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Abstract 

Background: Caregiving by family members of elderly with chronic conditions is currently 

intensifying in the context of an aging population and health care reform in the Netherlands. It 

is essential that nurses have attention for supporting roles of family caregivers of older 

patients and address family caregiving aspects on behalf of the continuity of care. This study 

aims to explore what aspects of family caregiving were addressed during planned discussions 

between nurses, patients and family caregivers in the hospital. 

Methods: Qualitative descriptive research was conducted using non-participant observation 

and audio-recordings of planned discussions between nurses, older patients and their family 

caregivers as they took place in the hospital. Through purposive sampling eligible patients 

(≥65 years) with one or more chronic conditions were included. These patients were admitted 

to the hospital for diagnostics or due to consequences of their chronic illness. Retrospective 

chart review was done to obtain patient characteristics. Data were collected in November/ 

December 2013 and April/May 2014 in four hospitals. Qualitative content analysis was 

performed using the inductive approach in order to gain insight into addressed aspects of 

family caregiving.  

Results: A total of 62 patients (mean age (SD) 76 years (7.2), 52% male) were included in the 

study, resulting in 146 planned discussions (62 admission and discharge discussions and 22 

family meetings). Three themes were identified regarding addressed aspects of family 

caregiving. Two themes referred to aspects addressing the patients’ social network, and 

included ‘social network structure’ and ‘social network support’. One theme referred to 

aspects addressing coordination of care issues involving family caregiving, referred to as 

‘coordination of care’.  

Conclusions: During discussions nurses mostly addressed practical information on the 

patients’ social network structure. When specific family caregiving support was addressed, 

information was limited and nurses did not seem to explore the nature of the family support. 

Patients discharge and after care needs were addressed occasionally as aspects of coordination 

of care. Current nursing policies should be evaluated on nursing and family-oriented theories. 

Implications for education could include mirroring study findings with nurses in a group 

discussion to enhance their awareness on family caregiving aspects. 
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Introduction 

Extensive research shows a positive relationship between family caregivers’ support and 

optimization of self-care abilities of elderly individuals experiencing chronic diseases.
1-5

 

Family caregivers are expected to support their chronically ill family member more due to an 

increasing shift from professional to informal care.
6
 In the light of these developments, it is 

essential that nurses have attention for support offered by family caregivers of older patients 

with chronic conditions who are admitted to the hospital. Therefore, nurses need to address 

family caregiving aspects in their nursing practice on behalf of the continuity of care of the 

patient in the hospital. Too little attention for supporting roles of family caregivers during the 

hospitalization of their ill relative could lead to discontinuity of care after discharge. 

The importance of family caregiver support of chronically ill elderly is a relatively new 

concept in the Netherlands which is receiving more attention the last ten years.
7,8

 Especially in 

primary care, many initiatives have arisen to support family caregivers in the care of older 

people with chronic conditions at home.
1,3,5,9-11

 However, recognizing that these issues are 

also important in hospitals in the Netherlands is relatively new. In the Netherlands, outcome 

indicators such as patient health (mobility; mortality; health status) and costs related to family 

care outcome indicators are not yet explored and can be seen as one of the next steps for 

further research. International studies show that family caregivers can play an active role as an 

intermediate between their chronically ill family member and health care professionals, 

especially nurses.
12-15

 Li and colleagues
16

 identified three major roles of family caregivers: 

providing care to the patient, working together with the health care team, and taking care of 

themselves. Nurses need to view these family caregivers as partners of care with the health 

care team in order to accommodate in their roles.
16

  

In western societies, governmental policies are increasingly shifting care from 

professional health care to informal care expecting family caregivers to assume the caregiving 

role for their chronically ill family member. Until recently, the Netherlands had a welfare 

society like many other European countries, and home care support for elderly discharged out 

of the hospital was a matter of course. Now the Dutch government has implemented a 

‘participatory society’, meaning that citizens are expected to take on more responsibilities by 

activating their own informal network.
6
 Family caregivers are expected to take on more caring 

responsibilities after their chronically ill relative is discharged out of the hospital because 

home care support is not always provided.  
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Chronic diseases, such as congestive heart failure, generally have a significant impact 

on the quality of life of older adults and their family caregivers.
3,11

 These older adults and 

their family caregivers usually face a lifelong challenge with medical treatments and required 

life style changes which are summarized as self-care.
17

 Elderly experiencing chronic diseases 

are more frequently hospitalized for diagnostics or due to the consequences of their chronic 

illness.
18

 In general, the length of hospital stay is shortening, and as a result these older 

patients may not achieve a secure health status before being discharged. The care and support 

that family caregivers offer their ill family member post-discharge becomes more complex 

often resulting in greater demands on family caregivers.
19 

Therefore, it seems essential that 

nurses identify possible family support of older patients with chronic diseases and determine 

to which extent family caregivers should be involved as partners in care.  

It is evident that nurses play an important role in addressing family caregiving aspects 

during hospitalization of their chronically ill relative.
19-21

 According to family nursing theory, 

primary goals of interactions between nurses and patients are described as gathering relevant 

information about the patient and their family.
22

 Assessment of the elderly patients’ family 

caregiving network can help nurses understand and optimize the support of family caregivers 

during hospitalization and in the transition back home. Nurses should collaborate with the 

patient and family caregivers in order to maintain continuity of care as part of the professional 

profile, and subsequently, promoting the patient’s self-care.
23

  

Besides daily patient contact, there are a number of planned discussions between 

nurses and patients that can be considered elements of a structured nursing process, like 

admission and discharge discussions and family meetings.
23

 Research shows that planned 

discussions, like admission and discharge discussions and family meetings could offer nurses 

opportunities to address family caregiving support on behalf of the continuity of care of their 

ill family member.
20,24

 Still, little is known on what aspects of family caregiving are addressed 

during planned discussions as part of the nursing process. Aspects can be seen as relevant 

issues regarding supporting roles by family caregivers of elderly patients with chronic 

diseases.  

Thus far, research related to family caregiving has focused on perceptions of nurses, 

patients and family caregivers about their mutual interactions and involvement. This research 

has generally been compiled from discussions,
13,14,21,25-29

 focus groups,
15,30

 participant 

observations,
31

 or surveys.
20,32-34

 Research on perceptions and opinions aims to gain insight 

into how individuals perceive and experience certain situations. Observations and audio-

recordings of actual planned discussions as part of the everyday business can be used to 
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capture the social setting in which people function. It can ascertain whether what people 

actually say they do and what they genuinely do, correspond.
35

 Therefore, observations and 

audio-recordings of planned discussions can provide an opportunity to study how opinions 

and perceptions correspond or differ from situations in reality. More insight into what aspects 

of family caregiving are actually addressed during planned discussions can offer starting 

points to enhance involvement of family caregivers as partner in care when desirable.  

Methods 

A qualitative descriptive design was used in order to gain insight into what aspects of family 

caregiving were addressed during planned discussions between nurses, older patients and, if 

present, their family caregivers in the hospital. Non-participant observations and audio-

recordings of planned discussions were employed in order to provide accurate information on 

what aspects of family caregiving were addressed. This method allowed researchers to be 

present during discussions without participating, to observe, listen, and take field notes more 

freely.
35

 The purpose of taking field notes was to write down relevant aspects that could not 

be heard on the audio-recordings, including who were present during planned discussions, and 

the duration of discussions. Retrospective chart review was employed to obtain patient 

characteristics, specifically, age, living status and number and type of chronic diseases.  

Participants 

A purposive sampling approach was employed to include patients 65 years or older who were 

experiencing one or more chronic diseases and were admitted to the hospital for diagnostics 

or due to their chronic illnesses. Examples of admission reasons were nausea, pneumonia, 

Chronic Obstructive Pulmonary Disease exacerbation and fluid retention. Patients were 

excluded if they were living in a care facility or had been admitted for day treatment. Nurses 

who conducted planned discussions with enrolled patients were included as participants in the 

study. Nurses had an Associate Degree or Bachelor Degree in Nursing. Nurses in the 

Netherlands who perform daily nursing tasks are also responsible for conducting admissions 

and discharge discussions, and family meetings with patients admitted to the hospital. Family 

caregivers of enrolled patients were included as participants when they were present during 

planned discussions between patients and nurses.  
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Planned discussions 

Planned discussions are planned meetings between nurses and patients as part of the nursing 

process and refer to admission and discharge discussions and family meetings as they take 

place as part of the usual care on the hospital ward. The nature of the admission interview is 

structured. Nurses perform an admission interview soon after or at least within 24 hours of 

admission. The admission forms used by nurses in participating hospitals were based on the 

functional health patterns of Gordon;
36

 a format with eleven pre-structured domains: Health 

perception; Nutritional – Metabolic; Elimination; Activity – Exercise; Cognitive – Perceptual; 

Sleep – Rest; Self-perception – Self-concept; Role – Relationship; Sexuality – Reproductive; 

Coping – Stress Tolerance; Value – Belief Pattern. Family meetings referred to a planned 

meeting with patients, their family caregivers and professionals (nurses and physicians). 

These meetings did not take place structurally on all hospital wards, but when they were 

planned, family caregivers were invited to be present. The nature of this meeting is that of an 

informational meeting. Discharge discussions referred to planned meetings between a nurse 

and patient just before the patient is discharged home. The dynamic of the family meeting and 

discharge interview is an open discussion approach with a balance between open and closed 

ended questions with the aim to inform and to be informed.  

Data collection 

Data were collected in two 4-weeks sessions in November - December 2013 and April – May 

2014. Four general hospitals in the northern part of the Netherlands participated, with a total 

of 13 hospital wards aimed at elderly patients experiencing chronic conditions. Patients 

admitted to these hospital wards were not in acute life-threatening situations. Data were 

collected by fourth year bachelor nursing students who received a 24-hour training course 

specifically designed for this study. This course consisted of instructions on how to take 

adequate field notes and collect patient information from patient’s charts. Using simulations, 

data collectors practiced how to approach patients and perform non-participant observations. 

Two data-collectors were assigned to each hospital ward. Every day, nurses in charge 

screened new admitted patients for possible participation in the study. When eligible, patients 

were identified and data- collectors were notified of the time of the admission interview. 

Data-collectors approached the patient for participation in the study and observed and audio-

recorded all planned discussions between nurses, patients and family caregivers as they took 



Aspects of family caregiving in planned discussions 

69 

place on the hospital ward. During the observation, data collectors made notes of the duration 

time of the planned discussions, and who were present. Retrospectively, patient characteristics 

were obtained by chart review. 

Ethical considerations 

Ethical approval was obtained from the Research and Ethical Committees of the Medical 

Center Leeuwarden, The Netherlands (nWMO42/2014). Participants received written and oral 

information about the study. Written informed consent for the study was obtained from the 

patients, including consent for publication. Nurses were informed about the study and asked 

to participate by the hospital managers. In order to minimize socially desirable behavior, 

nurses were told that the aim of the study was to gain insight into what aspects were addressed 

during planned discussions in general. Also, data-collectors visited participating wards prior 

to data collection to become ‘familiar faces’ to nurses.
35

 Family caregivers were asked verbal 

permission at the time of the planned discussion. Nurses, patients and family caregivers were 

allowed to refuse participation. Data were transcribed anonymously. 

Data analysis 

Qualitative content analysis was performed using the inductive approach as described by Elo 

and Kynga.
37

 Content analysis is well-suited to analyze the multifaceted, important, and 

sensitive phenomena of nursing
37

 Audio-recordings of all discussions were transcribed and 

anonymized into verbatim transcriptions. Each discussion was transcribed in Dutch and 

analyzed using the qualitative data analysis program Atlas ti.
38

 The first author and a 

research assistant initially analyzed transcriptions separately. Sections of texts regarding 

aspects of family caregiving were identified and described into ‘codes’. Codes were critically 

examined and overlapping codes were further refined and reduced in number by grouping 

them together into sub-categories and categories.
37

 Based on discussion, consensus was 

reached resulting in a joint category list. Data were subsequently read again in order to assure 

that subcategories and categories were complete. In addition, the category list was discussed 

by the first and second author using the original data as a reference and categories were 

conceptualized into themes. Identified subcategories, categories, themes, and quotes were 

translated into English by a translator for publication purposes.  

To increase dependability the method of research and results were discussed by all 

authors. Planned discussions were audio-taped and observed as they took place, as part of the 
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everyday business on the hospital wards.
39

 This allowed us to gain insight into aspects being 

addressed as they acutally occur as part of the nursing proces. To improve credibility, peer 

review was used to validate data analysis by the second and sixth author.
40

 In case of 

disagreement consensus was reached by discussion.  

Results 

Initially, planned discussions of 88 patients were included. In 62 (70%) of these patients, an 

admission as well as a discharge discussion was audio recorded. In total, planned discussions 

of 62 patients were employed for data analyses. Due to primarily logistic reasons a number of 

planned discussions (n=26) were not audio-taped, e.g., early discharge, change of ward, or 

because the patient had died. Of the 62 included patients, 18 patients were from neurology, 17 

from pulmonary, 15 from internal medicine, 10 from cardiology, and two from geriatrics. A 

total of 146 audio-taped planned discussions of included patients were used for data analysis, 

of which 22 family meetings. Based on data analysis of transcriptions it seemed to be clear 

that no new codes and themes were generated and that data saturation was reached. 

Mean (SD) age of patients was 76 years (7.2), ranging from 65 to 94 years. A total of 

36 (58%) patients were experiencing two or more chronic diseases (Table 1). Mean (SD) 

length of stay was eight days (5.4), ranging from two to 29 days, with 24 (39%) patients 

staying ≤ 5 days, 23 (37%) patients stayed six to ten days, and 15 (24%) patients stayed ≥ 10 

days.  

In order to give the reader an impression of the context in which these planned 

discussions took place, a short overview is given of the duration of the discussions, and who 

were present. The mean (SD) duration of admission discussions was 21 (8.3) minutes, that of 

family meetings was 17 (7.1) minutes, and that of discharge discussions 5 (4.7) minutes. Of 

the 22 planned family meetings, 7 (32%) meetings were held on one hospital ward where 

family meetings were structurally planned. Field notes taken during observations on the 

presence of family caregivers indicate that in 107 (73%) of the planned discussions one or 

more family caregivers were present. During admission discussions family caregivers were 

present 47 times (76%), during family meetings 18 (82%) times and during discharge 

discussions 42 (68%) times. Mostly partners or children, or a combination of partners and 

children of patients were present during the planned discussions. In Appendix 4.1, an 

additional overview is given of all the participating patients and presence of their family 

caregivers. 
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Table 1. Patient demographics 

Demographics  N % 

Gender  Male 

Female  

32 

30  

52 

48 

Living status  With partner 39  63 

 Living alone 20 32 

 Living with child 2 3 

 Living in a social 

community 

1 2 

Number of  1 chronic disease 20  32  

chronic 2 chronic diseases 20 32 

conditions 3≥ or more chronic 

diseases 

22 36 

Type of chronic  Cardiovascular disease 32 52 

conditions* Pulmonary disease 24 39 

 Diabetes  20 32 

 Blood pressure issues 13 21 

 Stroke  9 14 

 Rheumatism 9 14 

 Kidney disease  4 6 

 Hypercholesterolemia 4 6 

 Parkinson’s  3 5 

 Thyroid problems 3 5 

 Cancer 3 5 

 Other** 5 8 

 

* Total is > 100% due to more than one chronic condition per patient 

**Anemia, bowel disorder (2), esophageal disorder, lymph disorder 
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Aspects of family caregiving as addressed in planned discussions  

Based on the analysis of the planned discussions, three themes were identified regarding 

aspects of family caregiving. Two themes referred to aspects addressing the patients’ social 

network, and included ‘social network structure’ and ‘social network support’. One theme 

referred to aspects addressing coordination of care issues involving family caregiving, 

referred to as ‘coordination of care’. An overview of addressed aspects of family caregiving is 

given in Table 2. In describing the frequency in which categories and themes were addressed 

the term ‘a few times’ was used; referring to two to three times.  

Social network structure 

The theme ‘social network structure’ concerned practical information on patients’ social 

network and consisted of three categories, contact information of primary contact persons, 

family composition, and social network availability. During admission discussions nurses 

generally asked practical information about the patients’ social network, including patients’ 

primary contact person(s), their phone numbers, patients’ living status, and the number of 

children. This information was often addressed by asking a series of closed ended questions, 

as illustrated in the following quotes:  

Nurse:  Let’s see, are you married? Patient: Yes  Nurse: …. Do you have children? Patient: 

Yes.  Nurse: Yes?  – and all out of the house? Patient: out of the house,  yes.  Nurse: And how 

many children do you have? Patient: One.  Nurse: One? A son or daughter? Patient: 

Daughter.  [Patient 7 hospital A, pulmonary unit, admission]. 

Nurse: How many children are.. do you have? Spouse:  ..a son and a daughter. Nurse: okay.  

And do you live nearby (nurse asks the son and daughter)? Son: Oh yeh. Nurse: I ask that in 

case a meeting needs to be held.. that you .. eh.. that we should not think : oh they must come 

from far. Daughter: No (mentions her residence) so that’s not far [Patient 15 hospital B 

neurology unit, admission]  

Nurses occasionally addressed the quality of contact between patients and their children 

during the admission discussion, as exhibited in the following quote:  

Nurse: May I ask, do you have good contact with each other? Daughter and son both answer: 

Yes. Nurse: Yes, …normal contact? Daughter: Well, yes. Nurse asks patient: Are you in touch 

with all your children? Son and daughter both answer: Yes. Nurse: Well, then, I'll just write 

that down. Is in touch with all the children [Daughter and son of patient 10, hospital B, 

neurology unit, admission].  
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Nurses also occasionally addressed the availability of the patients’ social network during 

admission conversations as demonstrated in the following quotes:  

Nurse: Who can you turn to after discharge? Patient: To my wife. Nurse: Yes? Patient: my 

children all live far away (patient mentions where the children live) [patient 4, hospital B, 

cardiology, admission].  

Social network support 

The theme social network support referred to aspects related to support provided by patients’ 

social network, and consisted of two categories, support provided by family caregivers’ and 

family caregivers’ roles. Subcategories identified were support offered by family caregivers at 

home and support by family caregivers in the hospital. The subcategory ‘support of family 

caregivers offered at home’ referred to specific support with activities of daily living, as in 

housekeeping tasks, transportation to the hospital and assisting with or monitoring medication 

intake, etc. This aspect was mostly addressed on the initiative of patients themselves or by 

their family caregivers. When informal support by family caregivers was addressed it 

concerned mostly information on the presence of support, as illustrated by the following 

quotes:  

Nurse: And, do you need help with personal care? Spouse: Yes. Patient: Sure enough. Nurse: 

Do you have homecare? Spouse: Yes, I am the homecare. Nurse: You are the homecare? 

Spouse: Yes. Nurse: Yes, also of .. Spouse: Yes [Patient 2, hospital D, pulmonary unit, 

admission]. 

Nurse: And, at home, do you still do everything yourself ? Patient: Yes,  .. I have help. Nurse: 

Okay, home care? Patient: No, just regular help on Fridays Nurse: Yes, for in the household? 

Patient: Yes, but nothing else. My help is.. sits there (she looks at her husband)  Nurse: Yes 

(they laugh) Spouse: And with pleasure. Nurse: that’s good (she is typing) [Patient 3, Hospital 

B, cardiology unit, admission]  

A few times did nurses elaborate on possible support of family caregivers for their partner at 

home during admission discussions, as illustrated in the following quote: 

Nurse: no further help? Spouse: No, he does it all himself. Nurse: You help Mr.? , or not? 

Spouse: No. Patient: well, ..you do the stockings. Spouse: the stockings that's all. Nurse: Okay, 

.. Spouse: He can bathe and dress himself. Nurse: Yes. Patient: Yes, I can dress myself, but.. 

Nurse: bathing also? Patient: Yes Nurse: Even now, when you're so short of breath? Patient: 
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Yes, yes this morning too, …. Yes, but don’t asks me how long it takes me [Patient 1 and 

Spouse, hospital A, pulmonary unit, admission].  

The subcategory ‘support of family caregivers in the hospital’ was addressed twice, once by a 

nurse and once by a family caregiver. In both cases it concerned family members being 

present in order to keep patients calm at night, as illustrated in the following quote:   

Nurse: Can we call you when ..if it becomes difficult in terms of unrest?  If we feel that we 

cannot keep him in his bed?  

Son: Yes, of course 

Nurse: It’s not always possible, that’s why I asked  

Son: yes [Patient 7 and Son, hospital C, neurology unit, admission] 

The category family caregiver role concerned specific aspects about the nature and impact of 

support given by family caregivers at home. Two subcategories were identified: ‘patient is 

family caregiver at home’ and ‘family caregiver burden’. In two admission discussions the 

specific role of the caregiver was addressed by a patient and a family caregiver, when it was 

obvious that these admitted patients were family caregivers themselves. A daughter addressed 

this issue at the end of an admission interview: 

You haven't asked about the home situation. My father, …he suffered a stroke some years ago 

and had heart surgery two years later. So, now, he is home alone, but the fact is that my 

mother, well, she now has to take full care of him as well, you see. She helps him shower and, 

well, cooks him dinner and things like that. ...but that would perhaps be something important 

to mention, wouldn't it?” Nurse: I'll certainly write that down, yes, of course [Daughter of 

patient 13, hospital C, Internal medicine, admission].  

The subcategory of ‘family caregivers’ burden’ referred to the ability of family caregivers to 

deal with the care and support offered to their chronically ill partner or family members at 

home. A few times did nurses address family caregivers’ feelings of burden when the family 

caregivers’ burden was evidenced, as illustrated by the following quote: 

Nurse: and you still manage, the care, is it enough?  Spouse: Yes...that, I can get more  

Nurse: oh, that is possible? Spouse: yes he is already so far, he can be admitted to (name 

nursing home), but I don’t want to.  Nurse: No, okay 

Spouse: I want to keep him home as long as I can [Spouse of patient 3, hospital D, 

Pulmonology, admission]. 
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Coordination of care  

The theme coordination of care referred to aspects addressing coordination of care issues 

related to family caregiving, and included the categories ‘aspects related to the patients’ 

hospital stay’ and ‘aspects related to the patient discharge’. 

Aspects related to hospital stay consisted of two subcategories; hospital ward 

information and coordination of family meetings. ‘Hospital ward information’ referred to 

information generally given to family caregivers regarding hospital ward information, such as 

visiting hours and contact phone numbers. Nurses structurally handed over this information to 

patients, or if present, family caregivers during admission discussions. The subcategory 

‘coordination of family meetings’ referred to nurses’ initiatives to coordinate a family 

meeting in consultation with patients or family caregivers. A few times did nurses specifically 

coordinate a date and time for a family meeting with patients and their family caregivers 

during a planned discussion. On one hospital ward, family meetings were structurally planned 

with patients and family caregivers. 

The category aspects related to patient discharge concerned specific actions or 

information regarding patients’ discharge and follow-up care on behalf of the continuity of 

care of family caregiving. Subcategories included ‘coordination of discharge date’, discussing 

after-care at home’, ‘instructions on life style and home medication’ and ‘contact information 

on follow-up care’ or ‘in the event of worsening symptoms’.  

Nurses rarely discussed a discharge date with patients or family caregivers during planned 

discussions. A few times did nurses address the patient home situation in order to coordinate 

possible after care activities, as illustrated in the next quote: 

Nurse: Has everything been arranged at home regarding assistance...the necessary care? 

Patient: My partner is doing...well, we live together, so ... Nurse: Yes, you're taking care of 

things together Patient: Yes [Patient 11, hospital C, neurology unit, discharge].  

During discharge discussions nurses regularly reviewed the home medication list with patients 

and or family caregivers. Family caregivers occasionally asked specific questions about 

changes in the patients’ home medication, but mostly during family meetings. 

Aspects of follow-up care were addressed occasionally during planned discussions. 

This mostly concerned contact information of health care professionals or organizations on 

follow-up care. A few times did nurses as well as family caregivers specially address aspects 

on who to contact in case of worsening symptoms of their ill family member.  
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Table 2. Aspects of family caregiving 

Themes Categories Subcategories 

Social network structure 

Contact information of family members 

 Contact information of primary contact persons  

Family composition 

 Living status  

 Number of children 

Social network availability 

 Social network available 

 

Social network support 

Support by family caregivers 

 Support by family caregivers at home  

 Support by family caregivers in the hospital  

Family caregiver role 

 Patient is family caregiver at home  

 Family caregiver burden 

 

Coordination of care 

Aspects related to patient hospital stay  

 Hospital ward information for family caregivers  

 Coordination of family meeting 

Aspects related to patient discharge 

 Coordination of discharge date 

 Discussing after care at home 

 Life style instructions 

 Review home medication  

 Contact information on follow-up care 

 Contact information in case of worsening symptoms 
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Discussion 

This is the first study to describe what aspects of family caregiving are discussed during 

planned discussions as they took place between nurses, patients and, if present, their family 

caregivers in the hospital. Aspects of family caregiving that nurses most frequently addressed 

as part of these planned discussions were aspects on the structure of the patients’ social 

network as in collecting practical information about patients’ primary contact persons. Nurses 

occasionally addressed the availability of the patients’ social network although nurses did not 

explore possible family caregiving roles while addressing these aspects. Family caregivers’ 

support at home was also addressed occasionally and mostly by patients and family caregivers 

themselves. When specific support of family caregivers was addressed, information was 

limited and nurses did not further elaborate on this information to explore the nature of family 

support. 

Nurses structurally handed over hospital ward information to family caregivers, such 

as visiting hours and contact phone numbers. During discharge discussions, nurses regularly 

reviewed home medications with patients and or family caregivers. Nurses occasionally 

addressed coordination of care aspects with family caregivers related to the patients’ 

discharge and after care, especially during family meetings and discharge discussions. 

During the hospitalization of elderly patients experiencing chronic conditions, 

admission and discharge discussions were structurally held, although the mean duration of 

discharge discussions was short. Family meetings were held in only a third of the patients’ 

hospitalizations. Results also showed that family caregivers were actively involved and 

largely present during these planned discussions. 

An explanation for a finding that nurses mostly collect practical information on 

patients’ social network might be that nurses do not see family caregivers as relevant for their 

nursing practice. This is in line with findings that show that nurses traditionally perceive the 

patient as their main responsibility.
25,41

 Also, studies indicate that nurses perceive family 

caregivers as relatives of patients who primarily require information or who have practical 

problems that need to be solved.
24,42

 This might also be an explanation why nurses rarely 

elaborated on aspects of family caregiving in order to explore specific support. It is likely to 

assume that hospital nurses do not see family caregiving support at home as a relevant aspect 

in their nursing care, even though the Dutch professional nursing standard states that it is 

expected from the nurse that there is cooperation with the care recipient and its family 

caregivers.
43

 A finding that nurses rarely elaborate on specific support of family caregivers 
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may also reflect that family nursing theories are not yet imbedded as a structural component 

of their nursing assessment. According to family nursing theory primary goals of interactions 

between nurses and patients should focus on gathering relevant information not only on the 

patient but also their family caregivers.
23

  

Another reason why nurses rarely elaborate on specific family caregiving support 

might be that they are unaware of implications of the recent policy changes regarding the 

changing role of family caregivers. Nurses might be aware that professional support after 

discharge out of the hospital is not a matter of course anymore. Still, it is likely to assume that 

nurses are unaware of the implications of the shift from formal to informal care for their own 

role as hospital nurse. Nursing staff who believe family presence is important are more likely 

to include families in daily care.
31

 Still, it is also important for nurses to realize that family 

caregivers who are present in the hospital are not necessarily willing to participate in patients’ 

care. 

Results also show that family caregivers play an active role during planned 

discussions, in asking questions and sharing information with nurses. This is in line with 

earlier studies showing that family caregivers play an active role as an intermediate between 

their ill relative and other health professionals.
12,16,44

 Still, it seems that nurses and family 

caregivers experience communication difficulties due to lack of time, of opportunity and of 

skills on the part of nurses.
25

 Findings of this study show that nurses seem to have sufficient 

opportunity and time during planned discussions to address aspects of family caregiving, 

especially during admission discussions and family meetings. Still, it is likely to assume that 

nurses may not have sufficient communication skills to talk to family caregivers. 

Hallgrimdottir and colleagues
34

 also found that nurses might have insufficient skills in 

communicating with family caregivers. On the other hand, Lindhardt and collagues
45

 found 

that nurses stated to have received sufficient education in communicating with family 

caregivers. Therefore, it is likely to assume that nurse’s perceptions can differ from what 

takes place in reality. Education in the principles of more family centered care might enhance 

nurses’ awareness of the role of family caregivers in regard to self-care abilities of older 

patients in the hospital. LeGrow and Rossen
46

 found that based on an 8-hour educational 

workshop presenting a family system nursing approach, the majority of nurse participants 

made a significant cognitive shift toward nursing the family. Wright and Leahy
22

 suggest that 

when nurses ask three key questions, they can better involve family members in family health 

care. Finally, another explanation for findings that nurses mostly collect practical information 

on patients’ social network might also be that nurses primarily adhere to the outline of the 
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admission form, as, was also found by Jones.
47

 Admission forms should be used as a directive 

for nurses to identify relevant patient issues in order to compose a plan of care. Despite family 

issues mentioned in Gordon’s functional health patterns,
36

 nurses do not seem to explore the 

underlying relevance of family caregiving related questions in order to identify possible 

family caregiving aspects.  

Strengths and limitations 

Strengths of this study include extensive audio-recorded data and observations of planned 

discussions as part of the everyday business on hospital wards. Consequently, we were able to 

obtain a more realistic perspective of what was actually discussed during planned discussions 

regarding aspects of family caregiving. Subjectivity could possibly have been of influence in 

identifying the themes; however, we tried to minimize the chances because data were 

transcribed verbatim, and interpreted by three researchers. We also attempted to minimize the 

influence of subjectivity by applying the method of seeking consensus. 

The presence of the data-collectors may have impacted nurses’ discussions, and 

therefore might have influenced results. Still, the impact was held to a minimum because the 

method of non-participant observation was used and data-collectors shadowed nurses for a 

number of days prior to the data-collection period in order to become a familiar face for 

nurses.
35

 By using the purposive sampling method, we intended to include all eligible patients 

during the period of data collection. Still, it is plausible that a small number of eligible 

patients might not have been identified quickly enough for data collectors to be on time for 

the admission interview. Based on field notes, no other relevant aspects emerged which had 

influence on the analysis of the data. Other interactions between nurses, patients and family 

caregivers that took place outside of the planned discussions were not part of the study; 

therefore, it is possible that other relevant information may have been missed.  

Conclusions 

During planned discussions between nurses, patients, and family caregivers, nurses mostly 

collected practical information on the patients’ social network structure, like marital status 

and number of children. Nurses occasionally addressed the availability of the patients’ social 

network. When specific support of family caregivers was addressed the information was 

limited and nurses did not seem to elaborate on this information to explore the nature of the 
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family support. This study is unique in its method in observing planned discussions between 

nurses, patient and (if present) their family caregivers as they actually occur in the hospital. 

Results show gaps in current nursing care related to aspects of family caregiving and provide 

starting points for improvements and further research. 

Implications 

This study illustrates problem areas that should be acknowledged in the interest of 

international nursing practice. Current planned discussions seem to offer nurses opportunities 

to address aspects of family caregiving, however, the content and form require improvements. 

Implications for policies could be that current nursing policies, like admission forms, should 

be viewed in the light of family-oriented theories. This could improve discussion on aspects 

of family caregiving, like the nature and intensity of family caregiver support at home. Also, 

current nursing policies should be evaluated in the light of the most recent professional 

standards. Planned discussions, especially family meetings, may offer nurses opportunities to 

communicate with patients and family caregivers on relevant aspects of family caregiving. 

Since family meetings were held structurally on only one of the hospital wards, we 

recommend to hospital administrators to implement family meetings as part of planned 

nursing process. Education in a more family-oriented nursing approach seems essential to 

increase nurses’ awareness with regard to the importance of family caregivers of older 

patients in the hospital. Implications for education could be to reflect these study findings 

with nurses in a group discussion to enhance nurses’ awareness of the importance of family 

caregivers. In most western societies, it is a trend that professional care at home is shifting to 

care that is less formal and primarily performed by family caregivers. The results of this study 

might, therefore, be predominantly relevant for health care professionals in western societies. 

Nevertheless, it is likely that similar results might be applicable in other countries; therefore, 

reproduction of this study in other countries could be relevant using this study as a reference. 

Causes of why nurses do not elaborate on aspects of family caregiving could be an important 

aim for further research.  

Acknowledgements 

We gratefully acknowledge nurses who participated in this study and the Martini Hospital, 

Medical Centre Leeuwarden, Nij Smellinghe Hospital, and Wilhelmina Hospital Assen for 

their commitment and trust in this study. We extend our acknowledgment to the nursing 

students of the Hanze University of Applied Sciences who contributed to the data collection.  



Aspects of family caregiving in planned discussions 

81 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Supporting information 

Appendix 4.1. Additional information on patient characteristics and presence of family 

caregivers 



Aspects of family caregiving in planned discussions 

82 

References 

1.  Luttik M, Jaarsma T, Moser D, Sanderman R, van Veldhuisen D. The Importance and Impact of Social 

Support on Outcomes in Patients with Heart Failure: an Overview of the literature. J. Cardiovasc. Nurs. 

2005;20:162-169.  

2.  Vassilev I, Rogers A, Sanders C, Kennedy A, Blickem C, Protheroe J, Bower P, Kirk S, Chwe-Graham C, 

Morris R. Social networks, social capital and chronic illness self-management: a realist review. Chronic 

Illn.. 2011;7:60-86. https://doi.org/10.1177/1742395310383338. 

3.  Gallagher R, Luttik M, Jaarsma T. Social support and self-care in heartfailure. J. Cardiovasc. Nurs. 

2011;26:439-445. https://doi.org/10.1097/JCN.0b013e31820984e1. 

4.  Salyer J, Schubert M, Chiaranai C. Supportive Relationships, Self-care, Confidence, and Heart Failure Self-

care. J. Cardiovasc. Nurs. 2012;27(5):384-393. https://doi.org/10.1097/JCN.0b013e31823228cd. 

5.  Wu J, Lennie T, Chung M, Frazier S, Dekker R, Biddle M, Moser D. Medication adherence mediates the 

relationship between marital status and cardiac event-free survival in patients with heart failure. Heart 

Lung. 2012;41 Suppl 2:107-114. https://doi.org/10.1016/j.hrtlng.2011.09.009 

6.  de Boer A, de Klerk M. Informal care in the Netherlands (Informele zorg in Nederland). In Publicaties 

2013. https://www.scp.nl/Publicaties/Alle_publicaties/Publicaties_2013/Informele_zorg_in_Nederland. 

Accessed: 11 febr 2016. 

7.  Ursum, J., Rijken, M., Heijmans, M., Cardol, M., & Schellevis, F. Overview Studies for the care 

chronically ill (Overzichtstudies zorg voor chronisch zieken). 2011. Utrecht: Nivel. 

https://www.nivel.nl/sites/default/files/.../Rapport-zorg-voor-chronisch-zieken.pdf. Accessed 4 june 2014. 

8.  Raad voor de Volksgezondheid en Zorg. Health 2.0: You're in control (Gezondheid 2.0: U bent aan zet). 

2010. Den Haag: Koninklijke Broese & Peereboom. https://www.raadrvs.nl/uploads/docs/Advies_-

_Gezondheid_20.pdf. Accessed 4 june 2014. 

9.  Juenger J, Schellberg D, Kraemer S, Haunstette A, Zugck C, Herzog W, & Haass M. Health related quality 

of life in patients with congestive heart failure: comparison with other chronic diseases and relation to 

functional variables. Heart. 2002;87(3), 235-241 https://doi.org/10.1136/heart.87.3.235. 

10.  Hartmann M, Bazner E, Wild B, & Eisler I. Effects of interventions involving the family in the treatment of 

adult patients with chronic physical diseases: a meta-analysis. Psychother Psychosom. 2010;79: 136-148. 

https://doi.org/ 10.1159/000286958. 

11.  Luttik M, Blaauwbroek A, Dijker A, & Jaarsma T. Living with heart failure: partner perspectives. J. 

Cardiovasc. Nurs; 2007; 22:131-137.  

12.  Lindhardt T, Bolmsjo I, Hallberg I. Standing guard-being a relative to a hospitalised, elderly person. J 

Aging Stud. 2006;133–149. https://doi.org/10.1016/j.jaging.2005.06.001. 

13.  Almborg AH, Ulander K., Thulin A, Berg S. Discharge Planning of Stroke Patients: the Relatives’ 

Perceptions of Participation. J Clin Nurs.2009;18(6):857–865. https://doi.org/10.1111/j.1365-

2702.2008.02600.x  

14.  Popejoy LL. Complexity of Family Caregiving and Discharge Planning. J Fam Nurs. 2011;61-81. 

https://www.scp.nl/Publicaties/Alle_publicaties/Publicaties_2013/Informele_zorg_in_Nederland.%20Accessed%204%20june%202014
https://www.scp.nl/Publicaties/Alle_publicaties/Publicaties_2013/Informele_zorg_in_Nederland.%20Accessed%204%20june%202014
https://www.nivel.nl/sites/default/files/.../Rapport-zorg-voor-chronisch-zieken.pdf
https://www.ncbi.nlm.nih.gov/pubmed/20185970


Aspects of family caregiving in planned discussions 

83 

https://doi.org/10.1177/1074840710394855. 

15.  Plank A, Mazzoni V, Cavada L. Becoming a caregiver: new family carers' experience during the transition 

form hospital to home. J Clin Nurs. 2012; https://doi.org/10.1111/j.1365-2702.2011.04025.x. 

16.  Li H, Stewart BJ, Imle MA, Archbold PG, Felver L. Families and Hospitalized Elders: A Typology of 

Family Care Actions. Res Nurs Health. 2000;23:3-16. https://doi.org/10.1177/0733464813483211 

17.  Riegel B, Jaarsma T, Strömberg A. A Middle-Range Theory of Self-Care of Chronic Illness. Advanc.Nurs. 

Science. 2012;35 Suppl 3:194-204. https://doi.org/10.1097/ANS.0b013e318261b1ba. 

18.  WHO. World Report on Ageing and Health. 2015. In Ageing and life-course.World Health Organization 

2015. http://www.who.int/ageing/publications/world-report-2015/en/ Accessed: 11 febr 2016. 

19.  Jacelon CS. Directive and Supportive Behaviors Used by Families of Hospitalized Older Adults to Affect 

the Process of Hospitalization. J Fam Nurs. 2006;12:234-250. https://doi.org/10.1177/1074840706290264. 

20.  Lavdaniti M, Raftopoulos V, Sgantzos M, Psychogiou M, Georgiadou C, Areti T, Serpanou I.en Sapountzi-

Krepia D. In-hospital informal caregivers' needs as perceived by themselves and by the nursing staff in 

Northern Greece. BMC Nurs. 2011; https://doi.org/10.1186/1472-6955-10-19. 

21.  Lowson E, Hanratty B, Holmes L, Addington-Hall J, Grande G, Payne S, Seymour J. From 'conductor' to 

'second fiddle': Older adult care recipients' perspectives on transitions in family caring at hospital 

admission. Inter J Nurs Stud. 2013;50(9):1197-1205. https://doi.org/10.1016/j.ijnurstu.2012.02.005 

22.  Wright LM, Leahey M. Nurses and Families - a guide to family assessment and intervention. Philidelphia: 

F.A. Davis Company; 2013. 

23.  Leahey M, Harper-Jacques S. Family nurse relationships: core assumptions and clinical implications. J Fam 

Nurs. 1996;133-157. https://doi.org/10.1177/107484079600200203 

24.  Silva AL, Teixeira HJ, Cardoso Teixeira MJ, Freitas S. The needs of informal caregivers of elderly people 

living at home: an integrative review. Scand J Caring Sci. 2013;27(4):792-803. 

https://doi.org/10.1111/scs.12019. 

25.  Rose JH, Bowman K, Kresevic D. Nurse versus family caregiver perspectives on hospitalized older 

patients: an exploratory study of agreement at admission and discharge. Health Commun. 2000;12:63-80. 

https://doi.org/10.1207/S15327027HC1201_04 

26.  Hertzberg A, Ekman S.-L, Axelsson K. Relatives are a resource, but:.. Registered Nurses’ views and 

experiences of relatives of residents in nursing homes. J Clin Nurs. 2003;12(3):431–441. 

https://doi.org/10.1046/j.1365-2702.2003.00761.x| 

27.  Grimmer K, Moss J, Falco J. Becoming a carer for an elderly person after discharge from an acute hospital 

admission. Internet J Allied Health Sci Pract. 2004;2:4. https://doi.org/10.1186/s13643-016-0222-8 

28.  Lindhardt T, Nyberg P, Rahm Hallberg I. Relatives' view on collaboration with nurses in acute wards: 

Development and testing of a new measure. Inter J Nurs Stud. 2008;1329-1343. 

https://doi.org/10.1016/j.ijnurstu.2007.10.006. 

29.  Bragstad LK, Kirkevold M, Foss C. The indispensable intermediaries: a qualitative study of informal 

caregivers' struggle to achieve influence at and after hospital discharge. BMC Health Serv. Res. 

https://doi.org/10.1177/1074840706290264


Aspects of family caregiving in planned discussions 

84 

2014a;14:331. https://doi.org/10.1111/hsc.12071. 

30.  Collier JAH, Schirm V. Family-focused nursing care of hospitalized elderly. Inter J Nurs Stud. 1992;29 

Suppl 1:49-57.  

31.  Coughlin C. An ethnographic study of main events during hospitalisation:perceptions of nurses and 

patients. J Clin Nurs. 2012; https://doi.org/10.1111/j.1365-2702.2012.04083.x. 

32.  Åstedt-Kurki P, Paavilainen E, Tammentie T, Paunonen-Ilmonen M. Interaction between adult patients' 

family members and nursing staff on a hospital ward. Scand J Caring Sci. 2001; 

https://doi.org/10.1046/j.1471-6712.2001.00012.x. 

33.  Fisher C, Lindhorst H, Matthews T, Munroe D. J, Paulin D, Scott D. Nursing staff attitudes and behaviours 

regarding family presence in the hospital setting. J Adv Nurs. 2008; https://doi.org/10.1111/j.1365-

2648.2008.04828.x.  

34.  Hallgrimsdottir EM. Caring for families in A&E departments: Scottish and Icelandic nurses' opinions and 

experiences. Accid Emerg Nurs. 2004;12 Suppl. 2:114-120. https://doi.org/10.1016/j.aaen.2004.01.004 

35.  Mullhal A. In the field: notes on observation in qualitative research. J Adv Nurs.2003; 

https://doi.org/10.1046/j.1365-2648.2003.02514.x. 

36.  Gordon M. Manual of nursing diagnosis, 12th red. Boston: Jones & Barlett;2011. 

37.  Elo S, Kyngäs H. The qualitative content analysis process. J Adv Nurs. 2008; 

https://doi.org/10.1111/j.1365-2648.2007.04569.x. 

38.  ATLAS.ti Scientific Software Development GmbH. (2011). ATLAS.ti 6 User Manual. Atlas.ti: 

atlasti.com/wp-content/uploads/2014/05/atlasti_v6_manual.pdf. Accessed: 10 april 2017. 

39.  Adler P, Adler P. Observational techniques. in Denzin NLY Red. Collecting and Interpreting Qualitative 

Materials. Thousand Oaks, London, New Delhi: Sage Publications Inc. 1988. p. 79-109. 

40.  Burnard P. A method of analysing interview transcripts in qualitative research. Nurs Educ Today. 1991; 

https://doi.org/10.1038/sj.bdj.2008.292. 

41.  Ekstedt M, Stenberg U, Olsson M, Ruland CM. Health Care Professionals Perspectives of the Experiences 

of Family Caregivers during In-Patient Cancer Care. J Fam Nurs. 2014;20(4):462-486. 

https://doi.org/10.1177/1074840714556179. 

42.  Åstedt-Kurki P, Paunonen M, Lethi K. Family members' experiences of their role in a hospital: a pilot 

study. J Adv Nurs. 1997;25(5):908-914.  

43.  Schuurmans, M., Lambregts, J., Projectgroep V&V 2020, & Grotendorst, A. (2012). Professional Nursing 

Standard (V&V 2020 Deel 3 Beroepsprofiel verpleegkundige). Utrecht: V&VN (Verpleegkundigen en 

Verzorgenden Nederland). 

http://www.venvn.nl/Portals/1/Nieuws/Ouder%20dan%202010/3_profiel%20verpleegkundige_def.pdf. 

Accessed: 10 april 2017. 

44.  Bragstad LK, Kirkevold M, Hofoss D, Foss C. Informal caregivers’ participation when older adults in 

Norway are discharged from the hospital. Health Soc Care Community. 2014b;22(2). 

https://doi.org/10.1111/hsc.12071. 

https://www.ncbi.nlm.nih.gov/pubmed/15041013
https://doi.org/10.1016/j.aaen.2004.01.004
http://www.venvn.nl/Portals/1/Nieuws/Ouder%20dan%202010/3_profiel%20verpleegkundige_def.pdf


Aspects of family caregiving in planned discussions 

85 

45.  Lindhardt, T., Rahm Hallberg, I., & Poulsen, I. (2008b). Nurses’ experience of collaboration with relatives 

of frail elderly patients in acute hospital wards: A qualitative study. Inter J Nurs Stud. 2008b; 668-681. 

https://doi.org/10.1016/j.ijnurstu.2007.01.010 

46.  LeGrow, K., & Rossen, B. Development of Professional Practice Based on a Family Systems Nursing 

Framework:Nurses’ and Families’ Experiences. J Fam Nurs. 2005;38-58. 

https://doi.org/10.1177/1074840704273508 

47.  Jones A. Creating history: documents and patient participation in nurse-patient interviews. Sociology of 

Health & Illness. 2009; https://doi.org/10.1111/j.1467-9566.2009.01190.x.  

https://doi.org/10.1016/j.ijnurstu.2007.01.010
https://doi.org/10.1177/1074840704273508


Aspects of family caregiving in planned discussions 

86 

Appendix 4.1. Additional information on patient characteristics and presence of family caregivers 

No code age sex type of chronic condition living 

situation 

FC present at 

admission interview 

FC present at 

family meeting 

FC present 

at discharge interview 

1 A1 80 m pulmonary (2) + cardiovasc. disease + 

cancer 

with partner spouse NA spouse 

2 A2 70 v pulmonary disease + rheumatoid arthritis with partner none present none present spouse 

3 A3 74 m pulmonary disease (2) + blood pressure 

issues 

with partner none present NA none present 

4 A4 69 m diabetes + cancer cardiovasc. disease alone daughter md none present 

5 A5 72 m pulmonary + cardiovasc. disease + diabetes with partner spouse none present spouse 

6 A6 76 v pulmonary disease (2) + blood pressure 

issues 

alone daughter + son NA daughter + man 

7 A7 66 v pulmonary disease with partner spouse NA none present 

8 A8 77 m pulmonary disease + bowel disorder + 

blood pressure issues 

with partner spouse NA none present 

9 A9 91 V cardiovasc. disease + anaemia + thyroid 

problems 

with partner spouse + daughter in 

law 

spouse + 

daughter + son in 

law 

spouse + daughter in 

law 

10 A10 84 m cardiovasc. disease (2) + blood pressure 

issues+ kidney disease 

with partner spouse + son spouse + 2 sons spouse + son 

11 B1 80 m cardiovasc. disease (3) with partner none present NA none present 

12 B2 91 v cardiovasc. disease alone son + woman NA son +woman 

13 B3 87 v cardiovasc. disease with partner spouse + son NA None present 

14 B4 71 m cardiovasc. disease (2) + diabetes with partner none present NA spouse 

15 B5 78 m cardiovasc. disease + diabetes with partner none present NA spouse + woman + man 

16 B6 79 m cardiovasc. disease with partner spouse NA man 
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No code age sex type of chronic condition living 

situation 

FC present at 

admission interview 

FC present at 

family meeting 

FC present 

at discharge interview 

17 B7 78 v cardiovasc. disease + diabetes + stroke with partner none present NA neighbour 

18 B8 87 m pulmonary + cardiovasc. disease + diabetes with partner spouse + 1 man spouse + son spouse + 1 man 

19 B9 75 v pulmonary disease + stroke with partner daughter daughter daughter 

20 B10 94 v stroke + cardiovasc. disease alone daughter + son 3 daughters + 1 

son 

2 daughters 

21 B11 85 v rheumatoid arthritis alone 2 sons + 1 daughter in 

law 

(1): son. (2): 

son +daughter in 

law 

2 daughters 

22 B12 76 v stroke + thyroid problem alone son in law son in law partner 

23 B13 81 m cardiovasc. disease + hypercholesterolemia 

blood pressure issues+ 

with partner spouse + daughter spouse + 

daughter 

spouse 

24 B14 83 m kidney disease + cardiovasc. disease + 

blood pressure issues 

with partner spouse + daughter spouse + 

daughter 

spouse + daughter 

25 B15 69 v pulmonary + cardiovasc. disease with partner spouse + daughter 

+man 

spouse spouse 

26 B16 71 M oesophageal disorder + pulmonary disease with partner spouse + daughter NA none present 

27 B17 73 M cardiovasc. disease with partner woman NA daughter 

28 B18 67 M blood pressure issues with partner none present spouse spouse 

29 B19 72 V diabetes + cardiovasc.  disease with daughter daughter NA daughter 

30 B20 69 V diabetes with partner spouse spouse spouse 

31 B21 76 m diabetes + parkinsonism with partner Spouse + son NA none present 

32 B22 76 m blood pressure issues+ stroke + pulmonary 

disease 

with partner spouse + son md spouse + son 

33 B23 69 m diabetes + cardiovasc. disease with partner spouse md spouse + son 
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No code age sex type of chronic condition living 

situation 

FC present at 

admission interview 

FC present at 

family meeting 

FC present 

at discharge interview 

34 C1 69 v pulmonary disease + hypercholesterolemia alone none present md 1 woman 

35 C2 67 m diabetes + cardiovascular + pulmonary 

disease 

alone none present NA none present 

36 C3 66 m pulmonary + cardiovasc. disease (2) with partner none present NA none present 

37 C4 73 m hypercholesterolemia + kidney disease with partner spouse NA none present 

38 C5 85 m rheumatoid arthritis + diabetes + cancer with partner none present spouse + 

daughter+ son+ 

daughter in law 

spouse + daughter + 

son+ daughter in law 

39 C6 73 v pulmonary disease + rheumatoid arthritis with partner none present NA none present 

40 C7 77 m stroke alone son+1 woman md son 

41 C8 66 v cancer alone spouse + son NA none present 

42 C9 66 m stroke with partner woman NA 2 women 

43 C10 69 v stroke with partner spouse + daughter 

+son 

NA spouse 

44 C11 67 v thyroid problem with partner spouse + daughter 

+man 

spouse + 

daughter man 

spouse 

45 C12 67 m blood pressure issues with partner spouse NA none present 

46 C13 78 v diabetes + rheumatoid arthritis with partner + 

daughter 

daughter NA daughter 

47 C14 84 v blood pressure issues alone daughter daughter + 

daughter in law 

daughter 

48 C15 88 v pulmonary disease + diabetes + kidney 

disease 

alone 2 daughters 2 daughters 2 daughters 

49 C16 74 v diabetes with son son NA son 

50 D1 65 v pulmonary disease + blood pressure issues alone spouse none present spouse 

51 D2 74 m blood pressure issues+ rheumatoid arthritis with partner spouse + son md spouse 
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No code age sex type of chronic condition living 

situation 

FC present at 

admission interview 

FC present at 

family meeting 

FC present 

at discharge interview 

52 D3 80 m pulmonary + cardiovasc. disease + 

parkinsonism 

with partner spouse NA spouse 

53 D4 86 v rheumatoid arthritis + stroke alone daughter NA none present 

54 D5 70 v rheumatoid arthritis + parkinsonism alone none present son + friend+ 

1 man+1 woman 

friend 

55 D6 83 v diabetes alone daughter none present woman 

56 D7 70 v diabetes alone none present NA none present 

57 D8 74 m blood pressure issues+ 

hypercholesterolemia 

with partner none present NA none present 

58 D9 75 m pulmonary + cardiovasc. disease + diabetes with partner spouse NA none present 

59 D10 80 m pulmonary disease + diabetes with partner spouse NA spouse 

60 D11 73 v pulmonary + cardiovasc. disease + 

rheumatoid arthritis 

alone son NA none present 

61 D12 84 m bowel disorder in living 

community 

neighbour NA woman+ 

child 

62 D13 70 v diabetes alone daughter in law NA none present 

 

NA: not applicable 

MD: missing data 

 

Description of data: Age; admission reason; type and number of chronic conditions and living situation of patients and presence of family 

caregiver during admission interviews, family meeting and discharge interviews 
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