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Abstract

Objective—First, to describe communication of home hospice nurse visits to cancer patient-

caregiver dyads. Second, to assess change in communication related to domains of care over the 

course of visits.

Methods—Multi-site prospective observational longitudinal study of audio-recorded home 

hospice visits (N = 537 visits; 101 patient-caregiver dyads; 58 nurses). Communication was coded 

using the Roter Interaction Analysis System to describe content and process. Conversation 

representing three care domains (physical, psychosocial/daily life, and emotional) was calculated 

from RIAS categories across speakers and analyzed to assess change in communication over time.

Results—On average, nurses spoke 54% of total utterances, caregivers 29%, and patients 17%. 

For all participants, the predominant conversational focus was on physical care. Linear mixed 

effects models indicated that combined participant emotional talk showed a small systematic 

decrease over time; however, the results for all domains indicated variability unexplained by time 

or speaker effects.

Conclusions—Home hospice conversations are predominantly focused on physical care. 

Systematic change in communication versus responsiveness to the dynamic effects of patient death 

and family response over time are discussed.

Practice Implications—Communication strategies already in use by hospice nurses could be 

leveraged and expanded upon to better facilitate family competence and confidence.
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1. Introduction

Current trends in healthcare include the increased use of home-based services and a growing 

focus on family-centered care. Many advanced cancer patients and their families are turning 

to home hospice services, in which the family is considered the unit of care [1]. While 

hospice enrollment has been associated with “good death”, end of life is inherently stressful 

[2]. Advanced cancer hospice patients often face a more rapid decline than other hospice 

patients [3], and caregivers face increased care demands as well as physical and emotional 

stress as the patient death approaches [4]. Effective communication is critical to meeting 

patient and caregiver needs [5], and has been linked to improved caregiver physical and 

emotional wellbeing [6], and reduced caregiver burden [7]. Communication is said to be at 

the core of the hospice “family cancer experience” [8], yet it is often noted as a significant 

challenge by both hospice clinicians and families [9].

Cancer communication beyond the patient-oncologist dyad has been infrequently studied 

despite the impact of advanced cancer on multiple stakeholders, including caregivers and the 

involvement of other health care professionals [10] [11]. The study of end-of-life 

communication in the home for cancer patients and their families has been relatively 

unexplored. Hospice cancer communication provides a critical lens for study because of the 

identified need to: (1) focus on multiple stakeholders; (2) examine care in the home; and (3) 

to address nurse-caregiver-patient interactions that are often intimate, and can rapidly shift 

from discussions of physical care to emotional concerns that occur along-side with family 

and daily life events.

To examine the unique nature of communication in home hospice cancer care and 

potentially identify areas for improved communication, we conducted a multi-site 

observational longitudinal study. Multiple stakeholders participated: the patient, who 

gradually relinquishes autonomy as death approaches [12]; the family caregiver, who 

provides increasingly complex care while managing their own stress and impending loss 

[12]; and the hospice nurse, who oversees and coordinates patient and caregiver 

interdisciplinary care [13]. As necessitated by the relatively short periods of hospice care in 

the U.S. for cancer patients (i.e. average days spent in hospice care within the last six 

months of life; 23.3 days, range 12.3 – 36 representing all 50 states) [14], relationships 

among patient-caregiver dyads and their hospice nurses develop quickly and intensely.[15] 

As patients decline, caregivers assume more tasks for which they are often unprepared while 

simultaneously managing feelings of loss and grief [16] [6]. The hospice nurse has the 

opportunity to both support as well as educate patients and caregivers as death approaches, 

requiring strong communication skills across domains of care[12].

With patient decline at end of life, we were curious if nurse-family communication would 

show a predictable pattern of relative focus of conversation related to specific care domains. 

Derived and adapted from the National Consensus Project for Quality Palliative Care[17], 

and situated within the concepts of patient centered communication[5], we focused on three 

key domains of hospice care that could be captured by a comprehensive quantitative coding 

scheme: physical, psychosocial/daily life and emotional. First, because end of life requires 

complex symptom management, particularly pain for cancer patients, we focused on 
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communication related to physical care [18] [19, 20]. As opposed to a clinic appointment 

where the setting is institutional, designed to serve multiple patients in the care process at 

once, the family home is highly personal, not set up to address complex physical and end-of-

life care needs. Typically, family members and others in the social network congregate in the 

home during the patient’s final days all of which are typically coordinated by the primary 

caregiver. These unique factors necessitated by home hospice, led us to focus on 

communication related to the second care domain of psychosocial and daily life. Finally, end 

of life is inherently an emotional time when patients and family members experience and 

express a range of emotions from grief, uncertainty, loss and fear to emotions that are more 

positive such as peace, deep connection and a sense of meaning [21–23].

We speculated that the early nurse visits would represent a relatively strong focus on 

physical care ensuring that the patient and family caregiver felt secure in managing patient 

symptoms. At this initial stage of the care relationship, it is important for nurses to establish 

their credibility and competency in keeping the patient comfortable and minimizing cancer 

related pain. After initial stabilization of symptoms and increased interpersonal comfort 

among nurses and family members, we speculated that there would be a relative increase in 

discussion of psychosocial (e.g., A lot of his family want to visit) and daily life topics (e.g., 

He sits in the yard while I garden) in visits. In the final days of a patient’s life, we expected 

the discussion on psychosocial and daily life to dissipate replaced by a relative focus on 

family caregivers’ emotions and an intense discussion of physical care while the nurse is 

responding to patient symptoms and helping the family face the imminent death.

Our approach of including several stakeholders allowed us to systematically capture and 

explore home hospice interactions and how conversations vary over time. There were two 

primary objectives for this new area of research, one descriptive and one predictive. The first 

objective was to describe communication content and processes of hospice nurse home visits 

at a detailed level using Roter Interactional Analysis System (RIAS) [24]. For the second 

objective, we predicted that, on average, the relative level of talk by both nurses and patient-

caregiver dyads devoted to the three care domains (physical, psychosocial/daily life and 

emotional) would change over the course of home visits.

2. Methods

We used a multi-site prospective observational longitudinal design as part of larger parent 

project. All procedures were approved by the University of Utah Institutional Review Board 

and home hospice agencies.

2.1 Participants

Nurse participants were recruited from nurses employed in participating hospice agencies. 

Study staff met with nurses during regularly scheduled staff meetings without administration 

present. Caregiver-patient dyads were recruited through participating nurse caseloads. From 

the larger parent project sample, we selected all spouse/partner caregivers of individuals with 

a cancer diagnosis admitted to home hospice. Spouse/partner caregiver inclusion criteria 

were 45 or more years of age, English-speaking, and cognitively able to participate. 

Enrollment began August 2011 and was completed December 2014, and data collection was 
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completed in March of 2016. Participants were enrolled from 10 hospices in two 

geographically diverse areas in the U.S.: eight hospices in the Intermountain West, and two 

in the Northeast.

2.2 Procedures and Data Sources

Upon study enrollment, consented dyads and nurses completed self-report measures. Nurses 

were asked to audio-record all home hospice visits with participating dyads, provided digital 

recorders, trained in their use. Recordings for each visit began with nurses identifying 

themselves, the patient, and stating the date before entering the home. Nurses reminded 

those present that the visit was being recorded and that the recorder could be turned off at 

any time. Recorders were collected by study staff at interdisciplinary team meetings and 

then data were uploaded to a secure server. Nurses received reminder calls or texts when 

they had scheduled visits with consented families to ensure they remembered to record. 

Rates of individual nurse recordings of visits were monitored monthly. Study staff spoke 

individually with nurse participants with low recording rates to strategize solutions.

2.3 Variables

Self-report demographic data was collected from nurses and caregivers. After study 

completion, nurses and caregivers rated their comfort with recording and the degree it 

affected the interaction (caregiver) or their work (nurse). Caregiver-patient dyad case 

characteristics (date of death) were abstracted from hospice records by trained staff.

We selected up to 10 audio recordings of visits per caregiver-patient dyad to code for 

communication (range: 1–91). We analyzed complete data for those with 10 or fewer 

recordings. For those with more than 10 recorded visits (24 dyads), we randomly chose 

recordings within quartiles of hospice enrollment to ensure representation of the full hospice 

trajectory.

Home visit conversations were coded using RIAS [24] to capture both the content and 

process of hospice nurse–caregiver/patient conversation. Trained coders identified each 

individual utterance for physical care information and questions (predominantly related to 

patient symptom management), lifestyle and/or psychosocial information and questions, 

positive emotion, emotional responses, caregiver and patient distress, and a nurse category 

we labeled as teach, activate and partner. This last nurse category consisted of the following 

RIAS codes: shows approval; shows agreement or understanding; partnership; gives 

orientation, instruction; paraphrases/checks for understanding; asks opinion; and asks 

permission. This combined category of teach, activate and partner was created because a key 

goal of home hospice is for nurses to assess, teach, activate and support family caregivers in 

managing care on their own. Other statements, such as criticisms/disagreements were coded 

but excluded from analyses due to low frequency. Weekly coder meetings were held to 

resolve discrepancies and ensure adherence to coding categories. Example statements can be 

found in Table 1. A random sample of 10% of audio-recordings were double coded for inter-

rater reliability and drift throughout the coding process and Cohen’s Kappa scores were 

good at 0.68 [25].
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2.4 Analysis

Demographic data, the impact of audio-recordings, and RIAS variables were assessed using 

descriptive statistics. For the analyses related to change over time, we combined RIAS 

categories into three broad care domains: physical, psychosocial/daily life, and emotional. 

Conversation representing the three care domains was calculated from RIAS categories 

across speakers: physical care (physical information and questions and nurse teach, activate 

and partner), psychosocial and daily life (psychosocial and lifestyle information provision 

and questions), and emotional talk (positive emotion, emotional response, caregiver and 

patient distress). We used linear mixed effects regression models to capture and statistically 

control for the unique effects that caregiver-patient dyad and nurse (random effects) have on 

communication, as well as the overall time trend across hospice visits (fixed effect). The 

random effects of dyad and nurse were “cross-classified” rather than hierarchical because 

they may vary autonomously (i.e. a dyad may have more than one nurse). As the outcome, 

we used a ratio of RIAS utterances by speaker in a specific care domain in one visit in 

relation to all talk in a particular visit. Change over time was operationalized as the beta 

weight of the fixed effect of time (amount of change in communication from visit to visit).

3. Results

3.1 Demographics

Our final sample consisted of 101 caregiver-patient spouse dyads and 58 nurse participants. 

Demographic participant data are presented in Table 2. Caregivers were predominantly 

female (60%) and patients were predominantly male (60%) and had been in a relationship 

with each other for 34.9 years on average. On average, patients were 67.4 and caregivers 

were 65.7 years old. Approximately 56% of caregivers were not working and 63.4% self-

reported very good to excellent health. Nurses were mostly female (87.9%) with a mean age 

of 42.1 years. Most nurses had an Associate Degree (65.5%) and had been practicing in 

hospice for 4.5 years on average.

3.2 Visit and Recording Data

Families were enrolled in hospice an average of 82.6 days (54 median, SD=75.9). Our 

reported length of stay is longer than the U.S. national average [26] [14], as patients who 

died before they were able to have a recorded visit were excluded. Recording most 

frequently began at the median (6th) visit after enrollment. Analysis of systematic 

missingness of recordings (recordings not obtained by the nurse during a scheduled hospice 

visit) showed a steady rate of recording at approximately 60% until the last week of life; 

during this last week of life the number of recordings stayed constant, while the number of 

visits increased (recording rate 45%). Based on study staff notes, missed recordings occurred 

for a variety of reasons, including the nurse forgetting or not having a recorder, or because 

visits were made by non-participating on-call nurses.

Our sample consisted of 537-recorded visits. The average number of recorded visits for each 

caregiver-patient dyad was 5.32 (SD=3.53). Recorded visit length averaged 40.2 minutes 

(Median=38, SD=20.69, R = 4.75 – 113.83). There were no changes in the average length of 

visits over time. Caregivers reported that they were comfortable being recorded (median=5; 
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5 point scale with higher numbers indicating greater comfort) and recording did not affect 

their interactions with the nurse (median =1; 5 point scale with lower numbers indicating no 

impact on interaction). Similarly, nurses indicated that they were comfortable recording the 

visit (median=6; 7 point scale with higher numbers indicating greater comfort) and that it 

did not influence their workflow (median=2; 7 point scale with lower numbers indicating 

lesser impact).

3.3 Communication Data Descriptive Analysis

The last row of Table 1 shows that, on average, nurses spoke 54% of the total utterances per 

visit (M = 311; SD = 161). Caregivers spoke 29% of utterances (M = 165; SD=139), and 

patients spoke 17% (M = 99; SD = 96). As shown in Table 1, detailed coding results 

indicated that providing physical care information was the most frequent communication 

behavior for nurses (37% of total utterances; M = 116.39; SD = 82.01), caregivers (45%; M 

= 74.58; SD = 67.52), and patients (48%; M = 47.71; SD = 49.70). For nurses, frequently 

coded communication types were physical care questions (13%; M = 39.01; SD = 23.49), 

lifestyle/psychosocial information (8%; M = 25.50; SD = 26.05), and positive emotion (7%; 

M = 22.13; SD = 15.10). Nurse teach, activate and partner statements (6%; M = 18.30; SD = 

15.64) were largely related to engaging caregivers in physical care issues. For caregivers, the 

next most common types of communication were lifestyle/psychosocial information (23%; 

M = 37.65; SD = 55.58), physical care questions (6%; M = 10.36; SD = 12.0), and positive 

emotion (5%; M = 8.82; SD = 9.71). Patients’ communication types were lifestyle/

psychosocial information (15%; M = 14.86; SD = 24.12), followed by positive emotion (6%; 

M = 5.87; SD = 8.12), physical care questions (5%; M = 5.38; SD = 6.82), and distress (4%; 

M = 4.44; SD = 9.14).

To assess whether domains of conversational focus changed over the course of hospice, we 

conducted linear mixed effects regression (Table 3). Results indicate that emotional talk 

significantly decreased over time (B= −.57, SE=.23, t = −2.84), whereas there was no 

significant linear change over time in physical care or psychosocial/daily life talk. However, 

the results for all domains indicated variability unexplained by time, nurse or dyad effects. 

Residual variance accounted for 74.7% of total random effect variances for lifestyle/

psychosocial talk, 75.6% of emotional, and 63% of physical talk.

4. Discussion and Conclusion

4.1 Discussion

The present study examined conversations during home hospice cancer care among patients, 

caregivers, and nurses, identifying potential areas for future communication skills training. 

With a growing number of terminal cancer patients wanting to spend their final days at 

home, and the critical nature of communication for patient and caregiver outcomes, it is 

essential to better understand current practice. In addition, nursing support and relationships 

during critical events across care domains are likely to be remembered by the caregiver and 

family for years, and woven into the story as part of how caregivers relay the death of the 

patient to others in the future[12].
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Home hospice family caregivers manage care on a 24/7 basis supported by the hospice team, 

primarily by their nurse. Our data indicate that visits, on average, last only 40 minutes; thus, 

it is important to engage caregivers in the care process so that they can be empowered to 

make decisions in the nurse’s absence. As expected, our findings show that nurses speak the 

most in home hospice conversations and that patient symptom management was the primary 

conversational focus for nurses, patients, and caregivers. Patient and caregiver concerns 

about the patient’s physical comfort and nurse prioritization of symptom management is 

consistent with other research [27].

We found that about 6% of nurse talk was focused on teaching, activating and partnering. 

Although the nature of this category between nurses and families varied, our qualitative 

work on a smaller subset of this same data suggests nurse efforts toward teaching, activating 

and working together tend toward guiding caregivers through experiences as if they were a 

spectator (“Let me reposition her.”) rather than including caregivers as active members of 

the health care team teaching tasks and skills as others have reported [28] [29]. Other 

evidence suggests that hospice caregivers ask for increased involvement and teaching, 

suggesting that more can be done to help hospice nurses feel comfortable when teaching 

caregivers [30].

Nurses also build relationships with patients and caregivers on a personal level, balancing 

their professional relationship with being a guest in the home [31]. The rich conversations 

collected in our study consist of more every-day talk and discussions of lifestyle and 

psychosocial issues than other outpatient or inpatient oncology consultations [32]. This 

includes what is sometimes labeled as social chit-chat, which in a clinical setting is 

considered moderately important for relationship building, but is typically kept at a 

minimum to save time; whereas, in the home setting this talk pertained to activities of daily 

living. We found nurses, caregivers and –patients frequently discussed topics such as 

gardening, special foods or recipes, family memories, and holidays, weaving this 

conversation within physical assessment. The home provides a unique canvas in which the 

nurse has many cues to evaluate physical and psychosocial needs. Furthermore, the 

seemingly small events of daily life can become topics of shared conversation, and when 

shared have been linked to wellbeing and meaning making which may take on increased 

importance at end of life [33].

A fair amount of nurse, patient, and caregiver visit talk pertained to emotion—around 10% 

of all talk. This is in contrast to findings of a systematic review of office based video/

audiotaped physician-patient discussions across 10 years that reported emotional issues are 

addressed rarely or not at all and emphasized the need for improved communication skills to 

address emotion and sensitive topics [34]. Although expressions of anxiety and sadness were 

expected, we also found comparable levels of positive emotional talk, including expressions 

of gratitude, love, humor, and joy. Emphasis in communication interventions has largely 

focused on teaching clinicians to identify distress and respond with empathy [35], with little 

to no research on clinician enhancement of patient and caregiver expressions of positive 

affect. This is somewhat surprising given that a growing body of research demonstrates the 

association of positive emotional expression with health, enhanced coping and meaning 

making [36]. Some research suggests that clinician-caregiver positive communication may 
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be particularly beneficial to caregivers as they enter bereavement [37]. The facilitation of 

meaningful and beneficial communication of positive emotions is virtually an untapped 

domain in existing patient-provider communication research, providing a fruitful area for 

future interventions.

There has been an increasing call for palliative care researchers to examine the effects of the 

disease trajectory on communication and caregiver wellbeing [38]. In our study, 

communication related to emotional care showed a small systematic decrease over time. It is 

unclear if this decrease is clinically significant. Perhaps a more compelling finding is the 

high variability in the communication domains across visits. Rather than a systematic pattern 

of communication, the high variability in discussion may suggests the relative focus of 

hospice visit conversations represents an event-based pattern. The communication “demand” 

at a specific visit may be related to the complexity and dynamic nature of the cancer patient 

status at end of life which varies and is dramatically impacted by multiple factors (e.g., type 

of cancer, symptom experience, caregiver responsiveness, timing of nurse visit) [39] [40]. 

This variability seems to override any predictable formation of nurse-family communication 

patterns. It is well documented that in the U.S., cancer patients are in hospice for a short 

period of time[14], perhaps not allowing nurses and families sufficient time to develop a 

rhythm or pattern in their interactions. For example, when symptoms are well controlled and 

the patient is comfortable, the nurse and caregiver may make room for other conversation 

foci [29], or the nurse may simply shorten the visit time to balance the demands of her/his 

caseload. Another potential explanation for the high variability in communication across 

visits is that we were unable to get into the home during the nurses’ early visits; thus, it is 

possible that we missed visits where the patient was more stable and a time when more 

systematic communication patterns may be evident. Further research and a better 

understanding of the patterns of communication relative to patient decline and caregiver 

needs is warrented.

4.1.1 Limitations and Directions for Future Research—Although the present study 

provides comprehensive insight into what occurs during home hospice visits for cancer 

patients and their caregivers, there are limitations that provide opportunities for future 

research. First, our focus on the hospice nurse-caregiver–patient communication excludes 

other members of the hospice team (e.g., social workers, chaplains). Although other team 

members visit less frequently than nurses, their conversations may reflect a different 

emphasis (e.g., emotional expression; discussion of psychosocial issues). While there has 

been some research on hospice interdisciplinary team meetings [41], virtually no research 

has examined hospice team care within the home. Given that in other care contexts, effective 

communication by health care teams has been found to reduce health care costs, increase 

satisfaction and improve health outcomes [42] [43]; hospice team research is ripe for 

investigation. Second, there is unavoidable selection bias in our sample with nurses 

occasionally acting as gatekeepers in terms of whom or when they recorded, and 

participating dyads may are biased towards those who were willing to share their intimate 

moments during hospice care. Forty percent of eligible visits were not recorded despite 

reminders. Our research approach to recording is unique compared to clinic visits where a 

research staff person places and collects a recorder from a clinic room. Hospice nurses were 
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responsible for their own recording in the home. Nurses typically drive to multiple homes in 

a single day, only return to the agency once or twice a week thus, they reported difficulty 

remembering to record given their busy caseloads. Additionally, some likely chose to not 

record for other reasons. Nonetheless, we were able to capture a large range of dialogue 

content and processes. Finally, application of a quantitative coding system limited some 

contextual richness that could be captured from a qualitative approach. Because of the 

relative lack of specific home hospice communication research, we chose to start with a 

large-scale descriptive examination of communication content and processes. Our unique 

data are archived for further exploration through qualitative methods.

4.2 Conclusion

This research addresses the call from leaders in the field for more ambitious studies to 

capture the contextual, dynamic, longitudinal and complex nature of cancer communication 

[5] [44]. We found hospice visit conversations to be generally biopsychosocial in nature, 

maintaining a relatively stable focus for the domains of physical and psychosocial/daily life 

care and a significant but small decrease in emotional expression over time, although there 

was a great deal of unsystematic variability by dyads and nurses. Further work is needed to 

assess communication precision in terms of eliciting, identifying, and responding to patient 

and caregiver needs especially as these may vary over time and in response to end-of-life 

events. Although our data does not address the effectiveness of communication in meeting 

patient and caregiver needs, significant evidence suggests that patients and caregivers report 

multiple unmet needs [45], and experience distress due to poor communication [46]. 

Furthermore, clinicians often fail to recognize the critical role of caregivers, and do not fully 

address their concerns about how to provide patient care, nor do they encourage caregiver 

self-care [47] [48] [49].

Practice Implications—Our findings establish a foundation for future research on 

caregiver-patient engagement and partnerships as well as provider education on effective 

communication in home hospice care, and possibly other palliative care venues. While there 

are a growing number of communication skills training programs for physicians, including 

oncologists and palliative care physicians who provide in-patient or clinic based ambulatory 

care (e.g., Oncotalk®) [50], there has been substantially less effort directed towards 

developing programs for nurses and other clinicians who practice in the home setting. This 

is a vital need due to the known difficulty clinicians face in facilitating caregiver competence 

and confidence in the management of complex symptom management, a 24/7 job without 

previous education or preparation. Our study identifies communication strategies already in 

use, such as teach, activate, and partner and expression of positive statements that could be 

leveraged and expanded by hospice nurses and other team members to facilitate optimal 

communication processes and outcomes in home hospice cancer care delivery.
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Highlights

• Advanced cancer patients and their families are increasing use of home 

hospice care

• Longitudinal audio-taping of home hospice visits is feasible

• Home hospice conversations predominantly address patient physical care and 

comfort

• Emotional communication decreases over time

• Hospice nurses could use positive emotion to improve communication 

effectiveness
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Table 2

Participant Characteristics

Patient
N=101

Caregiver
N=101

Nurse
N=58

n (%) n (%) n (%)

Gender

Male 60 (60.0) 40 (40.0) 5 (8.6)

Female 40 (40.0) 60 (60.0) 51(87.9)

Missing 2 (3.5)

Ethnicity

Hispanic 1 (10) 7 (7.0) 2 (3.7)

Non-Hispanic 89 (91.8) 92 (92.0) 50 (92.9)

Race

Asian 2 (2.0) 0 (0) 2 (3.5)

Black/African American 2 (2.0) 1 (10) 4 (7.0)

  White 87(87.0) 98 (98.0) 52(91.2)

Other 10 (9.0) 2 (1.0) 4 (7.0)

Nursing Education

Diploma – – 1 (1.7)

Associate – – 38 (65.5)

Bachelors – – 15 (25.9)

Masters – – 2 (3.4)

Missing – – 2 (3.4)

Education

High school graduate – 21 (21.0) –

Some college – 37(37.0) –

Bachelor’s degree – 19 (19.0) –

Some graduate education – 5 (5.0) –

Graduate degree – 18 (18.0) –

Annual Household Income

Less than $10,000 – 2 (2.0) –

$10,000–24,999 – 12 (12.0) –

$25,000–39,999 – 15 (15.0) –

$40,000–59,999 – 14 (14.0) –

$50,000–74,999 – 27 (27.0) –

$75,000 or more – 25 (25.0) –

Declined to answer – 5 (5.0) –
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Patient
N=101

Caregiver
N=101

Nurse
N=58

n (%) n (%) n (%)

Employment

Not working – 57 (56.4) –

Part-time – 11 (10.9) –

Full time – 33 (32.7) –

Self-reported Health

Excellent – 15 (14.9) –

Very good – 49 (48.5) –

Average – 30 (29.7) –

Poor – 6 (5.9) –

Very Poor – 1 (1.0) –

Primary Insurance

Private – 32 (30.8) –

Medicaid – 5 (4.8) –

Medicare – 57 (54.8) –

Self-Pay – 1 (10) –

Other (e.g., TriCare) – 4 (3.8) –

M (SD) Range M (SD) Range M (SD)Range

Age 67.4 (10.8) 45–91 65.7(10.2) 45–89 42.1 (14.6) 23–69

Length of Relationship 34.9 (17.9) 2–68

Days on Hospice 82.6 (75.9) Median = 54 8–413

Years Hospice Experience 4.5 (4.9) Range: 1
month-21 years
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Table 3

Linear Mixed Effects Regression on Care Domain Communication Variables

Care Domain Effect Size
(Standard Error)

Variance
(Standard Deviation) ICC t

Physical 0.16

Time 0.14
(0.88)

Patient-Caregiver Dyad 5978.0
(77.32) 0.178

Nurse 6463.0
(80.93) 0.163

Residual 21,195.0
(145.59)

Psychosocial /Daily Life −1.80

Time −0.85
(0.47)

Patient- Caregiver Dyad 789.3
(28.09) 0.086

Nurse 1526.4
(39.07) 0.184

Residual 6829.4
(82.64)

Emotional −2.84*

Time − 0.57
(0.23)

Patient- Caregiver Dyad 263.7
(16.24) 0.086

Nurse 239.9
(15.49) 0.103

Residual 1559.1
(39.49)
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