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Abstract
Background One in four Canadians is a family caregiver. Family caregivers (carers, care-partners) are relatives or 
chosen family, friends, or neighbors who provide 75 to 90% of the care for people with physical or mental illness, 
disabilities, or frailty living in community homes and assist with 15 to 30% of the care in congregate care. However, 
a recent (2022) Statistics Canada population health study reports 44% of family caregivers are distressed. Family 
physicians and primary care teams are well-positioned to support family caregivers; yet, family caregiver needs 
assessments tend to be ad hoc and their most common needs remain unmet. Research recommends training 
healthcare professionals to enhance their knowledge and skills to support family caregivers.

Methods The objective of this sequential mixed methods research, a survey followed by qualitative interviews, 
was to explore family physicians’ desire and preferences for education about supporting family caregivers. 85 family 
physicians completed the online survey and eight took part in the interviews. Results from the survey and interviews 
were compared, contrasted, and interpreted together.

Results Primary care physicians expressed a desire to be better equipped to assess and support FCGs’ needs. Even 
though most physicians (61%) were very/confident about addressing family caregivers’ needs, 72% were highly/
interested in education to support family caregivers of their patients. Topics with the most interest were assessing 
family caregivers needs in an organized way, assisting family caregivers to access resources, and address system and 
practice barriers to support family caregivers. The overarching theme running through the interviews was physicians 
hope for education to help change the patient-focused culture to inclusion of FCGs. The three themes reflect 
physicians’ conviction about including family caregivers in patient care: We need to take care of their caregivers, 
Practice and system barriers thwart including family caregivers, and Practical education might help.

Conclusions This study of family physicians’ preferences for education to support family caregivers will inform the 
development of education about supporting family caregivers for family physicians and trainees.
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Background
Family physicians can play a vital role in supporting fam-
ily caregivers’(FCGs) health and wellbeing [1–3]. Studies 
in the United Kingdom [4, 5], Ireland [6], Germany [7], 
United States [2], and Canada [8, 9] report physicians 
agree they are well-positioned to support FCGs [10].They 
have a central role in: diagnosis and management of the 
patient’s condition; gaining an overall picture of the care 
situation; providing information, education, and advice 
to FCGs on managing care; offering psychosocial support 
to the patient and family caregiver; and signposting care-
givers to services to meet their care needs and to main-
tain their own health [11–14]. However, few physicians 
or other health care professionals receive training in 
engaging and supporting caregivers [1, 3]. Typically, the 
focus is on the patient in healthcare encounters. Health 
providers are reluctant to involve caregivers as partners 
on the care team, often citing lack of time [4, 15, 16].

While FCGs regard family physicians as an important 
part of their support network [12, 17, 18], typically, FCGs 
are underrecognized and overused by health care provid-
ers. Health providers expect FCGs to carry out their care 
plans yet surveys of FCGs report that healthcare provid-
ers have asked less than half of FCGs about what they 
need to manage older adults’ care [19, 20], and less than 
20% about what they need to maintain their own wellbe-
ing [21]. In primary care, FCG needs assessments tend 
to be ad hoc [2, 22] with their most common needs only 
being partially met or remaining unmet in about 40% of 
cases [22–25]. In a patient-focused health system, there is 
a reluctance to collaborate with caregivers and an unwill-
ingness to meaningfully involve caregivers in the care 
process.

Training about engaging FCGs or the FCG/patient 
dyad is recommended [12, 16, 26–28]; however, there has 
been little research on family physicians’ desire for edu-
cation about family caregiving or about the topics about 
caregivers and caregiving they perceived apply to their 
practices [26, 29]. As such, the objectives of this research 
were to explore family physicians’ desire and preferences 
for education about supporting FCGs and to understand 
physicians’ considerations for such education.

Methods
Qualitative interpretive description, outlined by Thorne 
[30] was our theoretical methodological approach. It 
is pragmatic approach designed to embrace the com-
plexity and contradiction of health studies. Thorne [31] 
describes it as “ways of thinking that acknowledge the 
messiness of the everyday practice world” (p. 29).

We used a sequential mixed methods design. We 
began with a cross-sectional quantitative online survey 
to assess family physicians’ confidence in meeting FCG 
needs, desires for education about supporting FCGs, 

and preferences for educational content and delivery. 
Then we conducted qualitative interviews to obtain an 
in-depth understanding of physicians’ perceptions of the 
education they needed to enable them to support FCGs 
in primary care. The university’s Health Ethics Research 
Board approved the study.

Setting and participants
This study was conducted in Alberta, Canada. Fam-
ily physicians were recruited to participate in the open, 
convenience sample survey by advertising in provincial 
newsletters sent to physicians and on social media (Twit-
ter, Linked In, Facebook, and Instagram). Our inclusion 
criteria included practicing family physicians. Retired 
physicians were excluded. The anonymous survey was 
delivered on Survey Monkey from April 14 to August 30, 
2022. Ninety people clicked on the survey link. Of those, 
85 read the ethics consent document, then all 85 pro-
vided implied informed consent by continuing to, com-
pleting the survey questions, and clicking on “submit my 
responses” (94.4%). Survey participants who agreed to 
participate in a follow-up interview (n = 18) were asked 
to provide an email address on a separate survey, which 
was not connected to survey data results. The research 
assistant emailed potential interview participants with 
the offer of interviews on Zoom or by telephone, and 
information about the interviews and implied consent. 
Eight family doctors agreed to participate in an indi-
vidual interview. As per ethics, the interviewer reviewed 
the informed consent questions immediately after intro-
ductions and requested verbal consent. All participants 
provided verbal informed consent before the interview 
began.

Data Collection
Three physicians and a PhD trained researcher designed 
the survey and semi-structured qualitative interview 
guide. The ten-question survey, delivered in English, took 
five minutes or less to complete. We collected socio-
demographic data (age, gender, years in practice), then 
asked about physicians’ confidence in addressing the 
needs of FCGs of their patients, level of interest in com-
pleting an educational session to enhance their knowl-
edge, skills, and approach to supporting FCGs, level of 
interest in ten potential topics, and preferred delivery 
format (asynchronous online, facilitated, time required). 
The ten potential topics were selected based on (1) a sur-
vey developed to understand family physicians’ beliefs 
about supporting family caregiver and their knowledge to 
support them [32]; (2) a scoping review of family physi-
cians’ perspectives on their role in supporting FCGs [28], 
and (3) research on the competencies healthcare provid-
ers need to support FCGs [33]. Topics included recogniz-
ing the caregivers’ roles, communicating with caregivers, 
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partnering with caregivers, assessing caregivers’ needs; 
assisting caregivers navigate health and social care sys-
tems, supporting caregivers to maintain their health, 
changing the culture of care to support caregivers, 
addressing practice barriers and personal stress, exam-
ining the caregiving environment, and understanding 
double-duty caregivers. We used five-item Likert-type 
response scales to assess confidence and interest. See 
Supplementary Material Table 1, Survey Questionnaire.

The team met to review the survey results and revisit 
the interview guide to explore physicians’ experience 
with FCGs, if the survey results reflected physicians’ edu-
cational needs, resources they had and needed to support 
FCGs, and their preferences for the format and delivery 
of the education. An interviewer with training in quali-
tative interviewing [29] conducted the interviews. We 
asked questions such as, “Could you speak to your expe-
rience of interacting and partnering with FCGs in your 
practice?” “Given the context of your practice, which edu-
cational topics would be your priority?” “What are some 
of your go-to resources that you use to support FCGs?” 
and “What would make navigation/ signposting easier for 
you?’ See Supplementary Material 2, Interview guide.

The interviews ranged from 19 to 45  min, an average 
of 28  min. The interviews were transcribed verbatim, 
and one author listened to the interviews, corrected 
any inaccuracies, and cleaned the word document of 
any identifying information. Field notes were com-
pleted by the interviewer. Once the interviews were 
transcribed, the interviewer and PhD trained research 
used Roulston’s [34] reflective interview guide to reflect 

member checking, interruptions, and ways to improve 
interviewing.

Data Analysis
We analyzed survey data in Excel using descriptive sta-
tistics. We imported the qualitative data into NVivo for 
ease of data management, then two authors, a family 
physician with a Master degree in Human Ecology and 
research coordinator with PhD in gerontology (JP, SA) 
analyzed it thematically [35, 36]. Following Thorne [37] 
and Braun and Clarke [35, 36], our aim was to generate 
meaning from the data. Initially, each researcher read the 
text to familiarize themselves with the data, then went 
through the transcripts line-by-line and assigned initial 
codes based on their interpretation of the underlying 
meaning. Both regarded themes as summaries of what 
participants said in relation to the topic [36]. Then they 
collated the line-by-line codes into preliminary themes, 
understanding that each researcher’s codes were their 
interpretations of patterns of meaning across the data. 
After theming separately, the two team members met in 
person to resolve theming disagreements and identify 
the prominent themes to be presented to the entire team. 
The team then compared, contrasted, and interpreted the 
survey results and interview themes together.

We used the Checklist for Reporting Results of Inter-
net E-Surveys (CHERRIES) [38]; STROBE Statement 
[39], Checklist of items that should be included in reports 
of cross-sectional studies; and Standards for Report-
ing Qualitative Research (SRQR) [40]. See Checklists 
Included in Supplementary Materials 4.

Results
The survey sample was composed of 85 family physi-
cians. They represented all age ranges, 59% were women, 
35% identified as men, and two identified as non-binary 
and other. About half (47%) had been in practice for 21 or 
more years. See Table 1: Participant Demographics. Eight 
physicians participated in the qualitative interviews. One 
has been in practice for less than 5 years and the others 
for 10 or more years of experience. They practiced in 
urban [4], suburban [2], and rural [2] Alberta settings.

Survey results
Almost two-thirds of these physicians(61%) indicated 
they were confident or very confident in addressing the 
needs of FCGs of their patients, 27% were neutral, and 
8% were not confident. Even though most were confi-
dent about addressing FCGs’ needs, 72% were inter-
ested or highly interested in education to enhance their 
knowledge, skills, and approach to support FCGs of their 
patients. See Table 2 Confidence to Work with FCGs and 
Interest in Education.

Table 1 Demographics
Age Number (%)
20 to 34 7 8%
35 to 44 24 28%
45 to 54 12 14%
55 to 64 21 25%
65 + 19 23%
Prefer not to answer 2 2%
Gender
Man 30 35%
Woman 50 59%
Transgender 0 0%
Non-binary 1 1%
Other 1 1%
Prefer not to answer 3 3%
Years in practice
1 to 5 14 17%
6 to 10 13 15%
11 to 15 11 13%
16 to 20 6 7%
21 years or longer 40 47%
Prefer not to answer 1 1%
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Topics which interested physicians most were assess-
ing FCGs’ needs in an organized way (91% interested or 
highly interested), assisting FCGs to access resources 
and overcome barriers (89%), address system and prac-
tice barriers to support FCGs and reduce your own angst 
(80%), and supporting the emotional and psychological 
needs of FCGs (78%). See Table 3: Family Physicians Pref-
erences for Potential Topics for Education about FCGs.

Almost equal proportions of physicians preferred the 
education delivered asynchronously online (52%) or as 
a virtual facilitated session (47%). Again, just under half 
(46%) wanted 30-minute educational sessions and 48% 
preferred 60 min. See Table 4 Preferences for Education 
Delivery.

Qualitative results
We were not surprised by the topics selected for the edu-
cation, but we were curious to understand why physi-
cians were confident in their approaches to FCGs, yet still 
thought education was valuable. The overarching theme 
running through the interviews was education could help 
to change the patient centered medical culture to include 
FCGs, “I have huge hopes we will be able to create a 
structure in primary care of actually allowing for some of 
caregiver support in a team based or medical home style 
of care.” (#2) They noted not being exposed to caregiver 
support in medical education. In practice they encoun-
tered a system focused on immediate medical needs and 
cure, rather than on care, “Mostly the journey is based on 
cure, not helping someone’s spouse” #1. They wanted fam-
ily physicians to recognize the caregiver’s pivotal role as a 
partner in care. The three themes help provide a nuanced 
interpretation of interview participant’s views: We need 
to take care of their caregivers, Practice and system barri-
ers thwart including family caregivers, and Practical Edu-
cation might help.

Theme 1: We need to take care of their caregivers
The eight physicians participating in the interviews were 
convinced FCGs should be recognized and supported in 
primary care, “They’re obviously an important partner in 
what we are trying to accomplish” (#6), yet five thought 
they might be unusual because “a lot of time they get kind 
of left in the clinic waiting room” (#5) or “FCGs are invis-
ible in those fast-paced family clinics” (#8). Every physi-
cian interviewed acknowledged caregivers’ crucial role 
in supporting their patients, the importance of listening 
and understanding their challenges and the complexity of 
caregiving, including aspects of mental health, financial 
challenges, and emotional support.

I really want to keep my patients at home and that 
depends on supporting caregivers. I think a lot of 
that comes down to the family practice clinics. #8.

Table 2 Physicians’ Confidence in Addressing Family Caregivers’ 
Needs and Interest in Education
Level of confidence in addressing needs of 
family caregivers of your patients?

Number %

Very unconfident 1 1%
Unconfident 6 7%
Neither unconfident or confident 23 27%
Confident 42 49%
Very confident 10 12%
Prefer not to answer 3 4%
Physician’s Level of interest in education Number %
Highly uninterested 1 1%
Uninterested 7 8%
Neither uninterested or interested 15 18%
Interested 41 48%
Very interested 20 24%
Prefer not to answer 1 1%

Table 3 Family Physicians Preferences for Potential Topics for 
Education about FCGs
Topic % Inter-

ested
Assess support needs of Family Caregivers in an organized 
way.

91%

Assist Family Caregivers to access resources and overcome 
barriers, including community and financial supports.

89%

Address system and practice barriers to support Family Care-
givers and reduce your own angst.

80%

Learn how to support the emotional and psychological 
needs of Family Caregivers and meet your own.

78%

Understand the unique needs of “double-duty caregivers” 
who work as healthcare providers and are Family Caregivers

74%

Examine the culture and context of your care setting in sup-
porting Family Caregivers.

72%

Recognize the roles played by Family Caregivers, their diver-
sity and consequences of caregiving.

68%

Awareness of societal views that impact Family Caregivers 
(i.e., ageism, stigma, discrimination).

65%

Effective communication with Family Caregivers, and use of 
an empathic approach.

64%

Partner with Family Caregivers and establish collaborative 
relationships.

62%

Table 4 Preferences for Educational Delivery
Preference: Delivery of Accredited Educational 
Sessions

Number %

Pre-recorded online, self study 44 52%
Virtual facilitated sessions 40 47%
Prefer not to answer 1 1%
Preference: Length of the Educational Sessions Number %
30 min 38 45%
60 min 41 48%
2 h 3 4%
3 h 1 1%
Prefer not to answer 2 2%
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When asked about their interactions with FCGs, they 
described acting as communicators, care coordinators, 
conflict mediators, and advocates for caregivers. A strong 
focus on listening to caregivers, understanding their chal-
lenges, acknowledging the physical and emotional toll of 
caregiving, and letting caregivers know they appreciated 
them was threaded through the interviews.

I will be also always checking in with family and see-
ing how they’re doing emotionally, see how they’re 
doing physically, see whether they need more support 
from home care and more support in the home, or 
what questions or concerns they have. And I think 
that it’s a very important aspect of care, because 
often the caregivers are forgotten. #1.

Six of eight physicians reported involving them in deci-
sion making. They recognized caregivers are diverse and 
their needs are multi-faceted, many of which are non-
medical “It is profoundly patient-centered, but funda-
mentally non-medical” #2. Two of the eight physicians 
estimated that about 50% of FCGs’ needs were non-
medical such as help with social and emotional support, 
home care, transportation, and respite. Four physicians 
(rural (n = 2), suburban (n = 1), urban (n = 1) noted that 
when caregiver support is not accessible, FCGs relied 
heavily on them for information and guidance. Rurality 
increased FCGs’ dependence on physicians. Both rural 
physicians noted caregiving rurally is done primarily by 
family because there were fewer resources, so “they put 
all the weight on your shoulders as a family physician or 
the community nurses to help with decision making, which 
is pretty challenging”(#7).

Theme 2: Practice and system barriers thwart including 
family caregivers
While all the physicians interviewed appreciated FCGs 
and wanted to support them, this theme underlines the 
complexity of supporting FCGs in primary care. Prac-
tice and system barriers lie between how they thought 
caregivers should be supported and their ability to do so. 
They spoke about lack of resources, short appointment 
times, the need for a multidisciplinary team, silos in the 
healthcare system and between the health and commu-
nity/ social care systems and underfunding of community 
services such as home care and respite that prevented 
asking FCGs about their needs or health or providing 
support.

I think it is just the approach to medicine. And I 
think some of this is being dictated by a multitude of 
things outside of the immediate individual doctors’ 
control. It’s just a place where every doctor only has 
10  min to help people and you’re practicing siloed 

so you don’t have a social worker or a nurse or a 
psychologist or a dietitian to provide that compre-
hensive aspect of care. You’re going to become very 
focused on the immediate things that need to be 
addressed and the immediate things that you can 
fix. #1.

Family physicians who also practiced in long-term or pal-
liative care reported it was easier to support caregivers 
with teams, “in long-term care we have a social worker 
and occupational therapist onsite, there is more fam-
ily support and guidance” #2. They wanted primary care 
teams staffed by social workers, physiotherapists, occu-
pational therapists, and nurses.

Signposting caregivers to services and assisting them to 
navigate health and community systems was a pain point 
in all interviews. Physicians cited difficulty knowing what 
services were available, keeping up resource lists, com-
bined with the limited availability of services for caregiv-
ers. Suboptimal integration of home care and community 
services made it difficult for family physicians to refer 
FCGs to the non-medical services they thought were 
needed. Five physicians felt social workers were much 
better positioned to support caregivers’ access to non-
medical needs, such as access to community, financial, or 
respite, or transportation services.

All physicians cited the need for better funding for 
home care, respite, and navigation to address caregiver 
stress and burnout. As one physician acerbically pointed 
out, “You have to have the resources before you can recom-
mend them, the availability of resources is not great”(#3). 
They pointed out the disparities between community and 
institutional settings, “Hospice is better supported. Insti-
tutions are better supported. We talk about the need for 
home care, how important it is. It is totally underfunded” 
(#5). Physicians practicing rurally noted home care is 
stretched, “yes, they need it, whether they’ll even show up 
is a problem” (#3).

Half of the physicians were troubled by the support dis-
parities dictated by the patients’ condition. Physician #1 
described the dilemma of getting social work for patients 
with cancer and non-cancer diagnoses: “Many family 
practices don’t have a social worker. If they were being fol-
lowed by the cancer center, I could send them there.” Sev-
eral physicians underlined the focus on single conditions 
rather than on complexity,

“Family caregivers can access dementia information, 
but for many people, dementia is only one problem 
they encounter. High profile for Alzheimers, cancer, 
palliative care, but what about musculoskeletal, 
neurologic, the severe bowel incontinence? What 
resources does that family get?” #3.
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Another spoke to differences age, “I had a 21year old 
patient with a horrific syndrome, and I thought it was 
desperately unfair. This mother couldn’t work and had no 
access to respite.” #2.

Six physicians spoke to the need for policy and culture 
changes enable them to support FCGs, for example, spe-
cifically caring for caregivers, “More practice of patient-
centered care, than talk of patient-centered care especially 
for caregivers” (#5); more home care funding, “the govern-
ment gives all that money to hospital where we keep these 
people awaiting placement instead of giving that equiva-
lent money to home care” (#6); or upstream prevention 
or social determinants of health, “for all the billions gov-
ernments spend on healthcare, why can’t they invest in 
appropriate upstream places?” (#6).

The first physician interviewed spoke to the burn-
out caused by systemic expectations for providers to do 
more,

I’m tired. Everybody I work with is tired. And I just 
think that putting more and more on the backs or 
putting the onus of more and more responsibility on 
the backs of individual physicians is not the way to 
go forward. #1.

Other participants also reported being fatigued by the 
pandemic, then by systemic changes and expectations.

Theme 3: Practical Education might help
Despite the pessimist talk of the impact of systemic 
and practice barriers, all the family physicians who par-
ticipated in the interviews saw the benefits of support-
ing FCGs and wanted others educated so they could all 
reap the benefits of empowered families, fewer hospital 
and emergency room visits, improved patient care, and a 
shared workload.

Education is something that definitely could make a 
difference. It’s not just this is a nice to have, no this 
can make a difference in terms of people winding up 
in emergency, people winding up in hospital, people, 
the amount of care they get at home. Families feeling 
empowered to get more from the different resources 
that are available. #3.

Physicians who took part in the interviews agreed that 
identifying FCGs’ support needs and then aiding them 
to access resources were their top primary care pri-
orities. They emphasized the need for education on the 
challenges caregivers face and their unique needs. They 
thought that educating physicians on how to incorporate 
caregiver support into their medical practices, including 
approaches to address caregiver concerns, into the con-
straints of their clinical practices, “Toolkits or practical 

ways I can assisting FCGs to access resources and over-
come barriers, including community and financial sup-
ports. Easily accessible” (#8).

Several physicians highlighted that medical education 
needs to move beyond the traditional focus on medical 
diagnosis and treatment to managing complex conditions 
practically, teamwork, and holistic person and family 
centered care. They noted skills like empathic commu-
nication, breaking bad news, and training in interdisci-
plinary and holistic care needed to support patient and 
caregivers along the treatment journey were scant in 
their medical education, although those competencies 
are included now.

We get less training in how to break bad news or 
how to support someone through a cancer treatment 
or journey. Mostly the journey is based on cure, not 
how to help someone’s spouse figure out how to sup-
port them through that journey. #1.

They emphasized the need for easily accessible, well-
organized resource directories to assist caregivers with-
out burdening physicians or primary care teams. They 
wanted education and resources that they could easily 
incorporate into their medical practices. Rather than 
purely educational programs, they recommended creat-
ing practical tools, such as searchable databases, to pro-
vide real-time, up-to-date information for physicians, 
FCGs, and patients.

When I think about the point of care tools I use every 
day, it’s like a massive medical textbook that has a 
search engine… But it’s fast, current and very help-
ful…. Be accessible from a phone or a computer. #6.

Rural physicians wanted education and resources specifi-
cally designed for rural environments. Physician #7 sug-
gested including awareness of rural societal views that 
impact decision making. Overall, they wanted education 
to be concise and easily integrated into busy schedules. 
They thought incorporating both virtual and in person 
sessions would provide flexibility and cater to different 
learning styles.

Discussion
Our empirical study describes family doctors’ preferences 
for education to support FCGs. Research studies are now 
recommending training for physicians on all aspects of 
caregiving [3] and 72% physicians participating in the 
survey were interested in education about supporting 
FCGs. Assessing FCGs’ needs in an organized way, assist-
ing FCGs access resources and overcome barriers, and 
address system and practice barriers to support FCGs. 
The high proportion who want education is somewhat 
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surprising as Badovinac and colleague’s [41] 2019 survey 
and interviews of nurses found little demand for educa-
tion about supporting FCGs. They suggested that the 
demand to increase health providers involvement with 
FCGs was “coming “bottom up” from caregivers who 
want more support and “top down” from legislators” (p 
10) rather than from health care providers.

The family doctors we interviewed were convinced 
caregivers could benefit from consistent support in pri-
mary care but observed that the health system and pri-
mary care organizational structure were barriers. These 
are not novel findings. Studies in many countries report 
physicians perceive they have a significant role in sup-
porting FCGs. Back in 1993, the American Medical Asso-
ciation Council on Scientific Affairs [42] advised primary 
care physicians to systematically integrate FCGs into 
regular primary practices noting, “primary care physi-
cians are uniquely suited to the complex task of assessing 
and managing the individual needs of family caregivers” 
(p.1283). Mitchell and Gaugler’s [43] 2021 synthesis of 
American summits and national reports reaffirms FCGs’ 
critical role in health care and “strongly urged health and 
support service providers to systematically integrate care-
givers into regular practice (p. 150).

All the physicians we interviewed spoke practice and 
system barriers to provide support in day-to-day practice. 
Several noted that interdisciplinary teams made it easier 
to support caregivers in long-term and palliative care 
than it was to organize needed services for caregivers of 
people living in community homes. The lack of time and 
the challenge finding resources for caregivers is well doc-
umented in the research [12, 26, 44, 45]. Logically, phy-
sicians are requesting a medical home [1, 46, 47] which 
emphasizes team-based comprehensive, high quality pri-
mary care. Primary care should have close relationships 
with home care other local health services (hospitals, 
specialists, congregate care), and broader community 
social supports to addressFCG’s and the person’s receiv-
ing care non-medical needs seamlessly. Integrated health 
and community care should also reduce the onus for 
FCG to navigate systems and coordinate care, which is a 
significant contributor to FCG’s distress [48–50].

Physicians in this research noted primary care is under 
significant stress. Healthcare costs are rising globally. Pri-
mary care has been seen as a way to improve cost-effi-
ciency by focusing on prevention, early intervention, and 
the management of chronic conditions in a community 
setting, thereby reducing the need for more expensive 
hospital-based care [51–54]. Family physicians’ roles have 
also expanded to screening for social risks such as food, 
housing, or income insecurity which requires time and 
increases costs [55, 56]. Paperwork and administration 
burden has increased [57]. Physicians in Canada cumula-
tively spend 48.8 million hours per year on administrative 

tasks, of which 18.5  million hours are unnecessary. Pri-
mary care work is undervalued compared to other medi-
cal specialties [47, 53, 58]. Martin and colleagues [58] 
point out that expenditures on primary care in the United 
Stakes decreased from 6.5% in 2003 to 5.4% in 2016 even 
though visit duration and number of health and preven-
tative issues addressed per primary care visit has sub-
stantially increased. Bodenheimer [51, 52] in the United 
States and Flood and colleagues [53] in Canada argued 
primary care needs better funding and interdisciplinary 
teams to increase capacity and reduce physician burnout.

Over three quarters (80%) of the survey respondents 
wanted education to address system and practice barri-
ers to support FCGs and reduce their own angst. When 
asked about what education might address these barri-
ers, physicians in the interviews intimated that education 
could socialize family caregiver support. Education and 
training are recognized strategies to bolster evidence-
based practices and change the culture and context of 
care [59, 60]. They suggested education on the unique 
needs and challenges faced by caregivers and how to 
address caregiver concerns and incorporate caregiver 
support efficiently within the constraints of clinical prac-
tice. They wanted practical tools that can easily be used 
in practice. Researchers [3, 61] and a Physician’s Associa-
tion [29] highlight the need to develop practical resources 
and training to equip family physicians to identify, assess 
and support caregivers. While training family physicians 
to assess and support the needs of FCGs will not address 
systemic concerns, the health outcomes of FCGs and 
those they care for can be improved.

Strengths and limitations
There are limitations to this research. The online survey 
sampling and recruitment through medical college and 
association newsletters and social media, while conve-
nient, is subject to recruiting biased respondents. We 
suspect that many of these physicians are convinced that 
FCGs can be supported better in primary care. This bias 
likely overestimates the primary care physicians who 
might currently engage in education about supporting 
FCGs. However, when the healthcare systems, primary 
care, and family physicians are under significant pressure 
[62, 63], having 85 family doctors complete the survey is 
a reasonable sample. Participating physicians were from 
a single province, which also limits the generalizabil-
ity of the findings. However, the findings resonate with 
research done in other provinces and countries.

We offered physicians brief interviews primarily about 
their educational preferences as we were aware of the 
stress and burnout that family doctors are experiencing. 
Longer interviews might have enabled a more in-depth 
understanding of the barriers and facilitators they were 
experiencing in supporting FCGs in their primary care 
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practices. While this study may not be a comprehensive 
assessment, physicians weaved many of the difficulties 
they were experiencing and how they were addressing 
them into the context of discussing their educational 
preferences. The results are from one province in Canada 
with a publicly funded health care system and may not 
be generalizable. However, the qualitative findings that 
physicians recognize that family caregivers need support 
and organizational and practice barriers make caregiver 
support difficult are common findings in many countries.

Conclusions
Primary care physicians noted that while they were work-
ing with diverse FCGs with diverse conditions, there were 
few resources, and resources are more available for some 
conditions to support family caregiver needs, navigation, 
and distress. They reported it was more difficult for them 
to organize needed services for FCGs of Albertans living 
at home than it was to support caregivers of congregate 
care residents. Physicians rated assessing FCGs’ sup-
port needs and then assisting them to access resources 
as their top concerns in their primary care practices. In 
conclusion, the results on family physicians’ choices for 
education to assist FCGs will inform the development 
of education for family physicians and medical students 
regarding supporting FCGs. It will be part of a suite of 
competency-based education for health and social care 
providers who interact with FCGs [33, 64].

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12875-024-02320-9.

Supplementary Material 1

Author contributions
Authors’ contributions JP, SH, PT, LC, SA completed the initial design, all 
authors approved the final design. JT conducted the interviews.  JP, SH, SA 
participated in the data analysis. All authors reviewed the data analysis. SA, 
TL’H drafted the manuscript, and all authors reviewed the manuscript. All 
authors read and approved the final manuscript.

Funding
Northern Alberta Academic Family Medicine Fund R15P03.

Data availability
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Competing interests
The authors declare no competing interests.

Ethics
The study was submitted to the Health Ethics Research Board of the University 
of Alberta. Ethical consent was received (Pro00117265) and all methods were 
carried out in accordance with ethical principles outlined in the Declaration 
of Helsinki, as well as to the standards and guidelines established by the 
University of Alberta.

Informed consent
was obtained from all participants. After reading the information about the 
study and the consent document, all survey participants provided implied 
consent by completing and submitting the survey. An information letter and 
informed consent word document was emailed to participants. Interview 
participants provided verbal consent before the interview began.

Consent for publication
Not applicable.

Received: 28 March 2023 / Accepted: 22 February 2024

References
1. Nickell LA, Tracy CS, Bell SH, Upshur REG. Effect of an innovative model 

of complexity care on family caregiver experience. Can Fam Physician. 
2020;66(3):194.

2. Riffin C, Wolff JL, Pillemer KA. Assessing and addressing family caregivers’ 
needs and risks in primary care. J Am Geriatr Soc. 2021;69(2):432–40.

3. Schulz R, Beach SR, Friedman EM, Martsolf GR, Rodakowski J, Everette James 
A. Changing structures and processes to support family caregivers of seri-
ously ill patients. J Palliat Med. 2018;21(S2):36–S42.

4. Greenwood N, Mackenzie A, Harris R, Fenton W, Cloud G. Perceptions of the 
role of general practice and practical support measures for carers of stroke 
survivors: a qualitative study. BMC Fam Pract. 2011;12.

5. Carduff E, Finucane A, Kendall M, Jarvis A, Harrison N, Greenacre J, Murray SA. 
Understanding the barriers to identifying carers of people with advanced 
illness in primary care: triangulating three data sources. BMC Fam Pract. 
2014;15(1).

6. Cronin M, McGilloway S. Supporting family carers in Ireland: the role of the 
general practitioner. Ir J Med Sci. 2022.

7. Wangler J, Jansky M. Family caregivers in primary care: a survey of German 
general practitioners on procedures and problems experienced in day-to-day 
practice. Discover Social Sci Health. 2023;3(1).

8. Parmar J, Anderson S, Abbasi M, Ahmadinejad S, Chan K, Charles L, et al. 
Family physician’s and primary care team’s perspectives on supporting 
family caregivers in primary care networks. Int J Environ Res Public Health. 
2021;18(6):1–14.

9. Griffiths S, Stephen G, Kiran T, Okrainec K. She knows me best: a qualitative 
study of patient and caregiver views on the role of the primary care physi-
cian follow-up post-hospital discharge in individuals admitted with chronic 
obstructive pulmonary disease or congestive heart failure. BMC Fam Pract. 
2021;22(1):176.

10. Silliman RA. Caregiving issues in the geriatric medical encounter. Clin Geriatr 
Med. 2000;16(1):51–60.

11. Fortinsky RH. Family Caregiver assessment in primary care: how to strengthen 
the healthcare triad? J Am Geriatr Soc. 2021;69(2):286–8.

12. Wangler J, Jansky M. Support, needs and expectations of family caregivers 
regarding general practitioners – results from an online survey. BMC Fam 
Pract. 2021;22(1).

13. Thornicroft G, Ahuja S, Barber S, Chisholm D, Collins PY, Docrat S, et al. 
Integrated care for people with long-term mental and physical health 
conditions in low-income and middle-income countries. Lancet Psychiatry. 
2019;6(2):174–86.

14. Clancy RL, Fisher GG, Daigle KL, Henle CA, McCarthy J, Fruhauf CA. Eldercare 
and work among informal caregivers: a multidisciplinary review and recom-
mendations for future research. J Bus Psychol. 2020;35(1):9–27.

15. Griffin JM, Riffin C, Bangerter LR, Schaepe K, Havyer RD. Provider perspectives 
on integrating family caregivers into patient care encounters. Health Serv 
Res. 2022;57(4):892–904.

16. Riffin C, Wolff JL, Butterworth J, Adelman RD, Pillemer KA. Challenges and 
approaches to involving family caregivers in primary care. Patient Educ 
Couns. 2021;104(7):1644–51.

17. Riffin C, Van Ness PH, Iannone L, Fried T. Patient and caregiver perspectives on 
managing multiple health conditions. J Am Geriatr Soc. 2018;66(10):1992–7.

18. Riffin C, Wolff JL, Estill M, Prabhu S, Pillemer KA. Caregiver needs assessment 
in primary care: views of clinicians, staff, patients, and caregivers. Journal of 
the American Geriatrics Society; 2020.

https://doi.org/10.1186/s12875-024-02320-9
https://doi.org/10.1186/s12875-024-02320-9


Page 9 of 9Parmar et al. BMC Primary Care           (2024) 25:80 

19. Wolff JL, Freedman VA, Mulcahy JF, Kasper JD. Family caregivers’ experiences 
with health care workers in the care of older adults with activity limitations. 
JAMA Netw Open. 2020;3(1).

20. National Academies of Sciences. Families caring for an aging America2016. 
1-345.

21. 2015 [cited 2020 July 8]:[87 p.]. Available from: https://www.aarp.org/
content/dam/aarp/ppi/2015/caregiving-in-the-united-states-2015-report-
revised.pdf.

22. Khanassov V, Rojas-Rozo L, Sourial R, Yang XQ, Vedel I. Needs of patients with 
dementia and their caregivers in primary care: lessons learned from the 
Alzheimer plan of Quebec. BMC Fam Pract. 2021;22(1).

23. Hango D. Support received by caregivers in Canada2020 [cited 2021 Sept 8]. 
Available from: https://www150.statcan.gc.ca/n1/en/pub/75-006-x/2020001/
article/00001-eng.pdf?st=f_SEI68W.

24. Potter AJ. Factors associated with caregivers’ use of support services and care-
givers’ nonuse of services sought. J Aging Social Policy. 2018;30(2):155–72.

25. McCusker J, Yaffe M, Lambert SD, Cole M, de Raad M, Belzile E et al. Unmet 
needs of family caregivers of hospitalized older adults preparing for dis-
charge home. Chronic Illn. 2018.

26. Wangler J, Jansky M. Prerequisites for providing effective support to family 
caregivers within the primary care setting - results of a study series in Ger-
many. BMC Fam Pract. 2021;22(1):252.

27. American College of Physicans. Toolkit for physicians and caregivers on 
informal caregiving Washington, DC: American College of Physicans; 
2021 [cited 2022 December 24]. Available from: https://www.acpon-
line.org/practice-resources/patient-and-interprofessional-education/
toolkit-for-physicians-and-caregivers-on-informal-caregiving.

28. Parmar J, Anderson S, Abassi M, Ahmadinejad S, Bremault-Phillips S, Chan 
K, et al. Support for family caregivers: a scoping review of family physician’s 
perspectives on their role in supporting family caregivers. Health Soc Care 
Community. 2020;28:716–33.

29. Doctors of British Columbia. Circle of care: Supporting family caregivers 
in BC. 2016 March 25, 2019 [cited 2019 March 30, 2019]:[35 p.]. Available 
from: https://www.doctorsofbc.ca/sites/default/files/doctorsofbc_support-
ing_family_caregivers_web-ready.pdf.

30. Thorne S. Toward methodological emancipation in applied health research. 
Qual Health Res. 2011;21(4):443–53.

31. Thorne S. Interpretive description qualitative research for applied practice. 
2nd ed. New York: Routledge; 2016.

32. Bedard M, Gibbons C, Lambert-Belanger A, Riendeau J. Development 
of a tool to investigate caregiving issues from the perspective of family 
physicians and discussion of preliminary results. Prim Health care Res Dev. 
2014;15(2):220–6.

33. Parmar J, Anderson S, Duggleby W, Holroyd-Leduc J, Pollard C, Brémault-
Phillips S. Developing person-centred care competencies for the healthcare 
workforce to support family caregivers: Caregiver centred care. Health Soc 
Care Community. 2021;29(5):1327–38.

34. Roulston K. Reflective interviewing: a guide to theory and practice. Thousand 
Oaks, CA: Sage; 2010.

35. Braun V, Clarke V. Conceptual and design thinking for thematic analysis. 
Qualitative Psychol. 2021;9(1):3–26.

36. Braun V, Clarke V. Can I use TA? Should I use TA? Should I not use TA? Compar-
ing reflexive thematic analysis and other pattern-based qualitative analytic 
approaches. Counselling Psychother Res. 2021;21(1):37–47.

37. Thorne S. Interpretive description. Walnut Creek, CA: Left Coast; 2008.
38. Eysenbach G, Correction. Improving the quality of web surveys: the Checklist 

for reporting results of internet E-Surveys (CHERRIES). J Med Internet Res. 
2012;14(1):e8.

39. Cuschieri S. The STROBE guidelines. Saudi J Anaesth. 2019;13(Suppl 1):31–s4.
40. O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting 

qualitative research: a synthesis of recommendations. Acad Med. 2014;89(9).
41. Badovinac LM, Nicolaysen L, Harvath TA. Are we ready for the CARE Act? 

Family caregiving education for health care providers. J Gerontol Nurs. 
2019;45(3):7–11.

42. Physicians and Family Caregivers. A model for partnership. JAMA: J Am Med 
Association. 1993;269(10):1282–4.

43. Mitchell LL, Gaugler JE. Recommendations for the future science of family 
caregiving services and supports: A synthesis of recent summits and national 
reports. Bridging the Family Care Gap2021. p. 141 – 76.

44. Riffin CA, Wolff JL. Identifying, assessing, and supporting family caregivers in 
health and long-term care: Current progress and future opportunities. Bridg-
ing the Family Care Gap2021. p. 341 – 65.

45. Foley T, Boyle S, Jennings A, Smithson WH. We’re certainly not in our comfort 
zone: a qualitative study of GPs’ dementia-care educational needs. BMC Fam 
Pract. 2017;18(1).

46. Kling SMR, Lessios AS, Holdsworth LM, Yefimova M, Wu S, Martin M, et al. 
Caregiver experiences participating in a home-based primary care program: 
a pragmatic evaluation including qualitative interviews and quantita-
tive surveys. J Appl Gerontology: Official J South Gerontological Soc. 
2023;42(10):2066–77.

47. Leykum LK. Reconceptualizing orimary care: from cost center to value center. 
NEJM Catalyst Innovations Care Delivery. 2023;86:629–59.

48. Law S, Ormel I, Babinski S, Kuluski K, Quesnel-Vallée A. Caregiving is like on 
the job training but nobody has the manual: Canadian caregivers’ percep-
tions of their roles within the healthcare system. BMC Geriatr. 2021;21(1).

49. Mueller A, Beach SR, Bowers BJ, Fields B. Relationship between health care 
interactions and care partner burden. Families Syst Health. 2022;40(2):225–31.

50. Semere W, Makaroun LK, Beach S, Schillinger D, Rosland AM. Family caregiv-
ers navigating the health care system: evolving roles during the COVID-19 
pandemic. Families Syst Health. 2022;40(2):268–73.

51. Bodenheimer T. Revitalizing primary care, part 1: Root causes of primary care’s 
problems. Ann Fam Med. 2022;20(5):464–8.

52. Bodenheimer T. Revitalizing primary care, part 2: hopes for the future. Ann 
Fam Med. 2022;20(5):469–78.

53. Flood CM, Thomas B, McGibbon E. Canada’s primary care crisis: federal gov-
ernment response. Healthc Manage Forum. 2023;36(5):327–32.

54. Aggarwal M, Hutchison B, Abdelhalim R, Baker GR. Building high-performing 
primary care systems: after a decade of policy change, is Canada walking the 
talk? Milbank Q. 2023;101(4):1139–90.

55. Clapp J, Calvo-Friedman A, Davis N. Addressing health-related social needs-
costs and optimism. JAMA Intern Med. 2023;183(8):774–5.

56. Basu S, Berkowitz SA, Davis C, Drake C, Phillips RL, Landon BE. Estimated costs 
of intervening in health-related social needs detected in primary care. JAMA 
Intern Med. 2023;183(8):762–74.

57. Alegbeh A, Jones L. CFIB. Patients before paperwork: Nova Scotia’s approach 
to improving patient care by reducing physician red tape. Toronto: Canadian 
Federation of Independent Business 2023 [cited 2024 February 8]. Available 
from: https://20336445.fs1.hubspotusercontent-na1.net/hubfs/20336445/
red_tape/pdfs/Patients_Before_Paperwork_Report_2023.pdf.

58. Martin S, Phillips RL Jr., Petterson S, Levin Z, Bazemore AW. Primary 
care spending in the United States, 2002–2016. JAMA Intern Med. 
2020;180(7):1019–20.

59. Waltz TJ, Powell BJ, Matthieu MM, Damschroder LJ, Chinman MJ, Smith JL, et 
al. Use of concept mapping to characterize relationships among implemen-
tation strategies and assess their feasibility and importance: results from the 
Expert recommendations for Implementing Change (ERIC) study. Implement 
Sci. 2015;10:109.

60. Dolcini MM, Davey-Rothwell MA, Singh RR, Catania JA, Gandelman AA, 
Narayanan V, et al. Use of effective training and quality assurance strategies is 
associated with high-fidelity EBI implementation in practice settings: a case 
analysis. Translational Behav Med. 2021;11(1):34–45.

61. Shawn Tracy C, Nickell LA, Upshur REG. Canada’s health care system needs to 
care more about caregivers. CMAJ. 2019;191(29):E821.

62. Wong A, Olusanya O, Parulekar P, Highfield J. Staff wellbeing in times of 
COVID-19. J Intensive Care Soc. 2021;22(4):328–34.

63. Physician burnout nearly doubles during pandemic [press release]. Ottawa: 
Canadian Medical Association, March 23, 2022 2022.

64. Parmar J, L’Heureux T, Anderson S, Duggleby W, Pollard C, Poole L et al. Opti-
mizing the integration of family caregivers in the delivery of person-centered 
care: evaluation of an educational program for the healthcare workforce. 
BMC Health Serv Res. 2022;22(364).

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://www.aarp.org/content/dam/aarp/ppi/2015/caregiving-in-the-united-states-2015-report-revised.pdf
https://www.aarp.org/content/dam/aarp/ppi/2015/caregiving-in-the-united-states-2015-report-revised.pdf
https://www.aarp.org/content/dam/aarp/ppi/2015/caregiving-in-the-united-states-2015-report-revised.pdf
https://www150.statcan.gc.ca/n1/en/pub/75-006-x/2020001/article/00001-eng.pdf?st=f_SEI68W
https://www150.statcan.gc.ca/n1/en/pub/75-006-x/2020001/article/00001-eng.pdf?st=f_SEI68W
https://www.acponline.org/practice-resources/patient-and-interprofessional-education/toolkit-for-physicians-and-caregivers-on-informal-caregiving
https://www.acponline.org/practice-resources/patient-and-interprofessional-education/toolkit-for-physicians-and-caregivers-on-informal-caregiving
https://www.acponline.org/practice-resources/patient-and-interprofessional-education/toolkit-for-physicians-and-caregivers-on-informal-caregiving
https://www.doctorsofbc.ca/sites/default/files/doctorsofbc_supporting_family_caregivers_web-ready.pdf
https://www.doctorsofbc.ca/sites/default/files/doctorsofbc_supporting_family_caregivers_web-ready.pdf
https://20336445.fs1.hubspotusercontent-na1.net/hubfs/20336445/red_tape/pdfs/Patients_Before_Paperwork_Report_2023.pdf
https://20336445.fs1.hubspotusercontent-na1.net/hubfs/20336445/red_tape/pdfs/Patients_Before_Paperwork_Report_2023.pdf

	Family physicians’ preferences for education to support family caregivers: a sequential mixed methods study
	Abstract
	Background
	Methods
	Setting and participants
	Data Collection
	Data Analysis

	Results
	Survey results
	Qualitative results
	Theme 1: We need to take care of their caregivers
	Theme 2: Practice and system barriers thwart including family caregivers
	Theme 3: Practical Education might help

	Discussion
	Strengths and limitations

	Conclusions
	References


