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Lettersto the Editor

into account sleep requirements as part of the overall
care of the critical patient and monitor the medications
used to induce sleep on an individual basis, as well as
all those medications which might affect it. Nursing care
could be scheduled to ensure that periods of sleep are not
interrupted: minimizing noise, reducing lighting during
periods of sleep and ensuring tranquillity and support.

It is important for there to be a person in the
multidisciplinary team which is looking after the critical
patient who is in charge of addressing these non-physical
aspects, which will undoubtedly result in earlier recovery
of the patient in an intensive care unit. We propose the
implementation of joint intensive and psychiatric care
protocols when the critical patient presents problems
involving behavioural changes and the vision of the
psychiatrist or psychiatric nurse would be of unquestionable
help. Furthermore, the incidence of post-traumatic stress
in patients who have been kept in the ICU after they have
been discharged to the ward should be monitored.
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Support for the relatives of patients
admitted to intensive care units

Apoyo a los familiares de pacientes ingresados
en las unidades de cuidados intensivos

To the Editor:

For any family having a family member in an intensive care
unit (ICU) causes tremendous emotional pressure and it is
the obligation of medical personnel to try to resolve their
queries and help them prepare to cope with this stressful
situation.

It is the relatives who implicitly take on board the
medical factsand it istheir responsibility to make decisions
about the treatments that patients will receive. In a study
we conducted,’ our attention was drawn to the different
attitudes of the people who were interviewed, depending
ontheir marital status, it beingthe case that single patients
demanded more participation in the decision-making
process. This could correspond to an attitude in married
patients which made them more inclined to delegate
decisions to their partner or family than single patients,
who are possibly more used to living independent lives and
have fewer family ties.

Clearly the role that the family may have in decision-
making is important to the patient,? and, this in addition
to the actual crisis situation itself, which their relative’s

admittance to the ICU has precipitated, means that over
two thirds of relatives of ICU patients experience symptoms
of anxiety and depression,® which can affect their
participation in the decisions which are taken at the end of
the patient’s life.

There should be training programmes for doctors and
nurses to help them evaluate the relatives of ICU patients,
assessing aspectssuch as attitudes, awareness, satisfaction,
values, symptoms of stress, anxiety and depression,
financial situation and social support.* Undoubtedly, this
would help to achieve more effective communication,
which could make being in the unit less stressful, leading
to an improvement in relatives psychological and mental
well-being and ensuring that the experience leaves as few
sequelae as possible.

The information offered to these relatives is extremely
important and, although the majority are satisfied with the
information they receive, as we demonstrated in another
study conducted in this unit, we should make an effort
to improve certain aspects: concerning ourselves a little
more with the feelings of relatives and also explaining
the technical equipment which is used for the patient in a
simple way.®

Furthermore, it is very important to explain to the
relatives of patients who are dying what is happening
to them, why and how they will die, the palliative care
applied to relieve their symptoms and how the family can
accompany the patient during these last moments; all
this will ensure that relatives understand and accept the
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process more easily.® In another study, which was carried
out in our unit and involved the relatives of patients who
had died in the ICU,” although they were very satisfied
with the treatment and care received by their relative, a
significant difference was noted with respect to their need
for additional information and their uncertainty about
the fatal outcome of the disease and whether or not they
should be present during the death process. The presence
of relatives during the death process appears to dispel
many doubts about the treatment received and it should be
a general policy with patients who are thought to be about
to die; this concords with the results of previous studies,
which indicate that many patients feel that having one of
their loved ones present when they die would contribute to
a good death.®

To conclude, we can confirm that the relatives of
patients admitted to ICUs have a series of needs that must
be addressed to avoid long-term psychological sequelae. To
do this, as part of the interdisciplinary team, there should
be a psychologist or psychiatric nurse who is responsible
for monitoring these aspects, which, undoubtedly, go
unnoticed during the highly specialized and technicalized
care provided in these units.

Luciano Santana Cabrera,2* Juliana Martin Alonso®
and Manuel SAnchez-Palacios?

aIntensive Medicine Service, Gran Canaria University Hospital, Las
Palmas de Gran Canaria, Sain
bIntensive Medicine Service, Gran Canaria Dr. Negrin Hospital, Las
Palmas de Gran Canaria, Sain

*Corresponding author.
E-mail: lsancabx@gobiernodecanarias.org
(L. Santana Cabrera).

References

1.

Villanueva Ortiz A, Martin Gonzalez JC, Santana-Cabrera L,
Sanchez-Palacios M. Participacién en la toma de decisiones de
los pacientes ingresados en una unidad de cuidados intensivos.
Med Clin (Barc). 2009 Feb 19 [Epub ahead of print].

. Ho A. Relational autonomy or undue pressure? Family’s role in

medical decision-making. Scand J Caring Sci. 2008;22:128-35.

. Pochard F, Azoulay E, Chevret S, Lemaire F, Hubert P, Canoui P,

et al. Symptoms of anxiety and depression in family members
of intensive care unit patients: Ethical hypothesis regarding
decision-making capacity. Crit Care Med. 2001;29:1893-7.

. Azoulay E, Sprung CL. Family-physician interactions in the

intensive care unit. Crit Care Med. 2004;32:2323-8.

. Santana Cabrera L, Ramirez Rodriguez A, Garcia Martul M,

Sanchez Palacios M, Martin Gonzélez JC, Hernandez Medina E.
Encuesta de satisfaccion a los familiares de pacientes criticos.
Med Intensiva. 2007;31:57-61.

. Azoulay E, Pochard F. Communication with family members of

patients dying in the intensive care unit. Curr Opin Crit Care.
2003;9:545-50.

. Santana Cabrera L, Hernandez Medina E Garcia Martul M,

Sanchez Palacios M. Satisfaccion de los familiares de pacientes
fallecidos en una unidad de cuidados intensivos. Med Clin
(Barc). 2006;127:557.

. Steinhauser KE, Christakis NA, Clipp EC, McNeilly M, Mcintyre

L, Tulsky JA. Factors considered important at the end of life by
patients, family, physicians, and other care providers. JAMA.
2000;284:2476-82.



