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Abstract

Background: Research suggests that caregiver preparedness is essential to minimizing the negative impacts of
caregiving. Not being prepared is associated with fear, anxiety, stress, and feelings of insufficiency/uncertainty
specific to the caregiver role.
Objective: To determine what resources are required to ensure adequate education, training, and mentorship for
caregivers of Canadians experiencing a life-limiting illness.
Design: Informed by the Ispos Reid survey, the methods for this article involved a rapid literature review that
addressed caregiver experiences, needs and issues as they related to health, quality of life, and well-being.
Results: Given the burden of care, caregiver education, training, and mentorship are suggested to be best met
through the palliative navigator model, wherein the patient–caregiver dyad is recognized as an integrated unit of
care.
Conclusions: The palliative navigator approach is a key role in the education, training, and mentorship of
caregivers.
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Introduction

Caregivers of Canadians experiencing a life-limiting
illness have been recognized as the backbone of our

healthcare system, saving millions of healthcare dollars.
Although many caregivers are happy to care and receive
many rewards from providing care, others feel that they have
very little, if any, voice in taking on the caregiving role.

Research suggests that caregiver preparedness is essential to
minimizing the negative impacts of caregiving. Not being
prepared is associated with fear, anxiety, stress, and feelings of
insufficiency and uncertainty specific to the caregiver role.1–6

Given this, Canadian society has to ensure that palliative
and end-of-life (EOL) caregivers receive the support they
need through adequate caregiving education, training, men-
torship, and support services. These supports need to be tai-
lored to the caregiver’s circumstances to adequately ensure
they can provide care throughout the required period of time
and do so feeling confident and effective.

As informed by the Ispos Reid survey introduced earlier in
this collection, this article sets out to determine the resources
required to ensure adequate education, training, and men-
torship for caregivers of Canadians experiencing a life-

limiting illness. As outlined, the methods for this article in-
volved a rapid literature review that addressed caregiver
experiences, needs and issues as they related to health,
quality of life, and well-being. In combination, these methods
produced the results and findings specific to education,
training, and mentorship. The article begins with a short
contextual introduction to the issue, followed by the pre-
sentation of the results and implications thereof, which out-
line the resources required for a suitable education, training,
and mentorship of caregivers of Canadians experiencing a
life-limiting illness. Finally, conclusions are stated.

Ipsos report findings

Polled Canadians feel that confidence in palliative/EOL
caregiving is moderate and Canadians prefer to be trained by
those in the health system by hospital healthcare providers,
such as physicians and nurses.7 The following are findings
from the report provided by Ipsos from a survey conducted
during the summer of 2016 for the Palliative Care Matters
initiative:

� Almost one-quarter (24%) of Canadians have been
(20%) or are currently (4%) caregiving for someone
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important to them who was or is dealing with a life-
threatening illness, and among this subgroup, 77% are
confident in providing the necessary care.

� If Canadians were caring for a close friend or family
member who was dealing with a life-threatening ill-
ness, priority information needs involve who to call in
an emergency (73%), how to use machines (72%), what
to do when a patient dies at home (72%), how to give
medication (71%), and information about dedicated
care providers (70%). Canadians would also seek in-
formation about options for financial support (68%),
the patient’s diet (67%), and what supplies are needed
(64%), among other topics.

� Canadians feel that hospitals or healthcare facilities in
which the palliative care is being provided (46%)
should be responsible for providing information and
training for caregivers. Just more than 3-in-10 Cana-
dians place such responsibility on family doctors (32%)
and nurses (31%), followed by provincial (29%) and
federal (21%) governments.

� A strong majority of Canadians agree that all 15 ele-
ments of a potential palliative home care program
should be included. The strongest agreement is found
for having 24/7 access to a nurse (91%), daily assis-
tance with caregiving (91%), access to equipment as
needed (91%), panic alerts/buttons for patients when
left alone (91%), education and information for care-
givers (91%), someone in the system to coordinate care
(91%), and a single access point (i.e., one number to
call) for help (90%). The lowest agreement expressed
(although still strong at 80%) is found for renovation
funding (i.e., bathroom bars, ramps, and vehicles).

Furthermore, there are a wide range of education, training,
and mentorship resources offered by a range of stakeholders,
which complement the ‘‘on the job’’ training provided by
palliative care and primary care resources that may be
available to palliative/EOL caregivers. These include the
Canadian Virtual Hospice, which offers various on-line re-
sources, from videos to webcasts; the Canadian Hospice
Palliative Care Association, which offers a range of resources
on Family Caregiving for People at the End of Life; the Fa-
mily Caregivers Network Society offers support to those
living in British Columbia, although their on-line resources
are accessible to all; the Care to Know Centre, which mod-
erates discussion forums on a range of caregiver and disease-
specific topics; Glaxo Smith Kline offers its Living Lessons
Campaign; and others such as the Alzheimer Society of
Canada, The Victorian Order of Nurses, and Carers Canada.

Results and Findings

The results of the rapid literature review, together with the
knowledge gleaned from a 20-year research career addres-
sing caregiver experiences, suggest three interlinking
themes: caregiver burden, caregiver education, and the role
of the palliative navigator.

The burden of care

Statistic Canada’s 2007 General Social Survey Cycle 21
suggests that the majority of palliative/EOL caregivers are

female, married, employed, and living in a Census Me-
tropolitan Area, which is defined as a population of at least
100,000 with half of those people living in the core area.5

When compared with short- or long-term caregivers of
people with a chronic condition or long-term illness (less than
two years or more than two years), palliative/EOL caregivers
were found to assess their own health status as significantly
lower; specifically, they rated themselves more often as
having ‘‘fair or poor’’ levels of the health. They were also
more likely to be negatively impacted by the often additional
role of caregiving. They experienced a higher proportion of
negative impacts on their social and activity patterns and
incurred greater financial costs. Being a palliative/EOL
caregiver also had a negative impact on their ability to work.

This suggests that palliative/EOL caregiving is the most
intense type of caregiving, potentially causing the greatest
caregiver burden.5 Palliative/EOL caregivers also experience
complex transitions in their roles and relationships, envi-
ronment and physical, and mental health while they are
providing palliative/EOL care. This has been found to de-
crease their quality of life.8

Educating caregivers

One of the primary challenges to educating family care-
givers is that they often do not see themselves as legitimate
recipients of supportive services. Assessing their require-
ments for support, while important, needs to be done in the
context of also focusing on what the person they are caring
for requires.9,10

Although this is the case, Canadians want education,
training, and mentorship to be a person-to-person exercise
wherein they are supported or guided, either by being shown
or told, by others who are trained in palliative care. There are
a number of strategies that support the learning process.
Caregivers learn through trial and error, actively seeking
needed information and guidance, applying experienced
knowledge and skills, and reflecting on their current experi-
ences.11–13 Supported learning processes are usually initiated
after a crisis and involve being shown or told by others.11–13

Role of a palliative navigator

The Ipsos finding that responsibility for education lies with
family doctors or nurses suggests a medicalized and expen-
sive approach.5 Similar to the midwifery model, the idea of
a palliative navigator has been suggested by a number of
scholars and practitioners.14,15 The role of the navigator
would be to work side by side with families, providing a
single access point and assisting in care coordination.

Caregivers prefer to have person-to-person learning that is
complemented by secondary or tertiary resources, such as
those available on-line, through telephone, or in hard copy
formats. This provides the opportunity for the palliative
navigator to give effective, individualized training and to be
able to address the demographic variations and affiliations of
any individual caregiver.16 These include differences re-
sulting from geography (i.e., urban vs. rural),17 culture (i.e.,
settler vs. First Nation or New Canadian),18 employment
status (i.e., self-employed, fulltime, and part-time), sex and
gender, religion (i.e., Christian vs. Islam), and socioeconomic
status (i.e., impoverished vs. well-off), among others.19
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Discussion/Implications

Recognizing the importance of the patient–caregiver dyad
as an integrated unit of care is essential to the role of the
palliative navigator, which essentially educates, trains, and
mentors the family caregiver while keeping a pulse on the
patient’s situation.

The patient–caregiver dyad

The findings suggest that healthcare providers and pallia-
tive navigators, irrespective of the setting of care (i.e., hos-
pital, long-term care, or home/community), recognize that
the unit of care is not only the patient but also the patient–
caregiver dyad. Just as the patient needs care, the caregiver
needs training and mentorship in providing quality, tailored
care, which will provide confidence and effectiveness in the
caregiving role. They also need support specifically to help
them deal with the transitions they experience as a caregiver.
The care of the dyad needs to happen simultaneously, where
the caregiver is being trained and mentored as the patient is
being cared for. Supporting caregivers is essential to the care
of the palliative dyad unit and is reflected in the quality of
care provided to the individual who is dying.

When family caregivers and healthcare providers establish
good working relationships, quality of care is enhanced, care
delivery is more efficient, and requests by family caregivers
for inappropriate levels of service are reduced. For caregiv-
ers, that relationship adds to a sense of security that improves
their ability to cope with their situation and helps them better
understand their role in the delivery of care.

The palliative navigator

A number of possible approaches to meeting these needs
have been suggested, including many individual and group
educational and training interventions using different medi-
ums for delivery. Caregivers have a great range of need
and significant variations in their profiles, including gender,
sex, employment status, culture, and geography. Therefore,
caregiver needs would ideally be best met through a palliative
navigator, particularly in smaller rural communities wherein
there may be closer community connections and cohesion.

Similar to a midwife for a pregnant woman who assists in
realizing the safe delivery of new life into the world, a pal-
liative navigator would ensure that the caregiver–patient
dyad have their needs best met at EOL. Such a navigator
would be available for ongoing consultation around a care-
giver’s educational, training, and mentoring needs. Similar to
the midwifery model, where a family is given a binder of
educational and training resources at the beginning of the
midwife–family relationship, a palliative navigator would
do the same, putting in place a foundation of knowledge as a
‘‘go to’’ tool for caregivers. Similarly, regular check-ins and
meetings would nurture a trusting relationship. This rela-
tionship would become more intense at the time of death.
After the death of the patient, bereavement issues would be
addressed with the assistance of the palliative navigator.
Taken one step further, the palliative navigator would also be
a member of, where available, the palliative care team, which
is an interdisciplinary team of practitioners (including social
work and spiritual care) that have shown to be particularly
effective in rural areas.7,20

Education, training, and mentorship

The provision of education, training, and mentorship re-
quires much of the same support and strategies, although they
each represents different aspects of the information and
support required by caregivers.

Education encompasses how to access help such as
healthcare, community supports, transportation, caregiver-
friendly programs in the workplace, living wills, and ad-
vanced care planning21 in addition to general information
about the patient’s disease(s) and what to expect.1,22 In-
formation preferences vary and often depend upon the ability
to comprehend and/or accept the terminal diagnosis.23 Fur-
thermore, disease-specific education needs to take place
throughout the illness trajectory.24–26 Two additional edu-
cational needs identified are financial planning/budgeting and
effective communication, especially as it relates to infor-
mation sharing needed between healthcare providers, care-
giver, and patient.27

Training includes the practical aspects of care, including
personal and physical care, technological tasks, and man-
agement of symptoms, pain, and medication.11–13,21,28–30

Furthermore, it encompasses the psychosocial aspects of
care, including the social, psychological, and spiritual needs
of the patient. Competent training ensures caregivers have
access to healthcare providers, services, and/or equipment
that are coordinated, competent, organized, flexible, ade-
quate, communicative, continuous, and consistent.

Mentorship is central to empowerment and sustainability
in the caregiving role, given that caregivers are ambivalent
about their own needs to be met.7,31–34 At a minimum,
mentorship is needed to address the following critical areas:
navigating the healthcare system; caregiver health and
wellness (including self-care and minimizing social isola-
tion); family dynamics; communication and assertiveness
skills; sharing the care; and bereavement. Caregivers who are
also involved in paid employment may also need to be
mentored in making use of caregiver-friendly workplace
policies, such as flexible work or unpaid leave. As with the
education and training needs already outlined, there is no one
best communication medium or program to ensure this
mentorship, but rather needs to be tailored to each caregiver
and caregiving situation.

Given these dimensions, caregiver education, training, and
mentorship ideally take place in person, by a palliative navi-
gator or, if unavailable, trained individuals associated with
one of a number of existing programs and services available in
geographically proximate community-based organizations,
such as the Family Caregivers Network of British Columbia,
or disease-specific organizations, such as the Canadian Can-
cer Society or the Alzheimer’s Society of Canada. These in-
dividuals ideally are healthcare professionals trained in
palliative care. They should be competent in providing face-
to-face education, training, and mentorship, as well as being
able to direct caregivers to other educational resources such as
on-line platforms, videos, and hard-copy formats.

Conclusions

The Ispos Reid survey results provide a starting point from
which caregiver preferences are revealed. The rapid review
of literature, which is placed in context through real-world
research experience, sets forth a set of findings and results
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specific to the resources required to ensure adequate educa-
tion, training, and mentorship for caregivers of Canadians
experiencing a life-limiting illness. After first introducing the
burden of care, the preferences for caregiver education, and
the importance of the patient–caregiver dyad, the palliative
navigator approach is presented as a key role in the education,
training, and mentorship of caregivers.
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