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Table SI. Screening instrument interpretation and psychometric properties 

Questionnaire Score for analysis (min-max) Interpretation (Higher score) Cut-off score Cronbach alpha Test-retest 
reliability 

Sensitivity; 
specificity 

Checklist for Cognitive Consequences following Intensive Care 
Admission (CLC-IC)a (1) 

Number of complaints (0-10) More complaints ≥4 (2) 0.81 (1)   

Fatigue Severity Scale (FSS) (3) Total score (9-63) Greater fatigue ≥36 (4) 0.96 (5) 0.74-0.86 (5)  

Insomnia Severity Index (ISI) (6) Total score (0-38) More severe insomnia ≥10  0.74-0.91 (7, 8)  0.86; 0.88 (7)   

Hospital Anxiety and Depression Scale (HADS) - Anxiety (9) Total subscale score (0-21) More anxiety >7  0.68-0.93 (10)  0.80; 0.80 (10) 

Hospital Anxiety and Depression Scale (HADS) - Depression (9) Total subscale score (0-21) More depression >7  0.67-0.90 (10)  0.80; 0.80 (10) 

Primary Care Post-Traumatic Stress Disorder (PC-PTSD-5) (11)  Number of symptoms (0-5) More symptoms ≥ 3 0.80 (12)  0.78; 0.87 (13) 

Utrecht Coping List (UCL) – passive coping subscale (14) Total score (7-28) More passive coping NA 0.73 (15) 0.87 (15)  

Utrecht Scale for Evaluation of Rehabilitation-Participation 
(USER-P) – restrictions subscale (16) 

Total subscale score (0-100) Fewer restrictions NA 0.90-0.91 (17, 18)   

EuroQol-5D-5L (EQ-5D-5L) (19) Weighted health state index (0-1) Greater health NA b   
aThe CLC-IC is an adapted version of the Checklist for Cognition and Emotion (CLCE-24).  
b Internal consistency is less relevant for this questionnaire but a recent systematic review reported excellent psychometric properties across a range of populations. (20) 
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Table SII. Transformation of Screening Instrument Scores into Percentiles 

 CLC-IC FSS ISI HADS-A HADS-D PC-PTSD-5 

10% 1 0-6.3 0-3.7 0-3.0 0-3.0 0-1.4 

20% 2 6.4-11.6 3.8-6.4 3.1-5.0 3.1-5.0 1.5-1.8 

30% 3 11.7-16.9 6.5-9.1 5.1-7.0 5.1-7.0 1.9-2.2 

40% 4 17.0-22.2 9.2-11.8 7.1-9.0 7.1-9.0 2.3-2.6 

50% 5 22.3-27.5 11.9-14.5 9.1-11.0 9.1-11.0 2.7-3.0 

60% 6 27.6-32.8 14.6-17.2 11.1-13.0 11.1-13.0 3.1-3.4 

70% 7 32.9-38.1 17.3-19.9 13.1-15.0 13.1-15.0 3.5-3.8 

80% 8 38.2-43.3 20.0-22.6 15.1-17.0 15.1-17.0 3.9-4.2 

90% 9 43.4-48.7 22.7-25.3 17.1-19.0 17.1-19.0 4.3-4.6 

100% 10 48.8-54.0 25.4-28 19.1-21.0 19.1-21.0 4.7-5.0 

CLC-IC= Checklist for Cognitive Consequences following Intensive Care Admission, FSS=Fatigue Severity 

Scale, ISI=Insomnia Severity Index, HADS-A=Hospital Anxiety and Depression Scale – Subscale Anxiety, 

HADS-D=Hospital Anxiety and Depression Scale – Subscale Depression, PC-PTSD-5= Primary Care Post-

Traumatic Stress Disorder Screen for DSM-5. 

Note: Difference scores were computed by subtracting T2 from T1 scores. Subsequently, the resulting 

difference scores were transformed into percentiles.



Table SIII. Demographic comparison of patients with a high vs. low number of unfavorable symptom trajectories.  
 Total 

N = 184 
 Low 

N = 93 
 High 

N = 91 
 

 n %  n %  n % p-value 
Sex          
 Male 130 70.7  72 77.4  58 63.7 .042* 
 Female 54 29.3  21 22.6  33 36.3 
Education level          
 Low 33 17.9  14 15.1  19 20.9 .073 
 Medium 77 41.8  34 36.6  43 47.3 
 High 74 40.2  45 48.4  29 31.9 
Employmenta          
 Fulltime or half days 91 49.5  54 58.1  37 40.7 .026* 
 Retired 60 32.6  28 30.1  32 35.2 
 Unemployed 5 2.7  3 3.2  2 2.2 
 Otherb 28 15.2  8 8.6  20 22.0 
Employment change          
 No 125 67.9  73 78.5  52 57.1 .002** 
 Yes 59 32.1  20 21.5  39 42.9 
Marital statusa          
 Married/Living together 134 72.8  66 71.0  68 74.7 .119 
 In a relationship (not living together) 10 5.4  8 8.6  2 2.2 
 Single 27 14.7  15 16.1  12 13.2 
 Widow(er) 13 7.1  4 4.3  9 9.9 
Received care after hospital discharge          
Physical therapy          
 No 49 26.8  33 35.9  16 17.6 .005** 
 Yes 134 73.2  59 64.1  75 82.4 
Occupational therapy          
 No 132 72.1  79 85.9  53 58.2 <.001*** 
 Yes 51 27.9  13 14.1  38 41.8 
Rehabilitationc          
 No 101 55.2  59 64.1  42 46.2 .014* 
 Yes 82 44.8  33 35.9  49 53.8 
Psychology          
 No 142 77.6  84 91.3  58 63.7 <.001*** 
 Yes 41 22.4  8 8.7  33 36.3 
ICU          
 No 93 50.5  48 51.6  45 49.5 .769 
 Yes 91 49.5  45 48.4  46 50.5 
Recovery expectationd          
 Full recovery 76 41.3  52 55.9  24 26.4 <.001*** 
 Mild persistent symptoms 90 48.9  36 38.7  54 59.3 
 Severe persistent symptoms 18 9.8  5 5.4  13 14.3 
Pre-COVID-19 psychological cared          
 No 136 73.9  79 84.9  57 62.6 <.001*** 
 Yes 48 26.1  14 15.1  34 37.4 

aFisher’s exact (at least one cell has an expected count less than 5). 
b Out of which 60.7% (17/28) were on sick leave and 17.9% (5/28) were occupationally disabled. 
cIncludes in-clinic and out-of-clinic rehabilitation. 
d Patients were asked to which extent they expected to recover from COVID-19. 
e Patients self-reported whether they received any kind of psychological care in the past. 
 
Note. The patients' scores on six screening instruments were categorized into four trajectories: persistent symptoms, 
delayed-onset symptoms, remitted symptoms, and absent symptoms. The first two trajectories, persistent and 
delayed-onset symptoms, were deemed unfavorable. Each patient could exhibit a minimum of zero and a maximum 
of six unfavorable trajectories, corresponding to one per screening instrument. The table presented above contrasts 
patients with up to one (low) and more than one (high) unfavorable trajectory. 


