and caregivers the opportunity to discuss
their recovery and give information and support
from the perspective of someone who has been
through similar experiences. They also offer hope
for those still experiencing difficulty.
There have been a number of randomised con-

trolled trials (RCTs) showing no population-wide
benefit of specific therapeutic approaches in
post-ICU work.5 InS:PIRE differs from such tar-
geted therapies in several aspects: it includes a
Multi-professional diagnostic evaluation, so that
personalised and multiple therapies can be brought
to bear for any patient, rather than prespecifying a
single dominant approach; it occurs much earlier
than some of past interventions (eg, in contrast to
PRACTICAL’s 3-month first contact); it was code-
signed with heavy patient and caregiver involve-
ment from the beginning; it is more intensive,
involving five consecutive weeks and it includes
integrative peer support, pharmacy and social
agency involvement, which have not in general
been previously tested.6 RCT testing of approaches
such as InS:PIRE is necessary, but likely several
years away from reporting results.

INTERVENTIONS DELIVERED DURING THE
INS:PIRE PROGRAMME
Our patient and his wife suffered from a constella-
tion of problems common among survivors of crit-
ical illness. These included muscle weakness, highly
disorganised home medication regime, depression
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(in both the patient and spouse) and dietary insufficiency. These
problems were overlapping and mutually reinforcing; they were
also exacerbated by a poor sense of self-efficacy. InS:PIRE seeks
to aggressively intervene early to break this cycle, promoting
more rapid recovery.

ICU-acquired muscle weakness is poly-factorial and a com-
bined neuromuscular problem lacking targeted therapy, but is
quite common even in patients such as those with only 3 days of
mechanical ventilation. In order to address the muscle weakness,
this patient aged 58 years and his wife attended a weekly exer-
cise class for 5 weeks, which focused specifically on upper and
lower limb strengthening, balance re-education and increasing
aerobic capacity. He also attended and contributed to five educa-
tional discussions based on an ethos of self-management on
topics such as the benefits of exercise, pacing and ICU-acquired
weakness. A specific strengthening exercise programme was pro-
vided to help manage with his muscle weakness. He was keen to
continue increasing his fitness levels on discharge from the pro-
gramme and was referred to his local gym for further
rehabilitation.

Our patient’s aspirin, atorvastatin, moxonidine, bendroflua-
zide and perindopril had been held during the hospital admis-
sion and not restarted. There was neither any plan made for
them to be restarted nor communication as to why they should
be permanently discontinued. Previous data suggest that this is
not uncommon.7 During the pharmacy intervention medicines
were reconciled, comparing pre-ICU admission medications,
what he received during his ICU stay, and what he was on at the
InS:PIRE visit. A letter was sent to the patient’s family physician
to highlight these omissions and it was recommended that an
appointment was made for ongoing blood pressure monitoring.
A National Patient Safety Foundation Framework –‘Ask Me 3’
document was created with the patient regarding the medication
issues identified. He was encouraged to use this document as a
guide to discuss the above medication changes with his local
family physician. A medication passport was completed; this is a
booklet that documents his current medications and the reasons
for taking them.

Many of the problems of ICU survivorship can only be reme-
diated by active sustained efforts by the patient on his or her
own behalf. From our own experience, while there is little
about this in the ICU literature, it is common in our population.
During the family session with the nurse and medic, a lay

summary was provided that documented the ICU stay; the
patient was also offered the opportunity to ask any questions,
or go over any part of his hospital stay that concerned him.
Personal goals to work towards during the InS:PIRE programme
were also identified. These focused on improvement in nutrition
and removal of the NGT; improvement in his confidence
(demonstrated by driving independently) and improvement in
balance and removal of the ongoing need for a walking aid.
This patient also wanted to return to full-time employment.

Recent data from a caregiver cohort of patients with pro-
longed mechanical ventilation have demonstrated a high preva-
lence and enduring mental health difficulties for caregivers.8

Our patient’s wife also discussed the challenges that she was
facing, especially from an emotional perspective. They described
that this was the first time that they had spoken openly to one
another about the experience of ICU and the difficult recovery
trajectory which they faced. As a result, the couple pledged to
have a holiday together.

Other interventions which the couple received during the InS:
PIRE programme included group sessions with psychology and a
social prescription session. During the social prescription week,
local community resources to help with recovery were discussed
with the couple. These included support for dietary advice and
information on obtaining a disability permit for driving. The
couple also spoke with other patients and caregivers who were at
a similar stage in their recovery as well as the patient volunteers
who were also involved in delivering the programme objectives.

OUTCOMES
By the end of the 5-week InS:PIRE programme, the patient’s
NGTwas removed and he was able to provide his own nutrition
by eating little and often. He was also driving wherever he wanted
independently. He felt more confident, as evidenced by his ability
to undertake the exercises from the personalised physiotherapy
session. Furthermore, by the end of the 5-week programme, he
no longer needed the walking aid and as a result of his improved
exercise capacity he no longer required the disabled parking
badge. At the 6-month follow-up appointment, both the patient
and his caregiver had returned to full-time employment and at
1 year, the couple had been on holiday together.

Qualitative feedback from the patient about the programme
included ‘There was clarification of procedures undergone and
opportunity to ask questions. It was an acceleration to recov-
ery’. Our patient’s wife also gave feedback that included ‘it gave
me the opportunity to voice hidden fears and thoughts’.

DISCUSSION
Patients and caregivers recovering from a critical illness may
experience significant financial, social and physical challenges in
the months and years after discharge, yet there have been few
tested (and fewer proven successful) remediation programmes.
The InS:PIRE programme offers an integrated package of mutu-
ally reinforcing recovery programmes that are not widely avail-
able. In the absence of InS:PIRE, the use of peer support groups
for survivors may be a low cost alternative, as might efforts to
provide some or all of the individual pieces via individual refer-
rals. It is unknown to what extent there are beneficial interac-
tions to synchronous provision of all services—but pending such
rigorous evaluation, InS:PIRE may also provide a menu of
potential interventions that clinicians should consider.

Twitter Follow Joanne McPeake @jomcpeake22, Pamela MacTavish
@pamelamactavish, Tara Quasim @taraquasim and Theodore Iwashyna @iwashyna

Table 1 Components of the InS:PIRE programme

Week Component Description

1 Pharmacy session
(one to one)

Review current medications, analyse if they
are appropriate and deliver education as
needed

2 Nurse/medical session
(one to one)

Lay summary of ICU offered. Opportunity to
ask any questions. Personal goals are set.
Visit to ICU

3 Physiotherapy session
(one to one)

Physical areas for development are explored.
Issues related to chronic pain are reviewed.
Musculoskeletal problems are assessed and
specific exercise programmes are provided as
required

4 Psychology session
(group session)

Explores coping strategies and expected
responses to critical care

5 Social prescription
(group session)

Community groups offer support on finances,
housing, carers support and volunteering and
fitness groups

ICU, intensive care unit; InS:PIRE, Intensive Care Syndrome: Promoting Independence
and Return to Employment.
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