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Abstract
Background Enhanced interactions between family caregivers and health care services can improve the care 
provided to older people and assist caregivers in managing their responsibilities more effectively. However, there 
are several barriers to involving families in care, and we need more knowledge to understand different aspects of 
interactions. This study with family caregivers of home-dwelling older people with mental health problems aimed to 
explore caregivers’ experiences and perceptions of their role in interactions with health care services.

Methods We conducted individual in-depth interviews with ten family caregivers. Braun and Clark’s thematic 
approach guided the analysis.

Results We identified two main themes. The first is the balancing act of managing trust: family caregivers navigating 
the caring role between empowering autonomy and taking responsibility. The second is the caregiver’s role in a 
complex care context: family caregivers seeking knowledge, recognition, and support from professional caregivers.

Conclusions Managing older people’s trust is pivotal to family caregivers’ interactions with health care services. These 
caregivers carefully balance two crucial aspects: empowering older people’s autonomy and ensuring adequate health 
care by sharing information. To effectively involve families in the care of older people, this study highlights the need 
for health care services to consider the competence and time required to balance the dual responsibility of providing 
optimal care for older people while attending to the needs of family caregivers.
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Introduction
Worldwide, welfare states face challenges in meeting the 
care needs of older populations. This challenge is exacer-
bated by the ageing demographic, resulting in increased 
demands for health and care services. Simultaneously, 
there is a shortage of skilled personnel, intensifying the 
strain on health care systems. In response, policy-mak-
ers have increasingly turned their attention to support-
ing older populations through a combination of formal 
and informal care [1, 2]. In Europe, support policies for 
family caregivers vary. However, the shared goal across 
countries is to preserve the health and wellbeing of these 
caregivers while ensuring that they can continue to meet 
the needs of older populations [3].

This study aims to explore family caregivers’ experi-
ences interacting with health care services regarding 
care for home-dwelling older people with mental health 
problems. For clarity, we use “family caregivers” to refer 
to family and friends providing unpaid care and support. 
Furthermore, “mental health problems” refer to illnesses 
such as depression, bipolar disorder, schizophrenia, and 
anxiety disorders.

Background
Many older people rely on family caregivers to function 
daily, and the quality of care provided to home-dwelling 
older people may depend on family caregiving [4]. While 
caregiving can provide a sense of purpose and satisfaction 
to family members [5–7], it is not without challenges. 
Research has consistently demonstrated the negative 
impact of caregiving on family members’ health and well-
being [8–11]. Consequently, supporting family caregivers 
is essential to help them cope with their responsibilities 
and maintain their caregiving role [4, 12]. However, a 
previous literature review reported that family caregivers 
of older people with mental health problems receive little 
support when performing their caring role [13].

Despite extensive research on family caregiving, some 
areas have received less attention. Young’s review [14] 
highlights that most studies investigating interventions 
to support family caregivers of older people have focused 
primarily on those with dementia and cognitive impair-
ment. Other reviews have shown that few studies have 
explored the experiences and needs of family caregivers 
of older people with mental health problems [13, 15]. 
Caregivers of home-dwelling older people may encounter 
similar challenges and require comparable support, such 
as information [15]. However, an in-depth understand-
ing of the needs of family caregivers of older people with 
mental health problems is essential for professionals who 
collaborate with these caregivers to tailor their support 
effectively.

Collaboration between families and health care ser-
vices is presented as a vital solution to meet the needs 

of older populations. Particularly in mental health care, 
the literature advocating a recovery-based approach 
highlights the importance of engaging with families and 
building on their strengths and resources [16–18]. Stud-
ies investigating the perspectives of people experiencing 
mental health problems describe positive aspects of fam-
ily involvement in care. Families can play a pivotal role 
in mental health recovery by providing emotional sup-
port and demonstrating affection [19, 20]. Moreover, they 
provide essential practical support, such as monitoring 
symptoms, encouraging medication adherence, and facil-
itating transport to medical appointments [21].

Conversely, family members’ lack of understanding 
or problematic relationships are described as poten-
tial barriers to recovery [19–21]. Furthermore, research 
indicates that care recipients are afraid of overburden-
ing their family members [21], and receiving help from 
family members can be experienced as a loss of indepen-
dence and an invasion of privacy for older people [22].

Although policy and professional guidelines recom-
mend family involvement, the literature suggests that 
poor implementation is an international problem [23, 24]. 
Health care professionals report that a lack of prioritiza-
tion by managers, organizational cultures and paradigms 
and poor access to training and supervision hamper 
their involvement in family issues [23, 25]. Moreover, the 
duty of confidentiality is commonly cited as a challenge 
in mental health care [24, 26]. These findings suggest a 
mismatch between what is communicated at the policy 
level and the actual execution of family involvement in 
practice.

To improve interactions and establish a good combi-
nation of formal and informal care to meet the needs of 
both older care recipients and their family caregivers, we 
need to understand different aspects of the collabora-
tion. Our understanding in this area is currently limited, 
as few studies have explored the experiences and needs 
of family caregivers of older people with mental health 
problems in the context of community care. In Norwe-
gian settings, the results of qualitative studies indicate 
that family caregivers of older people with mental health 
problems are rarely included as partners in care [27, 28]. 
Furthermore, the findings from a recent quantitative 
study show that family members feel a lack of support 
from health care professionals, and they give a low score 
on being respected and being invited to take part in care 
by health care professionals [29].

More research is needed to understand the interac-
tions between family caregivers and professionals to 
strengthen family members’ ability to cope with caregiv-
ing and improve care for older people. Hence, this study 
provides knowledge of family caregivers’ experiences 
and perceptions of their caring role in interactions with 
health care professionals. Every caregiver is at a different 
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point in the experience, with unique views and attitudes 
towards the situation. Thus, forming an in-depth under-
standing of their experiences is of notable interest.

Methods
This study was an exploratory qualitative study con-
ducted within a social constructionist framework. We 
conducted individual interviews to obtain knowledge of 
family members’ experiences and views of their caring 
role when interacting with health care professionals.

Setting
This study was undertaken in rural municipalities of 
western Norway. As in other Nordic countries, Nor-
way’s welfare state is characterized by universal and com-
prehensive public care services, where providing care 
for older people is a public responsibility [30, 31]. For 
home-dwelling older people with mental health prob-
lems, support is offered through community-based ser-
vices, which consist of both home health services and 
mental health care services. While most older people in 
our study received care from home health services, some 
were also supported by mental health care services. Our 
interviews focused primarily on family caregivers’ inter-
actions with community-based services. However, partic-
ipants shared insight from their interactions with health 
care professionals in specialized health care services 
when dealing with complex health conditions in older 
people. In the presentation of the findings, we specify 
the nature of these interactions. While nurses provide a 
large share of home-based services, various professionals 
are represented, leading us to use the term “health care 
professionals”.

Study participants and data collection
The participants were purposefully sampled according to 
specific criteria: (a) being a caregiver for a home-dwell-
ing older person (aged 65 years and above) with mental 
health problems and (b) having first-hand experiences 
interacting with health care services. This study included 
family caregivers of older people with mental health 
problems such as depression, bipolar disorder, schizo-
phrenia, and anxiety disorders. We excluded older people 
with degenerative illnesses, such as Alzheimer’s disease, 
Huntington’s chorea, and Lewy body dementia.

Participants were recruited with the assistance of man-
agers in community-based services who were acquainted 
with older people with mental health problems. These 
managers identified eligible family caregivers and dis-
tributed invitation letters to them. Given the challeng-
ing nature of the recruitment process, we expanded our 
reach to include two additional municipalities, resulting 
in the involvement of five municipalities in the study. 
Additionally, we extended the recruitment period. Given 

that managers distributed the initial invitations, the 
exact number of family caregivers contacted is unknown, 
but only a few consented to participate. The managers 
responsible for distributing the invitation letters indi-
cated that some declined due to exhaustion, whereas 
others did not identify themselves as caregivers of older 
people with mental health problems. Ultimately, ten fam-
ily caregivers accepted our invitation to participate in the 
study.

To gain rich, in-depth knowledge, the interviews were 
semi-structured with open-ended questions. We devel-
oped our interview guide by drawing on insights from 
previous research on family caregivers’ interactions with 
health care services. The interview guide was tested in 
a pilot interview, in line with the recommendations of 
Kallio et al. [32]. After testing, we made minor changes 
to the interview guide’s structure and formulated more 
open-ended questions. The interview guide covered the 
following topics: family caregivers’ experiences interact-
ing with health care services, their perspectives on essen-
tial collaboration situations, and their experiences of 
support and information. The interviews were conducted 
by the first author in private, uninterrupted settings, 
respecting the preference of the participant (participant’s 
home or workplace, interviewer’s workplace). Data col-
lection spanned from August 2018 to March 2019. Each 
interview session lasted one to two hours, and the inter-
views were audiotaped.

Analysis
We followed Braun and Clark’s [33] latent thematic 
analysis to identify meanings and patterns across the 
data. Initially, all interviews, including all spoken words 
and hesitations, were transcribed by the first author. In 
the presentation of quotes, we leave out hesitations and 
words that are unimportant to the meaning. Addition-
ally, ellipses are used to indicate any text that is omitted, 
whether for clarity or to protect the person not present 
(the older person receiving care). We read through all the 
transcribed interviews several times in the first analy-
sis phase and noted immediate thoughts and ideas. The 
subsequent phase involved inductive coding, where we 
focused on generating descriptive codes that encapsu-
lated the essence of the participants’ intended meanings. 
We used NVivo software to code data relevant to our 
research question, organizing these codes into potential 
themes and sub-themes. The final phases of our analysis 
involved an iterative process of defining and naming the 
emerging themes, writing the research report, and con-
tinuously reviewing the themes in connection with the 
coded data and dataset.
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Reflexivity
Prior understandings and past experiences have likely 
shaped the interpretation of data and the approach to 
the study to some extent; hence, reflexivity has been 
an important principle throughout the research pro-
cess, inspired by Lincoln and Guba’s recommendations 
for “trustworthiness” [34]. During the interviews, the 
first author addressed the credibility criterion by pos-
ing open-ended questions, allowing family caregivers to 
elaborate. Follow-up and clarifying questions were also 
posed. Furthermore, we met the transferability crite-
rion by presenting comprehensive data descriptions and 
incorporating participant quotations. To ensure confirm-
ability, all four authors engaged in repeated readings of 
the transcripts and actively participated in every stage of 
the analysis, ensuring a nuanced and thorough analysis. 
In reporting the study, consolidated criteria for reporting 
qualitative research [35] served as guidance to promote 
transparency (see File 1).

Ethics
Ethical approval was obtained from the Norwegian Cen-
tre for Research Data (approval number 58265). Each 
participant provided written consent after receiving 
information about the study and had the option to with-
draw at any time. To safeguard the participants’ confiden-
tiality, the data were stored in double password protected 
files. Furthermore, we have anonymized data in reporting 
the findings to protect the personal details of the partici-
pants and the older person (care recipient) not present.

Results
Ten family caregivers aged 40 to 65 years participated in 
this study. They had all cared for a home-dwelling older 
person (aged 65–85) with mental health problems for 
many years (see Table 1 for participant characteristics). 
Caregiving included providing social and emotional sup-
port, monitoring symptoms, organizing professional 
care, and providing practical help in the home. Further-
more, they provided transport to medical appointments 
and managed finances, and some occasionally helped 
with personal care tasks. The older care recipient had 
defined these participants as primary caregivers with a 
corresponding right to interact with health care profes-
sionals approximately 3 to 15 years ago.

Our data analysis reflects family caregivers’ experiences 
of conflicting values within their caregiving responsi-
bilities, leading to careful consideration when interact-
ing with health care professionals. The analysis revealed 
two main themes. The first is the balancing act of man-
aging trust: family caregivers navigating the caring role 
between empowering autonomy and taking responsibil-
ity. The second is the caregiver’s role in a complex care 
context: family caregivers seeking knowledge, recogni-
tion, and support from professional caregivers.

The balancing act of managing trust: family caregivers 
navigating the caring role between empowering 
autonomy and taking responsibility
Family caregivers described their caring responsibilities 
in interacting with health care professionals as a balanc-
ing act between safeguarding the older person’s auton-
omy and ensuring that he or she received adequate health 
care. Hence, caregivers constantly adjusted their role 
following the fluctuating course of the illness, the older 
person’s preferred level of participation, and their assess-
ment of the older person’s needs.

Family caregivers described an unstable everyday life 
for themselves and the older person due to unpredictable 
fluctuations in the older person’s mental health symp-
toms and somatic comorbidities. The family caregivers 
emphasized that their close interaction with the older 
person during long-term health problems had given them 
valuable insights into how the illness affected the older 
person’s daily life. Over time, they had become atten-
tive and perceptive in recognizing verbal and non-verbal 
expressions of emotions indicating mental health dete-
rioration. The quote below illustrates how living in a con-
stantly changing and uncertain situation for many years 
made family caregivers sensitive to behavioural changes:

When things are unstable, you learn to notice the 
emotional state. For example, when I came home 
from school as a child, 2.5 s after the first greeting, I 

Table 1 Participant characteristics
Number of family caregivers by given characteristic Partici-

pants = 10
Relationship to the older person
Son 5
Daughter 3
Nephew 1
Niece 1
Age
40–50 3
51–60 3
61–65 4
Caring for an older adult experiencing
Mental health problems 5
Mental health problems and somatic illness 5
Duration of care provision
< 10 years 2
10–20 years 4
20–30 years 2
> 30 years 2
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could tell that this was a fine day. You learn to inter-
pret and feel the mood (Participant 10).

The family relationship and close interactions during 
long-term health problems contributed to family caregiv-
ers experiencing a strong emotional attachment between 
themselves and the older person. In the opinion of family 
caregivers, these solid emotional bonds created a sense of 
safety for the older person, allowing the older person to 
confide in them, share their problems, and rely on them 
to be responsive to their needs, including making care 
arrangements. A participant expressed her experience 
as a trusted caregiver: “She has held on to me, I am her 
rock, I am the one who sorts things out” (Participant 2).

Family caregivers described how they empowered the 
older person when engaging with health care services 
to respect the older person’s self-determination. They 
looked after the older person’s interests by supporting 
and strengthening the person in expressing his or her 
needs or speaking on his or her behalf. A family caregiver 
gave an example of advocacy for the older person:

I try to look after her interests and do it in the best 
possible way. After her discharge [from the hospital], 
health care professionals thought she could not live 
in her house. That was when the discussion came up 
[…], and I discussed it with her, and she was ada-
mant that she wanted to live in her own house, and 
I gave a clear message [to the health care profession-
als] that is how it will be (Participant 7).

Even though family caregivers described the relation-
ship with the older person as open, close, and trusting, 
there were examples where this was not always the case. 
Some shed light on how being both a family member and 
a caregiver could make it difficult for the older person 
to accept their help. For example, a son recounted how 
the close family relationship led to his father concealing 
his mental health problems to protect him and keep him 
from worrying:

My father is like everyone else who is ill. They must 
always protect their children. Even though I am an 
adult, he is still trying to shield me from reality. 
I have tried to tell him that makes me worry even 
more (Participant 1).

Other family caregivers shared how the older person’s 
lack of trust in others, especially during mental health 
deterioration, created dilemmas in their caring role. For 
example, family caregivers described interactions where 
their knowledge of the older person’s situation differed 
from that of health care professionals. The following 
quote illustrates family caregivers’ experiences of the 

older person having challenges communicating his or her 
mental health needs to health care professionals due to a 
lack of trust:

If she did not know the home care personnel or those 
she did not know well enough, then she could pre-
tend that everything was fine, but as soon as they 
walked out the door, she did not feel so good after all 
(Participant 8).

On the one hand, family caregivers wanted to share their 
knowledge with health care professionals because they 
feared that withholding information could lead to inad-
equate health care for the older person. On the other 
hand, sharing too much information with health care 
professionals could limit the older person’s autonomy 
in decision-making. Furthermore, if family caregivers 
shared their unique insight, this could be experienced as 
a breach of trust by the older adult and harm their rela-
tionship. A family caregiver described how protecting the 
trusting family relationship was a constant consideration 
when interacting with health care professionals: “I am 
constantly afraid of breaking the family ties. It is better 
to be a bit reserved and let him manage by himself” (Par-
ticipant 9).

Although family caregivers described being reserved, 
they also shared examples of situations where they felt 
compelled to take responsibility to ensure that the older 
person received adequate health care, as illustrated in 
the quotes below. A daughter shared how she actively 
assisted her mother in expressing her needs during hos-
pitalization for an acute illness:

My mother was hospitalized, and they had not found 
out what was wrong with her. We could see she was 
unwell, so I went over to her and asked, “are you very 
anxious?”– it was so clear that she had severe anxi-
ety, and they had thought she had a somatic disease. 
I just said that she has anxiety, and everything fell 
into place. However, she did not tell them herself 
(Participant 5).

A son described how he had to take responsibility by 
involving health care services when his father was at risk 
of harming himself and was unable to seek help himself:

He has been quite depressed– so in my opinion, he 
is pretty bad all the time, but to be so depressed that 
you think about taking your life, you are even fur-
ther down. There have been episodes where he just 
wanted to die, and we had to call the doctor to get 
help assessing whether there was a danger to his life. 
He had to be forcibly admitted to the hospital (Par-
ticipant 6).
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The caregiver’s role in a complex care context: family 
caregivers seeking knowledge recognition and support 
from professional caregivers
Family caregivers strove to find the best way to provide 
care in a complex care context, including managing 
mental health symptoms and somatic illness, respect-
ing the older person’s self-determination, and, at the 
same time, taking care of themselves and handling other 
responsibilities.

Family caregivers highlighted the importance of receiv-
ing professional support in specific care situations to 
manage their caregiving responsibilities effectively. Pro-
fessional knowledge helped them better understand 
the older person’s experiences with illness, and guid-
ance on how to care for the person in specific situations 
improved their caregiving skills. In the following quote, 
a family caregiver describes his experiences of support 
in being listened to and receiving professional guidance, 
which allowed him to align his caregiving more closely 
with the older person’s needs while also considering his 
capabilities:

There have been many rather harsh conflicts, where 
I have felt all alone. But then she [the older person] 
got more contact with the psychiatric nurse and 
talked to him. I explained [what was going on] and 
asked if we could do this and that, and we agreed. 
She could not control our lives. She had to be told 
that we could not stay home all summer. […] Never-
theless, it was better when I had more contact with 
the psychiatric nurse, who listened and confirmed 
what I had done (Participant 3).

Although family caregivers provided examples of health 
care professionals’ support, they mainly described a lack 
of recognition and support. Without meaningful engage-
ment from health care professionals, family caregivers 
experienced a sense of isolation and were compelled to 
navigate the complexity of caregiving independently. In 
these situations, their interaction with health care pro-
fessionals could lead to increased stress in the caregiving 
role.

Family caregivers’ feelings of isolation were related to 
experiencing their perspective not being valued or con-
sidered when interacting with health care professionals. 
Communication with health care professionals became 
an emotionally burdensome caregiving task, leading 
to distress for family caregivers. Being shut out from 
sharing their experiences contrasted with their view of 
themselves as a valuable asset. In particular, family care-
givers viewed their unique insights into the older person’s 
long-term and complex health conditions as valuable for 
health care professionals tailoring care to the specific 
needs of the person. One family caregiver provided an 

example of how sharing her concerns with health care 
professionals had been significant in ensuring that her 
mother received adequate health care. However, when 
health care professionals failed to acknowledge and pay 
attention to her unique perspective, sharing her valu-
able insights added another layer of stress to an already 
demanding caregiving responsibility:

I have an education in health, and I believe I have 
saved my mother many times because I have 
observed many mistakes, both with medications and 
other things. Observations concerning my mother 
being seriously ill, and the home care nurse thinks it 
is stomach flu. So, it was hard for me to call them 
and say I do not think she has the stomach flu. It was 
unpleasant, but as it turned out, I was right. After 
all, I am the one who knows my mother best (Par-
ticipant 4).

Furthermore, family caregivers’ sense of isolation 
involved feeling left alone with a great care responsibility 
without health care professionals’ guidance or acknowl-
edgement of their care challenges. A family caregiver 
described how she was excluded and felt disconnected 
from interactions with health care professionals, which 
made the caring role a demanding experience:

First, he cancelled the treatment plan; then, he can-
celled that I was his primary caregiver because he 
was afraid of what that meant, that I could demand, 
ruin his life, make decisions for him. So then, in a 
way, the collaboration becomes difficult for the men-
tal health professionals, but it is also difficult for me 
(Participant 9).

Another family caregiver described a similar experience 
in which his need for information was overlooked and 
unaddressed by health care professionals. He lived next 
door to his mother and cared for her daily. He described 
being left alone to handle the complexity of caregiving 
when health care professionals left after a short visit. 
In his experience, the duty of confidentiality prevented 
health care professionals from engaging in meaningful 
interaction:

We can talk, but it is more superficial, like “she is not 
well”, “now she is more bedridden”. Nothing more. 
They do not want to talk about it anymore; they stick 
to their duty of confidentiality, and that is fine. But 
sometimes I feel that it would be good to know a lit-
tle more (Participant 8).

Shutting out family caregivers from information also 
meant that they lacked reassurance about how health 
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care services tailored care to meet the specific needs of 
the older person. This aspect was emphasized as essential 
for the wellbeing of family caregivers, as tailored support 
for the older person could relieve them of their caring 
responsibilities and alleviate their concerns about their 
loved one.

Discussion
This study reveals that family caregivers describe their 
interactions with health care professionals as a balanc-
ing act of managing trust while navigating between 
safeguarding the older person’s autonomy and ensuring 
adequate health care. Engaging with health care profes-
sionals could help family caregivers cope with their car-
ing responsibilities, but it could also add stress to their 
caregiving experiences.

We highlight our findings that for family caregiv-
ers, managing trust is essential to their interactions 
with health care services. Theoretical perspectives on 
interpersonal trust can provide a lens through which 
to understand family caregivers’ emphasis on manag-
ing trust. According to Simpson [36], trust is essential in 
interpersonal relationships to develop and maintain well-
functioning, high-quality relationships. There are various 
definitions of trust. Most view trust as a psychological 
state of an individual (the truster) towards a particular 
partner (the trustee), where the truster needs coopera-
tion to achieve a desired result and accepts vulnerabil-
ity on the basis of positive expectations of the trustee’s 
intentions and behaviour [36, 37]. Our results indicate 
that family caregivers viewed their appointed role as pri-
mary caregivers, with the corresponding right to inter-
act with health care professionals, as an act of trust by 
the older person. Consequently, managing trust became 
essential for their interactions with health care services.

Our findings suggest that some family caregivers expe-
rienced trust as a stable phenomenon, whereas others 
elaborated on the fragile aspects of trust. Previous stud-
ies have shown that different variables, such as situational 
and relational factors and interindividual differences, 
interact to shape experiences of trust [38]. Our findings 
indicate that the level of trust changed with fluctuations 
in the older person’s mental health problems, which may 
be related to the truster’s interindividual differences 
influencing the experience of trust.

This study provides an additional perspective to exist-
ing research demonstrating family caregivers’ essential 
role in providing information [27, 39–41] by shedding 
light on the dilemma of sharing information and how 
doing so could challenge trust. Family caregivers per-
ceived sharing information as essential to ensure ade-
quate health care for older adults. However, sharing 
information with health care services was not straight-
forward. The experience of family caregivers, as trustees, 

was that sharing information could be seen as a breach 
of trust by the older person, posing a risk to their rela-
tionship. One possible consequence might be that family 
caregivers would no longer find themselves in a position 
to provide help and support.

Knowledge of the fragile aspects of trust and how it can 
influence family caregivers’ experiences, caring roles, and 
relationships with older people potentially adds a helpful 
perspective for health care professionals facilitating fam-
ily care. Our study shows that promoting family caregiv-
ing may be crucial in the complex care context, where 
older people may have both mental and somatic health 
problems. For example, family caregivers monitored the 
older person’s health and provided essential information 
to health care services when the older person had dif-
ficulties expressing his or her needs to health care pro-
fessionals. This finding suggests that older people with 
mental health problems have trouble expressing their 
needs and preferences regarding services, which is con-
sistent with previous research [13].

Health care professionals can provide valuable infor-
mation and guidance to family caregivers, helping them 
understand the illness and the older person’s experience. 
We expect that this understanding can lead to tailored 
care, better communication, and a more trusting rela-
tionship between family caregivers and older people. 
Notably, the family caregivers who participated in this 
study had extensive experience with caregiving, which 
could affect their information needs. For example, many 
years of caregiving may provide them with a more com-
prehensive understanding of the health care system 
compared to those who have recently assumed caregiv-
ing responsibilities. As a result, the information needs of 
family caregivers regarding the health care system may 
differ significantly. Professional support can help family 
members cope with their caring responsibilities [40, 42, 
43]. Unfortunately, the findings of this study and previous 
research [13, 28, 29] indicate that many family caregivers 
have to navigate the complexity of caregiving indepen-
dently, with little support from professionals.

Trust is an essential element emphasized by health 
care professionals when building a therapeutic alliance 
[26, 44] or caring relationship [45] with care recipients. 
However, this emphasis on establishing and maintaining 
care recipients’ trust could sometimes hinder health care 
professionals’ interaction with family caregivers [26, 44]. 
Consequently, this can result in health care professionals 
either refraining from providing family caregivers with 
general information that is not restricted by confidenti-
ality or not receiving information from them. Moreover, 
there are other barriers to family involvement, such as 
the duty of confidentiality [24, 26], a lack of prioritiza-
tion by managers [23], priorities that respond to the care 



Page 8 of 10Sunde et al. BMC Geriatrics          (2025) 25:136 

recipient’s immediate health issues over support for fam-
ily caregivers [44, 46], and lack of knowledge [25, 47].

We recognize that maintaining the trust of older people 
with mental health problems is a shared priority among 
family members and health care professionals as they 
work together to provide care. Consequently, acknowl-
edging trust as an essential aspect of the interaction may 
be valuable for health care professionals as they balance 
their responsibility to provide optimal care for older peo-
ple while attending to family caregivers’ needs.

Strengths and limitations
One limitation of our study is that recruitment took place 
with the assistance of managers in community-based ser-
vices, which may have led to participants who were well 
engaged with the service. This study may not reflect the 
views of people who are less engaged in caring for older 
family members or with services. Moreover, this study 
was conducted in Norway, which is distinguished by an 
extensive public care service, where providing care for 
older people is primarily a public responsibility. This 
organization of health care services for older people may 
influence the expectations of family caregivers regarding 
their collaboration with professionals and could shape 
the results of this study. Our finding highlighting the phe-
nomenon of a balancing act to manage trust may not nec-
essarily apply to all family caregivers, as different health 
care systems and different levels of engagement in caring 
might influence families to focus on other phenomena.

Notably, spouses/partners were also invited to partici-
pate in the study, but none accepted. Although the study 
involved relatively few participants, the interviews pro-
vided a rich data source. In our findings, we have pre-
sented detailed and thick descriptions, making it possible 
to transfer information from this study to other settings.

Implications
To strengthen family members’ ability to cope with care 
responsibilities and improve care for older people, we 
recommend educational programmes and that manag-
ers of health care services focus on enabling health care 
professionals to involve families effectively. We propose 
strengthening their competence around professional, 
ethical, and legal considerations in involving family 
members in care. Furthermore, we recommend training 
in dealing with contradictory principles and values to 
resolve dilemmas stemming from the dual responsibility 
of caring for older people and supporting family caregiv-
ers while maintaining trust within relationships.

The fluctuations in older people’s mental health prob-
lems and the complexity of their care needs influence 
family caregivers’ need for support, particularly in terms 
of information and guidance. Hence, the organization of 

services should focus on flexibility and prioritize the allo-
cation of time to work with families.

This study provides a basis for future studies to explore 
family caregivers’ experiences interacting with health 
care services. In future studies, researchers should 
explore the experiences of spouses/partners, other fam-
ily members, and friends. The varied dynamics, expecta-
tions, and levels of intimacy inherent in different types of 
relationships could influence their experiences. Addition-
ally, we recommend further research that explores the 
experiences of home-dwelling older people with mental 
health problems and their views on family involvement.

Conclusions
Family caregivers’ interactions with health care profes-
sionals involve managing trust while carefully balancing 
two crucial aspects: empowering older people’s auton-
omy and ensuring adequate health care by sharing infor-
mation. Support from health care professionals can help 
family caregivers adjust their caring role and manage 
trust. However, caregivers’ interactions with health care 
professionals can also add stress to their already demand-
ing caregiving experience. Maintaining older people’s 
trust shapes interactions between family caregivers and 
health care professionals and requires attention when 
adjusting the collaboration to ensure both care for older 
people and support for family caregivers.
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