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Keywords:
 Purpose: To assess the reliability of physicians' prognoses for intensive care unit (ICU) survivors with respect to

long-term survival and health related quality of life (HRQoL).
Methods:Weperformed an observational cohort-study in a singlemixed tertiary ICU in TheNetherlands. ICU sur-
vivors with a length of stay N48 h were included. At ICU discharge, one-year prognosis was estimated by physi-
cians using the four-option Sabadell score to record their expectations. The outcome of interest was poor
outcome,whichwas defined as dyingwithin one-year follow-up, or survivingwith an EuroQoL5D-3 L index b0.4.
Results: Among 1399 ICU survivors, 1068 (76%) subjects were expected to have a good outcome; 243 (18%) a
poor long-term prognosis; 43 (3%) a poor short-term prognosis, and 45 (3%) to die in hospital (i.e. Sabadell
score levels). Poor outcome was observed in 38%, 55%, 86%, and 100% of these groups respectively (concomitant
c-index: 0.61). The expected prognosis did not match observed outcome in 365 (36%) patients. This was almost
exclusively (99%) due to overoptimism. Physician experience did not affect results.
Conclusions: Prognoses estimated by physicians incorrectly predicted long-term survival and HRQoL in one-third
of ICU survivors. Moreover, inaccurate prognoses were generally the result of overoptimistic expectations of
outcome.

© 2017 Elsevier Inc. All rights reserved.
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1. Introduction

The ICU physician is increasingly involved in decision making
concerning follow up and post-ICU treatment of patients who have sur-
vived ICU care [1]. To do so, it is important to identify patients with an
increased risk of poor outcome at the time of ICU discharge [2,3]. Cur-
rently prognoses at ICU discharge are largely based on the intuitive in-
sight of the treating physicians. Based on their clinical expertise, they
incorporate a patient's condition before ICU admission (medical history,
functional status, quality of life and social environment) and the events
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duringhospital and ICU stay into a holistic prognosis for the patient. This
contrasts with the ‘objective’ multivariable prediction models typically
used in ICU research, which incorporate a patient's vital status, age
and pre-existing comorbidities at ICU admission. However, these
models typically do not incorporate prior functional status or quality
of life [4,5], and are mostly focused on prediction of short-termmortal-
ity rather than long-term functional outcomes.

Because of these omissions, researchers have tried to validate the
ICU physicians' estimations of the risk of poor ICU outcomes [6,7]. And
they directly compared the prognostic performance of physicians' prog-
noses to those of statistical models [8-10]. A systematic review of such
studies showed that at ICU admission, physicians were more accurate
in discriminating patients who would die in comparison to contempo-
rary statistical models [10]. However, thus far, only in the domain of
the neurologically critically ill were the studies focused on predicting
functional status as outcome of interest [11]. Studies in the general
ICU population focused on survival alone [8,12]. As a result, it is un-
known whether ICU physicians are also accurate at predicting survival
in conjunction with quality of life, at the moment a general ICU patient
is discharged from the ICU.
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So, with the increasing attention for the long-term functional conse-
quences of ICU care in all critically ill patients [13,14], prognostic esti-
mations made at ICU discharge should accurately reflect both the
probability of long-term survival and that of an adequate health related
quality of life (HRQoL) [12,13]. Therefore, the aim of this study was to
assess the ability of physicians to accurately prognosticate survivors of
critical illness upon ICU discharge with respect to their long-term sur-
vival and HRQoL.

2. Methods and materials

2.1. Study design, setting and participants

This study was designed as a cohort study using data prospectively
collected for the purpose of benchmarking and follow-up data for
quality of care evaluation. The study was performed at the ICU of the
University Medical Center Utrecht. This ICU's population is a mix of
medical-surgical critically ill patients, including those after major cardi-
ac, neurological (trauma, vascular and oncology related), gastro-intesti-
nal and transplant surgery, and most types of medical patients. We
included ICU survivors admitted to the ICU between March 2012 and
December 2014, with a ICU length of stay of over 48 h. If patients
were readmitted to the ICU during this period, they were only included
once (the first ICU admission). Patients under the age of 18 and those
who declined to participate in any medical research (through a hospi-
tal-wide opt-out procedure) were excluded. The Institutional Review
Board (IRB) of the University Medical Center Utrecht waived the need
for informed consent when working with anonymised patient and fol-
low-up data after approval of the follow-up protocol (UMC Utrecht
IRB protocol number 10/006).

2.2. Data collection and follow-up

The data extracted for this study included patients' demographics,
chronic comorbidities, admission diagnosis, severity of disease at ad-
mission (acute physiology and chronic health evaluation (APACHE) IV
predictedmortality [4]), disease progression during admission (sequen-
tial organ failure assessment (SOFA) scores [15]), length of stay, and ac-
tive treatment restrictions at ICU discharge. All these variables were
recorded during ICU admission for every patient as part of regular
care. Consequently the data were validated by trained research person-
nel as part of the National Intensive Care Evaluation collection of ICU
benchmarking data.

One year after ICU discharge the municipal registry was checked for
the survival status of all patients. If a patient had died, the date of death
was extracted. If a patient had survived, the address was extracted from
the registry and the patient was sent a questionnaire concerning
HRQoL; non-responders were resent the questionnaire and received a
reminder per telephone call [16].

2.3. Physician prognosis at intensive care unit discharge

The ICU physician's prognosis at ICU discharge was measured using
the Sabadell score [17,18]. The Sabadell score consists of four prognostic
categories. The treating ICU physician is supposed to select the onemost
applicable to the patient's expected outcome: ”0 - good prognosis”, “1 -
long-term poor prognosis (N6 months) with unlimited ICU readmis-
sion”, “2 - short-termpoor prognosis (b6months); ICU readmission de-
batable”, or “3 - Death expected during hospitalisation, ICU readmission
not recommended” [17]. The Sabadell score was translated into Dutch
while maintaining similar wording. Assigning a Sabadell score was
mandatory for the ICU physician when discharging a patient from the
ICU. The score was saved into the electronic patient file, but was not
made available during post-ICU treatment. The physicians were not in-
formed about the use of this score for the current study during data col-
lection. Next to Sabadell score, we assigned the physician completing
the Sabadell score into one of three levels of experience and recorded
the level. At level 1 were first year registrars (around 3 years of experi-
ence; US: residents), at level 2were sixth year registrars (around5 years
of experience; US: fellows) and at level 3 were consulting intensivists
(at least 8 years of experience; US: board certified/attending).

2.4. Study outcomes

The main study outcomes of interest were survival up to one year
and long-term poor outcome. We defined poor outcome on the com-
posite of survival and HRQoL. This was operationalised as dying within
a year after ICU discharge or surviving follow-up with a low HRQoL
[16]. For this study the EuroQoL 5D-3L™ (EQ5D) was used to assess
HRQoL [19] [see Additional file 1]. A low HRQoL was defined as an
EQ5D index below 0.4. Any patients with a low HRQoL according to
this threshold, reported at least one severe EQ5D disability [16,19],
and would fall below the average HRQoL of patients with moderate to
severe physical [20], cognitive [21], or psychiatric disabilities [22].

2.5. Missing data

Missing data were likely to occur in one-year survivors not
responding to the HRQoL questionnaire. As ignoring possible selective
missingness typically leads to biased results [23,24], multiple imputa-
tion techniques were used to replace the missing EQ5D responses per
dimension of the questionnaire for non-responding one-year survivors
[23-27]. See Additional file 1 for more details on missing rates and im-
putation techniques.

2.6. Statistical analyses

Before analysing outcomes, the association between patient charac-
teristics and the prognosis assigned at ICU discharge was studied by
comparing characteristics across Sabadell score groups. This was done
using a Chi-square test for comparisons of categorical variables and
the Kruskal-Wallis test for comparisons of continuous variables. One-
year survival was studied using Kaplan-Meier survival curves for the
different ICU physician prognosis groups. The survival curves were
compared using the log-rank test. Further, the physician's prognosis'
predictive performance for one-year survival and for poor outcome
were studied by the discrimination, as measured by the concordance
index (c-index) (obtained by rank correlation for censored data when
studying survival outcomes separately).

Second, patient characteristics were assessed for having an associa-
tion with a prognosis at ICU discharge which did not match the
observed long-term outcome. To this end, patients were grouped
into overpessimistic and overoptimistic prognosis groups. The
overpessimistic group contained patients where death was expected
during hospital stay but which did not occur, and patients who were
assigned a short-term poor prognosis while those patients survived fol-
low-upwith a highHRQoL. The overoptimistic group contained patients
where a good prognosis was expected at ICU discharge but the patient
either died within a year or survived with a low HRQoL, and patients
assigned a long-term poor prognosis while the patient died within a
year of follow-up. The remaining patients made up the correct progno-
sis group. Patient characteristics were compared between the overopti-
mistic and correct prognosis group, and between the overpessimistic
and correct prognosis group separately.

Finally, to study the effects of physician experience we stratified our
data along three levels of experience in a post-hoc analysis. Within
these three subgroups agreement between estimated prognosis and ob-
served outcome was tabulated, and the c-index for discrimination was
calculated.

For all statistical analyses pooling across imputation datasets was
performed using Rubin's rules for the appropriate test statistic. A p-
value of 0.05 was considered statistically significant. Analyses were
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performed using R version 3.2.2 (R Foundation for Statistical Comput-
ing, 2015).
3. Results

3.1. Study population

Among 1676 unique patients enrolled during the inclusion period
having a length of stay over 48 h, 1419 (84.7%) survived their ICU
stay. Of these eligible patients, threewere excluded because of amissing
Sabadell score. Seventeen patients were considered lost to follow-up
because theywere not registered in the Dutchmunicipal registry, or be-
cause there was no available address. This left 1399 patients to be in-
cluded in this study (fig. 1).

In the total study population, the median ICU length of stay was
5 days (interquartile range (IQR): 3.1–10.1 days). Twenty-three percent
of patients were admitted after elective surgery. Admissions after coro-
nary artery bypass graft or cardiac valve surgery surmised 14% of the
total population. The APACHE IV predicted probability of mortality,
showing disease severity at admission, had a median of 0.14 (IQR:
0.05–0.38). Further patient details at and during admission are present-
ed in Table 1.

Sabadell scores of 0, 1, 2 and 3were found in 1068 (76%), 243 (18%),
43 (3%), 45 (3%) patients, respectively. Higher Sabadell scores (corre-
sponding to poorer physician estimates of prognosis) were associated
with increased ICU length of stay, a decreased proportion of elective sur-
gery patients, an increased proportion of patients admitted with a
Fig. 1. Flowchart of inclusion
metastasized neoplasm, confirmed infection or stroke, and an increased
APACHE IV predicted mortality at ICU admission (table 1).

3.2. Predictive performance of physicians at ICU discharge

Overall, 322 (23%) of included ICU survivors died during the subse-
quent year. The four prognostic groups showed significantly distinct
survival curves (log-rank p b 0.001; fig. 2). Themortality rates at hospi-
tal discharge and at one year are shown in Additional file 2 Table E.
Based on the prognosis groups the c-index for discrimination of one
year survival was 0.69 (95%CI: 0.66–0.72).

Low HRQoL was observed in 287 (27%) of the 1077 patients who
survived beyond the first year. Consequently, poor outcome (as defined
by the composite of death or low HRQoL), occurred in 609 (44%) of all
patients included in this study. When grouped according to estimated
physician prognosis, poor outcome occurred in 393 (38%), 134 (55%),
37 (86%), and 45 (100%) patients with Sabadell scores of 0, 1, 2 and 3,
respectively (see Additional file 2 Table E). The resulting c-index for dis-
crimination of poor outcome based on physician prognosis was 0.61
(95%CI: 0.60–0.66).
3.3. Overpessimistic and overoptimistic prognosis groups

An overpessimistic prognosis, i.e. assigning a worse prognosis at ICU
discharge than was observed at the end of one year follow-up, occurred
in 0.4% (n=6) of patients. The overoptimistic group consisted of 36%
. ICU, intensive care unit.



Table 1
Patient characteristics.

Patient characteristics Total population (N = 1399) Sabadell score groupsa

0
(n = 1068)

1
(n = 243)

2
(n = 43)

3
(n = 45)

p-Valueb

Sex (female) 497 (35.5%) 380 (35.6%) 84 (34.6%) 16 (37.2%) 17 (37.8%) 0.969
Age, years 62 [50–71] 61 [49–70] 63 [50–74] 65 [56–75] 66 [58–73] b0.001
Hospital LoS, days 21.5 [12.7–38.7] 20.6 [12.3–36] 29.7 [15.9–47.8] 28.9 [14.7–50.4] 11.5 [7.5–14.6] b0.001
ICU LoS, days 5.4 [3.1–10.1] 4.9 [3–9] 7.6 [3.9–14.6] 9.6 [4.4–17] 6.4 [3.8–10.8] b0.001
pre-ICU hospital LoS, days 0.4 [0–1.6] 0.4 [0–1.4] 0.4 [0–2.3] 0.2 [0–0.8] 0.1 [0–1] 0.019
post-ICU hospital LoS, days 12.2 [5.9–22.8] 12.1 [6–21.9] 17 [7.1–27] 18 [4.4–25.6] 1.4 [0.6–4.3] b0.001
Admission type b0.001

Elective Surgical 324 (23.2%) 286 (26.8%) 37 (15.2%) 1 (2.3%) 0 (0%)
Urgent Surgical 411 (29.4%) 327 (30.6%) 56 (23%) 10 (23.3%) 18 (40%)
Medical 664 (47.5%) 455 (42.6%) 150 (61.7%) 32 (74.4%) 27 (60%)

Admission diagnosis b0.001
Cardiac surgery (CABG or valve) 199 (14.2%) 184 (17.2%) 15 (6.2%) 0 (0%) 0 (0%)
Sepsis 218 (15.6%) 149 (14%) 55 (22.6%) 11 (25.6%) 3 (6.7%)
Subarachnoid haemorrhage 53 (3.8%) 33 (3.1%) 10 (4.1%) 6 (14%) 4 (8.9%)
Traumatic brain injury 124 (8.9%) 94 (8.8%) 16 (6.6%) 7 (16.3%) 7 (15.6%)
Cardiac, non-surgical 122 (8.7%) 88 (8.2%) 23 (9.5%) 2 (4.7%) 9 (20%)
Other 683 (48.8%) 520 (48.7%) 124 (51%) 17 (39.5%) 22 (48.9%)

Comorbidities
AIDS/HIV 12 (0.9%) 9 (0.8%) 3 (1.2%) 0 (0%) 0 (0%) 0.760
Chronic cardiovascular (NYHA IV) 167 (11.9%) 134 (12.5%) 31 (12.8%) 2 (4.7%) 0 (0%) 0.032
Chronic dialysis 24 (1.7%) 16 (1.5%) 8 (3.3%) 0 (0%) 0 (0%) 0.144
Chronic kidney insufficiency 102 (7.3%) 78 (7.3%) 19 (7.8%) 4 (9.3%) 1 (2.2%) 0.558
Chronic respiratory 135 (9.6%) 93 (8.7%) 33 (13.6%) 7 (16.3%) 2 (4.4%) 0.030
Cirrhosis 17 (1.2%) 12 (1.1%) 3 (1.2%) 1 (2.3%) 1 (2.2%) 0.826
COPD 149 (10.7%) 114 (10.7%) 27 (11.1%) 4 (9.3%) 4 (8.9%) 0.963
Diabetes 205 (14.7%) 163 (15.3%) 33 (13.6%) 7 (16.3%) 2 (4.4%) 0.223
Immunological insufficiency 159 (11.4%) 113 (10.6%) 34 (14%) 6 (14%) 6 (13.3%) 0.427
Metastasized neoplasm 30 (2.1%) 14 (1.3%) 8 (3.3%) 4 (9.3%) 4 (8.9%) b0.001

Acute complications on the first day of ICU admission
Acute kidney injury 117 (8.4%) 81 (7.6%) 27 (11.1%) 6 (14%) 3 (6.7%) 0.160
Cerebrovascular incident (stroke) 195 (13.9%) 121 (11.3%) 39 (16%) 17 (39.5%) 18 (40%) b0.001
CPR 298 (21.3%) 216 (20.2%) 61 (25.1%) 14 (32.6%) 7 (15.6%) 0.073
Dysrhythmia 119 (8.5%) 83 (7.8%) 20 (8.2%) 4 (9.3%) 12 (26.7%) b0.001
Gastro-intestinal bleed 142 (10.2%) 102 (9.6%) 28 (11.5%) 5 (11.6%) 7 (15.6%) 0.481
Cranial mass effect 20 (1.4%) 15 (1.4%) 4 (1.6%) 0 (0%) 1 (2.2%) 0.823
Confirmed infection 193 (13.8%) 117 (11%) 43 (17.7%) 14 (32.6%) 19 (42.2%) b0.001
Mechanical ventilation at ICU admission 1237 (88.4%) 963 (90.2%) 202 (83.1%) 35 (81.4%) 37 (82.2%) 0.004
Mechanical ventilation within 24 h 1313 (93.9%) 1009 (94.5%) 224 (92.2%) 41 (95.3%) 39 (86.7%) 0.107

APACHE IV predicted mortality 0.14 [0.05–0.38] 0.12 [0.05–31] 0.22 [0.08–0.48] 0.43 [0.22–62] 0.52 [0.33–0.72] b0.001
Sum of SOFA scores during ICU stay 33 [20–65] 31 [19–57] 45 [24–96] 57 [30−102] 43 [24–80] b0.001
Totalmax SOFA score 10 [7–13] 10 [7–13] 10 [7–13] 10 [9–12] 10 [8–12] 0.450
Treatment restrictions at ICU discharge 100 (7.1%) 38 (3.6%) 30 (12.3%) 10 (23.3%) 22 (48.9%) b0.001

Values are expressed as number (percentage) for categorical variables and asmedian [interquartile range] for continuous variables. LoS, length of stay; ICU, intensive care unit; CABG, cor-
onary artery bypass grafting; AIDS, acquired immune deficiency syndrome; HIV, human immunodeficiency virus; NYHA IV, New York Heart Association classification four; COPD, chronic
obstructive pulmonary disease; CPR, cardiopulmonary resuscitation; APACHE IV, acute physiology and chronic health evaluation version four; SOFA, sequential organ failure assessment.

a Sabadell score groups: 0, good prognosis; 1, long-term poor prognosis (N6 months) with unlimited ICU readmission; 2, short-term poor prognosis (b6 months); ICU readmission
debatable; 3, death expected during hospitalisation, ICU readmission not recommended.

b p-Value for difference across Sabadell score groups.
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(n = 498) of all patients. This left 64% (n = 895) of patients in the
correct prognosis group (see fig. 3).

Table 2 presents descriptive statistics on these three patient groups.
Because of the small size of the overpessimistic group, no statistical tests
were performed on this group. When comparing the overoptimistic
group with the correct prognosis group, a patient with an overoptimis-
tic prognosis was less likely to have been admitted after elective sur-
gery, and more likely to have been admitted with sepsis. Additionally,
overoptimismwas associated with patients withmore frequent chronic
kidney insufficiency or diabetes as comorbidities at ICU admission, and
withmore patients requiring cardiopulmonary resuscitation on the first
day of ICU admission.

3.4. Post-hoc analysis: physician experience level

First year registrars, sixth year registrars and consulting intensivists
respectively provided the prognosis for 578 (41.3%), 414 (29.6%) and
407 (29.1%) of all patients. The proportions of correct prognoses for
these three groupswere 62%, 64% and 67% (see supplementarymaterial
2 Table G). The concomitant c-indices for the discrimination of poor out-
come were 0.58 (95%CI: 0.57–0.65), 0.62 (95%CI: 0.61–0.66) and 0.65
(95%CI: 0.63–0.67) respectively. Neither the proportions of correct
prognoses, nor the c-indices differed significantly from each other.

4. Discussion

We investigated to what extent the physician's estimation of a
patient's prognosis at ICU discharge was in accordance with observed
long-term outcomes, and found that ICU physicians performed only
moderately. Moreover, when studying the predictive performance for
survival and HRQoL combined, the discriminatory performance was
poor. One third of all ICU survivors experienced an outcome which
was particularly worse than what was expected by the ICU physician.

Interestingly, in patients whom the physicians overoptimistically es-
timated the prognosis, certain pre-existing comorbidities (like chronic
kidney insufficiency, chronic obstructive pulmonary disease or diabe-
tes), admission types (medical), admission diagnoses (sepsis) were
seen and acute events early during ICU stay occurred more often. Yet,



Fig. 2. Kaplan Meier survival curve per prognosis group. ICU, intensive care unit. Dotted lines are 95% confidence intervals. Log rank test for difference in survival distributions p-value
b0.001.

152 I.W. Soliman et al. / Journal of Critical Care 43 (2018) 148–155
this overoptimism was not associated with disease severity at admis-
sion or organ failure (asmeasured by themaximumSOFA-score) during
ICU admission. These findings make it seem that patient characteristics
available at ICU admission can be used to identify patients in which es-
timating the prognosis may be difficult. Especially when the physician
initially feels optimistic about such a patient's outlook, overoptimistic
estimations are a potential risk. In clinical practice this should urge the
ICU physician to be extra cautious when estimating the individual prog-
nosis for patients with these characteristics. However, we do need to ac-
knowledge these are secondary findings in an explorative part of this
study. As such, these findings do not necessarily imply causal links be-
tween factors known early after ICU admission and the eventual cor-
rectness of a physicians' estimate of long-term outcome.

With regard to previous research on this topic, it was already con-
firmed that patients with a pessimistic ICU physician prognosis at ICU
discharge would have poorer long-term survival than patients where
Fig. 3.Agreement between physician prognosis and observed outcome Values are expressed as
life. Green cells indicate the correct prognosis group, orange cells indicate the overpessimistic
the physician was optimistic would have [17,18,28]. However, there
were differences betweenour study and similar prior ones. For example,
in external validations of the Spanish prognostic estimation score (the
so-called Sabadell score used in this study), the survival rates differed
considerably from ours. The in-hospital mortality of the entire cohorts
in these studies was lower than in our cohort (5.3–6.7% versus 9.1%).
Thismortality difference remained across all four Sabadell score groups:
in patients with a good prognosis (1.3–1.5% versus 4.8%), in patients
with long-term poor prognosis (3.2–9% versus 9.5%), in patients with
short-term poor prognosis (16–23% versus 39.5%), and in patients
with expected death in hospital (49–64% versus 82.2%) [18,28]. Further,
in an external validation study in the United Kingdom, long-term mor-
tality was also lower than in our study [28] (exact data not available),
while the physicians more often seemed to expect poor prognoses
than in our study. These differences are likely to be caused by the stud-
ies' case-mixes and settings. In particular the exclusion of patients with
number (percentage of row total). ICU, intensive care unit. HRQoL, health related quality of
group and blue cells indicate the overoptimistic group.



Table 2
Overpessimistic and overoptimistic versus correct prognosis groups.

Overpessimistic prognosis (n = 6) Correct prognosis (n = 895) Overoptimistic (n = 498) p-Valuea

Sex (female) 4 (66.7%) 317 (35.4%) 176 (35.3%) 1
Age 65 [55–74] 61 [49–70] 62 [50–73] 0.372
Hospital LoS, days 27.7 [23.1–32.9] 21.5 [13.3–37.9] 21.5 [11.3–40.3] 0.590
ICU LoS, days 14 [9.6–18.7] 5.3 [3.2–10] 5.4 [3–10.1] 0.781
Pre-ICU hospital LoS, days 0.1 [0–0.2] 0.4 [0.1–1.4] 0.4 [0–1.9] 0.592
Post-ICU hospital LoS, days 17.9 [6.7–19.3] 12.9 [5.9–22.8] 12 [5.3–22.7] 0.377
Admission type 0.004

Elective Surgical 0 (0%) 231 (25.8%) 93 (18.7%)
Urgent Surgical 4 (66.7%) 263 (29.4%) 144 (28.9%)
Medical 2 (33.3%) 401 (44.8%) 261 (52.4%)

Admission diagnosis b0.001
Cardiac surgery 0 (0%) 150 (16.8%) 49 (9.8%)
Sepsis 1 (16.7%) 118 (13.2%) 99 (19.9%)
Subarachnoid haemorrhage 1 (16.7%) 39 (4.4%) 13 (2.6%)
Traumatic brain injury 2 (33.3%) 75 (8.4%) 47 (9.4%)
Cardiac, non-surgical 0 (0%) 89 (9.9%) 33 (6.6%)
Other 2 (33.3%) 424 (47.4%) 257 (51.6%)

Comorbidities
AIDS/HIV 0 (0%) 6 (0.7%) 6 (1.2%) 0.464
Chronic cardiovascular (NYHA IV) 1 (16.7%) 117 (13.1%) 49 (9.8%) 0.089
Chronic dialysis 0 (0%) 11 (1.2%) 13 (2.6%) 0.092
Chronic renal insufficiency 1 (16.7%) 49 (5.5%) 52 (10.4%) 0.001
Chronic respiratory 1 (16.7%) 93 (10.4%) 41 (8.2%) 0.225
Cirrhosis 0 (0%) 10 (1.1%) 7 (1.4%) 0.830
COPD 1 (16.7%) 80 (8.9%) 68 (13.7%) 0.008
Diabetes 0 (0%) 113 (12.6%) 92 (18.5%) 0.004
Immunological insufficiency 1 (16.7%) 93 (10.4%) 65 (13.1%) 0.158
Metastasized neoplasm 0 (0%) 19 (2.1%) 11 (2.2%) 1

Acute complications on the first day of ICU admission
Acute kidney injury 1 (16.7%) 76 (8.5%) 40 (8%) 0.844
Cerebrovascular incident (stroke) 2 (33.3%) 124 (13.9%) 69 (13.9%) 1
CPR 2 (33.3%) 158 (17.7%) 138 (27.7%) b0.001
Dysrhythmia 0 (0%) 92 (10.3%) 27 (5.4%) 0.003
Gastro-intestinal bleed 1 (16.7%) 101 (11.3%) 40 (8%) 0.066
Cranial mass 0 (0%) 14 (1.6%) 6 (1.2%) 0.760
Confirmed infection 3 (50%) 118 (13.2%) 72 (14.5%) 0.560
Mechanical ventilation at ICU admission 5 (83.3%) 799 (89.3%) 433 (86.9%) 0.225
Mechanical ventilation within 24 h 5 (83.3%) 848 (94.7%) 460 (92.4%) 0.097

APACHE IV predicted mortality 0.39 [0.22–0.61] 0.14 [0.05–0.38] 0.15 [0.06–0.37] 0.143
Sum of SOFA scores during ICU stay 90 [68–157] 34 [20–64] 33 [19–65] 0.423
Totalmax SOFA score 12 [11–14] 10 [7–13] 10 [7–13] 0.250
Treatment restrictions at ICU discharge 0 (0%) 61 (6.8%) 39 (7.8%) 0.551

Values are expressed as number (percentage) for categorical variables and asmedian [interquartile range] for continuous variables. LoS, length of stay; ICU, intensive care unit; CABG, cor-
onary artery bypass grafting; AIDS, acquired immune deficiency syndrome; HIV, human immunodeficiency virus; NYHA IV, New York Heart Association classification four; COPD, chronic
obstructive pulmonary disease; CPR, cardiopulmonary resuscitation; APACHE IV, acute physiology and chronic health evaluation version four; SOFA, sequential organ failure assessment.

a p-Value for comparison between correct and overoptimistic prognosis groups.
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a length of stay b48 h in our study sets it aside from these prior studies
[17,18]. Adding the patients with a short ICU stay to our cohort would
indeed result in a lower hospital and one-yearmortality in all prognosis
groups, more alike that of previous studies (see Additional file 2 Table
F). However, adding these short stay patients to the study population
would not affect the predictive performance as measured by the dis-
crimination for survival (c-index 0.68; 95%CI 0.67–0.70) or for poor out-
come including survival and HRQoL (c-index 0.63; 0.62–0.66).

Other studies into the prognostic ability of ICU physicians have fo-
cused on the different levels of physician experience [6,29]. In these
studies, attending intensivists consistently outperformed ICU fellows
with regard to the predictive value of their outcome predictions. In
our post-hoc analysis, even the most experienced ICU physicians were
incorrect(ly overoptimistic) in over 30% of prognoses, discriminating
those with a poor outcome only slightly better than physicians with
the least experience. We believe this result may be explained by the
timing of estimating the prognosis in our study. Both aforementioned
papers studied (daily) prognostication on the first day(s) of ICU admis-
sion. When studying prognostication at ICU discharge however, it is
more likely that the entire teamof physicians has discussed thepatient's
course of disease and the patient's probable prognosis. This could have
positively influenced the prognostic accuracy of the less experienced
physicians, bringing the results of the three subgroups closer together.
This study has several strengths. First, patients and clinicians alike
will find prognostic performance which includes long-term HRQoL
next to long-term survival more relevant for practical use, than prog-
nostic performance for (short-term) survival alone [13,30]. Second,
when studyingHRQoL as an outcome in an observational study, patients
lost to follow-up due to death or non-response need to be taken into ac-
count. In this study the composite outcome of survival and HRQoL min-
imizes any bias which could exist when studying HRQoL in survivors
only,while the use ofmultiple imputation techniques takes into account
the possible selective loss to follow-up due to non-response within
survivors.

Next to these strengths, this study has limitations which need to be
addressed. First, this was a single-centre study. Therefore the results
presented here may not generalize to ICUs worldwide, or even other
ICUs in the Netherlands, even though similar results were seen in the
few prior studies on the Sabadell score. Second, due to its limited op-
tions the Sabadell score might not be a tool sensitive enough to capture
the prognosis made by the ICU physicians. Third, this study was not set
up to verify interrater differences or whether specific ICU physicians in-
fluenced concordance between intuitive prognosis and observed out-
come. Consequently, we did not have multiple physicians score each
individual patient. However, the interrater agreement of two physicians
scoring the relatively simple Sabadell score for the same patient has
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been reported as moderate at best (interrater Kappa: 0.68) [31]. One
might argue that consistently overoptimistic or overpessimistic ICU
physiciansmight have biased our results. Future studies using physician
estimates of prognosis could opt to have the patient's prognosis per-
formed by at least two physicians, independently. This would enable
the study of specific physicians completing the score (and the associa-
tion between experience or ‘prognostics’ training, and prognostication).
Lastly, no correction formultiple testingwasperformed,making the sta-
tistical inferences in this study prone to high false positive rates. Correc-
tions were not performed because the aim of our study was to compare
the subgroups on a general level, without drawing causal conclusions
about specific differences.

To our knowledge, studies which used other tools to record the phy-
sicians' prognosis at ICU discharge, such as assigning the probability of
outcome directly, are non-existent. Moreover, risk prediction models
which could provide statistically modelled prognoses specifically at
ICU discharge have been not reported, or are not yet completely devel-
oped [32]. Consequently, this is the first study specifically describing the
predictive performance of (physician's) prognoses made at ICU dis-
charge for long-term clinically relevant outcomes.

5. Conclusions

The subjective prognosis estimated by ICU physicians incorrectly
predicted long-term survival and HRQoL in one out of three ICU
patients, regardless of physician experience. This suggests that ICU
physicians are currently unable to perform sufficiently reliable risk
stratifications in survivors of critical illness with respect to long-term
patient-centered outcomes.

Supplementary data to this article can be found online at http://dx.
doi.org/10.1016/j.jcrc.2017.09.007.
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