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Abstract

Background: During Medicare home health care (HHC), family caregiver assistance is often
integral to implementing the care plan and avoiding readmission. Family caregiver training
delivered by HHC clinicians (nurses and physical therapists) helps ensure caregivers’ ability to
safely assist when HHC staff are not present. Yet, family caregiver training needs often go unmet
during HHC, increasing the risk of adverse patient outcomes. There is a critical knowledge gap
regarding challenges HHC clinicians face in providing necessary family caregiver training.

Methods: Multi-site qualitative study using semi-structured, in-depth key informant interviews
with Registered Nurses (n=11) and Physical Therapists (n=8) employed by four HHC agencies.
Participating agencies were diverse in rurality, scale, ownership, and geographic region. Key
informant interviews were audio-recorded, transcribed, and analyzed using directed content
analysis to identify existing facilitators and barriers to family caregiver training during HHC.

Results: Clinicians had an average of 9.3 years (range=1.5-23 y) experience in HHC, an average
age of 45.1 years (range=28-63 y), and 95% were female. Clinicians identified facilitators and
barriers to providing family caregiver training at the individual, interpersonal, and structural
levels. The most salient factors included clinician/caregiver communication and rapport, accuracy
of hospital discharge information, and access to resources such as additional visits and social
work consultation. Clinicians noted the COVID-19 pandemic introduced additional challenges to
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providing family caregiver training, including caregivers’ reduced access to hospital staff prior to
discharge.

Conclusions: HHC clinicians identified a range of barriers and facilitators to delivering

family caregiver training during home health care; particularly highlighting the role of clinician/
caregiver communication. To support caregiver training in this setting, there is a need for updated
reimbursement structures supporting greater visit flexibility, improved discharge communication
between hospital and HHC, and structured communication aids to facilitate caregiver engagement
and assessment.

Keywords
home care services; home health care; caregiving; training; Medicare

INTRODUCTION

An estimated 18 million! family and unpaid caregivers (hereafter, “caregivers”) serve as

a crucial resource in the care of older adults,! 2 including during Medicare home health
care (HHC) episodes.3-8 The Medicare HHC benefit provides skilled nursing, rehabilitation
therapy, and personal care aide visits delivered in the patient’s home. HHC is indicated for
homebound older adults who experience a deterioration in health status (often following
hospitalization) and require temporary skilled care and monitoring to remain safely in the
community. HHC accounts for 39% of all post-acute care referrals for hospitalized Medicare
beneficiaries’ and 3.4 million beneficiaries receive HHC annually.8 HHC utilization has
risen markedly in recent years, with a 59% increase in the number of episodes between
2000-2016.8 This trend intensified during the COVID-19 pandemic given concerns over
high infection rates in institutional post-acute care settings.®

Due to intermittent staff presence in the home and patients” complex social and medical
needs,1® HHC clinicians (including nurses, physical and occupational therapists) rely on
caregiver assistance to implement the care plan.® Prior work found that clinicians reported
a need for caregiver assistance in 87% of HHC episodes.> As HHC referral follows
hospitalization and/or deterioration in the older adult’s condition, caregivers often adopt
new responsibilities—such as assisting with medical and self-care tasks® 11—and more
than one-third (36%) who assist during HHC have a clinician-identified training need.12
In recognition of these needs, the Medicare Conditions of Participation for Home Health
require agencies to provide caregiver training.}3 Addressing caregiver training needs has
been linked to a range of positive outcomes during HHC, including: reduced visit intensity
and costs of care,1* increased likelihood of remaining in the community rather than
transitioning to institutional care,!! and reduced hospitalization risk.1®

In recent work, HHC clinicians emphasized the importance of caregiver training to
determining patient outcomes!! and caregivers reported that training helped them safely
and confidently provide care.16 Yet, nearly half of caregivers who have a clinician-identified
training need during HHC fail to receive training® and caregivers report that training is
often insufficient and/or misaligned with their concerns and needs16 To our knowledge, no
prior study has identified major barriers and facilitators to clinician-led caregiver training
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during HHC; identifying these factors is a necessary first step towards developing strategies
to enhance caregiver training and engagement in this setting. Based on semi-structured key
informant interviews with HHC clinicians from a diverse set of agencies across the US, we
present key barriers and facilitators to caregiver training, including new challenges related to
COVID-19. Findings are relevant to HHC agencies’ efforts to deliver high-quality, patient-
and family-centered care and to reduce unplanned healthcare utilization.

Conceptual Model

Participants

We drew on existing literature and our team’s content expertise to develop a conceptual
framework.11 Prior research identified a range of factors as impactful for caregiver
participation during HHC: individual factors, including older adult care needs and
caregiver experience® 12,16, 17: interpersonal factors, including rapport between
caregiver and clinician!8-20; and structural factors, including HHC agency resources and
staffing.6: 17- 21. 22 \We included these three categories as domains in our framework, which
helped guide our data collection and analysis by suggesting initial areas of inquiry and
related content code domains. We present a revised conceptual model, modifying our initial
model based on study findings, as Figure 1.

Study Team—The study team included two health services researchers, a practicing
geriatrician, and a nurse researcher. All study team members have expertise in family
caregiving and HHC and experience conducting key informant interviews and coding
qualitative data. No study team member had a prior relationship with any of the key
informants; the geriatrician had previously conducted unrelated research with participating
agency “A”.

The study team contacted eight HHC agencies for potential inclusion in this research.
Agencies were purposively selected for variation in geographic region, rurality, ownership,
and scale of operations. Leaders at each agency were contacted via email to explain

study aims and methods and request organizational participation. Four agencies agreed to
participate, three declined by citing heightened workload due to COVID-19, and one did not
respond.

Study team members contacted individual clinicians at each participating agency to describe
the study, determine their willingness to participate, and schedule interviews. Participants
each received a $50 gift card following their interview. We interviewed Registered Nurses
(RNs) and Physical Therapists (PTs) as these clinicians lead the HHC care team, are tasked
with evaluating patients and families, and are responsible for caregiver training during HHC.
Key informant enrollment was halted once we reached theoretical saturation, the point

at which collection of additional data did not yield new insights related to the research
question.23: 24 We operationalized theoretical saturation by monitoring for information
redundancy2® — once no new codes emerged from ongoing data analysis for two consecutive
weeks, we concluded that theoretical saturation had been reached.

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



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Burgdorf et al.

Page 4

Data Collection

We created a semi-structured interview guide (Supplementary Materials table S1) based

on study team expertise, our conceptual framework, 1! and existing literature.4 5 12, 16-22
Interviews were conducted between August and October 2020 during the second surge of
the COVID-19 pandemic, prompting inclusion of questions regarding the pandemic’s effect
on interactions with caregivers. Using this guide, study team members (JB, AA) conducted
semi-structured, one-on-one telephone interviews (ranging in length from 30 to 54 minutes)
with participants. We audio-recorded and transcribed each interview verbatim. During
weekly study team meetings, revisions to the interview guide were proposed, discussed,
and adopted via group consensus. The study protocol was approved by the Johns Hopkins
Bloomberg School of Public Health Institutional Review Board.

Data Analysis

RESULTS:

We identified major themes using directed content analysis, in which researchers examined
interview transcripts line-by-line and categorized each section of text by assigning a
code.23: 26 Content codes are labels that formally catalogue key concepts from qualitative
research, while preserving the context in which they emerged.23 26 Study team members
independently coded a subset of seven interview transcripts, creating individual initial
coding templates guided in part by the conceptual framework. The study team met to
compare these templates and reach consensus on a single preliminary coding template.

In addition to the formal coding template, study team members practiced in vivo coding
by identifying codes that emerged from the data which had not been anticipated by

the conceptual framework or initial coding template. In this way, we employed both
inductive and deductive coding strategies.2” The coding template was iteratively adjusted
to incorporate new codes through team discussions at weekly meetings. Each transcript
was independently coded by at least two members of the study team, and differences

in coding were discussed and adjudicated, a process known as investigator triangulation,
to ensure analytic rigor.23: 28 The audit trail for this study included interview recordings
and transcripts, detailed notes from weekly team meetings during the data collection and
analysis phases, and investigators’ field notes (capturing reflections and reactions following
each interview) and analytic memos (detailing key findings and proposed coding template
revisions during data analysis). Analysis was facilitated by Atlas.ti version 8.4 (Atlas.ti,
Berlin, Germany).

Of the participating agencies, one was rural and three were urban; one was for-profit and
three were not-for-profit; two operated on a local scale, one on a regional scale, and one on
a national scale (Table 1). We interviewed 19 clinicians: 11 RNs and 8 PTs. Participants’
average age was 45.1 years, average tenure in HHC was 9.3 years, and the majority were
female (94.7%) and white (89.5%) (Table 1). Clinicians described factors that impacted
their delivery of caregiver training. These factors fell into three categories: individual,
interpersonal, and structural. Clinician accounts revealed that each factor could manifest as a
facilitator or barrier to training.
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Structural Factors

Structural factors include those beyond the direct control of the clinician, patient, or
caregiver which affect the success of caregiver training (Table 2). Clinicians noted that
disjointed information transfer during the hospital to home transition was a barrier to
delivering training. Information included in the HHC referral regarding the family context
was often inaccurate or inadequate and “/f the referral says that the caregiver’s gonna be
such-and-such... and they’re nowhere to be found and the number doesn’t work, well, that’s
not very fun to find out while you’re there [in the home]” (RN, agency A). Families received
minimal information regarding their role in HHC or the purpose of HHC and “oftentimes
they have no idea what they’re actually biting off...” (RN, agency A) leading to misaligned
expectations between caregiver and HHC clinician. Clinicians noted the need for payment
models that allow greater visit flexibility, saying “to kind of follow-up with that training...
it requires at least a few more visits, and sometimes we don’t really get those [due to payor
policies]” (PT, agency C).

Clinicians identified agency-level policies and practices that supported caregiver training,
including efforts to allow visit flexibility: “Some of the insurance — the carriers tell you
“You have four visits, and get it done in four visits’... [my agency] will fight for me if

1 feel | need more visits” (RN, agency C) and “My company isn’t like ‘you have to be

out of there by a certain time.” It’s definitely flexible...” (RN, agency B). Agency policies
that encourage team communication were also reported to facilitate successful training,
regardless of whether communication was formal— “encouraging communication amongst
each other has been helpful, and sometimes the way you do that is by mandating it, like ‘you
guys need to be sending case communications... [or] it’s gonna be dinged on your review’
(RN, agency A)—or informal— “two of our offices kind of got together and... brought all of
our education materials together in one room and we kind of had like a little happy hour
social thing...we all just got to pick things that we liked” (PT, agency C).

Clinicians discussed how personal protective equipment (PPE), a structural change made
necessary by the COVID-19 pandemic, was an impediment to communicating with patients
and caregivers. Some caregivers were unwilling to don a mask and thus could not safely
remain in the room with the clinician to receive education. Masks made it more difficult for
patients and caregivers with hearing impairment as “they can’t hear you that well and then
they can’t read your lips” (RN, agency B). PPE obscured clinicians’ facial expressions and
“the personal relationship has changed a little bit because of that because it just feels so
weird” (RN, agency C), which clinicians reported hindered their ability to communicate and
build trust.

Individual Factors

Clinicians cited individual factors, including their own communication skills and caregivers’
motivation to learn, as determinants of successful caregiver training (Table 3). Clinicians
emphasized the importance of being a “pegple person” (RN, agency D), “knowing how to
read people” (RN, agency C), and being able to clearly communicate clinical information
since caregivers “don’t want to do something just because you tell them they should. They
want to understand why” (PT, agency A). Clinicians also noted the importance of caregivers’
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personality and motivation, particularly emphasizing that “receptiveness to critique... is a
big [facilitator]” (PT, agency C)and “having a caregiver that’s really ready to learn and not
Just being the caregiver so [the older adult] can get out of the hospital quicker...the ones that
are actually involved always are an asset” (RN, agency A).

Clinicians reported that the COVID-19 pandemic led to increased patient clinical complexity
due to fears over infection rates in institutional post-acute care settings and hospital efforts
to decrease length of stay amid rising patient volumes. As one clinician described, “Because
of COVID, a lot of our patients are opting not to go to subacute rehab. So, we’re sort

of seeing this skewed population right now, I think” — (PT, agency A). Simultaneously,
restrictions on hospital visitation meant that caregivers had limited understanding of the care
received by the older adult and limited opportunity for education during the hospitalization,
with the result that “COVID has undermined caregiver and patient preparation in the hospital
horribly” (RN, agency A). These concurrent trends presented a significant challenge for
HHC clinicians, who were tasked with caring for notably sicker patients while needing to
provide a greater amount of caregiver education.

Interpersonal Factors

The theme heard most frequently in our interviews was the critical importance of
interpersonal factors (relational aspects between clinician, caregiver, and patient) in
determining the success of caregiver training (Table 4). The clinician/caregiver relationship
was particularly critical, and clinicians highlighted the importance of demonstrating concern
for the caregiver’s individual needs. Clinicians reported “asking [caregivers] what their
struggles are with the patient so that you’re engaging them in something they themselves
may find beneficial... [this] may get them to buy in a little bit more” (PT, agency D).
Clinicians noted the importance of building trust and rapport with caregivers— "/t’s almost
like counseling, in a way- not in a way, it’s always counseling” (RN, agency C)—by
“[making] sure they know nothing is a test” (RN, agency D) and “saying ‘We’re here for
you. You are the caregiver for our patient...you’re part of the puzzle piece too’” (PT, agency
B).

Underlying strain or conflict in patient/caregiver relationships presented a barrier to training.
Caregiver engagement “depends on the dynamics between them [caregiver and patient]” (PT,
agency C)and if “they’re not in the best relationship...sometimes they ’re just not willing to
do wound care or something like that” (RN, agency C). Patients and caregivers may disagree
regarding the caregiver’s role; for example, “the caregiver’s super willing but the patient is
the one who'’s resistant. They want to be independent but it’s not possible” (RN, agency B)
or “the [caregiver’s] been with this person for a long time, and the changes have happened
gradually over time, and they may not have picked up on this person’s needs” (RN, agency
C).

Amid COVID-19, interpersonal interactions were affected by heightened emotions
associated with the pandemic. Clinicians stated that families were “afraid we’re bringing the
black plague in” (RN, agency D). Feelings of suspicion regarding the existence or severity
of COVID-19 led to “resistance that’s met with when we’re trying to educate people on
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[COVID-19 precautions]... it’s probably not gonna be super-successtul, because it’s gonna
create a drama in that teaching process” (RN , agency A).

Revised Conceptual Model

Figure 1 presents a novel conceptual model of successful caregiver training during HHC,
informed by study findings. Structural factors (including HHC agency and hospital actions
and payment policy realities) and individual factors (including caregiver expectations

and experience, and clinician interpersonal skills and knowledge) create the context for
interpersonal interactions. These interpersonal interactions, particularly communication and
trust built between caregiver and clinician, are the most critical determining factors for
successful caregiver education.

DISCUSSION

In this multi-site, qualitative study, HHC nurses and physical therapists identified multiple
factors that affected their efforts to train and prepare caregivers to safely support older adults
in their homes. This is the first study to present HHC clinician perspectives on barriers and
facilitators to caregiver training and findings informed the creation of a conceptual model
elucidating structural, individual, and interpersonal factors affecting successful caregiver
training in HHC. This model identifies target areas for policy and clinical interventions

with high potential to positively impact caregiver engagement and education. Clinicians
noted important barriers to their training efforts including payment models which incentivize
providing fewer visits, caregiver resistance or lack of engagement, and poor information
exchange and expectation-setting between hospital, caregiver, and HHC agency.

Clinicians described strategies to build trust—identified as a major facilitator of successful
training—including developing rapport over repeated visits, but described these efforts

as hampered by existing policies. Participants reported that existing payment systems,
which may constrain the number and duration of visits,}7- 2% present a barrier to training
by reducing clinician/caregiver interactions and inhibiting continuity of care (receiving
multiple visits from the same provider). To mitigate these barriers, agencies could offer
asynchronous, virtual training resources3% 31 for use when additional visits are not
financially feasible. Ultimately, HHC payment system reforms are needed to reimburse
time spent supporting caregivers, perhaps screening to identify high-need caregivers and
enabling reimbursement for a designated caregiver training visit. Given evidence that
meeting caregiver training needs reduces the number of nursing and therapy visits required
during HHC and decreases readmission risk,1° such reform could prove cost-effective.

Caregiver motivation is a critical component of successful training, but may be lacking due
to experiences of burden and lack of support and compensation for the caregiving role.}
Clinicians stated that failing to tailor training to individual needs and circumstances may
reduce caregiver engagement and motivation. This finding aligns with caregiver assessment
best practices32 and prior qualitative work, in which caregivers expressed frustration at HHC
clinicians’ perceived failure to offer support aligned to their specific needs.18 Standardized
Medicare HHC patient assessments once included designated questions regarding individual
caregivers’ task-specific capacity and needs. However, these items were removed in 201833
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and in a recent qualitative study, HHC clinicians reported having no standardized means to
gather and track this information.1! Therefore, what caregivers experience as indifference to
their needs may be the result of HHC clinicians’ efforts to understand and address complex
support needs amid a hectic home visit without the benefit of a structured assessment
instrument or supportive payment systems.

Clinicians identified inadequate information transfer during hospital discharge as a barrier
to effective caregiver training. Existing research highlights the challenges HHC staff face

in delivering high-quality care without accurate and adequate referral information;%: 34 35
the present study adds to this literature by identifying the need for information not only
about the patient, but also the family context and expected supports in the home. There

is growing interest in harnessing the electronic health record to gather, store, and share

this information.l: 36 However, this work is still nascent and faces challenges including
when and how to identify caregivers, limited interoperability between care settings, and
shifting caregiver involvement across the life course.l 36 In the meantime, systems can adopt
interventions to strengthen communication prior to HHC initiation, including embedding
HHC case managers in the hospital, expanding caregiver involvement in discharge planning,
and offering personal health records adapted for HHC and maintained by patients and
families. 37. 38

Participants reported that the COVID-19 pandemic exacerbated underlying weaknesses in
the hospital discharge process, describing how visitation limitations created a significant
knowledge gap for caregivers who received limited information regarding acute treatments
provided and what to expect following discharge. While lack of in-person interaction and
PPE-related communication barriers presented new challenges, concerns regarding poor
integration of caregivers into discharge planning and limited education and training for
caregivers prior to hospital discharge predate the pandemic.5: 3% Our findings suggest

that ongoing work aimed at screening and engaging caregivers during the discharge
process3”: 3940 should consider digital communication strategies in parallel with in-person
interactions, to guard against future health shocks which limit caregivers’ physical presence
in the hospital.

Strengths and Limitations

To our knowledge, this is the first study to investigate facilitators and barriers to caregiver
training during HHC and provide foundational evidence to support intervention development
in this space. There may be meaningful differences between the HHC agencies and
clinicians who chose to participate and those who did not, limiting the transferability of our
findings. However, participating agencies were diverse across key characteristics including
rurality, size, and for-profit status. Participants were primarily white and female, reflecting
the demographics of the overall RN and PT workforce.#! Clinicians of different gender

or racial/ethnic backgrounds may interact differently with caregivers, and future studies
may consider oversampling this population. We interviewed RNs and PTs because they are
primarily responsible for development and execution of the caregiver education plan; we
did not interview social workers, administrators, or family caregivers who would also have
valuable perspectives on this topic. We strengthened the reliability, rigor, and credibility of
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our analyses by using qualitative research strategies including an audit trail, investigator
triangulation, and thick description.23 28, 42
CONCLUSION

HHC clinicians identified a range of individual, interpersonal, and structural factors

which impacted their ability to deliver effective caregiver training to support older adults.
The COVID-19 pandemic both exacerbated the need for caregiver training in HHC

and simultaneously introduced a range of new challenges to providing such training.
Coordinated, evidence-based action on the part of researchers, policymakers, hospitals, and
HHC agencies is needed to address existing structural barriers and create an environment
conducive to successful clinician/caregiver interactions to support older adults after hospital
discharge. Study findings and the novel conceptual model lay the groundwork for future
research, intervention development, and policymaking in this area by identifying areas of
challenge and opportunity related to this crucial aspect of HHC care delivery meant to
facilitate older adults remaining safely in their homes.
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KEY POINTS:

. During home health, clinicians face a range of barriers to successfully
delivering caregiver training, including factors at the individual, interpersonal,
and structural levels.

. The most salient factors included clinician/caregiver communication and
rapport, accuracy of hospital discharge information, and access to resources
such as additional visits and social work consultation.
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Why does this matter?

To support caregiver training in this setting, and thus improve patient outcomes following
hospital discharge, there is a need for updated reimbursement structures, improved
hospital/home health agency communication, and tools for home health clinicians to
facilitate caregiver engagement and assessment.
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Characteristics of Participating Home Health Agencies (n=4) and Key Informants (n=19)

Table 1.

Home health agency characteristics

Agency identifier | Geographic region | Rurality | Ownership Scale of operations
A Mid-Atlantic Urban Not-for-profit | Local
B West Urban Not-for-profit | Regional
C Southwest Rural For-profit National
D Northeast Urban Not-for-profit | Local
Key informant characteristics n (%) or mean (range)
Age 45.1 (28 to 63)
Gender
Female 18 (94.7%)
Male 1(5.3%)
Race ™
White 17 (89.5%)
Black 1(5.3%)
Licensure
RN 11 (57.9%)
PT 8 (42.1%)
Years of home health care experience 9.3(1.5t023)
Agency of employment (study identifier)
A 6 (31.6%)
B 4 (21.0%)
c 6 (31.6%)
D 3 (15.8%)

*
One key informant declined to share their race.

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

Page 15



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Burgdorf et al.

Table 2.

Page 16

Structural Factors Affecting Family Caregiver Training in Home Health Care

Structural
Factor

Factor as Facilitator

Factor as Barrier

Formal team
communication:
Structures and
policies guiding
formal care team
interactions.

“We do regular interdisciplinary phone calls...
I think those help a lot.”
(RN,
agency D)

“In home care it’s hard because you work
independently a lot. You’re alone a lot.”
(RN,
agency A)

Informal team
communication:
Organizational
norms for
informal care
team interactions.

“We collaborate with other colleagues that go
in...we do a lot of talking to each other about
further teaching.”
(RN,
agency C)

“Some nurses are willing to help you and
some nurses would just be like, “That’s not my
patient.””

(PT,
agency D)

Training
materials:
Availability,
quality, and scope
of agency-
provided training
materials.

“We have a bunch of different tools that help
us help [caregivers].”
(RN,
agency A)

“The educational materials that we have...are
definitely not very user friendly.”
(PT,
agency C)

Resources to
address social
vulnerabilities:
Ability to connect

“It does help to have my social work
department, who we can always call and get
support from.”

“It’s now dealing with social work issues...
something that should’ve been simple from
a skills perspective is now so much more
complicated”

Ability to change
the number/timing

the patient and the caregiver...lighten my load
a little bit’ [managers] understand.”

caregivers with (RN, (RN,
supports related to agenc) )
social needs. gency B) agency A)
Visit flexibility: “If 1 say, “They’re going to take two hours for “Some [insurers] are really stingy with visits.

And | just can’t get it done in the number of
visits.”

regarding prior
care and ongoing
needs.

(PT,
agency A)

of visits as (RN, (PT,
needed. agency B) agency C)
Discharge “ i i

information: “Knowing that there would be [a caregiver] p;-tri]sztg IVbeu;j ihzgglig?:?vlf/ga;osuggcgrzige You
Accuracy of there...we would hope that would be included kind f in blindly...in the h .b
pecuracy o in their referral.” ind of go in blindly...in the house can be

something completely different.”

(RN,
agency D)

Caregiver
preparation:
Education/
communication
regarding their
role post-
discharge and the
role of home
health care.

“We try to do a lot of just kind of intercepting
at the hospital and kind of getting them a little
bit more comfortable with the idea of being

on home health...they’ve done really well with
that.”

(RN,
agency B)

“They didn’t realize until the patient was
in the home... they’re realizing that they’re
drowning and have no clue what they’re
doing”

(RN,
agency A)

Impact of COVID-19 on Structural Factors: Personal protective equipment (PPE) as an obstacle to effective communication

“It does create some challenges especially with just masking in general if you have an older patient and older caregiver, sometimes they can’t hear

you that well and then they can’t read your lips, so that can create a challenge as well.” (RN, agency B)

“They’ll say, ‘I can’t see your face. | want to see what you look like,”...we’re supposed to look at each other and talk. ” (RN, agency C)

“People aren’t willing to wear their mask, so they’ll leave the room and | can’t get all of my questions answered or that super in-depth education

that’s necessary.” (RN, agency B)

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




1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Burgdorf et al.

Table 3.

Page 17

Individual Factors Affecting Family Caregiver Training in Home Health Care

Individual
Factor

Factor as Facilitator

Factor as Barrier

Clinician
interpersonal
skills: Aptitude
for interacting
with others,
reading and
responding to
social cues.

“1’m a people person. You have to like to
engage people and talk with them, and you
have to have patience, to be calm.”
(RN,
agency D)

“There’s some people...maybe they’re not really
good at talking to people and that kind of
dictates...if they’re in patient care or not.”

(RN, agency
A

Clinician home
health
experience:
Tenure working
in home health
care, familiarity
with this
unique setting.

“The whole time you’re in home care, you just
learn something new... It’s constant learning,
how to properly deal with caregivers.”

(PT, agency
A)

“When | was a new therapist in the home,

| probably just treated the patient more than
looked at the entire situation. And as years go
by, you think, “Wow. This is a bigger scenario.

11

(PT, agency
B)

Caregiver
engagement/
motivation:

Willingness
and interest in
learning more
related to their
caregiving role.

“Really the most important thing-- you can
teach anyone who is willing.”
(RN,
agency A)

“The greatest barrier to caregiver training is that
the caregiver doesn’t want to be trained.”

(PT, agency
D)

Caregiver
expectations of
home health

care:
Expectations
regarding scope
of care and
patient
outcomes.

“Caregiver expectations certainly factor in
because we need to finesse-- we’re not there
for our goals. We’re there for theirs.”

(RN,
agency A)

“Things that get in the way are caregiver
expectations of what home care is...goals for the
patient [that] are very unrealistic.”

(PT, agency
A

Caregiver
experience:
Prior

caregiving
experience and
expertise.

“There are a lot of caregivers who have been
trained in range of motion... | will say “You
probably already know this.”

(PT, agency
A)

“They say, ‘Well, we have our own way of doing
it,” and, you know, their own way may be very
unsafe...But they don’t want to change it.”

(PT, agency
D)

Impact of COVID-19 on Individual Factors: Increased severity of patient clinical needs and decreased caregiver preparation

“| think the complexity of our patients have gotten so much more so that it’s almost not always realistic for some of these patients to be coming

to us in home care as soon as they do, and part of the problem is caregivers not wanting their family members to go to rehabs or skilled nursing
facilities...because of fear regarding COVID.” (RN, agency A)

“Because of COVID, a lot of our patients are opting not to go to subacute rehab. So, we’re sort of seeing this skewed population right now, I think.”

(PT, agency A)

“COVID has undermined the caregiver and patient preparation in the hospitals horribly... the first time that the family is seeing the patient is

when they pick them up at the hospital. The family wasn’t included in the review of the discharge instructions...So very ill-prepared. Unprepared.

Blindsided.” (RN, agency A)

“Having the caregiver in the hospital before...they maybe had some training in the hospital before they came home, or the rehab center. But now

it’s all on us. So it is a much harder, more complicated scene, because we’re doing more than what we would normally do.” (P7, agency B)
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Interpersonal Factors Affecting Family Caregiver Training in Home Health Care

Interpersonal
Factor

Factor as Facilitator

Factor as Barrier

Clinician/
caregiver
communication
regarding

caregiver needs:
Willingness/

ability to discuss
caregiver needs

“I always start with “What would you like
from me?”... usually the caregiver can voice
what they need as far as training.”

(PT,
agency C)

“I can’t force [a caregiver] to come
downstairs...to want to take your time out to
show me what you know [how] to do already.”

(RN,
agency A)

Clinician/
caregiver

relationship and
rapport:

“Not all people get along...| think they’re
more willing to listen if they truly like us.”
(RN,
agency A)

“Sometimes I’ll have another nurse go in...
Because sometimes it’s just a personality
difference.”
(RN,
agency B)

Clinician/
caregiver

development of
trust:

“If they feel that that nurse cares about them,
they’re going to open up and they’re going to
share what their-- what’s stopping them.”
(RN,
agency B)

“Sometimes it takes a couple of sessions to
gain their confidence and acceptance of you
even being there... They feel it’s been forced
upon them by the hospital or the doctor.”

(PT, agency
2%

Clinician/
caregiver
language or
cultural
differences:

Clinicians did not identify this factor as a
potential facilitator.

“The biggest barrier that we have with anything
is pretty much a language barrier.”

(RN,

agency B)

Caregiver/patient
relationship
dynamics:
Underlying
feelings and
patterns of
behavior
attached to the
relationship.

“If the caregiver shows compassion [to the
patient]... then obviously that kind of sticks
out.”
(PT,
agency C)

“What was that history between this caregiver
and the woman who ...was kind of a jerk to her
family for 40 years? That caregiver’s probably
not gonna be real receptive.”

(RN,
agency C)

Caregiver/patient
conceptions of
the caregiver
role: Degree of
convergence in
expectations and
preferences
regarding the
scope of
caregiver
involvement.

“If they say ‘I couldn’t do this without my
daughter,’... daughter’s there on every visit
and she texts or calls me, | mean, then | know |
have someone really engaged.”

(RN,
agency A)

“The caregiver’s super willing but the patient
is the one who’s resistant. They want to be
independent but it’s not possible.”
(RN,
agency B)

Impact of COVID-19 on Interpersonal Factors: Heightened emotions for patient and caregiver

“Caregivers | feel are more relieved that we’re still coming to see their loved one.” (RN, agency B)

1duosnuen Joyiny

“People don’t want us in their home. They’re afraid we’re bringing the black plague in, and people have just been unkind, | think.” (RN, agency D)
“You can tell people are afraid, and they’re afraid of getting sick and being exposed to things, and caregivers and patients alike.” (P7, agency B)

“You can’t teach somebody who’s anxious. That’s a block to learning...” (RN, agency A)
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