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1. Background to the research 

 

1.1  Carers Scotland Act 2016 

 

As the average age of the population in Scotland rises so does the number of people with 

more than one long term condition.  According to Scottish Government figures, around two 

million people, 40 per cent of the Scottish population, have at least one long term condition, 

and one in four adults over 16 report some form of long term illness, health problem or 

disability. 

 

Long term conditions become more prevalent with age and, according to Audit Scotland, the 

number of people aged 75 and over will rise by 60 per cent between 2004 and 2031. By the 

age of 65, nearly two-thirds of people will have developed a long term condition.  

 

With an increase in age and conditions which affect people’s health and quality of life and 

an increased demand on health and social care services, more people are relying on carers 

to support them in their daily lives.  Many of these carers are “informal” (family members of 

friends) and very often do not regard themselves as carers.  As a result of this many remain 

unidentified to services and unsupported, despite the impact that the caring role can have 

on their own health and wellbeing. 

 

In recognition of the increasing reliance on informal carers, the Scottish Government 

introduced the Carers Scotland Act, 2016 which aims to provide more support to people 

who provide care for another individual (although not paid carer workers and volunteers).  It 

is expected that the Act will be phased in from April 2018. 

 

The Act focuses on the impact caring has on the individual and ensures that their assessed 

needs are acknowledged separately from the needs of the cared for individual.  It introduces 

Adult Carer Support Plans (ACSP) and Young Carer Statements (YCS) to replace carers’ 

assessments and determines that the plans must consider a range of areas that impact carer 

wellbeing including, personal outcomes, impact of caring on the carer and requirements for 

emergency planning.   

 

The Act also requires Health Boards and Local Authorities to jointly prepare a local carers 

strategy which includes the needs to set out their plans for: 

 

• Identifying carers and obtaining information about the care they provide 

• Assessing carer support needs and the extent this is currently not met 

• Determining the support available to carers in the local area 

• Providing support for carers   

• Assessing the extent to which plans for supporting carers may reduce any impact of 

caring on their health and wellbeing. 

 

It also places a duty on NHS Boards to inform and involve carers in the discharge planning of 

the person they care for, or intend to provide care for.   Each Board must:  
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• Inform the carer, as soon as it is reasonably practical, of the intention to discharge 

the cared for person 

• Invite the carer to give views about their discharge  

• Take account, as far as reasonable and practical to do so, of the carers' views in the 

decisions relating to the discharge.  

 

1.2  NHS GGC Carers Pathway 

 

NHS GGC recognised that, due to the health issues of the people they support, many 

informal carers visit acute health services on a regular basis and that hospital staff could 

have a vital role in identifying these carers and involving them in key discussions about the 

on-going care and/or discharge of the people they care for.  The Carers’ Pathway was 

developed which provides a single access point for carers to receive the support and advice 

they need (a Carers Help Line). 

 

Opportunities were identified for hospital staff to establish the caring situation and record 

carers details during the patient's journey from admission through Accident and Emergency 

to Discharge, including admission documentation, SBAR handover and nursing assessment 

admission documents.  Hospital staff in areas likely to come into contact with carers 

received training on the Carers’ Pathway and the relevant documentation. 

 

However, given the often informal nature of the caring role and that many carers do not see 

themselves in this role, issues remained with the identification of unpaid carers and their 

involvement in the patient pathway, particularly in the discussion surrounding patient 

discharge. 

 

1.3 Research objectives 

 

NHS GGC commissioned a programme of research to explore the experiences of carers in 

acute hospital settings, determine the suitability of the approach taken to include carers in 

the discharge planning process and use this evidence to inform any changes to practice 

required to make the Carer Pathway more effective in helping the Health Board meet their 

requirements under the Act.   

 

The research aimed to establish: 

 

• To what extent the current approach is working 

• Whether it was effective for all its stakeholders (i.e. carers, patients and health care 

professionals) 

• What factors were supporting effective identification and involvement of carers  

• How any barriers to identifying and involving carers had been addressed 

• What lessons could be learned from the implementation of Pathway in hospital 

settings 

• What improvements should be considered to ensure that the needs of carers and 

the people they care are met in the future 

• Key recommendations for future practice in identifying and supporting carers. 
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2. Methodology 
 

This research was conducted in two stages: 

 

• Profiling of carers in Glasgow 

• Engaging with key stakeholders involved in discharge planning in acute settings. 

 

2.1  Profiling of carers 

 

In order to better understand the type of carers likely to engaging with acute services in 

Glasgow, data gathered from each of the Carers Centres across Glasgow was analysed to 

provide a profile of the people accessing their services. 

 

Data from the NHS GGC Health and Wellbeing Survey was also used to help inform the carer 

profile and a review of complaints made to NHS GGC hospital services was also conducted 

to profile the type of issues faced by carers when the people they cared for were in hospital. 

 

The results of the data analysis review are set out in Section 3 of this report. 

 

2.2  Research location 

 

Four locations were selected by the NHS GGC project team for inclusion in this research.  

These were: 

 

• The Physical Disabled Rehabilitation Unit (PDRU) in the Queen Elizabeth University 

Hospital in Glasgow  

• Ward 2 (Respiratory Medicine) in Glasgow Royal Infirmary 

• Ward 3A (Neurosurgery, Neurology, Complex Respiratory, Long Term Ventilation, 

Complex ENT, Endocrine, Metabolic Eating Disorders) in the Royal Children’s Hospital 

in Glasgow 

• Ward 11D Vascular (lower limb amputation) in the Queen Elizabeth University 

Hospital in Glasgow. 

 

Each of the selected areas support patients with complex needs and have a length of stay 

which is generally in excess of four weeks.  In some cases, the complexity of the patient 

needs results in patients remaining in the ward for several months. 

 

2.3  Stakeholder groups 

 

In order to explore the approach taken to identifying carers and involving them in the 

discharge planning process, the research engaged with the following stakeholder group in 

each of the four locations: 

 

• Senior hospital management to explore how the Carer Pathway should be 

implemented in their service areas, how staff should involve carers in the discharge 

planning process and what issues are arising/have arisen from this (4 interviews) 
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• Ward management to explore the discharge planning process in the wards, who is 

involved, how the Carer Pathway relates to this and any issues which have arisen 

from its implementation (4 interviews) 

• A sample of health care professionals involved in discharge planning in the wards to 

explore their role and to explore how discharge planning operates in practice, 

particularly in relation to the involvement of carers and the reasons for this (17 

practitioners) 

• A sample of carers and patients to explore their experiences of discharge planning 

and the extent to which is met/is meeting their needs (20 carers and 14 patients) 

 

Visits were made to each of the four wards included in this research to engage with each of 

the stakeholder groups, as follows: 

 

• Individual, in-depth interviews were conducted with senior hospital management 

and ward management in each of the four locations 

• Discussions were held with representatives of the multi-disciplinary groups involved 

in discharge planning in each of the wards.   These included medical, nursing, 

physiotherapy, occupational therapy and discharge co-ordinators.  Their feedback 

was gathered through a combination of discussion groups, attendance at multi-

disciplinary team (MDT) meetings and individual in-depth interviews 

 

It had been intended to gather feedback from patients and carers through an interviewer 

administered semi-structured questionnaire, with follow up in-depth interviews using an 

agreed discussion guide.  However, the choice of locations for the research meant and their 

more static patient groups, due to long length of stay, offered a smaller sample of carers 

and patients available for the research.  As a result, consultant led in-depth interviews were 

conducted with carers and patients in the four wards using a combination of semi-

structured questionnaire and discussion guide. 

 

The discussion guides and questionnaire used in the interviews are contained in Appendix 1 

of this report and the feedback from the research stakeholders is set out in Section 4 of this 

report. 
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3.  Carer profile 

 

A key objective of this research was to help NHS GGC better understand the types of carers 

likely to be engaging with its acute hospitals.  Analysis was conducted of the following 

datasets provided by NHS GGC and its partner, Glasgow City Council Social Work 

Department: 

 

• Carer Centre Referrals 

• NHS GGC Adult Health and Wellbeing Survey 

• Census 2011 

• NHS GGC Patient Feedback. 

 

3.1  Analysis of Carer Centre Referrals:  April - December 2015 

 

There was a total of 1,644 referrals to Carer Centres across the NHS GGC area between April 

and December 2015.  The largest number of referrals were to the Carer Centres in South 

West and South East Glasgow, with 466 and 434 referrals respectively. 

 

3.1.1  Referral numbers 

 

 
 

The referral patterns varied by area (see Fig 2 below).  However, with the exception of the 

South East Glasgow Centre, referrals tend to be lowest in December.
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3.1.2  Profile of Carer 

 

Age 

Just under half of all carers (44%) were under 55 years of age (see Fig 3 above).  This age 

group comprised the largest numbers of carers in each Centre.  Young carers (i.e. those aged 

under 18) tended to comprise 1 in 10 (10%) of all referrals.  However, it should be noted 

that no young carers were recorded in the database for West Glasgow and only 2% in the 

database for North West Glasgow. 

 

It should also be noted when reviewing these figures that age details were not recorded for 

just over a third (35%) of referrals to the North West Glasgow Centre. 

 

Length of time in caring role 

One in four (24%) of carers had been in their caring role for between 2 and 5 years, with a 

further one in five (19%) having been a carer for more than 10 years.  Less than one in ten 

(8%) had been a carer for less than a year (see Fig 4 below). 

 

However, it should also be noted when reviewing these figures that length of time in the 

caring role had not been recorded for 83% of referrals to the North West Glasgow Carer 

Centre and a third (32%) of referrals to the East End Carer Centre. 
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Whilst it would appear from Fig 5 above that Alzheimer’s and Dementia are the most 

common health issues with people who are cared for, the coding of the diagnoses varied 

amongst the six Carer Centres making such comparison difficult.   

 

Whilst some of the category titles are similar, the number of categories contained in the 

databases varies amongst the Centres.  It is not clear if categories which are not detailed in 

some of the databases are not required (i.e. no-one with these conditions) or if they have 

been included elsewhere.   

 

For example, it is not clear what conditions have been included in some of the categories 

such as "Physical Disability", "Other" and "Learning Disability".  Some of the databases do 

not have the category "Physical Disability" suggesting that this may have been included 

elsewhere. 

 

There is also a substantial number of referrals for which no diagnosis has been recorded. 

 

 
 

Almost half of all referrals recorded (48%) indicate that the person cared for has multiple 

health conditions (see Fig 6 above).  However, this is not consistent across all six Carer 

Centres. The highest number of people with multiple health conditions were those cared for 

by the individuals referred to the Carer Centres in South East and North East Glasgow (61% 

and 65% respectively). 

 

This is in contrast to the North West Glasgow Carer Centre where only 28% has multiple 

conditions.  However, it should be noted that over a third (38%) of referrals had no 

information on carers health conditions. 
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Four in ten (41%) referrals had not attended hospital with the person they care for in the 

previous 12 months (see fig 7 above).  28% of referrals had visited the hospitals in the past 

12 months (almost all once or twice).  Only 4% of people had visited 3 times or more. 

 

However, as before, it should be noted that data is missing for a third of referrals (31%).  IN 

Centres where more data is available (i.e. North East Glasgow and West Glasgow), the 

numbers of people who have not attended hospital is higher (62% and 56% respectively) 

and lowest in the Centre with the highest missing data (North West Glasgow - 13%). 

 

3.1.3  Referrals by GP 

 

As can be seen from Fig 8 below, the levels of referrals from GP are low - 30 people out of a 

total of 1644 referrals (1.8%).  Referrals from GPs in West Glasgow comprised 67% of the GP 

referrals (20 people).  Lowest referrals rates were in North West Glasgow, South West 

Glasgow and North East Glasgow (zero, zero and 2 people respectively).   
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3.2  Profile of Carers from NHS GGC Adult Health and Wellbeing Survey and 2011 Census 

 

A total of 529 respondents identified themselves as having responsibility for someone 

outside of work on a day to day basis (6.1% of all respondents interviewed in the Survey).   

This is a lower proportion of carers than was identified for the NHS GGC area in the 2011 

Census (9.7%).  The Census data suggested that the NHSGGC would have 104,220 people 

with caring responsibilities residing in its catchment area. 

 

3.2.1  Profile of respondents 

 

From the Survey, the largest number of respondents with caring responsibilities on a day to 

day basis resided in Glasgow North East (25% of respondents).  West Dunbartonshire and 

East Renfrewshire had the lowest number of carers in the Survey (see Fig 9 below).   

 

 
 

However, it should be noted that, in the 2011 Census, the Glasgow City area had the lowest 

proportion of respondents with caring responsibilities (9.1% compared to 9.3% across 

Scotland).  The other five local authority areas in the NHS GGC catchment area all had just 

over 10% of their respondents with caring responsibilities - with West Dunbartonshire 

having 10.6% of respondents and East Renfrewshire with 10.3%. 

 

3.2.2  Gender of respondents 

 

Two thirds of respondents in the Survey who stated they had caring responsibilities (67%) 

were female with one third (33%) male (see Fig 10 below).   
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This proportion of female carers is higher than the 2011 Census, which reported that 59.5% 

of carers were female and 40.5% were male. 

 

3.2.3  Age of respondents 

 

45% of respondents in the Survey were aged between 40 and 59, with 21% aged 65 and 

over (see Fig 11 below).  Only 3% of respondents were aged between 16 and 24. 

 

 
 

It has not been possible to compare these results with the 2011 Census as the data is 

reported using different age bands e.g. 0 -24, 25 - 49, 50 - 64 and 65 +. 
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3.2.4  Employment status of respondents 

 

 
 

As Fig 12 above illustrates, 35% of the respondents with caring responsibilities in the Survey 

were employed (Full Time, Part Time or Self Employed).  This is a much lower proportion of 

respondents than those who participated in the 2011 Census where 51.4% of respondents 

from the NHS GGC area with caring responsibilities were in employment. 

 

Just over a quarter (28%) of the Survey respondents were retired, 16% were looking after 

family and 2% were in education.  This compares to 24%, 8% and 5% of respondents in the 

2011 Census. 

 

3.2.5  Educational qualifications of respondents 

 

1 in 10 (10%) of respondents in the Survey with caring responsibilities had a Degree or 

Higher Degree, with 6% having a professional qualification and 9% having a GNVQ'GSVQ at 

Foundation or Advanced level (see fig 13 below). 

 

Over a third of respondents (38%) either had no qualification (19%) or had a school leaving 

certificate (19%). 

 

It has not been possible to source the educational qualifications of people with caring 

responsibilities who participated in the 2011 Census. 
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3.2.6  Household composition 

 

Almost half (44%) of respondents in the Survey with caring responsibilities were in a two 

person household and almost three quarters (70%) had no children under 16 living with 

them (see Figs 14 and 15 below).  
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The 2011 Census comments on the relationship status of carers and whether they are lone 

parents rather than household size, therefore it has not been possible to make a 

comparison with the Census data. 

 

3.2.7  Health of respondents 

 

62% of respondents in the Survey described their health and very good or good (see Fig 15 

below).  This is lower than the proportion of NHS GGC respondents with caring 

responsibilities who participated in the 2011 Census (69%) and also lower than the average 

for all respondents who participated in the NHS GGC Health & Wellbeing Survey (77%).     
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Just over a third (34%) of Survey respondents with caring responsibilities stated that they 

had a long term health condition or illness which substantially interfered in their day to day 

activities (see Fig 16).  This is a higher percentage than for all respondents in the Survey 

(20%). 

 

Two thirds (66%) of respondents with caring responsibilities stated that they had a long 

term illness, compared to 20% of all respondents in the Survey.  Just under half (43%) had a 

physical disability and 14% had a mental or emotional health condition (see Fig 17 below).   
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Whilst it is not possible to compare this directly with the 2011 Census as the wording of the 

questions differ, the Census does report that 42% of the respondents with caring 

responsibilities suffered from one or more long term health conditions. 

 

 
 

Whilst a higher proportion of Survey respondents with caring responsibilities reported long 

term illnesses than all Survey respondents, fewer reported interference with activities (see 

Fig 18 above): 

 

• Almost half (42%) of the Survey respondents with caring responsibilities who 

reported long term health conditions stated that it interfered with their ability to 

exercise (compared to 84% overall) 

• Over a third (29%) stated it interfered with their everyday chores (compared to 78% 

overall) 

• 33% with their ability to socialise (compared to 74% overall) 

• 27% with their ability to work (compared to 70% overall).   

 

The Survey respondents with caring responsibilities highlighted a range of health conditions 

for which they were currently receiving treatment (see Fig 19).  The most common were 

arthritis/rheumatism/painful joints (15%), high blood pressure (12%) and asthma/bronchitis.   
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As Fig 20 above illustrates, the majority of respondents with caring responsibilities in the 

NHS GGC Survey were positive in respect of: 

 

• Feeling loved (77%) 

• Able to make up their own mind (77%) 

• Thinking clearly (69%) 

• Interested in other people (67%) 

• Feeling close to other people (65%) 

• Feeling useful (63%) 

• Feeling cheerful (60%) 

• Dealing with problems (59%) 

• Feeling confident (56%) 

• Feeling good about themselves (55%) 

• Interested in new things (52%). 

 

However less than half of the respondents were positive about the following issues: 

• Feeling optimistic about the future (48%) 

• Feeling relaxed (41%) 

• Having energy to spare (29%). 

 

3.2.8  Health behaviours 

 

Smoking 

31% of respondents with caring responsibilities in the Survey smoked, with 29% smoking 

every day (see Fig 21 below).  This compares to 25% and 22% of all Survey respondents.   

 

A fifth of respondents with caring responsibilities in the Survey (20%) had given up 

compared to 16% overall.  4% had only tried it once or twice compared to 5% overall and 

almost half (45%) had never smoked, compared to 54% overall. 
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Of those Just over a third (34%) of Survey respondents with caring responsibilities who still 

smoked wanted to give up, compared to 33% overall (see fig 22).  A further 30% stated that 

they might give up, compared to 24% overall and 36% stated that they had no intention of 

giving up, compared to 43% overall. 

 

 
 

 

Alcohol 

 

29% of Survey respondents with caring responsibilities stated that they never have a drink 

containing alcohol (see Fig 23).  This is the same percentage as all Survey respondents. 

 

Just over a quarter of respondents with caring responsibilities (28%) drank alcohol less than 

once a month and 14% stated they drank alcohol more than once a month but not weekly. 
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8% of respondents with caring responsibilities drank alcohol more than 3 days per week.  

This compares to 9% of all Survey respondents. 

 

Just over half of respondents with caring responsibilities (53%) stated that they had drunk 

alcohol in the last 7 days (see Fig 24).  This is a higher proportion compared to all Survey 

respondents (41%). 

 

 
 

3.2.9  Physical activity 

 

Just over a third of Survey respondents with caring responsibilities (38%) stated that they 

had not done any physical activity enough to raise their breathing rate on any day of the 

week (see Fig 25).  This compares to 35% of all Survey respondents. 

 

However, respondents with caring responsibilities were more likely to have exercised on 

five days or more during the week than all Survey respondents (33% compared to 27% 

respectively). 
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16% of Survey respondents with caring responsibilities had not done any moderate exercise 

in the past week, compared to 21% overall (see Fig 26).  62% of Survey respondents with 

caring responsibilities had done moderate exercise on 5 or more days in the previous week, 

compared to 46% overall. 

 

 
 

 

3.2.10  Wellbeing 

 

Wellbeing scores for Survey respondents with caring responsibilities were lower than that of 

all respondents. 

 

As Fig 27 illustrates, just over three-quarters (76%) of Survey respondents with caring 

responsibilities gave a positive view of their general mental or emotional wellbeing.  This is 

lower than overall respondents (86%). 

 

70% of Survey respondents with caring responsibilities gave a positive view of their general 

physical wellbeing, compared to 81% of all Survey respondents.   

 

80% of Survey respondents with caring responsibilities gave a positive view of their quality 

of life, compared to 88% of all Survey respondents.   
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3.2.11  Social health 

 

The majority of Survey respondents with caring responsibilities were positive about their 

social health as follows (see Fig 29): 

 

• Feel I belong to the local area (83%) compared to 81% of all respondents 

• There is someone to help me (79%)  

• Friendships mean a lot (77%)  

• Working together people can influence decisions (74%) compared to 76% of all 

respondents 

• Neighbourhood where people look out for one another (74%)  

• Trust people (70%)  

• Feel valued in the local community (67%) compared to 69% of all respondents. 

 

Slightly more Survey respondents with caring responsibilities felt isolated from family and 

friends than all Survey respondents (15% compared to 8% respectively). 

 

 
 

 

Just under a third (29%) of survey respondents with caring responsibilities had given up time 

to help in clubs, charities etc and 26% belonged to social groups, church groups etc (see Figs 

31 and 32). 
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85% of Survey respondents with caring responsibilities had not taken any action in an 

attempt to solve a problem affecting people in their local area (5% felt that there were no 

problems to address).  Of those who had, 8% had contacted the 

media/organisation/council/MP, 8% had attended public meetings and 2% had organised a 

petition (see Fig 33). 
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3.2.12  Welfare Reform 

Twice the proportion of Survey respondents with caring responsibilities felt that they had 

been affected by welfare reform compared to all Survey respondents (14% compared to 7% 

respectively).  Over three quarters of those affected (77%) suggested they were worse off 

(compared to 75% of all Survey respondents). 
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3.3  Analysis of Comments 

 

A review of patient comments recorded by NHS GGC indicated that out of a total of 1,407 

comments made to NHS GGC.  29 of these comments were related to hospital discharge, 12 

of which were complaints made by carers in relation to lack of communication by ward staff 

regarding the discharge of family members.  Complaints related to wards in the following 

hospitals: 

 

• Inverclyde Royal 

• Leverndale 

• Mansionhouse 

• Queen Elizabeth University Hospital 

• Royal Alexandria Hospital 

• Southern General Hospital. 
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4.  Carer engagement 
 

The discussions with the stakeholders in this evaluation focused on establishing the nature 

of carer engagement in the four selected locations, the extent to which it meets carers 

needs and the extent to which it meets the requirements of the Carer Scotland Act.  The 

health care professionals included occupational therapists, physiotherapists, nursing and 

medical staff. 

 

The carers interviewed included males and females and were aged between 30 and 65, with 

the majority aged 40 to 60.  Over half of the carers were new to the caring role as the health 

condition affecting the person they cared for had only recently occurred.   

 

The feedback from the stakeholder interviews indicated opportunities for carer 

identification and engagement at key stages in the patient journey and we outline these 

below. We also explore the approach taken to identifying and supporting carer health and 

wellbeing needs. 

 

4.1  Admission 

 

4.1.1  Intended approach 

Identification of the carer should take place on admission.  When a patient presents at the 

hospital and it is determined that they should be admitted, staff should record details of the 

person who has the main caring responsibility for the patient.  It is anticipated that this will 

be undertaken by staff in Accident and Emergency or in the Receiving Wards. 

 

In recording the details, there should be a discussion with the patient (if an adult), or the 

person accompanying the child at admission, as to the nature of this role.  The discussion is 

not meant to pre-suppose who the carer will be, as it is recognised that this could be a 

spouse, family member, neighbour etc for adult admissions or a parent, grandparent, 

guardian etc in the admission of a child. 

 

The details gathered should then be recorded in the admission documentation and entered 

into TrackCare so that the details follow the patient throughout their patient journey.   

 

4.1.2  Actual experience 

Feedback from senior management, ward management and health care professionals that 

engagement with the carers at admission works more effectively with children's admissions 

than with adults.  The feedback from senior and ward management in the children's wards 

indicated a detailed discussion with the person accompanying the child at to establish their 

relationship with them. 

 

There appears to be two key drivers for this early identification of carers - ensuring child 

protection and a recognition that families of children admitted to the hospital may require 

emergency funding support to visit the child.  As these interviewees explained: 

 

 "We need to make sure the child is safe so we need to know who is 

responsible for them.  We know from previous experience that this may 



Proposal for NHS GGC:  Carer Pathway Evaluation  21 

www.axiomconsultancy.co.uk 

not be the person who comes in with the child and that the person who 

cares for them may be someone other than their parent. So we always ask 

who the child lives with and, if it's not the parent, then we dig a bit deeper 

to find out why"  

 

 "Many of the people who come into the hospital are low income families.  

There are also people who are staying away from home to be with the 

child while they are in hospital so we always ask if they are the main 

contact person and see if they need any help.  Then we get the Family 

Support and Information Service involved to help them get what they 

need". 

 

This approach was confirmed in the interviews with carers in the children's ward.  All could 

recall having a detailed discussion with hospital staff on admission.  These discussions took 

place in the wards where the child was initially admitted (generally not ward 3A).  As one 

interviewee explained: 

 

 "We were rushed in by ambulance into ICU.  The staff there asked me who 

I was and what relationship I was to XX (Child's Name).  I work full time so 

they spoke to me about that and they asked the Family Support people to 

have a chat with me". 

 

Discussions with senior and ward management in the adult locations suggested that 

information on carers was either not consistently gathered or recorded about carers on 

admission.  Examples were provided, particularly from ward management, where patients 

had been transferred to their wards/unit without any details recorded about their carer.  

Interviewees commented: 

 

 "We quite often have people arriving in the ward and there is no mention 

of a carer". 

 

 "We can get people transferred into our ward overnight.  The information 

is not available through TrackCare because it takes a wee while for the 

system to catch up with the patient transfer". 

 

There were also examples where the wrong details had been recorded.  The details in the 

documentation were those of the person who accompanied the patient on admission rather 

than the carer.   

 

Many of the carers and patients interviewed in the adult locations could not recall being 

asked if they were responsible for caring for the patient.  Their feedback suggests that the 

admission discussions were focused on obtaining information on the patient and the 

circumstances leading up to the admission.  The carers interviewed did remember being 

asked about their relationship to the patient i.e. wife/husband, son/daughter etc but not 

any specific questions about whether they provided them with any help or support.  

However, many of the carers interviewed had been accompanying patients who had been 
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admitted following an emergency and felt that this may have clouded their memory.  As one 

carer commented: 

 

 "We came in following a road accident.  I was so shocked and scared I 

can't say for sure what I was asked ... or even what I said in answering 

their questions". 

 

4.2  Transfer to ward/unit 

 

4.2.1  Intended approach 

Feedback from senior and ward management indicated that a further assessment is 

conducted when the patient is transferred following admission to the ward and that this 

allows ward staff to confirm if anyone has a caring responsibility for the patient and to 

record their contact details.  The information on the carer should then be recorded in 

TrackCare. 

 

4.2.2  Actual experience 

The feedback from the interviews with the health care professionals confirmed the follow 

up assessment on transfer to the ward/unit.  However it would appear that the assessment 

in the adult locations is generally with the patient, unless the patient is incapacitated and as 

a result much of the discussion to identify the carer appeared to take place with the patient, 

with follow up with the carer only if there was some confusion over contact details. 

 

However, the assessment process in Ward 2 does include specific discussion with the 

patient to explore whether they rely on informal caring and ward staff frame questions 

which are likely to identify a caring role.  A health care professional explained the process: 

 

 “We do a comprehensive assessment of the patient when they come here.  

We ask them who they live with, how they feel they are dealing with 

things at home, who helps them when they are at home and how they get 

out and about. This usually identifies both formal carers and family, 

friends, neighbours etc who help out.” 

 

However, feedback from the carers interviewed in the adult locations suggested that the 

reliance on details from the patient had occasionally resulted in staff communicating with 

the wrong person regarding discharge.  As one interviewee explained: 

 

 "I was told by the ward that my (relative)wouldn't be discharged for a few 

days.  Then I got a call from my (relative) to say they were home!!.  

Apparently someone from the ward called my sister and agreed with her 

that my (relative) was OK to go as tests results had come back early". 
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4.3  Discharge planning 

 

4.3.1  Intended approach 

Multi-disciplinary planning meetings follow this assessment.  These meetings are held 

weekly and are attended by a range of multidisciplinary professionals including medical, 

nursing, physiotherapy and occupational therapy staff.   

 

Goals and targets are set for patients at these meetings and it is anticipated that carers are 

involved in these discussions. According to senior management, the discussion should also 

involve setting an estimated date of discharge.  However, the requirement for an estimated 

date of discharge is considered problematic by senior management, given the complexity of 

health conditions which many of the patients (adults and children) in these wards/units are 

facing.  As one interviewee explained: 

 

 "We are supposed to provide an estimated date of discharge when 

someone comes into the hospital and this is supposed to be in line with 

the average length of stay for the type of patient.  However, date of 

discharge can be a moveable feast for patients who have complex issues 

and requires a change of circumstances in their home life.  This conflicts 

with what the discharge co-ordinators are trying to achieve in getting 

people home and this can result in delays to discussions on discharge". 

 

4.2.2  Actual experience 

The feedback from ward management, health care professionals, carers and patients 

confirmed that multi-disciplinary planning (MDT) meetings occur in all locations and are key 

to planning patient discharges.  There were, however, some differences amongst locations 

in who attends these meetings and how they approach discharge planning. 

 

Meeting attendees 

Whilst all the meetings contained medical, nursing, physiotherapy and occupational therapy 

staff, in some locations they also included the discharge co-ordinator, whilst in others they 

are only involved if the discharge is considered to be complex. The PDRU meeting also 

includes a psychologist. 

 

In Ward 11D, representatives from social work and housing services from across the City are 

also invited to the meeting, although not all of them attend.  The ward manager explained 

the reasons for the extended invitations to the meeting: 

 

 "Most of our patients need to have some alteration to their existing 

homes to make them accessible and safe for them after their limb 

amputation.  In some cases they will need to be re-housed.  We talk about 

all our patients every week at the meetings and we think it is important to 

get social work and housing along so they can start planning what will be 

needed for the person's discharge.  It’s usually issues with housing that 

delays discharges from the ward". 
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In Ward 3A in the RCH, the Family Support and Information Service are also included in their 

regular ward meetings.  As the ward manager explained: 

 

 "This gives staff the chance to talk to Family Support about any families 

they think might need help.  We often find that the family don't want staff 

to know all their personal issues but will open up to Family Support 

because they are more independent of the ward". 

 

Whilst the Patient Support and Information Service in Ward 11D in QEUH is not directly 

included in the multi-disciplinary meetings, the discharge co-ordinator liaises with them to 

make them aware of any issues arising at the meetings.  However, the discussion tends to 

focus on patient rather than carer needs, reflecting the focus of the discussion at the MDT.  

Whilst the MDT meeting in PDRU is not attended by other support services, arrangements 

have been made by management for them to visit the ward on a regular basis to speak with 

patients and carers to identify any support needed.  This includes MacMillan Money Advice 

and the Patient Support and Information Service. 

 

Timing of discharge planning 

Feedback from ward management and health care professionals in Ward 2 and PDRU 

indicated that planning for discharge does indeed begin at an early stage following 

admission to the wards.  The multidisciplinary teams discuss new admissions at their weekly 

meetings and sets goals for each patient in the first week after admission. 

The goals are set based on assessments conducted by OTs and physiotherapists, based on 

the initial assessment of the patient’s condition.  Final decisions on discharge timescale are 

made following visits by the OTs to the patients’ homes to assess their suitability for each 

patient and to determine any modifications required to enable the patient to live at home. 

 

Many of the patients in Ward 2 and PDRU require adaptations to their homes before they 

can return.  In some cases, the homes are deemed to be unsuitable at the OT home visit and 

require the patient to be rehoused.  The feedback from ward management indicated that 

this is often the key reason for delays in discharge.  As one interviewee explained: 

 

 “If the patient’s home needs to be adapted then we liaise with social work 

and housing.  However, it can take a while for the work to be done and 

sometimes we can’t get the patient home because it is not safe to do so”. 

 

The complexity of the patients’ health conditions was raised by ward management and staff 

in Ward 11D and Ward 3A as the key reason why planning for patient discharge does not 

begin on admission.  As one interviewee explained: 

 

 “Our patients have life changing conditions which means they have to be 

with us for months.  Each case is different and it is not possible when 

they first come in to estimate how long they will be with us”. 

 

Involvement of carers  

The feedback from ward management and health care professionals indicates a recognition 

that carers need to be involved in the discussions about discharge plans, particularly 
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because many of the plans involve considerable changes to the patients’ lives through either 

adaptations of current homes or the need to relocate to a more suitable home.  As one 

health care professional stated: 

 

 “Our patients go out of here very different people from when they came 

in.  This means a huge change in their lives once they leave here.  

Depending on who the carer is, this can mean a massive change for them 

too.  We need to keep people up to date with what is happening and 

when.  We know it is really stressful for people.  In some cases they see 

their relative coming in here as respite and this can make them more 

reluctant to accept a discharge.  It can make it very hard to deal with as 

we know we are telling them something they don’t want to hear”. 

 

PDRU has a structured approach to involving carers.  A key worker, generally either OT, 

physio or nursing staff, is allocated to each patient on admission.  The key worker should 

communicate with the carer during the time the patient is in the unit and co-ordinate with 

them on planning the discharge.  The patient’s main carer is invited to attend the MDT 

meeting where the goals and targets are set, including the estimated date of discharge. 

 

Whilst carers do not attend the MDT meetings in Ward 2, Ward 3A and Ward 11D, the 

feedback from ward management and health care professionals suggests that they liaise 

with them to keep them abreast of patient progress and the likely timetable for discharge.  

Who conducts these discussions with the carers appears to vary.  Whilst the decision on the 

discharge timetable is usually made by the OT or physiotherapist, based on the home visit, 

the communication with the carer is often undertaken by nursing staff.  As one health care 

professional explained: 

 

 “We tend to speak to the carers on a regular basis because we are on the 

wards when they visit, whereas the OTs and physios often aren’t”. 

 

The feedback from the majority of carers and patients interviewed from Ward 2 and PDRU 

in this evaluation confirmed that the ward/unit had made them aware of the estimated date 

of discharge.  All but one of the carers interviewed in PDRU confirmed that they had been 

invited to the first MDT meeting in the unit following admission.  The remaining carer 

appeared to be unaware of the meetings.    

 

Whilst the carers appreciated being invited to the meeting, their feedback suggested that 

they may need a greater understanding of the issues facing the person they care for in order 

to properly contribute to the discharge discussion.  As one interviewee commented: 

 

 “One of the staff suggested that I contact (XX) for information on my 

(relative’s) condition.  It was extremely useful but I wish I had seen this 

earlier as I would have asked a lot more questions if I had known then 

what I know now”. 

 

All of the carers interviewed from Ward 3A and Ward 11D confirmed that they had spoken 

with ward staff where it had been explained to them that it was not possible to give them a 
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date for estimated discharge date due to the nature of their relative’s condition.  Whilst 

these carers confirmed communication with the ward and did appreciate that is was not 

possible to give an exact date, their feedback suggested some dissatisfaction with when this 

discussion took place and the regularity of subsequent communications on progress.  As one 

carer commented: 

 

 “I know my (relative) is going to be here for a while but I had to ask for a 

meeting to talk about how long that might be.  I don’t feel I have had as 

much information from the ward staff as I got from the ward (XX) was in 

when he/she was first admitted.  I don’t think staff considered that I 

needed that information to help me decide what I needed to do about 

work etc” 

 

Once the discharge date had been confirmed, the carers from all locations indicated that 

they had been/were being involved by ward/unit staff in the discussions relating to the 

necessary adaption of their home or the need for a relocation.  The key issue for the carers 

was the extent to which the community services in their area of residence were 

communicating with them on progress and the impact on the discharge timetable.  As two 

carers explained: 

 

“We will need to move.  I have applied to our housing association for a 

move but they said they didn’t have anything suitable.  I then went to 

social work to ask what to do and they said that housing were trying to 

get me something but I haven’t heard from them” 

 

“We needed to get changes made in our house for wheelchair access.  We 

know (xx) is ready to come home and the staff here have been great in 

getting him/her ready to go but we can’t make any other plans because 

we have no idea how long it will take for the changes to be made”. 

 

Delays in implementing a suitable package of care, most particularly where the patient 

reside in another health board area, was highlighted by health care professionals as a key 

barrier to effective discharge planning.  The impact on carers was acknowledged: 

 

 “I have one family whose relative is ready to go but they are still here 

months later because the health board in the area they live can’t put the 

care package needed in place.  The family are travelling miles to see their 

relative and we have no idea how long that will continue for” 

 

4.4  Identification of carer health and wellbeing needs 

 

Ward 3A was the only location in which carers health and wellbeing was formally discussed.  

As outlined earlier, the RCH admission process includes the identification of people with a 

caring responsibility.  Feedback from the interviews with carers in Ward 3A indicated that 

this also included a discussion about issues affecting the carer’s health and wellbeing.  As 

one carer commented: 
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 “They spoke to me about my situation.  They asked me questions to find 

out if I was working, if I had any support at home, how I would be getting 

to the hospital to visit and if I had any health issues myself.  As a result of 

this they got in contact with the Family Support service, psychology 

services and offered me help with my employer.  To be honest I wouldn’t 

have known to ask for help for any of this”. 

 

The feedback from the other locations suggested a less formal approach to establishing 

carer support needs in PDRU and Ward 2. 

 

The key workers in PDRU liaise regularly with the carers to keep them updated with their 

relatives’ progress and to co-ordinate discharge.  Their discussions with carers includes 

exploring support needed for benefits and travel for visits.  Carers are also invited to weekly 

Patient Education Groups where external organisations are invited to come along and talk 

about health and wellbeing issues, including managing mood and anxiety, healthy eating, 

keeping active and relaxation.  Whilst the groups were originally introduced for patients, the 

topics are also relevant to carers.  One interviewee commented: 

 

 “Families often don’t want to tell staff that they are not coping.  In coming 

along to the groups they can find out that they are not alone in facing the 

issues they have and that they can get help.  We have put people in touch 

with Carer Support Groups in their area and have also arranged for them to 

have a chat with our psychologist to see what else is needed”. 

 

The interviews with the carers and patients in the PDRU confirmed discussions with staff on 

benefits and travel.  However, the extent to which carer health is reviewed as part of the 

discussions is unclear.   

 

Feedback from health care professionals indicated an expectation that carer health issues 

would be uncovered during the home assessment and discussions on plans for discharge.  

However, none of the carers interviewed were aware of any discussions on issues affecting 

their health.  It should be noted that at least one of the carers had health conditions which 

would have potentially limited the extent to which they could support their relative at home 

and that, according to the carer, their own health had not been discussed and the unit staff 

were unaware of the health issues. 

 

The interviews in Ward 2 provided examples where patient health issues, including mental 

health issues, had been identified and support arranged.  However these appeared to have 

been identified as a result of highly experienced staff noticing changes in carer behavior 

rather than a structured approach to exploring health and wellbeing issues. 

 

4.5  The role of health care professionals in identifying carer needs 

 

The only staff who were described as have a specific role in supporting carers were the key 

workers in PDRU.  These key workers receive training on engaging with carers and were 

confident in talking to them about issues.  However the key workers also recognised that 

carers were sometimes reluctant to admit to issues and, in these cases, the key workers 
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sought support from other agencies and the Patient Support and Information Service in the 

hospital.  They recognised that carers could sometimes more easily open up to people they 

did not have to come into contact with regularly.    

 

Staff in receiving wards in RCH, according to carer feedback, also appear to have a role in 

identifying carers and their support needs.  It was apparent from the feedback of carers in 

Ward 3A that their health and wellbeing issues had been identified, with support put in 

place, before the patient was admitted to the ward.  However, some of the carers had other 

issues which had arisen subsequent to their relative being admitted to the ward and 

expressed concern that these were not picked up by staff.  As one carer commented: 

 

 “I think some of the less experienced staff find it difficult to talk to carers.  

I think they can be quite distant.  You need to approach them and not 

everyone feels comfortable doing this”. 

 

Interviews with some of the health care workers did suggest a lack of confidence in 

approaching carers, particularly less experienced staff.  Their feedback indicated that the 

training they receive tends to focus on patient issues only and they find it difficult to talk to 

carers about their situation.  As one interviewee commented 

 

 “ I don’t know how to ask if they are coping and if they said they weren’t I 

have no idea what to do next” 

 

The feedback from ward management suggests that they do recognise that staff are not 

trained in dealing with carer issues and that there is a heavy reliance on more experience 

staff to pick any issues.  As one interviewee explained: 

 

 “I had a visitor who came in every day for weeks.  They were very distant 

and a bit abrasive.  I asked one of my nurses what was wrong with the 

person and they didn’t know.  They were very reluctant to speak to the 

visitor because they felt they were rude.  They didn’t know what to say to 

them.  So I tried.  I asked them if everything was OK at home and we took it 

from there.  It turned out they weren’t coping and weren’t sleeping and 

were completely exhausted”. 

 

Some feedback also suggested a lack of engagement, even amongst experienced staff.  

Whilst OTs and physiotherapists came into contact with carers during the home 

assessments, feedback from the carers suggested that the discussions focused on patient 

needs, almost exclusively.   As one carer stated: 

 

 “They were visiting our home to decide what changes were needed for my 

(relative) to come home.  They were very friendly but the conversation was 

all about the house, my (relative) and what changes were needed”. 
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 5. Conclusions and recommendations 

 
5.1  Conclusions 

 

Analysis of the data provided on carers from the Adult Health and Wellbeing Survey, the 

Census and the Carer Centre referrals suggests that a significant number of carers are of 

working age and are caring for people with long term health conditions.  The data also 

suggested that around 1 in 3 carers had a long term health condition of their own and were 

more likely to have issues with stress, energy levels and mood than the general population.  

The data also suggested that the Carer Centres were engaging with people who generally 

had been in a carer role for a number of years. 

  

The feedback from all the stakeholders in this evaluation would suggest that, when it comes 

to the early identification of people with caring responsibilities, the approach taken by RCH 

would appear to be the most effective.  It allows for the identification of a wide range of 

people who may have caring responsibilities for the patient, not just immediate family.   

 

Exploring the relationship the child has with the person who accompanies them to the 

hospital has enabled admission staff to hone in on the person with the main caring 

responsibility.   

 

The admission documentation for GRI and QEUH does not seem to encourage a detailed 

exploration of this role and the recording process seems to allow staff to omit information. 

The need to ensure child protection has ensured that in RCH the contact details for the carer 

are recorded.  Unlike the adult locations, there were no examples of missing or inaccurate 

carer contact details. 

 

In relation to planning for discharge, PDRU would appear to have the most effective 

approach for involving carers in the discussions.  Including them in the first MDT meeting 

where goals and outcomes are set and an estimated discharge date provided, ensures the 

carers are aware of the planned discharge timetable.  Whilst factors outwith PDRU can 

impact on achievement of this date, communication between the key worker and the carer 

appear to keep the carer informed of progress. 

 

Whilst the PDRU approach encourages the engagement of carers in discharge planning, 

feedback from some of the carers interviewed suggests that their involvement in the 

process may have been limited by a lack of understanding of the patients’ health conditions 

and the implications for the future.  This may be because they were relatively new to the 

caring role and their relative had only recently experienced the life changing health 

condition which required carer support.  The carers interviewed suggested that, whilst 

information was provided, it was not early enough to allow the carer to feel that their 

involvement was “informed”. 

 

The RCH also appeared to have the most comprehensive review of carer health and 

wellbeing needs of all the locations, with the early involvement of the Family Information 

and Support Service helping support this.  The apparent success of this approach is almost 

certainly linked to their effective identification of people with caring responsibilities.  
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However, there were issues highlighted by carers relating to the identification of changes in 

carer circumstances resulting in additional support needs after their child had been 

transferred to the longer stay ward. 

 

PDRU’s approach to encouraging external agencies to regularly visit the unit to discuss 

issues which may affect patients and carers offers carers the opportunity to raise any 

concerns they may have without involving ward staff and may encourage carers to open up 

on issues that they would not otherwise raise.  It should be noted that the issues covered 

address both physical and emotional health and wellbeing. 

 

The linking of the key worker role with a specific responsibility for engaging with carers did 

appear to help encourage discussions with carers on aspects of their wellbeing, albeit that 

there were some gaps in the issues covered.  The key workers in PDRU were the only staff in 

the adult services included in this evaluation who had received training on engaging with 

carers.  Lack of training and experience in engaging with carers amongst staff in other areas 

appeared to have contributed to an apparent reluctance to explore potential problems with 

carers.  

 

5.2  Recommendations 

 

5.2.1  Documentation 

Given the apparent link between the accurate identification of people with a caring role and 

their identification of their health and wellbeing needs, the admissions procedure in the 

adult acute hospitals would benefit from a more comprehensive exploration of caring 

responsibilities for the patient being admitted.  This should also include an exploration of 

the time the person has been in the caring role. 

 

The adult admission documentation will almost certainly require to be amended to support 

a more detailed discussion on the carer role.  It is understood that a review of admission 

documentation is planned and it would be beneficial if this included a comparison of the 

adult documentation with those used in RCH. 

 

Whilst it would be beneficial to train staff in completing any new admission documentation, 

it would also be beneficial to consider the inclusion of key prompts in the admissions 

process to facilitate discussion of the carer role and recording of the carer contact details. 

 

5.2.2  Involvement 

A key success factor in planning for discharge appeared to be the involvement of the carer 

in the MDT meeting where the discharge timetable was discussed.  Consideration should be 

given to rolling out the PDRU approach for their first goal planning meeting to which the 

carer is invited.  To ensure that their involvement in this meeting is informed it would be 

beneficial for carers to receive some information of the patient’s condition and its 

implications prior to the meeting.  This would help carers new to the caring role and could 

be achieved through a combination of information from the ward and signposting to 

appropriate support and information services, either in the hospital or in the community. 
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5.2.3  Identification of carer health and wellbeing 

 

RCH would appear to have the most comprehensive and structured review of carer health 

and wellbeing.  Whilst the adult locations did discuss issues affecting carers, the focus 

tended to be on financial and travel issues.  There needs to be a greater emphasis on the 

identification of carer health, both physical and mental. 

 

This identification process also needs to reflect the requirement by the Carer Scotland Act to 

identify the impact of the caring role on carers’ health and wellbeing.  This is particularly 

important given that the NHGGC Adult Health and Wellbeing Survey suggests that many 

carers in the Health Board area have significant health issues of their own. 

 

The feedback from carers in this evaluation suggests that much of the emphasis currently in 

the discussions is on the impact of the carer’s situation on the ability to successfully 

discharge the patient.  Whilst this is important, it is not in keeping with the ethos of the Act 

and could led to carer issues going undetected which in the long term could result in the 

admission of the carer to hospital and the re-admission of the person they care for. 

 

5.2.4  Staff roles and development 

 

In order to meet the requirements of the Carer Scotland Act, staff need to be clearer on 

their responsibilities for carer health and wellbeing.  Many wards adopt a key worker 

approach for patients and it would be beneficial to consider extending this to include liaison 

with the carer as well. 

 

A training programme for staff to raise awareness of their carer responsibilities is under 

development.  Feedback from health care professionals in this evaluation suggests that 

some staff do not feel they have the skills to engaging with carers, whilst other staff believe 

they are already engaging with carers effectively.  However, it is apparent from the carer 

and patient feedback that this engagement is not fulfilling the requirements of the 

forthcoming Act.   

 

It would be beneficial, therefore, if the training could not only improve their understanding 

of their roles and responsibilities in respect of carer health and wellbeing and provide them 

with greater skills to conduct carer engagement effectively, but also help them understand 

what carer “involvement” looks like.  To fulfil the requirements of the Act, health care 

professionals needs to get better at not only informing carers of the plans for discharge but 

also involving them in the decisions taken to develop those plans. 

 

The feedback from the stakeholders who participated in this evaluation suggests that, if NHS 

GGC were to address the recommendations as outlined above, this would enhances the 

Health Board’s ability to meet the requirements of the new Carers Scotland Act. 
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Discussion Guide for Service Managers and Ward Managers 

 

1.  Introduction  

 

• Introductions 

• Purpose of discussion 

• Explain background to research and Axiom’s role and outline research programme 

• Explain that all comments made are strictly confidential and will not be attributed to 

participating individuals 

• Discussion will last up to 50 minutes 

 

2.  Discussion topics  

 

Background 

 

Explore: 

• Awareness of the Carers Act Scotland and the implications for their service area 

• Awareness of the Carers Pathway in NHS GGC 

• How staff in their hospital have been made aware of the Carers Pathway 

• How they would describe what being a carer means (UNPROMPTED) 

 

Identifying carers 

 

Explore: 

• What staff within the hospital/ward come into contact with people who may have a 

caring responsibility 

• How are staff expected to identify individuals who may have a caring responsibility 

• What are staff expected to do once they have identified someone as a carer 

o What should staff be talking to carers about 

o Who is made aware of a caring situation once it has been identified and the 

reasons for this 

• What support is available within the hospital for people who may have a caring 

responsibility 

o How are carers' medical needs identified and addressed 

o How are carers' social/wellebing needs identified and addressed 

• How are staff expected to approach the discussion if the person does not recognise 

themselves as a carer 

 

Engaging with carers 

• What key decisions should carers be involved in regarding the people they 

support/care for 

• How should this be achieved  

o Who should do this 

o What are staff expected to do to get carers involved in key decisions 

o When is this expected to happen 

o How is this recorded 
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• To what extent are carers are involved in the discharge planning process currently 

(Explore examples) 

• How should staff be ensuring the carer is able to provide the post hospital support 

for the person they care for 

o What should happen if they are unable to provide the necessary support 

 

Benefits and barriers 

• What are the service benefits arising from staff identifying and involving carers in 

key decisions  

• What are the barriers to this happening currently 

o What needs to be/has been done to address these issues 

o What is the best way of getting carers involved in key activities such as 

discharge planning 

• Any gaps in the current process and how these might be addressed. 

 

 

Winding up  

Summarise key views expressed during interview.  Thank interviewee for their views and 

close  
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Discussion Guide for Carers 

 

1.  Introduction  

 

• Introductions 

• Purpose of discussion 

• Explain background to research and Axiom’s role and outline research programme 

• Explain that all comments made are strictly confidential and will not be attributed to 

participating individuals 

• Discussion will last up to 50 minutes 

 

2.  Discussion topics  

 

Explore: 

• Where the carer lives 

• Who they provide support for  

• How long they have been supporting the person 

• How often are they admitted to the Ward/attend the Department each year? 

• The extent to which staff spoke to them about their caring role: 

o Who 

o When 

o What did they speak about 

o What information were they given and how useful was this 

• How the staff involved them in decisions about the person they care for (particularly 

about their discharge) 

o Who 

o When 

o How did they involve them 

o The extent to which they felt involved in the process 

o How would they like to be involved in the decisions 

• How much discussion has there been about issues affecting the carer 

o Who 

o When 

o What was discussed 

o What happened after the discussion 

o To what extent the discussion was sufficient to identify their issues 

    

• What, if anything, could the staff have done to improve their involvement in 

decisions about the discharge or ongoing care of the person they support? 

• What would it be useful for staff to talk to them about and when should this be done 

• What should staff have done differently and how would this help them in their 

caring role 

 

Winding up  

Summarise key views expressed during interview.  Thank interviewee for their views and 

close  


