Letters to Editor

Caregivers’ Perspective on Home‑based Care of
Operated Neurosurgery Patients Discharged From
PGIMER, Chandigarh, India
“My son left his studies after 7th standard to take care
of his mother at home.” said a 45‑year‑old father
with tears in his eyes. “I am tired of my life. I come
home for four hours only. But sometimes I feel like
leaving home.” says a 50‑year‑old female caregiver.
Post‑operative neurosurgery patients need special care
at home. After the operation, attendants of patients
usually remain enthusiastic regarding caregiving. The
constant support and supervision received from
doctors and nurses during the hospital stay keep them
hopeful about the recovery of their patients. Home
care brings liberation of the patients from hospital
pressure. However, it increases the responsibility of the
caregivers. At home, caregivers play an important role
in post operative recovery of the patients. Long‑term
care at home can be provided either by family members
of affected individuals or professional caregivers.
Family members provide more than 90% of long‑term
care in India. Some people believe that primary
responsibility of care for disabled person lies with
individual and their families. Whereas another concept
from some countries from Europe and Japan has a
different perspective that a disabled relative/family
member should not result in undue financial and care
burden for the family. Indeed, the enactment of the
new social insurance program in Japan was a deliberate
decision to shift the burden of long‑term care from
the family to society as a whole. But long‑term care of
patient in India is usually a family affair. Indian value
system places a high focus on family ties. Despite many
transformations in the nature of families in Indian
society, caring for the sick and injured is still one of
the functions of family. While fulfilling the need of
patient and caring at home, caregivers also go for jobs
and earn their living. Most of the times, caregiving at
home and other responsibilities lead to deterioration
of caregivers’ health as well. High strain in giving care
to their patients leads caregivers to neglect their own
needs. Psychological symptoms like depression and
suicidal thoughts are also reported in caregivers. Higher
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levels of depressive symptoms and mental health
problems among caregivers than their non caregiving
peers have been reported in literature. Increased
burden further deteriorates health of caregiver and
patient in the vicious cycle.
Although family caregivers provide extraordinary
uncompensated care, they feel untrained and
unprepared. Concept of private attendants/community
health care/nursing care in home care after operation
is almost missing from India. Trained attendants
are seldom available in our society and if present,
it is beyond the reach of majority of such families.
Insurance schemes are still in budding phase. Only
viable options left are to train family caregivers or
build a cadre of professional caregivers. Training of
family caregivers can be arranged in hospital settings by
involving nursing staff at the time of hospital stay of
patients through a self instruction manual. Preventing
the so‑called catastrophic effects to the caregiver health
should be the focus area while designing a caregiving
program. Experiences from countries where there are
care‑providing agencies and mode of training family
caregivers are available reveals decrease in problems
for both caregiver and patients. This will definitely
reduce stress from the caregivers. Stress‑free caregivers
can take care of themselves and their patients as
well. Evidence suggests that when patient and family
have a better understanding of their diagnosis and
treatment, they are more able to cope with their illness,
use the health system more effectively, and have less
psychological distress.
A cadre of professional caregivers also needs to be built.
Training modules can be made according to need of
patients and caregivers. Tertiary care institutes in India
can start initiatives in this area of home based nursing
and to support family caregivers for better clinical and
social outcome.
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Nicotine Replacement Therapy for the Palliation of
Nicotine Abstinence Syndrome: Boon More than Bane
Sir,
Apropos, the article titled “Nicotine Replacement
Therapy (NRT) for Palliation of Nicotine Abstinence
Syndrome—Is it Worth?” in Indian Journal of Palliative
Care (May − August issue)[1] questioning the worth of NRT
for the management of nicotine abstinence (withdrawal)
syndrome, we would like to express a difference of opinion.
Nicotine use is one of the major public health disasters
of the 21st century which is still widely prevalent.[2] The
burden of nicotine dependence can be judged from the
fact that tobacco in smokeless or smoking form kills 5
million citizens globally every year. The World Health
Organization (WHO) projects that the number of deaths
will double within the next 15 years worldwide. Tobacco
will subsequently be the leading cause of death in the
developing world, as it already is in developed countries
today.[3] In India too, the situation is not any better
as tobacco use is associated with a substantial risk of
cancers and by 2020 it is predicted that it will account for
13% of all deaths.[4] It is interesting to note that though
tobacco‑attributable mortality increases slowly after the
initiation of smoking, the effects of cessation emerge
more rapidly. Cessation is the only practicable way to
avoid a substantial proportion of tobacco‑attributable
deaths in the world.[5] Unfortunately, there are only limited
strategies available to fight this public health menace of
global importance. NRT is one of the most commonly
used, safe, effective, and evidence‑based strategy for
tobacco cessation.[6,7] All the commercially available forms
of NRT (gum, transdermal patch, nasal spray, inhaler, and
sublingual tablets/lozenges) help people who make a quit
attempt increase their chances of successfully stopping
smoking. NRT significantly reduces nicotine withdrawal,
and hence helps in palliation of nicotine abstinence
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syndrome. NRTs increase the rate of quitting by 50–70%,
regardless of setting.[8,9] Large amount of misinformation
exists regarding relative safety and harm of NRT. It is true
that most common side effects associated with NRTs in
clinical practice are:
• Skin irritation when using patches
• Irritation of nose, throat, or eyes when using a nasal
spray
• Throat irritation, sore mouth, stomach discomfort,
hiccups, jaw muscle ache, increased salivation,
dizziness, and headaches when using nicotine chewing
gums.
However, even after we assumed some harm from long‑term
NRT use, the benefits from cessation far outweigh the risks.[10]
More effort should be made to increase awareness of the
full spectrum of harm from tobacco use viz‑à‑viz potential
risks from NRT use and attempts should instead be made to
increase the use of this effective intervention for management
of tobacco cessation.
Additionally in terms of cost effectiveness, smoking
cessation has been termed ‘gold standard’ of healthcare
cost effectiveness, producing additional years of life at
costs that are well below those estimated for a wide range
of healthcare interventions. Provision of NRT with an
effectiveness of 1% is predicted to result in the avoidance
of about 3.5 million smoking‑attributable deaths. Of these,
low‑ and middle‑income countries would account for
roughly 80% of the averted deaths.[11,12] In the developing
country like India where about 1 million deaths are
expected in male smokers by 2025, NRT should be made
easily accessible and subsidized with government run health
services supporting the cost of cessation. The already
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