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Abstract
Background: Fatigue has not been investigated in long-term Intensive Care Unit (ICU) survivors. This study aimed
to assess fatigue through a specific instrument, namely the Functional Assessment of Chronic Illness Therapy
Fatigue (FACIT-F) scale, in ICU survivors one year after hospital discharge. A secondary aim was to compare the
findings of FACIT-F with those of the Vitality domain (VT) of the 36-item Short-Form Health Survey (SF-36).
Methods: This prospective cohort study was performed on 56 adult patients with a Length Of Stay (LOS) in ICU
longer than 72 h. At one year after hospital discharge, FACIT-F and SF-36 questionnaires were administered to
consenting patients by direct interview. FACIT-F was measured as raw (range 0–52), and FACIT-F-trans value (range
0–100). Past medical history, and demographic and clinical ICU-related variables were collected.
Results: The patients’ median age was 67.5, Simplified Acute Physiology Score II 31, and LOS in ICU 5 days.
The median raw FACIT-F of the patients was 41, and Cronbach’s α was 0.937. The correlation coefficient
between FACIT-F-trans and VT of SF-36 was 0.660 (p < 0.001). Both FACIT-F and VT were related to dyspnoea
scale (p = 0.01). A Bland-Altman plot of VT vs FACIT-F-trans showed a bias of –0.8 with 95 % limits of
agreement from 35.7 to –34.1. The linear regression between differences and means was 0.639, suggesting a
significant proportional bias.
Conclusions: The 13-item FACIT-F questionnaire is valid to assess fatigue of long-term ICU survivors. VT of
SF-36 relates to FACIT-F, but consists of only four items assessing two positive and two negative aspects.
FACIT-F grasps the negative aspects of fatigue better than VT. Specific tools assess specific conditions better
that general tools.
Trial registration: ClinicalTrials.gov: NCT02684877.
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Background
Fatigue, perceived by the individual as an overwhelming
sense of tiredness at rest, is one of the symptoms most
commonly reported by patients [1]. There are many
causes of pathological fatigue, including both neurological and non-neurological diseases. Within the last
group, cancer, infections, and drugs are factors associated with fatigue [1]. For many cancer patients, fatigue is
the most distressing untreated symptom that causes the
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greatest amount of interference with daily life [2]. Cancer Related Fatigue affects quality of life adversely by reducing mental and physical functioning, disturbing
mood, and interfering with usual activities [3]. A survey
on Australian and Canadian haematological cancer
survivors identified ‘Dealing with feeling tired’ as the
highest concern of survivors [4]. Interestingly, fatigue
continues to be a problem for breast carcinoma diseasefree survivors, 5–10 years after the diagnosis, especially for
women treated with both radiation and chemotherapy [5].
Some evidence suggest that patients who have been
critically ill continue to face a multitude of physical, psychological, and social difficulties in the long term after
discharge [6]. Fatigue has not been widely explored in
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Intensive Care Unit (ICU) patients but more than 50 %
of ICU survivors reported lowered energy levels and fatigue in the first year after discharge [7]. More recently,
an extensive survey on long-term complications reported
by the General Practitioners who followed ICU survivors
at one year showed that decreased exercise tolerance
and chronic fatigue were among those most often reported [8], underlying the clinical relevance of chronic
fatigue in ICU survivors. However, no study has specifically assessed fatigue among long-term ICU survivors
through a validated instrument.
Many instruments to measure fatigue have been proposed in rheumatic conditions [9]. One of the most used
is the Functional Assessment Chronic Illness TherapyFatigue (FACIT-F) scale. It was developed in 1997 to
measure fatigue in oncology patients with anaemia [10],
and has been validated in a sample of the general USA
population [11], and in patients with rheumatic diseases
[9, 12]. Recently, FACIT-F has been validated in patients
with inflammatory bowel disease [13], Chronic Obstructive Pulmonary Disease (COPD) [14, 15] and iron deficiency anaemia [16], resulting in one of the most
appropriate fatigue questionnaires [17].
Many studies on validation of fatigue questionnaires
analysed the correlation between the FACIT-F and the
Vitality domain (VT) of the general 36-item Short-Form
Health Survey (SF-36) [9]. A strong correlation was
found between FACIT-F scale and VT of SF-36, though
FACIT-F items cover a wider range of fatigue than the
VT items of SF-36 [9, 16].
The aim of the present study was to measure fatigue
through a specific instrument (FACIT-F) administered
to ICU survivors one year after discharge from the hospital. A secondary aim was to compare the findings of
fatigue assessed by FACIT-F with those obtained by the
VT of SF-36.

Methods
The study was conducted in a mixed medical-surgical
6-bed ICU of a university hospital of 710 beds located
in the Northeast of Italy. This ICU serves all thoracic,
vascular, and high-risk abdominal surgery patients
and about half of the medical ward patients of the
hospital.
All consecutive adult ICU patients discharged between
March 2013 and October 2014 were considered for enrolment. We included patients aged more than 18 years,
staying in ICU for at least 72 h, without pre-existing
cognitive dysfunction or language barrier. One year after
hospital discharge, we assessed the vital status of the patients through the Vital Statistics Offices. We excluded
patients residing farther than 30 km from the hospital,
and we contacted the ICU survivors by phone to ask
them to participate in the study. Those who agreed
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received an appointment at the hospital for a date and
time convenient for them.
The demographics and clinical data of the study patients were retrieved from the ICU database. The software for this (PROSAFE) is made available by the Italian
GiViTI group, and has been used in the study ICU since
2008 for daily collection and storage of patient data. For
each participant, the following information was retrieved: gender, age, Body Mass Index (BMI), preexisting comorbidities (like hypertension, COPD, cardiac
failure of NYHA class III or IV, and diabetes), reason for
ICU admission, type of admission (elective surgery,
emergency surgery, or medical admission), date of hospital and ICU admission, presence of severe sepsis or
septic shock (at ICU admission or during ICU stay),
main treatments received (administration of vasoactive
amines, mechanical ventilation, renal replacement techniques), date of ICU and hospital discharge and vital status at hospital discharge. The following computed data
were also retrieved: Simplified Acute Physiology Score
(SAPS) II [18] and Sequential Organ Failure Assessment
(SOFA) Score [19] which referred to the first 24 h in
ICU, and Length Of Stay (LOS) referring to the number
of days in ICU and in hospital after ICU discharge.
Instruments

At the time of the appointment at the hospital, a researcher not involved in the care of the patient during
his/her stay in ICU welcomed the patient, obtained
signed consent, and administered the following questionnaires in a calm and confidential environment. The
time scheduled for each appointment was 30 min and it
was generally observed.
The Functional Assessment of Chronic Illness Therapy
for Fatigue (FACIT-F) scale is a sub-scale of a general
questionnaire developed to assess anaemia-related symptoms in cancer patients [10]. FACIT-F consists of 13
items referring to the previous seven days. Each item allows five response options from ‘Not at all’ (scored 4) to
‘Very much’ (scored 0) with two items needing a reverse
score. The scores are summed, multiplied by 13, then divided by the number of items actually answered, thereby
allowing calculation for missing items. The final (raw)
score ranges from 0 to 52, with higher scores representing less fatigue, and lower scores more fatigue. The raw
scores can be transformed into interval measures
(FACIT-F-trans) ranging from 0 to 100, according to an
interval metric proposed by Cella et al. [11].
The Short-Form 36 (SF-36 version 1) [20] was administered in the previously validated Italian version [21].
The questionnaire refers to the four previous weeks, and
consists of eight multi-item dimensions, i.e., physical
functioning (PF), role limitation due to physical problems (RP), bodily pain (BP), general health (GH), vitality
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(VT), social functioning (SF), role limitation due to emotional problems (RE), and mental health (MH). Scores
with a range from 0 to 100 are obtained for each dimension. Higher scores represent better functioning. Differences in SF-36 scores of more than 5 points were
reported as clinically meaningful [22].
The Medical Research Council Dyspnoea (MRCD) Scale
is suitable to assess the extent to which breathlessness affects patient mobility during daily activities [23]. It consists of five statements about perceived breathlessness,
from grade 1 (breathless with strenuous exercise) to grade
5 (too breathless to leave the house). We administered the
MRCD Scale to check for a correlation between this scale
and both FACIT-F and VT of SF-36. We predicted that
FACIT-F scores would be significantly worse (lower) in
patients with mobility affected by breathlessness than in
those without it. This analysis was performed to demonstrate the construct validity of both FACIT-F and VT.

Fig. 1 Flowchart of the study patients
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The Ethics Committee of the Province of Ferrara approved the study protocol (n. 140696), and required the
written consent of each participant. We received permission for the appointed institution to use the FACIT-F
and SF-36 questionnaires.
Statistics

Categorical data are presented as count (%). The ShapiroWilk test was used to assess whether continuous variables
were normally distributed, and data are shown as mean
(±SD), or median with 1st and 3rd quartiles [Q1-Q3], accordingly. A Chi squared test, or a Fisher’s exact test when
appropriate, was used for categorical comparisons, and a
Mann-Whitney U test for comparisons of non-normally
distributed variables. We investigated the internal
consistency of the FACIT-F questionnaire using Cronbach’s α coefficient. Spearman’s correlation coefficient was
used to analyse correlations between FACIT-F and VT of
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SF-36, and between both FACIT-F and VT and the MRCD
Scale. The Bland Altman plot was used to assess the
agreement between FACIT-F-Trans and VT of SF-36
(both ranging 0-100). Linear regression between the differences and the means, which should be close to zero, was
used to evaluate the presence of a proportional bias.
For each SF-36 dimension, we computed the normal
values for a population matched to our study patients
for gender and age [24], and we compared mean values
of our study patients with the Italian adjusted normative
population using an unpaired t test.
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A Type I error in two-tailed tests was considered significant (α 0.05). Statistical analysis was performed using
the software packages SPSS v. 11.5 (IBM, New York,
USA) and STATA 12.1 (StataCorp, Texas, USA).
Due to the lack of studies specifically assessing fatigue
in long-term ICU survivors, we relied on the raw values
of FACIT-F (43.6 ± 9.4) for the general USA population
[11]. To detect a 10 % difference (4.36) between the
mean score of our patients and that of the general USA
population (α = 0.05, power = 0.80), the necessary sample
size was calculated as 37 patients. Considering that

Table 1 Clinical characteristics of the patients interviewed and missing the interview (refusals excluded). Data are shown as median
with quartiles [Q1-Q3]. Categorical data are reported as number with percentage in brackets
Interviewed

Missing the interview

p value*

Patients, n (%)

56

59

Gender male, n (%)

38 (67.8)

39 (66.1)

0.844

Age, years, median [Q1-Q3]

67.5 [59.0-74.0]

73 [62.7-77.0]

0.214

Body Mass Index, kg/m2, median [Q1-Q3]

26.8 [23.5-30.6]

24.7 [22.1-27.3]

0.018

absent

14 (25.0)

18 (30.5)

0.798

one

25 (44.6)

25 (42.4)

more than one

17 (30.4)

16 (27.1)

20 (35.7)

24 (40.7)

Comorbidities, n (%)

Type of ICU admission, n (%)
Medical
Urgent surgical

24 (42.9)

20 (33.9)

Elective surgical

12 (21.4)

15 (25.4)

17 (30.4)

25 (42.4)

Cardiovascular pathology

9 (16.0)

8 (13.6)

Gastrointestinal pathology

25 (44.6)

21 (35.6)

0.612

Diagnostic group, n (%)
Respiratory pathology

Neurological pathology

3 (5.4)

1 (1.7)

Trauma

1 (1.8)

1 (1.7)

Other

0.793

1 (1.8)

2 (3.4)

SAPS II score, median [Q1-Q3]

31 [27.0-37.7]

33 [26.0-48.2]

0.231

SOFA score, median [Q1-Q3]

4.0 [3.0-6.0]

4.0 [2.0-8.0]

0.389

Severe sepsis/septic shock, n (%)
at ICU admission

15 (26.8)

16 (27.1)

0.568

during ICU stay

18 (32.1)

19 (32.2)

0.994

48 (85.7)

47 (79.7)

0.465

Treatments received in ICU
Mechanical ventilation, n (%)
a

Duration of MV , days, median [Q1-Q3]

3 [1.2-9.0]

4 [2.0-10.2]

0.328

Vasoactive amines, n (%)

13 (23.2)

22 (37.3)

0.110

Renal Replacement Treatment, n (%)
LOSb in ICU, days, median [Q1-Q3]
b

LOS in hospital, days, median [Q1-Q3]
*

p value: statistical significance
a
MV mechanical ventilation
b
LOS length of stay

1 (1.8)

1 (1.7)

0.970

5 [3.0-12.0]

7 [5.0-12.2]

0.012

10.5 [7.0-17.0]

8.5 [5.0-15.5]

0.103
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long-term mortality and dropouts could markedly decrease the number of the patients who can be assessed
at one year, we decided that the time hypothetically requested for reaching the sample size was about
16 months (March 2013 - October 2014).

Results
During the study period, 439 patients were discharged
from the ICU alive (Fig. 1). Two hundred and forty of
them, who stayed in ICU less than 72 h, as well as 6 patients with a pre-existing cognitive disorder and 4 patients with language barriers, were excluded. Of the
remaining 189 patients, 25 died in hospital after ICU
discharge, and 34 were dead at one year according to the
Vital Statistics Offices. Of the 130 patients alive one year
after ICU discharge, 15 refused to participate in the
study, and no information about them was collected.
Thirty-nine patients who lived farther than 30 km from
the hospital, 12 patients who were not found despite multiple attempts to contact them, six patients hospitalized at
one year, and two homeless people could not be interviewed. At one year, we directly interviewed 56 patients.
The clinical characteristics of the study group and of
the 59 patients who missed the interview (Fig. 1) are reported in Table 1. The two groups showed a statistically
significant difference in the BMI and in the LOS in ICU.
Of the patients assessed at one year (mean age 67.0 ±
10.6 y), only 25 % had no comorbidity. While 36 of the
study admissions were surgical (64.3 %), with 24 urgent
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and 12 elective admissions, the other 20 admissions were
medical (35.7 %). The most common reasons for ICU
admission were acute respiratory failure (48) and severe
sepsis or septic shock (15) amounting to 85.7 % and
26.8 % respectively. Forty-eight patients (85.7 %) received
mechanical ventilation (mean duration 6.5 ± 9.8 days,
range 1-54), and 13 (23.2 %) received vasoactive amines.
The mean raw FACIT-F score of the study patients
was 39.1 (±10.1, median 41, Q1-Q3 34-47), and the
FACIT-F-trans value was 66.4 (±12.4, median 66, Q1-Q3
59-74). Cronbach’s α of FACIT-F was 0.937. The correlation coefficient between the FACIT-F-trans and the VT
of SF-36 was 0.660 (p < 0.001). The Bland Altman plot of
FACIT-F-Trans vs VT showed a bias of -0.8 with 95 %
limits of agreement from -34.1 to 35.7 (Fig. 2). The linear regression between differences and means was 0.639,
suggesting a significant proportional bias.
The SF-36 data for the study group and the adjusted
Italian population [24] are reported in Table 2. The radar
chart for the study group and the adjusted Italian normal population is shown in Fig. 3.
Eighteen patients (32 %) reported a perceived breathlessness grade of one (normal value) on the MRCD
Scale. Of the remaining patients, 17 (30 %) were in the
second grade, 10 (18 %) in the third, 8 (14 %) in the
fourth and 3 (6 %) in the fifth grade of the MRCD Scale.
The correlation coefficient between the MRCD Scale
and FACIT-F-Trans was -0.593 (p = 0.01), and that between the MRCD Scale and VT was -0.430 (p = 0.01).

Fig. 2 Bland-Altman plot to assess the agreement between FACIT-F-Trans and Vitality dimension (VT) of SF-36. Each marker represents one
patient. The x-axis shows the mean value of the two assessments and the y-axis shows the difference between the two assessments. The solid line
represents the overall mean difference, and the dashed lines represents the 95 % limits of agreement (1.96 SD mean difference). Where perfect
agreement is observed, individual points line up along the 0 line of the y-axis
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Table 2 Short Form-36 data of the study patients shown as
mean, Standard Deviation (SD), median and quartiles [Q1-Q3].
For each SF-36 dimension, the values for the study patients
and the normative values are reported, with delta value (mean
of study patients –normative mean). Negative delta values
represent a quality of life of the study patients worse than that
of the normal population
Study patients

Normative valuesa

Delta

p value *

-3.1

0.510

-15.9**

0.006

+10

0.021

+6.2

0.074

+10.3

0.001

-2.9

0.435

-4.0

0.496

+10.1

0.001

b

SF-36
PF

RP

BP

GH

VT

SF

RE

MH

mean

65.89

68.95

SD

29.45

18.21

Median

75

Q1-Q3

44-90

mean

48.66

64.61

SD

39.14

15.47

Median

50

Q1-Q3

0-100

mean

73.98

63.95

SD

29.81

11.37

Median

84

Q1-Q3

52-100

mean

60.05

53.81

SD

23.19

11.38

Median

67

Q1-Q3

39-77

mean

65.63

55.34

SD

20.45

8.14

Median

68

Q1-Q3

50-80

mean

76.79

79.70

SD

26.91

6.61

Median

88

Q1-Q3

59-100

mean

72.02

68.06

SD

42.06

10.16

Median

100

Q1-Q3

58-100

mean

72.21

62.06

SD

20.14

5.92

Median

76

Q1-Q3

60-88

a
Data of the Italian normative sample collected by Apolone et al. [24]
adjusted for gender and age
b
PF physical functioning, RP role limitation due to physical problems, BP bodily
pain, GH general health, VT vitality, SF social functioning, RE role limitation due
to emotional problems, MH mental health (range 0-100 with higher scores represent better functioning)
*
p value: statistical significance according to unpaired t test
** Delta value showing a minimum clinically significant difference of more
than 5 points, consistent with quality of life worse than the adjusted
normal population
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Discussion
Chronic fatigue is distressing and greatly interferes with
daily activities. It may result from depression but can
also cause it, and however worsens the quality of life of
patients and their families. Assessing fatigue by a validated instrument is important because it may allow physicians to take care of the patients with chronic fatigue
and their families.
Our study patients reported a value of fatigue, assessed
by the FACIT-F scale, not too far from that of the general USA population (median 41 vs 47) [11]. The
FACIT-F-trans values were significantly related to the
VT of SF-36 (Spearman’s rho 0.660). The VT dimension
of SF-36 reported by these patients was better than that
of the adjusted Italian population (mean 65.6 vs 55.3),
both statistically (p = 0.001), and clinically (because it
was higher than 5 points [22]). The Bland-Altman plot
of SF-36 VT versus FACIT-F-trans showed a small bias
(-0.8), but wide limits of agreement and proportional
bias.
This is the first study where the FACIT-F questionnaire was administered to former ICU patients. One year
after hospital discharge, the mean raw FACIT-F score,
which has a range 0-52, was 39.1 ± 10.1. The mean raw
values reported in studies performed in different settings
ranged from 29.1 [25] to 35.8 [12] in rheumatologic diseases, from 24 ± 11 in iron deficiency anaemia [16] to
23.9 ± 12.6 in anaemic cancer patients [11], and from
40.0 ± 9.8 in non-anaemic cancer patients [11] to 43.6 ±
9.4 in a sample of the general USA population [11].
Therefore, fatigue reported by our study patients was
lower than that reported in studies performed in patients, and more similar to that of a normal USA
population.
As far as validation of FACIT-F is concerned, Cronbach’s α of 0.937 for our patients was high, and similar
to that reported by others [12, 13, 16]. This finding indicates good reliability of the questionnaire, whose questions are likely to measure the same construct.
Moreover, the FACIT-F values did not show a floor or
ceiling effect (data not shown). We also tested the construct validity considering that the grade of the MRCD
scale should be related to fatigue, and we found that
FACIT-F was significantly related to the MRCD scale.
Therefore, we can conclude that the FACIT-F questionnaire is valid for ICU survivors assessed at one year.
The secondary aim of our study was to verify whether
the VT domain of SF-36, which is widely used in the assessment of ICU patients at follow-up, could substitute
the most specific FACIT-F questionnaire. We found a
good correlation between FACIT-F-trans (range 0-100),
and VT of SF-36 (rho 0.660, p < 0.001). The Bland
Altman plot showed a bias of -0.8 with 95 % limits of
agreement from -34.1 to 35.7. These wide limits of
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Fig. 3 Comparison between the mean values of the dimensions of Short-Form 36 reported by the study patients and those of the Italian adjusted
(ADJ) normative population using unpaired t test. PF: physical functioning; RP: role limitation due to physical problems; BP bodily pain; GH: general
health; VT: vitality; SF: social functioning; RE: role limitation due to emotional problems; MH: mental health

agreement, and the significant proportional bias found
by the linear regression suggest that VT does not allow
an accurate assessment of fatigue. The reason for this
discrepancy between correlation and agreement of
FACIT-F and VT may depend on the items assessed by
each questionnaire. The FACIT-F consists of 13 items,
assessing 11 negative and 2 positive aspects (An5 ‘I have
energy’, and An7 ‘I am able to do my usual activities’),
while the VT of SF-36 consists of 4 items, that assess 2
positive and 2 negative aspects. We can hypothesize that
FACIT-F may grasp the negative aspects of fatigue better
than VT.
The VT of SF-36 in our patients was clinically better
than that of the adjusted Italian normal population [24].
In detail, values clinically worse (mean of study patients
minus normative mean > 5) than that of the adjusted
Italian normal population were found for RP, while clinically better values were found for BP, GH, and MH dimensions (Table 2). Many studies assessing quality of
life at one year by SF-36, in mixed ICU patients of different countries, generally found values of SF-36 dimensions clinically lower than that of the adjusted normal
population [26–31]. Hence, our patients experienced a
relatively good quality of life one year after hospital discharge, comparable to that of the adjusted Italian normal
population. We do not have an explanation for this finding. Nevertheless, Chiumello et al. [32], who evaluated
26 Italian ARDS patients ventilated in supine or prone
position at the one-year stage, had similar results. Interestingly, the assessments of both our patients and those

of Chiumello et al. [32] were performed by direct interview at the hospital, and the percentages of the eligible
patients assessed were 43 % and 39 %, respectively. We
excluded patients residing farther than 30 km from the
hospital, and Chiumello et al. [32] excluded patients residing more than 40 km from the hospital. Of the 15 patients (11.5 %) who refused to participate, some claimed
that they had difficulty in reaching the hospital. Therefore, the assessment of patients at the hospital may create a selection bias. An alternative hypothesis is that the
Italian normative sample, collected in 1995 [24], may
not be suitable for comparisons after 20 years. Indeed,
the country with the world's second highest life expectancy in 2012 and 2013 [33], has a relatively healthy cuisine and diet, and a good healthcare system. Possibly, all
these factors may have positively affected health-related
quality of life over time, with better actual normal values
than in the past.
This study has strengths and limitations. As far as the
former are concerned, the comparison between the patients interviewed and those missing the interview
showed no statistically significant differences, except for
BMI and LOS in ICU, which were slightly different
(Table 1). Therefore, our findings should be of general
value although we cannot rule out any undetected selection bias. The exclusion of patients living over 30 km
from the hospital is a limitation, and we do not know
whether some refusals may mask any symptoms related
to Post Traumatic Stress Disorder [34]. Collecting data
by direct interview allowed us to have very little missing
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data (33 of 2744 items, 0.01 %), and guarantees the absence of interference from family members or other persons in the answers to the questionnaires. Moreover, it
allowed all patients to give their written informed consent to the study, as required by the Ethics Committee.

Conclusions
This study validates the 13-item FACIT-F scale to assess
fatigue in ICU survivors one year after hospital discharge. The Vitality dimension of SF-36 correlates with
the FACIT-F scale, but consists of only four items assessing two positive and two negative aspects of vitality.
FACIT-F grasps the negative aspects of fatigue better
than the Vitality dimension of SF-36. Specific tools assess specific conditions better that general tools. This information should be useful for future studies designed to
investigate fatigue in former ICU patients.
Abbreviations
ARDS: Acute respiratory distress syndrome; BMI: Body mass index; BP: Bodily
pain; COPD: Chronic obstructive pulmonary disease; FACIT-F: Functional
assessment of chronic illness therapy fatigue; GH: General health;
ICU: Intensive care unit; MH: Mental health; MRCD: Medical research council
dyspnoea; PF: Physical functioning; RE: Role limitation due to emotional
problems; RP: Role limitation due to physical problems; SAPS: Simplified
acute physiology score; SF: Social functioning; SF-36: 36 items short-form
health survey; SOFA: Sequential organ failure assessment; VT: Vitality domain
Acknowledgements
We thank the FACIT.org (USA) for providing us the appropriate language
version of the FACIT-F scale, and the Istituto Mario Negri (Milan, Italy) for
allowing us to use the PROSAFE software of the Italian GiViTI group, and the
Italian version of SF-36.
Fundings
This study was supported by University of Ferrara (Italy).
Availability of data and materials
Data sharing consent was not obtained. Ethics Committee of Ferrara (Italy)
have advised us that public sharing of our data would not be compatible
with Italian legislation. Requests for data access may be sent to
m.voci@ospfe.it. Such requests will be evaluated individually by the research
office at Ferrara hospital according to the Italian personal data act.
Authors’ contributions
SS and MC conceived and designed the study. RR and EM contributed to
study conception, analysis and interpretation of data, and revised the
manuscript. ST and SB contributed to data collection, acquisition, analysis
and interpretation, and revised the manuscript. GV and FDC performed data
extraction, statistical analysis, and reviewed the manuscript. SS and MC draft
the manuscript. CAV performed a substantial critical revision. All authors
meet all authorship requirements, read and approved the final version.
Competing interests
The authors declare that they have no competing interests..
Consent for publication
Not applicable.
Ethics approval and consent to participate
All participants signed an informed consent form. The present study was
conducted in accordance with the Declaration of Helsinki. The Ethics
Committee of the Province of Ferrara approved the study protocol (n.
140696).

Page 8 of 9

Declarations
Study data were presented in part at the Congress of the European Society
of Intensive Care Medicine, Milan 3-5 October 2016.
Author details
1
Department of Morphology, Experimental Medicine and Surgery, Section of
Anaesthesia and Intensive Care, University of Ferrara, Azienda
Ospedaliero-Universitaria S. Anna, Via Aldo Moro, 8. 44121, Cona, Ferrara,
Italy. 2Research and Innovation Office, Azienda Ospedaliero-Universitaria S.
Anna, Cona, Ferrara, Italy.
Received: 2 July 2016 Accepted: 12 October 2016

References
1. Finsterer J, Mahjoub SZ. Fatigue in healthy and diseased individuals. Am J
Hosp Palliat Care. 2014;31:562–75.
2. Richardson A. Fatigue in cancer patients: a review of the literature. Eur J
Cancer Care. 1995;4:20–32.
3. Barsevick AM, Irwin MR, Hinds P, Miller A, Berger A, Jacobsen P, Ancoli-Israel
S, Reeve BB, Mustian K, O'Mara A, Lai JS, Fisch M, Cella D. National Cancer
Institute Clinical Trials Planning Meeting. Recommendations for high-priority
research on cancer-related fatigue in children and adults. J Natl Cancer Inst.
2013;105:1432–40.
4. Hall A, Campbell HS, Sanson-Fisher R, Lynagh M, D'Este C, Burkhalter R,
Carey M. Unmet needs of Australian and Canadian haematological cancer
survivors: a cross-sectional international comparative study. Psychooncology.
2013;22:2032–8.
5. Bower JE, Ganz PA, Desmond KA, Bernaards C, Rowland JH, Meyerowitz BE,
Belin TR. Fatigue in long-term breast carcinoma survivors: a longitudinal
investigation. Cancer. 2006;106:751–8.
6. Capuzzo M, Bianconi M. Our paper 20 years later: 1-year survival and 6month quality of life after intensive care. Intensive Care Med.
2015;41:605–14.
7. Chaboyer W, Grace J. Following the path of ICU survivors: a qualityimprovement activity. Nurs Crit Care. 2003;8:149–55.
8. Steenbergen S, Rijkenberg S, Adonis T, Kroeze G, van Stijn I, Endeman H.
Long-term treated intensive care patients outcomes: the one-year mortality
rate, quality of life, health care use and long-term complications as reported
by general practitioners. BMC Anesthesiol. 2015;15:142.
9. Hewlett S, Dures E, Almeida C. Measures of fatigue: Bristol Rheumatoid
Arthritis Fatigue Multi-Dimensional Questionnaire (BRAF MDQ), Bristol
Rheumatoid Arthritis Fatigue Numerical Rating Scales (BRAF NRS) for
severity, effect, and coping, Chalder Fatigue Questionnaire (CFQ), Checklist
Individual Strength (CIS20R and CIS8R), Fatigue Severity Scale (FSS),
Functional Assessment Chronic Illness Therapy (Fatigue) (FACIT-F), MultiDimensional Assessment of Fatigue (MAF), Multi-Dimensional Fatigue
Inventory (MFI), Pediatric Quality Of Life (PedsQL) Multi-Dimensional Fatigue
Scale, Profile of Fatigue (ProF), Short Form 36 Vitality Subscale (SF-36 VT),
and Visual Analog Scales (VAS). Arthritis Care Res (Hoboken). 2011;63 Suppl
11:S263–86.
10. Yellen SB, Cella DF, Webster K, Blendowski C, Kaplan E. Measuring fatigue
and other anemia-related symptoms with the Functional Assessment of
Cancer Therapy (FACT) Measurement System. J Pain Symptom Manage.
1997;13:63–74.
11. Cella D, Lai JS, Chang CH, Peterman A, Slavin M. Fatigue in cancer patients
compared with fatigue in the general United States population. Cancer.
2002;94:528–38.
12. Chandran V, Bhella S, Schentag C, Gladman DD. Functional assessment of
chronic illness therapy-fatigue scale is valid in patients with psoriatic
arthritis. Ann Rheum Dis. 2007;66:936–9.
13. Tinsley A, Macklin EA, Korzenik JR, Sands BE. Validation of the functional
assessment of chronic illness therapy-fatigue (FACIT-F) in patients with
inflammatory bowel disease. Aliment Pharmacol Ther. 2011;34:1328–36.
14. Stridsman C, Müllerova H, Skär L, Lindberg A. Fatigue in COPD and the
impact of respiratory symptoms and heart disease–a population-based
study. COPD. 2013;10:125–32.
15. Stridsman C, Skär L, Hedman L, Rönmark E, Lindberg A. Fatigue Affects
Health Status and Predicts Mortality Among Subjects with COPD: Report
from the Population-Based OLIN COPD Study. COPD. 2015;12:199–206.

Spadaro et al. Health and Quality of Life Outcomes (2016) 14:148

16. Acaster S, Dickerhoof R, DeBusk K, Bernard K, Strauss W, Allen LF. Qualitative
and quantitative validation of the FACIT-fatigue scale in iron deficiency
anemia. Health Qual Life Outcomes. 2015;13:60.
17. Egerton T, Riphagen II, Nygård AJ, Thingstad P, Helbostad JL. Systematic
content evaluation and review of measurement properties of questionnaires
for measuring self-reported fatigue among older people. Qual Life Res.
2015;24:2239–55.
18. Le Gall JR, Lemeshow S, Saulnier F. A new simplified acute physiology score
(SAPS II) based on a European/North American multicenter study. JAMA.
1993;270:2957–63.
19. Vincent JL, de Mendonça A, Cantraine F, Moreno R, Takala J, Suter PM,
Sprung CL, Colardyn F, Blecher S. Use of the SOFA score to assess the
incidence of organ dysfunction/failure in intensive care units: results of a
multicenter, prospective study. Working group on "sepsis-related problems"
of the European Society of Intensive Care Medicine. Crit Care Med. 1998;26:
1793–800.
20. Ware JE, Sherbourne CD. The MOS 36-item Short-Form health status survey
(SF-36). I. Conceptual framework and item selection. Med Care. 1992;30:473.
21. Apolone G, Mosconi P. The Italian SF-36 Health Survey: translation,
validation and norming. J Clin Epidemiol. 1998;51:1025–36.
22. Ware JE, Snow KK, Kosinski M. Gandek B SF-36 health survey: Manual and
interpretation guide. Boston: The Health Institute; 1993.
23. Bestall JC, Paula EA, Garroda R, Garnhama R, Jonesb PW, Wedzichaa JA.
Usefulness of the Medical Research Council (MRC) dyspnoea scale as a
measure of disability in patients with chronic obstructive pulmonary
disease. Thorax. 1999;54:581–6.
24. Apolone G, Mosconi P, Ware J. Il questionario sullo stato di salute SF-36.
Manuale d’uso e Guida all’Interpretazione dei Risultati. Milan: Guerini Ed
Associati; 1997.
25. Kwakkenbos L, Willems LM, Baron M, Hudson M, van den Ende CH, Thombs
BD, Canadian Scleroderma Research Group. The comparability of English,
French and Dutch scores on the Functional Assessment of Chronic Illness
Therapy-Fatigue (FACIT-F): an assessment of differential item functioning in
patients with systemic sclerosis. PloS one. 2014;17(9(3)):e91979.
26. Pettilä V, Kaarlola A, Mäkeläinen A. Health-related quality of life of multiple
organ dysfunction patients one year after intensive care. Intensive Care
Med. 2000;26:1473–9.
27. Myhren H, Ekeberg Ø, Stokland O. Health-related quality of life and return
to work after critical illness in general intensive care unit patients: a 1-year
follow-up study. Crit Care Med. 2010;38:1554–61.
28. Orwelius L, Nordlund A, Nordlund P, Simonsson E, Bäckman C, Samuelsson
A, Sjöberg F. Pre-existing disease: the most important factor for health
related quality of life long-term after critical illness: a prospective,
longitudinal, multicentre trial. Crit Care. 2010;14:R67.
29. Griffiths J, Hatch RA, Bishop J, Morgan K, Jenkinson C, Cuthbertson BH, Brett
SJ. An exploration of social and economic outcome and associated healthrelated quality of life after critical illness in general intensive care unit
survivors: a 12-month follow-up study. Crit Care. 2013;17:R100.
30. Cuthbertson BH, Scott J, Strachan M, Kilonzo M, Vale L. Quality of life before
and after intensive care. Anaesthesia. 2005;60:332–9.
31. Hofhuis JG, van Stel HF, Schrijvers AJ, Rommes JH, Spronk PE. ICU survivors
show no decline in health-related quality of life after 5 years. Intensive Care
Med. 2015;41:495–504.
32. Chiumello D, Taccone P, Berto V, Marino A, Migliara G, Lazzerini M, Gattinoni
L. Long-term outcomes in survivors of acute respiratory distress syndrome
ventilated in supine or prone position. Intensive Care Med. 2012;38:221–9.
33. Global Health Observatory Data Repository. Life expectancy – Data by
country" (CSV). In: World Health Statistics 2015. Geneva: World Health
Organization; 2015. Retrieved 2015-05-10.
34. Capuzzo M, Bertacchini S, Jones C, Griffiths R, Ambrosio MR, Bondanelli M,
Alvisi R. Patients with PTSD after intensive care avoid hospital contact at 2year follow-up. Acta Anaesthesiol Scand. 2008;52:313–4.

Page 9 of 9

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

