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Abstract
Objectives—To test the feasibility of delivery and evaluate the helpfulness of a coaching heart
failure (HF) home management program for family caregivers.

Background—The few available studies on providing instruction for family caregivers are
limited in content for managing HF home care and guidance for program implementation.

Method—This pilot study employed a mixed methods design. The measures of caregiver burden,
confidence, and preparedness were compared at baseline and 3 months post-intervention.
Descriptive statistics were used to summarize program costs and demographic data. Content
analysis research methods were used to evaluate program feasibility and helpfulness.

Results—Caregiver (n=10) burden scores were significantly reduced and raw scores of
confidence and preparedness for HF home management improved 3 months after the intervention.
Content analyses of nurse and caregiver post-intervention data found caregivers rated the program
as helpful and described how they initiated HF management skills based on the program.

Conclusion—The program was feasible to implement. These results suggest the coaching
program should be further tested with a larger sample size to evaluate its efficacy.
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Introduction
Results of meta-analyses and American Heart Association (AHA) guidelines emphasize the
critical importance of family caregivers' involvement in home management of heart failure
(HF).1,2,3 Family caregivers perform daily HF home management and provide essential
support for patients in recognizing worsening symptoms (i.e. edema, shortness of breath).4

Results of several studies have shown that HF rehospitalization is frequently precipitated by
excess dietary sodium, inappropriate changes or reductions in taking prescribed medications,
and respiratory infections, most of which family caregivers could help prevent if they were
educated to be alert for these problems.5,6,7,8 One intervention program found that a family
partnership program on HF home care was helpful in adherence to diet with significant
reductions in patients' urine sodium.9 Yet, the few available studies on providing instruction
for family caregivers are limited in content and lack guidance for implementing HF self-
management strategies at home. 10,11,12,13,14 Also, past studies found that 59% or more of
family caregivers were employed, and consequently, were not routinely available to attend
HF discharge education.15,16

Further, studies consistently report caregivers' lack of knowledge and their need for specific
HF home management information, which can prevent rehospitalization.17,18,19 Caregivers
can provide support for patients and have greater confidence in HF care when they
understand worsening symptoms, are prepared for daily HF management, and experience
less emotional burden related to HF caregiving.20,21,22,23 These study results indicate the
need for a more effective and targeted family caregiver intervention.

Given the escalating morbidity and mortality of HF and the devastating effects of worsening
symptoms, providing caregivers with HF home management information could potentially
increase their confidence and skills, and decrease their caregiving burden. Also, in
developing interventions that involve family caregivers, researchers need to measure
caregiver outcomes (i.e. burden) to ensure that interventions do improve patient outcomes
but do not have untoward negative impacts on the caregivers.24

Purpose
The purpose of this study was to determine the feasibility and evaluate the helpfulness and
costs of a coaching program for family caregiver HF home care management. The research
questions were: (1) Did the family caregivers completing the program and nurse
interventionists implementing the coaching program evaluate the program as helpful for HF
home management? (2) Were there improvements in outcomes data on caregivers' level of
HF caregiving burden, confidence and preparedness in providing HF home care? (3) What
were the costs of the program materials and delivery?

Conceptual Framework
Coaching by healthcare professionals was the framework (Figure 1) used to guide this
caregiver HF home care program.25,26 Coaching professionals engage caregivers in specific
strategies based on evidence-based national clinical guidelines. The use of nurse coaching
strategies (left column) are designed to improve caregiver HF home management skills
which can then improve patient and caregiver outcomes27,28 The coaching strategies the
nurse uses are the posited behavioral self-efficacy mechanisms29,30 that then increase the
intermediate caregiver outcomes (center column) such as knowledge, confidence,
preparedness. The combined intermediate outcomes result in the long-term outcomes (right
column) such as reduction in caregiving burden improvement in both patient and caregiver
health. Coaching strategies provide teaching and reinforcement for resetting home care
health action plans.31,32
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Figure 1: Coaching by professionals is an ongoing process (top horizontal box) underscored
by using evidence-based national clinical guidelines (bottom horizontal box) for supporting
health care self-management and with multiple feedback loops (curved arrows). Solid line
arrows represent the published empirically verified relationships bewteen coaching
strategies and intermediate outcomes.25,26 The dashed lines indicate the relationships tested
in this study. The bold bracket represents the testing of all intermediate outcome data on
each of the long-term outcomes in future quantitative studies. Curved arrows illustrate
feedback loops linking the coaching by professionals based on national clinical guidelines
(left arrow) to long-term outcomes, which link back (right arrow).

The nurse coach teaches the “how-to's” of HF home management such as organizing
medication schedules or obtaining tangible resources (i.e., low-cost prescriptions) and
providing examples of health action plans (i.e. monitoring fluid retention via daily
weighing). The nurse coach also supports partnerships related to patient and caregiver needs
for social, financial, or mental health counseling. Further, the nurse coach is an advocate
who assists clients in achieving their health action plans within the clients' cultural context
or home environment resources. The coach evaluates and subsequently resets the HF home
health actions based on each client's performance and progress.25,33 Specifically, coaches
use the teach-back mechanisms (caregiver reiterates what they learned) to assess knowledge
and skills. Coaching use interactive approaches that engage clients to actively take part in
problem solving and decision making about their healthcare. This coaching framework
guides intervention development of successful home care management of complex chronic
illnesses.34 Thus methods were established to test the telephone coaching caregivers
program.

Methods
Research Design

This pilot study employed a mixed methods design. The measures of caregiver burden,
confidence, and preparedness were compared pre- and post-intervention. Also overall cost
analysis was used to determine the expenses for educational materials and the cost of the
nurse's time to administer the coaching program. Focus group and content analysis research
methods were used to evaluate the feasibility and helpfulness of the program.

Sample
Caregivers in this study were recruited from a group of HF patients receiving care at a large
Midwestern university medical center who were recently hospitalized due to HF
exacerbation and who had preserved systolic function or diastolic dysfunction and those
with Ejection Fraction < 40%. All patients had received HF information from the same
discharge nurse. The inclusion criteria were: (1) family members or significant others (18
years or older) of adult patients with a diagnosis of either systolic or diastolic heart failure
(both require similar home care management regimens); (2) alert and oriented individuals
who provided written consent to participate and were able to read and write English; and (3)
individuals designated by the HF patient as a primary caregiver who assisted the patient on a
daily basis. Caregivers of patients who also had Alzheimer's disease were excluded because
managing this condition requires different education, coaching, and counseling than that in
the HF home management program.

To evaluate the feasibility of the program, we analyzed the proportion of subjects recruited
(n=12) compared to those who completed the four-session program (n=10). All 12 family
caregivers completed baseline data, and 10 subjects completed the four-session program.
Two caregivers completed only the first weekly session (one was too ill and the other was
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too busy to continue). There was a 12% rescheduling of sessions (5 out of 40) due to
conflicts with caregivers' work schedules.

The procedures for the study were approved by the university medical center Institutional
Review Board (IRB). All individually identifiable information collected during the study
was handled confidentially in accordance with university IRB policies and in compliance
with HIPAA regulations. Consent was obtained from caregivers and nurse interventionists
as well as from patients for medical record review of demographics data.

Caregiver Telephone HF Home Management Coaching Program
The coaching program for family caregivers was nurse-administered and conducted in four
telephone sessions. The content in the program and the need for four coaching sessions was
based on previous study results,35,36 the ACC/AHA HF national clinical guidelines1 and the
Heart Failure Society of America (HFSA) information for family and friends,37 also
including the HF nurse practitioner input on skills needed by caregivers in daily HF home
management activities.36 The content of the four coaching sessions (Table 1) included: (1)
preparing the family caregiver for HF home care and reinforcing the plan of care; (2)
working with the patient's health care team to develop problem-solving skills to conduct an
efficient self-management routine; (3) preventing caregiver strain and burnout and seeking
professional help or support groups for caregivers managing in-home HF care; and (4)
preparing for caregiver HF challenges and emergency planning.

Each family caregiver was given program materials which included two American Heart
Association handouts38 and the caregivers' guidebook, The Comfort of Home® for Chronic
Heart Failure: A Guide for Caregivers.39 The book and handouts were used during all the
telephone sessions. Throughout each session nurses used coaching mechanisms of teaching,
providing HF management examples, supporting partnerships with health professionals, and
reinforcing use of a daily HF health action plan and problem-solving HF home care
challenges. At the end of each telephone coaching session, nurses engaged caregivers in
teach-back techniques, asking the caregivers to reiterate what they had learned in that
session. 32 Teach-back mechanisms examples included caregivers being asked to explain to
the nurse how they would assist in the scheduling of HF medications, monitoring sodium
intake in the patient's diet, and helping patients restrict fluid intake (Table 1).

Nurse Interventionist Training and Procedures
For fidelity of the intervention implementation, a 2-hour training session, as well as the
materials that would be used in the program was provided to the five nurse interventionists.
During the training, each nurse interventionist practiced coaching mechanisms (i.e.,
reinforce HF medication schedules) and teach-back methods, reviewed the caregiver guide
book, and read the selected AHA educational materials to be used during the weekly
telephone coaching sessions. Role play was used in the training session. Each nurse was
instructed to review all the program materials as well as each of the weekly targeted
educational objectives and coaching activities prior to administering the program by
telephone. Prompts to coach caregivers by using the mechanisms listed in the left column of
Figure 1 were written into the training manual for use in each educational session. Nurses
used standard scripts and protocols to guide implementation of the instruction to ensure
consistency and fidelity of the coaching program.40,41 Field notes and checklists were used
to record the length of intervention administration time, topics discussed, and topics that
required reinforcement. In this study, each of the five nurses delivered the complete four-
session coaching program to either one, two or three caregivers.
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Caregiver Program Outcomes and Cost Measures
Questionnaires were collected at baseline prior to the program and 3 months after
completion of the telephone coaching program.

Caregiving burden of HF home care management was measured with a 17-item five-point
Likert-type scale, with higher scores indicating more burden or difficulty in providing HF
home caregiving. This 17-item scale was modified by Bakas et al based on the original
Oberst Caregiving Burden Scale.42 Internal reliability of this 17-item scale has been
reported in studies of HF and stroke caregivers, α = .92 and .94 respectively. 43, 44 Examples
of items were: “How difficult is it for you to do medical or nursing treatments (e.g. giving
medications)?” “How difficult is it for you to manage finances, bills, and forms related to
the patient's illness?”

Confidence in providing HF care was assessed by a validated and reliable four-item Likert-
type scale (ranging from not confident to extremely confident), with higher scores indicating
greater confidence. A sample question was: “Generally, how confident are you that you can
help the patient relieve HF symptoms?” The 4-item confidence scale has α=.80.45

Preparedness in providing HF home care was measured in a one-item Likert-type scale
(ranging from not at all to very well prepared), with higher scores indicating caregivers felt
better prepared. The nationally used, 8-item preparedness scale has high reliability (α=.
80-88).46 In this study, we used single item preparedness as recommended by preparedness
instrument researchers to reduce questionnaire response burden.47 In our sample, the
correlation of the single item to 8-item preparedness was r=.68, p<.001. The single item
was: “How well prepared do you think you are now to handle the daily heart failure home
care?”

Feasibility and Satisfaction Measures
Caregiver Telephone Interviews—At the end of each telephone session, caregivers
were asked, “Were the telephone sessions helpful?” (Prompt: “What did you like best and
least about the program?”) “What did you like most and least about the education
materials?” “Did you make any changes in your HF self-management behaviors after
completing each education session?” (Prompt: “If yes, what were these changes?” “If no,
why not?”) Caregivers were also asked if they would like to have had additional tips or
information during that coaching session or if any information needed further discussion.
This caregiver interview data was categorized using content analysis.

In addition, family caregivers responded to an anonymous telephone “helpfulness” interview
administered after completion of all four sessions of the coaching program. Helpfulness data
was collected by a nurse who did not provide the coaching program. It was explained to the
caregivers that no names would be used, and their responses would be anonymous. The
helpfulness rating scale question was: “How helpful was the coaching program to you?”
(Options ranged from not helpful, a little bit helpful, somewhat helpful, helpful, and very
helpful).

Coaching program cost data was collected for all costs related to implementing the
program.48 The cost for nurse time was recorded for delivery of this program. Also,
materials and supplies needed to conduct the program were included in the cost analysis. At
the end of the coaching program and following the program helpfulness evaluation,
caregivers were asked if they would be willing to pay out-of-pocket for the coaching
sessions and education materials.
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Nurse Interventionist Focus Group
All nurse interventionists shared their experiences in one focus group that was held after
delivery of the four-session coaching program. Prior to the focus group, questions were
designed to obtain data as to whether nurse interventionists thought the intervention was
helpful for caregiver HF home care management, whether nurses had any major challenges
in implementing the program, and whether it was feasible to use the program in their current
clinical practice setting. During the focus group, the principal investigator took notes and
asked probing questions for clarification and depth of information. The focus group
discussion was audiotaped, field notes were taken, and data transcriptions were summarized
with no individual data source disclosed. The focus group was completed in 90 minutes after
data saturation was achieved (no new topics or information was discussed). Both the lead
facilitator and the principal investigator were experienced in focus group methods and
working with HF patients and caregivers.49 The lead facilitator was a master's-prepared
counselor who has conducted focus group discussions in a large clinical trial and had no
involvement in developing or conducting this coaching program.

Data Analysis
Descriptive statistics were used to summarize cost, demographic and HF hospitalization
data. Wilcoxon Matched-Pairs Ranks test was used to determine whether there was a
difference in the caregiving burden scale, preparedness, and the confidence scale responses
at baseline and 3 months after the intervention. The Wilcoxon Matched-Pairs Ranks test, a
non-parametric statistics, is used to determine the magnitude of the differences between
groups of paired data when the data do not meet the sample size required for a parametric
test.50 Data was analyzed using SPSS version 17.

In this study, content analysis research methods were used to categorize the responses of the
five nurse interventionists from the focus group data transcriptions and separately from the
caregiver program evaluation narrative data, thus answering the research questions
pertaining to the fesibility and helpfulness of the intervention. Content analysis is a method
used to identify the presence, meanings and relationships of words or concepts within
narrative data.51 A number of steps were taken to maintain trustworthiness and credibility of
the data collection and analysis.52 To maintain coding category reliability, all transcriptions
were coded independently by two HF content expert researchers who grouped the statements
with similar content into distinct categories.53 The quotes from participant's own words were
used to develop the common themes. Data saturation was achieved when there was no new
topic discussed by the participants. To ensure the consistency of data interpretation, the two
researchers met to compare content and resolve the few differences in topic categorization,
resulting in subsequent 100% agreement in category themes.54,55 The final categories and
themes were reviewed by a HF nurse practitioner. Confidentiality and privacy were
safeguarded per HIPAA as transcribed information did not contain participant names or
identifiers.

Traditional cost accounting methods were used to calculate caregiving coaching program
cost. This traditional method accounts for all expenses related to delivering the program
(e.g., personnel time, intervention materials, and telephone expenses) which was averaged
per caregiver. 56,57 In this study, nurse interventionist (personnel) cost was calculated by
multiplying the time (hours) spent on training and administering the four-session program
by the average of the nurse's salary per hour. The cost of the materials and supplies was
extracted from the project's expense record. This included a caregiver guide book, printing
costs, postage, telephone contacts, paper, and other office supplies used to create and
distribute the coaching materials. All costs were tabulated. Although the caregivers received
a small honorarium to compensate for their time to participate in this study, this honorarium
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was not included in this cost analysis. Time developing the program content by a HF nurse
practitioner and research questionnaire costs were excluded.

Results
Of the 12 caregivers enrolled in the study (Table 2), 10 reported having one or more chronic
health problems (osteoarthritis, hypertension, asthma, myocardial infarction, and diabetes
mellitus). One caregiver did not have health insurance coverage. When caregivers were
asked to rate the adequacy of family income in relation to paying monthly expenses, two
reported having “just enough” money to pay monthly bills and “no more,” while six reported
“having enough, with a little extra sometimes.” On the extremes of this rating scale, two
reported they “can't make ends meet,” while another two reported “always have money left
over.”

Patients (Table 2) were predominantly male, eight of them had a diagnosis of HF
exacerbation with Ejection Fraction ≤ 40% and another four had preserved systolic function
or diastolic dysfunction. All had home caregiving needs. These patients had 2-6 (median=4)
comorbidities. All patients ambulated independently at discharge, however one patient
required assistance to walk.

Results of the Wilcoxon matched pairs signed rank test indicated that the overall caregiving
burden score was lower (M=21.8, SD=8.9) at 3-month follow-up than at baseline (M=25.4,
SD=11.8), Z = −1.74, p < .05 (one-tailed). In addition, the descriptive data showed
improvement on the twelve caregiving burden items, such as “monitoring patients' progress
or worsening symptoms, understanding patients' needs, and coordinating and managing
resources for the patient.” The five items on the burden scale that remained unchanged pre
and post coaching program were “providing patient personal care, assistance with mobility,
managing behavior (moodiness), arranging care while away, and communicating with
healthcare professionals.” There was improvement in the total burden score from baseline to
3-month follow-up in all but one caregiver.

Six of 10 caregivers indicated that they had gained more confidence in managing HF at
home (from not confident/somewhat confident at baseline to very/extremely confident at 3
months) after the intervention; this includes the four African American caregivers in the
sample. Three of the 10 caregivers remained at baseline levels of confident to extremely
confident, and one caregiver went from very confident to somewhat confident. Five of the
10 caregivers reported improvement in preparedness scores (from not prepared to well or
pretty well prepared) at 3 months after the intervention.

The average length of telephone contact time across the four coaching sessions ranged from
47 minutes to 71 minutes (M=59, SD = +/− 8.1 minutes). Two caregivers went beyond this
average time; one took about 106 minutes to complete each session and another took over
100 minutes at the first session, but required less time (average range of 75-90 minutes) in
the subsequent sessions. The field notes in these two cases indicated that caregivers revealed
concerns and asked questions about end-of-life issues and legal documents, which could
account for the additional session time.

Content analysis research methods were used to categorize data from the nurse
interventionist focus group and the caregiver interviews into themes (Table 3). Themes that
emerged from this data were used to evaluate the feasibility of this study and to answer
research questions about the telephone program helpfulness. The content analysis of the
caregiver interviews included all caregivers' statements narrative data collected at 3-month
follow up telephone interviews.
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Four themes that emerged from the caregiver telephone interviews aligned with themes from
the intervention nurses' focus group. These themes were: (1) The teach-back mechanism was
helpful to determine if caregivers had learned the content and to identify the education
needs; (2) Caregivers initiated self-management behaviors (i.e., use of a diary checklist for
symptom monitoring, keeping doctors' appointments, or monitoring their own stress); (3)
The program and materials were helpful; (4) Caregivers were satisfied with the telephone
coaching method. In addition, in the anonymous helpfulness evaluation of the telephone
coaching program, all caregivers rated all four coaching sessions as highly satisfactory, and
very helpful. All caregivers were willing to pay for coaching sessions and education
materials out-of-pocket.

Recorded focus group data from five intervention nurses who conducted the telephone
coaching program were grouped by common topics into five major themes. These themes
were: (1) The coaching, including teach-back mechanisms were valuable; (2) The program
provided specific information caregivers stated they were not familiar with and prompted
new self-management skills related to daily HF care; (3) All program content and materials
were helpful to caregivers; (4) Coaching was easily delivered via the telephone; and (5) The
telephone coaching program could be translated into clinical practice (See Table 3).

Nurse interventionists also agreed that the topics of advanced directives and palliative and
end-of-life care should be added to the program. Therefore, a fifth session of telephone
coaching should be included after first establishing rapport with the caregiver in order to
include these topics and to encourage further discussion with primary healthcare
professionals. Nurses described using teach-back methods to help identify specific areas that
required reinforcement for specific self-management topics. The most commonly reinforced
topics were recording daily weight (in pounds), ways to modify diet and sodium content to
stay within the patient's limitations, and stress management. Nurses stated that the telephone
coaching program was well received by all family caregivers, and none of the nurses
reported having difficulty or challenges delivering the program via the telephone.

The total cost of the program was tabulated. Nurse interventionist time for one caregiver
(including telephone scheduling, four session contacts, and a 2-hour training) was: 10 hours
× $30 (nurse hourly rate) = $300; the printed information sheets in a notebook = $25
(including shipping and postage); the caregiver guide book = $25. Thus, the total cost =
$350 per family caregiver ($87.5 per session).

Discussion
The telephone coaching program was shown to reduce the caregiving burden and improve
caregiver confidence and preparedness in HF home care management. As in previous
studies, we found that caregivers benefit from HF self-management information.58,59,60

The telephone coaching program was described by the nurses as feasible, helpful, and
transferable into practice. Nurses using coaching strategies and teach-back methods in
delivering the program resulted in caregivers' use of home-management skills.61 Caregivers
not only rated the program as helpful but identified new skills they had gained, likely based
on their improved self-efficacy for home HF care.62,63 These findings reflect the feedback
loops in the coaching framework, illustrated by the curved arrows in Figure 1. Specifically,
the narrative data from both nurses and caregivers indicated that coaching program
improved aspects of HF home self-management skills (intermediate outcomes). However,
these relationships need to be confirmed with future efficacy studies.

Although the caregivers received all telephone coaching sessions free of charge, their ratings
indicated that they were willing to pay for the telephone coaching sessions and the caregiver
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guide book, even if insurance would not cover this cost. As previously noted, the cost for the
program is considerably less than the cost for home health care providers ($120-$160 per
each visit), a single emergency department visit, or one inpatient hospitalization for HF due
to poor HF home management.64,65 The current emphasis on pay for performance66 and the
potential for keeping HF patients out of the hospital support further study of this program.

Limitations
Without a randomized control group, no cause and effect can be established. However, the
one group design allows for feasibility testing and for caregivers' and nurse interventionists'
evaluation of the program. The sample size was small but included four minority (African
American) caregivers who completed all four sessions.

Another limitation of this study was the low participation rate. Twenty eight caregivers of
patients recently in the hospital for a HF exacerbation were eligible and invited, 12
participated. Of those not participating, four declined due to deteriorating health of patients
or caregivers. The remaining twelve non-participants were too busy or did not respond to the
invitation. This 43% (12 out of 28) non-participation rate is likely to improve when program
brochures are available prior to patient discharge and nurses, physicians, dieticians, and
social workers refer families into the program.

Conclusion
This program was rated helpful by caregivers and feasible to integrate into practice by
nurses. Caregivers described how they implemented new HF management skills based on
the program. These caregivers had increased confidence and decreased caregiving burden.
Likely, self-efficacy related to HF home care management is the mechanism underlying
these improvements. The coaching program should be further tested with a larger sample
size to evaluate its efficacy.
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Figure 1. Coaching Framework for Improving Outcomes in Complex Chronic Care
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Table 2
Sample characteristics of HF patients and their caregivers enrolled in this pilot sudy
(n=12)

Caregiver Characteristics Percentage/Mean (SD) N (%) Patient Characteristics Percentage/Mean (SD) N (%)

Caregiver Age (Years) 62.6 (13.7)
Range=38-81

Patient Age 61.6 (12.8)
Range=43-79

Caregiver Gender Patient Gender

 Female 9 (75)  Female 4 (33.3)

 Male 3 (25)  Male 8 (66.7)

Employment Employment

 Full or part time 3 (25)  Full or part time 1 (8.3)

 Retired 7 (58.3)  Retired 6 (50)

 Retired/Disabled 2 (16.7)  Retired/Disabled 4 (33.3)

Education  Missing (did not answer) 1 (8.3)

 High School 1 (8.3) Education

 Technical/Some college 7 (58.3)  High School or lower 5 (41.7)

 College or more 4 (33.3)  Technical/Some college 6 (50)

Race  College or more 1 (8.3)

 Caucasian 8 (66.7) Race

 African American 4 (33.3)  Caucasian 6 (50)

Relationship  African American 5 (41.7)

 Spouse 8 (66.7)  Other 1 (8.3)

 Adult child 1 (8.3) EF

 Mother 1 (8.3)  < 40 % 9 (75)

 Other 2 (16.7)  ≤ 40 % 3 (25)
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Table 3

Themes and Sample Quotes from Intervention Nurses and Caregivers.

Themes Nurses' sample quotes Caregivers' sample quotes

1. Use of coaching strategies
in delivering the program
was valuable to caregivers.
The teach-back method
determined if caregivers had
learned or needed
reinforcement.

“Develop trust” and nurse reinforcing reading food
labels, monitor daily weight…”
“The teach-back method was valuable because it
helps validate whether the caregivers understand the
content.”

Caregivers reiterated:
“It is important to keep on top of symptoms, to make
and keep doctor appointments.”
“I know it is important now to weigh him [patient]
every day and write it down.”

2. The program provided
caregivers with specific
information.
Caregivers were able to
monitor the patient weight,
blood pressure, medication,
reportable HF symptoms and
their own moods.

“Caregivers started doing blood pressure measures
and monitoring daily weight.” “Caregivers now
read food labels for sodium.”
“Caregivers comfortable calling doctors and
reporting HF symptoms for the patient.”
“The advance directive discussion was an eye
opener to caregivers.”

“The diary checklist prompts me to pay more
attention to symptoms and needs of the patient.”
“I take care of myself. I purposely take time for
myself,”
“I will talk about an advance directive with the
doctor….”

3. Program content and
materials were helpful to
caregivers.

“They (caregivers) used the guide book as a
reference when they needed more information and
shared it with friends and family members.”
“Preparing for emergencies was good;” “identifying
roles was helpful, especially the roles of the
dietitian and social worker.”

“… The book is our reference. “We have looked
several things up, like the AHA diet and caregiver
websites.”
“Knowing different options and organizations was
helpful.”
“I know what I'd do in case of emergency…”

4. The coaching program
was easily delivered via
telephone.
Caregivers were comfortable
and satisfied with the
telephone coaching method.

“A caregiver told me that having a one-on-one talk
with someone who knows [you] by name made a
difference.”
“Training protocol was helpful, well organized and
easy to follow.”

“I feel sad we have to stop our weekly talks.”
“I have my questions answered this week, and I am
looking forward to your call next week.”

5. The coaching program
could be translated into
clinical practice.

“It would be feasible and advantageous to use this
coaching technique in clinical practice, but time
constraints and cost may pose a challenge.”

This theme was not found in caregivers' telephone
interview.
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