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Abstract

Background: Home health clinicians report a need for family caregiver assistance during 

the majority of skilled home health care episodes. Since 2018, the Medicare Conditions of 

Participation has required home health agencies to provide training to family caregivers. However, 

little is known regarding current practices of family caregiver assessment and training during home 

health care.

Methods: Qualitative research relying on semi-structured key informant interviews with 

Registered Nurses and Physical Therapists (n=19), hereafter “clinicians”, from four home health 

agencies. Interviews were recorded and transcribed, then analyzed using directed content analysis 

to identify relevant themes and concepts.

Results: Three agencies were not-for-profit and one was for-profit; three were urban and one 

was rural; two operated on a local scale, one on a regional scale, and one on a national scale. 

Key informants had an average of 9.3 years of experience in home health care and an average 

age of 45.0 years. Clinicians described a cyclic process of family caregiver training including four 

major phases: initial assessment, education, reassessment, and adjustment. Initial assessment was 

informal and holistic; education was delivered via demonstration and teach-back; reassessment 

was used to evaluate caregiver progress and inform adjustments to the care plan. Clinicians 

noted that their perceptions regarding the success of family caregiver training efforts influenced 

decisions relating to clinical practice, including the number of visits provided and whether to 

discharge the patient.

Conclusions: Caregiver training is currently integrated into clinician workflows in home health 

care and helps determine visit intensity and discharge timing, but clinicians face a lack of 

structured assessment instruments or training materials. Efforts by policymakers and home health 
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agencies to facilitate clinicians’ training efforts could positively affect the cost and quality of 

Medicare-funded home health care.
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Medicare; Care Partners; Family Caregivers; Caregiving; Home Health Care; Education; Home 
Care Agencies; Home Health Nursing

INTRODUCTION

The Medicare home health benefit provides skilled nursing, therapy, and personal care 

services in the home setting for eligible beneficiaries who are homebound and require 

temporary skilled nursing and rehabilitation. Services are delivered via visits from a 

multidisciplinary team led by a Registered Nurse or Physical Therapist. Among Medicare 

beneficiaries who are hospitalized, nearly 1 in 3 are referred to post-acute home health 

care for services such as wound care, medication management, and rehabilitation therapy.1 

In 2019, 3.3 million older adults accessed Medicare-funded home health, and utilization 

has grown steadily over the past decade.1 Medicare beneficiaries who access home health 

are more socially vulnerable and clinically complex, compared to the overall Medicare 

population.2 As a result of patients’ complex care needs and intermittent staff presence in 

the home, home health providers often rely on patients’ family and unpaid caregivers to help 

enact the plan of care. In 87% of Medicare home health episodes, family caregiver assistance 

is required in addition to care provided by home health agency staff.3

The majority of family caregivers for older adults report feeling unprepared for their 

caregiving role4 and just 1 in 10 receive role-related training.5 An emerging body of research 

suggests that training family caregivers, including offering access to educational materials 

and instruction in caregiving-related skills such as medication management, wound care, 

and symptom monitoring, can reduce caregiver burden, increase caregiver efficacy, and 

positively impact older adults’ health outcomes.4,6-8 During home health, family caregivers 

assist with complicated activities ranging from care coordination to wound care3,9 and 1 

in 3 have an identified need for training in order to successfully provide this assistance.10 

Meeting family caregivers’ training needs during home health may help reduce costs of 

care11 and patients’ risk of hospitalization;12 a particularly salient goal as home health has 

the highest hospitalization rate of any post-acute setting for Medicare beneficiaries.1

The Centers for Medicare and Medicaid Services updated the Home Health Conditions of 

Participation in 2018 to include a requirement that home health agencies provide training 

and education to family caregivers, as needed to implement the plan of care.13 However, 

no accompanying guidance was issued regarding the recommended modality, frequency, 

or content of such training. Indeed, little is known regarding current practices of training 

for family caregivers. A stronger foundational understanding of current practices of family 

caregiver training during home health is necessary to inform potential policy action and 

intervention development that could support home health clinicians’ efforts in this area and 

improve outcomes for older adults in this setting.
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Using semi-structured key informant interviews with clinicians from a diverse set of home 

health agencies, we describe how family caregiver training is currently integrated into 

Medicare-funded home health. We present clinicians’ perspectives on the importance of 

family caregiver training during skilled home health and describe approaches to assessing 

family caregivers’ training needs and providing family caregiver training in this setting. 

Findings identify areas for improvement and potential actions from both policymakers and 

providers to better support these efforts.

METHODS

This is a qualitative study relying on semi-structured, in-depth key informant interviews. 

Interviews were recorded and transcribed, then analyzed using directed content analysis to 

identify relevant themes and concepts.

Research Team

The interdisciplinary interview and analysis team included four members: two health 

services researchers with extensive knowledge of family caregiving for older adults and 

Medicare-funded home health, a geriatrician and health services researcher, and a nurse 

researcher, both of whom have expertise in qualitative research in the home health setting. 

Team members had no prior relationships with any of the key informants. The study protocol 

was approved by the Johns Hopkins Bloomberg School of Public Health Institutional 

Review Board (IRB #12187) and we followed the Consolidated Criteria for Reporting 

Qualitative Research.14

Participants

The study team contacted eight home health agencies for potential inclusion in this research. 

Four agencies agreed to participate, three declined to participate given the additional 

time pressures on their staff as a result of the COVID-19 pandemic, and one did not 

respond. Agencies were purposively selected to obtain variation in geographic region, 

rurality, ownership structure (for-profit vs non-profit), and scale of operations. The study PI 

contacted leadership at each organization to describe study aims and request organizational 

participation and access to members of clinical staff. Each participating agency furnished a 

list of clinicians who might be willing to participate, along with their contact information. 

Clinicians were contacted individually via email to ascertain their willingness to be 

interviewed for our study and to schedule telephone interviews; 23 clinicians were contacted 

and 19 were ultimately interviewed. Each clinician respondent was sent a $50 gift card 

following participation in the study.

Clinician key informants (n=19) included Registered Nurses (RNs) and Physical Therapists 

(PTs). Recruitment focused on RNs and PTs as these clinicians lead the home health team 

and only individuals with these licensures may complete the Outcome and Assessment 

Information Set (OASIS), a standardized patient assessment which, until a 2019 revision, 

was the only national source of data on caregiver training needs during home health.15 

All RNs and PTs employed by the participating agencies who spoke English were eligible 

to participate. Recruitment and data collection continued until theoretical saturation was 

Burgdorf et al. Page 3

J Am Geriatr Soc. Author manuscript; available in PMC 2023 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



reached. Theoretical saturation refers to the point at which collection of additional data 

does not yield new insights related to the research question;16,17 one way to operationalize 

this concept is by monitoring for informational redundancy18—when new data collection 

(interviews) does not introduce new themes (suggest additional codes), but rather supports 

existing themes identified in previous data collection.

Data Collection

Prior studies examining the role of family caregivers during home health suggest the 

importance of structural factors (e.g. agency training resources, staffing), interpersonal 

factors (e.g. communication and trust between caregiver/clinician or caregiver/older adult), 

and individual factors (e.g. caregiver education level, severity of patient care needs) as 

meaningful determinants of caregiver interactions with the care team. 3,9,10,19-26 Based on 

this existing literature and on our study team’s content expertise, we developed a conceptual 

framework (Figure 1) to guide our study. This framework recognizes the importance of these 

three categories—structural, interpersonal, and individual—and posits how they may interact 

to affect family caregiver training during home health. The conceptual framework served as 

a starting point for our semi-structured interview guide (Supplemental Material, section A) 

and helped guide our data analysis by suggesting initial content code domains.

We created a semi-structured interview guide (Supplementary Material, section A) to 

solicit information relating to our primary research questions: 1) Do clinicians view family 

caregiver training as an important component of home health? 2) How do clinicians 

identify family caregiver training needs? 3) If needs are identified, how are they met/how 

is training provided? Using this guide, we conducted semi-structured interviews asking 

primary questions followed by probing questions to solicit greater depth of information 

and/or clarify responses. Interviews were conducted via telephone between August and 

October 2020 and ranged from 30-60 minutes in duration. Interviews were audio-recorded 

and de-identified recordings were transcribed by a HIPAA-compliant transcription service.

Data Analysis

We used directed content analysis to identify themes related to our research questions. In 

directed content analysis, researchers rely on theory to develop an initial coding template, 

then revise this template as analysis progresses to reflect concepts and themes that emerge 

in the data.27,28 Codes are labels assigned to sections of text to formally catalogue key 

concepts while preserving the context in which these concepts emerged.16,27-29 We created 

initial overarching content codes and subcodes informed by our conceptual framework, then 

used a semantic approach to coding by adding codes that emerged from explicit statements 

by participants, but were not anticipated by our conceptual framework.28

The coding template was iteratively adjusted throughout the analysis phase of this research 

through team discussions. Two study team members (JGB, AIA) independently reviewed 

each transcript line-by-line and applied content codes. Differences in coding and proposed 

changes to the coding template were then discussed and adjudicated via team consensus 

during weekly meetings, a process known as investigator triangulation which helps to ensure 

analytic rigor.16,29 Results were organized around overarching codes (e.g. “Assessment” and 
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“Training provision”) and relevant subcodes (e.g. “Assessment: caregiver experience” and 

“Assessment: home environment”), and we present illustrative quotations to better describe 

and capture key informant responses. All analysis was performed in Atlas.ti version 8.4 

(Atlas.ti, Berlin, Germany).

RESULTS:

Of the four participating agencies, three were not-for-profit and one was for-profit; three 

were urban and one was rural; two operated on a local scale, one on a regional scale, and one 

on a national scale. Of the 19 key informants, 11 were RNs and 8 were PTs; 18 were female 

and 1 was male; 17 were white, 1 was black, and 1 declined to share their race/ethnicity. Key 

informants had an average of 9.3 years (range: 1.5 to 23.0) of experience in home health and 

an average age of 45.0 years (range: 28.0 to 63.0). Participating agency and key informant 

characteristics are summarized in Supplemental Material, table B.1.

I. Importance of Family Caregiver Training

Clinicians universally (19 of 19 respondents) endorsed teaching/training family caregivers 

as an integral part of their role, stating “Home care is all about education” (RN, agency A) 
and “[Caregiver training] is always an expectation whether it's five minutes of my visit or 
50 minutes of the visit” (RN, agency B). Clinicians viewed this training as helping to create 

a safer home environment for the patient by better preparing the caregiver: “That caregiver 
is going to be following up, and giving the directions, and giving the assistance when I'm 
not there” (PT, agency B.) Additionally, family caregivers were reported to help inform 

clinicians, providing valuable information about the patient’s current condition, history, and 

home environment: “A lot of our patients have family that have been doing this for 30 years 
and know their meds backwards and forwards….” (RN, agency D).

II. Cycle of Family Caregiver Training

Clinicians’ descriptions of providing family caregiver training revealed a dynamic 

and cyclical process, divided into four major phases: Initial Assessment, Education, 

Reassessment, and Adjustment (Figure 2). During initial assessment, clinicians gathered 

information (via objective and subjective methods) regarding caregivers’ training needs. 

They then provided education to address the most pressing training needs, largely using 

demonstration and teach-back. Reassessment was ongoing throughout the episode as 

clinicians evaluated caregiver progress. In response to progress, or lack thereof, clinicians 

performed adjustment to the care plan, including changes in education, visit frequency, and 

involved disciplines.

1. Initial Assessment—The initial assessment of caregiver training needs was 

described as being informal and holistic (Table 1.1); clinicians reported relying on their 

intuition, honed via experience in home health, and observations of caregiver, patient, the 

dynamic between the two, and the home environment. None of the clinicians interviewed 

reported using a structured assessment tool to guide this process. Caregiver capability 

(physical ability, knowledge) and engagement (willingness to provide assistance, interest 

in receiving training) were evaluated via observation and direct questioning (Table 1.2). 
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Clinicians also ascertained the scope of patients’ needs for caregiver assistance (Table 

1.3) and attempted to understand the patient/caregiver relationship dynamic (Table 1.4). 

Observations of the home environment were reported to yield valuable information at both 

the individual (safety risks requiring caregiver education) and structural level (indicators of 

socio-economic status and available resources) (Table 1.5).

2. Education—Caregiver education often focused on instruction regarding assistance 

with nursing/medical tasks (managing medications, wound care, adhering to specific diet) 

and Activities of Daily Living (transferring and ambulation, bathing, dressing). Clinicians 

described using demonstration to train caregivers: narrating actions and explaining the 

underlying clinical reasoning, then requesting teach-back to ascertain understanding and 

identify areas for clarification (Table 2.1). Clinicians reported tailoring their approach, 

individualizing instruction to better fit the specific patient and caregiver (Table 2.2). 

Clinicians noted a lack of effective, structured educational materials and instead created 

and compiled their own library of training resources, drawing on the internet, external 

educational companies, their own experience, and resources provided by current and 

former employers (Table 2.3). Given time constraints and patients’ significant clinical and 

functional needs, clinicians stressed the importance of prioritizing instruction related to the 

most crucial care needs first, as determined by their clinical judgment, before moving on 

to other topics in later visits (Table 2.4). Specifically, clinicians reported prioritizing the 

care needs they deemed most likely to negatively affect patient safety and/or prompt a 

readmission if left unaddressed.

3. Reassessment—Clinicians reported continuing to monitor caregivers’ comfort-level 

and ability to confidently and competently provide needed assistance throughout the episode 

(Table 3). Relying on the same modes of assessment described in the Initial Assessment 

phase, clinicians evaluated the success of previous training efforts at each subsequent visit to 

the patient’s home.

4. Adjustment—Clinicians adjusted their actions and expectations after reassessing 

caregiver progress. If the caregiver struggled, clinicians described accessing additional 

structural resources; these included scheduling additional visits, incorporating other 

disciplines such as social work, and soliciting advice from the broader home health care 

team (Table 3.2). If prior training seemed effective, clinicians reported educating the 

caregiver on new topics which, while important, were less critical to patient safety and thus 

not prioritized in previous visits (Table 3.3. Finally, if the caregiver appeared unwilling or 

unable to absorb clinician instruction, clinicians stated they would document their efforts to 

protect against potential legal action (Table 3.4) and consider discharging the patient and/or 

recommending a transition to an institutional environment (Table 3.5).

DISCUSSION

During semi-structured key informant interviews, home health clinicians (RNs and PTs) 

affirmed the importance of family caregiver training during home health and described a 

process of clinician-led training for caregivers comprised of initial assessment, followed 

by a cycle of education, reassessment, and adjustment. Clinicians reported relying on their 
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individual experience, for example during informal assessments of caregiver needs and 

while compiling training materials. Clinicians described engaging the broader care team for 

assistance when training appeared unsuccessful, for example calling in social work or a 

more experienced nurse. The perceived success of family caregiver training was reported to 

help determine visit intensity, service mix, and discharge timing.

Findings support the major components of our conceptual framework (interrelating 

individual, interpersonal, and structural factors) and suggest necessary additions. In the 

category of individual factors, participants emphasized not only caregiver capacity but 

also willingness to receive training, which was not included in the original model. 

Communication and support from the broader care team were noted as an important 

component of the education and adjustment phases of training, and should be included 

as meaningful structural factors. Finally, clinicians emphasized that their interactions with 

the caregiver—particularly, their ability to engage with and educate the caregiver—helped 

determine the intensity of care provided, suggesting an extension of this model with home 

health efficiency and outcomes as an additional endpoint.

While there is growing interest in family caregiver education and training across multiple 

care delivery settings,6,30-34 caregiver training is already routinely integrated into home 

health care delivery. This is likely the result of necessity—clinicians are only present 

intermittently and patients are often at high risk for readmission,1 as well as opportunity—

clinicians can directly observe the patient/family’s home environment and may interact with 

the caregiver multiple times across a single episode of care.20,24 The Agency for Healthcare 

Research and Quality (AHRQ) has published a guide to patient and family engagement 

during hospital-to-home care transitions: the IDEAL model.35 While designed to inform 

actions within the hospital, it is notable that home health clinicians described implementing 

many of the recommendations contained in this system, including: providing education 

in plain language which evolves as the patient’s needs progress, assessing understanding 

using teach-back, and identifying and responding to the individual goals, preferences, and 

concerns of the patient and family. While further exploration is needed to identify the 

hallmarks of quality patient and family engagement in the home health setting specifically, 

it is encouraging that home health clinicians have already implemented some of the best 

practices identified by AHRQ, largely without formal guidance.

Although there are areas of strength in current practices of family caregiver training during 

home health, the lack of structured support for these efforts is concerning. Clinicians noted 

that formal educational materials to support their training efforts were often lacking and, as a 

result, they had to compile their own resources by drawing on previous jobs, paying out-of-

pocket for subscriptions to educational services, or relying on publicly-available resources 

including YouTube videos. The lack of formal, standardized materials at the agency-level 

suggests that, despite clinicians’ best efforts, not all family caregivers will receive the same 

quality of instruction. This variability is especially troubling given that clinicians identified 

the success or failure of caregiver training as a determining factor to a number of financially- 

and clinically-relevant outcomes including visit intensity, service mix, and discharge timing 

and destination.
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Clinicians described relying on informal, holistic evaluations of caregivers’ abilities and 

needs. While clinicians’ implicit assessments of the caregiver and home environment are 

immensely valuable, the lack of standardized assessment introduces the potential for bias36 

and for needs to go unnoticed and unaddressed.24,37 A 2019 revision to OASIS (OASIS-D) 

removed an item that queried clinicians about caregiver training needs at the start of care; 

previously the only national source of such information.38 This change eroded the ability 

to systematically monitor data on caregiver needs during home health, yet simultaneously 

created an opportunity to rethink how this information could and should be gathered. CMS 

should consider reinstating this item, with some important revisions: while the previous 

OASIS item consisted of granular information related to skills training at a single point in 

time, information gathered in this study indicates that the most useful tool would incorporate 

caregiver reports of their own support needs, identify social as well as didactic training 

needs, and help the clinician track progress over time towards meeting these needs. Given 

the significant administrative burden faced by home health clinicians, any instrument must 

be brief to be feasible, but could serve as a valuable tool to facilitate an accurate, nuanced 

understanding of caregiver needs, to identify opportunities to improve caregiver capability 

and confidence during home health, and to monitor home health agency compliance with 

CMS policy mandating access to training for family caregivers.

STRENGTHS AND LIMITATIONS

This qualitative study provides novel information regarding clinician-led training of family 

caregivers during skilled home health. Using key informant interviews with home health 

clinicians, we were able to obtain a detailed account of current practice from those 

tasked with leading these efforts in the home health setting. Several limitations warrant 

comment. Although we purposively included home health agencies with diversity across 

several meaningful characteristics, participating agencies and individuals may have differed 

in meaningful ways from non-participants. For instance, those willing to participate may 

place greater value/emphasis on family caregiver training. Thus, there may be limited 

transferability of findings to other types of clinicians/agencies. We employed multiple 

strategies to increase credibility, reliability, and rigor; including an audit trail, investigator 

triangulation, and thick description.16,29,39 However, as this is a qualitative, descriptive study 

we cannot comment on causal relationships.

Conclusion

Home health clinicians identified family caregiver training as a crucial component of home 

health care delivery and reported that the success of training impacted their decision-making 

around visit intensity, service mix, and discharge timing and destination. However, clinicians 

contended with a lack of structured assessment instruments or training materials to facilitate 

their efforts in this space. Family caregiver training is a significant, yet understudied, 

element of skilled home health with the potential to reduce caregiver burden and improve 

care outcomes for older adults. Further research is warranted which specifically identifies 

barriers to this crucial aspect of home health and opportunities to better support clinicians in 

this work.
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Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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KEY POINTS:

• During home health, the perceived success of family caregiver training helps 

clinicians determine care intensity and discharge timing.

Why does this matter? Policies to support home health clinicians in providing family 

caregiver training could improve care of older adults.
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Figure 1: 
Conceptual Framework
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Figure 2: 
Cycle of Family Caregiver Training in Home Health Care

Burgdorf et al. Page 14

J Am Geriatr Soc. Author manuscript; available in PMC 2023 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Burgdorf et al. Page 15

Table 1.

Caregiver Training Phase I: Initial Assessment*

1.1 The initial assessment of caregiver training needs was informal and holistic

 “Trust your gut instincts…you can tell just by some of the body language and the mannerisms of the caregiver and the patient their level of 
comfort too.” (RN, agency B)
“Usually I just look at them, and I can tell.” (RN, agency D)
“I can just kind of go in and observe the house for about five minutes and figure out where we’re going. <laughs> What needs to be done.” (PT, 
agency C)

1.2 Caregiver capability and engagement were evaluated

 “I have a patient say ‘I know my daughter was here today, but she won't be back.’ Well, that tells me a lot, and they were like a one-hit 
wonder.” (RN, agency A)
“You also have to look at the frailty of the partner or the spouse.” (PT, agency C)
“Subjectively I'm looking at ‘How much are they listening to me when I'm talking? How involved are they? Are they feeling anxious?’ And no 
judgment either way. It just helps me to determine how ready they actually are to be involved.” (RN, agency A)

1.3 Clinicians ascertained the scope of patients’ needs for caregiver assistance

 “A dementia diagnosis would give it away right away, that this person is going to need caregiver training.” (PT, agency A)
“I think it begins with a good patient history and understanding their prior level of functioning, what their goals are.” (PT, agency C)

1.4 Clinicians attempted to understand the existing patient/caregiver relationship dynamic

 “I’ll see family dynamics, too, because sometimes a family member will say, ‘Oh, yeah. I'll do that. I'll do that,’ but then they're not in the 
best relationship.” (RN, agency C)
“I first kind of make a broad assumption of kind of the attitude between the two…it can even be hostile or it can be very pleasant.” (PT, agency 
C)

1.5 Observations of the home environment yielded valuable information

 “You can kind of guess a level of education walking into a house, in how the house is kept… whether they need more training versus not as 
much.” (PT, agency A)
“The difference between going to a million dollar home versus a home that obviously is not…sometimes that can help tune what you need to 
teach as well.” (RN, agency B)

*
18 of 19 clinicians provided responses coded as one or more of the categories above
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Table 2.

Caregiver Training Phase 2: Education*

2.1 Clinicians described using demonstration and teach-back to train caregivers

 “I explain everything that I'm doing first and explain why I'm doing it…I demonstrate it first so they can see how it should be done…and then 
I have them keep giving return demonstrations until they feel comfortable.” (RN, agency D)
“I would have them observe first and then I would have them try with me right there, helping as needed and then I would typically come back 
and observe how they’re doing it.” (PT, agency A)
“I feel like I'm teaching a lot, even more than I realize sometimes because I'm just talking about what I'm doing, and why I'm doing it, why it's 
important, while I'm doing the skill.” (RN, agency C)

2.2 Clinicians tailored their approach, individualizing instruction

 “Sometimes it's just learning style… It's identifying learning preferences.” (RN, agency A)
“You look very specifically at what the person can or can’t handle… So it’s very individualized. Very person-centric.” (RN, agency B)
“You have to learn to be able to kind of bend and be flexible with the background and kind of using teaching and personality to kind of go with 
that flow.” (RN, agency B)

2.3 Training materials varied significantly between clinicians, even at the same agency

 “I try to find legit sites. So it'll be like that company or that particular pump for the IV that they sent out, I will go to that website and find a 
YouTube video for that.” (RN, agency C)
“All of us have our own favorite handouts. So you might go into somebody's house, and go, "Oh, yeah, [A] was here." And you see [A]'s 
favorite exercise sheet there. And then, "Oh, [B] was here," and there's my favorite exercise sheet.” (PT, agency B)
“The company does have a few [educational materials] but they are definitely not very user friendly…I have my own subscription to 
MedBridge.” (PT, agency C)

2.4 Clinicians stressed prioritizing instruction related to the most crucial needs first

 “It's like 10 things happening there, and I'm like ‘Shoot. What do I teach? What do I teach?’…I need to worry about safety first and work my 
way up through that hierarchy.” (RN, agency A)
“I try not to do too many things in one visit…because if you do too many teachings in one day it's just too much. It's overwhelming.” (RN, 
agency C)
“What’s the most high-risk situation here, which is the most critical piece of information, and let’s get that done before we move on to 
something else. Most of the time, people are pretty overwhelmed when they come out of the hospital, as are their caregivers.” (RN, agency A)

*
19 of 19 clinicians provided responses coded as one or more of the categories above
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Table 3.

Caregiver Training Phase 3: Reassessment and Phase 4: Adjustment*

3.1 Clinicians reported continuing to monitor caregivers’ comfort-level and ability

 “It’s, you know, constantly reassessing… in some situations it can be obvious that they’re not carrying over the technique you might be 
teaching them. It’s like, ‘Okay. So you really haven’t worked on this.’ <laughs> ‘You really didn’t listen last time I was here.’” (PT, agency C)
“It changes from visit to visit, and you have to reassess that every time…next time I come can they still teach that back to me? Are they actually 
retaining this?“ (RN, agency A)
“If you're having to make more than three visits and you've educated on the same thing and it's still not getting through then you need to 
reevaluate. Are you teaching the right person? Is there somebody else you could be teaching, or is this even a viable goal for this person?" (RN, 
Agency C)

3.2 If the caregiver struggled, clinicians described accessing structural resources

 “If they're, like, stumbling and fumbling and oh, I can't remember where this is…that is how I base our visits of how often do we need to 
come back.” (RN, agency B)
“I start seeing deficits and, you know, the care that’s being provided, then I start thinking, ‘Okay. Well, maybe the social worker needs to come 
in.’” (RN, agency A)
“We will work together on…’what are we going to do about the caregiver?’ Especially if there's a problem…So that's more of a team effort, and 
I would say it's done via our communicating with each other.” (PT, agency B)

3.3 If training seemed effective, clinicians reported educating the caregiver on new topics

 “I try to just do one teaching per visit … once they have shown me that they can do it and they feel comfortable, then I might move on to the 
next thing.” (RN, agency C)
“They don't have any questions and they're demonstrating that they know them, then the training-- it's a continuum. It just moves, morphs on to 
another area.” (PT, agency A)

3.4 Clinicians documented their efforts to protect against potential legal action

 “You just document something, you know, ‘Offered training to the caregiver. Caregiver not willing to observe during the session. Not 
receptive to caregiver training’ … you do need to document that, because it’s, you know, it’s on me in the end.” (PT, agency C)
“I'm going to do three visits of banging my head against the wall trying to engage them, trying to do caregiver training but I know they're not 
going to engage but I have to document my attempts… And it basically becomes cover your ass, you know?” (PT, agency C)

3.5 Clinicians considered recommending a transition to an institutional environment

 “If they don't have a caregiver that can be taught and the patient themselves needs a caregiver we shouldn't be taking them under care. They 
need a higher level of care.” (RN, agency A)
“If it’s obvious the caregiver’s not going to get it…you’ve done all you can do for weeks upon weeks and you need to just document that there’s 
been limited carryover and try and get this patient to a safe situation.” (PT, agency C)

*
18 of 19 clinicians provided responses coded as one or more of the categories above
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