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Enhancing Health Care
Communication Skills:

Preliminary Evaluation of a Curriculum
for Family Caregivers

Crystal Dea Moore, PhD, MSW, MA

ABSTRACT. The Communicating Effectively with Health Care Profes-
sionals (CE) workshop curriculum is designed for family caregivers to
encourage caregiver empowerment, effective health care communica-
tion, and advocacy in medical care contexts with the goal of promoting
positive health outcomes for care recipients. This mixed-method study
employed a cross-sectional quantitative mail survey (N = 51) and semi-
structured qualitative telephone interviews (N = 14) to examine the effec-
tiveness of the curriculum in promoting self-reported changes in caregiver
attitudes and communication behavior. Respondents reported increased as-
sertiveness in medical encounters, feelings of empowerment, and prepa-
ration and organization of medical information for their care recipients
as a result of workshop participation. doi:10.1300/J027v27n01_02 [Article
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INTRODUCTION

Recent national surveys indicate that up to 34% of adults in the United
States provide unpaid caregiving services to a family member or friend
in the course of a year (AARP, 2001; National Alliance for Caregiving,
2004), and these informal caregiving arrangements are increasingly sup-
ported by home health care services (Kadushin, 2004). In addition to
routinely providing assistance with basic and instrumental activities of
daily living (National Alliance for Caregiving, 2004), family caregivers
often help patients utilize and understand health-related information,
and provide patient support before, during, and after medical encounters
(Glasser, Prohaska, & Gravdal, 2001; Prohaska & Glasser, 1996; Silliman,
Bhatti, Khan, Dukes, & Sullivan, 1996). Evidence suggests that family
caregivers can and do influence treatment plan implementation and ad-
herence (Beals, Wight, Aneshensel, Murphy, & Miller-Martinez, 2006;
Guberman, Lavoie, Pepin, Lauzon, & Montejo, 2006; Silliman et al., 1996;
Vivian & Wilcox, 2000), important variables in promoting positive health-
related outcomes particularly in the home health care setting.

Caregivers must have a clear understanding of the patient’s illness,
treatment plan, and their role in patient care delivery to assist with treat-
ment adherence. The foundation for this understanding is open and clear
communication with health care team members. Unfortunately, com-
munication among health care professionals, family caregivers, and pa-
tients can be difficult and complex. Many health care providers are not
routinely trained in communication skills, may overuse professional
jargon, be reticent to directly address sensitive issues, or adopt a com-
munication style that does not facilitate patient and family involvement
(Agee & White, 2000; Christakis & Lamont, 2000; Fallowfield, Jenkins,
Farewell, & Solis-Trapala, 2003; Lee, Back, Block, & Stewart, 2002;
Reisfield & Wilson, 2003). In addition, patients and families can con-
tribute to poor communication by not posing questions or asking for
clarification during medical visits; they may feel intimidated, not know
what to ask, or be overwhelmed with emotion (Moore, 2005). Effective
communication in medical encounters include relational development
and information exchange skills (Cegala, Coleman, & Turner, 1998;
Cegala, McGee, & McNeilis, 1996) which most family caregivers and
patients have never been taught.

22 HOME HEALTH CARE SERVICES QUARTERLY

D
ow

nl
oa

de
d 

by
 [

U
T

C
 L

ib
ra

ry
] 

at
 0

8:
55

 1
8 

Se
pt

em
be

r 
20

17
 



To promote quality health care communication among professionals,
family caregivers, and patients, the National Family Caregivers Associ-
ation (NFCA) developed a standardized workshop curriculum designed
specifically for family caregivers called Communicating Effectively
with Health Care Professionals (CE). NFCA is a grassroots nonprofit
national organization that “. . . educates, supports, empowers and speaks
up for the more than 50 million Americans who care for loved ones with
a chronic illness or disability or the frailties of old age” (National Family
Caregivers Association, 2006). This article provides an overview of the
CE curriculum, describes preliminary evaluation research conducted on
its effectiveness, and discusses practice and research implications.

Communicating Effectively
with Health Care Professionals Curriculum Overview

The overall goal of the CE curriculum is to train family caregivers “to
use more effective communication techniques with health care profes-
sionals, so that [they] can better advocate on behalf of [their] care recip-
ient[s]” (NFCA, 2002). The theoretical foundations of the curriculum
include Knowles’ adult learning theory principles (Knowles, 1984) and
tenets of social-cognitive theory, specifically the construct of self-effi-
cacy (Bandura, 1997). Knowles’ theory of adult learning focuses more
on process and less on content than the typical “teacher-to-learner” or
didactic program. According to this perspective, adult learning programs
must accommodate certain elements; for example, adults need to know
why they need to learn something, to approach learning as problem
solving, and to learn experientially. Finally, adults learn best when the
topic is of immediate value. Self-efficacy is an individual’s belief about
his/her ability to organize and perform certain actions that will manage
a given situation; these beliefs can influence coping behavior, amount
of effort expended, duration of effort in the face of adversity, and emo-
tional distress (Bandura, 1997). Thus, the CE curriculum emphasizes
learning strategies particular to adult learners; self-efficacy enhance-
ment and caregiver empowerment are primary goals whereby proactive
coping strategies related to health care communication are promoted and
supported.

Through workshop participation and use of the provided written tools
and resources, caregivers are introduced to the knowledge and skills that
can help them better advocate for their care recipient’s medical needs.
Caregiver empowerment is conceptualized through “key principles of
effective communication”: establishing presence, participating actively,
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building mutual understanding, and encouraging collaboration in medi-
cal encounters (NFCA, 2002). Participants are taught that they must es-
tablish their presence with health care professionals. Presence is defined
as a strong sense of self that helps to develop rapport and working part-
nerships with medical personnel. Through establishing their presence,
caregivers can begin to participate actively during health care encounters,
functioning as viable members of the health care team. Active participa-
tion in the health care encounter helps to build mutual understanding and
collaboration with other members of the team whereby common goals are
identified, responsibilities clarified, and problem solving attempted.

More specifically, CE workshop objectives include: (1) development
of a realistic understanding of the health care system; (2) creation of a
“team approach mentality” to the care recipient’s health care where the
caregiver sees him/herself as an integral member of the health care team;
(3) identification of the needed skills to assist the caregiver in communi-
cating with the health care team; and (4) communication skills practice.
These objectives are met through a combination of teaching and learn-
ing strategies that include didactic, interactive, and role-play. Workshop
participants are given a detailed 118-page publication (Workshop and
Family Caregiver’s Guide) that summarizes the standardized workshop
content and provides written resources and tools to assist in preparing
for, participating in, and following up on their care recipients’ medical
visits. Table 1 shows a sample of communication-enhancing tools and
their descriptions included in the Family Caregiver’s Guide.

To realize workshop objectives, content on the structure of health care
systems is discussed and the team approach to health care is explored.
The facilitator demonstrates and caregivers are taught basic communica-
tion skills including assertiveness (e.g., use of “I” language) and active
listening. Caregivers are asked to identify a problematic issue they and
their care recipient are experiencing in their communications with med-
ical professionals. Through small group work and consultation with the
facilitator, participants develop a “communications planner” for their
care recipient’s next medical visit. This written plan includes a prioritized
list of what the caregiver needs to say or do to address the identified con-
cerns during the visit. Caregivers are helped to identify appropriate tools
in the Workshop and Family Caregiver’s Guide to help develop the
planner and address their identified needs. Finally, participants engage
in role-plays in small groups to practice their use of the communications
planner. Emphasis is placed on transference of skill acquisition to actual
health care encounters.

24 HOME HEALTH CARE SERVICES QUARTERLY
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Given that many family caregivers have limited time to engage in ac-
tivities outside of their family and work obligations, the workshop is de-
signed to be implemented in one three- to four-hour session, although the
materials are flexible such that the content can be delivered in a series of
shorter meetings. Workshop facilitators, typically human service pro-
fessionals who work with family caregivers, are certified by NFCA as
official trainers through the completion of NFCA-sanctioned training in
curriculum implementation. During 2003-2004, CE was named a
Project of National Significance within the National Family Caregiver
Support Program and 10 regional two-day train-the-trainer conferences

Crystal Dea Moore 25

TABLE 1. Sample of Tools and Resources Contained in the Family Care-
giver’s Guide

Tool Description

Communications planner Template for summarizing concerns and action
steps that caregiver wants to address during
next health care visit

Patient file checklist List of items to include in care recipient’s home
medical file (e.g., advance directives, insurance
information, etc.)

Symptom reporting guide List of questions to assist in recording care
recipients’ symptoms between health care visits

Question guide & worksheet List of suggested questions that caregivers
can ask health care professionals about
their care recipient’s condition

Good communication strategies Strategies caregivers can use to better
communicate with others (e.g., active
listening, assertiveness, etc.)

Managing relationship difficulties Strategies to address problematic
communication

Doctor’s office visit Tips for making the most out of doctor’s
office visits

Emergency room visit Describes what to expect out of an emergency
room visit and how to get the most of ER
encounters

Hospital discharge planning Describes hospital discharge process
and questions to ask

Second opinions Tips for deciding when and how to get a second
opinion

Insurance 101 Basic information about insurance coverage

Note: Many of the tools above are available on the National Family Caregivers Association website at the
following URL: http://www.thefamilycaregiver.org/ed/comm.cfm
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sponsored by NFCA were held throughout the United States with funding
provided by the U.S. Administration on Aging and the Jacob and Valeria
Langeloth Foundation. (The author was the regional conference facili-
tator in 2004.) The workshop facilitators trained during these regional
conferences were screened by NFCA to ensure they had basic facilita-
tion skills and sufficient agency support and resources to successfully
implement the curriculum in their communities. In all, approximately 700
workshop facilitators were trained and as of 2006, approximately
10,000 caregivers have participated in CE workshops across the country.
Facilitators recruit family caregivers in their local communities to partici-
pate in workshops and NFCA provides workshop materials at no charge.

To date, no systematic evaluation of the workshop’s impact has been
published. The current study examined workshop impact by gathering
data from past participants. Specifically, data were collected that exam-
ined how well the training met its objectives of enhancing caregivers’
health care communication skills by asking caregivers about their per-
ceptions of attitude and behavioral changes. This study helps to fill a
gap in the literature and provides an empirical foundation on which
to build further research examining how family caregivers can help to
promote effective health care communication for their care recipients.
To develop evidence regarding the effectiveness of this curriculum, a
mixed-methods study was implemented that examined workshop im-
pact on participants’ self-reported attitudes and behavior related to health
care communication. This will form the basis for a larger, more rigor-
ous examination of curriculum impact on patient health outcomes.

METHOD

A mixed-method study was conducted to examine the impact of the
CE workshop on caregiver attitudes and self-reported behavior consisting
of a quantitative mail survey (N = 51) and qualitative phone interviews
(N = 14) with caregiver workshop participants. There was no overlap in
participants between the two study components.

Quantitative mail survey. Based upon the workshop objectives, mail
survey items were developed that addressed: (1) level of assertiveness
during medical encounters, (2) frequency of note taking during medical
encounters, (3) frequency of document preparation for medical visits, and
(4) overall quality of communication with the care recipient’s health
care provider. All questions were rated on a Likert scale. Attempts were
made to keep the survey as short as possible to promote an acceptable
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response rate. Participants received the survey after workshop comple-
tion and were asked to recall and assess their behavior in each domain
before taking the workshop and then to rate their behavior after tak-
ing the workshop (i.e., cross-sectional design). In other words, caregivers
provided a retrospective pre-test score on each of the four measures.
Table 2 presents exact wording of items.

The participant pool for the mail survey consisted of family care-
givers across the United States who had completed the workshop during
two seven-month periods. Originally, plans were to distribute the sur-
vey during only one time frame. In an attempt to increase the response
rate and final sample size, a mailing to a second sample of caregivers was
completed. Given the first mailing was larger (fewer workshops were of-
fered during the second time frame), a majority of the final sample was
from the first mailing. NFCA-certified trainers that delivered a work-
shop during these periods were asked to distribute a form to participants
giving the researcher permission to contact them by mail. Based on the
number of completed permission forms received, a total 223 surveys
were mailed over the two time frames (24 surveys were returned as

Crystal Dea Moore 27

TABLE 2. Mail Survey Items

Item Mean SD t value

ASSERTIVENESS: How often were you assertive with your care recipient’s physician:**

BEFORE taking the workshop? 2.55 1.01 �4.91

AFTER taking the workshop? 3.28 .75

NOTE TAKING: How often did you take notes during medical appointments
for your care recipient:**

BEFORE taking the workshop? 2.31 1.13 �6.54

AFTER taking the workshop? 3.18 .94

DOCUMENT PREPARATION: How often did you prepare documents (for example, lists
of medications and/or symptoms) to share with your care recipient’s medical
professionals:**

BEFORE taking the workshop? 2.88 1.09 �5.39

AFTER taking the workshop? 3.45 .71

OVERALL COMMUNICATION QUALITY: How would you rate the overall quality of your
communication with your care recipient’s main health care provider:***

BEFORE taking the workshop? 2.71 .87 �5.78

AFTER taking the workshop? 3.39 .50

*p � .001.
**Rated on a Likert scale (1 = never to 4 = always).
***Rated on a Likert scale (1 = poor to 4 = excellent).
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undeliverable) and 51 completed surveys returned resulting in a 26% re-
sponse rate based on delivered surveys. Nonresponders to the initial
mailing received one follow-up mailing. For those in the final sample,
there was an average of 18 weeks (SD = 5 weeks) between workshop
participation and mail survey completion. Ninety percent of the sample
was female and the majority was caring for an aging parent or spouse
(55%). The average age of the respondents was 55 years (SD = 13 years).
During these two time frames in which the surveys were distributed,
2,994 family caregivers participated in the workshop nationally; thus,
the sampling frame of 223 constituted 7% of the total number of family
caregivers trained during those two time periods.

Qualitative phone interviews. Fourteen caregivers who had partici-
pated in a CE workshop participated in telephone interviews and were
drawn from a pool (N = 30) of workshop participants identified by two
experienced NFCA-certified workshop leaders from upstate New York
(n = 14) and Idaho (n = 16). Members of this participant pool were
mailed a letter informing them that a researcher would be contacting
them by phone to inquire about their interest in being interviewed. In
addition, a phone number was provided for the caregiver to call if he/she
did not want to be contacted. Of this pool of 30, 14 caregivers agreed to
be interviewed; 11 were female and 3 were male with a majority provid-
ing care for a relative with an age-related disability (e.g., dementia, heart
failure). The upstate New York and Idaho locations were selected due
to the experience level of the workshop facilitators who trained these par-
ticipants. Both facilitators were highly familiar with the curriculum and
were adept at delivering the workshop as intended by the train-the-trainer
materials. The 30 caregivers were selected by these two facilitators based
on their participation in the facilitator’s most recent workshop offering.
Overall, 1,862 family caregivers were trained across the United States
during this time frame, thus the pool of 30 represented 2% of the total
trained during that time.

The semi-structured interviews lasted about 15-20 minutes, were audio
taped, and conducted by trained research assistants. The interviewers had
received course instruction in qualitative interviewing techniques and
specialized training on administration of the brief interview schedule.
Audiotapes were later transcribed and the data subjected to template
analysis, a qualitative data analysis technique that involves creating a
set of a priori coding categories (i.e., start list of codes). In this research,
the a priori codes were based upon the learning objectives and theoreti-
cal framework on which the curriculum is based. These codes were then
used to categorize the data into meaningful content groups for data
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management (Crabtree & Miller, 1992; Miles & Huberman, 1994). The
data associated with each first-level code was examined to identify sa-
lient themes within each code.

Participants were asked to comment on the following content domains
which were chosen due to their connection to the workshop’s objectives
and theoretical framework: overall reactions to the workshop, useful-
ness of the written communication tools contained in the Family Care-
giver’s Guide, perceived impact of the training on interactions with
health care professionals, the degree to which the workshop impacted
how the caregiver cared for their care recipient, and suggestions for future
workshops.

RESULTS

Quantitative Mail Survey

For the cross-sectional mail survey, paired sample t-Tests (N = 51)
were conducted on the questions that assessed self-reported assertive-
ness, note taking, document preparation, and overall communication.
Tests showed significant increases in ratings (perceptions of behavior
before versus after workshop completion) for all four variables: assertive-
ness, t = �4.91, p < .001; note taking, t = �6.54, p < .001; document
preparation, t = �5.39, p < .001; and overall quality of communication,
t = �5.78, p < .001 (see Table 2 for descriptive statistics).

Qualitative Phone Interviews

Results from the qualitative interviews indicated that all fourteen
participants were very positive in their overall reactions to the workshop.
When asked about the impact that the workshop had on their quality of
communication with health care professionals, 12 participants said that
the workshop had enhanced their communication and only two indicated
that the workshop had no effect. Four themes emerged from the template
analysis: caregiver empowerment, increased assertiveness, preparation
and organization of medical information, and workshop’s positive im-
pact on caregiving experience. A majority of participants discussed more
than one benefit. The caregiver quotations illustrate these themes and
provide additional context for the quantitative data.

One such benefit was feelings of enhanced empowerment in the
context of medical encounters. One participant said, “If I were to take
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anyone to the doctors . . . that aren’t able to speak for themselves. . . .
I don’t know if I really would say the ‘right,’ but I think that’s the best
way to describe, you know, that I would have the right to stand in for
that particular person.” Another interviewee discussed the CE concept
of establishing presence as it related to empowerment, “I think the best
thing was the attitude that we present to the doctors and introducing our-
selves as a person, not just someone who happens to be there with the
patient.”

Other participants disclosed that they were able to be more assertive
with health care providers after taking the workshop. One said, “So,
yes, basically it’s helped my mother substantially, really, because we
will say, ‘I’m sorry, we need answers here now.’ And I don’t go away
until we get them, whether it’s a phone conversation or I’m standing in
the doctor’s office.” Another said of what she learned, “I think the one
part that really, really helped me was, you know when you go to a doc-
tor and you’re always kind of hesitant to ask questions? And that part
really helped me, because it was like, okay, wait a minute, you know
[medical professionals] are human. And I need to have these questions
answered. So there’s no harm in asking them. That’s what they’re there
for. So it was just kind of a, a change of mindset.”

The third emergent theme was related to caregiver preparation and
organization of medical information. One caregiver said a central con-
cept that came out of the workshop for her was, “Just having your ques-
tions actually written down ahead of time probably is the best thing.”
Others spoke of keeping lists of questions and medications, “Now
I make lists that answer questions and have a list of all of his medica-
tions in kind of like a journal that I take with me.” Another said, “I went
into the emergency ward last night, took my father in there at four a.m.
and I had just copied off a list of all of his new medications. . . . I had it
listed what he takes and how much he takes and how many times he
takes it and they were just really pleased. They said, ‘You have no idea
how much this helps us, that you have this with you, with him.’ ” Fi-
nally, other caregivers shared that they had begun taking notes during
health care encounters as was instructed in the workshop, something
they had not done in the past.

The final theme pertained to the workshop’s positive impact on the
caregiving experience. For example, one respondent discussed her and
her sister’s care for their mother, “We feel more confident, taking care
of my mother.” Another caregiver noted, “It has given me encourage-
ment that I need, that I am doing the right thing. I make mistakes . . . that
comes along with it . . . it was a learning process for me and for my
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mother and I struggled with a lot of things but [the workshop leader’s]
concern . . . has helped a great deal. . . . You keep going.” Two other par-
ticipants said that the workshop helped them communicate better with
their care recipients, “It’s effective in a lot of ways. Because before
I used to get angry and mad [at my care recipient], and now I just kind
of look the other way and then when it’s the right time, then I try to dis-
cuss with her calmly.” Another participant said she is now more focused
on her care recipient’s health concerns and symptoms, “Well, I’m able
to focus a little bit more on the health side . . . being able to understand it
and work with the doctors better. Then that, in turn, helps mother in the
long run.” Finally, one participant noted that the workshop encouraged
her to take care of herself which helped her to better care for her loved
one, “I’ve learned about my father’s illness and about how to care for
myself along with caring for them, because if I don’t take care of myself
and feel good about what I’m doing and understand what I’m doing,
then I can’t care for them. I didn’t realize how stressful it would be.
I didn’t realize how difficult it would be. And the class that I took from
her taught me to, to take care of myself and learn how to cope and learn
to go to places to help me take care of them.”

DISCUSSION

The Communicating Effectively with Health Care Professionals (CE)
curriculum is a unique strategy that targets family caregivers to address
the challenges associated with clear communication among patients,
health care providers, and family members. The goal of this educational
intervention is to empower caregivers and train them in basic communi-
cation skills so they can be more effective advocates for their ill family
members. Although numerous interventions have been designed to pro-
mote effective communication between patients and providers (Post,
Cegala, & Miser, 2002), no other intervention aimed at enhancing family
caregiver communication in health care contexts could be identified in
the literature. This evaluation research suggests that the CE curriculum
can be effective in promoting self-reported attitude and behavioral chan-
ges consistent with caregiver empowerment and clear communication
in health care settings and makes a meaningful contribution to the litera-
ture on which to build.

Previous research indicates that family caregivers are often present
during medical encounters (Glasser et al., 2001; Prohaska & Glasser,
1996) and other work points to the various roles these individuals play
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during those visits (Adelman, Greene, & Charon, 1987; Beisecker,
1989). Kahana and Kahana (2003) details a conceptual model of health
care communication among health care partners that include patients,
physicians, and “health significant others” (e.g., family caregivers).
This model suggests that health significant others have considerable in-
fluence on the health behaviors of family members by assisting them in
communicating with physicians, supporting treatment plans and life-
style changes, sharing in the decision-making process, and acting as an
advocate for the patient. On the other hand, Adelman et al. (1987) and
Beisecker (1989) point out that the presence of a family caregiver during
medical encounters has the potential to negatively influence communica-
tion between health care professionals and patients when the caregiver
adopts an antagonistic, passive, or surrogate patient role. Considered to-
gether, this body of work indicates that family caregivers can indeed be
helpful in supporting positive health outcomes for patients but inter-
ventions are needed to promote more effective and proactive caregiver
involvement. The current research suggests that the CE curriculum can
provide caregivers with communication tools and an increased sense of
empowerment that leads to behaviors that help them both advocate for the
patient and support the treatment plan.

Family caregivers can be a powerful and effective link between the
formal and informal care systems, and given the fragmented health care
delivery system in the United States, they are increasingly needed to help
coordinate and manage patient care. The current study describing and
evaluating the CE curriculum is an important and meaningful beginning
to the empirical exploration of strategies to help family caregivers be
viable and effective members of the care recipient’s medical team. It
builds on the body of research on patient-provider communication in-
terventions, while acknowledging the centrality of family caregiver in-
volvement in patient health outcomes and well-being.

Practice implications of this research are numerous. The National
Family Caregivers Association (NFCA) provides a website with abun-
dant resources for family caregivers, including tools from the CE cur-
riculum (NFCA’s URL is http://www.thefamilycaregiver.org.). Home
health care professionals can either refer patients and families to this
website or download the posted tools for use in the context of their
home care practice with patients and families. For example, home care
professionals can utilize the worksheets that address symptom report-
ing to teach caregivers to accurately monitor the effects of treatment
between home visits. In addition, the underlying principles of the curricu-
lum, namely caregiver empowerment, cooperative health care team
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member participation, and collaborative communication strategies can
be instructive for health care professionals, too. In what ways can health
care providers encourage caregivers to participate as viable members of
the health care team? What messages do health care professionals send
family caregivers, either overtly or covertly, about the caregiver role on
the health care team? What communication strategies can providers uti-
lize to promote rapport and trust with patients and caregivers an impor-
tant component in the communication equation? The lessons of CE can
be incorporated into professional practice to provide the context for
family-centered health care.

Although the results of this study are positive and promising, there
are numerous limitations associated with this research including a small,
nonrandom sample, low response rate, and the reliance on retrospective,
self-report data which are susceptible to social desirability bias (Hill &
Betz, 2005). Thus, readers should exercise caution when generalizing
these findings. To provide further evidence related to CE effectiveness,
researchers are encouraged to evaluate the curriculum utilizing other
more rigorous research methods and larger samples. This study under-
scores the challenge of conducting evaluation research in applied set-
tings with family caregivers; the low response rate observed could be
partially due to family caregivers’ reticence to take on yet another task
related to caregiving, even if it is just the completion of a short survey.
Increasing response rates among this population is challenging. In one
of the author’s current studies, the use of an incentive (e.g., gift cards)
has proven to be a helpful method to increase caregiver participation. In
addition, asking caregivers to complete evaluation instruments as part
of the workshop experience would produce better response rates rather
than waiting to collect data at a later time when their attention is focused
on more pressing matters. Although there are legitimate factors that com-
promise generalizability of the findings, the research was conducted in
settings where the intervention is being widely disseminated, a factor
that leads to some degree of external validity. The mail survey has content
validity, reflecting not only workshop objectives but underscores what
caregivers found as important learning components of the CE curriculum.

Future research plans include an examination of feasibility and effec-
tiveness of CE curriculum delivery in the context of health care systems
(including the VA system), comparison of different curriculum delivery
modalities (workshop format, individual intervention, multimedia mate-
rials) on caregiver attitudes and behavior, an investigation of family func-
tioning as it relates to caregiver role performance in facilitating health
care communication for older patients, and the impact of the curriculum
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on patient health outcomes. In the near future, a prospective evaluation
of the curriculum will be implemented in the context of a health care sys-
tem to corroborate the findings of this research using a more rigorous re-
search design that addresses some of the methodological concerns of
this study, namely the use of retrospective pre-test. The principles em-
bodied by the CE curriculum and their implementation as an educa-
tional intervention is a forward-thinking strategy in promoting a smooth
and effective interface between the formal and informal systems of care.
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