
Insights from carers across Bedfordshire, Hertfordshire and the wider ICB 
footprint

Caring Through Frailty

Michele Stokes, CEO, Carers in Hertfordshire
Harriet Opalinski, CEO, Carers in 
Bedfordshire

Supporting people with frailty often relies on the dedication, resilience and compassion 
of unpaid carers. In this session, we will share carers' experiences, challenges and 
insights, highlighting the vital role they play in helping people live well and 
independently for longer.

Giving carers a voice. Sharing real experiences. System Change.
Improving outcomes together.



Who are the carers and frailty populations

The Cohort

Carers include spouses, adult children, 

young carers, and parent carers managing 

care alongside other responsibilities.

They provide essential daily care including 

medication, mobility support, and 

healthcare communication.

The frailty population includes individuals 

with complex long-term health conditions 

like dementia and stroke needing daily 

support.

Carers often act as key decision-makers 

during hospital discharge and ongoing care 

planning.

Diverse Carer Demographics

Family Carers Roles

Frailty Population

Health Engagement



Unpaid carers provide vital support 

for those with frailty, illness, or 

mental health challenges, greatly 

aiding health systems and 

communities.

Structured identification and 

intervention models can transform 

experiences for carers and patients 

by integrating support within health 

systems.

Early identification of carers is 

essential for effective frailty care 

and improves patient outcomes 

while easing pressure on health 

services.

Without adequate support, carers 

risk burnout, which negatively 

impacts both their wellbeing and 

the stability of those they care for.

The Invisible workforce

Best Practice Models

Early Recognition

Risk of Carer Burnout

Understanding 
the role of unpaid 
carers
Frailty does not only affect the person with frailty. It also affects 
the unpaid carer who often holds the care plan together at 
home, in primary care and during hospital admission.

The Problem



a gateway to support not just a plus one valuing carers

Connecting carers to 
support reduces the 
likelihood of carer 

breakdown

“I can’t thank you enough for reaching out to 
me. Before you got in touch I was alone and 

didn’t know what support was available. Having 
regular contact, advice and support has been 

invaluable. I now know there are groups, 
dementia nurses and support for me, but just 

having regular calls has been enough.”

Access to Support
Information, advice 
and support help 

carers access 
services earlier and 

reduce health 
inequalities.

Influencing carers to 
not always put 
themselves last 

influences carers to 
feel valued and 

improves carers own 
health

Connecting Carers to 
each other improves 

resilience and 
increases confidence

Health and 
Wellbeing support 
reduces isolation, 

builds resilience and 
helps carers 

maintain their mental 
and physical 

wellbeing.

working with carers 
to take part in the 

design and delivery 
of services increases 

levels of 
engagement

Proactive Prevention - 90% of carers had an 
increase in overall wellbeing score, 91% of carers 

had an increase in overall resilience score,

Make a Difference: average of £262 produces 
an average meaningful positive change of 72%

Dementia Nurses:79.9% meaningful positive 
change in carer well being

Bringing organisations together to support 
carers to make sure support is joined up

connect support influence

We exist to ensure unpaid carers are recognised, valued and 
supported, with access to information, advice, peer support and 

opportunities to influence services and maintain a life beyond caring.

carers in hertfordshire

Evidence shows that connecting adult carers 
with support improves access to wellbeing 

services and helps maintain health and 
wellbeing. Early engagement can reduce 

health inequalities, while peer support helps 
reduce isolation, which is associated with 

poorer mental and physical health outcomes

Giving carers a voice in shaping services 
improves recognition, access to support and 

responsiveness to need. This can reduce 
isolation, increase confidence and resilience, 

and contribute to improved mental wellbeing.

“I was 
surprised 
that the 

amount of 
help and 
support 

existed, and 
when I was 
at my wits 
end and 

very 
stressed, 
they were 

very helpful 
as I couldn’t 

see the 
wood for the 

trees”



System Change: GP referral pathway and text message pilot

A simple digital solution with significant system-wide impact. By embedding an 
automated referral pathway within SystmOne, carers can be identified by trusted 
healthcare professionals and referred directly to their local carers organisation at 
the click of a button. The process ensures unpaid carers are recognised as 
partners in care rather than remaining hidden within the health system, meaning 
they can care with support. 

• Carers feel recognised, valued and acknowledged as 
part of the care team.

• Carers are identified by a trusted healthcare 
professional, increasing confidence and engagement.

• Faster access to emotional, practical and financial 
support.

• Earlier intervention helps prevent carer stress, 
burnout and crisis.

The Impact for carers
• Reduced administrative burden on practice staff.

• Automatic referral process ensures consistent 
identification and support.

• Improved quality and accuracy of carer records and 
coding.

• Supports achievement of local and national carer 
identification requirements.

• Greater assurance that identified carers receive 
support without additional practice follow-up.

• Frees up clinical time for patient care.

The Benefits for Primary Care



A simple, scalable population health approach to find carers not presenting for help that links 
identification to action, not just coding, referral and support

GP Text Message Pilot

Dear x, we want to identify patients who are also unpaid carers. If you have a 

friend or family member that relies on you for some of their care then let us 

know so we can update your record and direct you to local services.

Please complete questionnaire: xxxx

What did we do?

Patient themselves providing care - 224484003 SNOMED 
CODE - Covers all categories



A Whole-Family Approach to Annual Health Checks: Supporting Carers and 
People with Serious Mental Illness

Intervention Example: Health Check Nurse embedded into Carers 
Organisation

Case Study
In one home visit, a daughter with severe mental illness initially appeared unlikely to engage with a health check, but through 

a relational approach during her parents’ assessment she joined the conversation and agreed to have her own health check. 

The health check was not just a clinical intervention. It was a trust-

building opportunity. It identified hidden health risks, opened 

conversations about wellbeing, and connected carers back into 

primary care before crisis point.

The Impact

Joint health checks for the carer and cared-for person provided a more

holistic understanding of family health needs and caring pressures.

Limited GP follow-up on community-based health checks highlighted

the importance of integrated pathways and shared clinical systems.

Lack of access to SystmOne meant clinicians could not always see

previous health history, reducing opportunities for informed decision-

making.

A significant number of carers had never received an NHS health check

despite being eligible, revealing unmet need and hidden health

inequalities within the carer population.



But what can we do?
Respons

e
Situatio

n
Scenario 1: Jim has been into hospital 4 

times in the last 6 months. His 78 year old 
wife says she can’t have him home this time, 

she’s too exhausted

Action?

Scenario 2: Sara is a carer and is not 
coming for her outpatient appointments 

and her weight is preventing a needed 
surgery. She apologises and says she often 

gets confused about the appointments 

Action?

Scenario 3: A nurse has repeated short 
term absences and has started to talk 

about maybe giving up work to look after 
her elderly Mum

Action?

Scenario 4: Jane has high blood pressure and 
her diabetes is not well controlled. She is at an 
outpatient appointment and tells you she’s not 

sleeping well as her husband gets up at night

Action?
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CARERS ARE 
PARTNERS IN CARE

CARERS ARE 
PATIENTS TOO

GIVE CARERS A 
VOICE

REFER FOR 
SUPPORTJOIN UP SYSTEMS

1 IN 3 NHS STAFF 
ARE CARERSDEVELOP CARER 

IDENTITY

IMPROVING HEALTH OUTCOMES 
FOR CARERS

“Our starting point was simple: if the carer is not 

identified, they cannot be supported; and if the 

carer breaks down, the frailty care plan often 

breaks down with them.”

But what can we do?



Key Takeaways

When carers are identified 

early and receive support, 

they are better able to 

sustain their caring role and 

help people remain 

independent at home.

Many carers remain 

unidentified until a crisis 

occurs. Simple 

identification pathways can 

uncover unmet need before 

frailty, health deterioration 

or carer breakdown 

escalates.

Supporting carers is 
supporting frailty 

care.

1

Hidden carers are 
hidden risks.

2

Automatic referrals from 

primary/secondary care to 

carers organisations create 

a seamless route from 

identification to support, 

reducing delays and 

ensuring carers receive help 

earlier.

Integrated pathways 
improve outcomes.

3

Effective frailty care 

requires carers to be 

recognised as partners in 

care, discharge planning 

and decision-making. To do 

this all staff should receive 

training.

Carers are part of the 
multidisciplinary 

team.

4

Carer coding only adds 

value when it triggers 

support, either from health, 

social care or VCSE.

Identification must 
lead to action

5

Key elements to adapt or adopt


