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Abstract

Statement of the Problem

Accessing traditional office-based primary care for homebound patients can be
complicated, leading to reliance on acute care. Home care and primary care providers
are essential in supporting community-based care for homebound people, and
understanding their relationship and how they approach care is imperative.

This study explored how primary care and home care providers identify
homebound individuals, determine care approaches, identify and collaborate with
partners, and how social and professional identities influence care approaches and

interprofessional collaboration.

Methods
This qualitative study employed a social constructionist epistemology. It
introduced a novel Collaborative Identity Framework that links social and professional
identities to the policy and contextual environments in which home care and primary
care providers work. Interviews with home care and primary care providers were
developed using appreciative inquiry and a convergent interview approach to explore
experiences of caring for homebound people. Data analysis involved descriptive and

inductive thematic analysis of interview transcripts.

Results

Nine participants, with diverse social and professional identities, shared their
experiences as part of this study. Three foundational enablers of optimal care for
homebound people were identified through thematic analysis: team-based care,
communication, and collaboration. Macro-level decisions also influence how home care
and primary care providers care for homebound people, and identified themes included
use and implementation of technology, intentional program and policy design and
commitment to relationships. The novel Collaborative Identity Model describes identity
evolution at the interface of the foundational and macro levels.

Conclusions
Sustainable, integrated care for the homebound population requires intentional

system design, interoperable digital tools, and a shift toward collaborative identities.



This work can inform policy and decision-makers in designing and supporting models of
care for homebound people in the community. As team-based care becomes a focus of
sustainable primary care delivery, this work can guide the optimal implementation and
development of care models and contribute to the existing literature on interprofessional
collaboration.
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Chapter 1: Introduction and background
Context of research

The Canadian health system is in crisis. There are gaps in access to primary
care, acute care systems are overflowing, and emergency departments are variably
closed and facing long wait times. The health workforce is also facing shortages in
many sectors, particularly in primary care. Increasing clinical complexity and the
higher acuity needs of people in the community contribute to greater demands on
the health system. Community-based care, such as primary care and home care, is
essential to the health system but underappreciated and lacking policy and
organizational commitment (Aggarwal et al., 2023; DeVoe, 2020; Glazier, 2024; Kiran
et al., 2025a; Phillips et al., 2026). Burnout levels amongst health professionals are
also high, leading many to leave or cut back on clinical work (Sheekha et al., 2024),
while other factors in the work environment, including administrative burden and
other structural barriers impact retention of health professionals in providing
longitudinal primary care (Han & Grady, 2025; Okpalauwaekwe et al., 2025).
Interprofessional team-based care is often presented as a solution that reduces
burnout, improves access to comprehensive care, and enhances the quality of care
(Bates et al., 2025; Bodenheimer, 2022a; College of Family Physicians of Canada,
2019; Somé et al., 2020). Various models of integrated care have been proposed; yet,

at the core of all of them is team member collaboration.

Addressing these issues requires thoughtful and intentional consideration of
the particular needs of various community-dwelling populations. The homebound
population represents a subset of the community-dwelling population, of which a
portion includes aging adults with increasing comorbidities and disability. The
homebound population comprises community-dwelling individuals who rarely or

never leave their homes and do so with great difficulty. Proactive attention to the care
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of this population segment is essential to optimize patient-centred, high-quality care
while also addressing the system impacts of avoidable Emergency Room
presentations, acute care admissions, excess in-hospital days, and admissions to long-

term care for patients who can and prefer to be cared for in the community.

Community responsiveness and adaptability are key aspects of primary health
care, ensuring that health systems are designed to address the health needs of all
people (World Health Organization, n.d.). Home care and primary care health
professionals and care systems are essential to caring for homebound people in the
community. Models of care for homebound people, such as home-based primary
care (Stall et al., 2013), describe integration between home care and primary care

professionals, and other models include interprofessional collaborative care.

Collaborative care, how members of a team work together, and integrated
care, how different programs work together to care for a patient or group of patients,
occur within variable contexts. This integration and collaboration occur at the front
line, with individual professionals navigating how they work together, and at the
program or organizational level, where policy and practice guide decisions and
approaches to collaborative and integrative work. At each level, the experiences of
health professionals inform how they approach care delivery in a given situation. For
homebound people, these contexts include primary care and home care
professionals and how they identify a patient as being “homebound”, how they
approach the care of this population and how they identify partners in care.
Collaboration and integration between professionals and programs do not simply
happen; rather, they evolve iteratively within the contexts in which they find
themselves. Experiences shape individual professionals’ identities, and decisions,

policy and contextual environments inform experiences. To understand care delivery
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and improve patient outcomes, we must examine the environments created and how

they influence the professionals who work within them.

Problem Statement

Home care and primary care integration and collaboration (i.e., how these
groups of health professionals work together and what structures and supports are
necessary for optimal collaboration and integration) are not well described in the
literature, particularly for the care of homebound people. This research aims to
explore how home care and primary care providers identify homebound people,
identify care partners, care for this population, and adapt their approach to care for a

homebound patient.

In this study, | argue that professional and social identities influence home care
and primary care professionals, their roles and their care of homebound people.
Further, policy, funding, and program-level decisions contribute to establishing and
reinforcing roles and to shaping how collaboration and integration occur. Identifying
opportunities for sustainable and successful program, organization and system
development is essential for the optimal care of homebound people. It can inform
broader system and program development to support truly collaborative care across
the health system. Understanding the dynamics among front-line care providers, how
they work together, and the role policy and system planning play in establishing
collaborative environments is imperative if we are to achieve the health system

transformation necessary for a sustainable future.

Research Aims and Objectives

My research explores the social and professional identities of home care and

primary care providers, how these identities shape the identification and care of
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homebound people, and how providers identify and work with partners to care for

this population. The specific objectives of this research are:

1. To compare and contrast the care needs that primary care and
home care providers consider for a person who is “/homebound.”

2. To describe how primary and home care providers adjust care
provision once a person is deemed “homebound.”

3. To evaluate how primary care and home care providers

collaborate with other care providers in caring for "homebound” patients.

Chapter Synopses

Chapter 1 provided a brief introduction to the topic and objectives of this
work. Chapter 2 will build on this with a detailed overview of the relevant literature
supporting this work, in particular, describing aging-in-place policies, the health
system impact of the homebound population, interprofessional collaboration, and
models of care for homebound people. This overview reinforces the homebound
population as a segment that warrants focused attention to address and optimize
care needs in the community. Further, existing models of care and collaboration
between home care and primary care highlight gaps in integrating and collaborating

to support the care of homebound people.

Chapter 3 presents the theoretical framework that underpins this work. This
chapter introduces theories that can be used to consider how primary care and home
care providers care for homebound patients. The linkage of social and professional
identity to collaboration between home care and primary care providers, and the
influence of the working, cultural, policy, and political environments on collaboration,

is novel. This chapter introduces the Collaborative Identity Framework, which
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combines theories in a novel way to inform how groups of providers work together in

caring for a population, in this case, the homebound population.

Chapter 4 reviews the methods used to explore the research objectives,
incorporating appreciative inquiry-based interviews with home care and primary care
health professionals who have differing professional and social identities. Thematic
analysis and the inclusion of demographic characteristics allowed exploration of

various identities among respondents.

Chapter 5 presents the study's results, highlighting the thematic outcomes of
this work. The results are summarized by introducing the Collaborative Identity
Model, which demonstrates the evolution of identity at the interplay between
frontline providers’ experiences and realities and macro-level policy decisions and
contexts. | identify three foundational elements in the results for optimal care delivery
for homebound people: team-based care, communication, and collaboration. These
elements are described at a micro, or individual-team level and influence how care is
delivered to homebound people. These foundational elements inform how care
providers approach collaboration with care partners. Additionally, | reveal in the
analysis how macro-level decisions that shape organizational, environmental, and
policy contexts impact care providers' experiences, establish or reinforce norms and
ways of working that lead to the evolution of a collaborative identity and ultimately
affect care provision for homebound people. These themes include the following: 1)
macro-level decisions influence provider experience of caring for home-bound
people; 2) achieving true collaborative and integrated care requires intentional and
ongoing commitment; and 3) relationships between care providers are essential for

optimal collaboration and require purposeful action and intention to be established.
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Chapter 6 reviews the findings of this research in the context of existing
literature. The findings are novel in this context and can inform the development and

enhancement of team-based care models, particularly for homebound people.

In Chapter 7, | make recommendations based on these results that
policymakers, decision-makers, and funders can consider to optimize community-
based care for homebound people through home care and primary care
professionals, including ensuring intentional program and policy design that
prioritizes integration and collaboration between primary care and home care.
Importantly, a key recommendation is to plan for and incorporate expectations for
collaboration, rather than simply assuming it will occur. | close this chapter by

describing the next steps for further research to advance this work.
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Chapter 2: Literature review

In this study, | explore the care of homebound people by home care and
primary care providers. In this chapter, | explore the foundational contextual elements
that describe how and where care is provided in the community and consider the
aging population and its homebound segment. | explore models of care in primary
care and for those with multimorbidity, and discuss potential implications for the care
of homebound people. Throughout this chapter, | will describe the potential
implications and opportunities for home care and primary care providers in caring for
the homebound population. | specifically explore the care of homebound people
and aim to describe the experiences of home care and primary care health
professionals caring for this group, to understand what is needed to optimize the
relationship between home care and primary care providers, and how this
relationship influences the care of homebound people. The following sections will
delve into the context of care for homebound people, the impact on the health
system, and the role teams play in their care. A closer look at home-based primary
care models is also provided, and | will use this model as a conceptual framework to
explore the care of homebound people in the community. In the first section, | review

the implications and considerations of aging-in-place policy decisions.

Aging in Place
As the population ages, aging-in-place policies support community living and
aim to prolong independence within the community (Boll et al., 2021; Graybill et al.,
2014; lecovich, 2014; Mitty & Flores, 2008; Vasunilashorn et al., 2012). In Canada,
80% of people over age 50 express a desire to live in their own homes for as long as
possible (Iciaszczyk et al., 2024). Independence and autonomy are vital for seniors
when describing “aging in place.” Further, "place" refers to more than simply a home;

it encompasses their community as a whole. Social networks, familiarity, community
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support, and resources, including health care, are all part of the "place" where
people want to stay (Wiles et al., 2012). Additionally, people want choice when
deciding where they live as they age. As people age and develop increasing
morbidity and functional disability, a patient-centred and holistic approach to care
aims to facilitate and support this patient-determined choice, independence, and
autonomy. Ensuring a biopsychosocial approach to care, addressing biologic,
psychologic and social needs, is an essential element of models of care and care
approaches that prioritize patient-centredness (Scholl et al., 2014). Aging-in-place
policy is inherently patient- and community-centred, aiming to design policies that
meet patients’ needs within the community. The intentional design of programs to
support people in the community can be less costly than institutional care (Hollander
& Chappell, 2007; Kitchener et al., 2006). Furthermore, community and cultural
expectations of care influence the ability to support the aging-in-place philosophy
(Jacobson et al., 2025). As people age, the presence of social supports in the
community also affects their experience of accessing the health care system (Kervin et
al., 2025).

An aging-in-place approach to policy design encompasses many aspects of
policymaking and decision-making, both within and beyond the health system.
Considerations, including housing, income, social supports, and programming, all
influence how an aging population can be successful in the community. The success
of these policy choices has both upstream and downstream impacts on the health
system. For example, by optimizing the health and functional abilities of the aging
population and reducing reliance on acute care, thus limiting health system cost and
contributions to emergency department overcrowding in hospitals due to prolonged
hospitalizations. Emergency department overcrowding and access block within

hospitals occurs due to limitations in being able to transition people to different areas

18



of the acute care system, for example, from emergency departments to inpatient
beds or to discharge to the community, due to beds being occupied by people
waiting for other services (Samadbeik et al., 2024; Savioli et al., 2022). Further, as the
population ages, with increasing mobility challenges, chronic disease burden, and
frailty, optimal community care is essential to ensure care remains in the community
and to limit the need for acute care. The following section examines the current

impacts of an aging population on the health system.

Health System Impacts of the Aging Population

As the population ages, people experience increased comorbidities, care
needs, and functional impairments (C. H. Jones & Dolsten, 2024). Along with these
increasing care needs is a desire to remain in the community, requiring additional
supports such as home care and other social supports. A preference for “aging-in-
place” and maintaining independence for as long as possible guides policy and
system design decisions that prioritize the needs of older adults (lecovich, 2014). As
people age, their interactions and use of the health care system also change, with
more use of emergency departments and inpatient hospital services. Older adults
also access physician services more often and have more prescribed medications
(Canadian Institute for Health Information, 2011; Iciaszczyk et al., 2024). Given the
complexities of managing multiple chronic conditions and the impacts of functional
impairments, care coordination is increasingly required, often managed by multiple
specialists (C. H. Jones & Dolsten, 2024). Integrating care delivery and prioritizing
holistic care, focused on overall health rather than disease-specific care, leads to

better outcomes (Browne et al., 1999).

Primary care can be an essential link between care provision and an access

point for patients and families to contact the health system. This linkage can help
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connect people with other community programs to support successful aging in place,
though navigating these connections can be challenging; a primary care liaison can
help establish referrals and connections (Boll et al., 2021). Having a regular primary
care professional is essential to ensure optimal management of chronic conditions, to
address acute issues as they arise, and to navigate and coordinate care as needs
evolve. Access to primary care for seniors in the community is an essential component
of the aging-in-place strategy. It is essential to optimize community care while limiting
reliance on acute care services and not overburdening informal caregivers (Canadian

Institute for Health Information, 2025).

In 2024, 8% of Canadian older adults reported not having a regular primary
care provider, a decline from 2014.1n 2017, only 2% of Canadians aged 65 or older
reported not having a regular primary care provider (Canadian Institute for Health
Information, 2025). Those in rural communities and with lower income were more
likely to report that they did not have a longitudinal primary care provider. (Canadian
Institute for Health Information, 2025). While 92% of older adults report having a
regular primary care provider, access remains challenging, with only 25% able to
obtain a same-day or next-day primary care appointment. Additionally, 66% of older
adults indicate that someone at their primary care provider's office coordinates care
with others involved in their care. Notably, this has declined since 2017, when 82% of
respondents indicated that this coordination was occurring (Canadian Institute for
Health Information, 2025). Given the burden of chronic disease amongst this
population and the involvement of multiple care providers and specialists in their
care, care coordination is essential to maintain a holistic, patient-centred approach
(Scholl et al., 2014). This care coordination role can be provided as part of a primary

health care approach (World Health Organization & United Nations Children’s Fund,
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2020) and often by primary care teams (College of Family Physicians of Canada,
2019).

As the population ages (Dall et al., 2017), the health system’s response to these
changing demographics requires a commitment to a more holistic approach to care
and to considering the policy changes and innovations needed to support this
population's care needs (Osareme et al., 2024). Lack of access to regular, ongoing
primary care, increased complex care needs and multimorbidity, and a lack of
supportive community resources contribute to increased demand and longer waits in
the emergency department (Haas et al., 2023). These concerns are increased in an
aging population, leading to overcrowding in emergency departments and
contributing to access block in acute care settings. Older adults have more hospital
admissions and longer hospital stays (Singer et al., 2020). The absence of caregivers
affects how older adults access and interact with the health system; responsiveness
and adaptation to individual needs are essential to ensure that patients without
access to other supports have their needs met (Kervin et al., 2025).

Among older adults, particular attention to frailty can have a greater impact on
the health system, policy directions, and the individual experience of care and quality
of life. Frailty can be considered a dynamic state in which an individual experiences a
decline in functioning, thereby increasing the risk of adverse outcomes (Gobbens et
al., 2010). Frailty is associated with mortality, functional decline and need for
institutional care (Andrew et al., 2018). Further, “social vulnerability” is a separate
measure of risk (Andrew et al., 2008). While frailty is associated with social
vulnerability, social vulnerability represents a separate risk factor for older adults
(Andrew et al., 2008). These concepts of frailty and social vulnerability highlight the
need to specifically consider older adults when planning care delivery in the

community, particularly in primary and home care, to ensure additional care needs
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are met. These increased care needs also highlight the need for holistic consideration
of circumstances to prioritize care in the community, recognizing that acute care
environments are not conducive to this necessary wraparound, whole-person care.
Optimizing care in the community and limiting the need for acute care where
possible is patient-centred and system-supportive.

The acute care system faces significant current challenges with access blocks
and flow, with beds occupied by people whose care needs could be managed in
other settings, including the community (CADTH, 2023). Optimizing care for older
adults, and specifically for homebound people, in the community by ensuring care is
accessible in a timely way and that whole-patient care needs are addressed can
reduce the number of people presenting to acute care and thereby facilitating the

transition back to the community with appropriate supports.

The challenges of access for older adults highlight the opportunity for
innovative, flexible care models that can meet patient needs and support
longitudinal, patient-centred care in the community. Team-based primary care
(College of Family Physicians of Canada, 2019) is often presented as an optimal
model for community care, with additional health professionals and team members
working alongside primary care providers, patients, and their caregivers to address all
aspects of care. A commitment to team-based primary care has evolved, and the
Canadian federal government earmarked funding in 2000 to support the
establishment of multidisciplinary primary care teams (Government of Canada, 2007).
For older adults, given the increasing complexity of their care needs, team-based

primary care models are ideally positioned to address them.

Various aspects of care for older adults in the community often involve home
care, primary and specialty care, pharmacy services and other social support services.

Home care and access to home care services are essential to a successful aging-in-
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place policy. | will describe home care supports and delivery in the Canadian context

in the next section.

Home Care Services

In the Canadian context, health services are generally publicly funded
according to the Canada Health Act. According to the act, essential health services
are specified and funded through federal health transfers and delivered at the
provincial level. Provinces receive the full health transfer if health care services are
delivered in alignment with the five principles: universality, portability, public
administration, accessibility, and comprehensiveness, while ensuring there are no
user fees or extra charges for accessing health services (Government of Canada,
1984). Health services stipulated by the act include insured hospital services and
physician services. Publicly funded home care services are considered as extended
health care services in the Canada Health Act. Home care services are defined and
delivered at the provincial level, leading to differences across Canada in covered
services and program eligibility. Nursing services, personal support services, and case
management are among the home care services consistently provided across Canada
(Government of Canada, 2019). These services are provided in varying amounts and
degrees to people living in the community and are typically allocated according to
need. Home care services are meant to provide additional support in the community,
allowing people to continue living independently, and can include services such as
meal preparation and personal care, as well as health-related services such as
medication administration and wound care (Government of Canada, 2019). Access to
private home care services, available for purchase by patients or families, varies
across Canada. In Manitoba, there is a mechanism for patients and families to allocate
publicly funded dollars to coordinate and arrange private home care. Access to this

funding is determined by eligibility (Government of Canada, 2019; Government of
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Manitoba, 2023). Home care is frequently siloed from other parts of the health system,
particularly from primary care services and is not integrated or coordinated (McManus
etal., 2025). Primary care delivery can play an important role in supporting care
coordination for patients receiving home care services, and home care services can
be another aspect of care for older adults who require coordination and integration

to ensure seamless, patient-centred, and whole-person care.

Social factors such as the availability of social supports, income, housing
stability and self-assessed health are associated with the need and use of home care
services (Mah et al., 2021). These social factors and their impact on the use of home
care services need to be considered in funding and policy decisions. Additionally, by
investing in home care focused solely on home support and nursing services, without
also adapting health care delivery as part of aging in place policy directions,
particularly primary care provision, the approach fails to consider the care needs of
the whole person. An integrated care approach for older, community-dwelling adults
aims to provide holistic care and is designed to meet all biological, psychological,
and social needs (Scholl et al., 2014; Woo et al., 2021). Access to continuous,
comprehensive primary care to support chronic disease management and optimize
functional status can be an important element of this work. Evaluation of integrated
care models for this population is mixed; investment in integrated care models has
led to an increase in the volume of primary care visits (Looman et al., 2019). More use
of primary care by this population may reflect the benefits of integrated care, by
facilitating connections to primary care professionals and teams and addressing a
prior gap in access to care. Determining the optimal evaluation of integrated models

of care is essential and may require new definitions of success: cost-neutrality with
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improved patient, family, and health team outcomes, and more sustainable and
equitable care delivery, aligned with a sextuple aim approach (Alami et al., 2023).

To authentically commit to an aging-in-place approach to policy development
and care delivery, a culture shift is needed in how we care for people as they age,
specifically by committing to patient-centred care that recognizes the need for
nuance and individuality in developing care plans (Jacobson et al., 2025). The
homebound, a subset of the aging population, require specific attention, particularly
regarding commitment to aging-in-place policy. While not all homebound people are
older adults, the homebound older adult population, or those at risk of becoming
homebound, represents a distinct subset that would benefit from dedicated care
delivery, recognizing their needs and the challenges they currently face in accessing
the health system. Adapting care delivery for homebound people, including how
home care and primary care are delivered to this group, is part of this adaptation. In
the following section, | review the Homebound population, their care needs and

opportunities in optimal care delivery for this group.

Homebound Population

Among older adults, the homebound population is a subset for whom leaving
home is increasingly difficult (Lapointe-Shaw et al., 2022; Leff et al., 2024; Mather et
al., 2023; Zhao et al., 2019). Definitions of a "/homebound” person are variable.
Quantifying or qualifying someone as homebound has been characterized by
difficulty leaving their home (Ornstein et al., 2015; Soones et al., 2017; Szanton et al.,
2016), eligibility for in-home support services/home care (Qiu et al., 2010) and other
screening tools. Homebound people have been characterized as either completely or
mostly homebound based on how often they leave their homes. Completely
homebound people report that they have not left their home at all in the preceding

month, while the mostly homebound group reports leaving their home less than once
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per week in the preceding month (Ornstein et al., 2015). An additional group has
been identified as being at risk of becoming homebound, the semi-homebound, who
report needing assistance to leave their homes, or are only able to leave their homes
with great difficulty (Ornstein et al., 2015). In one study based on self-report, ~5.6% of
adults over age 65 were completely or mostly homebound, with an additional ~15%
being semi-homebound; in this study, homebound was defined more broadly as
varying degrees of self-reported ambulatory disability (Musich et al., 2015). The
variability in definitions of the homebound population and the inherent nuance in
self-report highlight the challenges in planning care delivery for this population. Self-
reported difficulties leaving home can lead to challenges accessing care and
highlight the need for appropriate identification and adjustments in care delivery for
these groups. For the semi-homebound, this group is at risk of becoming
homebound and may benefit from a change in care approach to optimize function
and prioritize services that maintain their independence for as long as possible.

The homebound population has high rates of medical comorbidities, cognitive
impairment, and mental health concerns (M. G. Jones et al., 2017). Homebound
patients also often have multiple comorbidities, mobility impairments (Wajnberg et
al., 2013) and difficulty accessing the health care system due to these impairments
(Cheng et al., 2020). Completely homebound patients report more chronic disease
burden than non-homebound people and also report more depression and cognitive
impairment (McManus et al., 2025; Ornstein et al., 2015). Further, these numerous
comorbidities lead to a significant symptom burden (Wajnberg et al., 2013) and
homebound people are more likely to have been hospitalized than people more
easily able to leave their homes (Ornstein et al., 2015). Care for homebound people
often relies on informal caregivers, and the burden on these caregivers also

contributes to increased health system use (Reckrey et al., 2013). The homebound
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population have high rates of frailty and functional impairment, depression and
cognitive impairment. Access to various services that support these needs varies
(McManus et al., 2025). Frailty and functional limitations can lead to emergency
department visits and hospitalizations (McManus et al., 2025). There are also social
factors that differ between homebound and non-homebound people, with
homebound individuals having lower levels of education, income and poorer self-
reported health (Ornstein et al., 2015). A subset of the homebound population is
those with frequent hospitalizations and use of the acute care system; the needs of
this population subset further highlight the need for individualized care plans and
optimal care delivered in the community (M. G. Jones et al., 2017). Despite
demonstrated increased needs, there remains a gap in advanced care planning
amongst this group (McManus et al., 2025).

The burden of functional impairment and chronic disease is increased, and the
challenges in leaving one’s home make accessing primary care regularly even more
difficult. For homebound people, access to the health care system often occurs when
concerns are more acute, leading to emergency department assessments and
hospital admissions (Musich et al., 2015). Discharge planning back to the community
for this group of homebound people is challenging, which often leads to a prolonged

length of stay in the hospital.

Additional care needs for homebound people include advance care planning,
social supports, and attention to social determinants of health, such as income and
food access (Haferkamp et al., 2025). Considering advanced care planning and
ensuring adequate access to end-of-life and palliative care supports are essential
components of an aging-in-place philosophy and people’s desire to remain in the
community; 80% of Canadians report wanting to remain in their homes for as long as

possible (Iciaszczyk et al., 2024). For the homebound population, maintaining
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involvement in social activities is a critical component of an aging-in-place strategy.
Social clubs, visiting family and friends and attending religious ceremonies are
reported as necessary by homebound or semi-homebound people (Szanton et al.,
2016). These groups note that their health status and access to transportation can be
barriers to participating in these meaningful events. Recognizing the importance of
participation in social events is essential in individual care planning and can also
inform aging-in-place policy decisions, especially for the subset of homebound
people. Incorporating technology into care at home can increase access, better
support people at home, and facilitate more connections between patients and
health professionals (McDonald et al., 2021). Additionally, a collaborative care team is
essential to optimizing community care for people with increasing frailty (McDonald
etal., 2021).

Consistent access to care is lacking for homebound people, as the current
system is not structured to meet the needs of homebound older adults. Inconsistent,
siloed care means homebound patients often rely on emergency rooms and do not
benefit from more upstream, preventive interventions (Ornstein et al., 2015).
Furthermore, community and cultural expectations of care influence the ability to
support the aging-in-place philosophy (Jacobson et al., 2025). As people age, the
presence of social supports in the community also affects their experience of
accessing the health care system (Kervin et al., 2025).

Innovative care models for homebound people have been implemented
across communities to address the unique needs and considerations involved in
planning and delivering care for this population. Home-based primary care models
(HBPC) (Stall et al., 2013) often include interprofessional teams; collaboration among
team members and integration between teams and programs are essential to the

successful implementation of these models. HBPC is a care model intended to
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address some of the challenges of caring for homebound people. In the following

section, | provide an overview of HBPC models and outcomes.

Home-Based Primary Care (HBPC)

Home-based primary care (HBPC) is one model of care designed to meet the
needs of homebound patients (Haferkamp et al., 2025; Kim & Jang, 2018; Ouslander
& Grabowski, 2020; Soones et al., 2017; Szanton et al., 2016). A vital element of the
HBPC model is longitudinal, team-based primary care provided in the home and with
an identified primary care provider (Stall et al., 2013, 2014). In an HBPC model, care is
delivered in the home, addresses medical and social care needs, and is provided in
partnership with home support services (Norman et al., 2018; Stall et al., 2013, 2014).
HBPC programs provide a holistic approach to care, consider social needs and

prioritize advanced care planning (Haferkamp et al., 2025).

Integration of medical and social support needs is critical to the success of
HBPC programs (Leff et al., 2019; Norman et al., 2018). Patients and caregivers
highlight the benefits of continuity and relationship with their HBPC provider and
team (LaFave et al., 2020). Collaboration with other community programs and support
services, another core element of the HBPC model (Stall et al., 2013), is also
highlighted by patients and caregivers as ideal. However, despite highlighting the
benefits of integrating primary care and social support services for homebound
patients, details describing critical success factors for this integrated care are lacking.
Further, organizational and contextual factors to support collaborative relationships
between home care and primary care are not well described. The use of digital
technology as part of HBPC models and, more generally, in caring for homebound
people is an evolving component of clinical care delivery (Franzosa et al., 2020;

Haferkamp et al., 2025). Digital health technology in the context of HBPC models of
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care can include the use of video and phone calls, secure messaging and remote
home monitoring; use of digital health technology can lead to improvements in
access, care coordination and can support caregivers by making connections with the
health system more seamless (I. de S. Silva et al., 2024). Use of electronic health
records for documentation by care providers and patient portals for patient access
and contributions to their records can support care coordination in several ways,
including communication, transitions of care, proactive care planning, and patient

self-management (Fjellsa et al., 2022).

Patients enrolled in HBPC models of care can lead to less hospital and
subspecialist visits and more primary care visits (Stall et al., 2014; Zimbroff et al.,
2021); while there are more visits to primary care and associated increased costs, this
represents more appropriate system access, aligns with a patient-centred and holistic
approach to care and can lead to less burden on the acute care system. The impact
on emergency room presentations is more variable, with some studies showing no
effect on rates and others showing stabilization (Edwards et al., 2017; McGregor et al.,

2018).

Frequent hospitalization is an indicator in some HBPC programs of the need
for additional, more intensive intervention (Jones et al., 2017). For some programs,
referrals from acute care are the primary mechanism for enrolment in HBPC
programs; broadening and simplifying referrals from community-based supports and
programs for homebound people without easy access to primary care is an innovative
approach to recruitment (Cahill & Mutter, 2025). Sub-segmentation of the
homebound population or the population served by HBPC programs into those with
comparatively greater needs highlights the heterogeneity of the homebound
population and the lack of a consistent definition or clarity about which populations

are most likely to benefit from this model of care. Further, a standard definition of
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“homebound” is lacking; determining whether a patient is homebound or in need of
HBPC services is not often explicitly within the discretion of the patient, caregiver, or
primary care provider. Variability in the target population and the role of HBPC
programs in caring for these populations limit understanding of how the HBPC model
works, what elements are key to success, and how HBPC team members and partners
can best work together to meet patient needs. Interprofessional teams and
collaboration, how groups of different health professionals work together to care for
homebound patients optimally, is an essential component of HBPC, and the degree
of success of collaboration between team members or between health professionals
involved in the care of homebound people may impact the outcomes or performance

of a given team.

Collaboration among professionals is an important aspect of community-based
care for older adults, particularly for homebound people. In the following section, |
explore aspects of team-based care more broadly within community-based and

primary care settings.

Team-Based Care

Team-based care delivery is included in primary care models, such as the
Patient’s Medical Home (College of Family Physicians of Canada, 2019). Despite high
patient support for accessing care from team members, access to different health
professionals within a team is limited and variable (Kiran et al., 2024). In some cases,
implementing team-based primary care models has reduced emergency room visits
and hospital admissions among patients with chronic conditions; commitment to
teamwork initiatives is integral to their implementation (Meyers et al., 2019). In other
cases, enrollment in a focused HBPC program or specialized intensive primary care

programs demonstrated less clear impact on hospital admissions or emergency
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department presentations (Edwards et al., 2017; Kling et al., 2023). This variability
highlights the need to explore how teams work together to optimally support people
in the community, and to consider outcome measures to assess this work most
effectively. Increased access to and use of community resources is anticipated to
indicate success, particularly among a patient population that may have difficulty

accessing these resources at baseline.

Understanding the components of team-based primary care models, including
those focused on the care of homebound people, is essential to their further growth
and development. Commitment to team development within HBPC models is limited
and poorly described. Multimorbidity care models also describe collaboration
between care providers and care coordination as a critical element (Fortin et al.,
2007; Muth et al., 2014; Roughead et al., 2011; Stokes et al., 2017), yet they offer little
detail on what this collaboration entails. Coordination of care and the use of team-
based approaches enable primary care providers to care for people with complex,
multidimensional needs (Loeb, Bayliss, Candrian, deGruy, et al., 2016). Policy
decisions at the macro level create the conditions for team-based care to develop,
including reallocation of funding and positions, changes in criteria that affect the
operations of various models, and the allocation of certain professions (Wankah et al.,

2025).

Central to understanding and describing how health professionals and
interprofessional teams work together is the consideration of interprofessional
collaboration. The following section explores foundational competencies in
collaboration and their role in caring for people with complex needs, including

homebound individuals.
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Interprofessional Collaboration

Foundational competencies of successful interprofessional collaboration
inform models of team-based care (Canadian Interprofessional Health Collaborative,
2024; Hepp et al., 2015). Within the described competency framework, six
competencies are described: team functioning, collaborative leadership, team
difference processing, role clarification and negotiation, team communication and
relationship-focused care (Canadian Interprofessional Health Collaborative, 2024;
Loeb, Bayliss, Candrian, DeGruy, et al., 2016). Additionally, these competencies are
considered with the contextual factors of the care setting, complexity, inclusion,
access and equity. As discussed above, team-based primary care is a key component
of the patient’s medical home(College of Family Physicians of Canada, 2019) and is
essential to an HBPC model (Kim & Jang, 2018). Some HBPC models highlight
contracted social support services to provide in-home care to homebound patients
(Kim & Jang, 2018; McGregor et al., 2018). However, neither how these team
members are integrated into the HBPC team nor how they interact with homebound
patients to alter care delivery for this population is specified in these models. While
included in the definition, a complete description of this collaborative work is lacking
in many studies. Further, how various team members work together is not well
described. Team culture and commitment to a learning environment are essential to
successful HBPC teams (Temkin-Greener et al., 2019); however, the steps to achieve
this or a specific approach for teams to consider are unknown. The Canadian
Interprofessional Health Collaborative Competency Framework for Advancing
Collaboration (Canadian Interprofessional Health Collaborative, 2024) provides a
valuable model for interprofessional collaboration that can be applied among home
care and primary care providers, as well as other professionals involved in the care of

homebound people.
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Collaboration within HBPC includes shared commitment to care planning
between care providers, patients, and caregivers. Successful collaboration within an
HBPC team can be facilitated by various elements, including a commitment to team
learning, fostering positive relationships among team members built on trust and
respect, and ensuring that team members share goals (Smith-Carrier et al., 2015).
Further, commitment to team development of collaboration skills is an essential
structural element of successful, supportive care delivery (Giosa et al., 2019).
Collaboration with primary care providers, or the incorporation of a collaborative care

approach into an HBPC model, is not well described.

Differences in outcomes for patients enrolled in HBPC programs compared
with those receiving usual care with home support services can be attributed to the
degree of collaboration among team members caring for homebound patients within
an HBPC care team (McGregor et al., 2018). Collaboration between home care and
primary care is often described as “care coordination” and is considered a marker of
quality in HBPC programs (Ritchie et al., 2018). While specific elements are described
in certain settings, such as regular meetings and shared electronic records for
documentation (Kim & Jang, 2018), there are limited explorations into how
collaborative teams work together or the actual measurement of team function.
Further, there is limited exploration of how team members work together to meet the
objectives and goals of collaborative models of care. A balance between macro
(system, policy, context) and micro-level (operational) elements is essential for
successfully implementing integrated care models; home-based primary care could

be considered one such model (Calciolari & llinca, 2011).

Integration of care is described in many care models. At the same time,
collaboration refers to how individuals work together, and integration reflects how

programs or services work together across all organizational levels (Kodner &
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Spreeuwenberg, 2002). Integration reflects the funding, administrative,
organizational, service delivery and clinical decisions that occur along a continuum
from micro to macro and support the care of patients with complex needs (Kodner &
Spreeuwenberg, 2002). Integrated care that occurs at the micro level (in the care of
individual patients) depends on integration at the organizational and macro (policy)
levels (Delnoij et al., 2002). Integration can also refer to the connection between the
health system and other social services to improve outcomes (Leutz, 1999). Patient
needs guide service integration, which exists along a spectrum from linkage to
coordination to full integration, marked by the creation of new programs to address
specific needs (Leutz, 1999). Full integration into programs designed for integrated
services for a target population must balance integration goals with competing
priorities from other responsibilities. When integrated programs include physicians,
these additional considerations must be weighed alongside the risks to collaboration

posed by developing integrated programs that exclude physicians.

The homebound population has unique needs that require a broad range of
services, is often limited in self-direction and self-management, and requires frequent
care interventions, all of which highlight the need for full integration of services
(Leutz, 1999). HBPC models demonstrate some of these integrated care components.
One goal of HBPC models is to provide prolonged, supportive care in the community,
thereby delaying or avoiding admission to long-term care facilities. Integration of
primary care delivered through HBPC and home support services is essential to
reducing reliance on long-term care facilities (Leff et al., 2019). Integration to support
aging in place, reduce use of emergency departments and acute care, and reduce
the need for admissions to long-term care facilities requires expanded views of
partnerships, including health and medical services, housing services, and other

social services (Charles et al., 2025).
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This chapter provides an overview of considerations for the homebound
population and how home care and primary care providers assess and approach their

care. In the next section, | will situate this research project within this context.

Research Context

The focus of the research in this thesis is the experience of care of homebound
people by home care and primary care providers in Winnipeg, Manitoba. Manitoba
has various initiatives supporting home-based primary care, including Home Clinics
and My Health Teams (Government of Manitoba, n.d.)and the Interprofessional Team
Demonstration Initiative (Slobodian & Huebner, 2015). These Manitoba primary care
initiatives aim to partner with allied health care providers (such as pharmacists,
nurses, social workers, physiotherapists, and occupational therapists) and primary
care providers to deliver patient care in primary care settings. Within these various
initiatives, the relationship between care providers and their patients is rarely
described. An organizational commitment to team functioning is also not established.
Home care initiatives also exist in Winnipeg (Winnipeg Regional Health Authority,
n.d.), specifically targeted to support people transitioning from hospital to the
community. Within this home care initiative, explicit partnerships with primary care are
absent, highlighting a foundational gap in the model. In addition, neither the home
care nor the primary care initiatives specify care approaches for homebound people,

indicating a gap in care that fails to meet this population's specific needs.

The integration of home care and primary care programs, how home care and
primary care professionals work together and how the different programs are
designed to work together, is described as siloed and not connected. The sextuple
aim links health outcomes and experience of care to the team environment, equity,

sustainability and costs (Alami et al., 2023). Optimizing care in the community and
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close to home is an essential sustainability strategy to reduce the carbon footprint of
the health care system (Selvakumar et al., 2025; Souza et al., 2023). This framework is
useful for linking the concepts to guide the care of homebound people and will be

described in the next section.

Sextuple Aim

The Sextuple Aim, an evolution from the Quintuple aim (Nundy et al.,
2022) with the addition of the sixth aim of sustainability (Alami et al., 2023), is a
helpful framework that demonstrates the link between healthcare provider
experience and improved patient outcomes and patient and family experience of
care, while considering cost, health equity and sustainability. How workers
experience their work influences patient outcomes and must be considered when
improving patient outcomes. In the context of teams caring for people with multiple
chronic conditions, particularly homebound people, how team members work
together, how environments are set up to support their work, and the structures and
policies in place all influence team members’ abilities to provide excellent care.
Supporting an aging-in-place philosophy, optimizing care close to home and in the
community, and aiming to lower use of acute and emergency care are all part of
sustainability and reducing the climate impact of health care delivery (Selvakumar et
al., 2025) and can contribute to lower overall costs. An integrated care approach for
homebound people demonstrates equity in care, prioritizing the needs of this group
with unique care needs. Collaboration and integration between programs, care
providers and different groups of health professionals are essential components of
this work. Understanding how this necessary collaboration and integration occur, and
what support systems are required for optimal collaboration, is essential. Importantly,
collaboration does not simply happen; rather, it is created and shaped by

environments, expectations, and structures within our work environments.
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The work described in this thesis will examine the care of homebound people
by home care and primary care providers and, in the next chapter, will use social

identity theory and professional identity theory to explore this care.

Conclusion

Understanding the homebound population and the collaboration among team
members is essential to the success and care delivered by HBPC models, as well as to
caring for homebound people in general. Understanding how different team
members, particularly home care and primary care professionals, work together can
inform policy, funding, and the organizations supporting optimal care for homebound
people in the community. Applying a theoretical framework to these relationships will
deepen understanding of success factors to optimize care for the homebound
population. The next chapter will explore theoretical frameworks that underpin
relationships between home care and primary care providers and the care of

homebound people.
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Chapter 3 - Theoretical Frameworks

Various care models have been suggested to optimize care for homebound
people (Leff et al., 2019; Stall et al., 2013, 2014). Collaboration, team-based care, care
coordination, and case management are key tenets of these models (Xiang & Brooks,
2017). Home-based primary care (HBPC) (Stall et al., 2013). The integration of
primary care and home care, particularly in HBPC, leads to more days in the
community; people can stay in their homes longer, truly aging in place (Leff et al.,
2019). Within these models, however, collaboration between home care and primary
care professionals is poorly described. The environments that establish norms of
collaboration and that foster interprofessional collaboration and integration between
groups are also not well understood. Understanding the dynamics by which home
care and primary care providers identify and approach the care of homebound

people is the primary objective of this work.

This project draws on several existing theories to examine how both home care
providers and primary care providers deliver care to homebound individuals. My
work integrating multiple theories then results in the articulation of a new framework
that describes the application of these pre-existing theories in a practical context,
specifically, care provision for homebound people by home care and primary care
providers. Building on social constructionism, the new framework integrates social
identity theory and professional identity formation theory to highlight the concept of

collaborative identity.

The use of theories allows the exploration and understanding of experiences
and phenomena and is helpful for organizing inquiry and connecting data to the
problem (Lewin, 1943). In exploratory research, such as this project, using theories

that ‘'make sense’ helps define the naturalistic approach to uncovering similarities and
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differences between groups; in this study, differences between home care and
primary care providers in caring for homebound individuals. In this chapter, | will
describe the theories that inform this project and explain why | selected them. | will
introduce a novel framework highlighting the concept of collaborative identity and
how it informs who health professionals are as collaborators within their professional

roles.

Social Constructionism

Social constructionism theory tells us that realities are created individually
(Andrews, 2012; Cunliffe, 2008). Social constructionism posits that realities exist
within the context of interactions between individuals and groups (Andrews, 2012;
Cunliffe, 2008). Reality is subjective and is informed by life experiences and personal
context. In groups, reality is created by both individual and shared experiences. Local,
societal, and structural norms influence these experiences. Individuals interpret their
experiences, creating the reality within which they operate. Experiences or
interactions occur between people within a given social context, all of which inform
the reality and meaning that results from the interaction. Knowledge creation or facts
also exist within this construct; reality is social and is influenced by the cultural,
linguistic, and historical contexts of any interaction. We construct our realities at the
micro-level, through individual interactions with others, informed by past experiences
that shape social norms and behaviour. The development and interpretation of these
realities are also relational and shaped by power dynamics and other factors that
affect interactions. These interactions occur as an unspoken dialogue between
participants (Cunliffe, 2008). For example, an interaction may be interpreted

differently by friends in a social setting than by colleagues in a working environment.
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Within organizations, realities are constantly being created through interactions
among team members, between teams, and with external partners. These interactions
occur within the historical and current contexts of policies, infrastructure, and other
factors that shape interactions at any given moment. Created realities are also
additive and cumulative, influencing future interactions based on the outcomes and
interpretations of past and current interactions. The “truth” of what is forms the
subjective and objective culmination of various realities. When considering the care
of homebound people and how home care and primary care providers work together
to care for this group, social constructionism tells us that the “reality” of this work and
of how this group is cared for emerges from multiple interactions and contexts. With
that in mind, social identity theory offers an additional lens for understanding how

individuals and groups construct realities.

Social Identity Theory

Social identity theory suggests that the groups we belong to inform our
worldview and the realities we create (Hogg, 2018; Hogg & Rinella, 2018).
Furthermore, we develop identities based on the groups we belong to, and this
process begins very early in our development. These identities overlap and combine,
then influence our experiences and the realities we create. Social identities develop
from the groups one is part of, including those groups one is born into, such as race
and gender, and that one chooses to join, such as political parties or community
groups. Social identity theory highlights that defining an in-group and, therefore, an
out-group helps to set the bounds of the identities created and helps one determine
that they are part of a particular group (Afshari et al., 2019; Cornelissen et al., 2007
Ellemers et al., 2004; Reicher et al., 2018). Social identity theory states that individuals
develop identities based on the groups to which they belong (Hogg, 2018; Hogg &

Rinella, 2018). Groups establish norms and expectations that individuals within the
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group adopt as part of their identity. Group norms also establish who is in the in-
group and who is in the out-group. These group norms, “the way we do things,”
further contribute to the reality created by the group members. Social identity theory
also describes the roles of leaders, institutional policies, and organizational structure
in creating and reinforcing groups and group norms (Haslam & Ellemers, 2005;

Reicher et al., 2018; Stevens et al., 2018).

Shared social identity, the identity that develops when people are part of a
group with common and understood norms, leads to the development of shared
realities. We internalize this social identity and look to others to validate our
experience of reality, just as we seek confirmation that we are not violating an
unstated norm through our behaviours and actions. This validation allows us to create
a shared reality. Within these shared realities, we can ask whether we see the world
the same way others do. Within interprofessional teams, creating a shared reality in
which all team members approach care or view their mission as the same can help

build a cohesive team (Hogg & Rinella, 2018).

Groups act to reinforce the group’s identity (Tajfel et al., 1971). This group
behaviour, both within in-group members and how in-group members act towards
out-group members, is determined by the dynamics of the group itself and the
individual characteristics of the group members. Social dominance orientation, the
degree to which people perceive superiority towards other groups, will influence
their interactions with out-groups, and this will be more pronounced as they work to
actively distance themselves from the out-group. Whereas individuals with high
independence show less influence (Nezlek & Smith, 2005). The dynamics within and
between groups influence the realities created and reinforced, both for members

within a group and for the identities and realities experienced by those in an "out-

group”.
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Group norms are those implicitly and explicitly understood and acceptable
ways of being and acting within a group. Social identity theory explains that these
norms shape the identity that develops within a particular group. This “in-group
prototype” (Hogg & Rinella, 2018), which is what is accepted or what it means to be
part of a particular group, is internalized by members of the group and informs how
they act as members of the group. In the context of caring for homebound people,
the various in-group prototypes, for example, "what is a primary care provider (PCP)?”,
"What is a home care worker?" or "What is a PCP that looks after homebound
patients?" are developed and informed by the local environments in which groups or
people work. Aligned with social constructionism, norms and subsequent in-group
prototypes are created and shaped by internalized inputs, which then guide
behaviours and contribute to and reinforce the "shared reality" within a group (Hogg

& Rinella, 2018).

An individual can have many social identities that develop through experiences
with various groups. This can occur in both work environments and personal life
experiences, continually and iteratively shaping identity and influencing how we view
and approach the world, both in our personal life and, as relevant to this study, in our
work life. A particular identity that develops in the context of our work is the
professional identity that forms as professionals progress through their training and
into the work environment. This professional identity then functions as a social identity
within the work groups and environments in which the individual finds themselves.
For groups of health professionals, professional identity and its formation are explicit,
specific aspects of how such groups and teams work, both with one another and in
patient care. Professional identity and its formation will be explored in greater depth

in the following section.
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Professional Identity Formation

Professional identity is the identity that develops as people progress through
professional training and is also informed and reinforced by the experiences, rules,
power and hierarchy that exist within our work environments (Cruess et al., 2016;
Sternszus et al., 2024; Stetson et al., 2020). Professional identity is who we are in our
working environments and what it means to be a “professional”. This identity can
inform how we approach our work, how we work with others and what we consider as
part of our "scope" of work. Within a clinical environment, teams and the policies that
define and bound their work further contribute to the development of individual
healthcare providers’ professional and social identities. Professional identity develops
throughout our career, beginning early in training, and is influenced by our
experiences and by implicit and explicit messages from teachers, peers, and
colleagues as we progress (Cruess et al., 2014, 2016; Sommerlad, 2007; Sternszus et
al., 2024). In healthcare, professional identity is the essence of what it means to be a
health professional. The training and mentorship process formalizes the professional
identity of that professional ‘group’ and strongly influences how they work with
others, how they navigate within and between groups within the overall professional
sphere, and how they approach their work in general. Further, the influences to which
an individual is exposed within these environments moderate or reinforce behaviours
and identity formation. For example, if a mentor reinforces boundary lines of what
type of work belongs to a professional identity, it is difficult to override that behaviour
when working in an interprofessional setting. However, if one has a mentor who
fosters respect for different roles and ways of working together, this can encourage a

willingness to be less rigid.

Professional identity develops in stages throughout training; part of this

identity formation involves developing an identity related to collaboration and
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working with other professions (Stull & Blue, 2016). This evolution of professional
identity enables opportunities to reset attitudes and behaviours at different points. A
professional identity evolves, beginning with a developmental stage of independent
operator, which may be narrower and more in-group-focused, at the exclusion of
others. For example, “physicians doing physician work” is how, at this early stage,
professionals may work to separate themselves from other health professionals and
establish a sense of superiority, creating greater distance between groups. Over time,
a professional identity can evolve into a team-oriented idealist, who develops and
maintains multiple identities while remaining focused on the profession's unifying
identity, and finally becomes a self-defining professional who develops a distinct
interprofessional identity that complements their individual professional identity (Stull
& Blue, 2016). In this case, the physician maintains their identity as a physician and
develops an additional identity as an interprofessional, someone who works
collaboratively with other health professionals. This evolution of identities can change
how they perceive other groups, reducing the need to distance themselves from an
outgroup as they develop a strong interprofessional identity that does not detract
from their professional identity. In this study, this progression of professional identity,
especially a highly developed interprofessional identity, can be seen as an
opportunity to support professionals in home care and primary care as they continue
to evolve their identities to become ideal partners in the care of homebound people.
The progression of identity development from idealist to self-defining professional
continues in the early career. Environments that provide opportunities for
professionals to learn from and with one another in practice are essential for creating
the conditions that enable this development (Stull & Blue, 2016). In the context of
home care and primary care providers, opportunities for collaborative learning during

training are likely limited. To foster the development of these relationships, explicit,
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purposeful learning during practice is essential to allow collaborative identities
between these groups to develop. Perceived differences between physician groups,
along with negative perceptions of other groups, can act as barriers to collaboration
(Stratil et al., 2018). This phenomenon may be occurring between home care and

primary care providers.

Professional identity and social identity theory can be used to explore the
relationships between home care and primary care providers and how the inherent
differences in identities between these groups can inform their approach to care of
homebound people, how they define and identify homebound people, and how they
identify partners and collaborate with others to optimize care for this group. The
experiences of care providers and their individual identities influence how they
approach caring for homebound people. In the following section, | will integrate
these theories in a novel way to introduce a new framework, the Collaborative Identity
Framework, to describe how home care and primary care providers approach the

care of homebound people.

A New Framework for Homebound Care - the Collaborative Identity Framework

Professional and social identity influence how healthcare providers collaborate
with other groups and professionals, as well as how they care for specific groups or
segments of the population. A social constructionist view tells us that the realities
healthcare providers create arise from the context of what they bring to the table
(their individual and professional identities), the structures and environments within
which they work, and the identities that form as teams and groups are formed. These
identities are further perpetuated and developed over time as group norms are
established and reinforced. Policies, organizational structures, funding mechanisms,

and decisions about physical space and technological tools all contribute to the
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environments in which teams work. Collaboration as a norm and an identity develops
in individuals and groups within this context. With home care and primary care
providers, particularly when caring for homebound people, we can consider
collaborative identity as informing how the approach to care changes or adapts as it
develops within and between groups. Do primary care and home care providers see
and experience themselves as part of the same group? Do they have shared
identities? What norms exist between groups that guide collaboration within and
between these groups? What experiences are created that allow for realities that can
support the development of shared identities? The collaborative identity framework
provides a conceptualization of identities that informs collaborative care efforts and
identifies potential levers to optimize collaborative relationships essential to optimal

care for homebound people.

This integrated view of identities and collaboration offers new opportunities to
assess how teams and groups work together and how structural and environmental
factors shape optimal group functioning. Leaders and policymakers can consider how
context influences a group's effectiveness in working together and implement
organizational and policy changes to better support collaboration. Further, this
framework is cyclical: experiences of collaboration can reinforce social and
professional identity, which, in turn, reinforces collaboration norms within groups and
teams. Importantly, positive and negative experiences shape the realities people
create and, in turn, influence how they approach collaboration. Figure 1 depicts the
Collaborative Identity framework and the linkage between professional identity

formation and social identity, within a social constructionism ontology.
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Figure 1
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With an aging population and an increasing burden of chronic disease and
multimorbidity, various models of care have been described to address the complex
needs of these populations. As described in Chapter 2, the homebound population is
a subset of the community-dwelling population with unique needs. Models of care for
people with multimorbidity and the chronic disease model, and models of primary
care, including the patient’s medical home, describe interprofessional collaboration
and interprofessional teams delivering integrated and coordinated care as being
foundational elements to these models (Muth et al., 2014; Stokes et al., 2017; Wagner

etal., 2001). Currently, health system improvement often involves interprofessional
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teams in clinical settings. Team-based care is a particular focus in community and
primary care environments (College of Family Physicians of Canada, 2019). Within the
Primary Care landscape, teams and team-based care are often described as key
solutions to increasing access, moving towards universal attachment, addressing
administrative burden and protecting providers against burnout (Bodenheimer,
2022a, 2022b). Collaboration, encompassing the competencies and skills required for
professionals to work together (Canadian Interprofessional Health Collaborative,
2024), is inherent in team-based care. How that collaboration functions or comes to

be within a team, however, is often tacitly assumed rather than described.

For the homebound population, home care and primary care providers are key
groups integral to community care. Describing the social and professional identities
of home care and primary care providers can provide insights into how care is
delivered and how individuals and provider groups can work more effectively
together. The working environments, policies and organizational structures also
influence the experiences individuals and groups have in providing care and
ultimately in the realities and identities they create as a result. The identities and
realities created at work are also influenced by external factors, such as politics, which
can further shape identity formation and reality construction. Power and status,
organizational culture, and the role of leadership also contribute to an individual’s
experience and the group identities that develop. For example, a health professional
working in one setting, with a given team and established ways of working with each
other and with partners in other programs, will experience the context. “We do

"

referrals this way,” “we don’t do home visits,” or “physicians don’t ask nurses their
opinion on management” may be implicit messages that are part of the way of
working in each environment. This way of working further develops the professional's

identity as they experience realities shaped by these norms and guides their
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behaviour and approach to their work. The same professional in a different context
with different norms will encounter different realities, and thus their identity may
evolve differently. These experiences are cyclical, iterative and additive and can
influence how groups view themselves and others.

Figure 2

Collaborative Care Delivery
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Social Identity
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Importantly, by considering the impact of the work environment on teams and
healthcare providers, as well as how they collaborate, we can see that work and
clinical outcomes are context-dependent. Figure 2 depicts the cyclical and
interdependent nature of professional and social identities and the work environment
on Collaborative Care Delivery. The Sextuple Aim links the health professional and
team experience to health outcomes and patient experience of care, while

considering cost, health equity and sustainability (Alami et al., 2023; Bodenheimer &
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Sinsky, 2014; Nundy et al., 2022). The Collaborative Identity Framework links the
experiences of health professionals to how they work with others, shaping cultural
norms and expectations within a group, as well as ways of working (or not working)
together that can impact patient outcomes and the experience of care. In the context
of homebound people, how home care and primary care providers work together,
considering coordination of information sharing, integration of care planning, shared
communication, and collaborative care planning with patients and families, influences
patient outcomes and experience of care. Further, given that aging in place, optimal
community care, and avoidance of emergency department and acute care use are
target outcomes, the team environment and the effectiveness of collaborative
teamwork are directly linked to these outcomes. A group comprising the same mix of
professionals, with different individuals working in various contexts and employing
different leadership approaches, expectations, policy applications, and team cultures,
will, ostensibly, yield diverse outcomes and care approaches. Furthermore,
investment in the work environment, commitment to policies that support clinical

work, and collaboration must be prioritized to optimize outcomes.

Professional and social identities inform how home care and primary care
providers approach the care of homebound individuals, as well as their partnerships
and collaborative care in this population. Home care and primary care services are
often siloed, even though they serve the same community members. If these groups
worked together more collaboratively and cohesively, patient outcomes may
improve, and patients and their families may have better experiences of the health

care system.
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Conclusions

This chapter has introduced the theoretical concepts of social constructionism,
social identity theory and professional identity formation. Building on this, | articulate
the Collaborative Identity Framework, a new framework that integrates these selected
existing theories and describes their application in a practical context, specifically,
care provision for homebound people by home care and primary care providers. The
Collaborative Identity Framework guides how a collaborative identity, who a
professional is as a collaborator, develops in the context of social identity and
professional identity formation, within a given contextual environment and informs
how they approach care provision. In this study, the Collaborative Identity Framework
was used to provide theoretical guidance for exploring how primary care and home
care providers identify and care for homebound people. In the next chapter, | will
review the methodology used and explain how the Collaborative Identity Framework

guided the project's development and data analysis.
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Chapter 4 - Methods

In this chapter, | describe the methods | used in this study of primary care and
home care providers who identify and care for homebound people. The chapter
begins with an overview of the overall research design and the context of
homebound care that motivated this work. This is followed by integration of the
theoretical and epistemological frameworks introduced in Chapter 3 including
appreciative inquiry, social constructionism, and the Collaborative Identities
Framework. Subsequently, the participant sampling and recruitment, data collection
procedures, and data analysis processes used in this study are described. The chapter
concludes with a reflection on the researcher's role and positionality, as well as the

ethical considerations relevant to this study.
Overall Design

Care for the Homebound

This study examines the experiences of primary care and home care providers
in identifying and caring for homebound people. The primary objective of this
exploration is to determine how home care and primary care providers provide care
to homebound individuals. The Collaborative Identity Framework described in the
previous chapter provides a foundation for this work's approach. The Collaborative
Identity Framework links professional and social identities that inform realities created
by individual professionals, teams, programs, and organizations. These realities lead
to the development of an identity as a collaborator: how does one incorporate
collaboration into their work, who do they identify as partners in care, and how do
they work to integrate care across teams and programs? This study explicitly explores
the dynamics of experience and collaboration between home care and primary care

providers in the care of homebound people.
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Methodological Approach

The methods of this study were informed by the philosophical approach of
appreciative inquiry. Appreciative inquiry, when used for research purposes, guides
study participants' experiences to broaden their thinking and foster creativity and
innovation by sharing positive and successful experiences and encouraging them to
consider how things could be even better (Priest et al., 2013; Reed, 2007). This
“positive development” focuses on improvement and change while considering
future opportunities (Reed, 2007). Appreciative inquiry is also focused on work
environments when considering improvement; the questions and explorations seek
to understand optimal and successful dynamics within them, rather than on individual
participant characteristics (Reed, 2007). Importantly, appreciative inquiry focuses on
change to support improvement and guides the conversation in a positive direction,
encouraging expansive thinking about what could be rather than limited thinking
focused on challenges and what has occurred. While focused on positive
experiences, appreciative inquiry can still incorporate critical reflection on
experiences and systems, power, and hierarchy, particularly by recognizing that
unique experiences and realities arise from and are shaped by individual identities

within systemic structures (Grant & Humphries, 2006).

Grant and Humphries (2006) propose using Critical Appreciative Processes to
move beyond understanding what may exist within an organization and to ensure
critical questions are considered, including how power may influence experiences
within a given context. Including a critical lens in appreciative inquiry can provide
further reflection and understanding of a given circumstance. In the context of this
study, critical appraisal aligns with professional and social identity as the
underpinnings of the individual and group experience. Professional identity formation

occurs through training and work experiences and is influenced by historical and
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current cultural norms and dynamics, the profession's perceived and actual power,
and external influences (Sommerlad, 2007). Appreciative inquiry, asking “what is” and
“what could be,” and critically reflecting on who is sharing their experiences, allows us
to understand the foundational elements contributing to an experience or a given
outcome. Further, the critical exploration of the local policy, political, social and

historical context allows us to appreciate why things are the way they are.

Aligning Methodology with Theory

A key assumption of this work is that home care and primary care providers
operate as distinct groups when providing care to the homebound person. Social
constructionist epistemology holds that realities are created by groups and defined
by the experiences of those within them (Andrews, 2012; Cunliffe, 2008). With this
view, home care and primary care providers' realities differ, as they operate within
distinct socially (and professionally) constructed groups. Further, these groups (home
care and primary care providers) comprise various professionals, including family
physicians, nurse practitioners, nurses, and social workers. In addition to the settings
in which they work (e.g., home care vs. primary care), the professional group to which
each professional belongs also influences their work, experience, and the realities
they create. Individual social attributes, such as age, gender identity, race, ethnicity,
and family status, also intersect with professional identity to influence how persons
interact within a given group and with other groups. Professional and social identity
interact at both the individual and group levels to determine the experiences and,
thus, the realities created by any one provider (Gioia et al., 2010; Hogg, 2018; Hogg
& Rinella, 2018; Sternszus et al., 2024).

The culture and team dynamics of each provider group likely influence the care

experience for these providers and how they approach their work. Further, the social
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and professional identities of individual health professionals within primary and home
care environments likely lead each provider to construct different realities, aligning
with a social constructionist view. How primary care and home care providers
understand their experiences and roles of caring for homebound patients fits with
social identity theory, which describes the groups within which an individual finds
themselves and informs that individual’s experience within a group (Hogg, 2018;

Hogg & Rinella, 2018).

An appreciative inquiry method aligns with social constructionism theory in
that reality is created by individuals based on their experiences and co-created by
participants, groups or teams as part of a particular phenomenon. Knowledge, how
and what people know, is reflected by their experiences and identities; knowledge
development is also a social process, influenced by communication and experiences
within groups (Reed, 2007). Further, attending to context is important in appreciative
inquiry; environments and the people in a situation shape the experience (Reed,
2007). The Collaborative Identity Framework described in the previous chapter links
these concepts to enable robust exploration of the interplay between identities and
contexts across home and primary care providers in the care of homebound people.
This framework also allows a unique way to consider health care providers’
experiences in the context of the sextuple aim (Alami et al., 2023). Context and
interactions with other team members shape identities as collaborators, which in turn
influence health care professionals' experiences in their work environments and

impact patient outcomes and experiences of care.

With these epistemological approaches, | explored how each group perceived
its relationship with the other in caring for the homebound person. To explore the
experiences of home care and primary care professionals caring for homebound

people in Winnipeg, Manitoba, | conducted a qualitative interview study comprising
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one-on-one semi-structured interviews with representative professionals, as well as

key informant and subject-matter expert interviews.

Participant Population and Recruitment Strategies

Sample Population

Recruitment for this study was limited to primary care providers, home care
nurses, and home care case coordinators. Patients, caregivers, and home support
workers were not included in this project. The experiences of these groups are
obviously important; however, the focus of this study was limited to the primary
care/home care professional dynamic, particularly how these two groups navigate
collaboration and how programs approach integration. Additionally, | wanted to
examine the context and work environment and understand the impact of policy
decisions on how people work together, particularly in caring for homebound
people. The additional layers of complexity in navigating social and professional
identities with patients, caregivers, and home support workers, and in understanding
how these groups interact with primary care and home care professionals, are

important areas for future study.

| limited recruitment for this study to those practicing and working within one
health system, specifically Winnipeg, Manitoba and the Winnipeg Regional Health
Authority, to minimize other potential variables, such as different policies, resources,
and community dynamics. Defining and constraining the environment within which
each participant works aligns with social constructionism: experiences are shaped by
the environments and contexts in which they occur, allowing for the direct

interpretation and application of those experiences to this environment.

Recruitment aimed at ensuring diversity and representation among

participants. When recruiting participants, professional roles and practice models
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were considered to ensure representation across all groups. Given the local context
of primary care delivery in Winnipeg, MB, primary care providers with different
professional backgrounds and payment models were intentionally included to reflect
the differing social identities that may exist in practice. This approach enabled the
consideration of social and professional identity during the thematic analysis of

interview transcripts.

Recruitment Strategies

| recruited participants for this project from three participant groups currently
working in Winnipeg, Manitoba: fee-for-service primary care providers (FFS-PCP),
alternately funded primary care providers (AF-PCP), and home care providers (HCP).
Potential participants were recruited purposively by email from a known professional
network, through the University of Manitoba Department of Family Medicine
newsletter, and via the Manitoba College of Family Physicians member newsletter.
The Registered Nurses Association of Manitoba, the Long Term Care Association of
Manitoba, and the Manitoba College of Social Work were approached to share the
invitation with their memberships and recruit participants working in home care.
Snowball sampling was used to identify additional potential participants, particularly
to address gaps in representation. Interview participants were asked to identify
colleagues they thought might be interested in participating in the study or who work

in home care or provide home visits as part of their work.

In addition to frontline participant interviews, two key informant interviews
were conducted with current and former health system leaders to gather additional
information on the current and historical context of care for homebound patients in
Winnipeg and home care delivery more broadly. Interview questions for key

informants focused on experiences caring for and identifying homebound patients,
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collaborating with identified partners, and perspectives on the care of this population.
Appreciative inquiry informed the development of the interview questions, and the
interview structure followed a convergent interview approach (Rao & Perry, 2003). A
convergent interview approach seeks to identify areas of convergence and
divergence among participants’ responses. In the context of this study, areas of
convergence and divergence among respondents enabled analysis of the impact of

identity on responses.

Recruitment Challenges and Mitigation Strategies

The initial study advertisement recruited primary care provider participants
from alternative-funding and fee-for-service practices, including family physicians and
nurse practitioners. Recruiting home care providers proved challenging, with initial
advertisements and email invitations yielding no responses. | expanded outreach to
private home care providers. An email invitation was sent to various private home
care companies in Manitoba. A Google search identified potential companies to
reach out to; only those that indicated they provided both nursing and home support
services were included in the initial email invitation. Private home care companies that
indicated they provided nursing and home support services in Manitoba were
approached by email with information about the study and invited to participate in an

interview.

Data Collection

Potentially interested participants were asked to review and complete an
electronic informed consent form to participate in the study. They were also provided
with links to book a time for a virtual interview and to complete an electronic
demographic survey. The demographic survey was designed to capture participants’

social and professional identities and included professional role, years in practice,
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and current care of homebound patients (see Appendix A for a complete list of

questions).

Interview Procedure

Each interview was conducted virtually via Zoom (video software, Version
5.12.x-5.13.x), audio was recorded in Zoom, and the interview was digitally
transcribed using Trint transcription software (Trint, 2022). Participants consented to
the video and audio recording as part of the informed consent process. Prior to
recording, participants were given the opportunity to ask questions about the process
and to receive an overview of the interview. Interviews proceeded in a semi-
structured format; participants were advised they could choose not to answer any

questions they did not feel comfortable answering.

| captured initial interpretations and reflections in field notes following each
interview. These field notes included reflections on how people described their
interactions with others and my interpretation of how people work together, based on
responses to interview questions. | documented regular reflections throughout each
step of data collection and analysis as an opportunity for reflexivity and to enhance
the trustworthiness of this work (Amankwaa, 2016). With an initial review and
reflection of each interview, | identified areas for further clarification in subsequent
interviews. In keeping with a convergent interview process, this review and reflection

allowed me to identify key areas to explore for convergence among participants.

Developing the Interview Guide

| developed a semi-structured interview guide to provide structure to the
interviews (Williams & Lewis, 2005). The interview questions were developed based
on the research questions of this study, guided by an appreciative inquiry framework

and incorporating a convergent interviewing approach. Appreciative inquiry informed
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the development of the interview questions, and the interview structure followed a
convergent approach (Rao & Perry, 2003), in which | sought to explore areas of

convergence and divergence amongst participants' responses.

| used an appreciative inquiry approach for the interviews, allowing participants
to identify current experiences caring for homebound patients and positive
experiences collaborating with partners. Further, the social constructionist frame
posits that participants will share their experiences, which represent collaboratively
co-created meanings or descriptions of the possibilities for caring for homebound
patients, based on their individual experiences within the groups in which they find
themselves. Applying social and professional identity qualifiers, such as professional
role, years since completing training, and gender identity, to responses allowed me to
look more deeply across groups for commonalities and differences and to consider

possible external factors contributing to differences in individual experiences.

Convergent interviewing seeks areas of convergence and divergence among
respondents (Rao & Perry, 2003; Williams & Lewis, 2005). With a convergent interview
approach, questions begin with a general, stage-setting question (in this study: “Tell
me about your experiences in caring for homebound people”). A general opening
question invites participants to share their experiences in an open, undirected way.
This is followed by asking participants to think about an ideal state ("Describe what an
ideal situation or system in caring for homebound people/clients would look like”).
This aligns with an appreciative inquiry framework by starting with the best parts of
what is and allows participants to envision a possible future state. With subsequent
questioning, | explored how close or far away this ideal state was from the current
experience. In subsequent interviews, questions became more specific as | sought to
examine potential convergence and divergence in participants’ responses, further

probing whether and when statements were true (Williams & Lewis, 2005).
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Participants would be presented with a scenario and asked how closely it aligned with
their own experience and to describe circumstances in which aspects of the scenario
may not be true. Using a convergent interviewing approach was well aligned with
supporting understanding of social and professional identities and their impact on
experiences; divergence between participants could be considered through the lens

of differing identities.
Appendix B has a list of the initial questions used in the interview guide.

Data Analysis

All data analysis was conducted using Dedoose software (Dedoose
Version 70.0.59, cloud application for managing, analyzing, and presenting qualitative
and mixed-methods research data, 2026, Los Angeles, CA: SocioCultural Research
Consultants, LLC www.dedoose.com). Each transcript was identified and coded with the
responses from the initial demographic survey. Each transcript was reviewed for
accuracy by re-listening to the audio while reviewing the transcript; edits were
applied to the written transcript as necessary. This initial review of the transcript and
audio recording, which included playback and review of the written transcript,
facilitated further immersion in the data. Reflective field notes were captured during

this review and were included as data in the final analysis.

An initial line-by-line analysis of each transcript identified a set of codes to be
applied. Codes represent a grouping of similar descriptive content categories to
facilitate later thematic analysis. In the initial data analysis, codes were grouped
according to the research questions (identification of care needs for homebound
patients, approaches to the care of homebound people, and care partners). After an
initial set of transcripts was reviewed, the codes were reviewed and refined. |

reviewed and discussed this initial set of codes with the project advisors to explore
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and refine the data analysis. As the codes were reviewed and discussed, we grouped
them into broader themes. Analysis and review of interview transcripts occurred

iteratively and continually as interviews progressed.

All field notes and transcripts were analyzed inductively, focusing on areas of
convergence and divergence (Thomas, 2006). The comparison of initial interviews
identified areas of agreement and disagreement within each interview. This
comparison between interviews continued iteratively as interviews progressed and as
transcripts were reviewed. | used probing questions to “test” content that appeared to
be agreed upon by participants and to explain content that was disagreed upon in
subsequent interviews. | explored agreement between participants and themes by

asking about situations in which identified themes or ideas might not be true.

Upon completion of the interviews, all transcripts were reviewed. Codes were
grouped into theme groups with progressively broader categories. Further
refinement of the theme groups and an iterative review of the transcripts took place.
lterative comparisons of responses and identified themes across various professional
and social identities were conducted throughout the data analysis. Final grouping of
themes occurred upon completion of interviews and analysis of interview transcripts.
lterative groupings were used to establish overarching themes, make sense of the

data, and address the study's research questions.

Trustworthiness and Credibility
Within a social constructionist epistemology, each individual experiences and
creates their own reality; transferability in this study refers to consistently identified
themes across individual participants and identity groups. The method of convergent
interviewing and the incorporation of key informant interviews to gather additional

context and information, and to test themes identified in earlier interviews, enabled
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data triangulation as a means of assessing the data’s trustworthiness. Further,
following a convergent interview approach provides a structure to data collection that

can also contribute to the data’s trustworthiness (Amankwaa, 2016).

Researcher Role

In qualitative research, the researcher serves as the primary instrument for data
collection and interpretation. Acknowledging positionality, in how the researcher’s
background, identity, and experiences shape the research process, is therefore
essential to ensuring the trustworthiness and transparency of the work. As the primary
investigator for this project, | am a family physician currently practicing in rural
Manitoba after more than 12 years in Winnipeg. | have worked in long-term and acute
care hospitals in Winnipeg and thus have comprehensive experience caring for
patients in the Winnipeg context. | worked within an alternately funded, team-based
community health centre. | was previously involved in an innovative home-based
primary care model that was a partnership between home care and primary care,
supporting patients and their caregivers in maintaining independent community
living and reducing their use of acute care services. | have held clinical leadership
roles within the community, so | have a relatively robust understanding of the
organization and the current structure of the primary care system and its delivery in

Winnipeg.

Given my experience in this area, reflexivity throughout this project was
essential to ensure that | did not focus solely on my own views during data
interpretation and analysis and draw premature conclusions. Field notes and memos
throughout the interviews and data analysis allowed me to capture my thinking

throughout this project. | had regular reviews and discussions with my project
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advisors to explore the analysis as the project progressed and to further consider the

identified themes.

Ethical Considerations

| have worked clinically in primary care in Winnipeg and Manitoba, specifically
in caring for homebound patients, where potential study participants could be
current or former colleagues. | have also worked as a family medicine teacher and
held administrative leadership roles at the University of Manitoba; thus, physician
participants who are newer graduates may have been former students of mine. These
existing relationships may have limited some participants' openness to sharing
information during interviews. | work clinically as a family physician, which may have
introduced dynamics of power and hierarchy into the interviews, particularly when
interviewing non-physicians. | do not have any current or planned supervisory roles
for any participants, thus limiting potential bias. At the start of all interviews, |

reminded participants that my role in this project is as a student and researcher.

The following chapter will summarize the results from the interviews and the

data analysis.
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Chapter 5 - Results

This chapter presents the results of the data collected and analyzed in this
study. It is organized into six sections, including a summary of participants recruited
for the study, a thematic data analysis, and an introduction to the Collaborative
Identity Model, which allows the identified themes to be interpreted as a model to
understand how the components lead to successful care models and delivery. The
Collaborative Identity Model is depicted in Figure 3 on page 89 and serves as a
reference throughout this chapter, as each section builds toward the complete picture
of the model. The initial section provides an overview of the study participants,
including responses from the demographic survey completed by all participants
before the one-on-one interviews. Subsequent sections review results from the
inductive thematic analysis of interview transcripts. These sections are organized into
central elements that form the foundations of care for homebound people, micro-
level enablers of identity evolution that support collaborative care, and macro-level
contextual and environmental factors that enable collaborative care cultures. Finally,
examples of successful care models that demonstrate the interplay among the levels
will be reviewed. Each section uses direct quotations from study participants as
evidence to support the identified themes. Supportive quotations are identified by a
code that describes the broad professional group the participant belongs to,
including alternately funded primary care provider (AF-PCP), fee-for-service primary

care provider (FFS-PCP), or home care provider (HC).

Through my analysis, | describe the interplay among foundational elements
that support collaboration, the evolution of identities that support the care of
homebound people, and the macro-level influence on context. As interviews
progressed, participants described their positive experiences of collaboration and

caring for homebound people as occurring despite structural, organizational, and
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cultural barriers that often inhibited responsive and patient-centred care. The
question of whether success can be scaled and spread more broadly, or whether it is
simply the result of the serendipitous alignment of time, space, and individuals,
became central to interpreting the identified themes. These relationships are
explored throughout the chapter and depicted in the Collaborative Care Model in

Figure 3 (page 89).

Study Participants

A total of ten participants completed interviews for this study. Initial
recruitment via email and newsletter advertisements yielded nine potential
participants who completed the demographic survey; all described their current role
as a primary care provider. Not all initial survey respondents were ultimately invited to
participate in the one-on-one interviews; due to time constraints and redundancy in
some demographic profiles, priority was given to ensuring representation across
participant groups (e.g., profession and payment/practice model). Additional
recruitment yielded one respondent from a private home care agency and two
subject matter experts with experience in direct home care service delivery and
program leadership. One of these subject matter experts did not complete the
demographic survey; however, their interview transcript and reflective field notes
were included in the full data analysis. This participant's scope of practice and

contributions were within home care program leadership.

Among the total eleven survey respondents, six identified their professional
role as a family physician, while three identified it as a nurse practitioner; only one
described the payment model for their primary care work as fee-for-service. Survey

responses indicate diversity in years in current role, funding model, and frequency of
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home visits. Ninety-one percent of respondents indicated they currently have

homebound patients or clients. Survey responses are summarized in Table 1.
Table 1

Demographic survey responses from study participants

Demographic survey Categories N % of
response respondents

Professional role

Physician Physician 6 55%
NP NP 3 27%
Other (e.g Other 2 18%

administrator)
Current role

Primary Care Provider Primary 9 82%
Care Provider

Home Care Provider Home 0 0%
Care Provider

None of the above None of 2 18%
the above

Years in current role

Less than 5 years Less than 2 22%
5 years
5-10 years 5-10 years 3 27%
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Demographic survey
response

11-15 years

16-20 years

>20 years

Funding model for
primary care (if applicable)

Fee for service

Alternate funding plan

Salary
NA
Other

Currently provide home
visits

Yes
No

Frequency of home
visits

Daily

Categories
11-15
years

16-20
years

>20 years

Fee for
service

Alternate
funding plan

Salary
NA

Other

Yes

No

Daily

% of
respondents
18%

18%

18%

9%

45%

27%
9%

9%

82%

18%

13%
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Demographic survey
response

Monthly
Annually or less
Current homebound
patients
Yes

No

Categories

Monthly

Annually
or less

Yes

No

Thematic Analysis

10

% of
respondents

33%

56%

21%

9%

After the initial coding of the interview transcripts and reflexive field notes, codes

were grouped according to their alignment with the initial research questions:

1) To compare and contrast the care needs that primary care and home care

providers consider for a person who is “homebound.”

2) To describe how primary and home care providers adjust care provision once a

person is deemed “homebound.”

3) To evaluate how primary care and home care providers collaborate with other

care providers in caring for “homebound” patients.

This initial coding identified a group of themes, consistent across participants and

participant identities, that described essential elements in the care of homebound

people. These essential elements, or foundations of care for homebound people, are

described in the next section. These foundational elements were described as

necessary facilitators of care for homebound people at the front lines, or micro-level,

of care delivery. While participants described them as essential to supporting the care
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of homebound individuals, they also considered them central to their teams' overall
operations. These elements create an environment in which professional identities are
shaped and solidified, and social identities are established within a team. These
foundational elements play an essential role in supporting or reinforcing higher-level,

macro-level structures. This interplay is explored in subsequent sections.

Foundations for Care of Homebound People

Thematic analysis of interview responses identified three main themes related
to how home care and primary care providers approach the care of homebound
individuals, how they identify and collaborate with other care providers, and how they
can work together to deliver integrated care. Participants identified three essential
elements for optimal care of homebound people: team-based care, communication,
and collaboration. Each of these essential elements is reviewed in the following

sections.

Team-Based Care

Team-based care was described at a local, micro level; for example, how a
primary care or home care team works together to support one another in caring for
a group of homebound patients. Respondents described primary care teams that
recognize the need for flexibility and responsiveness in caring for homebound
individuals, as individual providers may not be able to address every need promptly;
instead, collective approaches ensure sustainability. Participants described sharing
the workload amongst team members, including collaborative assessments in which
other team members, such as primary care nurses, contribute to care planning for
individual patients. Home care professionals also described a sense of “team” as

supporting optimal care of homebound people. In some instances, this might mean a
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physician steps in to look after another provider's patient, or primary care nursing

team members help provide that direct care:

Like the primary care nurses for sure would make that easier because
they help manage some of these people. And their assessments are

probably just as worthwhile as mine. (AF-PCP, participant 4)

The social worker, the nurse, the physician — we all knew our roles. We
weren't stepping over each other. [The nurse] was taking a blood
pressure reading. [The physician was] asking the right questions. We
were looking at wounds. [The social worker] was at the same time
assessing what we could do to get a home care nurse out to start that

wound care. (HC, participant 2)

In general, “team-based care” was described at its most basic level as involving
more than one person with, each with a different skill set. The benefits of a “team”
caring for homebound people included not having to make home visits alone and
being able to provide a broader range of care. Participants also described what made
up a “team” in their unique context. For some, this was the composition of the team at
the clinic where they work; for others, the team included broader groups of
professionals, including other interprofessional primary care programs. Several
respondents highlighted My Health Teams, a local primary care initiative in Manitoba
that aims to increase access to professionals such as physiotherapists, occupational
therapists, and social workers for community patients who may be difficult to reach

within historic primary care clinics or models (Government of Manitoba, n.d.).

| think the team thing was always one of the nicest things. When | go

with another nurse that way, | feel that it's not just that sole person
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responsible for trying to keep that person aging in place, dying in place,

living in place. (AF-PCP, participant 3)

Now we have a nurse. Some of the other physicians will take someone
from My Health Team, like an occupational therapist. So it can be a bit
more of a functional assessment. The biggest difference is just that I'm
not doing it alone anymore, which makes a big difference on lots of

levels and what we can offer as a service. (AF-PCP, participant 6)

Communication

Regular communication between care providers was described as essential in
supporting the care of homebound people. Participants highlighted the importance
of communication and the conditions that optimize it at the micro level (within their
teams) and at the meso level (with other partners). Effective communication was
crucial in caring for patients, establishing care plans, and building relationships with
other care providers. Participants also described how communication between home
care and primary care providers can provide important insight into clinical decision-
making, for example, whether a prescribed intervention is helping or whether the

clinical situation is improving.

Any time that I've spoken to [home care], you feel like you know what's
going on and have an understanding of their perspective. And often you
are on the same page, but then you get different mixed messages from
patients in particular. Every time I've talked to a home care coordinator,

it's for the most part been a positive experience. (AF-PCP, participant 4)

The better the care is, the more communication the care team has, [...]
the outcomes are better — the person is going to heal quicker or get to

their maximum level of capability.[...] Everybody, including therapy,
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being on the same page — you can get people back to a different

degree of normalcy versus nobody talking, nobody communicating.

(HC, participant 1)

Participants also described how communication between home care and
primary care provides real-time feedback on patient status that is otherwise difficult
for office-based providers to access. However, communication pathways, particularly
between home care and primary care groups, were described as inconsistently
effective. Respondents indicated that perceived ineffective communication channels
created barriers to successful collaboration. While identified as essential for
successful care of homebound people, the experiences of home care and primary
care providers identified opportunities for improvement in communication tools,

expectations, and policy supports.

And now [the patient] hasn't got out of bed for months. She hasn't done
her exercises because they weren't delegated to a health care aide
because there wasn't a [physiotherapy assistant] available [...] just this
conglomerate of miscommunication, and then the outcome just drags
on until the point of 'l need more medication’, right?... I'm just saying |

think there needs to be more communication. (HC, participant 1)

Sometimes | think it would be nice if home care had my cell phone

number. So that it's just a more straightforward communication and

they're actually more truly part of the team. (AF-PCP, participant 5)

One primary care respondent described challenges in communication
between groups, despite co-location with home care professionals in the same

building.
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You know, we just don't have a [communication] route. It seems like even
though they're upstairs, it would be like they work downtown. There
doesn’t seem to be any interface between the two floors. (AF-PCP,

participant 4)

Collaboration

Participants emphasized a commitment to collaborative care delivery as a key

facilitator for caring for homebound individuals. “Collaboration” in this context was
described as a willingness to work with others. This “collaborative spirit” was not
uniformly present across teams and work environments and contributed to the over

team culture. Participants experienced the impact of a commitment to collaboration

all

at both the micro level (within a primary care or home care team) and the meso level

(with other partners or programs within the community).

What makes it easy is talking to [home care workers] and realizing that
they're all really working hard to do a good job and are invested in the
care of these people out in the community, regardless of how trying and
difficult and challenging [patients’] behaviors are. And if there was an
easier way to have a team approach for [certain patients] | think it would

be even more rewarding and honestly fun. (AF-PCP, participant 6)

And of course, our nurses and our health care aides work hand in hand.
We're all in the same care team, and there’s no division. So that
communication gets back right away to the nurse to say somebody has

to go out immediately. (HC, participant 1)

This commitment to collaboration was best described by one participant: "A
collaborative spirit — so | think when we do better at connecting, then we can fully

realize our potential to be partners in care.” (AF-PCP, participant 6). Despite interest

in
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working together, some organizational processes inhibited participants from fully
committing, raising concerns about trust and about not knowing who the other team

members were or how contact information would be used.

It's just my perception that often there's different home care nurses

doing the care, so there's lots of different folks. | have a bit of hesitation
about just giving my cell phone number as a blanket option — although
if they were on a [secure messaging application], | think that would be a

reasonable thing. (AF-PCP, participant 5)

Team-based care, communication, and collaboration formed the foundation or
essential elements in successfully caring for homebound people. Participants
described experiences at work that highlight the impact of policy, organizational, and
cultural decisions on their work environments. Individual experiences shape the
realities these professionals create and lead to further development of professional
and social identities. These additional contexts are explored in the subsequent

sections.

Macro-Level Decisions Influence Provider Experience of Caring for Homebound People

Three high-level themes were identified that reflect macro-level decisions,
made at the policy, program, or organizational level, that influenced the micro- and
meso-level experiences of home care and primary care providers in caring for
homebound individuals. Importantly, these macro-level decisions are reflected in
providers' perceptions of how easily the essential elements of care for homebound
people (i.e., team-based care, communication, and collaboration) were experienced.
The three identified themes address technology & tools, organizational commitment

and relationship-building.
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1) Technology & Tools

Choices about technology tools and implementation directly impact care
delivery and how teams and providers can work together. Respondents reported that
home care and primary care documentation were not integrated, which prevented
them from following up on their patients' status. The use of antiquated tools, such as
fax machines, negatively affected the provider's experience in responding to home

care requests.

To communicate as a fax to home care is just cumbersome and a bit of a

barrier. If [nhome care] want something, they fax me. If | want something, |

fax them. We don't always answer each other in a timely way because of

the pressures of the day. Often the number that they fax me isn't the

number that's actually programmed into the electronic chart. So then |

go to fax them back, and I'm not sure if | have the right fax number,

because it's not the actual fax that | have to home care . (AF-PCP,

participant 6)

In some cases, a lack of technology and reliance on non-integrated paper
charts further degrade communication opportunities. One participant described how
the home care paper chart in the patient’s home is moved or misplaced, which makes

opportunities to communicate and collaborate more challenging.

During home visits, [a primary care provider] would find those little
folders [home care charts], like hidden all over the place, on top of the
fridge. He had to actually do a police search of the house to find the
home care information, and [the home care staff would] start putting itin

the freezer and all sorts of unpleasant places. (FFS-PCP, participant 1)
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The lack of integration of documentation tools creates additional barriers to
communication and collaboration and contributes to administrative burden and time
spent locating contact information. This reality can reinforce norms and identities that

further entrench communication challenges.

It's hard sometimes to carve out the time to do that — to track down that
one paramedic who wrote a note, or to call the pharmacist after it takes
you five different buttons to press in their telephone tree to get a hold of

them. (AF-PCP, participant 6)

Respondents also described circumstances in which the creative use of
technology facilitated collaboration and communication, highlighting decisions made
in other programs that have facilitated communication and the experience of
collaboration between groups. Participants also highlighted potential future
opportunities with further and more broad information sharing with other partners in

care.

Now with the community paramedic program sharing the [electronic
medical record] chart with us, it's so much easier because we can see
what they're dealing with. And | think they can now see our notes as well.
| honestly wish that there was more integration of all emergency
services. We don't see what the police calls are out to people’s homes

[for]. (AF-PCP, participant 6)

In this specific example, the inclusion of emergency services is particularly
relevant in caring for homebound people, as emergency services are often the
homebound patient’s primary interaction with the health system. One respondent

also described how specific choices at an organizational level support collaboration
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and communication, specifically, recognition that staff providing care in the home are

mobile and thus need mobile devices to support real-time communication.

The staff are also mobile, so they have mobile devices. If there is a
change in the care plan, we're not waiting for the nurse to go back to the
office, put it in the system, print it off, take it back to the client’s house.

It's in real time; it updates on their mobile devices. (HC, participant 1)

2) Organizational Commitment

Achieving true collaborative and integrated care requires organizational
commitment and a supportive environment. The type of intentionality described by
participants includes physical organization of teams (including but not limited to co-
location), programmatic organization (how care teams are meant to work together as
designed at an organizational or system level), established cultural norms (what the
expectations are within an organization and between programs and how relationships
are formed and maintained), and administrative organization (including established
and expected reporting structures). These structures can facilitate integrated care in
the community by creating a supportive environment for this work and establishing
expectations for professionals to work together. Participants provided programmatic
examples of integration, specifically in the delivery of palliative care in the community
and described the differences in working with home care as part of the palliative care

program compared to working with home care as part of the regular home care

program.
Home care in the palliative care program where they're apt to [...] pick
up the phone and call [...]Jknowing that you know the patient well and

you can have a two-way form of communication that may be even

synchronous at times. | think that's one of the key ingredients is a robust
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communication so that[...] your care is coordinated and integrated and
that it's contextual based on their patient’s care needs. (AF-PCP,

participant 2)

These differences in home care across contexts highlight the impact of
programmatic and organizational decisions on front-line care providers' experiences.
These experiences of front-line professionals are directly informed by decisions made
at higher levels. These experiences shape professionals' identities; participant
responses make it clear that their work and ability to provide care are affected by

decisions at higher levels.

Participants described limitations in physical organization and co-location,
without established expectations for collaborative work between programs and

teams.

A physical building where each of the floors more or less operates
completely independently. It's one of those very interesting design
features that probably in the initial inception was not how it was
expected, but the fact that you're physically co-located doesn't by itself
create an environment for collaboration. [...] Collaboration takes effort.

(AF-PCP, participant 2)

Participants also described feeling limited by the system as currently designed
and expressed frustration with the difficulty of navigating within their teams and
across programs due to organizational barriers. This was described by home care
participants as a lack of coordination and as seemingly duplicative care. The
organizational support for home care to work with primary care partners is further

complicated in the context of private home care agencies.
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There's a separate section of home care where somebody from a
nursing team, separate from your regular team, is going out and doing
wound care, communicating with a physician, and not always getting it
back to the actual coordinator who was doing the quarterbacking of the
actual care plan.[...] There was no continuity. Very, very little
collaboration.[...] The patients had to tell their story over and over
again. [Care delivery is] very siloed.[...] a home care care plan
happening in isolation of a primary care care plan, or the opposite,
where there was no primary care at all, and only episodic care being

sought by this individual. (HC, participant 2)

We don't have that connection to primary care because [the system
doesn't] allow us. They don't give us any information, even [when]
accreditation says [...] we have to.[...] That's on [the] system to do that

medication reconciliation. (HC, participant 1)

Primary care providers reported a lack of system-level support to sustain
innovations within their teams or with home care partners, contributing to frustration
with the inability to navigate the system to provide optimal care, particularly for

homebound patients.

The ways that it works is when you have a case coordinator, you have a good
relationship. But they still can't control some of the staff that don't want to do
stuff [...] But making intent of connecting [...] and communicating and letting
people know they shouldn't be afraid to call you to, not, to not jump into the

hierarchy of well you shouldn't have my cell phone. (AF-PCP, participant 3)
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The lack of intentional discussion and planning between home care and
primary care, with a focus on integration and collaboration, is most telling, particularly
given participants’ apparent desire to do so. Even in situations involving interested
parties, an organizational structure to formally support that type of work, including

considerations for compensation, is lacking.

Underlying the structural and organizational aspects that can support
collaboration are relationships between individual care providers and among
professionals within a team. The following section reviews the theme of relationships
and how organizational and policy decisions can shape their formation and

maintenance.

3) Relationship Building

Relationships between care providers are essential for optimal collaboration and
require purposeful action and intention by policy and decision-makers and frontline

professionals to be established. Participants reported that maintaining relationships
with other care providers facilitated care for homebound patients. They described this
as understanding where another health care professional is coming from, reaching a
common understanding of a patient’s care needs, and building trust between
professionals, thereby allowing each to work within their scope of practice.
Participants described how taking the first step to reach out to another professional or
to establish communication expectations often required stepping outside typical
norms. Having an existing relationship made it easier to initiate communication,
leading to more valuable collaboration. Participants also described the time required

to establish these relationships.

Any time that I've spoken to [the home care providers], you feel like you know

what's going on. And an understanding of, you know, their perspective. And often
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you are on the same pages but then there's [times when] you get different mixed
messages from patients in particular. [...] Every time I've talked to home care
coordination, it's for the most part been a positive experience. (AF-PCP,

participant 4)

Participants did not describe relationships as necessarily in-depth; rather, they
prioritized a purposeful initiation of contact related to a particular patient situation
and then leveraged that initial contact to facilitate future interactions. Those patient-
centred interactions helped to address assumptions held about another professional
and ultimately led to more valuable and successful patient care. While interactions
between home care and primary care professionals were essential, participants
described other care partners for whom establishing similar relationships further

optimized care delivery for homebound individuals.

| got a fax from the pharmacist saying 'you've got to do something about
their medications’. And | thought, well, that's rather dramatic. But | called
[the pharmacist] up and we had this great conversation. [The
pharmacist] has known this person for years and is coming from a place
where she wants to do better by her and has legitimate concerns about

what's happening out in the community. (AF-PCP, participant 6)

Participants described interventions that facilitated discussion and relationship-
building among care team members. For some, this occurred within their micro team
(e.g., a primary care team). For others, these interactions occurred between programs.
Established, regular meetings for case discussion were described as one intervention
that provided opportunities for communication, relationship-building, and shared

decision-making.
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Case conferences where we can have everybody in the room, it's just

amazing when we have a [patient] and we have their family in the room,

the physician, case manager, OT[...] everybody's talking about [the care

plan], where you've got the client right in the center of it. (HC,

participant 1)

Participants also described instances in which these relationships do not exist
and the challenges this creates in truly meeting homebound people’s needs. Policy,
program design, and organizational structure impact how people work together and
shape expectations and ways of working that guide or direct interactions.
Relationships develop when people interact with others, and system design that limits
interactions means the benefits to patient outcomes from care team members having
established relationships with one another are missing. Participants also described
instances in which these relationships do not exist and the challenges this creates in
truly meeting homebound people’s needs. For some, the structural design limited
opportunities for communication or directed communication between team

members in certain ways.

| would hope that the direct service [home care] staff would have way more
communication with the case manager. Right now they communicate with the
resource coordinator. So [they are] supervised by the resource coordinator,
they phone the resource coordinator to say, [the patient isn't] doing well today.
It's a game of telephone. And that resource coordinator tells the case
[manager]. [...] There isn't that ability for [the direct service staff] to proactively

[connect with the care manager].(HC, participant 2)
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Probably knowing who [the home care workers] are, | probably fogot

about them because | really don't have a lot of contact with them. | don't
feel like | communicate with the home care workers that often. | probably
talk to family members more about the home care piece than home care

themselves. (AF-PCP, participant 4)

Importantly, participants expressed a clear desire for integration between

home care and primary care programs.

If home care was sort of in the tent, so to speak, and not its own entity

that had very little to do with primary care, | think that would be

extraordinarily helpful[...] in terms of care coordination, things like

discharge planning [...] We could do that a lot better. (AF-PCP,

participant 2)

This commitment or desire for integration highlights the connection between
the foundational elements (team-based care, communication, and collaboration) and
the macro policy and organizational context, leading to an evolution of identities and
a commitment to collaboration. This is the interface where Collaborative Identity is

developed and described in the next section.

Evolution of Collaborative Identity
When caring for homebound people, participants described success as finding
creative ways within their existing structures, teams, and environments to meet patient
needs. These examples highlight the foundational elements of team-based care,
collaboration, and communication that persist across organizational and structural
contexts. Success may be due to shared values within a team, serendipitous
alignment, and social identity. This shared identity almost serves to reinforce

recruitment and hiring, which, in turn, further maintains the social identity; hiring
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professionals with similar values to join a team that has established norms reinforces
an approach to and a prioritization of caring for homebound people. A baseline or
inherent commitment to these foundational elements is essential, especially when
starting something new or when the organizational structure and culture are not
robust enough to support further collaborative identity development. The
sustainability of this approach depends on team members' individual will and the
dynamics between them. Changes in team members, or local leadership, reduced
tolerance for working against the organizational current, and overall burnout and
fatigue can weaken commitment to a way of working. Further, attending to the
foundational elements is not automatic; simply putting people together on a care
team does not ensure optimal micro-team performance. Sustainable and scalable
change across sites, regions, and programs requires macro support that enables the

foundational elements.

we've tried to [make improvements] quite a few times, so we had a nurse
assigned to [our primary care team] before through home care, to help look
after my patients and help coordinate it.[...] The idea was to have regular
meetings, but they had the wrong nursing person [in the role]. She wasn't
interested in collaborating. So | thought that model had a lot of hope, where
you actually had [...] nurses are attached to the practice, to the community
area, to the doctor, to the, and for some reason, it never seems to go anywhere.

" FFSPCP-1

The physician group works well together and we do our best to take
care of all the patients in the clinic. And nursing has taken quite a bit of
ownership over these folks as well, which has been helpful. (AF-PCP,

participant 5)
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Collaborative identity evolution occurs when conditions support care delivery
and expectation. When caring for homebound people, the micro-environment
expects this level of care, and the work experiences are rewarding and meaningful,
this further reinforces the identity that forms or evolves from doing the work.
Organizational policy and culture create an environment that further supports this,
which in turn reinforces or influences the care experiences and identities that result.

These relationships are illustrated in Figure 3, depicted below.
Figure 3

Collaborative Identity Model

COLLABORATIVE IDENTITY MODEL

Sustainably meeting the needs of

homebound people

System-level changes in
care delivery occur with
commitment and
intentionality at all levels

Macro Decisions - .
This is where policy,

organzational and
program decisions are
made

Evolution of
Collaborative Identity The interface between
macro decisions and
micro experience is
where identity adapts

This is where care is
delivered; foundational
elements are essential
for succcess
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Note. This image depicts the interplay between care providers' micro-level
experiences and macro-level decisions, and how these interactions influence the

evolution of a collaborative identity.

When all aspects are considered, care can be delivered successfully through
program integration. The following section will review successful examples described

by study participants.

Sustainable and Scalable Collaborative Models of Care

Throughout this study, participants described successful care for homebound
people at the micro level, and the previous sections reviewed analyses that highlight
the necessary criteria for delivering care to homebound people. Importantly, home
care and primary care integration were often described as lacking, especially at the
macro level and in a sustainable fashion. Participants provided examples of situations
in which the alignment between macro-level decisions and micro-level experiences

was more intentional, specifically in the delivery of palliative care in the community.

Participants described the foundational elements as incorporated into how
they work and into their expectations for interactions and collaborative work with the
palliative care program. Participants highlighted established and expected

communication pathways and a willingness to work collaboratively across programs.

[Communication is better with palliative care providers] because they
review things with us and they're kind of consultants. So they send
information back our way and keep you in that loop of communication.

(AF-PCP, participant 4)

Collaboration was also described as an essential element of the palliative care
model, and participants experienced this at the micro level, reinforcing the

foundational elements of team-based care, collaboration, and communication.
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Participants also described experiencing the macro-level decisions; the program’s

design reinforces the experience of expected and intentional collaborative work.

[Palliative care providers] proactively engage because they know they

need a prescriber, they know they need a clinician, and they proactively

send you information: ‘Your patient just got [enrolled into the palliative

care] program. These are their goals. Will you continue to be their

primary care provider? If so, can we have your phone number? How can

we look after you? Will you be prescribing their palliative drugs? Yes or

no. [Whereas with regular home care] half the time | wouldn't know that

a patient of mine ended up on a hospital discharge in the home care

program. (AF-PCP, participant 3)

Participants also described how the collaborative relationship between
palliative care and primary care is intentionally evaluated when a patient is enrolled in
the palliative care program, with plans to support primary care providers with varying
degrees of capacity for collaborative co-management of patients. Participants
contrasted their experiences working with home care and palliative care, noting that
communication with palliative care was easier because it aligned with the program's

structural and cultural expectations for how it operates.

Home care is not that accessible to get a hold of. It's not easy to get a
hold of a [home care] case coordinator, but yet palliative care is super
easy. | could be on the phone and call someone on call and say | just
can't get these symptoms managed well. So it goes well when you know
you can easily get a hold of the case coordinator and you have a nurse

with you. (AF-PCP, participant 3)
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This experience highlights how individual experiences reinforce identities,
shaping ways of working and being. With this example, the primary care provider’s
experience is that palliative care is accessible and easy to reach. This ease of
accessibility is by design of the palliative care program and is part of how they
operate and the expectations they have as a team. The primary care provider views
this positively and reinforces their desire to work with the palliative care program. If
we consider the Collaborative Identity Model described in Figure 3 (page 87), this
dynamic drives the evolution of both groups’ identities and contributes to the
sustainability of the care model. A participant described an intentional decision to use
shared documentation tools as a specific example of how frontline providers

experience this.

The palliative care program is just like one of the programs that tends to
work very well in our system. The fact that they’re on [shared electronic
medical record] is quite helpful. So maybe that is something that would
help with communication with home care? Yes, for sure. It is definitely

more seamless. (AF-PCP, participant 5)

The responses from participants related to their experiences of working with
the palliative care program, and contrasting this to their experience working with
home care providers, provide an example of how systems can effectively consider
macro decisions in program and system design, be intentional about opportunities
for collaboration, and centre relationships as part of program design and operations.
These successes can be useful to consider in the context of models and approaches
to care for homebound people, as well as the optimal organization of home care and
primary care programs. The next chapter will consider these results in the context of

existing literature and contemplate the implications of this work.
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Chapter 6 - Discussion

This study explored the experiences of home care and primary care providers
caring for homebound people, with the aim of describing their care needs,
approaches to care, and the identification of care partners. The theoretical
frameworks that informed this work introduced the Collaborative Identity Framework,
which describes the interaction between professional and social identities within a
given environment, with external influences such as policy, politics, and organizational
culture, contributing to the development of a Collaborative Identity. This
Collaborative Identity informs who we are as collaborators, how we work with others,
and how we approach our professional role when collaborating. In this study, this

Collaborative Identity was considered in relation to caring for homebound people.

Homebound people, often defined by the ease with which they can leave their
homes, have high rates of comorbid chronic disease, often have difficulty accessing
primary care, frequent emergency departments and require inpatient admissions and
have social circumstances that may contribute to the challenges they experience in
leaving their homes (Lapointe-Shaw et al., 2022; Leff et al., 2024; Ornstein et al., 2015).
Higher severity of frailty and dementia can also predict homeboundedness (Leff et al.,
2024). Navigating community services available to support the increased care needs
of an aging population can be challenging for primary care providers (R. Valaitis et al.,
2020). Given the high needs of this population and the interplay of medical
comorbidities, social needs and functional limitations, interprofessional teams are
often described as supportive models of care for this population. Further, attention to
program integration and to fostering collaborative working is essential. Home-based
primary care (HBPC), for example, describes primary care delivered by a team in the
patient’s home that works collaboratively with home support services (Stall et al.,

2013, 2014). When care is delivered for homebound people in this coordinated and

91



integrated model, this can lead to lower emergency department visits and hospital
admissions (McGregor et al., 2018). The provision of home visits by family physicians
alone, in the absence of other supports and without integration into a more holistic
approach to care may lead to further fragmentation of care (Salahub et al., 2023).
Given the current context of long waits in emergency departments and access block
in hospitals with admitted patients waiting for transitions to other parts of the system,
optimizing care in the community and preventing hospitalizations and emergency
department visits is imperative (CADTH, 2023; Haas et al., 2023). This focus on
optimal care in the community is especially important for homebound people, given
their increased needs and challenges they face upon hospital discharge. Further,
explicit integration of home-based primary care and community support services can
lead to lower rates of long-term institutionalization and more months spent living in

the community (Leff et al., 2019; Valluru et al., 2019).

Access to these explicitly integrated models or formal home-based primary
care models is not universal. While it is important to understand the dynamics of
formal programs, it is also essential to understand how care is provided to
homebound people in the absence of such programs. Prioritizing the homebound
population as an important segment within the primary care ecosystem is essential to
achieving whole-system impact in care delivery. Considering how we care for
homebound people in the community and how to optimize that care is an essential
contribution to integrated, longitudinal care. Success in optimizing care for
homebound people depends on collaboration and integration, or on considering
how home care and primary care providers work together to meet the needs of this
population. This study introduces the Collaborative Identity Framework to inform our
understanding of how different professionals see themselves as collaborators, how

they develop a collaborator identity, and how this identity informs their approach to
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the care of homebound people. This framework informed the data analysis,
culminating in the development of the Collaborative Identity model, which describes
how various influences shape the development of a sustainable collaborative identity
and how collaborative identity can evolve, in the context of micro- and macro-level
elements. This work acts as a foundational guide to optimal integration and
collaboration between home care and primary care providers and considers how
professional identity formation and social identity shape and frame care providers'

experiences.

This study identified foundational elements for the care of homebound
people; these elements are core to optimal care delivery and must be considered

and prioritized for successful care in the community.

Foundational Elements in Caring for Homebound People

Home care and primary care providers identified team-based care,
communication and collaboration as essential foundational elements for caring for
homebound people. Previous work has described models of care for those with
multimorbidity (Muth et al., 2014; Roughead et al., 2011; Stokes et al., 2017,
Sturmberg et al., 2021) and for homebound patients (Kim & Jang, 2018; Reckrey et
al., 2015, 2018; Stall et al., 2013, 2014; Totten et al., 2016). These care models
describe integrated, collaborative interprofessional care as foundational, yet they
provide limited detail on the critical elements that enable integration and
collaboration. This study provides further insights into the foundational elements that
must be considered at an individual team level to optimize care for homebound
people. The team-based care component highlights the perceived value of a team
approach when caring for homebound people. The Patient’s Medical Home model

(College of Family Physicians of Canada, 2019) lists interprofessional team-based care
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as one essential pillar to support optimal primary care delivery for patients in the
community. For patients, a longitudinal relationship with a family physician or nurse
practitioner, working as part of a primary care team that knows them, along with easy
access to this team, is described in the national OurCare standard (Kiran et al.,
2025b). This standard was developed through engagement with the Canadian public
and describes the foundational elements of primary care delivery that all Canadians
should be able to expect from the primary care system (Kiran et al., 2025b; MAP
Centre for Urban Health Solutions, 2024). This study highlights the application of
these concepts in caring for the homebound population, a segment of the
community population for whom access to primary care is often difficult (Oseroff et

al., 2023).

Specific models of care have been developed to serve homebound patients,
such as HBPC models, which are designed around a team-based approach (Stall et
al., 2013, 2014; Zimbroff et al., 2021). This study provides insights from primary care
and home care providers caring for homebound people in the absence of formal,
targeted programs for longitudinal care, suggesting that improving care for this
population is possible within existing primary and home care programs and
approaches. Additionally, this study reinforces the intentionality and commitment
required for collaboration and team-based care to succeed, even in focused teams
designed for that purpose. Programs in which different professionals communicate
only through referrals fail to achieve collaboration or the desired patient outcomes,
particularly for homebound patients with complex needs (Anwari et al., 2022).
Collaboration and communication have previously been described as facilitators of
team-based care for older adults living in the community (Montano et al., 2023); this
work provides further insight into the experiences of home care and primary care

providers caring for homebound people. Developing communication protocols
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among groups of professionals in the community who care for homebound people

has been one attempt to address this concern (Alvey, 2024).

“Collaboration” is a set of skills and competencies that describe how people
work together (Canadian Interprofessional Health Collaborative, 2024). This study
reinforces the competencies described in the Canadian Interprofessional Health
Collaborative competency framework (Canadian Interprofessional Health
Collaborative, 2024), particularly related to communication, role clarity, team
functioning, disagreement management, and relationship-focused care. Participants
identified collaboration, working with others, and an intentional commitment to
collaboration as another essential element for optimally caring for homebound
people. In this study, this commitment to working collaboratively was described
within teams (both primary care and home care) and between home care and primary

care.

Collaboration is described in many models of care, yet the conditions and
operational aspects of collaborative work are often not specified. Others have
described barriers to collaboration between home care and primary care, including a
lack of understanding of roles and scopes of various team members and a lack of
structured, seamless pathways for communication and collaborative care review (J. L.
da Silva et al., 2021). Patients and families will often assume the role of “integrators” as
they navigate the lack of seamless care delivery (Sekanina et al., 2024). “Integration”
refers to how providers, systems and organizations are set up (Goodwin, 2016;
Valentijn et al., 2012). Designing programs and care delivery with intentionality,
incorporating and planning joint visits with different professionals, and offering
shared decision-making and care-planning opportunities can improve patient-
centred care and provide more holistic care (Kari et al., 2022). Designing a program

to include shared visits and case reviews aligns with the outcomes of this study, in
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which participants highlight intentional program design as integral to optimal care
delivery for homebound patients. This study provides insights into these critical

elements of homebound care.

Previous work, dating back to 1999, highlighted the lack of integration
between home care and primary care and described efforts to establish integrated
partnerships between these groups. In the development of a new model, the project
team identified the need for structured communication processes, tools, and
resources, and a commitment to partnership development (Korabek et al., 2004). In
this work by Korabek et al., they purposefully sought interested and committed
physicians and home care case coordinators to participate in the project. The authors
describe a group of physicians readily interested in participating in the program,
while case coordinators were more apprehensive and ultimately, some case
coordinators were assigned to participate in the project by their manager (Korabek et

al., 2004).

Several factors are telling from this previous work: 1) more than twenty years
later, the same challenges and lack of integration between home care and primary
care exist; 2) one wonders about the inherent professional and social identity of
home care coordinators and how that limits or influences their willingness to engage
in collaborative efforts and 3) Purposeful integration is not automatic and requires
organizational commitment to be successful and to have sustainable change. The
results of our study reinforce this interplay between front-line care delivery and

organizational policy and decision-making.

Macro Decisions and Impacts on Care Delivery

This study identifies three themes describing how macro-level organizational,

program, and system policy decisions influence the experiences of care providers at
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the micro, or direct patient care, level. These themes include the choice and
implementation of technology, organizational commitment to collaboration and
integration, and action and intentional design to support relationship development

among care providers.

Decisions about technology are examples of macro-level decisions with
hierarchical impacts at the micro level of care provision. Participants in this study
identified technology as an enabler of integrated care for homebound patients.
Shared documentation, access to information about care provision and decision-
making from other groups were identified as enablers of collaborative and integrated
care; the absence of a common space for information sharing was perceived as a
barrier. Participants also described circumstances in which decisions were made to
integrate technology across programs, particularly in communication and mobile
device use, and how these decisions positively influenced care providers'
experiences. Methods of communication, for example, in person, by telephone orin
writing, have previously been described as influencing collaboration (Alpay et al.,
2023; Korabek et al., 2004). Interestingly, participants in this study did not describe
concerns related to multiple logins, security or managing data to inform care delivery
(Alpay et al., 2023). This discrepancy with previous work highlights the lack of
foundational digital tools to support the care of homebound people in this study.
Participants did not describe challenges or opportunities with more complex tools

due to the lack of connection or interoperability with current tools.

The experiences shared by study participants provide a clear example of why
the interoperability of digital records and documentation is critical and how decisions
about the deployment of digital resources must be considered, especially for patients
with complex needs, such as homebound patients. Digital interoperability is a current

topic within the digital technology space (Digital Health Interoperability Task Force,
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2024) and is supported by proposed federal legislation, the “Connected Care for

Canadians Act", Bill S-5 ((Government of Canada, 2026). This project provides a

specific example of the impacts on care delivery of the presence or absence of an
interoperable digital system, and, importantly, of how providers experience their work
because of decisions about digital tools and their implementation. Others have
described the barriers created when technology solutions are not well supported or
developed intentionally without appropriate infrastructure and policy support
(Yutong et al., 2023). Shared electronic medical records have previously been
described as supportive in effective collaboration for homebound people (Fathi et al.,
2016); participants in this study also described instances where shared
documentation records were used and how that decision positively influenced their
work and experiences in caring for homebound people. Use of secure messaging
between care professionals (Fathi et al., 2016) led to increased frequency of
responses between home care nurses and primary care providers (Lyngstad et al.,
2014). Participants in this study describe how leveraging existing secure messaging
tools could help optimize communication between home care and primary care
providers. Tools exist within the organizational and policy context of this study but
have not been implemented to support work among home care and primary care
provider groups. This example reinforces organizational and policy decisions that
impact the frontline care delivery experience, as well as the need for intentional,
thoughtful planning and consideration of care providers when developing and

implementing digital technology solutions.

In this study, organizational commitment to integration and collaboration was
another theme that highlighted the influence of macro decisions on micro-level care-
provider experiences. Co-location of home care and primary care teams within the

same buildings, as noted by some participants as one example, was observed despite
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limited interactions and irregular, asynchronous communication about shared clients.
In this case, a macro decision for co-location in the absence of explicit and purposeful
decisions about integration, such as collaborative case discussions between teams,
shared documentation tools, and commitment to building relationships between
home care and primary care providers, further contributes to individual experiences
of providers as being separate and not integrated. Co-location can foster
collaboration and integration when other aspects, such as information technology,
are also considered. Additionally, recognizing the role of existing professional
identities, a baseline understanding of roles, and a commitment to shared values and
goals have been identified as essential enablers of successful and meaningful
integration in the context of co-location (Lalani & Marshall, 2022). This study
reinforces the view that co-location without intentional integration does not lead to

collaboration between groups.

The need for intentional design and consideration of how groups work
together must occur at the organizational level. Professional and social identities
within provider groups in a given context will influence the willingness and openness
with which they approach integration with a new group or professional within their
team (Wankah et al., 2022). In this study, home care and primary care providers
mostly operated as separate groups, despite some instances of co-location,
supporting the notion that groups' professional identities and cultures need to be
considered for the collaboration and integration benefits of co-location to be
realized. In the absence of intentional design for collaboration and integration,
professional and social identities are further reinforced as separate between groups,

and the established norms that ensue further reinforce these separate identities.

Previous work has explored integrating public health and primary care to

improve population health outcomes. Similar challenges with communication and a
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lack of common goals between groups have been described, along with the need to
commit time to collaboration, as well as the benefits of relationships and trust in
supporting optimal collaboration and integration (R. K. Valaitis et al., 2020). My work
further expands this understanding, describing the dynamic between macro decision-
making and care delivery and experiences at the micro or front-line level. Social and
professional identity are variables that can be dynamic at the intersection of these
decisions and experiences and can reinforce optimal integration goals for program

and service delivery.

The enablers and barriers to collaborative and integrated care described in this
study also demonstrate the bidirectional influence of micro- and macro-level
decisions on the experiences of home care and primary care providers and on their
ultimate approach to the care of homebound people. These bidirectional influences
are circular in establishing and reinforcing social identities within provider groups and
describe an Identity Evolution that occurs between these interfaces. Formal and
informal boundaries are drawn around groups. Group members experience working
within these boundaries, with explicit and implicit norms and expectations that
reinforce identities that form in this context. Group identities and norms can override
and shift what is typical or expected as a baseline within and between groups;
however, the sustainability and scalability of these norms across a system remain
unclear. Previous work has highlighted the organizational commitment required to
shift historic ways of work and the challenges with the sustainability of these changes
(Korabek et al., 2004). Navigating rigid and historical boundaries between acute care
and community care, and between health and social programming, is challenging to
overcome; this has been described outside the North American context (Woo et al.,
2021), highlighting the pervasiveness of this challenge. Further, evaluating the

implementation of integrated models of care, particularly those focused on older
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adults, is challenging (Billings et al., 2020). These challenges with evaluation and
implementation speak to the sustainability of change, particularly with new models of

care and with changes in how professionals are expected to work.

Participants in this study described a “collaborative spirit.” The team culture
within their local micro teams was described as enabling collaborative care, which
influenced how they worked together to care for homebound people. Within a
primary care team, established norms of collaboration would prompt proactive
outreach to potential care partners to support homebound patients. These proactive
connections can begin to establish some of the enablers of integrated care
described: communication, collaboration, and team-based care. As these
connections are made, providers experience a different reality, and their social
identities adapt to incorporate or begin to consider collaboration and care
integration as part of the expected norms within the groups they find themselves. This
change in participants' experiences and perceptions of reality is part of what is

necessary for sustainable change.

The outcomes of this study highlight that individual commitment of a group of
professionals is insufficient for sustainable change. Individual willingness, paired with
organizational commitment, is essential for long-term success. Further, organizational
commitment, through intentional policy decisions, can affect how professionals
experience and view their work and can be leveraged to establish environments that
support identity formation and evolution aligned with the goals of collaborative and
integrated care. Participants in this study reported that their experiences were
individual-specific and occurred at the micro-level, within the context of macro-level
interventions and policy decisions that were perceived as directly supportive of or
aligned with their work. Participants also provided examples of macro-level decisions

that enabled collaboration and integration, resulting in care delivery perceived as
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more seamless and integrated. The positive experience of working collaboratively
with this program led participants to describe their experiences more in line with an
integrated approach and as being on the same team. Participants in this study
highlighted their experiences with the palliative care program as an example of
alignment of macro-level decisions and micro-level front-line provider experience.
Participants described as foundational to program delivery, for example, using a
shared documentation tool and collaborative communication with primary care

providers as part of clinical workflows.

Participants highlighted this experience as integrated and, in turn, described
the collaborative identity they developed. “We work collaboratively with the palliative
program, and the palliative works collaboratively with us” was a consistent sentiment
from participants. Essential is that this way of being and working collaboratively was
described as established within the program's operations. It was not contingent on
the individual will of professionals in either program, nor on either program
developing new ways of working, nor on requesting a new way of working to meet
collaborative care goals. This way of being highlights the potential success of the
Collaborative Identity model, the iterative, circular roles of policy and identity, and the
necessity of both for the identity evolution that results from organizational policy and
commitment. Further, moving beyond pilot projects, short-term funding, and
initiatives is essential for long-term impact in how professionals work together to

achieve collaborative, integrated care for homebound people.

Study Limitations

This study was conducted within a single provincial health system and a single,
urban geographic area. This approach enabled the identification of themes within a

relatively stable policy environment. This environmental stability enabled the
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exploration of the interactions between policy decisions and providers’ experiences.
Despite this, we were able to explore experiences in various primary care provider
compensation models and both private and public home care delivery models. This
diversity of perspectives highlighted the pervasiveness of challenges of historic and
structural siloing of home care and primary care, the opportunities for improvement
within smaller spheres of influence, namely small, local teams of providers and the
bridging of these small areas of change into broader collaboration and integration,
requires organizational, policy and program commitment to be successful. The focus
on recruitment within a select policy environment may limit applicability in other

contexts.

Recruitment of home care providers was challenging in this study, so their
experiences are not fully represented in the outcomes, a limitation. Further, the
experience of direct service staff providing home care support was outside this
project’s scope; we focused our recruitment on home care case coordinators or home
care nurses to better capture and reflect the dynamic within the existing system of
established communication pathways with primary care providers. The experiences
of this key group of care providers of homebound patients with collaboration and
integration are important to explore. This study focused on recruitment from
providers in an urban environment; rural and remote work may entail additional
nuances and complexities not represented here. Homebound patients and caregivers
are essential partners in this work, and recruitment was out of scope for this project;
engagement with them is an important future area of work. | also focused primarily on
the care of homebound people as a specific population segment to explore and
understand the approaches to care by home care and primary care providers for this

group. The larger home care population, and how home care and primary care
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providers navigate care for this group, may involve additional complexities and

nuances that were not captured in this study.

Additionally, | primarily focused our exploration on the care of homebound
older adults. There are also additional subsets of people, such as younger adults with
physical or cognitive disabilities, for whom care is delivered in the community with
differing perspectives. We also did not delve deeply into what was considered
“home” or the role the home environment and associated supports play in care
delivery. Additionally, we focused on recruiting home care and primary care providers
to explore their experiences of caring for homebound patients. We did not recruit
other clinical partners, such as those in emergency medicine, acute care, and
community agencies. These additional perspectives are essential for future

exploration of collaboration and integration in the care of homebound people.

Our recruitment of primary care and home care providers for this study
focused on those currently or previously caring for homebound people. This may
have introduced response bias and desirability bias, given the primary investigator’s

positionality as a primary care provider and health system leader.

This study highlights the importance of intentionality at all levels of planning
and decision-making when considering integrated, team-based care for homebound
patients. The outcomes of this project can be used to inform the implementation of
team-based and integrated care across the health system and provide a novel
framework for considering integrated and collaborative care. The concluding chapter
will summarize the study's findings, highlight important areas for future work, and
outline how this work can inform and guide policymakers and decision-makers in

optimally supporting collaborative and integrated care.
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Chapter 7 - Conclusion

The current landscape of the health care system has challenges in access to
primary care, long waits in emergency rooms and a shortage of health care providers.
Combined with an aging population, increasing complexity and comorbidities, and
high rates of burnout amongst clinicians, team-based care is an essential strategy for
sustainability and optimal care delivery. The homebound population is a segment of
community-dwelling individuals with complex, multimorbid needs. These functional
limitations affect their ability to leave their homes easily, and they have difficulty with
consistent, easy access to longitudinal primary care. This group often accesses care in
the emergency department and in acute care facilities, which leads to prolonged
stays and challenging disposition plans. Given the current state of long waits and
hospital beds full of patients challenging to move within the acute care system,
finding opportunities to optimize care in the community is essential. The homebound
population is one group for whom the system, as currently designed and
implemented, does not optimally meet their needs. In this thesis, | set out to explore
the experiences of home care and primary care providers in caring for homebound
people, to better understand how these groups approached their care, how they
identified care partners, and how they worked together to care for this group. In this
concluding chapter, | summarize the research findings on how home care and
primary care providers work collaboratively to care for the homebound population.
By linking the research objectives, results, and the novel Collaborative Identity
Framework and Collaborative Identity Model, this chapter describes opportunities for
improvement and guides recommendations for policymakers and decision-makers to
enhance integrated care for homebound people in the community, as well as

essential areas for future research. | will explore the potential applicability of this work
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beyond the homebound population and explain why the project's outcomes are

timely.

Summary of Research Objectives and Findings

This research was driven by the need to explore how to optimize community-based
care for the complex, often "invisible" homebound population. With this work, |

aimed to explore the following research questions:

1. To compare and contrast the care needs that primary care and home care
providers consider for a person who is “"homebound.”

2. To describe how primary and home care providers adjust care provision once
a person is deemed "homebound.”

3. To evaluate how primary care and home care providers collaborate with other

care providers in caring for "homebound” patients.

Care Needs and Adjustments: In this study, the results demonstrated that
home care and primary care providers must adopt flexible, team-based approaches
that prioritize communication and collaboration among care team members to

manage the complex care needs of this group.

Evaluating Collaboration: In the study, | identified a significant gap between
the "collaborative spirit" of individual providers and the structural siloes of the health
system. While collaboration is a marker of quality, it often occurs through
"serendipitous alignment" rather than intentional system design. This study also
highlighted how the intentionality of decision-making at the macro policy,
organizational, or program level directly impacts how professionals view their work

and their collaboration with others at the micro or frontline level.
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The Collaborative Identity Framework and Model

A central contribution of this thesis is the novel theoretical Collaborative
Identity Framework, which posits that professional and social identities are not static
but are co-created through work experiences and environmental contexts. Applying
this framework, this study found that micro-level foundational elements (team-based
care, communication, and collaboration) are essential to daily operations. However,
these are profoundly influenced by macro-level decisions regarding technology,
policy, and organizational commitment. For example, the use of antiquated tools like
fax machines creates administrative burdens that reinforce siloed identities,
whereas shared electronic medical records (EMRs) and access to mobile devices
facilitate a shared reality and a sense of being "in the tent" together. The evolution of
identity, shaped by micro- and macro-level experiences, is described in the novel
Collaborative Identity Model developed as a result of this work. The study highlights
the local palliative care program as a successful model of integration. In this model,
macro-level decisions (shared EMRs, proactive communication protocols) directly
enable micro-level identity evolution, where primary care and home care providers

view themselves as part of a single, cohesive team.
Significance and the Sextuple Aim

This project underscores the application of the Sextuple Aim: for the care of
homebound people to be sustainable in the community and close to home and for
people to have better outcomes and better experiences of care, the health system
must prioritize the experiences of health care team members and the environmental
sustainability of the system by prioritizing community-based care delivery. By
fostering environments that consider and prioritize collaborative identities, health

systems can improve health equity for homebound patients by enhancing their

107



access to and experience of care. An intentional commitment to this work at the
policy and organizational levels can lead to less reliance on overburdened
emergency departments and acute care for this population, and to a focus on

maintaining and optimizing their care in the community.

In the current health system context, with a focus on team-based care as a
solution for sustainable primary care delivery, and with the system needing to
optimize care in the community, this work can inform policy and decision-makers on
key elements to prioritize in developing and optimizing community-based models of
care. The outcomes of this study can also reinforce the need for investments in teams
and collaboration; importantly, these investments must include an intentional
commitment to structures, technology, and processes that support collaboration,
rather than simply placing professionals in proximity to one another. The absence of
intentional commitment, structure, and process will limit opportunities for
sustainable, measurable change and ensure we remain stuck with many pilot projects
that do not move forward and with models of care that cannot adapt to the changing

needs of the population and the health system.

Opportunities for Future Research

While this study provides a foundational understanding of the professional
dynamic in an urban setting, in Winnipeg, MB, several areas remain for future

exploration:

. Inclusion of Patients and Caregivers: This study focused on
professionals; future work must include the voices of homebound patients and
their caregivers to fully understand the impact and opportunities for

improvements in home care and primary care integration.
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. Homecare Direct Service Staff: The experiences of home support
workers and health care aides, who provide the most frequent direct care,
were outside the scope of this project and represent a critical area for study.
Study participants noted that the internal structure of the home care program
offered opportunities for improvement in how team members worked
together. Understanding the limitations to collaboration within the structure of
the home care program itself is essential to moving forward with developing
opportunities for partnership with primary care providers or to understanding
the experiences of direct service staff in the context of collaboration and
integration.

. Rural and Remote Contexts: Research is needed to determine
how the Collaborative Identity Framework and Collaborative Identity model
applies in rural environments where resource constraints and community
dynamics differ, and to identify additional considerations that impact
collaboration and the development of a collaborative identity.

. Digital Interoperability: Further investigation into the
implementation of secure messaging and interoperable systems between
home care and primary care programs is necessary to move beyond current
"fax-based" barriers and to understand the implications of the choice of tools
for communication and how to optimize implementation of these tools to
support optimal care delivery, collaboration and integration between home

care and primary care providers.
Conclusion

Optimizing care for the homebound population is a social problem within the

health system that requires a culture shift in how home care and primary care
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providers approach their work, and how the system facilitates and enables this shift.
This project concludes that individual will and a collaborative spirit are insufficient for
the long-term success and sustainability of innovative care models at the community
and population levels. Sustainable change requires alignment between macro-level
organizational commitment and micro-level identity evolution. By intentionally
designing systems that foster relationship-building and integrated communication,
health leaders can create a reality where collaborative care between partners is the

norm rather than the exception.
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Appendix A

Demographic Survey Questions

Question

Response options

1. Whatis your professional role?

MD, NP, Nurse, SW, other allied health
(please describe)

2. What best describes your current
role?

Primary care provider
Home care nurse

Home care case coordinator

3. How long have you been in your
current professional role/practice?

Lessthan 5yrs, 5-10years, 10-15 years. 15-
20 years, more than 20 years

4. What community area do you work
in?

(St James-Assiniboia/Charleswood, Fort
Garry/ River Heights, St. Boniface/St. Vital,
Downtown/Point Douglas, River East/
Transcona, Seven Oaks/Inkster, other
(please describe)

5. Where did you attend training?

6. What year did you complete your
training?

7. What is the funding model for your
primary care work (if applicable_?

Alternately funded (contract)
Alt funded (salary)

Fee for service

8. Doyou provide home visits as part of
your current work?

No
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Yes (provide ranges - daily,
monthly, rarely —annually or less)

weekly,

9. Do you currently have homebound
people in your practice/part of your
work?

Yes/No/don’t know

10. Have you previously had
homebound people in  your
practice/part of your work?

Yes/No/don’t know
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Appendix B

Semi-Structured Interview Guide

Preamble - thank you for participating in this study. As a reminder, this interview will be
audio recorded. You do not have to answer questions you do not feel comfortable
answering. | also want to remind you that my role here today is to listen and learn from you.
Do you have any questions before we get started?

| am going to share a link with you and ask you to complete this demographic survey. This
additional information will be used during the data analysis of this project.

1) Tell me about your experience caring for homebound people/clients? (general,
stage-setting)
2) Describe what an ideal situation/system in caring for homebound people/clients
look like? (appreciative inquiry prompt)
a. What aspects of your current work are in keeping with this ideal view? What
are some of the barriers?
3) Who are your partners in caring for homebound people/clients? How do you work
together? What helps make it easy? What would make it even better?
a. When is working with partners challenging? (convergent inquiry prompt —
when is it not true?)
4) How do you identify homebound people/clients? What makes this easy? What
would make this even better?
a. When is identifying homebound patients/clients challenging? (convergent
inquiry prompt)
5) What additional information would you like to share about caring for homebound
people/clients?

Thank you for your participation in this interview. If you have any colleagues you think may
be interested in participating in this study, please share this contact/study information
handout with them.
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