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Abstract

Involving caregivers in hospice interdisciplinary team (IDT) meetings has been offered as a potential
solution to caregivers' unmet communication needs. This case study details one caregiver's
participation in her mother's hospice interdisciplinary team care planning meetings, both in person
and via videophone technology. This preliminary case is offered as part of a larger National Cancer
Institute sponsored study investigating involvement of caregivers in team meetings using videophone
technology. This analysis highlights communication differences between the two mediums as well
as measures caregiver outcomes. Findings noted differences in team leadership and verbal validation
and remediation between the two mediums. Caregiver outcomes revealed potential benefits of their
involvement in team meetings. Caregiver-team communication issues are noted including the need
for standardized caregiver assessment and team education and training.

Keywords
caregiver; interdisciplinary team; videophone technology; communication

Hospice caregivers report anxiety about patient care, uncertainty regarding treatment, role
changes within family, transportation needs, strained financial resources, physical restrictions,
lack of social support, and loneliness (1). The most challenging aspect of the caregiver role is
inadequate health professional support (1). Specifically, caregivers report an increased need
for more information, communication, and services and support from community services
(1-3). The inclusion of patients and families in interdisciplinary team (IDT) meetings is
theorized to improve communication and satisfaction with care (4). However, challenges to
patient and family participation include organizational context, structural concerns such as
team comfort and communication, and patient/caregiver burdens (5).

Finding ways to overcome the challenges and support the involvement of caregivers in IDT
meetings is important to assure hospice goals and plans of care are centered on both the patient
and the family (4). While preliminary research on hospice IDT meetings has revealed that
interdisciplinary collaboration does not always occur (6,7), caregiver involvement has been
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Method

Results

theorized as a way to improve this process and change the way that IDT meetings are conducted
(4). This paper reports on one case study within a larger project which seeks to use videophone
technology to support the involvement of patients and caregivers in the IDT meetings.
Currently, caregiver involvement in hospice IDT is not a standard of care (4) and no research
exists exploring the differences between videophone and face-to-face communication between
hospice teams and caregivers. The purpose of the case study presented here is to (1) explore
team communication with caregivers, and (2) to assess care outcomes over the trajectory of
the caregiver's participation in the interdisciplinary team process.

Participants were recruited from a hospice agency in the Midwestern United States. Hospice
staff, patients, and caregivers were consented for participation in a larger intervention study.
The study was approved by the Institutional Review Board for the supporting university. The
case called for an in-depth analysis as it is the only one so far within the larger project where
the caregiver was able to participate in both a face-to-face and video-mediated IDT meetings.

Hospice staff provided referrals to a Graduate Research Assistant (GRA) who then contacted
patients and caregivers for consent. Upon consent, baseline measures were taken and a
videophone that operates over regular phone lines was installed in the caregiver's home.
Caregivers used the videophone to call in and participate in IDT meetings. In this case study,
three videophone calls and one face-to-face meeting occurred between the caregiver and the
hospice team. The face-to-face meeting was unplanned as the caregiver “showed up” at the
office unexpectedly for the scheduled videophone contact with the IDT. All videophone
communication and the one time face-to-face encounter were videotaped and conversations
were transcribed word for word. A grounded theory approach (8) was used to review the
transcripts. A constant comparative method of the transcripts in relation to the two
communication mediums was conducted (9). Once thematized, the data were circulated among
members of the research team to check for validity.

Three instruments were used to measure caregiver outcomes. The Caregiver Quality of Life
Index Revised (CQLI-R) was used to measure caregivers' quality of life (10). The Caregiver
Pain Management Questionnaire (CPMQ) (11) was used to measure caregiver concerns about
pain management (11). The Communication Anxiety Inventory-Form State (12) was used to
assess actual responses of fear or anxiety during the videophone experience. The GRA
contacted caregivers every 30 days to repeat the measures. Additionally, the GRA conducted
a bereavement interview 30 days after the patient expired. Please see Figure 1 for an overview
of the caregiver's participation and the measures.

One Caucasian female caregiver, Mrs. Bee (name changed), participated in the study for 77
days. The patient, her mother, was living in a long term care facility. Mrs. Bee was married
and had no other care-giving responsibilities. She lived 1.5 miles away from the long term care
facility, had no outside employment, and had a high school education. Mrs. Bee participated
in three videophone calls with the IDT and one face-to-face encounter. The three video
meetings were 5, 5 %, and 7 minutes, while the face-to-face meeting lasted 11 minutes.

A total of three repeated measures using the CQLI-R and the CPMQ were taken. Mrs. Bee's
initial assessment on the CPMQ yielded an average score of 3.47 which demonstrates mild
overall concern, but time two (3.00) and time three measures (2.941) indicate more concern.
Repeated measures on the CQLI-R over the duration of the study show a positive trend on the
caregiver's quality of life as the overall CQLI-R score moves from 23 to 27 on a 40 point scale
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(0 is lowest quality of life and 40 is the highest quality of life). Finally, Mrs. Bee's score of 25
on the Communication Anxiety Inventory suggest low anxiety and fear affiliated with use of
the videophone technology.

Two distinct communication differences were noted between videophone conferences and the
face-to-face interaction. First, there was an obvious and apparent shift in the leadership of the
meeting. In videophone communication the direction and content of the conversation was
directed by the caregiver. For example, in the first and third videophone calls Mrs. Bee was
asked to provide an update on the condition of her mother. Although the second videophone
call began with team introductions, Mrs. Bee interrupted the introduction process and began
addressing questions to the case managing nurse. In the face-to-face interaction, however, the
team provided the leadership and direction of the meeting. The nurse began to provide the
caregiver with an update on her mother. Throughout the entire face-to-face meeting, the
discussion was dictated by the team rather than the caregiver.

Second, videophone communication and face-to-face interaction differed in validation and
remediation. Validation and remediation of the caregiver's concerns did not occur in
videophone communication. In the videophone calls Mrs. Bee expressed concern about the use
of morphine, however the concern was minimized by the team and a plan of action never
addressed. As a result her concern was never validated and the responsibility of remediation
was also placed upon the caregiver. There was no attempt to educate Mrs. Bee on morphine in
terminally ill individuals, or to teach Mrs. Bee how she might assess overmedication herself.

Validation and remediation did occur in the face-to-face interaction. When the caregiver
interjected her concern about the use of a catheter, the nurse asked the caregiver to elaborate
on her concern. Once the caregiver explained the reason behind her concern, both the doctor
and nurse responded thoroughly. The concern was validated when the nurse asked for an
explanation of the concern. Overall, more than one team member verbally expressed interest
in her comments and asked follow-up questions along with supportive statements.

In the bereavement interview Mrs. Bee said she found the videophone to be helpful.
Additionally she stated that she was dissatisfied with hospice services and expressed great
regret about her interaction with the team. She felt uninformed by hospice and felt that she was
not informed when decisions were made. She also complained of not knowing the team and
did not feel the support that she had hoped for from hospice.

Discussion

The case study presented here found that videophone communication afforded the caregiver
more leadership in dictating the topic of discussion, yet the caregiver was given more verbal
validation and remediation in the face-to-face interaction. Additionally, the caregiver's score
on the CQLI-R indicated that involvement was positive, however, the CPMQ and the
caregiver's qualitative comments in the bereavement interview demonstrate a communication
breakdown despite caregiver participation.

Findings from this case study illustrate the need to incorporate standardized caregiver
assessment as part of the IDT meeting. Our findings indicate that the team needs to have the
skills and processes in place to address caregivers' feedback and accordingly improve or
redesign the services delivered to patients and caregivers. Our results validate the need for
routine caregiver inclusion and demonstrate that the CPMQ is a potential standardized measure
that captures the perspective of hospice caregivers.

Communication differences between the two mediums suggest a larger inherent problem to
caregiver involvement in IDT meetings. Changes in leadership and validation and remediation

J Palliat Care. Author manuscript; available in PMC 2009 April 30.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Wittenberg-Lyles et al. Page 4

could be a result of the team's opinion and attitude toward including caregivers in the meeting.
These differences may indicate that caregiver involvement was considered an intrusion into
the team's typical meeting. This case study highlights the need to educate staff about how to
include caregivers in the IDT meeting, particularly when using videophone technology.

While findings cannot be generalized, this case study informs future research on hospice
interdisciplinary team communication with caregivers. Specifically, this case study
demonstrates the need for: (1) caregiver inclusion in IDT meetings as an opportunity to ask
questions of all team members, (2) the necessity of educating the team on effective
communication, the assessment of caregivers, and on a paradigm shift that includes the
caregiver as a recipient of hospice services, (3) and the need for caregiver education related to
pain management.
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Figure 1.
Timeline of Caregiver Participation and Clinical Care Measures.
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