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Chapter 3
Patient-Client and Family Caregiver 
Considerations

Gilaine Nettles, Mary-Anne Joseph, and Jared Rehm

Learning Objectives
	1.	 Understand historical perspectives pertaining to the value of patient- and family-

centered care.
	2.	 Describe ways to improve the home care experience for patients who are older.
	3.	 Articulate the characteristics and responsibilities of family caregivers.
	4.	 Identify challenges faced by family caregivers in home care settings.
	5.	 Articulate quality of life and wellness strategies for patients and family 

caregivers.
	6.	 Provide examples of patient autonomy and choice making in the home care 

setting.

�Historical Perspectives on Person-Centered Care, Family 
Caregiving, and Interprofessional Collaboration

Essential to the interprofessional team (IP) approach to quality healthcare is the 
concept of patient-centeredness. The significance of the patient being at the center 
of care delivery has been recognized for many decades. In 2001, the Institute of 
Medicine released a paper called “Crossing the Quality Chasm: A New Health 
System for the 21st Century” [1]. The paper underscored the importance of patient-
centeredness in improving healthcare systems. Similarly, a few years later, the 
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Triple Aim framework refocused healthcare providers’ attention on the significance 
of patient-centered care [2].

The Interprofessional Education Collaborative (IPEC) was established in the 
USA in 2009. Its mission is to prepare healthcare professionals to become collab-
orative practitioners by implementing interprofessional education in all professional 
programs. The ultimate goal of interprofessional education and collaboration is to 
assure patient-centered care. In 2010, the World Health Organization (WHO) 
released a framework for collaborative practice and interprofessional education. 
The framework provided guidelines for healthcare professionals to learn from one 
another, to collaborate in clinical practice, and to effectively develop and implement 
patient care plans. By cooperating with patients and their families and caregivers, 
collaborative practitioners build teams that are founded on mutual respect, shared 
values, and positive communication [3].

In 2011, the interprofessional collaborative panel, composed of six participating 
professional organizations, united to create the core competency domains for inter-
professional collaboration and healthcare delivery. These six professional organiza-
tions included the American Association of Colleges of Nursing, the American 
Association of Colleges of Osteopathic Medicine, the American Association of 
Colleges of Pharmacy, the American Dental Education Association, the Association 
of American Medical Colleges, and the Association of Schools and Programs of 
Public Health. The core competency domains included (1) teams and teamwork, (2) 
communication, (3) roles and responsibilities, and (4) values and ethics [4]. In 2016, 
nine new disciplines joined IPEC [5]. The new professions included podiatry, physi-
cal therapy, occupational therapy, psychology, veterinary medicine, social work, 
and physician’s assistant education. This new group (the Health Professionals 
Accreditor Collaborative) further developed the core competencies and expanded 
the shared vision of achieving quality outcomes in healthcare and improving health 
equity in population health through collaborative educational learning experiences 
and practices [5]. This was a positive development for those strongly advocating for 
more patient-centered healthcare systems.

The Quadruple Aim, published in 2014, evidenced that when IP teams worked 
collaboratively with patients and families, both patient and provider satisfaction 
with care increased. Patients reported feeling a part of the team and better connected 
with healthcare providers. Patients also reported better disease management and 
better health outcomes [6]. The Quadruple Aim addressed the effects of provider 
stress, fatigue, and burnout and highlighted the need to enhance providers’ health-
care experiences. These improved experiences would impact patients’ quality of 
care and safety, but they would also enhance the care experiences of each IP team 
member [7].
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�Additional Federal Reports on Family Caregiving

In 2016, the National Academy of Sciences, Engineering, and Medicine (NASEM) 
developed an ad hoc committee on family caregiving for older adults. The commit-
tee was tasked with the following: (1) investigating the prevalence of family care-
giving and the consequences of caregiving on caregivers, (2) exploring existing 
programs designed to meet the needs of caregivers, and (3) providing recommenda-
tions for policies to support caregivers. Similarly, the 2016 NASEM report entitled 
“Families Caring for an Aging America” provided recommendations for policy 
changes to better support caregivers’ health, economic, and social needs through 
agencies such as the Centers for Medicare and Medicaid Services, Social Security, 
and the Department of Veterans Affairs. Such policy changes would propel an 
awareness of the tremendous demand for caregivers due to the growing older adult 
population and the diminished supply of trained caregivers.

According to the NASEM report, 72.8 million US residents will be over the age 
of 65 by 2030. Furthermore, those in their 80 s and older are expected to increase to 
approximately 37% of the population by 2050 [8]. Without an adequate supply of 
trained caregivers, this responsibility is increasingly falling on family members. 
Many family caregivers assume the role by default because no one else is available 
or willing to provide continuous care for the patient. This special report also revealed 
that spouses and daughters are likely to be primary caregivers and spend the most 
time providing care and making caregiving decisions. Secondary caregivers tend to 
be men who provide intermittent care and often support the primary caregiver.

The Committee of Family Caregiving was established to study trends in caregiv-
ing. The committee utilized data and findings from the National Health and Aging 
Trends Study (NHATS) and the National Study of Caregiving (NSOC) to aid them 
in compiling a report with recommendations for federal and state agencies. The 
study surveyed Medicare beneficiaries who were over the age of 65 and needed 
caregiver assistance with activities of daily living (e.g., toileting, transferring, bath-
ing, dressing, grooming, or continence). More than half of the caregivers in the 
study were employed and needed the benefit of time off to assist family members. 
The study exposed the need for more policies and programs to support caregivers 
and the need for more research to identify strategies for lessening the stress and 
strain of family caregivers [9]. The COVID-19 pandemic resulted in large numbers 
of patients requiring medical treatment [10]. With the shelter-in-place requirement 
and limited hospital access, caregiver burden during the pandemic was exacerbated.

�Improving the Home Care Experience of Older Patients

One of the authors of this chapter is particularly grateful for the IP team’s role in 
maximizing her father’s home care experience:
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My father said that he never wanted to go to a nursing home and he wanted to stay in his 
home and age in place. Working with the interprofessional team helped me to grant his 
wishes. In doing so, we had many challenges on a daily basis and it was not always the best 
situation. But, being at home was better for him than being anywhere else. I am grateful for 
all of the healthcare providers who guided his home health care. (Gilaine Nettles)

Transforming a home environment into a healthcare environment can be a daunting 
task. However, members of the IP team are experts at suggesting ways to create a 
safe and therapeutic environment. For example, physical and occupational thera-
pists can provide low-cost suggestions to increase safety in the home such as install-
ing grab bars, removing throw rugs and clutter, replacing doorknobs with handles, 
and promoting the use of adaptive equipment. However, some changes can be 
expensive and more complicated (e.g., adding a fully accessible first-floor bath-
room) [11]. In these instances, the IP team should work conjointly with the family 
to locate trustworthy and affordable contractors. Similarly, home maintenance may 
become more difficult for older patients, and the cost for maintaining a safe home 
environment can be quite expensive. Unrepaired floors, steps, and bathroom struc-
tures can become safety hazards [12]. The IP team should continuously evaluate the 
home environment and make necessary recommendations. Team members should 
link families with appropriate community resources that will promote patient safety 
and accessibility within the home setting [13].

To maximize the patient’s home care experience, IP teams may solicit the support of family 
members, friends, and other caregivers. Having an established support system can enhance 
the older patient’s level of motivation, compliance, confidence, and satisfaction. A support 
system is also important when creating opportunities for continuity of care. IP team mem-
bers can conduct informational sessions with family members and caregivers to facilitate 
caregiving skill development and appropriate engagement with all healthcare tasks [14].

�Health Literacy

As people age, they become more susceptible to health conditions that impact their 
levels of functioning and their ability to find meaning and purpose in life. For many 
older adults, this is a period of adjustment. Many older patients struggle to fully 
understand their health conditions and their new reality as it relates to diminished 
capacities. Health literacy is useful in helping patients adapt to the biopsychosocial 
effects of illness and disease. Health literacy is equally beneficial for caregivers. 
According to the Centers for Disease Control and Prevention (CDC), “personal 
health literacy is the degree to which individuals have the ability to find, understand, 
and use information and services to inform health-related decisions and actions for 
themselves and others” [15]. Approximately 88% of adults in the USA have inade-
quate levels of health literacy that prevent them from navigating the healthcare sys-
tem and enhancing their well-being [16]. Only 12% of people living in the USA 
were found to be proficient in health literacy. The lack of health-related knowledge 
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or skills may present obstacles to engaging in healthy behaviors, taking advantage 
of preventative services, and managing acute and chronic diseases [17]. Health lit-
eracy positively correlates with making better health-related decisions. Therefore, it 
is imperative that IP team members make health literacy a priority for patients and 
caregivers.

Health literacy can be accomplished through health classes, health groups, phone 
consultations, one-on-one meetings with health providers, and informational mate-
rials such as pamphlets. Whichever method is decided upon, giving attention to 
patient and caregiver learning styles can increase the effectiveness of health literacy. 
It is essential that both the patient and the caregiver absorb health-related informa-
tion via their preferred learning style [18]. Learning styles include visual (watching 
the task performed), auditory (listening to an audio recording), kinesthetic (hands-
on activities), and reading and writing. Teaching styles, which include explanation, 
verification, and demonstration, may also need to be tailored to the patient or the 
caregiver’s intellectual and cognitive ability. Healthcare literacy can positively 
influence communication, patient compliance with treatment, and the patient’s 
overall health status, all of which can result in cost savings to healthcare systems 
and improved patient-provider satisfaction [17]. Health literacy interventions have 
been linked to patients and caregivers being able to solve health problems more 
independently, thus resulting in fewer visits to emergency rooms [19].

�Support Systems for Family Caregivers in Home Care Settings

According to a report by the American Association of Retired Persons (AARP) and 
the National Alliance of Caregiving (NAC), nearly 53 million (21.3% of US adults) 
serve as caregivers, providing $600 billion in unpaid care across the USA [20]. With 
this in mind, healthcare providers must show high regard for caregivers and be 
mindful of caregiver burden. Caregiver burden can be defined as the strain or load 
experienced by a person who is responsible for the care of another individual who 
is chronically ill, disabled, or older. This burden impacts both the caregiver and the 
patient and is reported to affect emotional wellness, physical health, social life and 
relationships, finances, and overall well-being [21]. To reduce the burden of care, 
external support systems and resources should be offered to assist the caregiver. 
Additionally, IP team members must avoid being rigid about care appointments or 
becoming impatient when providing instruction on caregiving tasks. Team members 
must avoid overwhelming caregivers with medical jargon, negative feedback, pre-
dictions about prognoses, or the cost of services [20]. Table 3.1 provides resources 
for family caregivers. These resources are supported federally, thus magnifying the 
importance of caregiver resources and supports. Federal subsidies also assure con-
tinuity of these essential resources as well as equity of access [22].
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Table 3.1  Resources for family caregivers [22]

Resource Description

National Family 
Caregiver Support 
Program (NFCSP)

Established in 2000 under Section 371 of the older Americans Act of 1965 
(as amended, title IIIE), the NFCSP provides grants to states and 
territories to fund a range of supports that assist family and informal 
caregivers in caring for their loved ones at home for as long as possible

Eldercare locator The eldercare locator is a public service of the US Administration on 
aging that helps caregivers locate resources for older adults in any US 
community

National Center on 
caregiving

The NCC serves as a central source of information on caregiving and 
long-term care issues for policymakers, service providers, media, funders, 
and family caregivers throughout the country

Caregiver Action 
Network (CAN)

The CAN is a nonprofit organization providing education, peer support, 
and resources to family caregivers nationwide free of charge

eXtension eXtension is a website developed by the US Department of Agriculture 
(USDA) cooperative extension system that allows caregivers and 
advocates to access a wide range of information and materials related to 
disaster preparedness, housing, and nutrition

�Characteristics and Responsibilities of Family Caregivers 
in the Home Care Milieu

The IP collaborative practice model places the position of the caregiver at its heart, 
connecting the domains of shared responsibility and values, communication, and 
teamwork. Assuming the role of a caregiver can be rewarding, but it can also be 
highly demanding. While the patient is the team captain, caregivers must be coaches 
and leaders. Active listening is essential to effective communication with the patient 
and the IP team. This skill helps the caregiver to understand the patient’s wishes in 
order to accomplish care fruition [23]. Caregivers must possess the core values of 
altruism, caring, and compassion for the patient. They should also demonstrate 
respect for the patient and all members of the IP team. Caregivers should strive to 
understand the varied roles and functions of IP team members. They must be recep-
tive to spending time with each provider, asking questions, and gaining knowledge 
about their responsibilities on the team. Communication with physicians, physician 
assistants, social workers, case managers, pharmacists, etc. is routine caregiver 
tasks [8].

Caregivers quickly learn to become care managers (e.g., retaining medical 
records in a designated location, maintaining a schedule of prescribed in-home 
activities, and keeping an up-to-date list of medications, appointments, and impor-
tant contact numbers). Caregivers should keep at the ready a list of pertinent ques-
tions for IP team members so they can be easily accessed during provider visits. It 
is also recommended that caregivers maintain relevant notes pertaining to the 
patient’s day-to-day progress and care. Caregivers can readily relay needed care 
information when notes are organized and dated. Additionally, caregivers must 
commit to being available to meet with team members as often as necessary. They 
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may be required to participate in provider treatments, coordinate times for future 
home visits, and execute the patient’s prescribed care program between visits [23].

�Challenges Faced by Family Caregivers in Home Healthcare

Family caregivers must strive to balance their personal needs and the demands of 
caregiving. This can be done by soliciting support from other family members or the 
patient’s significant others. Some caregivers tend to take on more responsibility than 
they can effectively handle. Thus, these caregivers benefit from delegating caregiv-
ing tasks to others. IP team members must actively listen to caregivers and antici-
pate their needs. They should support caregivers in their efforts to delegate caregiving 
tasks to others who are equally capable of caring for the patient. Caregivers need 
time for self-care, rest, and rejuvenation. Respite episodes are particularly impor-
tant for employed caregivers and for those who are responsible for the care of minor 
children or other family members. Under these circumstances, the demands of care-
giving can be challenging and overwhelming [24].

It is important that caregivers be supported in maintaining realistic goals (expec-
tations) for themselves and their patients. Research findings have shown that care-
giving has a significant impact on quality of life [8, 25–29]. Family caregivers may 
experience depression, anxiety, psychosomatic symptoms, restriction of roles and 
activities, strained marital relationships, and diminished physical health [30]. Other 
challenges encountered by caregivers may include the loss of identity or identity or 
role confusion. These experiences have the ability to impact patients and caregiver’s 
quality of life.

�Quality of Life and Wellness Considerations for Patients 
and Caregivers

Social isolation and loneliness are often experienced by older adults and those liv-
ing with severe chronic illnesses. These individuals are often limited in their efforts 
to independently engage in activities of daily living [31]. While older adults do not 
have a higher rate of depression than the general population, this group is at a sig-
nificantly higher risk for the development of depression [15]. Similarly, between 
40% and 70% of caregivers exhibit symptoms of depression [32]. Research findings 
indicate that social isolation and loneliness are related to higher rates of major men-
tal and physical illnesses (e.g., cardiovascular and cerebrovascular risks, depres-
sion, anxiety, increased risk of dementia), which poses possible health threats for 
both patient and caregiver [32]. Signs of depression may be manifested in the fol-
lowing manner [32]:

•	 Persistent sad, anxious, or “empty” mood.
•	 Feelings of hopelessness, guilt, worthlessness, or helplessness.
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•	 Irritability, restlessness, or having trouble sitting still.
•	 Loss of interest in once pleasurable activities.
•	 Decreased energy or fatigue.
•	 Moving or talking more slowly.
•	 Difficulty concentrating, remembering, or making decisions.
•	 Difficulty sleeping, waking up too early in the morning, or oversleeping.
•	 Eating more or less than usual, usually with unplanned weight gain or loss.
•	 Thoughts of death or suicide or suicide attempts.

Loneliness and social isolation can also be experienced by caregivers when care 
demands hinder their ability to live a balanced life. Caregivers may have altered 
their formal routines, lifestyle, and social activities in order to focus on the patient, 
resulting in reduced time to connect with friends and social groups [32]. Regular 
communication among IP team members about the mood and affect of the patient 
and caregiver is important. When an IP team member suspects that the patient or 
caregiver is depressed or exhibiting severe anxiety, a referral should be made to the 
appropriate mental health authority. It is imperative to remember that the well-being 
of the caregiver directly impacts the well-being of the patient. The caregiver’s abil-
ity or inability to adequately perform caregiving tasks can directly impact the qual-
ity of care rendered to the patient. Quality of care can significantly impact the 
patient care outcomes [33].

�Client and Family Autonomy and Choice Making

To assure quality care and positive outcomes for home care patients, the basic prin-
ciple of patient autonomy must be respected. Patient autonomy is formally 
defined as:

The right of patients to make decisions about their medical care without their healthcare 
provider trying to influence the decision. Patient autonomy does allow for healthcare pro-
viders to educate the patient but does not allow the healthcare provider to make the decision 
for the patient [34].

Autonomy encompasses patients’ freedoms to self-govern and make decisions that 
they believe are in their best interest. When providing healthcare in the home, IP 
team members must show their respect and appreciation for patient autonomy. This 
can be done by respecting requests and decisions relating to home modifications, 
adhering to the day and time of prescheduled home visits, and deciding what proce-
dure or equipment is acceptable or necessary. The IP member can also demonstrate 
reverence for autonomy by respecting religious beliefs, religious holidays, and cul-
tural and family norms. Desires to terminate services or change providers should 
also be respected. The necessity for patient autonomy is further emphasized during 
the establishment of the advanced directives, living will, medical power of attorney, 
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and other estate planning activities. IP team members should not assert their opin-
ions, beliefs, or biases when it comes to these very private matters.

�Multicultural Considerations

When working in the home care milieu, it is imperative that providers understand 
the cultural perspectives of the patient and family. Understanding patient and family 
choices and lived experiences is important. Studies show that ethnic minority care-
givers provide more caregiving support than their White counterparts [35]. 
Additionally, Asian American caregivers’ use of professional support is signifi-
cantly less than their White counterparts [36]. Research findings reveal that African 
American caregivers experience lower levels of caregiver burden and depression 
than White caregivers [36]. Hispanic and Asian American caregivers were more 
depressed than White caregivers [36]. The main reason for these divergences is that 
cultural perspectives differ across ethnic groups and impact caregivers’ perceptions 
of the caregiving role, their utilization of support services, and clinical presentations 
and interactions [36]. While ethnicity is a dominant multicultural component, other 
factors such as sexual orientation, religion, gender, socioeconomic status, environ-
ment, and geographic location should be taken into consideration as well.

Home service providers, while not expected to know everything about a person’s 
culture, are expected to acquire minimum competencies that would permit them to 
be mindful and respectful of patients and caregivers’ cultural practices. Becoming 
culturally competent can promote insight into interventions that may or may not be 
desirable for the patient or family. Having this knowledge assures that interventions 
are tailored to fit the needs of patients and caregivers.

�Chapter Summary

Now, more than ever, IP home healthcare teams are essential to providing high-
quality and cost-effective services that improve health equity and healthcare out-
comes. To that end, patient-centered care (coupled with IP team members’ support 
and respect for family caregivers) is an essential function in achieving favorable 
patient outcomes. Caregiving is a rewarding yet tremendous responsibility. IP 
healthcare teams can reduce caregiver burden by being available and supportive of 
caregivers’ needs. It is important to remember that the caregiver’s ability or inability 
to adequately perform caregiving functions can directly impact care quality and 
patient health and wellness outcomes.

3  Patient-Client and Family Caregiver Considerations



46

�Case Study: Jeralean

The case study profiles the health status of Jeralean, a candidate for home healthcare 
services.

Jeralean is a 75-year-old African American woman with a right lower limb 
amputation distal to the knee, hypertension, type 2 diabetes, glaucoma, sleep apnea, 
constipation, painful neuropathy, and osteoarthritis. She complains of pain and stiff-
ness in her fingers and wrists. She is not always compliant with her medications, 
frequently forgetting to take them. She reports having too many doctors and being 
on “too much medication.” Jeralean was diagnosed with pneumonia twice in recent 
years. She presents with a poor appetite, weight loss (20 pounds in 6 months), anxi-
ety, and sadness. Jeralean lost her husband of 45 years less than a year ago.

Jeralean spends a significant amount of time alone and does not desire to be 
around people. She spends most of her day sitting on the couch in her living room. 
She consumes large amounts of processed food that contains copious amounts of 
sodium, sugars, and fats which causes her glucose and blood pressure levels to be 
higher than normal. She reports “losing strength and energy.” She sleeps very little 
at night and has difficulty falling asleep and remaining asleep.

Before her husband’s death, the couple took daily walks, shared housekeeping 
tasks, and cooked most of their meals together. Her current medications include 
aspirin 81 mg daily, Lopressor 25 mg twice daily, metformin 500 mg twice daily, 
Lantus 7.5 units BID, NovoLog pen, Combigan 1 gtt os twice daily, Miralax 17 g/
day, Neurontin 600 mg TID, Lyrica 100 mg TID, Tylenol #3-tab q 4 h as needed, 
and nortriptyline 50 mg daily. Jeralean has begun to have difficulty measuring her 
insulin correctly and giving her insulin shots during the day when her daughter is 
unavailable. She repeatedly has cuts on her left foot and her hands. She is often 
unaware of when the injuries occur and unable to gauge the severity of the injuries 
due to the already existing pain and numbness in the areas. Jeralean has been drop-
ping things lately and has broken several glasses and plates because they slipped out 
of her hand.

Jeralean resides in a small rural southern county in the USA. Her 48-year-old 
daughter Alice resides with her and would love to see her remain at home for as long 
as possible. Alice states that until recently, her mother was meticulous about groom-
ing and self-care and maintained a neat and orderly home. According to Alice, 
Jeralean has fallen three times recently: once in the bathroom, once in the kitchen, 
and once in the living room. She believes that her mother is experiencing some bal-
ance issues and vision loss. Jeralean no longer wears her prosthesis. She does not 
like for Alice to worry about her or to give her advice. She becomes angry when 
Alice attempts to provide physical assistance. While previously being quite social, 
Jeralean’s current social interactions consist mostly of speaking with her siblings 
and staff at her doctors’ offices.

Alice is an only child and works full-time as an accountant. Her place of employ-
ment is close to her mother’s home. Therefore, she can “check on” Jeralean through-
out the day on most days. Alice is in good health. She is divorced (for less than a 
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year) and has no children. Her life priority at this point is to care for her mother. She 
worries about her once vibrant mother wasting away and giving up on life. Other 
than her daughter and sibling who reside out of state, Jeralean does not have a sup-
port system. At this time, she does not use a wheelchair or walker, or any other 
special or adaptive equipment. There are no handrails in the shower or anywhere 
else in the home. Currently, Jeralean travels over 60  miles to receive healthcare 
services.

�Discussion Question

	1.	 When considering the case of Jeralean, in what areas could she and her family be 
assisted with health literacy services and how might that service positively and/
or negatively impact them?

�Multiple Choice Questions

	1.	 Which of the following best describes the term patient-centeredness?

	 (a)	 The interprofessional team approach to healthcare that places the patient at 
the center of care delivery and ensures that the patient’s needs and values 
drive and guide clinical decisions.

	 (b)	 The interprofessional healthcare team meets with the patient and the care-
giver in the patient’s home to instruct the caregiver on techniques to provide 
quality care and assess the caregiver’s ability to care for the patient.

	 (c)	 The team of healthcare providers meets with patients and families in a home 
environment to ensure that the caregiver is providing quality care to the 
patient.

	 (d)	 Interprofessional healthcare teams work collaboratively to decide what is 
best for the patient, based on their knowledge, expertise, and clinical 
judgment.

	2.	 In 2010, the World Health Organization released a framework for interprofes-
sional education and collaborative practice. Which of the following statements is 
true about the WHO framework for IPECP?

	 (a)	 The framework provides guidelines for healthcare professionals to learn 
from one another in academic settings.

	 (b)	 The framework provides guidelines for healthcare professionals to work 
collaboratively in clinical practice settings to develop and implement health-
care plans as a team.

	 (c)	 The framework promotes teams that are founded on mutual respect, shared 
values, and positive communication.
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	 (d)	 All of these statements are true regarding the WHO framework for interpro-
fessional education and collaborative practices.

	3.	 Health literacy is best defined as

	 (a)	 The degree to which individuals have the ability to find, understand, and use 
information and services to inform health-related decisions and actions for 
themselves and others

	 (b)	 A patient who has achieved the highest level of difficulty in reading and 
understanding medical information related to his or her health condition

	 (c)	 The capacity of a patient to determine the best course of care for themselves 
or their family members based on their reading comprehension

	 (d)	 The ability of the person to gather health information from the Internet and 
social media sources to learn about health conditions

	4.	 Which of the following best defines caregiver burden?

	 (a)	 Caregiver burden is best defined as the strain or load of the person who is 
responsible for caring for a chronically ill, disabled, or older person that can 
impact the well-being and quality of life of both the patient and the caregiver.

	 (b)	 Caregiver burden is best defined as the cross the caregiver must bear for the 
blessing they have received in life or the blessing they hope to receive in 
the future.

	 (c)	 Caregiver burden refers to the cost of providing quality healthcare in the 
home environment related to the modifications and adaptations that the care-
giver is required to make.

	 (d)	 Caregiver burden refers to the physical lifting required by caregivers to 
assist patients who can’t move from one surface to another or transition into 
different positions.

	5.	 What is the primary role of the caregiver on the interprofessional health-
care team?

	 (a)	 The primary role of the caregiver is to provide continuous support in a heal-
ing relationship for the patient whenever and wherever it is needed.

	 (b)	 The primary role of the caregiver is to follow the instructions of the health-
care professionals and communicate them to the patient.

	 (c)	 The primary role of the caregiver is to ensure that the healthcare providers 
show respect for the patient, keep their scheduled appointments, and report 
to the physician or home health agency about the quality of each healthcare 
provider.

	 (d)	 All of the above.

	6.	 Who are the caregivers?

	 (a)	 Caregivers tend to be spouses, partners, family members, or neighbors who 
often assume the role without much training and preparation.

	 (b)	 Caregivers are individuals from a home health agency whose sole purpose is 
to assist with daily activities and chores.
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	 (c)	 Caregivers are typically the men of the family who can provide the most 
financial support for the patient.

	 (d)	 Caregivers are the individuals and family members who volunteer to care for 
patients because they have the most time and energy to support the patient.
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