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Abstract
Background The well-being of informal caregivers of people living with chronic kidney disease is influenced by their 
experiences with support, however, few studies have focused on exploring these experiences. This study aimed to 
explore informal caregivers’ experiences accessing and receiving support while caring for someone living with chronic 
kidney disease.

Methods Informal caregivers of people living with chronic kidney disease (n = 13) in the United Kingdom were 
primarily recruited via community organisations and social media adverts to participate in semi-structured interviews. 
Interviews explored support needs, experiences of receiving support from different groups (e.g. healthcare 
professionals, family/friends), and barriers and facilitators to accessing support. Support was understood as including 
emotional, practical, and informational support. Data were analysed using reflexive thematic analysis.

Results Three themes were generated: (1) “Systems seem to get in the way” – challenges within support systems, 
illustrating the challenges informal caregivers encountered when navigating complex support systems; (2) Relying 
on yourself, describing how informal caregivers leveraged their existing skills and networks to access support 
independently, while recognising the limitations of having to rely on yourself to find support; and (3) Support systems 
can “take the pressure off”, showing how support systems were able to help informal caregivers cope with the 
challenges they experienced if certain conditions were met.

Conclusions In response to the challenges informal caregivers experienced when seeking support, improvements 
are needed to better consider informal caregiver needs within healthcare systems, and to develop interventions 
tailored to informal caregiver needs and context. Within the healthcare system, informal caregivers may benefit from 
system navigation support and better integration within healthcare teams to ensure their informational support 
needs are met. New interventions developed to support informal caregivers should fit within their existing support 
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Introduction
Informal caregivers, hereafter referred to as caregivers, 
are family and friends who provide unpaid care and sup-
port to people living with chronic kidney disease (CKD). 
Caregivers may support people living with CKD by assist-
ing with tasks such as help around the house, help with 
diet and lifestyle changes, help with medical care (e.g., 
managing medications, communicating with healthcare 
providers, transportation to appointments, help with 
treatments), and providing emotional support [1–3]. 
Time spent caring for someone living with CKD can be 
similar to full-time employment, involving 34 h or more 
of care each week [4]. CKD is a complex condition due to 
treatment complexities (e.g., multiple medications, life-
style interventions, treatments involving diverse groups 
of healthcare professionals) and the common presence 
of co-morbid conditions (e.g., diabetes cardiovascular 
disease) which can make caring for someone with CKD 
particularly challenging [5–8].

Caregivings commonly report high levels of burden, 
and symptoms of mental health difficulties, such as 
anxiety and depression [4, 9–11]. Levels of burden and 
mental health difficulties among caregivers are influ-
enced by factors including caregiver and care recipi-
ent sociodemographics (e.g., age, income), the care 
recipient’s health, and social support [12, 13]. Lack of 
social support for caregivers of people living with CKD 
is associated with burden, stress, anxiety, and depres-
sion [12–14]. Understanding caregivers’ current expe-
riences of accessing and receiving support may help 
identify areas where support could be improved, which 
could enhance their well-being.

Studies exploring the general experience of caring for 
someone living with CKD have commonly identified 
a lack of support for caregivers, both from social net-
works (i.e., family and friends) and health and social 
care professionals [3, 15–18]. However, few studies 
have explored the experiences these caregivers have 
accessing and receiving support in more depth. Expe-
riences of support have received greater attention 
amongst other groups of caregivers, such as caregiv-
ers of people living with cancer or dementia [19–26]. 
Amongst other caregiver groups, caregiving resulted 
in reductions in social network members for reasons 
such as lack of understanding of the caregiving situ-
ation, or caregivers purposefully distancing them-
selves from more burdensome social connections 
[19, 22, 26]. In contrast, some caregivers formed new 

relationships with people supporting them, including 
healthcare professionals and other caregivers [19, 23]. 
The strength of existing relationships may also change 
over the course of the caregiving experience, impact-
ing support availability [19]. Exploration of similar 
dimensions of support (e.g., sources of support, per-
ceptions of support) among caregivers of people living 
with CKD could provide valuable insights into gaps in 
caregiver support networks.

Understanding caregivers’ experiences of support, 
such as sources of support and areas where support 
needs are currently unmet, can provide important 
information about the wider context in which care-
givers provide care [27]. Within the Medical Research 
Council framework for the development of complex 
interventions, understanding context is an impor-
tant element of intervention development, potentially 
facilitating better integration of new interventions 
within existing support systems [28, 29]. Context is 
a multi-faceted concept related to the setting or situ-
ation in which an intervention is implemented, such 
as characteristics of organisations implementing the 
intervention (e.g., organisational culture) and inter-
vention recipients (e.g., needs, resources, social net-
works) [27]. To develop a better understanding of the 
context of caregivers of people living with CKD in the 
UK, caregiver intervention needs and preferences [1] 
and stakeholder views of interventions for caregivers 
[30] have been explored in previous studies. The over-
all goal of the present study was to examine another 
dimension of context, namely caregiver’s existing sys-
tems of support. The aim was to explore caregivers’ 
experiences of accessing and receiving support whilst 
caring for someone living with CKD.

Methods
Study design
Semi-structured interviews and reflexive thematic 
analysis [31] were used to explore caregivers’ experi-
ences of accessing and receiving support. Results are 
reported following the Standards for Reporting Quali-
tative Research checklist [32] (Additional file 1).

Sampling
Caregivers were recruited via online adverts shared via 
CKD/caregiver specific community organisations (e.g., 
social media, websites, newsletters), study social media 
pages, paid social media adverts, and expressions 

systems and incorporate the qualities of support, such as empathy, that were valued. Additionally, use of an equity 
framework and user-centered design approaches during intervention development could help ensure interventions 
are accessible and acceptable.
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of interest from caregivers participating in a related 
study exploring intervention preferences [1]. Conve-
nience sampling was used due to resource limitations. 
Interested caregivers contacted the research team via 
telephone or email, and were provided with a study 
information sheet and consent form via email, with the 
option to receive paper copies by post if needed. Eli-
gible caregivers were adults (18 years of age or older) 
living in the UK, and currently caring for an adult liv-
ing with CKD.

Data collection
Semi-structured interviews, recorded on an external 
audio recorder, were conducted by CC via telephone 
(n = 1) or Microsoft Teams (n = 12) between May 2022 
and June 2023. Thirteen interviews were conducted, 
ranging from 43 to 87  min, with a mean length of 
63  min. The interview guide explored topics includ-
ing support needs, sources of support, and barriers 
and facilitators to accessing support (Additional file 2), 
and was partly informed by related qualitative research 
focused on support access and sources of support [19, 
33, 34]. Support referred to emotional, practical, and 
informational support [35]. Interviews were conducted 
until data was considered as achieving a richness that 
would tell a multi-faceted story about caregivers’ expe-
riences of accessing and receiving support and was 
discussed during data collection with JW [36]. No 
caregivers who took part in an interview withdrew 
their consent.

Sample characteristics
All caregivers (n = 13) were female, living in Eng-
land (n = 12) or Wales (n = 1), with a mean age of 52 
(SD = 13). Caregivers had a White British (n = 11) or 
South Asian (n = 2) ethnic background. Most caregiv-
ers (n = 7) had a bachelor’s degree or higher, and were 
working full- (n = 4) or part-time (n = 3). The majority 
were caring for their spouse/partner (n = 8) who had 
been diagnosed with CKD between 2 and 43 years ago. 
Caregivers had been providing care for a mean of 7.2 
years (SD = 7.6) and helped the care recipient with a 
mean of 10 care-related activities (SD = 6). Activities 
included providing emotional support (n = 13), man-
aging symptoms (n = 11), running errands (n = 11), and 
cooking (n = 10). Many caregivers were caring for peo-
ple with additional co-morbidities including agorapho-
bia, autism, dementia, diabetes, health-related anxiety, 
osteoporosis/bone fractures, and polycystic liver dis-
ease. Regarding how caregivers were coping with pro-
viding care, approximately half felt they were coping 
neither well nor not well (n = 6), with the remaining 
either coping well/very well (n = 4), or not well/very 
unwell (n = 3). Individual caregiver characteristics are 
presented in Table 1 with pseudonyms.

Data processing
Identification numbers were used to link caregivers’ 
personal information to audio files and interview tran-
scripts. Audio files were transcribed verbatim by a pro-
fessional transcription company. Interview transcripts 
were de-identified by the research team by removing 

Table 1 Sample characteristics (n = 13)
Name Age Relationship to the 

care recipient(s)
Currently liv-
ing with care 
recipient

Care recipient receiv-
ing renal replacement 
therapy?

Length of time 
caring

How well they were 
coping

Anna 60–69 Spouse/Partner Nob Yes, dialysis 6 years Neither well nor not well

Chloe 40–49 Spouse/Partner Yes Yes, received transplant 11 years Neither well nor not well

Claire 60–69 Spouse/Partner Yes Nod 9 years Very well

Emily 60–69 Spouse/Partner Yes Yes, dialysisd 1 year 7 months Not well

Freya 30–39 Spouse/Partner Yes No 5 years Well

Kate 40–49 Spouse/Partner & 
Parenta

Yes No 2 years 6 months Very well

Olivia 40–49 Spouse/Partner Yes Yes, received transplant 4 years 6 months Neither well nor not well

Sarah 40–49 Spouse/Partner Yes No 3 months Very unwell

Priya 30–39 Siblinga No Yes, received transplant 30 years Well

Rebecca 60–69 Sibling No No 10 years 6 months Neither well nor not well

Sofia 40–49 Sibling Noc Yes, dialysis 5 years Not well

Holly 60–69 Child Yes No 5 years 6 months Neither well nor not well

Zainab 50–59 Parent No Yes, received transplant 2 years 9 months Neither well nor not well
Note: Pseudonyms and age ranges are used to protect participant confidentiality
aKate and Priya both care for two people living with CKD
bAnna’s spouse typically lived with her, however, at the time of the interview he was hospitalised
cSofia provided long-distance care for her brother who lives in another country
dClaire and Emily were caring for someone with CKD related to having kidney cancer
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identifying information (e.g., names of people and 
places) before beginning analysis.

Data analysis
Reflexive thematic analysis [31, 37] was used to the 
analyse interviews. Given the focus on the subjective, 
lived experiences of caregivers, thematic analysis was 
approached using a critical realist perspective [38], with 
data analysed by primarily considering semantic mean-
ings. CC led the analysis, first reading transcribed inter-
views to facilitate data familiarisation, with initial ideas 
and impressions recorded in memos. Interviews were 
inductively coded, with NVivo used to support data man-
agement. Shared meanings across codes were sought to 
generate initial themes and sub-themes across the whole 
dataset.

The initial thematic map was discussed with JW for 
feedback, such as reflecting on the central organising 
concept of themes. Themes and sub-themes were then 
revised before being applied to the transcripts to reflect 
on how well the themes captured the data. Descriptions 
of themes were developed, with themes and sub-themes 
continuing to be refined throughout the process. The 
resulting thematic map, descriptions of themes and sub-
themes, and supporting quotes were reviewed by JW 
and refined. Finally, the revised thematic map and theme 
descriptions underwent peer examination by PF to facili-
tate development of the final thematic map. To increase 
transparency and illustrate how the analysis evolved, 
thematic maps generated throughout the analysis pro-
cess can be found in Additional file 3. To enhance rigour, 
triangulation was undertaken through dialogue with JW, 
peer examination by PF, with memos taken throughout 
analysis to maintain an audit trail [39]. Furthermore, 

disconfirming cases were actively sought [40], however 
none were identified.

Researcher characteristics
Interviews and data analysis were conducted by CC who 
is a white woman, born in Canada and living in Sweden. 
CC has studied public health and is a PhD candidate 
with experience conducting research related to caregiver 
needs and their experiences using e-mental health inter-
ventions. JW is a white woman of English heritage, born 
in the UK and living in Sweden. JW has a PhD in Psy-
chology, is the doctoral supervisor of CC, and has expe-
rience conducting, teaching, and supervising qualitative 
research. JW’s main research interests are in the area of 
informal care. PF is a white man aged over 50, was raised 
in Australia, and undertakes clinical practice in a physi-
cal health setting with research interests related to cogni-
tive behavioural therapy. Additionally, PF has lived with 
CKD for over 25 years during which he has experienced 
all forms of renal replacement therapy and is currently 
on haemodialysis. There are no pre-existing relationships 
between the research team and participants.

Results
Three themes were generated from the data: (1) “Systems 
seem to get in the way” – challenges within support sys-
tems; (2) Relying on yourself; and (3) Support systems 
can “take the pressure off”. A number of sub-themes were 
developed within the three themes (Table 2).

Theme 1: “Systems seem to get in the way” – challenges 
within support systems
Caregiver support systems were both formal (i.e., health 
and social care system), and informal (i.e., friends and 
family). This theme describes the challenges caregiv-
ers experienced when navigating support systems which 
could be complex and leave support needs unmet.

“Pushed from pillar to post” - finding your way through 
health and social care systems: To receive the support and 
information both caregivers and care recipients needed, 
caregivers had to navigate through health and social care 
systems with complex care pathways where there “wasn’t 
a streamlined process or anything” (Priya), in which care-
givers were poorly integrated. The health and social care 
system was viewed as “over-stretched” (Chloe), “under a 
lot of strain” (Claire), and “in a crisis point” (Priya). While 
caregivers were understanding of the challenges health-
care systems were experiencing, this was also recog-
nised as a reason for the lack of available support and a 
source of burden for caregivers who struggled to remain 
informed regarding their care recipients’ health.

“Because sometimes I think, we have a wonderful 
NHS in this country. But it felt like so many of the 

Table 2 Thematic structure
Theme Summary Sub-theme
“Systems 
seem to 
get in the 
way” – 
challenges 
within 
support 
systems

Caregivers had to navigate 
complex health and social 
care systems while seeking 
and obtaining formal and 
informal support which 
presented a number of chal-
lenges for caregivers

• “Pushed from pillar to 
post” - finding your way 
through health and social 
care systems
• Changing social networks
• Systems don’t meet our 
needs
• People don’t understand 
CKD

Relying on 
yourself

Caregivers had to identify 
and access support indepen-
dently to meet their needs. 
However, such self-reliance 
may leave support access 
barriers unaddressed

• Leveraging existing skills 
and networks
• “We can’t just go out and 
find it”
• When beliefs get in the 
way

Support 
systems 
can “take 
the pres-
sure off”

Support systems had the 
ability to reduce the stress 
and burden caregivers were 
experiencing if they pos-
sessed certain qualities

• Empathetic support that 
“instinctively knows” what 
you need
• Support you can count 
on
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emotional problems were caused by the systemic 
issues. It’s really hard to disentangle that because 
there were so many systemic issues and what is just 
how you’re feeling because somebody’s sick, and how 
much of it [is] just because you can’t [get] anybody to 
pick up the phone and actually tell you what’s going 
on.” Olivia.

The poor integration of caregivers into healthcare sys-
tems caused frustration, negatively impacting care-
giver views of healthcare systems and relationships with 
healthcare providers. With healthcare systems focused 
on patients, caregivers felt they “really don’t count” 
(Kate) and were “dismissed more than supported” (Olivia). 
Healthcare professionals were perceived as making 
assumptions about caregivers’ ability to cope, and lacked 
sensitivity regarding the challenges caregivers may be 
facing. Inadequate responses to caregiver needs, and lack 
of follow-up when reaching out for support not only left 
caregivers unsupported, but it also damaged the relation-
ships between caregivers and healthcare professionals.

“I used to phone [my husband’s nurse when I was 
struggling emotionally]. I’d leave messages, ‘please 
can you phone me’. […] I was in a right, a real state 
at the time. ‘Please’, and I’m crying - ‘I don’t know 
what to do.’ and ‘what can I do?’ And nothing never, 
ever came back. So that was [when] my estimation of 
them went completely downhill.” Emily.

The complexity of structures within healthcare systems 
was perceived as another reason support for caregivers 
was lacking. These structures placed distance between 
caregivers and healthcare professionals, making health-
care professionals hard to access, and causing caregivers 
to be excluded from communications.

“Well the hospital and the consultants. Again, that 
was quite frustrating because systems seem to get in 
the way. In that they were sending me information 
and they were sending me the appointment times 
and then all of a sudden it seemed to be that their 
system could only send out two letters, one to the 
main carers, which is the care home, and [one] to the 
GP, which completely cut out me.” Rebecca.

In response to the challenges faced within health-
care systems, caregivers adapted their support seek-
ing behaviours. For example, some recognised the need 
for efficiency during healthcare appointments, leading 
caregivers to ask their question “very quickly” (Zainab), 
“before they’re ushering you out the door” (Freya) while 
trying not to “add to people’s workloads” (Chloe). Some 
felt forced to make decisions without getting the medical 

advice they desired, with one caregiver seeking private 
care for her husband: “I feel quite sad that we sort of went 
private for quite a few of these appointments and that’s 
when we actually got some help” (Claire). Caregivers also 
limited the number of times they reached out for sup-
port, anticipating difficulties receiving support that was 
needed, with some caregivers not seeking support at all.

“And going through the NHS obviously, we all know 
the NHS at the moment is - the waiting list is forever. 
So I personally myself haven’t [reached out for sup-
port]” Emily.

Changing social networks: Caregivers experienced 
changes within their social networks as a result of their 
caregiving role, impacting available support. Caregivers 
experienced losses within their social network due to a 
lack of sensitivity from some network members regard-
ing the impact of caregiving. Network members were 
perceived as distancing themselves from caregivers for 
reasons such as feeling uncomfortable discussing the care 
recipient’s situation, “some people, I think, are still really 
awkward talking about medical stuff” (Freya), or due 
to caregivers not being available to meet or take part in 
social activities, “you kind of keep saying no, or you aren’t 
able to […] do some things, and then people just stop ask-
ing” (Chloe). Network members were not always willing 
to adjust the dynamic of their relationship with the care-
giver to adapt to the caregivers’ needs.

“Just that because you haven’t got the freedom, 
then they [family and friends] don’t necessarily 
understand why you haven’t got that freedom any-
more and maybe misinterpret the fact that you’re 
not around as much […] So as an example, we’ve 
got a very close friend who lives [a] two and a half 
hour’s drive away and we can’t just say, ‘let’s meet up 
tomorrow and have a lunch’ or something like that. 
You can’t do it because you’ve got to make sure that 
there’s someone here for mum. […] So, it’s difficult to 
arrange and people don’t always want to plan three 
or four weeks ahead.” Holly.

Caregivers also purposefully reduced contact with their 
social networks in response to caring for someone with 
CKD. Some caregivers actively chose to reduce contact 
with network members to spend more time with their 
care recipient or to distance themselves from more bur-
densome ties. For Zainab, who has a South Asian back-
ground, cultural beliefs about the causes of physical 
health conditions caused her social network to change 
as she distanced herself from some family members who 
would not be supportive of her or her son.
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“Then there was the Asian dynamic as well. Some 
Asian communities are quite backwards. So my son 
didn’t want to tell some of the family, because they’re 
quite mediaeval in the thinking. So, they would have 
said, […] I’ve done something bad, I’ve sinned, that’s 
what’s happened, so the result is, I’ve been punished 
because something’s happened to him. So, he said, ‘I 
don’t want them to know’. So, for nearly 20 months 
I reduced contact with wider family on my side, on 
the Asian family side, because I just couldn’t man-
age that dynamic.” Zainab.

In some cases, reduced network contact was not the 
choice of the caregiver. For example, Chloe had to limit 
contacts due to living with someone who is immunosup-
pressed during the COVID-19 pandemic which “reduced 
the amount of help that I could get from them [family]”.

Systems don’t meet our needs: Caregivers recog-
nised gaps in available support which left support needs 
unmet. Regardless of the care recipient’s CKD stage or 
treatment, caregivers felt basic information about CKD 
and the impact it can have on the care recipient’s physical 
health and relationships was lacking. This impacted their 
ability to provide care and support to their care recipient.

“I think what would have been good from my point 
of view was for them to give us some information on 
why this [kidney failure] has happened. What the 
stages are. We didn’t even know what the stages were 
they just said ‘you’re stage five kidney failure’. And 
I didn’t know if that was the first stage or the last 
stage. It was really, really confusing.” Emily.

Given how complex a CKD diagnosis can be in relation 
to different treatment types (e.g., medication and moni-
toring only, dialysis, transplant) and CKD stages, some 
caregivers recognised gaps were linked to support being 
unable to meet their needs throughout different phases 
of the CKD journey. Claire, whose spouse decided he did 
not want to receive dialysis, felt support was withdrawn 
once renal replacement therapy was no longer being con-
sidered. For caregivers of people receiving a transplant or 
on the waiting list for a transplant, there were a number 
of stages during the transplant journey where support 
was felt to be missing, such as after kidney donation, 
when potential transplant opportunities did not move 
forward, or when waiting for a transplant:

“You go through that process, you get told that you’re 
on the transplant list, but then that’s it. Because you 
are just waiting for that very special call. And I think 
that’s perhaps where, from a kidney and a liver point 
of view, that there just is maybe no support for the 
patients, [or] the families.” Kate.

Support that was sensitive to the cultural background 
of caregiver’s was important to Priya and Zainab. Both 
experienced being unsatisfied with support received from 
people who did not share their cultural background and 
did not understand how culture impacted their caregiv-
ing experiences. Support that was not culturally sensi-
tive posed a burden as they did not want to feel they were 
“spending hours just trying to explain my culture to some-
body” (Priya).

People don’t understand CKD: Understanding of CKD 
was lacking among caregiver social networks and non-
renal healthcare professionals and organisations. This 
created unsatisfactory experiences with support. Non-
renal healthcare professionals’ poor understanding of 
CKD led to negative experiences receiving support. For 
example, when Sofia accessed mental health counsel-
ling via her workplace, the counsellor “didn’t even know 
what dialysis was. So, it was irritating”. Without network 
members and support providers having an understanding 
of CKD, support was not perceived as helpful.

“[…] it’s a very isolated experience because not 
everyone fully understands. I think that’s just one 
of the things with CKD, not everyone has an under-
standing of what it is and what it entails. So people 
might make recommendations that are just not help-
ful. It’s not because they’re being ignorant, they’re 
just trying to help, but actually it’s not very helpful.” 
Priya.

This also meant caregivers had to explain their behav-
iour and decisions to others. For example, Chloe was 
frustrated she had to justify the need to maintain some 
COVID-19 precautions due to living with someone who 
is immunosuppressed. Claire, Emily, and Kate recognised 
a contrast between the understanding of CKD among 
their social network compared to other conditions such 
as cancer or heart attacks, which attracted more support 
and sympathy.

“And I think for my journey if more people knew 
about [my husband]’s disease, I wouldn’t find that 
I’d have to explain so much and take so much of 
my time and effort into justifying what’s wrong. 
Whereas if somebody says to you, ‘Oh I’ve got can-
cer’ you immediately think, ‘Oh wow.’ Whereas with 
[my husband it’s], ‘Well what’s that?’ ‘What does 
that mean?’ And you just think, oh my life, this is 
exhausting. So the more that the general public 
know about the disease, the easier it is for people like 
me.” Kate.

Perceptions that existing support was not tailored 
enough to the context of caring for someone with CKD 
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deterred some caregivers from seeking support as they 
were unsure how suitable the support would be. Generic 
caregiver support was perceived by some as burdensome 
and caregivers did not “want to waste time” (Zainab) 
interacting with organisations that “don’t really under-
stand renal issues” (Zainab).

Theme 2: relying on yourself
In response to support systems not meeting caregiver 
needs (Theme 1), this theme describes how caregiv-
ers expressed the need to be resourceful and rely on 
themselves to find and access support. However, this 
approach to obtaining support left support access barri-
ers unaddressed.

Leveraging existing skills and networks: Caregivers had 
to use their own skills and initiative to learn about CKD, 
available support, and implement strategies to support 
their own well-being. Information was often obtained 
independently by searching for information online (e.g., 
websites, Facebook groups), identifying community 
organisations and requesting information, obtaining 
books, and engaging their wider social network. Care-
givers leveraged their own skills to find information to 
meet their needs, facilitating support access, such as 
Priya who has a background in research: “I know where 
to look for information, I’m able to research things”. Inde-
pendent information seeking was a necessary activity 
given healthcare teams did not always provide adequate 
information.

“We went to the first appointment and the doctor 
said, ‘right yes, you’ve got PKD [polycystic kidney 
disease], you’re going to need a kidney transplant 
at some point and your kids might get it too, bye’. I 
was like, ‘what?’ It was me who went home and did 
all the research and joined all the groups, did all the 
reading. […] So, I did all of the research and looked 
into a lot more than we received.” Freya.

The internet was a common and valuable tool to find 
support, however, caregivers expressed the need for cau-
tion when searching for information online as informa-
tion was viewed as possibly being “not reliable” (Priya) or 
increasing anxieties.

“I’m not a real Google fan because I think you Google 
things and you think, oh my God” Emily.

Caregivers’ engaged their wider networks to obtain 
medical information from social network members with 
medical training such as retired midwives and nurses, 
a paramedic and an anaesthesiologist. These social net-
works helped fill gaps related to understanding CKD, 
treatments, and symptoms as Zainab shared: “they 

[retired midwives and nurses in my writing group] were 
very good at explaining smaller things that I didn’t under-
stand”. Priya resorted to seeking medical advice from 
healthcare professionals with expertise in certain treat-
ment options on LinkedIn as she was not receiving the 
support needed from her sister’s healthcare team.

“I’ve stalked consultants on LinkedIn and then mes-
saged them ‘my sister’s going through this, and we 
just wanted your advice, seeing that you’ve done 
research on this […] can you advise us on this?’ One 
person was really helpful and she totally ghosted me 
afterwards, but that was obviously really weird that 
somebody was just messaging them on LinkedIn. 
But I was so desperate at that point. Which is say-
ing something, isn’t it? […] At that moment in time, I 
was so desperate that I was relying on somebody on 
LinkedIn and that’s the desperation that I felt. That’s 
pretty bad, isn’t it?” Priya.

Finally, caregivers also used their own self-care skills 
to maintain their well-being, spending time on activi-
ties they enjoyed such as physical activity and creative 
arts (e.g. writing). Freya, Kate, Priya, and Sofia were also 
motivated to become involved with CKD awareness and 
research.

“It’s [a writing group], not a direct support [or] a 
specialist group, but I found that to be really good 
because I felt I needed to keep some of my normal 
things, everyday things going, because otherwise you 
lose yourself and you get angry with it and you lash 
out. You think, well, my life’s just become a carer 
now and I’m just worrying all the time, it’s all nega-
tive. So I made myself do my sessions and my writing 
and things just to help me, all my activities to keep 
me positive, so I could put things into perspective.” 
Zainab.

“We can’t just go out and find it”: Caregivers perceived 
barriers related to their lack of knowledge about available 
support, the caregiving role, and competing demands 
which made accessing support challenging. Caregiv-
ers lacked knowledge and information about where they 
could obtain support, making seeking support “really 
frustrating” (Holly) and forced caregivers to invest a sig-
nificant amount of time researching available support. 
However, caregivers seldom had time to find support 
given they were managing caregiving responsibilities, and 
other responsibilities such as childcare and employment. 
The unpredictability of their caring situation also made it 
challenging to commit to support programmes available.
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“You put your own needs on the back burner because 
you have to deal with what’s urgent and what’s 
required of [you] when you’re caring for your family 
member.” (Priya).

The significant individual burden to find and obtain sup-
port was viewed as problematic. Caregiver’s ability to 
seek support could be negatively impacted when expe-
riencing emotional distress: “when we’re depressed it’s 
even harder to be self-motivated” (Olivia). Additionally, 
not all caregivers were expected to have the skills and/or 
resources to navigate complex and unfamiliar systems to 
find the support they need as Anna shared: “I don’t know 
what happens to people who aren’t capable”.

When beliefs get in the way: Negative beliefs regard-
ing support programs, and feeling undeserving and guilty 
for seeking support, had to be overcome for caregivers 
to access support. Some caregivers viewed mental health 
support as emotionally challenging, causing caregiv-
ers to relive negative experiences and bringing up nega-
tive emotions, with Chloe feeling she lacked capacity to 
engage with mental health support: “I’m just not will-
ing to go through the pain”. For some, accessing support 
caused anxiety and worry that it could have a negative 
impact on them.

“I was mindful that I didn’t know that I could han-
dle other people’s desperate stories if I had my own” 
Olivia.

Caregivers struggled with the belief that they were less 
deserving of support than others, leading to feelings of 
guilt surrounding support seeking. Caregivers felt they 
should be able to manage their caregiving responsibilities 
without needing support and were anxious about being 
perceived as unable to cope. Caregivers struggled to jus-
tify their need for support, often comparing their needs 
with the hypothetical support needs of others who were 
assumed to be in greater need of support, in particu-
lar comparing their needs to those of their care recipi-
ent or others living with CKD: “I wouldn’t like to derive 
resources from people that are actual kidney patients that 
may need that support 10 times more than I do” (Sofia). 
This caused caregivers to question whether available 
support was intended for them and whether they were 
deserving of support.

“Feeling like it’s not critical for me to get this, to 
access this because I think that’s rooted in the guilt 
that I feel because I’m technically healthy or normal. 
I don’t like using that word, but it’s often the word 
that gets used. Because I don’t have [any] health 
conditions, I feel like I shouldn’t need this support. 

So that would stop me in the past and still does to 
an extent.” Priya.

Theme 3: support systems can “take the pressure off”
This theme reflects how support systems could provide 
caregivers with reassurance and relief while they were 
coping with caregiving related challenges if systems 
possessed key qualities that made support appropriate. 
Although support systems perceived as empathetic and 
reliable helped alleviate caregiver burden, they did not 
necessarily negate the challenges caregivers experienced 
when navigating health and social care systems (Theme 
1).

Empathetic support that “instinctively knows” what 
you need: Support systems alleviated some burdens 
experienced by providing empathetic support. Empathy 
from formal and informal network members enhanced 
the support provided given empathetic network mem-
bers were better able to understand when and what kind 
of support was needed. Caregiver’s received empathetic 
support from a variety of people such as family and 
friends, neighbours, work colleagues, healthcare pro-
fessionals, and other caregivers. Support from network 
members with lived experiences relating to the care-
givers’ situation, such as having medical knowledge, or 
having experience caring for someone with CKD or any 
other condition, was especially valued. Support from 
other caregivers was also appreciated given it opened the 
possibility for support to be reciprocated.

“So, [we] are in touch with another couple that have 
been on the same journey as us […] And we have 
become great friends. And we find that we can send 
each other a text as a couple or as a female to a 
female and ask about our husbands. But we actually 
take the time to ask about each other. And it means 
a little bit more because if one of us replies, ‘I’m 
actually having a really tough day today’, whereas 
somebody [else] will go, ‘oh it’s okay, tomorrow will 
be better’, they will instinctively know what it could 
be and will ask the right questions.” Kate.

Empathy was shown when network members demon-
strated they understood caregiver needs such as employ-
ers providing flexible working hours to accommodate 
caregiving responsibilities, or friends and family taking 
action to learn about CKD. However, what was viewed 
as empathetic was subjective. For example, Sofia valued 
when network members asked about her brother as she 
felt they understood how important her brother is to her. 
Conversely, Claire did not always appreciate when net-
work members asked about her husband as she felt her 
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own well-being and the impact caregiving was having on 
her was ignored.

“Some friends, they want to know every day an 
update or something. You just [think], oh for good-
ness sake, just don’t worry about [it], […] it’s not, 
‘well how areyoudoing?’” (Claire, emphasis added).

Support you can count on: The reliability of formal and 
informal support networks was valued as it provided 
caregivers with confidence that support would be avail-
able when needed. Reliability was often the result of 
effective communication, and strong relationships with 
network members. Caregivers valued support that was 
easy to access and when network members quickly 
responded to support requests. Among formal support 
networks (i.e., healthcare professionals), having a con-
sistent healthcare team or contact point, and receiving 
information efficiently provided reassurance to caregivers 
and built trust. Informal support networks (i.e., family, 
friends, neighbours) also provided reliable support which 
caregivers felt they could rely on, including in emergen-
cies when support needs were unanticipated.

“Our neighbours where we live, there’s only nine 
people [who] live here. We’re all spread out because 
obviously [it’s] quite rural. But we all became quite 
close during lockdown because we started a What-
sApp group […] And they all know [my husband has 
CKD] […] which is really nice, as we’re always the 
first port of call, ‘Can I get you anything? Do you 
need anything?’ And they’re always asking […] So I 
feel that if something really desperately terrible hap-
pened or whatever I would have the support here, 
definitely.” Emily.

Discussion
By exploring caregivers’ experiences of support, key char-
acteristics of current support systems were identified 
which highlight the need to improve caregiver support 
provision. Support systems could be complex and chal-
lenging to navigate, leaving caregivers with unmet needs 
and feeling dissatisfied with available support. Given 
support systems did not meet all caregiver needs, care-
givers relied on their own abilities and social networks 
to ensure their needs were met. However, this could 
negatively impact support access as caregivers were left 
to cope with support access barriers independently. Sup-
port systems also had the ability to provide caregivers 
with support which helped caregivers cope with the chal-
lenges of providing care if support was perceived as reli-
able and empathetic.

Many challenges caregivers encountered related to 
navigating unfamiliar and disjointed health and social 
care systems where communication challenges made 
it difficult for caregivers to receive adequate support, 
especially informational support from healthcare pro-
fessionals. Unmet information needs among caregivers 
have been reported in other studies, suggesting caregiv-
ers do not receive adequate CKD information, and are 
excluded from some conversations with healthcare pro-
fessionals [15, 19, 41, 42]. One factor which may contrib-
ute to the unmet information needs among caregivers is 
the complexity within CKD care regarding CKD stages 
and treatment options, and presence of comorbidities 
(e.g., diabetes, hypertension) [6, 43]. Given the common 
presence of comorbidities, people living with CKD and 
their caregivers interact with a wide range of healthcare 
professionals who may not have renal expertise [6, 44]. 
Non-renal healthcare professionals may not have the 
educational resources available to provide people living 
with CKD and their caregivers with adequate informa-
tion [44, 45]. This potentially contributes to the unmet 
needs and unsatisfactory experiences with support 
reported in this study.

Many of the challenges caregivers encountered when 
navigating health and social care systems illustrated 
how poorly caregivers are integrated into clinical 
practice. Integration of caregivers into healthcare sys-
tems is a common challenge, with healthcare profes-
sionals experiencing challenges integrating caregivers 
into their practice, and the absence of a standardised 
approach to provide caregivers with information [42, 
46–48]. Renal healthcare professionals have recog-
nised challenges communicating with caregivers 
[49, 50], with one study showing dialysis nurses were 
aware caregivers may not be satisfied with information 
provided [50]. As a result of inadequate inclusion of 
caregivers within healthcare systems, caregivers have 
relied on informal information sources (e.g., internet, 
peers) or obtained information indirectly by observing 
healthcare professionals [51, 52]. Policy and practice 
changes are needed to ensure caregivers are consis-
tently included in communications regarding the care 
recipient’s care, information needs are addressed, and 
system navigation is supported.

Reliable support which was empathetic regarding 
the caregiving experience and impact of CKD was 
valued. Qualities caregivers appreciated when receiv-
ing support were not necessarily related to the role of 
the network member. For example, caregivers received 
empathy and understanding from a variety of network 
members such as friends, family, healthcare profes-
sionals, and other caregivers. Empathy has been iden-
tified as an important dimension of support, both 
within competency frameworks for mental healthcare 
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professionals [53–55], and literature focused on inter-
vention development for caregivers [19, 56, 57]. By 
focusing on support characteristics valued by caregiv-
ers, it may be possible to enhance intervention accept-
ability by ensuring support interventions embody the 
characteristics caregivers value within their existing 
support systems.

Caregivers reported relying on their own skills and 
resources to find and access support, a finding which 
has also been reported elsewhere [42, 52]. However, 
self-reliance to find and access support raises equity 
concerns. Inequitable access to physical and mental 
healthcare based on characteristics such as socioeco-
nomic status and ethnicity is well established among 
the general population, and can be linked to variation 
in individuals’ abilities to seek and access healthcare 
services [58–62]. Similar equity concerns have been 
raised regarding support interventions for caregivers 
given certain dimensions of equity (e.g., culture, dis-
ability, religion, gender) are not often considered when 
interventions are developed and implemented [63, 64]. 
Indeed, this study showed that caregivers with South 
Asian backgrounds felt culturally appropriate support 
was lacking. In addition, evidence suggests higher lev-
els of burden and unmet needs among caregivers are 
associated with lower socioeconomic status and eth-
nic background [65–67]. To develop interventions that 
facilitate equitable support access, all dimensions of 
equity frameworks [68, 69] should be considered dur-
ing intervention development.

Implications for intervention development
Existing caregiver support appeared to leave support 
needs unaddressed, therefore, the development of 
support interventions to address caregivers’ informa-
tional and emotional support needs may be beneficial. 
Exploring caregivers’ experiences of receiving and 
accessing support contributes to the consideration of 
context within the intervention development phase 
of the Medical Research Council framework for the 
development of complex interventions [29]. Findings 
of this work, supported by additional research [1, 30], 
can be used to suggest recommendations for future 
intervention development.

Caregivers reported receiving support from a variety 
of sources (e.g., healthcare professionals, community 
organisations, colleagues, friends, family, neighbours), 
however, sources of support varied individually. For 
example, not all caregivers received much support 
or had a strong relationship with the care recipient’s 
healthcare team, and not all caregivers interacted with 
community organisations to the same extent. Given 
the composition of caregiver social networks varied, 
implementation of interventions for caregivers could 

be enhanced by creating multi-sectoral intervention 
referral pathways that support referral through both 
healthcare systems and community organisations. 
Social networks of caregivers and professionals should 
be explored in more depth using social network analy-
sis methods to gain a more detailed understanding of 
where caregivers receive support to identify additional 
potential referral pathways and identify key profes-
sionals to involve during intervention implementation 
[70].

Navigating health and social care systems was chal-
lenging for caregivers. Caregivers often interacted 
with different sectors of healthcare systems (e.g., renal 
team, GP, teams supporting treatment of comorbidi-
ties) and non-renal healthcare professionals could have 
limited understanding of CKD [44, 45]. To help care-
givers navigate health and social care systems, system 
navigation support could be incorporated into inter-
ventions [71, 72]. Existing roles, such as Renal Assis-
tant Wellbeing Practitioners, could be leveraged to 
provide caregivers with support navigating healthcare 
systems and support implementation of interventions 
for caregivers through intervention endorsement and/
or delivery [53]. Interventions for caregivers could also 
include content related to communication with health-
care providers and understanding the healthcare sys-
tem to provide caregivers with needed knowledge and 
skills to improve discussions with healthcare profes-
sionals [73, 74].

Perceiving support as empathetic and understanding 
was an important factor for caregivers to view their 
experiences with support positively, highlighting the 
importance of building empathy into interventions. 
Involving healthcare professionals and staff from com-
munity organisations who have their own experiences 
providing informal care during intervention deliv-
ery could enhance caregivers’ perceptions of empathy 
when using interventions [30]. Another strategy to 
enhance empathetic interactions within the health-
care system, and ensure interventions for caregivers 
embody empathy is to provide health and social care 
professionals with communication training. Commu-
nication training has been shown to improve health 
and social care professionals’ ability to demonstrate 
empathy and improve conversations with patients 
and caregivers (e.g., asking open questions, eliciting 
caregiver’s concerns) [75, 76]. Given demonstrating 
empathy does not rely on renal specific knowledge, 
communication training could benefit renal and non-
renal health and social care professionals working with 
caregivers, or professionals involved in intervention 
delivery.

Interventions can also be designed to provide care-
givers with empathy and understanding by tailoring 
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interventions to caregiver characteristics (e.g., cul-
tural background) and caring situations (e.g., stage of 
care recipient’s CKD, treatment modality) to develop 
content that reflects caregivers’ lived experiences [57]. 
Tailoring has been found to enhance the relevance and 
acceptability of interventions for caregivers of people 
living with CKD and caregivers of people living with 
other health conditions [1, 77–81]. Additionally, tai-
loring interventions based on caregiver’s cultural 
background may enhance intervention effectiveness 
[82, 83], and has been found to improve the accept-
ability of interventions for caregivers in other settings 
[84]. Consideration of culture is also one dimension 
of equity which, as discussed above, requires further 
consideration during intervention development for 
caregivers [63, 64, 68, 69]. Use of public contribution, 
engagement of caregivers with different cultural back-
grounds during intervention development, and user-
centred design approaches (e.g., creating personas) 
could be strategies to enhance acceptability and build 
empathy into interventions for caregivers [85–87].

Limitations
Caregivers of people living with any stage of CKD 
and receiving any treatment type could participate in 
this study, reflecting the diverse caregiving situations 
within CKD care. However, given caregivers reported 
different levels of support based on the treatment 
their care recipient was receiving, it may be impor-
tant to further explore needs within sub-groups of 
CKD caregivers (e.g., caregivers of people receiving 
dialysis, caregivers of people living with a transplant, 
caregivers of children and young adults). All caregiv-
ers were women, therefore, the experiences men have 
receiving and accessing support were not necessarily 
captured within this study, limiting the transferability 
of findings. This may be important when interpreting 
results given gender can impact experiences of dis-
tress [88] and men may have different support seeking 
behaviours [89–93], which could influence experiences 
of accessing and receiving support. Two participants 
had a South Asian ethnic background and they shared 
that some experiences with support were influenced 
by their cultural background. Future work should 
focus on further exploring the experiences caregivers 
with diverse ethnic backgrounds have receiving and 
accessing support to facilitate development of equity 
focused interventions. This study primarily relied on 
recruitment via social media and community organisa-
tions, however, using additional recruitment methods, 
such as recruitment via healthcare services, could be 
a strategy to reach more diverse groups of caregivers. 
Finally, public and stakeholder involvement was not 
conducted as part of this study. Involving caregivers 

and/or kidney healthcare professionals throughout the 
design and conduct of this study may have enhanced 
recruitment, and provided another important perspec-
tive on the results.

Conclusions
Caregivers of people living with CKD had both positive 
and negative experiences with support received from 
a wide variety of sources including family, friends, 
neighbours, colleagues, community organisations, 
healthcare professionals, peers, and online resources. 
Caregivers experienced many challenges navigating 
systems which had complex structures, did not meet 
their needs, and were poorly interconnected. How-
ever, caregivers also experienced support which was 
empathetic and reliable, which helped caregivers cope 
with the challenges they experienced as a result of the 
caregiving role. To fill gaps left in their support sys-
tems, caregivers used their own skills to find support, 
which may lead to inequities in relation to the support 
received.

To better address caregiver support needs, existing 
practice should better integrate caregivers within the 
healthcare system to ensure their needs are considered 
by healthcare professionals, and new support interven-
tions should be developed that are tailored to care-
givers needs and context. Interventions that are well 
integrated into caregivers’ current support systems 
(e.g., diverse multi-sector information and referral 
pathways), and encompass support characteristics val-
ued by caregivers (e.g., empathy) may be more accept-
able and have greater implementation potential. Future 
research should further explore the needs among spe-
cific sub-groups of caregivers of people living with 
CKD to ensure interventions are adequately tailored.

Abbreviations
CKD  Chronic Kidney Disease
UK  United Kingdom

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12882-023-03444-3.

Supplementary Material 1

Supplementary Material 2

Supplementary Material 3

Supplementary Material 4

Acknowledgements
We thank everyone who shared information about the study and all the 
caregivers who shared their experiences with us during interviews.

Author contributions
CC was responsible for conceptualisation, methodology, formal analysis, 
investigation, data curation, writing – original draft, visualisation, and project 

https://doi.org/10.1186/s12882-023-03444-3
https://doi.org/10.1186/s12882-023-03444-3


Page 12 of 14Coumoundouros et al. BMC Nephrology            (2024) 25:7 

administration. PF was responsible for methodology, formal analysis, writing – 
review & editing, and supervision. RS was responsible for funding acquisition, 
writing –review & editing, and supervision. LvE was responsible for funding 
acquisition, writing –review & editing, and supervision. JW was responsible for 
conceptualisation, methodology, formal analysis, writing – review & editing, 
and supervision.

Funding
This study received funding from ENTWINE, a European Union’s Horizon 2020 
research and innovation program under the Marie-Sklodowska Curie grant 
agreement No 814072, and was supported by U-CARE, a strategic research 
environment funded by the Swedish Research Council (dnr 2009–1093). 
The sponsors had no involvement in the design, collection, analysis and 
interpretation of data, or writing of the manuscript.
Open access funding provided by Uppsala University.

Data availability
The datasets generated and/or analysed during the current study are not 
publicly available to maintain participant’s privacy and confidentiality, but 
may be provided upon reasonable request from Dr. Joanne Woodford (joanne.
woodford@kbh.uu.se).

Declarations

Ethics approval and informed consent to participate
Ethical approval was obtained from the University of Exeter Psychology 
Research Ethics Committee (Reference: 513911) and from the Swedish 
Ethical Review Authority (dnr: 2022-03068-01). This study was conducted 
in accordance with the Declaration of Helsinki. Written informed consent 
was obtained from all participants prior to data collection and consent was 
verbally re-affirmed immediately prior to beginning each interview.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Healthcare Sciences and e-Health, Department of Women’s and 
Children’s Health, Uppsala University, Dag Hammarskjölds väg 14B, 
Uppsala 751 05, Sweden
2Clinical Education, Development and Research (CEDAR); Psychology, 
University of Exeter, Exeter, UK
3Department of Health Psychology, University Medical Center Groningen, 
University of Groningen, Groningen, Netherlands

Received: 20 September 2023 / Accepted: 19 December 2023

References
1. Coumoundouros C, Farrand P, Hamilton A, Von Essen L, Sanderman R, 

Woodford J. Cognitive behavioural therapy self-help intervention preferences 
among informal caregivers of adults with chronic Kidney Disease: an online 
cross-sectional survey. BMC Nephrol. 2023;24:4.

2. Shah KK, Murtagh FEM, McGeechan K, Crail SM, Burns A, Morton RL. Quality 
of life among caregivers of people with end-stage kidney disease managed 
with dialysis or comprehensive conservative care. BMC Nephrol 2020 211. 
2020;21:160.

3. Hoang VL, Green T, Bonner A. Informal caregivers’ experiences of caring for 
people receiving dialysis: a mixed-methods systematic review. J Ren Care. 
2018;44:82–95.

4. Michalopoulos SN, Gauthier-Loiselle M, Aigbogun MS, Serra E, Bungay R, 
Clynes D, et al. Patient and care partner burden in CKD patients with and 
without anemia: a US-based survey. Kidney Med. 2022;4:100439.

5. Tonelli M, Wiebe N, Manns BJ, Klarenbach SW, James MT, Ravani P, et al. Com-
parison of the complexity of patients seen by different medical subspecialists 
in a universal health care system. JAMA Netw Open. 2018;1:e184852.

6. MacRae C, Mercer SW, Guthrie B, Henderson D. Comorbidity in chronic Kid-
ney Disease: a large cross-sectional study of prevalence in Scottish primary 
care. Br J Gen Pract. 2021;71:e243–9.

7. Evans M, Lewis RD, Morgan AR, Whyte MB, Hanif W, Bain SC, et al. A narrative 
review of chronic Kidney Disease in clinical practice: current challenges and 
future perspectives. Adv Ther. 2022;39:33–43.

8. Greer RC, Liu Y, Cavanaugh K, Diamantidis CJ, Estrella MM, Sperati CJ, et 
al. Primary care physicians’ perceived barriers to nephrology referral and 
co-management of patients with CKD: a qualitative study. J Gen Intern Med. 
2019;34:1228–35.

9. Hawamdeh S, Almari AM, Almutairi AS, Dator WLT. Determinants and 
prevalence of depression in patients with chronic renal Disease, and their 
caregivers. Int J Nephrol Renovasc Dis. 2017;10:183–9.

10. Gilbertson EL, Krishnasamy R, Foote C, Kennard AL, Jardine MJ, Gray NA. 
Burden of care and quality of life among caregivers for adults receiving 
maintenance dialysis: a systematic review. Am J Kidney Dis. 2019;73:332–43.

11. Adejumo OA, Iyawe IO, Akinbodewa AA, Abolarin OS, Alli EO. Burden, psycho-
logical well-being and quality of life of caregivers of end stage renal Disease 
patients. Ghana Med J. 2019;53:190–6.

12. Alshammari B, Noble H, McAneney H, Alshammari F, O’Halloran P. Factors 
associated with burden in caregivers of patients with end-stage Kidney 
Disease (a systematic review). Healthc. 2021;9:1212.

13. Shukri M, Mustofai MA, Md Yasin MAS, Tuan Hadi TS. Burden, quality of 
life, anxiety, and depressive symptoms among caregivers of hemodialysis 
patients: the role of social support. Int J Psychiatry Med. 2020;55:397–407.

14. Tao Y, Liu T, Zhuang K, Fan L, Hua Y, Ni C. Perceived stress, social support, 
and insomnia in hemodialysis patients and their family caregivers: an 
actor-partner interdependence mediation model analysis. Front Psychol. 
2023;14:1172350.

15. O’Hare AM, Szarka J, McFarland LV, Vig EK, Sudore RL, Crowley S, et al. Maybe 
they don’t even know that I exist: challenges faced by family members and 
friends of patients with advanced Kidney Disease. Clin J Am Soc Nephrol. 
2017;12:930–8.

16. Vieira I, Paiva E, Fava S. Burden and social support in caregivers of people 
with Kidney Disease: a systematic integrative review. Brazilian J Heal Rev. 
2023;6:5620–38.

17. Abebe A, Arba A, Paulos K, Abera W, Sidamo T, Shiferaw S, et al. The lived 
experience of primary family caregivers of patients on hemodialysis 
treatment in Southern Ethiopia: a phenomenological study. Int J Nephrol 
Renovasc Dis. 2022;15:41–52.

18. Eneanya ND, Labbe AK, Stallings TL, Percy S, Temel JS, Klaiman TA, et al. Caring 
for older patients with advanced chronic Kidney Disease and considering 
their needs: a qualitative study. BMC Nephrol. 2020;21:213.

19. Law E, Levesque J, Lambert S, Girgis A. The sphere of care: a qualitative study 
of Colorectal cancer patient and caregiver experiences of support within the 
cancer treatment setting. PLoS ONE. 2018;13:e0209436.

20. Roth AR. Informal caregiving and network turnover among older adults. J 
Gerontol B Psychol Sci Soc Sci. 2020;75:1538–47.

21. Dam AEH, Boots LMM, Van Boxtel MPJ, Verhey FRJ, De Vugt ME. A mismatch 
between supply and demand of social support in Dementia care: a qualita-
tive study on the perspectives of spousal caregivers and their social network 
members. Int Psychogeriatr. 2018;30:881–92.

22. Davies N, Walker N, Hopwood J, Iliffe S, Rait G, Walters K. A separation of 
worlds: the support and social networks of family carers of people with 
Dementia at the end of life, and the possible role of the internet. Health Soc 
Care Community. 2019;27:e223–32.

23. Leonard R, Horsfall D, Noonan K. Identifying changes in the support networks 
of end-of-life carers using social network analysis. BMJ Support Palliat Care. 
2015;5:153–9.

24. Mosher CE, Adams RN, Helft PR, O’Neil BH, Shahda S, Rattray NA, et al. Positive 
changes among patients with advanced Colorectal cancer and their family 
caregivers: a qualitative analysis. Psychol Heal. 2017;32:94–109.

25. van Roij J, Brom L, van de Youssef-El Soud M, Raijmakers NJH. Social con-
sequences of advanced cancer in patients and their informal caregivers: a 
qualitative study. Support Care Cancer. 2019;27:1187–95.

26. Wittenberg-Lyles E, Washington K, Demiris G, Oliver DP, Shaunfield S. Under-
standing social support burden among family caregivers. Health Commun. 
2014;29:901–10.

27. Nilsen P, Bernhardsson S. Context matters in implementation science: a scop-
ing review of determinant frameworks that describe contextual determinants 
for implementation outcomes. BMC Health Serv Res. 2019;19:189.



Page 13 of 14Coumoundouros et al. BMC Nephrology            (2024) 25:7 

28. O’Cathain A, Croot L, Duncan E, Rousseau N, Sworn K, Turner KM, et al. 
Guidance on how to develop complex interventions to improve health and 
healthcare. BMJ Open. 2019;9:e029954.

29. Skivington K, Matthews L, Simpson SA, Craig P, Baird J, Blazeby JM, et al. 
A new framework for developing and evaluating complex interventions: 
update of Medical Research Council guidance. BMJ. 2021;374:n2061.

30. Coumoundouros C, El Arab R, Farrand P, Hamilton A, Sanderman R, von 
Essen L, et al. Potential implementers’ perspectives on the development and 
implementation of an e-mental health intervention for caregivers of adults 
with chronic Kidney Disease: qualitative interview study. JMIR Hum Factors. 
2023;10:e51461.

31. Braun V, Clarke V. Reflecting on reflexive thematic analysis. Qual Res Sport 
Exerc Heal. 2019;11:589–97.

32. O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for report-
ing qualitative research: a synthesis of recommendations. Acad Med. 
2014;89:1245–51.

33. Mosher CE, Given BA, Ostroff JS. Barriers to mental health service use among 
distressed family caregivers of Lung cancer patients. Eur J Cancer Care (Engl). 
2015;24:50–9.

34. Woodford J, Månberg J, Cajander Å, Enebrink P, Harila-Saari A, Hagström J, et 
al. Help-seeking behaviour and attitudes towards internet-administered psy-
chological support among adolescent and young adults previously treated 
for cancer during childhood: protocol for a survey and embedded qualitative 
interview study in Sweden. BMJ Open. 2021;11:e041350.

35. Koetsenruijter J, van Lieshout J, Lionis C, Portillo MC, Vassilev I, Todorova E, et 
al. Social support and health in Diabetes patients: an observational study in 
six European countries in an era of austerity. PLoS ONE. 2015;10:e0135079.

36. Braun V, Clarke V. To saturate or not to saturate? Questioning data saturation 
as a useful concept for thematic analysis and sample-size rationales. Qual Res 
Sport Exerc Heal. 2021;13:201–16.

37. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 
2006;3:77–101.

38. Madill A, Jordan A, Shirley C. Objectivity and reliability in qualitative analysis: 
realist, contextualist and radical constructionist epistemologies. Br J Psychol. 
2000;91(Pt 1):1–20.

39. Williams EN, Morrow SL. Achieving trustworthiness in qualitative research: a 
pan-paradigmatic perspective. Psychother Res. 2009;19:576–82.

40. Booth A, Carroll C, Ilott I, Low L, Cooper K. Desperately seeking dissonance: 
identifying the disconfirming case in qualitative evidence synthesis. Qual 
Health Res. 2013;23:126–41.

41. Walavalkar A, Craswell A, Gray N. Experiences of caregivers of patients with 
conservatively managed Kidney Failure: a mixed methods systematic review. 
Can J Kidney Heal Dis. 2022;9:20543581221089080.

42. Matthews M, Reid J, McKeaveney C, Noble H. Knowledge requirements 
and unmet needs of informal caregivers of patients with end-stage Kidney 
Disease (ESKD) receiving haemodialysis: a narrative review. Healthc (Basel 
Switzerland). 2021;10:57.

43. Tong A, Sainsbury P, Chadban S, Walker RG, Harris DC, Carter SM, et al. 
Patients’ experiences and perspectives of living with CKD. Am J Kidney Dis. 
2009;53:689–700.

44. Junaid Nazar CM, Kindratt TB, Ahmad SMA, Ahmed M, Anderson J. Barriers to 
the successful practice of chronic kidney Diseases at the primary health care 
level; a systematic review. J Ren Inj Prev. 2014;3:61–7.

45. Sperati CJ, Soman S, Agrawal V, Liu Y, Abdel-Kader K, Diamantidis CJ, et al. 
Primary care physicians’ perceptions of barriers and facilitators to man-
agement of chronic Kidney Disease: a mixed methods study. PLoS ONE. 
2019;14:e0221325.

46. 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;20:462–86.

47. Sibley M, Hallam L, Robins S. Invisible no more: unpaid care giving in the 
shadow of Covid-19. BMJ. 2023;382:e073053.

48. Meulenbroeks I, Schroeder L, Epp J. Bridging the gap: a mixed methods study 
investigating caregiver integration for people with geriatric syndrome. Int J 
Integr Care. 2021;21:14.

49. O’Hare A, Szarka J, McFarland LV, Taylor J, Sudore R, Trivedi R, et al. Provider 
perspectives on advance care planning for patients with Kidney Disease: 
whose job is it anyway? Clin J Am Soc Nephrol. 2016;11:855–66.

50. Aasen EM, Kvangarsnes M, Heggen K. Nurses’ perceptions of patient partici-
pation in hemodialysis treatment. Nurs Ethics. 2012;19:419–30.

51. Rabiei L, Eslami AA, Abedi H, Masoudi R, Sharifirad GR. Caring in an atmo-
sphere of uncertainty: perspectives and experiences of caregivers of peoples 
undergoing haemodialysis in Iran. Scand J Caring Sci. 2016;30:594–601.

52. Eslami AA, Rabiei L, Abedi HA, Shirani M, Masoudi R. Coping skills of Iranian 
family caregivers’ in caretaking of patients undergoing haemodialysis: a 
qualitative study. J Ren Care. 2016;42:162–71.

53. Farrand P, Hamilton A, Strickland S. Development of a competency 
framework for the Assistant Wellbeing Practitioner (renal) role. J Ren Care. 
2022;:Online ahead of print.

54. Improving Access to Psychological Therapies Programme. The competences 
required to deliver effective cognitive and behavioural therapy for people 
with depression and with anxiety disorders. 2007. https://www.ucl.ac.uk/
pals/research/clinical-educational-and-health-psychology/research-groups/
competence-frameworks-0.

55. Moudatsou M, Stavropoulou A, Philalithis A, Koukouli S. The role of empathy 
in health and social care professionals. Healthc (Basel Switzerland). 2020;8:26.

56. Köhle N, Drossaert CHC, Oosterik S, Schreurs KMG, Hagedoorn M, Van Uden-
Kraan CF et al. Needs and preferences of partners of cancer patients regard-
ing a web-based psychological intervention: a qualitative study. JMIR Cancer. 
2015;1.

57. van Lotringen C, Lusi B, Westerhof GJ, Ludden GDS, Kip H, Kelders SM, et al. 
The role of compassionate technology in blended and digital mental health 
interventions: systematic scoping review. JMIR Ment Heal. 2023;10:e42403.

58. Kaihlanen AM, Virtanen L, Buchert U, Safarov N, Valkonen P, Hietapakka L, et 
al. Towards digital health equity - a qualitative study of the challenges expe-
rienced by vulnerable groups in using digital health services in the COVID-19 
era. BMC Health Serv Res. 2022;22:188.

59. Torous J, Myrick K, Aguilera A. The need for a new generation of digital 
mental health tools to support more accessible, effective and equitable care. 
World Psychiatry. 2023;22:1–2.

60. Saxena S, Thornicroft G, Knapp M, Whiteford H. Resources for mental health: 
scarcity, inequity, and inefficiency. Lancet. 2007;370:878–89.

61. Kelley MS, Su D, Britigan DH. Disparities in health information access: results 
of a county-wide survey and implications for health communication. Health 
Commun. 2016;31:575–82.

62. Haggerty J, Levesque J-F, Harris M, Scott C, Dahrouge S, Lewis V, et al. 
Does healthcare inequity reflect variations in peoples’ abilities to access 
healthcare? Results from a multi-jurisdictional interventional study in two 
high-income countries. Int J Equity Health. 2020;19:167.

63. Garnett A, Northwood M, Ting J, Sangrar R. mHealth interventions to support 
caregivers of older adults: equity-focused systematic review. JMIR Aging. 
2022;5:e33085.

64. Tan KR, Waters AR, Chen Q, Hendricks BA, Coombs LA, Kent EE. Inequities 
among cancer caregivers with diverse identities: a review of the literature 
and future directions. Curr Oncol Rep. 2023;25:803–12.

65. Tough H, Brinkhof MWG, Siegrist J, Fekete C. Social inequalities in the burden 
of care: a dyadic analysis in the caregiving partners of persons with a physical 
disability. Int J Equity Health. 2020;19:3.

66. Campione JR, Zebrak K. Factors associated with unmet need among family 
caregivers. Innov Aging. 2019;3(Supplement1):S386.

67. Mollica MA, Wilder Smith A, Kent EE. Caregiving tasks and unmet supportive 
care needs of family caregivers: a U.S. population-based study. Patient Educ 
Couns. 2020;103:626–34.

68. O’Neill J, Tabish H, Welch V, Petticrew M, Pottie K, Clarke M, et al. Applying 
an equity lens to interventions: using PROGRESS ensures consideration of 
socially stratifying factors to illuminate inequities in health. J Clin Epidemiol. 
2014;67:56–64.

69. Richardson S, Lawrence K, Schoenthaler AM, Mann D. A framework for digital 
health equity. Npj Digit Med. 2022;5:119.

70. Valente TW, Palinkas LA, Czaja S, Chu KH, Hendricks Brown C. Social network 
analysis for program implementation. PLoS ONE. 2015;10:e0131712.

71. Teggart K, Neil-Sztramko SE, Nadarajah A, Wang A, Moore C, Carter N, et 
al. Effectiveness of system navigation programs linking primary care with 
community-based health and social services: a systematic review. BMC 
Health Serv Res. 2023;23:450.

72. Carter N, Valaitis RK, Lam A, Feather J, Nicholl J, Cleghorn L. Navigation 
delivery models and roles of navigators in primary care: a scoping literature 
review. BMC Health Serv Res. 2018;18:96.

73. Wittenberg E, Xu J, Goldsmith J, Mendoza Y. Caregiver communication about 
cancer: development of a mhealth resource to support family caregiver com-
munication burden. Psychooncology. 2019;28:365–71.

https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/competence-frameworks-0
https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/competence-frameworks-0
https://www.ucl.ac.uk/pals/research/clinical-educational-and-health-psychology/research-groups/competence-frameworks-0


Page 14 of 14Coumoundouros et al. BMC Nephrology            (2024) 25:7 

74. Wittenberg E, Goldsmith J, Parnell TA. Development of a communication 
and health literacy curriculum: optimizing the informal cancer caregiver role. 
Psychooncology. 2020;29:766–74.

75. Moore PM, Rivera S, Bravo-Soto GA, Olivares C, Lawrie TA. Communication 
skills training for healthcare professionals working with people who have 
cancer. Cochrane Database Syst Rev. 2018;7:CD003751.

76. Cheung KL, Schell JO, Rubin A, Hoops J, Gilmartin BJ, Cohen RA. Communi-
cation skills training for nurses and social workers: an initiative to promote 
interdisciplinary advance care planning and palliative care in patients on 
dialysis. Nephrol Nurs J. 2021;48:547–52.

77. Coumoundouros C, Mårtensson E, Ferraris G, Zuidberg J, Von Essen L, Sander-
man R, et al. Implementation of e-mental health interventions for informal 
caregivers of adults with chronic Diseases: mixed methods systematic review 
with a qualitative comparative analysis and thematic synthesis. JMIR Ment 
Heal. 2022;9:e41891.

78. Kovaleva M, Blevins L, Griffiths PC, Hepburn K. An online program for 
caregivers of persons living with Dementia: lessons learned. J Appl Gerontol. 
2019;38:159–82.

79. Carr AL, Jones J, Gilbertson SM, Laudenslager ML, Kutner JS, Kilbourn K, et al. 
Impact of a mobilized stress management program (Pep-Pal) for caregivers of 
oncology patients: mixed-methods study. JMIR Cancer. 2019;5:e11406.

80. Bruinsma J, Peetoom K, Bakker C, Boots L, Millenaar J, Verhey F, et al. Tailor-
ing and evaluating the web-based ‘Partner in Balance’ intervention for 
family caregivers of persons with young-onset Dementia. Internet Interv. 
2021;25(April):100390.

81. Northouse L, Schafenacker A, Barr KLC, Katapodi M, Yoon H, Brittain K, et al. A 
tailored web-based psycho-educational intervention for cancer patients and 
their family caregivers. Cancer Nurs. 2014;37:321–30.

82. Rathod S, Gega L, Degnan A, Pikard J, Khan T, Husain N, et al. The current 
status of culturally adapted mental health interventions: a practice-focused 
review of meta-analyses. Neuropsychiatr Dis Treat. 2018;14:165–78.

83. Griner D, Smith TB. Culturally adapted mental health intervention: a meta-
analytic review. Psychother (Chic). 2006;43:531–48.

84. Gallagher-Thompson D, Haley W, Guy D, Rupert M, Argüelles T, Zeiss LM, et al. 
Tailoring psychological interventions for ethnically diverse Dementia caregiv-
ers. Clin Psychol Sci Pract. 2003;10:423–38.

85. ten Klooster I, Wentzel J, Sieverink F, Linssen G, Wesselink R, van Gemert-
Pijnen L. Personas for better targeted eHealth technologies: user-centered 
design approach. JMIR Hum Factors. 2022;9:e24172.

86. Bartels SL, Taygar AS, Johnsson SI, Petersson S, Flink I, Boersma K, et al. Using 
Personas in the development of eHealth interventions for chronic pain: a 
scoping review and narrative synthesis. Internet Interv. 2023;32:100619.

87. Brett J, Staniszewska S, Mockford C, Herron-Marx S, Hughes J, Tysall C, et al. 
Mapping the impact of patient and public involvement on health and social 
care research: a systematic review. Heal Expect. 2012;17:637–50.

88. Hagedoorn M, Sanderman R, Bolks H, Tuinstra J, Coyne J. Distress in couples 
coping with cancer: a meta-analysis and critical review of role and gender 
effects. Psychol Bull. 2008;134:1–30.

89. Greenwood N, Smith R. Barriers and facilitators for male carers in accessing 
formal and informal support: a systematic review. Maturitas. 2015;82:162–9.

90. Galdas PM, Cheater F, Marshall P. Men and health help-seeking behaviour: 
literature review. J Adv Nurs. 2005;49:616–23.

91. Farrimond H. Beyond the caveman: rethinking masculinity in relation to 
men’s help-seeking. Health (Irvine Calif ). 2011;16:208–25.

92. Seidler ZE, Dawes AJ, Rice SM, Oliffe JL, Dhillon HM. The role of masculinity 
in men’s help-seeking for depression: a systematic review. Clin Psychol Rev. 
2016;49:106–18.

93. Lorenz-Dant K, Mittelman M. Sex and gender differences in caregiving pat-
terns and caregivers’ needs. In: Sex and Gender Differences in Alzheimer’s 
Disease. 2021. p. 393–419.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	“Systems seem to get in the way”: a qualitative study exploring experiences of accessing and receiving support among informal caregivers of people living with chronic kidney disease
	Abstract
	Introduction
	Methods
	Study design
	Sampling
	Data collection
	Sample characteristics
	Data processing
	Data analysis
	Researcher characteristics

	Results
	Theme 1: “Systems seem to get in the way” – challenges within support systems
	Theme 2: relying on yourself
	Theme 3: support systems can “take the pressure off”

	Discussion
	Implications for intervention development
	Limitations

	Conclusions
	References


