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Objectives
• Identify gaps in assessing readiness of family 

caregivers for post-discharge care. 

• Describe development of the Preparedness 
Assessment for the Transition Home (PATH) 
instrument

• Discuss development of the Catalogue of 
Interventions associated with the PATH 
instrument and implementation of the 
program in clinical care 

• Review “Lessons Learned”
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Silos of Stroke Care
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Background

Stroke Systems 
of Care

Comprehensive 
Stroke System 

of Care

“Time for a 
Paradigm Shift”

Duncan PW, Bushnell C, Sissine M, Coleman S, Lutz BJ, Johnson AM, Radman M, Pvru Bettger J, Zorowitz RD, Stein J. 
Comprehensive stroke care and outcomes: time for a Paradigm Shift. Stroke. 2021;52:385–393. doi: 

10.1161/STROKEAHA.120.029678
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• Establish a system of coordinated and 
seamless comprehensive stroke care 
across the continuum and into the 
community by reframing the 
paradigm to include the PAC delivery 
system

• Implement a validated caregiver 
assessment to systematically identify 
gaps in caregiver preparedness and 
develop a tailored caregiver/family 
care plan

• Establish a family care plan with 
tailored interventions based on 
assessed needs of the stroke survivor 
and family caregiver and monitors 
quality outcomes

• Use evidence-based teaching and 
communication methods to optimize 
stroke survivor/caregiver learning

• Implement a stroke nurse liaison role

Background
2021
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Transition to Home
• One of the most vulnerable times for patients with 

stroke and caregivers

• Smooth/seamless transitions optimize health and 
QOL outcomes

• However…
• Quality of transitions is widely variable

• Caregivers often feel abandoned and alone

• High quality transition planning:
• Requires clear and frequent communication across IP 

team

• Can be facilitated by a transition specialist or stroke 
nurse liaison/navigator

• Understanding of

• Caregiver capacity and commitment 

• Influence of culture/ethnicity/race/religious 
preferences/gender identity & SDOH

Approx. 50% of stroke pts are discharged 
to facility-based care and ~50% to home
Of those discharged home only about ½ 

received PAC
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Guidelines Recommending 
Needs Assessment for CGs

2021

2016

2019

2019

2019

2022

2019

2019
2022



Understanding Caregiver Readiness
BARBARA J .  LUTZ,  PHD,  RN,  CRRN, PHNA -BC,  FAHA,  FARN, FAAN

9



10

Comprehensive 
assessment of 

the patient 
AND family 
caregiver 

(e.g. PATH)

Identify gaps in 
readiness

Tailor discharge 
plan to address 

gaps and 
prioritize needs

Secure 
equipment & 

supplies

Provide information & 
training

• Skills training

• Med. management

• Secondary prevention

• Linkages to CB resources

• Transportation, meals, etc

• Follow-up appts & OP therapy

Components of Transition Plan

Requires a careful & 
comprehensive 

needs/gaps assessment 
of the family caregiver



Improving Caregiving Readiness Model
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Improving Caregiver Readiness: Domains & Sub-Domains

Commitment
• Strength of relationship

• Willingness to perform 

caregiver role

Capacity
Pre-existing factors

• Health problems

• Pre-stroke roles/responsibilities

• Pre-stroke caregiver experience

• Home and transportation 
accessibility

Capacity
Internal  & external resources

• Informal support

• Formal support

• Financial

Ability to sustain

Responding to stroke

• Dealing with crisis of 
stroke

• Long-term implications

Lutz, B. J., Young, M. E., Creasy, K. R., Martz, C., Eisenbrandt, L., Brunny, J. N., & Cook, C. (2017). Improving stroke caregiver readiness for transition from inpatient rehabilitation to home. 
Gerontologist, 57(5), 880-889. doi:10.1093/geront/gnw135
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PATH Caregiver Assessment Development

Stage 1

Draft Instrument

Content Validity
Review by Experts 

(n=8)

Stage 2: Cognitive 
Interviews (n=42)

Instrument Selection 
(n=22)

Refine Instrument 
(n=20)

Stage 3: Field Testing 

(n=183 dyads)

Internal Consistency 
Reliability α=0.90

Exploratory Factor 
Analysis 

Correlation with Other 
Measures

Criterion Validity PCS & PATH-s

Convergent Validity
PCS & PATH-s w/ 

PHQ-9, PSS, GHS

Predictive Validity 
(n=102)

PATH-s w/ PHQ-9, PSS, 
GHS, BCOS, CSI, PAM; 

SS Fx, Readmit

Implementation in 
Clinical Care w Tailored 

Interventions

30-day  ↓CSI 

↑GHS



Development of the PATH©

(Preparedness Assessment for the Transition Home)
A Pre-Discharge Caregiver Assessment Tool

• 25-item instrument 
• Developed with input from

– Stroke survivors and their family caregivers
– Case managers

• Theoretically-based in “Improving Caregiver Readiness” model

• Addresses national priorities for assessing caregiver needs

• Designed to assess caregiver readiness to provide care post-
discharge

– To guide development of discharge care plan
– To be completed during inpatient care

• Originally developed for stroke population; validated by 
caregivers of patients with other disabling conditions
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Participant Interviews
• Conducted multiple studies over several years

• Conducted more than 100 interviews with stroke survivors and their 
caregivers
– Identified domains and sub-domains of caregiver readiness
– Helped to clarify tool items and format

• Worked with experienced case managers for content 
validity of the tool



Impact of Completing the PATH

Caregivers:
• Recognized uncertainty
• Provoked anticipation
• Identified cues to action to begin 

to address concerns with rehab 
team
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www.rehabnurse.org/pathtool
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PATH Caregiver Assessment Development

Stage 1

Draft Instrument

Content Validity
Review by Experts 

(n=8)

Stage 2: Cognitive 
Interviews (n=42)

Instrument Selection 
(n=22)

Refine Instrument 
(n=20)

Stage 3: Field Testing 

(n=183 dyads)

Internal Consistency 
Reliability α=0.90

Exploratory Factor 
Analysis 

Correlation with Other 
Measures

Criterion Validity PCS & PATH-s

Convergent Validity
PCS & PATH-s w/ 

PHQ-9, PSS, GHS

Predictive Validity 
(n=102)

PATH-s w/ PHQ-9, PSS, 
GHS, BCOS, CSI, PAM; 

SS Fx, Readmit

Implementation in 
Clinical Care w Tailored 

Interventions

30-day  ↓CSI 

↑GHS



Improving Caregiver Health through 
Systematic Assessment and a Tailored Plan of Care

19

Camicia, M., Lutz, B.J., Stram, D., Tucker, L.Y., Ray, C., & 
Theodore, B.R. (2022). Improving caregiver health 

through systematic assessment and a tailored plan of 
care. Western Journal of Nursing Research. 44(3):307-

318. doi: 10.1177/01939459211045432

Deemed an “exemplary” program by the 
ANCC Magnet Recognition Program™ and the 

Commission on Accreditation of 
Rehabilitation Facilities (CARF) International



Kaiser Permanente Northern California Care 
Delivery System

20

21 acute care hospitals

Regional Inpatient Rehabilitation Facility

Owned/operated SNF + Contracts

Home Health Agencies

4.1 million health plan members

Funded by:
Kaiser Permanente Northern California 

Community Health Program



The Intervention: Caregiver Assessment & Plan of Care
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Identify Caregiver 
& obtain email 

address

CG receives email 
& completes PATH 

assessment

Rehab Nurse Case 
Manager reviews 

results &

identifies items 
w/ score ≤ 2

Selects from 
Catalogue of 

Interventions & to 
develop CG Plan 

of Care

Case Manager 
reviews Plan of 

Care & 
Interprofessional 
Team implements

Camicia, M. E., Laslo, M. A., & Lutz, B. J. (2021). Implementing a caregiver assessment and tailored plan: an emerging Case Management Competency. Prof Case Manag, 26(4), 
205- 213. doi:10.1097/NCM.0000000000000513



Identifies specific areas to target interventions
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PATH Question 1:
Family caregivers’ understanding of patient prognosis: 

The prevalence of gaps in caregiver understanding and the interventions 
recommended to improve caregiver preparedness

Alec Baktamian, OMS-III, Brian R. Theodore, PhD ,Megan A. Frantz, MD, ,Michelle Camicia, PhD MSN CRRN CCM NEA-BC FAHA FARN FAAN
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Development of a Tailored Plan of Care 
in Response to the PATH



Physician Note Examples
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Development of a Tailored Plan of Care 
in Response to the PATH
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CG Data Collection: 
Email survey via secure DatStat
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Pre-
Implementation

Usual care during IRF

30 Day (n=61)

CSI & GHS
CG Relationship

CG Gender

90 Day (n=33)

CSI & GHS

Post-
Implementation

During IRF (n=215)

PATH Assessment

Relationship/Gender

30 Day  (n=154)

CSI & GHS

90 Day (n=130)

CSI & GHS

PATH=Preparedness Assessment for the 
Transition Home 
• 25-items
• CG commitment & capacity
• Higher score=more prepared
CSI=Modified Caregiver Strain Index
• 13-items
• Measure strain (financial, physical, 

psychological/emotional, social & personal) 
• Lower score=less strain
GHS=PROMIS Global Health Scale
• 10-items
• Assesses overall physical/mental/ social 

health, pain, fatigue, overall QOL
• Higher score=better overall health
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Caregiver Characteristics
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Pre-
implementation 

Majority Female

Majority Spouse

Majority >$75k/yr

45% White

Majority married

Post-
implementation

Majority Female

Majority Spouse

Majority >$75k/yr

45% White

Majority married

More white, married, spouse completed 90-day

• Age (majority >65)
• Gender (majority male)
• Race 
• Marital status
• Census median 

household income
• Length of stay 
• Onset days
• D/C self-care score
• D/C mobility score
• 30-day readmission
• N=136 (63%) Stroke

Patient Characteristics



Unadjusted 
Results
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Pre-implementation

Post-

implementation

N Mean (SD) N Mean (SD) p

30-day PROMIS GH 61 36.5 (7.0) 154 39.0 (5.3) 0.006

30-day Caregiver Strain 61 11.7 (6.3) 154 8.4 (5.6) <0.001

90-day PROMIS score 33 36.3 (6.3) 130 37.9 (6.4) 0.184

90-day Caregiver Strain 33 10.1 (6.8) 130 8.1 (6.7) 0.122



Adjusted Results

• linear regression model adjusting for CARE Tool score, caregiver gender, 
caregiver relationship, patient census tract median household income, 
patient age, patient race, length of stay, and onset days.

30

Post-implementation change

30-day PROMIS Global Health 2.033 0.934 0.031

30-day Caregiver Strain Index -2.898 0.932 0.002

90-day PROMIS Global Health 1.420 1.268 0.265

90-day Caregiver Strain Index -1.289 1.362 0.346



Limitations

• Insured population

• Assessment limited to English-readers

• 90-day pre-implementation under-powered

• Are the results due to simply due to the CG completing the 
assessment?
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Discussion 
• Conducting a comprehensive caregiver assessment can

• Help caregivers anticipate potential issues not previously considered

• Highlight potential resource needs

• Provide a “map” to help caregivers and nurses work together to address issues prior to 
discharge

• A comprehensive program to address the needs of caregivers 
results in 30-day post-IRF D/C

caregiver strain caregiver health
• More research is needed to evaluate the long-term needs of 

caregivers across the trajectory of caregiving
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Discussion & Implications 

The PATH © tool 
• Is theoretically-based
• Is psychometrically & clinically valid and reliable to 

assess the needs of family caregivers
• Can be used to better tailor family care plans to

• Address unmet needs
• Better prepare caregivers for post-discharge 

responsibility
• Tailor educational offerings and resource referrals
• Address needs of diverse populations
• Improve patient and family outcomes
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Implementation considerations

34

Mode of PATH survey administration

Documentation in the Medical Record

Language Barriers

Buy-in from IP Team

Leadership Support

Technology Support



Future Directions

Interprofessional catalogue of interventions Tele-health interventions
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Predict which 
families/caregivers are 
at risk for poorer 
outcomes

Provide tailored 
interventions at 
the right time 
along the 
caregiving 
trajectory 

Study outcomes 
of innovative 
programs

Implement widely

Improving Care for Stroke Family Caregivers

36
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PATH-7©

1. How prepared are you to provide the patient assistance with personal care (such as bathing, using the 
toilet, dressing and moving around) when he/she goes home?

2. Do you have any health problems (for example difficulty bending or stooping, back or joint problems, heart 
issues, memory, depression, anxiety or other health challenges)?

3. Do you have other roles and responsibilities other than providing care for the patient (for example: work, 
volunteer work, childcare, pet care, meal preparation, laundry, home maintenance and yard work)?

4. Do you have other people (for example co-workers, your church, a club or social group) who will be able to 
help you with your other responsibilities (for example: work, volunteer work, childcare, pet care, meal 
preparation, laundry, home maintenance and yard work)?

5. Will there be any accessibility problems for the patient getting around in the house or using the toilet or 
shower (for example, the width of doorways, stairs, ramp access) in the home where he/she will be living?

6. Will the patient have accessible transportation (e.g. car that he/she can get in and out of, someone to drive, 
Paratransit, etc.) that he/she can use to go places (e.g. the doctor, grocery store)?

7. Thinking over the past year, how much conflict have you had in your relationship with the patient?

37



Conclusions

Assessing and addressing the needs of family caregivers 
• Is a national priority 

• Is recommended by several national organizations 

• Promotes Family-Centered Care

• Facilitates development of a family-focused, tailored care plan

An integrated CG assessment and tailored plan of care:
• Facilitates care focused on the family, not just the patient

• Helps to promote and facilitate safe and effective care transitions

• Is crucial for delivery of high-quality care
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PATH-s (stroke specific):

www.rehabnurse.org/pathtool

PATH (all populations):

www.path2caregiving.org

Available upon request

http://www.rehabnurse.org/pathtool
http://www.path2caregiving.org/


“Everyone took such great care of (patient). 
They also took great care of me. 

They made sure I thought of all the things I 
needed to think about. 

There is so much to think about and so many 
things to do to get everything ready for him to 

come home. 
Everyone taught me so much. 

I am so grateful.”

“What a great idea 
to care about me too.”
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bjlutz@gmail.com
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