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Health care providers and teams can do more to
engage with caregivers

Providers are aware of
the importance of
caregivers, but report
structural barriers in
communicating with
caregivers, such as
time constraints. (5)

Providers and health care teams are
encouraged to identify, engage, and
assist caregivers in expert

guidance, but evidence shows that
they inconsistently address
caregivers’ needs. (1-4)

1. Schulz R, et al. doi:10.17226/23606

2. Wolff JL, et al. doi:10.1001/jamanetworkopen.2019.19866

3. AARP and National Alliance for Caregiving.
doi.org/10.26419/ppi.00103.001

4. Riffin C, et al. doi.org/10.1111/jgs.16401

5. Skufca, L. doi.org/10.26419/res.00273.001




Engaging with caregivers benefits patients,
caregivers, and health care teams.
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caregiver quality of life. (2) being readmitted after
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Emerging opportunities in health care to engage

caregivers™ example: the GUIDE model for dementia
care navigation

Margaret has been diagnosed with dementia. Her daughter, Kathy, is her caregiver. Margaret and G U I D E p ro g ra m S m u St:

Kathy are concerned about Margaret’s future and being able to meet her evolving needs at home.

Common Dementia Care Experience Experience Under GUIDE ° D O a C a re g ive r a S S e S S m e nt O n
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Kathy plans for a neighbor to

Margaret's dementi3nas progressed
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Addressing competencies:
Caregivers as Partners in Care Teams (CAP-CT)

Identify
the patient’s
caregiving team.
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Engage
the caregiver
around their role
and wellbeing.

Support
the caregiver by
connecting them to
resources.
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Website: carepartners.ucsf.edu/

As a program of the National Caregiver Support
Collaborative (funded by the Administration on
Community Living), CAP-CT aims to advance
inclusion and engagement of family caregivers
within care teams.

CAP-CT is a nationwide training program that
provides health care teams with the skills and
confidence to include family caregivers in a
patient's care journey. We also support Older
American’s Act-funded programs to engage with
health care to further the role of caregivers.
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