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T he phone rings in the dead of the night. The 76-year-old 
woman picks it up. Her husband has been on a ventilator in 
the ICU for three days because of a stroke-induced coma. A 

voice on the line tells her, “The doctor needs to talk with you about 
your husband.” As she waits, hundreds of possibilities flood her mind. 
Finally, “Hi. Sorry to wake you. I need your consent to insert a naso-
gastric tube for your husband’s meds.” As she hangs up, she thinks it 
could have been worse. Her heart begins to thump; she breaks into a 
sweat. Her bladder signals urgently; nausea grips her. She will not get 
back to sleep. She is so anxious she thinks she might die. She might.

Her chance of dying in the next year has been estimated to be 
3.7%,1 a relative risk increase of more than 50%.2 She also has a 67% 
chance of experiencing symptoms of depression in the first week and 
a 16% chance of them persisting after the first year, whether or not 
her husband survives.3 She may experience symptoms of post
traumatic stress and will likely neglect her own health. In addition, 
she will be much less free to engage in personal activities of life and 
socialization. These factors may prevent her from being a good care-
giver and in fact may jeopardize her husband’s recovery.

The Canadian Critical Care Trials Group recently reported on the 
one-year outcomes among caregivers of family members discharged 
from an ICU.3 Depressive symptoms and worse mental health were 
associated with younger caregiver age, greater effect of patient care 
on other activities, less social support, less sense of control over life 
and less personal growth. Lower physical health scores in caregivers 
were associated with needing to provide more assistance, having 
less sense of control, being older and having a lower family income.3

We are familiar with the stress of acute illness in our patients, but 
all too often we simply assume the health of the caregiver. Intimate 
personal relationships usually entrain a sense that our own personal 
boundaries extend beyond ourselves to include those we love. It is 
not unusual to hear a caregiver remark, “It would be better if this had 
happened to me.” Our patients may get relief from medication or, 
sometimes, sleep. However, their caregivers are suddenly con-
fronted with meeting the needs of their loved one as well as their 
own needs. Typically, the caregiver gives the patient’s needs priority, 
becoming the alternate to the patient’s memory, hope for future life 
and link to family and friends. In one study, high self-perceived strain 
in response to the question “How much of a mental or emotional 
strain is it to provide care?” was associated with higher one-year 
mortality than no or some strain in models adjusted for demograph-
ics, health status and caregiver involvement.2

We cannot prevent the visceral stress response and its aftermath 

experienced by most caregivers, but we can minimize it. The first step 
is to acknowledge its presence. Identifying the main caregiver and 
simply asking how he or she is coping with everything can open the 
door. Making it clear to caregivers that keeping them well is part of 
the patient’s recovery gives the attention paid to them legitimacy. 
Just as joint meetings with the patient and caregiver are important to 
be sure they understand the same things, meetings with the caregiver 
alone are needed to ensure that his or her concerns are understood 
and that the caregiver is capable and trained to render the care. The 
need for both types of meetings should be made clear at the outset. 
The caregiver’s views should be given sincere consideration and 
never be dismissed or patronized. Clear information on diagnosis, 
prognosis and management decisions should be given early and only 
by health professionals directly involved in the patient’s care. 

Patients do benefit from a strong emotional bond with family care-
givers who show their commitment by being regularly present. Giving 
effective care engenders a sense of well-being in caregivers.4 We can 
help minimize caregivers’ stress by directing their energies toward 
more positive thoughts and productive activity. Also, caregivers can 
find a sense of purpose and fulfillment in their care responsibilities.

Many descriptions of caregiver stress related to specific diseases 
have been published, but little has been said about how to address 
the problem. When caregiver stress is present, practical help, coun-
selling and referral may be offered. Formal care plans that have been 
proposed need to be studied so that effective elements can be ex-
panded.5 Models developed in specific settings such as the ICU need 
to be extended and studied across the continuum of care.3,5
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