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ABSTRACT

Grossmont District Hospital developed a comprehansive education end training program
for caregivers in the San Piego, California eree. Funded n part by agrant from the Admin-
istration on Aging, this demonstration project was designed to impart specific nursing,
psychosocial and community knowledga skills to caregivers, perticulsrly thass who themselves
were older adulls, and were caring for a family member at home.

Festuring basic home nursing instruction and an orientation to the demands and rewerds of
caregiving, this unigue program began in October 1986. The Caregiver Education and Training
(CET) Praject included the following two components:

1) Two integrated home nursing courses demonstrated basic
nursing skills to femilies who cared for en il1, frail, impaired or
older family member in the home. Topics included home safety, skin
care, transfers and mobility, personal hygiene, nutrition, record
keeping, urinary and bowel menagement, elc.; and

2) A compsanion course focused on tha psychosocial aspects of care-
giving end provided information stout community resources. The
"Becoming a Caregiver” course dealt with such issues as the rewords
and pitfalls of ceregiving, common emotional reactions to this role,
community resources for home care, sliternatives to home care, and the
decision~-meking process.

During its eighteen month duration, the Caregiver Educatiun and Training Praject offered
65 classes to the community at no charge. Some 342 indivdiuals ( representing 221 families
and 62 ‘paraprofessionals’/ professionals’) were able to take advantage of the program. Over-
whelmirgly, their response to the project wes quite favorable. Pretests end postiests were
ulilized lo demonstrate the acquisition of significant knowledge and skills which could aid the
participant in performing their caregiving responsibilities.

Although this education and training program wes oriented towerds these who were cering
for a femily member in the home, the sessions were open to anyone who was currently helping,
or snticipated helping, an older person to remain in the home. Thess home nursing and
psychesocial courses wera nol intended to supplent existing services in the community such as
case manegement, home health, respite or hospital discharge plenning services. Instead, they
were designed to add to and complement any education and training efforts which mey be of
assistance to any and all caregivers in the communtty.

A sixty-minute videotape and two teaching guides for the nursing and psychosocial com-
ponents of the progrem were developed. They are now available for purchase and can ba utilized
in the development and initiation of similer caregiver educstion and training progrems ecross
the country.

Caregiver Education and Training Project
Orosemont District Hospital
La Mesa, CA
Brant # 90AM0252




EXEC E M

Caregiver Education and Training Project
Grossmont District Hospita)
La Mesa, CA
Grent * 90AM0252

Introduction

More and more Americans who once might have spent months or yesrs in hospitals or
nursing homes are today bsing cared for st home. They ara undar the supervision of 8 relstive
or friend.

As America's population ages, the need for long term care- -end caregivers- - increases.
According o the 1982 National Long Term Care Survey, over 1.2 million frail and disabled
elderly were receiving this so-called informal cere, mainly in the home sstling. The average
older person receiving such care wes 8 78-year-old, merried female living with either her
husband or her husband and one of their children.

And who was providing this needed care? As agroup, these 2.2 million caregivers were
lergely female. Their average age was 57. Seventy-five percent lived with the older person,
one-third continued to be emplayed cutside the home, and one-fourth also had children under the
age of 18 living at home.

That was 1982. And all indications are that this situation continues to be true todsy. A
main reason that more Americans are caring for parents today is that they sre living
longer--ong enough o suffer the debilitating stages of chronic illness and disease. In 1900,
the average American lived to the age of 49. Now, we can expect to live to the rip= old age of 75.
By the year 2000, over 17 million peaple in our country will be 75 years of age or older.

While most older people are healthy and fairly independent, about ~ne-fourth of them need
some help in coping with the routine activities of daily living such es feeaing, dressing, bathing,
toileting, mes) preperation, household chores end shopping. About 10% ere bedfast and
homebound and just as functionslly impaired es their peers in nursing homes.

But Medicare and other forms of provate health insurance do not always pay the costs of
out-of-home custodial care. And enly the fairly affluent can afford the high fees charged by long
term care facilities, often called nursing homes or convalescent hospitals. Thus, more people
must themselves become caregivers for their loved ones--often without formal assistence.

it is family members--wives and husbands, daughters and sons, daughters-in-law and
other relatives--who provide the great mejority of assistance needed by older pecple to continue
living in thair own homes and communities. Thus caregiving is indeed 8 concern to litsrally
millions of Americans.

Up until very recently, tise San Diego community has not had sny coordinated or com-
prehensive programs for inform:ing, educating, treiring or supporting caregivers. Yet the San
Dieqo area feces the netionwide problems of en aging society, spiraling health care costs and aver
increesing needs for long term services,

Specific caregiver services in San Diego County are somewhat limited. Thers arethreeor
four caregiver support groups, Brossmont Hospital's Caregiver Education and Training Project,
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an East County volunteer-staffed respile program, 8 Respite Registry administered by the Area
Agency on Aging, and a recently developed state-funded program, the Southern Regional Re-
source Center for the Brain impaired, that provides services to family caregivers of the brain
impaired.

With the present public policy trends for an expanded informal care network and the
health care Syslem dsmends for decreased hospitalization , Grossmont Hospitsl hes recognized
the need to work collaberatively with families and friends who will be caring for the i, frail,
impaired and elderly in the home setling. It was within this framework that Grossmont Hospital
developed a comprehensive education and training program for caregivers.

Project Methodology

The overall mission for the Caregiver Education and Training (CET) Project was to
provide for the dissemination of information, education and training to those persons in the
community who were engaged in informa? caregiving ectivities with the frail, il1, impaired and
elderly. Spacial emphasis wes directed toward caregivers who were themselves older adu'ls.

The Caregiver Education and Training Project included five different service delivery
components during its eighteen month duration, October 1986 through Februsry 1988.

1) Home Nursing Courses

Two integrated home nursing courses taught the basic home nursing
skills o femily members who were functioning es caregivers. Both courses,
a basic and an advanced class, were offered at no charge two limes & month at
the hespital site and two times during the praject’s dursation at selected com-
munity sites in the rural, Back Country erea of the hospital district. Topics
included in these eight- and six-hour class sessions were the home care
environmen?, safety, trensfers and mobility, nutrition, personal care, record
keeping, £iC.

2) Psychosocial Course

This companion course, entitled “Becoming a Laregiver™, focused on the
psychosocial aspacts of caregiving and provided information ahout community
resources available o both caregivers and the i1}, frall or older person. These
two- or thres-hour classes were originally scheduled for two times 8 month at
the hospital site and six times during the project’s duration at selected East
County sites. After the first few months of the project, the hospital site courses
were offered just once & month, and additional sessions were held in the verious
communities.

3) Research Compenent

Specific demographic and caregiving related data was collected on each
individual who participated in the CET Praject. In addition, a research instru-
ment was designed and distributed to 56 indivdiuals who had sttended the Nursing
Classes and hed indicated that they were caring for someone at the time they
erirolleg in the program. This self-administered questionnaire was also designed
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{o gather relevant data on the caregiving experiences of project participants with
amajor focus on quantifying the utilization of caregiving skills and knowledge.

4) Support Grou Respite Feegibilit

CET Project personnel explored the nead for developing sslf-help,
support, groups for caregivers in the East County srea. It soon beceme evident
that the existing mutual aid resources were sdequately meeting the community's
need. 1 also became quite cleer that additional free or low- fes respite ressurces
were desperately needed.

5) Development of Audiovisua) and Teaching Materisls

Two videotepes and two companion leaching guides were developed.
These products are now available for sale at a ressonable price and can be
utitized in the development and implementation of similar educational pro-
grams for caregivers in other parts of the country.

Project Results

Over the eightesn month duration of the Ceregver Education and Training Project, several
distinct and concrete results were realized.

1) Nursing Classes

Forty-one (41) nursing skills class sessions were held during &n
eleven month period, December 1986 through November 1987. These class
sessions were attended by 185 persons representing 103 families and 52
‘paraprofessionals’/ professionals’. In an effort to quantify lesrning, parti-
cipants were asked to complete both 8 pretest and a postiest. The averaege score
on the pretest was 3. 11 incorrect responses; this average dropped {0 .67
incorrect responses on the posttest. Participants were also asked o evaluate
their 1earning experiences; overwhelmingly, their responses to the educational
and training project were extremely positive.

2) Psychosocial Classes

Twenty-four (24) psychosocial classes were held during this ssme
time period. The sessions were attended by 157 persons representing 118
families end 9 ‘peraprofessionals’/‘professionals’. Ten of the 24 classss
were offered away from the hospitel site and out in the community. Similar
attempts were made 1o evaluste the educational impact of thhe course. Per-
ticipants averaged 3.28 incorrect respanses on the pretest and 2.17 incorect re-
sponses on the posttest. Atiendees 8lcs responded positively to this class and rated
the instructors, course material and class content quite high.

3) Research Component

A 54-item, self-administered survey instrument wes developed. The
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questionnaire was ssnt to 56 eligible subjects; after a two-month period
and a reminder letter, the response rate wes 412 {23 returned surveys).
Due to the small size of both the eligible sample and the complated question-
naires, only frequency distributions were completed. The following results
seemed to be most relevant:

~--96% of the caregivers were female.

--They ranged in age from 19 to 80, with an average age of $4.8.
--35% were caring for their husband, 263 for their parents, and
another 263 for their grandpurents, aunts, uncles, stc.

--39% lived with the person that they were caring for.

--They had been caring for their family member from less then three
months to 10 years; 43% had been providing care for one yesr or 1ess.
--83% provided emotional support and encouragement; 78 %, shopping
snderrands; 74%, meal preparation; 708, transportation; 65%, per-
sonal care; 578, paying bills, etc.; and 528, household chores.
~-Caregivers found that they learned certain skills in the class that
had helped them 1n their role: a) use of specific equipment ke quad cane,
geit belt, etc.; b) learning techniques such as teking a pules, diepering,
bathing, transfers; and c) several faelt that what they had leorned made
them feel much more confident in everything that they did.

--63% sigted that they were moderataly to extremely stressed by their
caregiving responsibilites.

Discyssion end implications

The Caregiver Education and Training Project was able to demonstrata the following
positive outcomes at the duration of the project:

1) an improved caregiving experience for caregivers--both physically
snd emotionally;

2) on increased knowledge regerding the process of caregiving; and

3) the development and marketing of videotapes and teaching guides for use
in expanding caregiver education and training services throughout the
country.

Review of participant course evaluation forms and the 23 completed questicnnaires
documented that the training classes had enhanced their caregiving expariences- -increased
s8lf-confidence; provided reassurance of capabilities; realization they were not alone; and dis-
covery of answers, understending, compassion and experience. Course perticipants also shared
that certain skills they learned from the training program had been helpful in their caregiving
roles--for example, the uss of specific equipment, the acquisition of specific nursing tech- |
niquas, etc. Thae acquisition of caregiver knowledge and skills was further valideted by review of
the pre- and posttests in both nursing skills and psychosocial courses.

The major problem area that surfaced during the eighteen month project wes the need for
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continual and comprehensive publicity and community outreach about these caregiver classes.
Reaching the people who needed the services wes a continuing dilemma.

Caregiver education and treining services such 83 the model utilized in the CET Project
appear 1o be beneficial to both the caregiver snd the care recepient. This type of program is
easily duplicated. Personnel costs can be minimized; end applicable and trensferrable
instructional matreials can be purchased at an extremely ressonable price. All of the
participants-~the 111, frail, impaired and elderly; family, friends and employees in caregiving
roles; senior service providers; and acute care hospitals--can benefit from the training,
educating and supporting of caregivers.

Project Summary

Heslth and human service practitioners, edministrators, policy-mekers snd planpers can
utilize the results of this demonstration project. The graying of the American populatinn, with
its drematic incresse in sheer numbers of older persons, will undoubtedty result in &n even
greater need for both informal and formal health and human care services.

With these trends in mind, Gressmont Hospital recognized the need to work collaboratively
with family, friends and ‘parsprofessionals’ who care for tha 111, frail, impaired and elderly in
the home setling. With the finencial assistance of the Administration on Aging, the Caregiver
Education and Training project was designed end implemented in the San Disgo community.

Over 340 individuals participated in 65 free classes which imparied specif .c nursing,
psychosocial and community knowledge skills to caregivers who were providing sssistsnce toa
family member or friend. The CET Project wes eble to enhance the caregiving experiences of
program participants and increase their knowledge about the caregiving process. In addition, an
affordable instructional packege was produced. It is now availsble for purchase and can be used
in the develepment and implementation of similer caregiver training programs scross the
country.

Although this federally-funded demanstration project was completed on February 28,
1988, Grossmont Hospital plans to continue to offer this caregiver education and training pro-
grem throuch the collsborative efforts of the Department of Senior Programs and the Hospitsl
and Community Education Center.




CY/PROGRAM IMPLICATIONS

Incressing attention is being paid to the needs of persons providing care to family
members o friends. The demands placed on a caregiver can greatly impact their own emotional
and financial situation. Many caregivers have to leave their jobs or reduce their working hours,
rearrange their daily schedules and often take time off without pay due to caregiving
responsibilities. The caregiver is often unprepsred and untrainec for thair new role. While
adjusting to the emotional &spacts of providing care to someane who i3 111, frail, impaired or
elderly, the caregiver is also coping with leerning new home nursing skilis.

Caregiver educstion end training services such as the model utilized in the CET Project
appear to be beneficial to both the caregiver and the care receipient. This type of program is
easily duplicated. Personnel costs can be minimized; and applicable end trensferrable
instructiona] materials can be purchesed &t an extremely ressonable price. Allof the
participants--the ill, frail, dissbled and elderly; family, friends and employees in caregiving
roles; senior service providers; snd acute care hospitals--can benefit from the training,
educsting and supporting of caregivers.

With a greater percentage of the population living to older egs end developing chronic
impairments and with the ever increasing costs of format health care, legislators end policy
mokers ace looking to the family o take greater responsibility for the care of the frail, ill,
impaired and elderly. And, {0 essume a greater share of the financial lisbility. Thus, more snd
more families will be providing care to their c:cer members and will be feced with varying
degrees of strain on their personel, physical and financial resources.

No doubt, the sheer aging of the American population will result in an even greater need
for informal care services. And there is a concomminant recognition thet es a society we need to
be more proficient in meeting the needs of caregivers, 8s well as essisting, educating, and
supporting them in their efforts.

Caregiver educstion 15 & ecessity in addressing the needs of both the older population and
its careqivers. Support must be given to the caregiver ard attention to their physical and mental
hesith. Through education, caregivers not only acquire essential caregiving skills, but they are
also given permission o care for themselves. Thus, caregiver education ensures qualily care
for both the older oerson and the caregiver.

Carogiver Education and Training Project
erossmeont District Hospital
La Mesa, CA
Grant *# 90AM0252




P (H IRATH D UTILIZATION

The dissemination and utilizetion ectivities relsted lo the Ceregiver Educstion snd Training
(CET) Project throughout its eighteen month duration were vast end sre summarized in the
following three sections.

1) Lecal Outresch Efforts

Throughout the CET Project, it beceme evident that continual publicity about the care-
giver training program was essentisl to its success.

Efforts were made o reach caregivers themselves- - through articles in community
newslellers, items in verious newsletters sponsored by community groups, public service
announcements on radio and television stations, es well as progrem brochures and fliers which
were displayed in prominent locatiens throughout the comm unity. Cartain community groups
were more likely to include current or future caregivers--caregiver end disease-specific
support groups, Older Women's League, church groups, senior organizetions, elc.

It was also valuable to inform end educate local egencies end programs that served seniors
about the caregiver educition and training classes. Meny of these senior providers were able to
identify caregivers in need of assistance end to ensble the caregiver lo ‘care’ for themselves a3
well by attending the training sessions.

The following summarzies focal dissemination aclivities during the project.

--Program announcement letter end postable flier sent toover 300
community agencies and ssnior greups.

--Specialized follow-up letters and posteble fliers sent to 15 local senior
complex menegers, 43 senior clubs, and 75 mobile home park meanagers.

- - Specialized follow-up letters also sent toall East County branch libraries
(25), hospital chaplains (35) and home health egencies ( 15).

--Revised and expanded program brochure sent to all of the above.
—-Articles in local newspapers: 3 festure articles; 9 meeting announcements.
--0One feature article in a local magazine for seniors.

--Twenty-one articles in senior agency/senior group newslstters.

--Five articles in the hospital's in-house’ publications.

- - Mesting ennouncement included in two menthly community calendars

- -Two participants--one a special guest; the second, 8 professional swiience
guast--ina local Public Broadcasting Service television show for seniors
focusing o, the needs of seniers who are caregivers.

2) Linkage With Othar Service Providers

Linkages with other senior cre providers, both locally and nationally, were viewed 63 an
integral part of the dissemination activities. Formalized relationships were developed with the
Jocal Area Agency on Aging (its Information and Referral Component and its Respite Registry
Sarvica), the state-funded Southern Regione! Resource Center for the Brain Impaired, the
In-Home Supportive Services Section of the Department of Social Services, the ~ounty's
contracted homemaker program, and the Alzheimer's Family Center, which oper ates three day
care programs for viclims of Alzheimer's end other related dizorders.

ERIC -
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Just as important, inquiries ebout the project were received from fifteen diverse areas
and/or organizations: seversl from the Hawsiisn Islends; Baltimore, Meryland; Sacramento,
California; the state of Niinois; the University of Missourt at Kensas City; the Medical College of
Ohio; the Sisters of St. Francis of Philadelphia; es well 6sa Yeterans Administration Hospital end
alocal San Diego ecute care fecility. There has been communication with the above througout the
project. A messive promotional mailing to progrems, agencies, etc. ecross the country is
planned to inform them of the educational training packege ( asixty-minute videotepe and two
companion teaching guides) which is now availeble for purchase.

Two CET Praject staff presented project results in en idea Exchange session st the recent
national meeting of the American Society on Aging held in Sen Diego, California. In addition, v
copies of the Final Project Report are eveilsble for distribution to inte-ested parties.

Caregiver Education and Training Praojsct
6rossmont District Hospitsl
La Mesa, California
6rant ¥ 90AM0252
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INTRCDUCTION

The graying of America, end how o provide services to that older, aging portion of society,
is fast bacoming one of the most imporient personal end public policy issues of the 1980°s and
beyond.

In 1984, 12% of the United States populstion, or some 28 million perople, were over 65
years of age. In the last decade alone, the over-65 age group has incressed by 23.53 6s
contrasted o 8 6.3% incresse in those under 65. What's more, experts estimate continued
growth. By theyear 2030, over 65 million people in the United States will be 65 yeers of age
and older, with soine 8.6 million being 85 yesars or older. By that date, the elderly in this
country will represent one-Tifth of cur pepulation--thet is one out of every five persens. At
the same time, we find that Americans ere also living longer. Today, Americen life expectancy is
75 years; in 1900, one could expect to live only en average of 49 yesrs.

Not surprisingly, as a greater percentage of the population is living lo oldsr ages, they are
developing many of the chi tiic conditions thet are associated with edvanced ege--Ccoronary
artery disease, hypertension, arthritis, hearing and visual impairments, diabetes, etc. And
with chronic iliness snd disaase ens often finds both limitations in activities of daily living end
varying degress of disability.

Data from the 1879 Home Care Supplement to ihe National Health Survy showed that a
significant minority of the 65+ pepulation - poried some kind of limitation of activity due to
chronic conditions. Over half of the "old-old (85+) are limited to some extent. Not
surprisingly, the need for essistance in personal care and home manegement increases in the
upper age ranges. Only slightly over 5% of community residing adulls aged 65-74 need the help
of another person in one or more of the seven basic physicel activilies of daily living. Yet this
percsniage doubles for those 75-84 years, and increases to ever 333 for those over 85 yesrs
of age. Another study, the 1985 National Long Term Care Survey, shows similar, yet slightly
higher, needs for personal care angd household management essistance.

Nonethelesu, the majority of older people with physical, social or mental functiening
limitations live at home and receive care from a relative or friend. Only five percent of the
elderly live outside the home in a variety of institutional settings.

The sheer aging of the American population over the next forty years will increese--some
experts say et lesst by double--the number of older persons with ectivity limitations. This
dramatic increase in numbers will more than likaly result in an even greater need for both
informal and formal care services to this particular population group.

Despite the possible need for en expanded formal care System, much more emphasis will
need 1o be directed toward the informal care system. Aging experts assert {hat some 80-3083 of
all madically-related care- -cass mansgement, chore service, nursing, housework, end
supportive/effective care-- is provided by femilies. Brody estimates that well over five million
people are involved in some form of family or parent care &t any given time.

This phenomsnon known s caregiving is not new. Research on the care of the older person
over the past 30 ysars hes shown thet femilies care for end provide care fr their older
members. More importantly, the use of caregivers is seen s a major deterrent for early
institutionalization and is unquestionably 8 much lesser cast to society.

Eighty-five parcent or more of caregivers are women. It is women who provide the
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primary caregiving to babies ang young children, snd as society ages, to the elderly and
imogired. Today, primery caregivers in family seilings are overwheimingly spouses gnd
daughters, followed by sisters, deughters- in-law, nieces end friends. Many of those adult
children who are helpers are themselves in their 50's and 60's. 11 is not uncommon fer &
90-year-0ld widawad mother to be cared for by a 65-year-old edult daughter.

Caregiving responsibilities cen renge from minimal assistance with ons or more tssks
such &s trensportation ond financial management to around-the-clock sssistance end
supervision. Caregiving also differs in the degrees of physical, financial and emotional demands
made by the impaired persen.

Often caregivers are unprepered for their new roles. They have litlle or no skillsor
expertise to handle the various neads of a frail or impaired older person. Providingcaretoa
fsmily member may affect the caregivers physical and mental health, their social and
recreational activities end their financial resources. The rigors of care can ba physically
exhausting and the need to provide constant care without relief hes been essociated with the
development or exacerbaticn ot nealth problems. Loss of personal freedom, lsck of time for
social and recreational ectivities and changes in family roles and functioning can all leed to
lowered life satisfaction for the caregiver. The financial impact of providing cere to an older
person can also be devastating.

It follows thet there is no one single pattern of responss to caregiving. Families reech
many different solutiens lo the task of providing csre. A femilies response dapends to some
degree on their femily organization--size, geographic proximity, differentistion of roles, past
history of caregiving, emotional closeness, values, otc. Alss important is the degree to which an
glder’s illness hes disrLpted the family system and how the femily constellation is abla to
marshall resources and coping strategies to deal with their new responsibflities.

Policy mekers in the field of aging continue to urge collaborsation between agencies and
famil.es in the care of the elderly and impaired. More sttention has been focused on care in the
community- -home health, adult dey care, nutrition progrems, etc.--dus to the edvent of
Diagnastically Related Groups ( DRO's) with 1 alterations in the reimbursement and service
delivery systems in acute care hospitals.

A recent national study of Area Agencies on Aging conducted by the Southwest Long Term
Care Gerontology Center has quentitatively documented the impact of DRG's upon the com-
munity-based long term care system. Amajor shift in service delivery patterns has been
identified since DRG implementation. Community case manegement service units {ncressed
365% wilh en eccompanying increass of 196% in in-home skilled nursing. Housekeeping and
personal care units also showed substentisl increases of 69.2% and 633 respectively. These
same community- based long term cere agencies raporled an incresss in both length of service
and numbsr of units per client. For meny of thess agencies, the result was @ forced reduction in
the number of service units per client in order to provide services for a longer period of time.

vel we can not avoid the ineviteble. With a greater percantage of the population living to
older age and developing chronic impairments and with the ever increasing costs of health care,
legislators and policy mekers are looking to the family to take greater responsibility for the
care of the frail and impaired elderly and to assume & larger share of the finencial lisbility.
Thus, more and more families will be providing care to their older members and will be faced
with verying degrees of strain on their personal, physical and financial resources.
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There is 8 growing concensus that as a society we need to do a better job in mestirg the
needs of caregivers even though there is dissaresment ebout the mix of services snd sutsports
thal would be best. Efforts lo aid caregivers have been boosted by the recent allocation of
federal, state end private foundation monies for the development of a veriety of caregiver and
respite care programs across the country. Case management services, caregiver support
groups, educetion and infortnation projects and respite programs &ré neressingly viewed 83
positive epproaches o aiding caregivers. Programs such &s the Mentally Impaired Caregiver
Project at the Philadelphia Gerietric Center, the Family Survival Project in Sen Francisco, and
the Texas Project for Elders in Houston, Texes provide excellent models for expanding services
of this type.

I Di i

Up until recently, the Sen Diego community has not hed e coordinated or comprehensive
progrem for informing, educating, training or supperting caregivars. Yet the Sen Diego arza
faces the same problems of an aging society, spiraling health care costs and ever incressing
needs for long term care services.

Demographically, San Diego County encompasses 4255 squara miles in the south-west
corner of the United States with & 1985 pepulation of close t0 2,100,000 persons. Thisisa
12.7% incresse from the 1980 population figures. The ever 60 pepulation itself has increased
22.5% over the past five years, end now numbers some 330,000. Not surprisirgly, the 65+
and 75+ population figures have also expanded since 1980--23.1% end 38.4% respectively.

The eastern portion of san Diego County, known &s the East County, had 8 1387 population
census of over 600,000 peopls; of this lotel, some 67,000, or 19%, were 65 years of age or
older.

orassmont District Hospital, located in San Diego's East County, has elso been impacted by
this large senfor population. As a district hospital both financed and governed by laxpayers, it
experienced some 6731 Medicare admissions in FY 1985-86. Thet year Medicare patients
accounted for 33® of all hospitalized patients end 48% of all patient days. The average length of
stay for Medicars patients was 8.1 days as compared to the overall hospital LOS of 5.4 days.
From 1986-87, Medicar e patients comprised 49.3% of the hospital's payor composition. The
projected patient days figure for Medicare patients for fiscal yeer 1988-89 is some 53,987
patient days, or 45.7% of the projected total usage.

Specific caregiver services in San Diego are somewhat limited. There are thres or four
caregiver support groups, Grossmont Hospital's Caregiver Education and Training Project, an
East County volunteer-staffed repite progrem, a Respite Registry run by the Area Agency on
Aging, and a recently developed state funded program, the Southern Regionai Resource Center for
the Brain Impaired, thet provides support services to family caregivers.

With the present public policy trend of en expanded iformal care network and the health
cara system demands of increased community basad services and decreased hospital utilization,
Grossmont Hospital hes recognized the need to work collaboratively with familifs and firiends
who will be caring for the i1, frail, disabled and eldarly in the home setting. H wes within this
fremework thet Grossmont Hospitel developed & comprehensive education and {raining program
{or caregivers.
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PROJECT METHODOLCAY

The overall mission for the Caregiver Education and Training (CET) Project was to
pravide for the disssmination of information, education and training to those persons in the
community who were engaged in informal caregiving activities with the frail, ill, impaired and
elderly. Special emphasis was directed toward caregivers who were themselves older adults.

The Caragiver Education and Training Project included five different service delivery
components during its eighteen month duration, October 1986 through February 1GR8.

1) Home Nursing Courses

Two integrated home nursing courses taught the basic home nursing skills
to families who were caring for an ill, frail, impaired or older family member in
the home setling. Both courses were offered two times a month at the hospital site
and two limes during the project’s duration at selected community sites in the
rural, Back Country area of the hospital district.

The Basic Home Nursing Course included eight hours of instruction given
in two four - hour sessions. Course content was orgenized into Six modulss or
units, each of which covered a topic of essential consideration in home nursing
care. Tesching modules included the following topics: planning the home care
enviroament and safety festures; mobility and transfers; personal care; nu-
trition; reporting signs and symptoms and record keeping; end community
resources.

The Advanced Home Nursing Course was a six-hour session focusing on
the care of the helpless patient and the incresced caregiving responsibilities
when a person has very limited ability to assist in their own care. Leerning
areas such as incressed personal care needs, bed turning and positioning, de-
pendent transfers, feeding, skin care, and bedpan, urinal end bedside commode
management wera highlighted.

To aid them in their ceregiving roles, course perticipants had continued
access lo the Clinical Nursing Coordinator for both consultation and follow- up.
The Clinical Nursing Coordinator mede an ehort to contect each caregiver by
phone at 1east one time after the completion of the courses. Together they were
able {0 essess the specific caregiving situation and make recommendations and/
or community referrals as appropriate. N

Both courses wers primerily developed end implemented by Susan Schenk,
R.N., P.H.N., a Nurse Educator in tha Hospital end Community Education De-
partment. She wes assisted in this task by Doris Harah, R.N., C., alsoof the
Hospital and Com...unily Education Department, end Ruth Brawdy, R.N.,P.HN,
Discharge Coordinator in the hospital's Patient and Family Services Department.

2) Psychosacial Course

This companion course, entitled "Becoming & Caregiver”, focused on the
psychasocial aspects of caregiving and provided information-shout community
resources available to both caregivers and the i1, frail or older person. These
two- to three-hour sessions were originally scheduled for two times 8 month at
the hospital setling and six times during the project’s existence at selecled East




County sites in the communities of Campo, Dulzura, E1 Cajon, Leman Grove,
Sentes end Spring Valley. After the first few months of the project, the hospital
site courses were offered just once & month, end additional sessions were held in
various communites.

The psychosacial course dealt with such issues as the rowerds and pitfalls
of caregiving, common emotional reactions lo this role, community resources
for home care, alternatives to home care and the decision-making process. The
film "Where Do | Go From Here?" was used to facilitate group discussion and
involvement. Courss participants also received selected agency brochures and
a handout that summarized the content aress discussed in the class session.

The “Becoming A Caregiver” Cou se was designed and pr=sented by Ruth
Brawdy, R.N., P.H.N., a discharge ccordinaior , and Deborg’, Yiss, L.CS.W., 8
social worker, both staff of the hospital's Patient and Femih Ssrvices De-
partment.

3) Resserch Componant

Specific demographic and caregiving-related data wes collected on eech
individual who attended either the nursing or the psychosocial clesses. In
addition, a research instrument was designed end distributed to 56 individuals
who had altended the nursing courses and hed indicated that they were
currently involved in caregiving. The survey questionnaire wes desigred to
gather relevent data on the caregiving experiences of program participant
with a major focus on quantifying the utilization of caregiving skills and
knowledge.

4) Support Group and Respite Feasibility Study

CET Project personnel explored the need for developing self-help support
groups for caregivers in the East County area. it scon became evident that the
current resources, a support group run through staff at the Community Mental
Health Canter and an Alzhsimer's support group, were adaquately meeting the
community's need. However, despite the existence of an excellent volunteer-
staffed respite program, more services of this type were desired and needed by
local caregivers.

S) Development of Audiovisual and Teeching Materialg

Two videotapes and two companion teaching guides were developed and
produced. These products are now available for sale and can be used in the
development and implementation of similar educational procrams for caregivers
in other parts of the country.




PROJECT RESULTS

Over the sighteen month duration of the Caregiver Education and Trai.iing Project several
distinct and concete outcomes became evident. For the purposes of this Final Report, project
results were orgenized end presented using the following five service delivery components---
Nursing Classes, Psychosocial Classes, Research Endeavour, Support Group/Respite Need
Evaluation, and Development of Audiovisual and Teaching Guide Materials.

1) Nursing Clesses

Thirty-nine ( 39) nursing skills classes were held at the hospital site from December
1986 through November 1987. Thess hospitel classes were attended by 172 persons
representing 95 femilies and 49 ‘paraprofessionals'/'professionals’. Two (2) cless sessions
were held al community sites during the same period--in Campo and in Dulzura. Thess classes
were attended by 13 persons representing 3 families end 3 ‘p=raprofessionals’/‘profes-
sionals’. In total, forty-one (41) class sessions were held, they were attendsd by 185 persons
representing 103 families and 52 ‘paraprofessionals'/* professicnels”.

In an effort to quantify learning, these course participants were asked to take both a
pretest and a posttest that attempted to messure basic knowledge of home nursing skills and
caregiver technigues (see Appendix A andB). Pretests and postiests were completed by 145 of
the 185 course participants. On a ten- item instrument, these individusls averaged 3.11
incorrect responses on the pretest and only .67 incorrect responses on the postiest.

Course perticipants were also asked lo evaluste-their lesrning experiences; ong hundred
and forty-five indivdiuals completed the evaluation forms. Ulilizinga four -point scale
(4=superior ; 3=good; 2=average; 1=poor), respondents rated the following six areas. Respon-
dents aiso suggested that the classroom fecilities could be imporved by remodeling and painting
(which is now being done) and recommended other such educational progi ams on CPR,
Alzheimer's Disesse, death and dying, etc.

Class Cbjectives Met 3.66
Instructor's Mastery of Subject 3.80
Usefullness of information 3.75
Appropriateness of Teaching Methods3.73
Questions Answered 3.81
Room and Fecilities 3.27

Further indication of the pasitive reaction to thesa caregiver courses are the following
excerpts from the ‘comments’ section of the evaluation forms.

--"Learned alot. Will recommend this class to friends and relatives.”
--"Excellent progrem. | learned a great deal of information.”

--"Yery impressed end very thankful something like this is availsble for
caregivers. | felt inferior and incompetent...(now) have more self-confidence
in helping my parents.”

--"Enjoyed class; was very helpful. Feel prepared to care for Mom."

--"Like finding friends with answers, understanding, compassion and exper-

ience.”

-=" feel that the class is excellent for @ person caring for a loved one. it has
enlightened me greatly.”

--"This class is a blessing to people who have someone o care for. | only wish
{ had this two yesrs 800.”
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--"Super class. Enjoysd hearing of others’ situations end how they were
handling them.”

-="i'm very, very pleased with the prngrem. The experience has mede me more
ronfident in my profession; for whict: | am very grateful because now | am more
comfortable hendling clients with medical problems end severe hendicapps.”
--"Thenk you. You've reassured me thet I'm capable of this care.”

Data on the caregiving participants wes also octhered. Fifty-nine (S9) indivi-
duals provided complete infur-mation as follows:

--33 were “old” or “continuing " caregivers; 26 were "new".

--20 were cering for thair mother, 18 for their husbend, snd 14 were
paid employees. Five were cering for their grandmother, S for 8
friend, 2 caring for their parents, and another 2 for their father.
There was also one person cering for each of the following: father-
in-law; wife; sister ; great sunt-in-law; and grandfather.

--The length of time that they had been providing care also varied.

Less then 3 months 17
Less than 1 year 7
| Year 10
2 Years 2
3 Years 3
S Yeers 3
6 Yesrs |
--Some were receiving help with their caregiving responsibilities.
From friends 3
From family 25
From hired help 3

7) Psychosocial Classes

Fourteen ( 14) “Becoming a Caregiver" classes were held at the hospital site over the 18
menth project. They were attended by 64 persons representing 49 femilies end 5 ‘profes-
sionals'/'pareprofessionals’. An additional ten ( 10) class sessions were held at community sites
and were attended by 93 persons representing 69 femilies ard 4 ‘professionals’/'pereprofes-
sionals’. Inall, 157 persons (representing 118 families and 9 *professionals’/*pereprofes-
sionals') attendd the 24 psychesocial classes.

Attempts were also mede to evaluste and quantify the educational impect of the course.
Pretests and posttests (see Appendix C) were completer &~ 92 participants. They averaged
3.28 incorrect respoiices out of ten items on the pretest end 2.17 incorrect on the posttest.

Course evaluations were also completed by 123 attendees using the same four-paint scale
(4=supesior, 3=good, 2=average, 1=poor). Msjor suggestions were to ircreasa the time
allocated for the presentation to allow for more group discussion, shering of idees and solutions,
and to focus more on problem-solving.

Cless objectives met 354
Instructor's Mastary of Subject 3.7
Usefullness of Information 3.62
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Appropriate Teaching metheds 3.5
Questions snswered satisfectorily  3.55
Room and facilities 3.25

The following statements were included on the ‘comments’ section of the courss evaluation
form.

--"This type of program is very helpful to us. We need all the helf and intor-
mation we csn oblain."

--"Information given was complete and to the point. Phone numbers and names of
agencies should be helpful in the future.”

--"“Excallent. Shows extensive preparation.”

--"Do wish more caregivers could have taken advantage of this course. There
are so msny of them "out there’ in nead of essistence.”

--"An excellent oppertunity to learn essential matters. With meny thanks and
compliments; well done.”

--"Enjoyed the class. Learned a greet deal. Very helpful and informative.”
~~"Thank you. | feel oriented now.”

--"Much sppreciated. A geod service to the community.”

Similar to the nursing skills clessss, eforts were made o gather relevant data on their

caregiving experiences. Of the 157 altendees, 70 indicsted that they were currently functioning
85 caregivers.

8) Who wers they caring for?
--mother 20 (28.6%)
--husband 18 (25.78)
--in-laws 7(108)
--friend 6(8.6%8)

--father, children, employsr 4 (5.7%)
b) How long caring for that person?
--Renged from less than 3 months to 25 years to “vesrs™

--Less than 3 months 16 (23.5%)

--Less then 1 yesr 12 (17.6%)
c) Where does the person receiving care live?

--In own home 65.7%

--{n caregiver's home 2718

--in a fecility of some sort 7.1%

d) Whohelps?

--1In only 40% of these respondents, did femily or friends help with the
csregiving.

-~Family members 85.7%

-~Friends 14.3%

a) Other community agencies involved?
-~Homemaker services 208
-~Home haoaltls aygncy 12.9%8
~-Adult day care 11.48
-~Meals-on-wheels 718
--Other 7.1%
-~Church 5.7%
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f) What are they not receiving?
—-Seven persons identified respite services ss something they needed.
--Others mentioned day care, barber, ond more help in general.
g) Caregiver's age, sex and educational attainment
--57 females, 13 males
--age range was 19 10 79 years; average age, 57 yeers.
--66.1% had attended college; 30.5% had attended high school.
h) Care Recipients age and sex
--35 females, 35 males
--8ge range was 32 t0 97 vears; average age, 73.7 years

3) Research Component

A54-item, self-administered survey instrument wes developed in an altempt to meet the
following objectives: a) gather data on the caregiving experiences of program pariicipants;
b) quentify the utilization of specific home nursing skils snd techniques; c) assess the utili-
2ation of other health care resources in the form of phone contact with physiciens, physician
office visits, Emergency Room visits, hospital edmissions, and other long term care services
available in the community.

The questionnaire (refer to Appendix D and E) was sent lo 56 indidviduals who had
allended ons or both of the nursing skills courses during an eleven month period of the project,
December 1986 through Gitober 1987, and hed indicated that they were coring for a family
member in the home &t the time that they attended the classes. Twenly-three participants, or
41%, returned a completed survey in a self-addressed, stemped envelope by the end of the
project, Februery 28, 1988.

Due {0 the small size of both the selected sample and the completed surveys, the only
appropriate form of data analysis wes a frequency distributien. In addition to the small
numbers, some surveys were returned with minimal data. Because of these two fectors, only the
mo<t pertinent and ressonable valid findings are reported in the following 12 areas.

1. Most of the 23 respondents attended both the basic and advanced Courses (17
or 74%).

2. Twenty-two of the respondents/caregivers (96%) were female.

]

The age of these ceregivers ranged from 19 to 80, with en average age of
54.8 yeers.

4. Eight caregivers (35%) were caring for their husband, six (26%) for
their perents, two for their daughters, one for their friend, while the
remaining six respondents ( 26%) cered for grandparents, aunts, urcles, efc.

5. Thirty-nine percant of the ceregivers lived with the person that they
were caring for. Only two of the individuals receiving some type of femily

care were currently living in some form of residential or institutional
housing.
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10.

The duration of the careglving responsibilities ranged from less than three
months to 10 years. Forty-three percent had been providing ceve for one
year or less, while only 3 respondents ( 13%) had provided care for five
yBar's of more,

Ceregivers were asked 1o be specific about the types of care they were
providing to femily members. The most frequently cited type of assis-

tence provided was emotional support and encouragement; it was mentioned
by 19 of 23 respondznts, or 83%. A close socond, al 78 %, wes shopping and
errands. They were followed by meal preparation (74%), trensportation
(708), dispensing medications ( 70%), personal care such as bathing, hair
care, ete. (658), responsibilities such as correspondenca and bill paying
(57%), end household chores such as vaccuming and dusting (52%).

Caregivers mentioned certain skills thet they learned which had been
helpful to them in their caregiving roles--use of specific equipment likea
trensfer or gait belt, quad cane, etc.; learning how to perform specific
tasks like taking a pulse, dispering, bathing, transfers, etc.; while several
mentioned that they now felt much more confident in their caregiving.

Sixty--ona percent of the respondents felt that the number of necessary
physicisn visits either remained the same or decreesad due to their course
participation and new acquisition « 7 new skills. Similerly, 528 fell thet the
number of needed phone contacts with the doctor hed either decressed or
remainad the ssme sincs their participation in the training program.

The utilizetion of community resources by coregivers was a revealing

item on the questionnaire. Nt surprisingly, the most commea resource
utilized by caregivers (578 ) wes financial assistance such es Medicare,
Medi-Cal, Social Security, elc., 811 scemingly related to reimbursement of
health care costs and everyday living expenses. A close second.was medical
equipment and supplies, used by 48% of the respondents; followed by home-
maker (35%), and home heslth sgency services (308).

An altempt was mode to meesure coregiver burden utilizing the Burden
Scale formulatad by Sieven and Judy Zeril. The caregiver was asked o
respond to a series of statements which reflected how people sometimes
feal when they are teking care of another person. The responses o these 21
items were quite difficult to enalyze due to the very small number of re-
spondents and the foct that each item hod amywhere from 3 to 9 missing
responses. |t wes spparent, though, thet three arees were significant

for caregivers. Ten of 15 caregivers, or 673, stated that they felt that
the person thay are caring for is quite frequently or always dependent
upon them. Likewisa, 738 of tha caregivers indicated that they often have
little time for themsslves because of the person they care for and that they
foel stressad between their caregiving end other family and work respon-
sibilities. Daspite the inbility lo do indepth enalysis of caregiver burden,
632 indicated that they were moderateiy to extremely stressed by their
caregiving responsibilities.
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12. Caregivers were also ssked if they feel differently sbout their caregiving
responsibilities since attending the training classes. The following com-
ments were writlen on some of the completed surveys.

--"1 feel a responsibility for the patient...but | alsohavea
responsibility to myself. Meeting needs rather than all wents is
enough...8iving 100% is enough. 1 do not have to give 300%8"

--"] knew others were going through what | was énd that there was help.
| was encouraged”

- -] understand the caregiver's role better and realize I'm but one 8mong
many experiencing 8 similar respensibility...| fes] more comforisble
knowing about community resources | may need in the future.”

--*| have more confidence and epply f:ositive thinking.”

--"More confident in handiing euntie. | won't breek her or ceuss her
desth.”

--1 would have been marking fives (on the burden scale=very stressed)
if the questionnaire wes given to me (before | took the cless)...more
confident with doctor end femiiy.”

--"| feel mare confident in my ections and in knowing how to desl with
him."

/1 Support Group and Respite Feesibility Study

As was mentioned in the Project Methodolagy Section, it soon became evident to CET staff
that the existing support groups in tha communily wers adequately meeting the community's
needs. However, more respile care resources of a free or reduced fee nature wera desperately
needed. This area continues to be explored and it is hoped that alternatives can be developed
within the next six to twelve months.

5) Development of Audiovisual end Tesching Materiels

As part of the grant requirements, the Caregiver Education and Training Praject developed
a sixly- minute audiovisual tape end two companion teaching guides. The materials covered in
the basic and advenced nursing skills courses sre summerized in 8 45-minute section of the tape
und a 57-page leaching guide entitled “Teaching Basic Caregiver Skills”. The “Becominga
Caregiver Courss” is essentially synthesized in 8 15-minute section of tha tspe and a 63-page
teaching guide entitled “Labors of Love: Realiiles &nd Solutions. A Comprehensive Guide to
Femily Caregiving”. The one-hour taps and both teeching guides are availsble for purchese for
$89.95. Marketing materials have been developed end will aid in the frenchising of these
materials.

6) Evaluation Activities

Due to the demonstration nature of the Caregiver Education and Training Project, stsff
were quite sengitive to any and all forms of program evaluation. Class perticipants were
strongly urged to fill out cless evaluations and their comments were taken seriousiy.

Two ceses in point. A large percentoge of the project participants who sttended the
psychosocial class felt that the initial two-hour time frame wes loo shorl. They requested
edditional time in which to have group discussion sbout common caregiver concerns and lo
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provide a forum for sharing and problem-solving. As a result, the psychesecial courses are now
wo-and-a-half to three-hours in duration, and attempt lo mest this very important need.
Secondly, nursing skills participants had fell that the room and fecilities available to them
during their ciass sessions was inadequate. Although the staff certainly agreed with them, it was
the input an paper of these class participants that encouraged administration to remodel and
upgrade the classroom fecilities.

Other issues pertinent to the actual classroom instruction became evident. Caregivers
in the nursing skills classes benefitted most when they could ensct the role of both patient and
caregiver. |t was quile helpful for the caregiver o ‘step into the care receipisnl’s shoes’, so to
speak, as il provided them with an sdditional perspective in which lo view their caregiving
tasks. Caregiver participants also found it helpful o have an extensive outline of the material
covered in the psychasocial class so that they could focus on the infermstion presented rather
then frantically writing copious notes and missing importent concepts and issues. The need for
continugl publicity and community outreech became quite epparent and is discussed in grester
depth in the succeeding section, "Discussion and Implications of Project Results™.

It wes important lo validate the educational/instructional epproach to bssic caregiver
skills and expertise. Thus, a method of testing class participants before end after their edu-
cational involvement was seen as & way 10 measure effectiveness. The experiences f both the
nursing skills and the psychosocial clesses demonstrate effective leerning--3.11 t0.67 incor-
rect responses respectively on the pre- snd postiests in the nursing skills classes and 3.28 to
2.17 incorrect responses respectively on the psychasocial pre- and postlests.

Although federal funding for the CET Project ended on February 28, 1988, this
aducational and training program for San Diego caregivers will be continued through 8 joint
effort of two hospite! oepartments- - Senior Programs and Hospital and Community Education.
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DISCUSSION AND IMPLICATIONS

Discussion

Throuhgout the development end the implementation of the Caregiver Education and
Training Project, it was anticipated that the following outcomes would occur:

1) an improved caregiving experience--physically and emotionally--
for both caregivers and receipients of cere:

) incressed utilization of appropriste community-besed long term cere
Services;

3) increased knowledge regarding the process of caregiving;

4) reducad ulilization of ecuta care hospital resources with 8 resJltant
cost savings; and

5) the development endTacrketing of videotapes snd teeching guides for use in
expanding caregiver education and training services throughout the
country.

At the conclusion of the eighteen month Gauonstration praject, it hed been possible to accomplish
and/or validate thres of the five items listed ebove end to partislly validate a fourth item.

Review of the participant course evaluation forms and the 23 completed questionnaires
sppears lo docurrent that participation in the training project had enhanced their caregiving
experiences-- both physically and emotionally. Comments such as:

--"I fell inferior and incompetent...(now) heve more self-confidence
in helping my parents.”

--"(now) feg) prepared to cere for Mom.” .

--"Like finding friends with answers, understanding, compession and
experience.”

—-"This class is & blsssing to people who have someane to care for. | only
wish | hed this two years ago.”

--"You've reassured me that I'm capable of this care.”

--"I feel a responsibility for the patient..but | alss have 8 respongibility
{o myself...] do not have to give 3008."

--"1 knew others were going through what | was and that there was help.
| was epcoureged.”

- ="l would have been marking five's (on the burden scale=very stressed)
if the questionnaire was given to me (before | took the cless)...”

Course participants further documented in the completed surveys that certain skills they
lesrned from the training progrem hed been helpful in their caregiving roles--for example,
the uss of specific equipment like a transfer or gait belt, quad cane, etc., and learning certain
nursing techniques such &s tsking a pulse, bathing, dispering, transfers, etc. Although we found
no direct documentation of enhanced experiences for the care receipient, it logically follows that
the care they were receiving wes improved in all aspects.

The acquisition of knowledge about the caregiving process was also validated. A review of




the pre- and postiests in both the nursing skills and psychosocial classes revesled e dramatic
decresse in the number of incorrect responses--from 3.1110.67 in the nursing sessions, and
3.28 10 2.11 in the psychosocial.

An excellent educational packsge was produced--a sixty-minute videotape and two
companion leaching guides--send is now evaileble for purchese. These materials can be ulilized
in the development and implementation of similar caregiving training programs across the
country.

The completed questionnaires revealed that caregivers do utilize community long term
care resources, yet the small number of eligible respondents, as well as the small numbet's of
relurned and totally completed surveys, makes further validation impossible. We were not able
to explore the utilization of acute care hospital services for this very same resson. Further
evaluation end research in thess two eress might yield more fruitful and enlightening results.

The Caregiver Education and Training Project was designed to impart specific nursing,
psychosocial snd community knowledge and skills to those who ware caring for a family mamber
at home. Although not anticipated, these caregiver education and training classes also attracted
other groups-- identified senior or indigeous leaders who often helped neighbor s end friends in a
variety of ways; persons who recognized that they soon mey beina caregiver role; and
indivdiuals ('paraprofessionals'/'professionals’) who care for older, frail, impaired or i1l
persons in the home setti'ig for a fee. All of these groups were welcomed in the program es
their education and training could also directly benefit the older persen who was being cared for
in the home setting.

Problems During the Pregect

The major problem area that surfeced during the eightesn month demenstretion project
wes the need for continual and comprehensive publicity about these caregiver clase=s. Reeching
the people who needed the services was a continuing dilemme. Monthty press relesses with
specific information en upcoming class dates end times were sent t local newspapers and o
senior groups end organizations that published menthly, bi- monthly or quarterly newsletters.
Promotional materials such s program brochures end fliers were periodically sent toa veriely
of potential referrers--senior service agencies, senior clubs or groups, mabile home park
menagers, senior complex menagers, community chaplains, local librarians, home health
agencies, ste.

initially, two psychosocial classes were offered each month &t the hospital site--one in
the afterncon, one in the early evening. The evening session wes planned primerily for
caregivers who might also be employed, or who could find respite only during the evening hours
from other fomily members or friends. After several months, attendance at the evening session
was determined o be quite poor. The evening session at the haspital site wes eliminated, and
additional classes at various community sites were added. These community offerings became
quite populsr and were well attended.




implicstions

Incressing attention is being paid to the needs of persons providing care to family
members or friends. The demands placed on a caregiver cen greatly impact their own emotional
and financial situation. Many caregivers have 1o leave their jobs or reduce their working hours,
rearrange their daily schedules and often teke time off without pay due to ceregiving
responsibilities. The caregiver is often unprepared and untrained for their new role. Whils
adjusting to the emoticnal aspects of providing care to someone who is ill, frail, impaired or
elderly, the caregiver is also coping with lesrning new home nursing skills.

Caregiver education end training services such s the model utilized in the CET Project
appear 1o be beneficial 1o both the caregiver and the care receipient. This type of program is
easily duplicated. Personnel costs can be minimized; and epplicable and transferrable
instructional materials can be purchased at an extremely reasonable price. All of the
participants--the ill, frail, dissbled and elderly; family, friends and employees in ceregiving
roles; senior service providers; and scute care hospitals-~-csn benefit from the training,
educating and supporting of caregivers.

No doubt, the sheer aging of the American population will result in 8n even greater need
for informal care services. And there is a concomminant recognition that &3 a society we need to
be more proficient in meeting the neads of caregivers, as well es assisting, educating, and
supporaing them in their efforts.

Caregiver education is a necessity in addressing the needs of both the older populstion end
its caregivers. Support must be given lo the caregiver and attention to their physical and mental
health. Through education, caregivers not only ecquire essentisl caregiving skills, but they are
also given permission to care for themselves. Thus, ceregiver education ensures quslity care
for both the older person and the caregiver.
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PROJECT SUMMARY

Heslth and humsn ser+ice practitioners, administrators, policy-makers and planners can
utilize the results of this demonstration project. The graying of the American population,with
its dramatic increase in numbers of older persons, will undoubtedly result in an even greater
need for informal and formal health and human care services.

With a grester percentags of the population living to older age and developing chronic
impairments and with the ever increasing costs of health care, legislators and policy mekers are
looking to the family o take greater responsibility for the care of the frail, ill and impaired
glderly. And, to assume a larger share of the finencial liability. Thus, more and more families
will be providing care to their older members and will be faced with varying degrees of strain
on their personal, physical and financial resources.

Despite the possible need for an expanded formal care system, much more emphasis will
be directed toward wie informal care system. The overburdened health care system with its new
reimbursement limitations wiil continue to push towsrd increased long term, community- based
and informal care services.

With these trends in mind, Groessmont Hospital recognized the need to work collsboratively
with femily, friends and 'paraprofessionals’ who care for the ill, frail, impaired end elderly in
the home setting. With the financial assistance of the Administration on Aging, the Caregiver
Education and Training Project wes designed and implemented in the San Diego community. Over
340 indivuiuals participated in 65 free classes which impartied specific nursing, psychosocial
and community knowledge skills to caregivers who were proy iding assistance to a family
member or friend. The CET Project was successful in three specific areas:

1) enhanced the caregiving experiences for those providing care toa
family member or friend--both physically and emotionally;

2) increased knowledge about the process of caregiving and edded to
the skills and expertiss of thoss in a caregiver role; and

3) produced an affordable instructional package which can be used to
develop and implement similar caregiver education and training
programs in other parts of the country.

Although the federal financing of the CET Project has been completed, Grossmont Hospital
remains commed to proving caregiver education and training services to the community. The
CET Project will continue through the joint efforts of two hospital departments--the Depart-
ment of Senior Programs and the Hospital and Community Education Center.
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APPENDIX A

PRETEST

HOME NURSING COURSE - BASIC
Mark the one best answer to each questicn.

When arranging a bedroom for home nursing care, it's best to place the bed:
a. facing a sunny window

b. with one long side against a wall

c. head of bed to wall, both sides clear

d. in the center of the room

A walker should be used only by a person who has uad a stroke.
TRUE FALSE

Changes caused by aging include:

a. Drying of the skin

b. Loss of memory

c. Defects in judgement

d. Loss of bowel and bladder control

The primary caregiver should always be present with the patient so there
is consistency of care.

TRUE FALSE
Urine is normally

a. sterile/clean
b. contaminated/dirty

Elderly people need a daily bath to maintain health and a sense of well-being.

TRUE FALSE

Bedsores, or pressure areas, can develop into life-threatening conditionms.
TRUE FALSE

The basic four food groups include: . (Circle 4 groups)

a. breads & cereals

b. milk & milk products

c. sugar & substitutes

d. meat & meat altevuatives
e. fats & oils

f. vegetables & fruit




9. Caregivers should do for the patient even things they can do for themselves -
this cemmunicates caring.

TRUE FALSE

10. When consulting with a physician about a health care quest. ons, you should
be prepared to describe:

a. when the problem began

b. how it is different from normal
c. what helps it or makes it worse
d. all of the above

e. none of the above - the doctor would prefer to draw his own conclusions
from examination.

NAME :

DATE:

Please answer these questions to help us in developing other services for
caregivers.

1. Have you been caring for this patient before taking this course? YES NO

a. If yes, for how long?

2. What ds you want to learn from this course?

3. Will any ou“er fanily members be helping with care of this patient? YES NO

a. If so, who and how much?
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APPENDIX B

YRETEST
HOME NUKSING COURSE - ADVANCED
Circle T (true) or F (false) for each question.
T F 1. The best position for feeding a patient in bed is to
raise the head of the bed 30°.

T F 2. Ifa pe}son chokes and is coughing a lot, you shoula
apply the Heimlich maneuver immediately.

T F 3. When feeding & patient, be sure they have swallowed
their food before offering more.

T F 4. A bedpan is placed by lifting the patient's hips and
sliding the pan under.

T F 5. .To prevent pressure sores, keep the bottom bedding
smooth and dry.

T F 6. To prevent pressure sores, turn the helpless patient
every 4 to 6 hours.

T F 7. Immobility, or lack of movement, can lead to problems
with circulation, breathing, bowel elimipation, or skin
breakdown.

T F 8. Patients confined to bed need the lights left on at
night to avoid confusion.

T F 9. When moving a person using 8 mechanical lift device,
(like a Hoyer lift), always roll the lift sideways to
avoid tips.

-

_r

T F 10. When a gait belt is used, it should be fastened loosely
around the patient's waist.

NAME

n?"'.

b,
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APPENDIX C

BECOMING A CAREGIVER

Circle either True or False for each statement

-3

12.

13.

14.

15.

N

Medicare usually payvs for care given in skilled nur-
sing facilities.

Residential care facilities do not provide nursing
care,

Finances do not need to be considered when malting care
plans for the elderly or disabled.

The stresses of caregiving seldom cause increased health
problems for the caregiver.

It is usually best. to make decisions for older dependent
family members by consulting them.

A perscn is not eligible for Medi-Cal if he has Medicare
insurance. .

Private medical insurancz in addition to Medicare will
cover all medical expenses. '

Medicare does not cover 24-hour nursing care in the
home.

A caregiver should not try to find time for himself/her-
self if the older family member seems to need constant
attention.

Anvone can make a referral to a home health agoney.
It is comion for caregivers to feel guilty when caring
for a family member.

A family member can be a conservator of person and/or
finances. .

Family members should assume all needed caregiving re-
gponsibilities.

Caregivers mav feel guilty when transferring some care-
giving responsibilities to agency personnel.

when skilled tursing facility care is needed, the fomily

always has a choice of facilities.

*
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APPENDIX D
Grossmont
District Hospital
I East San Diego County
Regional Medical Center
P.O. Box 158
La Mesa, California 92041-0300
(619) 465-0711

September 28, 1987

Dear Caregiver Program Participant:

We are very plessed that you were able to participate in Grossmont District Hospital's
Caregiver Education and Training Project. We hope that the classes you attended have been
helpful 1o you and have assisted you in your caregiving activities.

As part of our Caregiver Program, we would like to validate the effects of our training
efforts. Thus, we would like to know more about your caregiving responsibilities and how they
may have changed since participating in our nursing skills classes.

Plesse take a few minutes in the next week to complete the attached Caregiver Survey. All
responses are confidential and can not be linked to any perticular participent. When you heve
completed the survey, plesse return it in the enciosed adressed and stamped envelope.

We thenk you in advance for your efforts in this evaluation process. If you have eny

questions about the survey or about our Caregiver Program, please do not hesitate to contect me
at Grossmont Hospital's Senior Programs Office, 465-2582.

Sincerely,

Nancy B. Bryant, DrPH
Manager, Senior Programs
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APPENDIX E ot
CAREGIVER SURVEY

The purpose of this survey is to find cul more about your caregiving responsibilities
and to determine if they have chenged in 2ny way since your participstion in Grossmont Hos-
pital's Caregiver Program. It should not teke longer than twenty minutes to complete the ques-
tionnaeire. Plesse try to enswer all questions as completely 83 possible. Specific instructions
for completing the survey will be in CAPITAL LETTERS or in boxes for essier recognition. The
column on the right-hand side of the questionnaire is designed for coding purposes only.

1. When did you altend the Caregiver Training clesses? (PLEASE SPECIFY THE MONTH THAT
YOU ATTENDEU)

2. Which Nursing Skills Clesses didyou attend? (CIRCLE RESPONSE)

Basic 1
Advenced 2 -
Both 3

3. Wereyou a caregiver when you alended the clesses? (CIRCLE RESPONSE)
Yes 1 ‘
No 2

- Om————

4. Areyou acaregiver now? (CIRCLE RESPONSE)
Yes 1
No 2

5. What is your sex? (CIRCLE RESPONSE) .
Female 1
Msle 2

6. What isyour ege in years?

7. Whet is your relstionship to the persan you are o were caring for? (CIRCLE RESPONSE)
Wife
Husband
Daughter
Son
Parent
Friend
Employee
Other

ek A ——

o N O bW -

(BE SPECIFIC).
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8.

1.

Where does the person you are caring for live? (CIRCLE RESPONSE)

Lives with me 1
Lives Alone 2
Lives with family 3
Lives in board and care

or residential fecility 4
Other S (BE SPECIFIC)

How Tong have you been a caregiver for the person specified in Question 77 (IN YEARS)

Are you the only caregiver for the person specified in Question 7? (CIRCLE RESPONSE)
Yes 1
No 2
(IF YES, SKIP TOQUESTION 12.
IF NO, ANSWER QUESTION 11.)

Who else helps you with the caregiving responsibilities? (BE SPECIFIC)

in which of the following weys are you caring for the person specified in Question 1?
(CIRCLE RESPONSE)
Personal care ( bathing, hair care, etc.)
Transfers and waiking
Mesl preparation
Household chores ( vaccuming, dusting, etc.)
Shopping and errands
Correspondenca, banking, bill paying, elc.
Emotional support, encouragement, etc.
Transportation

W 00~ O 1 A NN -

Dispensing medications
Other 10 (BE SPECIFIC)
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16.

14.

When you attended the Caregiver Classes did you learn eny specific nursing skills that
have helped you in your caregiver role? (CIRCLE RESPONSE)
Yes 1
No 2
(IF YES, ANCWER QUESTION 14 and 15.
IF NO, SKIP TO QUESTION 16)

which of the following nursing skills have helped you in your caregiving
responsibilities? (CIRCLE RESPONSE)
Bathing
Assistive transfers
Walking
Skin care
Medication manegement
Orooming
Toiletting

O N O A N -

Nutrition
Yital signs { temperature,
.blood pressure, pulse, elc.) 9
Other 10 (BE SPECIFIC)

Please be specific about the ways in which these nursing skills have helped you in your
caregiving role.

Since your atlendance 8t the Caregiver Classes hes the person you are caring for
yiviieda doctor? (CIRCLE RESPONSE)

Yes

No 2

(IF YES, ANSWER QUESTIONS 17 AND 18.
IF NO, SKIP TO QUESTION 19)
~37- -
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17.

18.

19.

20.

21.

22.

23.

24.

How meny visits to the doctor? (BE SPECIFIC)

In your opinion, how did attendance at the caregiver classes affect the need to visit the
doctor? (CIRCLE RESPONSE)

More visitswere neeced 1

Less visits were needed 2

Same number visits needed 3

Since your attendance &t the Caregiver Clesses have you needed to make phone contect with
the doclor regarding the person you are caring for? (CIRCLE RESPONSE)
Yes 1
No 2
(IF YES, ANSWER QUESTIONS 20 AND 21.
IF NO, SKIP TO QUESTION 22)

How many times have you needed to make phone contsct with the doctor?

In your opinion, how did attendance &t the Caregiver Classes &.fect the need 1o make phone
contact with the doctor? (CIRCLE RESPONSE)
More phone calls needed 1
* Less phone calls needed 2
Same number calls needed 3

Since your attendance et the Caregiver Classes did you need to take the person you are
caring for 1o the Emergency Room? (CIRCLE RESPONSE)
Yes i
No 2
(IF YES, ANSWER QUESTIONS 23 AND 24.
IF NO, SKIP TO QUESTION 25)

How many visits to the Emergency Room were made?

In your opinion, how has your participation in the Caregiver Ciasses affected the need for
visits to the Emergency Room? (CIRCLE RESPONSE)

More visits were needed |

Less visits were needed 2

Same number visits needed 3
_38_
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25. Since your participation in the Caregiver Classes has the person you are caring for
been hospitalized? (CIRCLE RESPONSE)
Yes 1
No 2
(IF YES, ANSWER QUESTIONS 26 AND 27.
IF NO, SKIP TO QUESTION 28)

26. How many hospitalizations?

27. inyour opinion, hasyour participation in the Caregiver Classes affected the need for
hospitalizations? (CIRCLE RESPONSE)

LESS HuspituHZutibHS Hevsed
More hospitalizations nesded 2
Same number hospitalizations needed 3

28. Since your attendance at the Caregiver classes, have you used any of the following
community resources? (CIRCLE RESPONSE)
a. Home health agency

A& 1

No 2

(If yes, how often

and what typs of help

, )

b. Adult day health csre

Yes !

No 2

(1f yes, how many days 8 week? )
c. Homemaker services

Yes 1

No 2

(/1 yes, how often?

and what type of help?

)

d. Meals-on-Wheels

Yes

No 2

-39-
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e. Caregiver Support Group
Yes 1
No 2
(ifyes, how often do you attend?

f. Medical Equipment and Supplies
Yes 1
No 2
(if yes, what equipment or supplies did you use?

g. Financial (Medicare, Medi-Cal, Social Security, SSi, etc.)
Yes i
No 2

(If yes, which type of finacial sssistence? — .

h. Other (BE SPECIFIC)

29. Wera you aware of any of the above community resourcss prior to attending the Care-

giver Classes? (CIRCLE RESPONSE)
Ves i
No 2
(If yes, which community ressurces?

30. Didyour participation in the Caregiver Classes make it easier to utilize any of the
community resources? (CIRCLE RESPONSE)

Yes 1

No 2

Not applicable9
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INSTRUCTIONS: The following is & list of stetements which reflect how people sometimes feel
when teking care of another person. After each statement, indicate how often you feel thet way ?
by circling the appropriate response.

Never Rarely Sometimes Quite Nearly Not
Frequently Always  Applicable
1 2 3 4 5 9

31. Theperson | care for asks for more help than he/she needs. - —
32. | don't have enough time for myself because of the person | care for. _

33. | feel stressed between caregiving and my other family and work respon-
sibilities. - —

34. | feel embarrassed by the behavior of the person | am caring for. - -
35. | feel angry when | am around the person | am caring for. _ —_—

36. | feel that my caregiving responsibilities affect my relationship with '
other family members and friends in a negativa way. - i SR

37. | am afraid of what the future holds for the person 1 am caring for. _—

38. | feel the person | am caring for is dependent upon me. - Y

39. | feel strained when | am around the person | am caring for. - ' —_—

40. | fegl my health has suffered because of my caregiving responsibilties. - —_

41. 1feel i don't have as much privecy as | would like because of my care-

giving role. - L —

42. | feel my social life has suffered because of my caregiving responsibilities.

41z,

45




43,
44,
45,

46.
47.
48.
48.
50.
51.

S2.

53. Since your attendance at the Caregiver Classes have your caregiving responsibilities

| feel uncomfortable about having friends over because of the person | am

caring for.

| feel thet the person | am caring for seems to expect me to take care of

him/her &s if | was the only one he/she could depend on.

| feel that | do not heve enough money to suppert the person | em caring

for in addition to the rest of my expenses.

| feel | will be unable to continue to be the caregiver for much longer.

I feel | have lost control of my life since my caregiving responsibilities.

| wish that | could leave the caregiving role to someone elss.

| feel uncertain about what to do about the person | am caring for.

| feel | should be doing more for the person | am caring for.

| fee] that | could do a better job in providing care.

overall, how burdened do you feel in your caregiving responsibilities? (CIRCLE

RESPONSE)

changed in any way?

(If yes, please specify how they have changed?

Not at all

ALittle

Moderately
Quite a bit
Extremely

Yes
No

Al L N

1
2

~42-.

16

|
|
|
|

dar - S et e @

e o ———

b S s e %




54, Since your attendance at the Caregiver Classes do you feel differently about your care~
giving responsibilities?
Yes 1

No 2 |
(1f yes, plesse specify how you feel differently? ;

Thenk you for your willingness to participate in this survey. If you have any additional
comments you would like to make about your caregiving role, our Caregiver Education
Courses, or this questionnaire itsalf pleass use tha spece below.

s 47

& ————

e v me———

—————




END

U.S. Dept. of Education

Office of Educational
Research and Improvement (OERI)

e = L T IR
VEETRNREIEEE  CERE NR BN

Date Filmed
July 15, 1991




