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World Cafe Goals & Objectives 

Goal: The purpose of the event was to engage home care case managers and home care leaders 
in Alberta with the researchers and teams are part of the PRIDE in Home Care Research Unit at 
the University of Alberta. The research studies informing the World Café have been conducted 
predominantly in Alberta and some studies also occurred in several other provinces across 
Canada, including Ontario, Nova Scotia, and Quebec as part of larger team grants. 

Objectives:  

This event was designed to engage attendees: 

• To participate in a world café approach to explore more deeply the relevance and 
resonance of the findings and recommendations, 

• To identify the practice and policy implications of the findings, 
• To identify potential strategies to promote the uptake of relevant research findings, and 
• To contribute to discussion and interaction for continued knowledge needs and 

knowledge translation work between home care stakeholders, researchers, and trainees. 

 

 

 

 

 

 

 

Acknowledgements: 

Thank you to my research staff and trainees for helping to create this event: Kelly Shaw and John Miklavcic, Susan 
Labonté and Janelle Otsby, MN students, Lisa Garland Baird and Ashley Cornish, PhD students. Your individual 
and collective contributions made the event what it was—a fun, productive and highly engaging day!  

A huge thank you to the 41AHS Home Care Case Managers and Home Care leaders for supporting, attending, and 
being so highly engaged. It was a rich day and the enthusiasm of the group created rich discussions and targeted next 
steps.  

Thank you to Sam Hester of the 23rd Story for graphically recording (see next page) our day. The data and 
conversations you were able to capture truly reflects our passion for evidence based home care!  

 
 
 
 
 
No part of this document may be copied without permission of the author, © 2016 Kimberly D. Fraser 
To obtain a copy of the full report please contact: 
Dr. Kimberly D. Fraser 
PRIDE in Home Care 
Faculty of Nursing, University of Alberta 
kimberly.fraser@ualberta.ca 



	 3	

 



	 4	

Café Questions and Discussion Highlights: 
 
Café 1 and Café 2 
 
What are your reflections on the research findings?  
What story jumps into your head that say ‘I know for sure this is true (or false) because….’ It 
may have been fleeting or deep or enduring. 
 
Highlights: 

• Home care clients and the general public have unmet information needs.  
• Case managers and their work are variable.  
• The moral distress of case managers is perpetuated by insufficient home care resources, 

client complexity and a fast and furious home care environment. Balance among 
competing forces is a necessary strategy to meet client, system, and program needs.  

• Respite for clients is often an unmet need.  
• Service gaps exist for unique populations.  

 

Large Group Harvests were used to have a facilitated short recap of the most salient points that 
arose at the various café tables. We took a ‘popcorn’ approach where key ideas were shared 
spontaneously. To remain true to the sentiments of the group we retained most of the actual 
words spoken.   

Large Group Harvest 1  

Gaps  
• Not enough respite, clients have to book six months in advance and still cannot get it in 

many cases, not enough capacity.  
• Funding for the family caregiver – by the time the application for compassionate care is 

processed, it is not needed. 
• Clients are not always able to build relationships (which is a key aspect for effective case 

management) with case managers where there are vacancies, casuals, or leaves.  
• Too much administrative red tape and protection of privacy legislation, although 

important, can be a barrier to optimal care as people need more access to client records.  
• Difficulty of standardizing services, service provision depends on case manager 

experience, values, and education. 
• Case managers feel that there is no accountability of contracted service providers and 

there is inconsistency in practices and service provision by the agencies. 
• Acuity/complexity for clients has increased quite dramatically, as well as frailty, given 

that more people are living longer and staying in their homes. 
• Home care has become crisis-oriented, and reactionary, not preventive or health 

promoting. 
• Nursing and allied health professional student practicums are mostly done in a facility or 

hospital, not in the community where different knowledge is required. 
• Assessments are deficit-based rather than strengths-based. 
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• Lack of funding to allow for better information systems and information technology (IT); 
ineffective IT decreases case manager efficiency and effectiveness. 

 
Recommended Strategies 

• Create an integrated approach between all sectors such as home care, acute care and 
primary care. 

• Transition coordinators for client movement from sector to sector would help, i.e. from 
acute care to home care. 

• Define goals for respite care, in general there needs to be a family/client-centered 
approach to care. 

• Develop respite care to be a lucrative option for students – there could be leadership or 
other awards used to promote the desire to provide respite care. 

• Develop better linkages with educational institutions for improved practicums.  
• Incorporate volunteerism and community engagement in coursework for health care 

professional education as this seems to be a gap. 
• Educate clients and families about the goals of home care so they have reasonable 

expectations. 
• Educate staff to provide respite care that meets emotional and physical needs; may need 

to provide more than social supports depending on client need. 
• System navigation should be done together by home care and client. 

 

Café 3: What stories can you share that speak to what matters the most about case 
management work and workload? 
 
Highlights: 

• Relationships.  
• Information sharing is related to relationships, but is different.  
• System and process issues impact case managers’ work.  
• Skill sets of case managers vary.  
• Workload matters.  
• Workload-related stress among case managers and the contributors to work-related stress 

need to be better understood and managed. As a case manager reported, “it often feels 
like we are in a heightened sense of panic; we’re just putting out fires.” 

 
Café 4: What can you say about the affect of these stories on your clients and families? 
 
Highlights: 

• Case managers shared their stories about workload as they related to client care. Case 
managers and home care leaders are aware of the impact of their work and what they 
experience day-to-day as having an effect on clients and families. 

• Health care and home care program system and process issues affect clients and families. 
• The lack of system integration impedes good case management and affects client 

outcomes.  
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• Relationships with clients are affected by case manager work and workload.  
• Case Manager skills and competencies affect clients.  
• Information Sharing needs work.  
• Stress and workload are a significant issue for most case managers.  

 

Large Group Harvest 2  

Key points: 
 
Gaps 

• Case managers experience burnout and emotional drain and believe there is little to no 
support available to them; they must rely on self-care. 

• Although case managers believe they work hard on behalf of their clients, they also feel 
that family caregivers often do not understand case manager work and intentions. 

• There are fewer resources available for those under pediatric care when they transition to 
the adult world, yet age is not an indicator of anyone’s ability to self-care. 

• Volunteer resources are not available at some sites. 
• The connection of home care is sometimes lost as part of the overall health care system  

 
Recommended Strategies 
 

• Capitalize on the positive aspects of caregiving; many caregivers report rewarding 
components. 

• Listen to clients with intent to understand, ask more open-ended questions of clients. 
• Liaise between case managers and researchers to close some of the research and research-

to-practice gaps. 
• Engage clients in discussions on home care policy development, explore societal 

expectations of home care. 
• Evaluate current policies: do they truly address client, family caregiver needs? As home 

care is growing and changing do we have the right policies in place? 
• Identify learning events such as the World Café, as they will bring stakeholders together 

in dialogue and for solution seeking (e.g., client, family caregiver, care providers, health 
economists and policy-makers).  

• Build on the client’s strong desire to get home, the power of being at home and build on 
the client’s strengths. 

• Establish community relationships with other resources that support home care clients, 
build capacity to more fully care for and support clients on home care through 
community development. 

	
 

Café 5: What are the core values and practices that would facilitate more effective case 
management work? 
 
Café 6: How would these things support better client/family care and outcomes? 
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Highlights 

• Interprofessional teamwork.  
• Equity of service provided.  
• Mentorship program.  
• Prioritizing relationships and communication.  
• Effective management of workload.  
• Consistency of home care. 	

	
Large Group Harvest 3 
 
Key points: 
Gaps 
 

• Sometimes clients and families have unrealistic expectations that are difficult to manage 
without an identified basket of services or solid home care framework. 

• The physician-centeredness of the current healthcare system can be problematic and 
impede integrated care. 

• Health care education for all disciplines ought to have some clinical practice component 
both in learning about home care and in working in interprofessional teams. 

• The focus of those in senior leadership managerial roles is usually on the client with little 
attention to the work and workload of case managers, which also affect clients and 
families. 

• There is no current consistent home care philosophy or mandate or defined basket of 
services. 

• While there is language around client-centered care there is no consensus on the 
definition of client-centered care, person-centered care, family-centered care and which 
of these approaches should be driving home care. 

• It is still a system-centered approach to health care. 
 
Recommended Strategies 
 

• Develop a home care philosophy and mandate to define and articulate the basket of 
services that are provided under home care and the pivotal role of case managers. 

• Determine and implement best approaches to move knowledge and information about of 
home care forward. 

• Develop concrete expectations/benchmarks for case managers at various points in their 
career.  

• Clarify expectations for care in any setting (acute, LTC, home care).  
• Move to a province-wide electronic health record that is interdisciplinary.  
• Develop and implement mentorship to education programs so students learn about 

mentorship and are also prepared to evolve into mentors as their own professional 
practice develops. 
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• Support both client-centered care, but also case managers and the work they do to support 
better client outcomes, there needs to be a balanced approach from senior administrators 
and home care leaders. 

• Recognize opportunities for small changes that can lead to either client or system 
improvements, not all change requires major realignment. 

• Establish an understanding of the difference between case management and 
administrative work and realign roles and functions to support case management, which 
will improve capacity. 

• Develop a marketing and communication program for home care and communicate with 
stakeholders about the role, benefit, and limits of home care. 

• Develop geographically-based interprofessional teams for urban and rural clients with the 
intent to decrease inconsistencies and variation in care.	

 
Café 7: What strategies will move this work forward and make a difference for case managers 
and ultimately clients?  
 

Highlights 

The following strategies were identified to move this work forward and make a difference for 
case managers and ultimately clients. This was a brainstorming session and there were lots of 
great ideas shared with potential to be further developed and implemented  

• Model and approach to home care  
• Client and family caregiver engagement.  
• Collaboration and enhanced Communication.  
• Integrated care.  
• Administrative burden of case manager work.  
• Workload and caseload management.  
• Data collection and quality improvement.  
• Information technology.  
• Staff mix.  
• Continuing education, mentorship, and support.  
• Formal education programs.  
• Case manager job satisfaction and retention.  
• Public education. 	
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Delphi Exercise 

From the studies on case managers and home care leaders about their work, case managers and 
home care leaders attending the World Café ranked the most important findings to consider for 
action as:  

1. The nature of the home care program (i.e., policy, eligibility) is unknown to most 
other health care sectors;  

2. Computer technology and software programs function poorly;  
3. There is greater client complexity now than when home care programs were first 

established;  
4. There is a lack of integration of home care with other sectors;  
5. Case managers need strong skills such as organizational, communication and 

coping skills;  
6. There is a lack of human resources in home care; and  
7. Transitions and discharges are poorly planned and implemented.  

 
From the studies centered on the perspective of clients and family caregivers about living with 
home care and caregiving, case managers and home care leaders attending the World Cafe 
ranked the most important findings for action as:  
 

1. There is a need for more public awareness about home care and its current state;  
2. There is a lack of sufficient resources in home care;  
3. The complexity of each household, not only clients but families, affects the home 

care experience;  
4. The impact on the daily lives of family caregivers, physically, emotionally, 

socially, and financially is significant;  
5. There is a lack of continuity of care;  
6. Disruptions and transitions in care are an issue;  
7. Many believe that home is the best place for care to be provided; and  
8. The goals of clients, caregivers, and home care providers may or may not overlap 

and can cause challenges in care planning and goal attainment.  
 

Priority Recommendations from Studies and Discussions 

Participants were given five dots to use to rank their top five recommendations for action based 
on the research findings. Participants reported that the top recommendations were: 

1. reduce workload pressures by streamlining and integrating IT systems;  
2. mentorship program for case managers;  
3. strengthen community resources and networks for client and family support to remain in 

their homes; 
4. decrease the administrative burden for case managers to support better case management;  
5. implement policy changes for home care improvements;  
6. diagnose and address critical gaps between sectors and team members to increase rate of 

appropriate referrals and decrease inappropriate referrals (e.g., addressing lags with 
netCare documentation of new mediations, improving HC notifications regarding ER 
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visits, new meds, ensuring discharge education, have essential home care services in 
place before discharge);  

7. improve tools and technology to communicate and share information across settings, 
disciplines, clients, and caregivers;  

8. consider the family as the client unit; and  
9. implement a philosophy of family-centered care. 

 

Concluding Remarks and Next Steps 

Participants were asked to consider “what question, if answered, would make the greatest 
difference to moving work in this area forward?” 

Develop and implement programs for mentorship, clinical competence development, and 
case management practice support, 

• Have clear expectations for new CMs at 3-6-9+ months, commit to targets for a 
mentorship model, 

• Address the administrative burden of case managers, 
• Revise the current home care model, which provides little support for case managers and 

enhances burnout for many new hires in first year as they do not feel supported or 
competent, 

• Incorporate the sophisticated clinical aspects of home care client requirements in current 
McMaster education, and  

• Modify the professional development of practitioners to meet the clinical diversity 
clients. 

Create public awareness about home care,  
• For awareness: community conversations are important- just get out and answer 

questions, and 
• Get the knowledge in the right format to the right people who can hear and receive it and 

make the right informed decisions. 
Integrated care across sectors would improve care transitions  

• Develop integrated systems as they are currently not integrated  
• Develop better linkages between acute care, primary care, and home care particularly 

Collaborate with researchers on research, quality improvement initiatives and practice 
development,  

• Conduct more research on home care to provide the best care to clients and families, 
• Increase knowledge for and about case management and work,  
• Conduct more systems research on cost outcomes across sectors--cannot look at sectors 

in silos, and  
• Determine what is “good” respite?	

Influence policy on home care,  
• Teach students how to advocate in their basic education programs, and 
• Make advocacy an integral part of educational programs. 

 

	


