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Abstract

Introduction: Admission of a family member to an intensive care unit (ICU) is deeply distressing. Families of critically ill
patients have needs that should be recognized and met by the ICU medical staff. Many investigations have presented that
meeting the needs of families may help them cope with the stress and improve their well-being during the hospitalisation.
Aim of the research: To identify the needs of family members of patients admitted to the ICU, where patients in a condition
threatening their health and life are treated.

Material and methods: Completed questionnaires were obtained from 37 family members of patients treated at a cardiac
intensive care and intensive care unit, to identify the needs of family members of patients admitted to ICUs; the author’s
questionnaire was used. The questionnaire included a list of 16 needs that the relatives assessed on a scale from 1 to 4. The
higher the number, the more important the need is in the subjective perception of the relatives.

Results and conclusions: The most frequently endorsed stressors in family members of ICU patients were as follows: direct
threat to the patient’s life, poor prognosis, altered appearance of the patient, and the way the family will function after the
end of hospitalization. Needs such as truthful information provided by physicians at least once a day, instructions from the
physicians about how to deal with the patient after leaving the hospital, and confidence that the patient is receiving the
best possible care were considered to be the most important. Meeting these needs should be a primary responsibility of ICU
medical staff.

Streszczenie

Wprowadzenie: Przyjecie cztonka rodziny na oddziat intensywnej terapii (OIT) moze by¢ bardzo stresujace. Rodziny pa-
cjentéw w stanie krytycznym maja potrzeby, ktére powinien rozpoznac i zaspokoi¢ personel medyczny OIT. W badaniach
wykazano, ze zaspokojenie potrzeb krewnych moze poméc im radzic sobie ze stresem i utatwic adaptacje do hospitalizacji.
Cel pracy: Rozpoznanie potrzeb cztonkéw rodzin pacjentéw przyjetych na OIT, gdzie leczeni sa w stanie zagrazajacym ich
zdrowiu i zyciu.

Materiat i metody: Wypetnione ankiety otrzymano od 37 cztonkéw rodzin pacjentéw leczonych na oddziatach intensyw-
nej terapii i intensywnej terapii kardiologicznej. W celu zidentyfikowania potrzeb cztonkéw rodzin pacjentéw przyjetych
na OIT wykorzystano kwestionariusz autorski. Kwestionariusz zawierat liste 16 potrzeb, ktére krewni oceniali w skali od
1 do 4. Im wyzsza byta liczba, tym wazniejsza jest potrzeba w subiektywnym postrzeganiu bliskich.

Wyniki i wnioski: Najczes$ciej wystepujacymi czynnikami stresogennymi u cztonkéw rodzin chorych leczonych na OIT
bytly: bezposdrednie zagrozenie zycia chorego, zte rokowanie, zmieniony wyglad chorego oraz to, jak bedzie funkcjonowaé
rodzina po zakonczeniu hospitalizacji. Za najwazniejsze uznano potrzeby, takie jak przekazywanie przez lekarzy informacji
zgodnie z prawda przynajmniej raz dziennie, wskazéwki dotyczace postepowania z chorym po wyjsiciu ze szpitala i pew-
no$¢, ze pacjent otrzymuje najlepsza mozliwa opieke. O funkcjonowanie rodziny po zakorniczeniu hospitalizacji najbardziej
obawiali sie wsp6tmatzonkowie lub partnerzy leczonych chorych i tych wspélnie mieszkajacych z chorym. Dostep do infor-
macji na temat stanu zdrowia pacjenta i jako$ci relacji z personelem medycznym to priorytetowe potrzeby cztonkéw rodzin,
aich zaspokojenie powinno by¢ gtéwnym obowigzkiem personelu medycznego OIT.
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Introduction

When a seriously ill person is admitted to an in-
tensive care unit (ICU) this fact affects not only the ill
person but also their entire family. The clinical condi-
tion of ICU patients causes anxiety and stress not only
with regard to their health, but also the course of the
therapeutic process, prognosis, family functioning
after the end of hospitalisation, and the possible loss
of a loved one [1, 2]. Moreover, the stress related to
the stay of a relative at an ICU may affect how family
members cope with their disease, thus hindering the
support process that they need [3].

Many ICU patients are unable to communicate
with medical staff or participate in making decisions
related to the treatment. This could stem from the se-
verity of the disease or sedation. Hence, medical staff
increasingly turn to family members to obtain their
consent on key decisions related to taking therapeutic
measures. Proper communication with the patient’s
family is therefore essential to ensure full provision of
patient-centred care. Increasingly, a holistic approach
to care is emphasised and more attention is paid not
only to the needs of the treated patients, but also to
their relatives. By analysing the needs of the families
of people hospitalised at ICUs, it was demonstrated
that they most often expected information about the
health condition and treatment of their relatives, as
well as the prognosis, potential complications, in-
formation about further procedures after discharge
from the hospital, and certainty that the patient will
receive the best possible care [4-8]. Satisfying their
needs is also important for the sake of facilitating the
adaptation of the family to a new situation. Moreover,
if these needs are not identified and understood, the
family members are exposed to stronger feelings of
stress, anxiety, and depression [9].

Family members are an integral part of the health-
care process at an ICU. For these reasons, the mea-
surement of its quality should also take into account
the perspective of the relatives of the treated patients
and the identification and analysis of their needs.

Aim of the research

The aim of the study was to assess the needs of the
families of patients treated in intensive cardiac care
units as well as in anaesthesiology and intensive care
units, where patients in a condition threatening their
health and life are treated.

Material and methods

The research was conducted among family mem-
bers of patients treated at a cardiac intensive care unit
and the Department of Anaesthesiology and Intensive
Care of the Provincial Hospital in Kielce during the
period from November 2019 to February 2020. Both
the admissions and treatment of patients in these de-
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partments are focused on diseases of the heart and
circulatory system as well as respiratory system. All
patients were admitted in an emergency mode in
a life- and health-threatening condition.

The Bioethics Committee of Jan Kochanowski
University approved the study (25/2020). Due to the
announcement of the SARS-CoV-2 pandemic and the
introduction of the visit ban, the study was conducted
on only 37 people.

The original questionnaire used for the study
consisted of 2 parts. The first one contained 9 ques-
tions referring to demographic data, such as gender,
age, education, marital status, degree of kinship, joint
residence with the patient, number of hospitalisations
at an ICU, day of hospitalisation, and distance from
the place of residence to the hospital, and a multiple-
choice question about the most stressful factors dur-
ing the stay of a family member at an ICU. The second
part of the questionnaire included a list of 16 needs
based on previous interviews with the medical staff of
the departments and a literature review. The relatives
assessed their needs on a scale from 1 to 4 by respond-
ing to the request: “Please write down how important
each of the following needs are for you during the
stay of a family member at an ICU by marking the ap-
propriate number: not important (1), not very impor-
tant (2), important (3), very important (4)”. The higher
the number, the more important the need is in the
subjective perception of the respondent. The respon-
dents completed questionnaires at the ward during
the patient visiting hours. The purpose of the study
was explained to all respondents, and they were in-
formed that the participation is voluntary and serves
only scientific purposes.

Statistical analysis

The analysis of quantitative variables (i.e. ones
expressed in numbers) was performed by calculat-
ing the mean, standard deviation, median, quartiles,
minimum, and maximum. The analysis of qualitative
variables (i.e. ones not expressed in numbers) was
performed by calculating the number and percentage
of the occurrences of each value. The comparison of
the values of qualitative variables in the groups was
conducted by using the y* test (with the Yates’s cor-
rection for 2 x 2 tables) or Fisher’s exact test when
low expected numbers appeared in the tables. The
comparison of the values of quantitative variables in
2 groups was performed using the Mann-Whitney
test. The comparison of the values of quantitative
variables in 3 or more groups was performed us-
ing the Kruskal-Wallis test. After detecting statisti-
cally significant differences, post-hoc analysis using
Dunn’s test was conducted to identify groups with
statistically significantly differences. The correlations
between quantitative variables were analysed using
the Spearman correlation coefficient.
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A significance level of 0.05 was adopted in the
analysis. The analysis was carried out using the R soft-
ware package, version 4.0.2 [10].

Results

Sociodemographic characteristics
of the study participants

Completed questionnaires were obtained from 37 fa-
mily members of patients treated at a cardiac intensive
care and intensive care unit, including 23 (62.16%)
women and 14 (37.84%) men aged 19 to 65 years
(SD = 11.93%). The study group was dominated by
people with secondary education (N = 17), 14 people
had university education (N = 37.84%), and the rest
possessed a level of education below secondary. Thrity-
four out of the 37 relatives of treated patients (91.81%)
were married and/or in an informal partnership, and
3 (8.11%) respondents were not in a relationship.
Among the respondents, the most populous group
was formed by the children of the treated patients
(N = 22), followed by spouses and/or partners (27.03%),
grandchildren (8.11%), siblings (2.70%), and other per-
sons (2.70%). The average age of a patient was 69.05
+11.06 years and ranged from 43 to 87 years. The ma-
jority (54.05%) of the respondents did not live with the
patient. Considering the number of hospitalisations of
the ICU patient, most respondents answered that it was
the first hospitalisation (62.16%), 4 — the second one
(10.81%), 7 — the third one (18.92%), and 2 — the fourth
one (5.41%). Only in one case was the patient hospital-
ised 5 times (2.70%). The research was conducted after
an average of 4.35 +4.53 days of hospitalisation. The
duration of the patient’s hospitalisation ranged from
1 to 23 days at an ICU. Most of the surveyed relatives
lived in the city where the hospital was located (N = 17),
7 lived within a distance of 20 km (18.92%), and the
rest lived more than 20 km away.
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The most frequently endorsed stressful
factors in family members of ICU patients

It was noted that the most frequently mentioned
stress factors in the family members of ICU patients
were as follows: direct threat to the patient’s life
(89.19%), poor prognosis (62.16%), altered appearance
of the patient (56.76%), and the way the family will
function after the end of hospitalisation (45.95%). The
numerical values of all factors are presented in Table 1.

The answer “Thinking of the way the family will
function after the end of the hospitalisation” was
mostly indicated by people caring for their spouse
or partner, and least often by people caring for oth-
er people (p < 0.001) (Table 2). This answer was also
more often selected in the group of people living with
the patient (p = 0.015). P-values below 0.05 also show
significant differences between groups in terms of the
distance from the hospital. The greater the distance
the respondents had to travel from their place of resi-
dence to the hospital (p = 0.004) the more often the
answer “Commuting to the hospital” was given. The
patient’s age also proved to be significant. The answer
“Poor prognosis” was most often found in the group
of people over 70 years old, and the least frequently in
the group of 66-70-year-olds (p = 0.04).

Gender, age, education, marital status, number of
hospitalizations at an ICU, and the day of hospital-
ization were not related to the most stressful factors
selected by relatives.

Most and least important needs of the family
members of ICU patients

Family members rated their needs on a scale
from 1 to 4. Higher numbers meant more important
and vital needs. The following were considered to
be the most important: providing truthful informa-
tion by doctors (in accordance with the actual state

Table 1. The most frequently endorsed stressful factors in family members of intensive care unit patients

Direct threat to the patient’s life

Poor prognosis

Altered appearance of the patient

Relationship between family members and medical staff
Healthcare bureaucracy
Intensive care unit environment

Contact with medical staff

Commuting to the hospital

The most frequently endorsed stressful factors in family members of ICU patients n %

Lack of communication with medical staff and not to provide information about the patient’s condition 7

How the family will function after the end of hospitalisation

33  89.19
23 62.16

18.92
21  56.76
17 45.95
5 13.51
2 541
6 16.22
2 5.41
5 13.51
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Table 2. The most frequently endorsed stressful factors in family members of ICU patients in relation to degree of rela-

tionship

The most stressful factors

Direct threat to the patient’s life
Poor prognosis

Lack of communication with medical staff and not
providing information about the patient’s life

Altered appearance of the patient

How the family will function after the end
of hospitalisation

Relationship between family members and medical staff
Healthcare bureaucracy
Intensive care unit environment

Contact with medical staff

Commuting to the hospital

The person hospitalised is my P-value
Parent Spouse, partner  Others
(N =22) (N =10) (N =5)
20 (90.91%) 9 (90.00%) 4(80.00%) 0.767
16 (72.73%) 5 (50.00%) 2 (40.00%)  0.301
4 (18.18%) 3 (30.00%) 0 (0.00%) 0.507
12 (54.55%) 7 (70.00%) 2 (40.00%) 0.524
7 (31.82%) 10 (100.00%)  0(0.00%) < 0.001*
3 (13.64%) 2 (20.00%) 0(0.00%)  0.656
1 (4.55%) 0 (0.00%) 1(20.00%)  0.323
4 (18.18%) 2 (20.00%) 0 (0.00%) 0.694
2 (9.09%) 0 (0.00%) 0 (0.00%) 1
5 (22.73%) 0 (0.00%) 0 (0.00%) 0.23

p — 2 test or Fisher’s exact test. *Statistically significant relationship (p < 0.05).

of the patient), even if the prognosis is unfavourable
(SD = 3.95); receiving information on the patient’s
condition at least once a day (SD = 3.89); receiving in-
structions from a doctor on how to deal with the pa-
tient after leaving the hospital (SD = 3.89); confidence
that the patient is receiving the best possible care (SD
= 3.86); and the feeling that there is hope of curing
the patient (SD = 3.78). The following issues turned
out to be equally important: being informed by the
medical staff on the phone about the deterioration of
the patient’s condition (SD = 3.73), knowledge of how
the patient is treated (SD = 3.51), and including the
family in nursing activities (SD = 3.41). The following
needs were considered the least important: being able
to speak with medical staff about the patient’s possi-
ble death (SD = 2.92); being able to speak with medical
staff about their feelings, about what happened (SD =
2.57); and conversation with a hospital chaplain (SD
= 2.27). All needs included in the study are presented
in Table 3.

It was demonstrated that the use of comprehen-
sible language by doctors was a significantly more im-
portant need among women (p = 0.036). Then, talking
to the same doctor every day and feeling that there
is hope for curing the patient were more important
for people with education other than university edu-
cation (p = 0.046). Being able to talk to medical staff
about their feelings and what had happened was, in
turn, more important for people who did not live with
the patient (p = 0.036).

Taking into consideration the specificity of an
ICU unit functioning, it was noted that the day of
hospitalization significantly (p < 0.05) and negatively
(r < 0) correlated with the assessment of the impor-
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tance of explaining and describing the unit environ-
ment before the first entry into intensive care and
the use of comprehensible language by doctors. This
means that the longer the hospital stay, the less im-
portant these needs (r = —0.338, p = 0.041). These val-
ues are presented in Table 4.

Values statistically significant were also noted in
relation to the place of residence. Talking to the same
doctor each day was more important for those com-
muting 21-50 km than for those commuting over
50 km (p = 0.04), and the possibility of conversation
with medical staff about their feelings was more im-
portant for those commuting up to 20 km than for the
other respondents (p = 0.013). On the other hand, the
conversation with the hospital chaplain was more im-
portant for people traveling up to 20 km or over 50 km
than for people living in the place of hospitalization of
the patient (p = 0.006).

Taking into account the patient’s age, it correlates
significantly (p < 0.05) and negatively (r < 0) with the
need to obtain truthful and factual information on the
patient’s condition, even if the prognosis is unfavour-
able. This means that the older the patient, the less
important this need becomes (r = -0.337, p = 0.042).

Discussion

Special conditions at an ICU evoke many negative
emotions. Moreover, the equipment monitoring vital
functions connected to the patient, the implemented
therapeutic procedures, and the patient’s changed ap-
pearance are extremely stressing. Therefore, it can be
assumed that the contact with the medical staff at the
unit and the specificity of intensive care are so dif-
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Table 3. Family needs of patients admitted to intensive care units

Needs N  Missing Mean SD  Median Min. Max. Q, Q,
data

Information about the patient’s condition at 37 0 3.89 031 4 3 4 4 4

least once a day

An explanation of the ICU environment prior 37 0 3.11 081 3 1 4 3 4

to first entering

Talking to the same physician every day 37 3.57 073 4 1 3

Physicians using comprehensible language 37 0 327 073 3 1 3

(not typical medical)

Knowing how the patient is treated 37 351  0.65 4 1 3 4

Being able to speak with medical staff about 37 257  1.04 1 2

feelings, about what happened

Instructions from the physicians about how to 37 0 3.89 031 4 3 4 4 4

deal with the patient after leaving the hospital

The feeling that there is hope for a cure 37 0 3.78 0.63 4 1 4

Including the family in nursing activities for 37 341  0.64 3 2

the patient

Confidence that the patient is receiving the 37 0 3.86 042 4 2 4 4 4

best possible care

Being able to speak with medical staff about 37 0 292  1.09 3 1 4 2 4

the patient’s possible death

Being informed by the medical staff on the 37 0 373 061 4 1 4 4 4

phone about the deterioration on the patient’s

condition

Being informed by the medical staff about the 37 0 3.7 0.74 4 1 4 4 4

improvement of the patient’s condition

Truthful information provided by physicians, 37 0 395 023 4 3 4 4 4

even if the prognosis is unfavourable

Conversation with the hospital psychologist 37 3.19 074 3 1 3 4

Conversation with the hospital chaplain 37 227 107 2 1 1 3

ficult and overwhelming themselves that, regardless
of the patient’s health condition, each visit at an ICU
is an extremely emotional experience for the relatives.
Moreover, the first visit can be such an emotional bur-
den that they do not remember that moment [11].
Therefore, it is extremely important to identify
and understand the needs of families of ICU patients
and to provide them with both emotional and infor-
mational support in this situation. The data obtained
clearly showed that for most relatives the key and the
most important one was the need for information, es-
pecially with regard to providing it truthfully and in
accordance with the actual condition of the patient,
their prognosis, and receiving instructions on the pa-
tient’s functioning after the completion of hospital-
ization. The respondents expressed their willingness
to obtain information on the current health condition
of a family member at least once a day. The need for
certainty that the patient is provided with the best,

competent care and that there is hope for their curing
was also very intense. These observations are consis-
tent with the data obtained by other authors [5-8].
Therefore, it is an important task of intensive care
doctors to provide family members with factual, clear,
and compassionate information, which they need in
order to cope with their suffering and to participate
in making decisions about patients who are unable
to communicate with healthcare professionals on
their own. However, it is important that the informa-
tion provided is adjusted to the intellectual abilities
of the recipient, without jargon and professional ter-
minology, which is also emphasized by the results of
this work. Compared to people with a lower level of
education, better educated family members believed
more in the importance of talking every day to the
same doctor and having hope for the patient’s recov-
ery. This may be due to the fact that better educated
people find it easier to understand the information
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Table 4. Family needs of patients admitted to intensive care units in relation to the number of days of hospitalisation

Needs

Information about the patient’s condition at least once a day

An explanation of the ICU environment prior to first entering

Talking to the same physician every day

Physicians using comprehensible language (not typical medical)

Knowing how the patient is treated

Being able to speak with medical staff about feelings, about what happened

Instructions from the physicians about how to deal with the patient after
leaving the hospital

The feeling that there is hope for a cure

Including the family in nursing activities for the patient

Confidence that the patient is receiving the best possible care

Being able to speak with medical staff about the patient’s possible death

Being informed by the medical staff on the phone about the deterioration on
the patient’s condition

Being informed by the medical staff about the improvement of the patient’s

Days of hospitalisation

r=-0.087,p =0.61
r=-0.338, p = 0.041*
r=0.283,p =0.09
r=-0.425, p = 0.009*
r=0.032,p =0.85
r=-0.302, p = 0.07
r=-0.285, p = 0.087

r=0.145p = 0.393
r=-0.26,p =0.12
r=-0.236,p = 0.16
r=-0.186, p = 0.269
r=-0.002, p = 0.992

r=0.156, p = 0.356

Spearman’s correlation coefficient

condition

unfavourable

Conversation with the hospital psychologist

Conversation with the hospital chaplain

Truthful information provided by physicians, even if the prognosis is

r=-0.21,p=0.212

r=-0.186, p = 0.269
r=-0.093, p = 0.585

*Statistically significant relationship (p < 0.05).

regarding the diagnosis, ICU procedures, and the
course of the disease, which may reduce their anxiety
level. One should also include considerations for the
fact that strong negative emotions may significantly
impair the processing of obtained information. The
data available in the literature show that only 50% of
ICU patients’ families are satisfied with the commu-
nication with doctors, and only half of the relatives
understand the information provided on diagnosis
and treatment, which does not meet the basic stan-
dards of informed consent [12]. According to other
data, however, it was noted that the stronger feeling
of stress was significantly higher among those who
believed that the information provided on the subject
of the patient’s condition was incomplete and insuf-
ficient [13]. Proper communication therefore helps
the family in coping with the stress related to ICU
admission and in adjusting to the new situation [7,
14]. On the other hand, unsatisfied communication
and information needs may leave the relatives feeling
uninformed, dissatisfied, and deprived of the right to
make clinical decisions and care for their loved ones
on a daily basis [6].

Some authors [15] suggest that a conversation with
the family regarding the patient’s condition should
begin with the question “What is your understand-
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ing of the information provided to you by the clini-
cal team?” If the answer differs from the healthcare
professionals’ point of view, this is the best time to be-
gin identifying discrepancies. In addition to reducing
the psychological burden and increasing satisfaction,
intensive care units that are able to support interven-
tions based on meeting family information needs also
enable each family to provide better support to their
relatives at an ICU, thereby increasing the confidence
that the patient receives the best care [6]. Involving
a psychologist in the work of the unit might also be
helpful in this respect. One of the tasks undertaken
by a psychologist in the hospital should be participa-
tion in the process of communication between the
patient’s family and the medical staff. The moment of
providing information about the patient’s condition
is difficult and dynamic — each of the participants
contributes their currently experienced emotions,
temperament, and individual characteristics which
may be a source of difficulties in communication.
Considering the above, a psychologist should ensure
the proper course of the conversation and create the
most appropriate conditions for it. The place where
the conversation is conducted is also an important el-
ement. Holding it in the presence of bystanders, on
the run, or in the corridor and without maintaining
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intimacy [12] is disadvantageous. Not only the pa-
tient’s relatives, but also in the first place the doctors
should feel comfortable providing information on the
patient’s scheduled therapeutic treatment, their cur-
rent condition, and their prognosis. That would en-
able the family to ask a wide range of questions, which
are aimed at explaining the decisions made and pro-
fessional terminology [16]. This is difficult because
relatives return to the issues discussed already many
times, and their perception of the information pro-
vided by the doctor is limited. The reason for this may
be not only the misunderstanding of the message, but
also the fact that, from a psychological point of view,
the information that we want to hear is usually ac-
cepted first, while the unfavourable information is
eliminated from our awareness [12]. In this situation,
a safe and secluded place facilitates the acceptance of
various, often temperamental reactions of the family.
After the conversation is over, a psychologist can go
through the information given by the doctors with
the family again, once again passing the message in
small bits, making frequent summaries, and leaving
time for reaction and venting of emotions.

The use of additional forms of communication
may also facilitate the communication between the
medical personnel and the families of ICU patients.
Instructional materials, including educational bro-
chures with pictures describing the nature of the ICU,
informing about the environment and equipment at
the intensive care unit through leaflets, and advice on
interacting with a critically ill person may help fami-
lies satisfy their information needs [17]. Also, encour-
aging relatives to ask questions and recognizing their
statements may make them feel part of the treatment
team [5]. As demonstrated, the ICU patients’ families
who participated in educational programs had a bet-
ter understanding of the issues related to the diagno-
sis and treatment of their relatives. Moreover, those
who received informational support were also charac-
terized by a lower level of anxiety, anger, and depres-
sion [18].

As reported in the literature, stronger negative
emotions during hospitalization of an ICU patient
were expressed by women. At the moment of admit-
ting a family member to the unit, in comparison to
men, women declared more intense feelings of ner-
vousness, despondency, anxiety, and depression and
more intense and persistent stress reactions [19]. This
is confirmed by the studies of other authors, who
reported that men suppressed anxiety to a greater
extent than women [8]. This is somewhat consistent
with the results of this study, which showed that in
terms of the needs experienced by the participants of
the study, women had a higher level of needs in com-
parison to men. The cause of this difference may be
the numerical predominance of women in the study
group. However, it can be assumed that women are
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inherently characterised by being more sensitive,
expressing their feelings more openly, and adopting
an overly empathetic attitude, which may be crucial
when it comes to communication and sharing infor-
mation by medical staff.

The need for safety was also found to be essential
among all the needs listed by the relatives of patients
treated at ICUs. This is in line with a number of stud-
ies that have reported that the certainty that the pa-
tient is receiving the best care reduces the stress of
loved ones and contributes to better adaptation to the
new situation [20-22].

Involving relatives in the care of patients and their
inclusion in simple nursing tasks is also one of the
forms of meeting the needs of the families of people
treated at ICUs and supporting them. This type of
intervention not only allows active participation in
the patient’s recovery process and acceptance of their
limitations but also increases the sense of closeness
between the family and the patient and enhances the
feeling of being needed [23]. Moreover, it allows for
an ongoing registration of changes in the patient. The
family then becomes more aware of the situation ex-
perienced by them and more aware of the patient’s
life- and health-threatening condition. Consequently,
this may prevent often unrealistic expectations re-
garding the treatment process [24], but also facilitate
contact with medical personnel indirectly modifying
family reactions [23]. This may also be of crucial im-
portance in terms of later concerns about the future.
In contrast, it has been demonstrated that the altered
appearance caused by the disease and the therapeutic
management implemented are among the most stress-
ful factors when visiting a loved one. It has also been
noted in other authors’ works that medical equipment
connected to the patient can be equally stressful. The
area of the intensive care station contains electrical,
vacuum, and oxygen outlets, pumps, suction equip-
ment, monitors, and ventilators. A person surrounded
by such a plethora of equipment arouses strong nega-
tive emotions in visitors. Nevertheless, family mem-
bers are eager to participate in caring for patients
despite the specificity of ICU functioning and envi-
ronment. It was noted that up to 87% of relatives ex-
pressed a willingness to participate in the organised
care of their loved ones [12]. However, the current
survey demonstrated that while this is still an impor-
tant issue, it is not a priority for everyone. It can be as-
sumed that this stems from the fact that many people
do not know how to behave in such a situation and
therefore do not feel comfortable participating in the
care of critically ill loved ones at ICUs and are afraid
of harming them. In such situations, the medical staff
can explain how the family can communicate with
the patient and explain the principle of stimulating
the patient by, for example, talking to them, reading
books, touching, or informing them of positive family
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events. Studies have demonstrated that kinship care is
associated with better clinical outcomes [16].

Considering the above-mentioned data, the im-
portance of the proper care of the family of a patient
treated at an ICU should be emphasized. It includes
the reliable and comprehensive provision of informa-
tion by the medical personnel, development of the
communication system, and, after identification of
individual expectations, the involvement of the fam-
ily in simple nursing activities to the extent possible
under the conditions of the ICU. Accurate assessment
of the needs of the families of patients treated at ICUs
and responding to them during the early crisis peri-
od is of great importance. It may reduce the negative
impact of family stress, enhance the family’s ability
to interact with and positively support a critically ill
relative, influence trust in medical staff, and increase
confidence that the patient is receiving the best pos-
sible care.

This study has several limitations. First, the small
sample size of 37 relatives surveyed limits the repre-
sentativeness of the results, the statistical power of the
analyses obtained, and the extrapolation to a larger
population. Consequently, the results should be in-
terpreted with caution. Another limitation of the pre-
sented study is also related to the fact that the data
verification was carried out over a relatively short pe-
riod.

The strength of this study lies in its purpose. Few
studies are available in Poland on the subject of iden-
tifying the needs of the family members of patients
treated at intensive care units. Secondly, a 100% re-
sponse rate was achieved, with all questionnaires
completed in full and no blank responses.

Conclusions

The most frequently mentioned stressors in the
family members of patients treated at ICUs were the
following: immediate threat to the patient’s life, poor
prognosis, altered appearance of the patient, and
concerns about how the family will function after
the hospitalisation has finished. The following needs
were considered to be the most important: provision
of truthful information by doctors (with respect to
the patient’s actual condition) even if the prognosis is
not promising, receiving information on the patient’s
condition at least once a day, receiving guidance from
the doctor on how to manage the patient after their
discharge from hospital, and confidence that the pa-
tient receives the best possible care. The least impor-
tant need appeared to be the need to have a conver-
sation with the hospital chaplain and being able to
talk to the medical staff about their feelings and about
what had happened. The spouses/partners of treated
patients and those living together with the patient
were the most concerned about family functioning
after hospitalisation. The use of comprehensible lan-
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guage by doctors was significantly more important for
women. However, the longer the patient stayed at the
unit, the less important this need became.
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