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Purpose 

The Waterloo Wellington Local Health Integration Network (WWLHIN) has embarked on a process to 

develop an Older Adult Strategy for Waterloo Wellington. The Research Institute for Aging (RIA) is 

leading the development of the Older Adult Strategy Framework for Waterloo Wellington. The strategy 

development process has been intentional about authentically engaging patients, caregivers, providers, 

service delivery organizations, networks and researchers throughout the project. 

This purpose of this report is to present a series of strategic pillars, propositional statements and key 

enablers related to the development of the Waterloo-Wellington Older Adult Strategy. It captures 

salient themes that have merged to date through a robust engagement process and opening 

environmental scan.   

Importantly, this report has been informed by the experiences, perspectives and voices of citizens 

residing within Waterloo and Wellington, including older adults themselves, their families and their 

caregivers. This report lays the groundwork for the next phases in the Older Adult Strategy development 

process, including the preparation of a Strategy Framework in July. This will be followed by further 

stakeholder engagement and the articulation of the final Strategy by the end of September   ̶ one that 

maps current programs and services to the Framework elements and articulates directions to optimize 

the health and well-being of older adults in Waterloo-Wellington and strengthen the performance of our 

health system. The final phase of this work will culminate in the development of an integrated service 

delivery Implementation Plan.   

 

Introduction 

The expected increase of those aged 65 years and over will result in increased demands for health-care 

services. This shift will largely be driven by the growing prevalence of age-related chronic conditions, not 

necessarily age itself. Along with the aging of our population comes a greater need for new and 

innovative approaches to help older adults stay healthy and remain independent for a greater 

proportion of their lives. 

Older adults are the fastest growing segment of the Canadian population. In, 2016, there were 5.9 

million people over the age of 65 living in Canada. While the overall population of Canada experienced 5 

per cent growth since 2011, the number of those aged 65 and over rose by 20 per cent. 1  

                                                           
1 Grenier, E. (May 7, 2017). Canadian seniors now outnumber children for 1st time, 2016 census shows. 
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Consistent with national-level projections, by the year 2037, the population of older seniors (age 75+) in 

Ontario is expected to be 2.1 times its current size (in 2017). 2 

The Canadian Institute for Health Information (CIHI) estimates for population aging in Ontario (Medium-
growth scenario, M2) by 2038 are as follows:  

65 years + : 4,111,600 

70 years + : 3,200,500 

75 years + : 2,269,600 

80 years + : 1,375,000 

85 years + : 694,000 

Ontario is home to 13.8 million people, with people aged 65 years and over representing 16.1% of the 

population.  In 2011, 14.1% of the of Ontarians lived in rural areas. 3 

The most recent profiles of older adults residing in the WWLHIN sub-regions appears below. 

WWLHIN  
Sub-Regions 

Total Population  
(2013) 

# Seniors  
(65+) 

% Seniors  
(65+) 

% Rural Area 
Population  

Cambridge-North 
Dumfries 4 

Total - 143,241 

Cambridge 133,463 

North Dumfries 9,778 

Total - 18,295 

Cambridge 16,954 

North Dumfries 1,341 

Overall – 12.8% 

Cambridge 12.7% 

North Dumfries 13.7% 

3.6% 

Guelph- 

Puslinch 5 

Total - 135,972 

Guelph 128,573 

Puslinch 7399 

Total – 18,669 

Guelph 17,205 

Puslinch 1,464 

Overall – 13.7% 

Guelph 13.4% 

Puslinch 19.8% 

5.8% 

KW4 6 Total - 391,521 

Kitchener 231,482 

Waterloo 104,165 

Wilmot 20,240 

Wellesley 11,216 

Woolwich 24,418 

Total – 51,437 

Kitchener 29,456 

Waterloo 13,633 

Wilmot 3,332 

Wellesley 1,166 

Woolwich 3,850 

Overall – 13.1% 

Kitchener 12.7% 

Waterloo 13.1% 

Wilmot 16.5% 

Wellesley 10.4% 

Woolwich 15.8% 

6.2% 

Wellington 7 Total - 91,628 

Centre Wellington 28,074 

Erin 11,246 

Guelph/Eramosa 12,983 

Mapleton 10,463 

Minto 8,775 

Total - 14,579 

Centre Wellington 4,920 

Erin 1,473 

Guelph/Eramosa 1,989 

Mapleton 975 

Minto 1,638 

Overall – 15.0% 

Centre Wellington 17.5% 

Erin 13.1% 

Guelph/Eramosa 15.3% 

Mapleton 9.3% 

Minto 18.7% 

50.7% 

                                                           
2 CIHI. (2017). Infographic: Canada’s seniors population outlook: Uncharted territory.  
3 Ontario Local Health Integration Networks. (2015). Environmental scan: 2016-2019 integrated health service plans 
4 Waterloo Wellington LHIN. (2014). Sub-region geography data analysis: Cambridge-North Dumfries. 
5 Waterloo Wellington LHIN. (2013). Sub-region geography data analysis: Guelph-Puslinch. 
6 Waterloo Wellington LHIN. (2014). Sub-region geography data analysis: Kitchener-Waterloo-Wilmot-Wellesley-Woolwich 
(KW4). 
7 Waterloo Wellington LHIN. (2014). Sub-region geography data analysis: Wellington. 
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Southgate 7,310 

Wellington North 12,085 

West Grey 692 

Southgate 1,089 

Wellington North 2,354 

West Grey 141 

Southgate 14.9% 

Wellington North 19.5% 

West Grey 20.4% 

 

Results from the Ontario LHIN environmental scan point to priorities that remain just as relevant today. 

Those that relate directly to the development of the Waterloo-Wellington Older Adult Strategy 

development work include: 

▪ Transforming home and community care 

▪ Additional convalescent care beds 

▪ More rehabilitation therapy for seniors 

▪ Improving dementia support 

▪ More coordinated care for patients with complex medical conditions 

▪ Enhancing palliative care at home or out-of-hospital 8 

Indeed, policy and programming decisions related to the what, where and how we provide care, services 

and support to an aging population will have widespread economic and social implications for those 

living within Waterloo Wellington. 

Finding better ways to target health-care services and social supports aimed at reducing exposure to the 

conditions that predispose vulnerability will support optimal aging in our communities.   

 

Approach 

Guided by the Waterloo-Wellington Older Adult Strategy Advisory Committee, the Research Institute for 

Aging (RIA) has embarked on an extensive stakeholder engagement process (Appendix A), Through a 

series of focused dialogues and key informant interviews, RIA has sought to listen to understand the 

needs, concerns, perceptions, ideas and recommended solutions for strengthening our local health 

system. 

                                                           
8 Ontario Local Health Integration Networks. (2015). Environmental scan: 2016-2019 integrated health service plans 
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Evidence to support transformation has been 

respectful of the importance to access multiple 

ways of knowing. The stories and experiences 

shared have been truly informative. 

RIA has relied on the guiding principles for the 

Strategy development process, and those 

offered by WWLHIN related to system design 

and engagement. 

Four primary lenses have been used to date to 

explore potential opportunities for better 

health and system strengthening. They include: 

▪ Lifespan 

▪ Orientation 

▪ Improvement 

▪ Evidence 

Examples of the questions used to foster an open exchange of ideas included:  

1. What sorts of things are meaningful to older adults and their caregivers in your community?  

2. Who are we serving well? Who are we not serving well? Where are we excelling and where do 

we need to make improvements? 

3. What do we need to do differently? What should we be offering that we are not currently?  

4. What system/service/support models should we be considering to better the meet needs of 

older adults and their families? 

5. In which area of our system/services/supports must we place the greatest emphasis going 

forward (resources and attention)?  

6. Do viable opportunities exist for service realignment or reorientation? 

The implementation of a framework to encourage solution-focused dialogue has been extremely helpful 

in making efficient and effective use of time, allowing stakeholders to present best thinking in a logical 

manner, from problem to root cause to recommendation. The SBAR template can be found in Appendix 

B and sample responses in Appendix B. 

 

Grounding Ourselves in a Shared Understanding 

As outlined in the Waterloo-Wellington Older Adult Strategy project charter, the co-sponsors and 

Advisory Committee agree that moving forward with strategy development is contingent on the 

following assumptions: 

▪ That partners will participate and want to work collectively from the perspective of system and 

service co-design. 

▪ That there is a need for an overarching strategy and that the strategy will provide direction for 

future funding decisions and target efforts towards system redesign, as appropriate. 
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▪ That gaps, redundancies and pressures exist in the current health system. 

▪ That work forward should be guided by efforts to increase appropriateness by reducing the 

miss-use, under-use and over-use of resources, including health human resources, for example. 

This entails stronger emphasis on - the right care - for the right patient/client/resident/ 

community - by the right provider- in the right place - at the right time - and at the right cost. 

▪ That based on identified gaps and redundancies, opportunities and pressures, innovative 

solutions and models for improvement exist and that these should be approached through 

strategies and tactics that are either incremental or transformational, as appropriate. 

▪ That when a solution is identified, there is a will and a commitment to optimize and leverage 

current system structures, processes and resources, as well as pursuing new funding 

opportunities when they arise. The availability of funding may influence the pace and scope of 

strategy implementation. 

▪ That we have identified appropriate stakeholders and if people are missed along the way that 

efforts will be made to hear from them. 

Alignment 

Consistent with Patient’s First, the WWLHIN Integrated Health Services Plan 2016-2019 lays out the 

following commitments. 9 

Access 

Providing faster access to the right care. 

▪ Ensure timely, accessible, supportive primary health care for all, including enhancing access for 

specific populations 

▪ Provide seamless, high quality service delivery in the four Sub-LHIN geographies 

▪ Improve access to timely mental health and addictions services 

▪ Transform palliative and end-of-life care 

Connect 

Delivering better coordinated and integrated care in the community, closer to home. 

▪ Integrate hospital care to deliver consistent, evidence-based best practice as a specialized 

resource on the health journey 

▪ Strengthen home and community care 

▪ Modernize the provision of long-term care through infrastructure renewal and quality 

improvement 

▪ Support caregivers’ health and well-being 

Inform 

                                                           
9 Integrated health services plan 2016-2019 (WWLHIN, 2015) 
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Support people and patients – providing the education, information and transparency Ontarians need to 

make the right decisions about their health. 

▪ Increase access to linguistically and culturally appropriate services and care that is welcoming 

for all 

▪ Enhance transparent access to information to support professional, patient and caregiver 

decision-making and transitions of care 

▪ Promote access to information to support self-management and illness prevention 

Protect 

Protect our universal public health care system – making evidence-based decisions on value and quality, 

to sustain the system for generations to come. 

▪ Engage patients, caregivers and community stakeholders in the design and implementation of 

health system improvement 

▪ Reduce duplication in testing, assessment and service delivery to create a sustainable system of 

care 

▪ Integrate services and pursue new models of care to reduce inefficiencies and redirect funding 

to front-line care 

Key Pillars and Propositional Statements 

1. Availability and accessibility of care, services and supports where and when they are 

needed 

This section has been constructed to emphasize five desired functions of a system, as opposed to care 

settings and sectors.  

Promote and Support Healthy Aging 

There is a rising demand for innovative ways to help older adults remain independent, healthy and out 

of hospital for as long as possible. Older people require comprehensive assessments that consider 

health-related behaviours, access to health and social services and social determinants of health, such as 

income, housing, transportation and social inclusion. These factors are all critical to healthy aging, health 

promotion and successful chronic disease prevention and management. Systems and interventions need 

to be put into place to ensure relational, managerial and informational continuity. 10  

Age-friendly communities are those that have programs and resources in place for seniors to lead 

healthy, active, independent and engaged lives and continue to learn, contribute and be safe. 11 It is 

important to create social and environmental conditions that support secure housing, safe mobility, 

access to appropriate and reliable transportation, and opportunities for civic engagement and 

participation. This may be especially so as rural dwelling residents in Waterloo-Wellington report an 

increase in the number of older adults moving to their communities upon retirement, while others are 

                                                           
10 Reid, Haggerty & McKendry, 2002; Browne et al., 2012 
11 PHAC, 2012 
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being forced to leave their communities due to a lack of safe and affordable seniors housing and 

transportation (i.e. Breslau, etc.) 

Action suggestions from stakeholders include: 

▪ There are currently 200 Seniors Active Living Centres (SALC) in Ontario. There are currently 15 

located in Waterloo-Wellington. Formalizing a referral program to SALCs that offer a range of 

services, including a warm therapy pool, chair yoga and peer support groups, for instance, might 

be beneficial. So too, would building awareness of SALC (and other community support services) 

programming. Some suggest that offering a “prescription” for older adults to visit SALCs, such as 

the Connections for Healthy Aging program at Fairview Seniors Community and other not-for-

profit models, might be a consideration. 

▪ Secure reliable and affordable access to transportation services for all older adults, irrespective 

of where they live. Social determinants of health challenges are pronounced in rural areas, 

especially income, housing, transportation and access to care, services and supports. 

▪ Identify opportunities to increase the engagement of older adults in society by encouraging 

participation in and contribution through the voluntary sector. 

▪ Prevent illness by promoting healthy lifestyle choices, encouraging residents to be active 

participants in their health, and coordinating preventative programs that include community 

partnerships to address local needs.  

▪ Implement screening and early detection protocols for those at real or potential risk (i.e. 

biological, social, behavioural, environmental). 

▪ Drive knowledge exchange to promote healthy aging and better care for seniors by facilitating 

access to resources (i.e., navigational tools, knowledge repository and respite support). 

▪ Consider news ways to partner with local service clubs to provide for the needs of those living in 

deeply rural settings (i.e. Kiwanis, etc.) as most see civic responsibility and accountability within 

their communities as a role they wish to play. 

▪ The following recommendations support movement towards Age-Friendly Communities: 

o  Work with cities and sub-regions to support the development of age-friendly 

neighbourhoods, including those around apartment buildings or housing developments 

that house a high concentration of seniors.  

o Work with cities and sub-regions to support the development and expansion of 

community hubs, including those in informal retirement communities, including 

apartment buildings or housing developments that house a high concentration of seniors.  

o Work with cities and sub-regions to support the development and expansion of Seniors 

Active Living Centres (Ministry of Seniors Affairs). Create virtual Positive Spaces for 

Rainbow community to connect to services. 

o Increase the number and scope of intergenerational programs (i.e. East Wellington has an 

adult day program in a school). 

o Identify opportunities and partners to integrate ages in housing – vital to seniors 

remaining healthy and in their own homes.  One model could involve college/university 

students and seniors living together – very plausible in a region with three universities and 

a college. 



 

9 
 

 

Prevent and Manage Chronic Disease 

We still have a considerable way to go to fully address many of the persistent barriers to effective 

chronic disease management.   

 

 Action suggestions from stakeholders include: 

▪ Address the lack of nursing and PSW services in rural areas with incentives and programs to help 

prevent people from falling through the cracks. This results in inequitable and untimely access 

to health-care services. Continuity of care and caregiver is a persistent challenge that results in 

different PSWs from visit to visit. This makes it difficult for clients to build trust. 

▪ Accelerate the implementation of electronic referral system that is integrated across systems is 

recommend, with the priority being for rural communities - so that primary care providers can 

refer directly to community support services for services such as outreach, foodbank, homeless 

risk, ADP, transportation, etc.  

Stakeholder perspectives:  

Need for inclusive service design earlier. Access issues exist, especially those related to financial and 
transportation barriers, etc. 

PSWs needing to travel far (Erin). Only providing 2 hours out of 4 allocated due to travel. People 
aren’t getting the care they need in a timely fashion. Getting limited care or not enough – ending up 
in ED or going into LTC prematurely (in part due to caregiver burnout). People winding up at ADP 
that CSS aren’t prepared for. Request for funding support to hire nursing (care coordination, 
venipuncture and specimen collection, outreach mental health, etc.) and PSW staff locally. 

There is a perceived lack of follow-up from specialists and/or referrals to community support 
services. Many feel that it is beyond time to move to a more integrated model or health-care and 
social services as issues related to equity and access are growing. A good model seems to be in place 
between East Wellington Community Services and the Erin FHT – direct referral was developed and 
put into EMR so that physicians can refer directly to EWCS for services such as outreach, foodbank, 
homeless risk, ADP, transportation, etc. Accelerating the implementation of electronic referral 
system that is integrated across systems is recommend, with the priority being for rural 
communities. 

We can do a better job in managing Ambulatory Care Sensitive Conditions by implementing more 
comprehensive models of primary and community-based care. Ideally, this would allow for team-
based interprofessional collaborative practice models to be available beyond the traditional hours of 
9 AM to 5 PM. 

Services that cross the social determinant of health are not connected or on different paths. Issues 
are magnified if poor, no support, no access to primary care. 

Without practical means to get to seniors centres, day programs, medical appointments, support 
and education/self care programs however available they are still not accessible to those who lack 
the physical, cognitive, financial or family resources to drive or be driven several times per week. 
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▪ Introduce community-based RN-led clinics for underserviced rural environments (i.e Dundalk). 

Similar models have been in place for decades, including the Comox Valley Nursing Centre in BC. 
12. Caledon also has an RN-led clinic. Explore this and other models that would allow nurses and 

PSWs to be hired and deployed locally.  

▪ Promote team-based primary care with greater emphasis on making registered nurses and 

nurse practitioners leaders in after-hours care. 

▪ Expand Waterloo-Wellington Self-Management Program.  

▪ Align system/funding/processes to facilitate deeper continuity between acute, primary, and 

community care, especially as they relate to formal and informal service integration. 

▪ Develop better methods and tools, and a consistent approach to supported self-management  ̶  

one that directly involves people in health-related decision-making. 

▪ Develop better decision supports and team-based models of care. 

▪ Offer more continuing education, training and competency attainment for health-care providers 

in the prevention and management of chronic disease.  

▪ Increase implementation of evidence-based practice guidelines. Reducing practice variation at 

the levels of the provider and organization, and across the system should be a priority for all.  

▪ Improve services and supports for family caregivers.  

▪ Improve coordination and continuity of care between sectors, disciplines and settings. 

▪ Emphasize aging in place and the role that primary health care, home and community-based 

care and services, including respite, restorative, rehabilitative and convalescent care, play in 

supporting this. 

▪ Hasten the earlier introduction of a palliative approach to care for persons living with chronic 

kidney disease, COPD, CHF, dementia (for example) and other life-limiting illnesses through the 

expanded uptake of Advance Care Planning. Ideally, primary care should be incented to drive 

this forward, such as has been done with the systematization of the memory clinic model. 

▪ Continue to support the widespread uptake of the Health Quality Ontario (HQO Quality 

Standards. Below is a listing of the current HQO Quality Standards in their various stages of 

development. 

                                                           
12 https://www.viha.ca/comox_valley_nursing_centre and https://www.youtube.com/watch?v=wx_Uvyyh-
4k&feature=youtu.be  

HQO Quality Standards 

Being implemented 

Dementia: Care for People Living in the Community  

Behavioural Symptoms of Dementia: Care for Patients in Hospitals and Residents in Long-Term Care Homes  

Hip Fracture: Care for People with Fragility Fractures  

Major Depression: Care for Adults and Adolescents  

Palliative Care: Care for Adults with Progressive Life-Limiting Illness  

Pressure Injuries: Care for Patients in All Settings 

Schizophrenia: Care for Adults in Hospitals  

Opioid Prescribing for Acute Pain: Care for People 15 Years of Age and Older  

https://www.viha.ca/comox_valley_nursing_centre
https://www.youtube.com/watch?v=wx_Uvyyh-4k&feature=youtu.be
https://www.youtube.com/watch?v=wx_Uvyyh-4k&feature=youtu.be
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Promote Optimal Aging at Home for Older Adults with Multiple Chronic Conditions  

Work currently underway by the WWLHIN and stakeholders will inform this section going forward. This 

work includes: 1) Dementia Capacity Planning Project and 2) Integrated Assisted Living Program (IALP) 

Evaluation. 

Home care plays a vital bridging role in a functionally integrated health care system - enabling safer 

transitions from acute care back to the community and better meeting the chronic care needs of an 

aging population. 

Stakeholder perspectives:  

Opioid Prescribing for Chronic Pain: Care for People 15 Years of Age and Older  

Opioid Use Disorder (Opioid Addiction): Care for People 16 Years of Age and Older  

Venous Leg Ulcers: Care for Patients in All Settings  

Diabetic Foot Ulcers: Care for Patients in All Settings  

Being developed 

Anxiety Disorders: Care in all Settings  

Chronic Obstructive Pulmonary Disease (COPD): Care in the Community for Adults  

Chronic Pain: Care for Adults  

Glaucoma: Care in All Settings  

Heart Failure: Care in the Community 

Low Back Pain: Care for Adults with Acute Low Back Pain  

Obsessive-Compulsive Disorder: Care in all Settings  

Osteoarthritis: Care for Adults with Osteoarthritis of the Knee, Hip, or Hand  

Schizophrenia Care in the Community  

Transitions in Care: From Hospital to Home  

Promising local example: Collaborative Quality Improvement Plan (C-QIP) - Mental health and addictions 
(Cambridge & ND) 
Goal is to improve access to mental health and addiction services within primary care, led by Lang’s (community 
psychiatry pilot [Langs in partnership with CMH]; CMHA SOS team working jointly with primary care at Bridges, 
NP-Led clinic, Two Rivers FHT and Delta FHO; primary care and social service integration visioning). Some 
promising models; vary according to provision of social services, counselling and referral to supports 
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Older adults not requiring LHIN HCC services (i.e. nursing, PSW, OT, PT) are ‘dropped’ or files ‘closed’ 
with no further follow up, until a new crisis brings them back to intake (i.e. ED visit for a fall). This is 
due to procedural convention - CCAC regulations required cases to be closed if person didn’t need 
‘their’ services. Many seniors and their caregivers are not being followed since dropped. Even when 
things deteriorate, they won’t call LHIC CC back because they have already been discharged from 
service. This is often the case with individuals living with dementia who have no physical limitations 
and family still able to provide day to day care. Change the home and community care discharge 
policy and increase the number of care coordinators (care connectors, family workers, etc.) to allow 
continued follow through or easier reconnection to services as needs arise. 

Specialized Geriatric Services is working towards a deepened integration of geriatric medicine and 
psychiatry, as part of a provincial-wide priority direction. 

Their remains a need for long-term care close to home, a desire for higher staffing levels to ensure 
appropriate one-to-one care and a need for additional dementia support. Many seniors are entering 
long-term care with more complex health conditions because they are staying at home longer. 13 

Home and community care now providing concise update note to primary care. While this is viewed as 
a positive development, some wonder if this information can be shared more broadly, such as with 
those involved at home Adult Day Program or offering community support services. 

 

Action suggestions from stakeholders include:    

▪ Increase regional capacity to conduct/perform community-based comprehensive geriatric 

assessments.  

▪ Reallocate funds that currently exist in the system to support living well in our community for 

all, knowing that people have a variety, and evolving set of needs. Flexible models are 

increasingly important. 

▪ Increase access to effective community support services help senior residents stay in their 

homes longer 14 

▪ Facilitate better partnerships between health and social services and local recreation centres. 

▪ Move away from “bricks and mortar” mindset. Many needs fall outside of hospital and LTC 

walls. 

▪ Bundle health and social services in accordance with the needs and expectations of our aging 

population and communities. 

▪ Provide better awareness about and access to community support services in all sub-regions. 

▪ Embed a French Adult Day Program “pod” within a larger and existing Adult Day Program for 

English-speaking participants 

▪ Support better access to personalized 

home solutions that promote mobility 

(ramps, stair rails) and home safety and 

comfort (bathroom safety, lift chairs), 

                                                           
13 Mapping the future of our local health care system (WWLHIN, 2015) 
14 Mapping the future of our local health care system (WWLHIN, 2015) 

“Comprehensive Geriatric Assessment (CGA) consists 

of a multidimensional, interdisciplinary assessment 

process to develop an integrated intervention and 

long-term follow up plan for frail seniors. CGA focuses 

on the identification of the medical and psychosocial 

deficits that contribute to frailty in an individual and 

aims to improve or maintain functional capacity and 

quality of life.” 
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especially for those who do not have private insurance coverage. 

▪ Expand Community Paramedicine programing to better target older adults who are “high-

volume 911 callers with non-emergency needs”. 

▪ Broaden basket of early supports for healthy aging, including healthy eating and physical activity 

programs, in-home assessments and adjustments and stable opportunities for social connection.  

 

Going to the seniors vs. making them come to us. What does this look like and how does it happen? 

 

In some cases, rural community support service organizations offer: 

▪ Support groups, such as: Aphasia Group, Coping skills for the Single Adult, Alzheimer’s Support 

Groups, Caregiver Support Group 

▪ Congregate Dining - a community-based meal service that is intended to increase opportunities 

for nutritional and social support for seniors and disabled adults, offering balanced meals, social 

activities, information and resources. 

▪ Assisted Transportation 

▪ Homemaking Services 

▪ Friendly Visiting 

▪ Inside and outside maintenance 

▪ Meals on Wheels 

▪ Home at Last 

▪ Recreation programs 

  

Adult day programs are helping to serve the needs of persons living with dementia, including younger 

people living with dementia 

▪ Social, cognitive and physical stimulation for frail seniors and those with dementia and 

Alzheimer’s Disease in East Wellington 

▪ An opportunity for seniors to interact with their peers while remaining independent in the 

community 

▪ Stimulation programming for each participant through a variety of therapeutic, social and 

recreational programs 

▪ Nutritious meals, snacks and refreshments that can be tailored to everyone’s dietary 

requirements 

▪ Transportation services to and from the program 

Having said this, there is a need to revisit these programs with a view toward diversifying programming 

options to better meet the evolving needs of communities. 

Provide Specialized Care for those Living with Frailty 
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Work currently underway by the WWLHIN and stakeholders will inform this section going forward. This 

work includes: 1) Behavioural Support Ontario (BSO) LTC Review; 2) Long Term Care Capacity Project; 3) 

Adult Day Program (ADP) Review; and, 4) Dementia Capacity Planning Project. 

More will be added here as the WWGSN works to crystalize their strategic plan. 

CIHI reports that about 1 in 5 seniors admitted to residential care have needs similar to those of 
individuals supported in the community. They note that the chance of older adults being admitted to 
long-term care increases according to the following factors (listed in decreasing order of influence):  

1. being assessed in hospital;  

2. having cognitive impairment;  

3. requiring physical assistance;  

4. living alone;  

5. having a caregiver unable to continue providing care; and exhibiting wandering behaviours 15 

 

Stakeholder perspectives on dementia 

Enhanced system navigation and case management capacity for people with dementia presents a 
large gap in service. Prioritizing resources to target needs by engaging clients and families is leading to 
changes in service delivery models (Dementia Advisory Group, Alzheimer’s Society) 
 

Currently there are no “early” sustainable regional social supports specifically for people living with 
dementia and their caregivers. We seem to always focus on mid- to late- stage (i.e. day programs, 
support groups, SGS, etc.). May people dealing with crisis and respite due to increasing caregiver 
burnout. People are not connected early enough – increases in progression and burnout – when crisis 
occurs they don’t know where to go. This marks the beginning of the isolation journey. The is a need to 
be more proactive; provide skills training and increase ability to cope; connect to services; and, 
increase early intervention programming in social settings. 

Costs and equity are issues for many. For instance, falls often occur related to increasing complexity of 
health status or functional decline while people try to avoid moving to what are perceived to be more 
expensive living options. 

 

Stakeholder perspectives on Long-Term Care 

There is a need to ensure that long-term care is available close to home for those living rural areas. 
Caregivers are concerned long-term care for family members/friends will not be available close to 
home when it is needed.   

Admission/Intake process for LTC is difficult. While the wait times are long, the decision to accept LTC 
bed once available is rushed. Decisions must be made “on the spot”, despite uncertainty as to whether 
the current situation will improve – a source of anxiety. This decision has many implications (i.e. sale 
of the house, etc.). 

                                                           
15 CIHI. (2017). Infographic: Seniors’ needs and care settings: Improving alignment. 
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LTC should be based on the notion that they are “communities of families”, and not characterized by 
the outright transfer of care to the staff. One caregiver described her experience of encouragement 
and inclusion in husband’s care while in LTC. “True engagement is possible. I can be part of my 
husband’s care – they call me when there is a change in his medication – that was a surprise to me, 
but a welcomed and comforting surprise.” Alternatively, a family member is experiencing strong 
resistance to applying to LTC – persistent stigma around LTC.  

LTC residents are too often transferred to hospital when they prefer to stay within their (LTC) home. 
Often, there is a lack of communication shared about resident preferences or residents are not always 
able to articulate their preferences. Families often of the perception that they need to advocate for 
this as best care and for themselves to feel that “we’ve done all that we can/everything possible”. 
Also, LTC staff can overemphasize the weight of safety and liability in these situations. We need a 
better way of knowing what the resident expects/prefers and to work better as a team/family to 
support and ensure this. Together, we should work to build a stronger commitment to integrating 
advance care planning and shift the focus away from lengthening/extending life, towards quality of 
life. 

People are unsure about what they can expect and afraid for their safety and security in LTC given 
recent media reports of resident to resident violence and standards of care. 

“We continue to do a pretty shitty job for a lot of money when it comes to end-of-life care in the 
hospital. Very high cost; very low yield.” 

 

 

 

 

 

 

Action suggestions from stakeholders include:    
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▪ Accelerate the implementation and spread of GeriMedRisk 

within and beyond WWLHIN as an interdisciplinary geriatric 

pharmacology and psychiatry consultation service that 

supports physicians, pharmacists and nurse practitioners to 

optimize their older adult patients' medications. Leveraging 

telemedicine and telephone technology referring clinicians 

access our team of pharmacists and physicians with expertise 

in geriatric medicine geriatric psychiatry and clinical 

pharmacology in a timely manner. GeriMedRisk provides 

consultations and supplementary educational materials to 

further enhance geriatric pharmacology and psychiatry 

capacity among all referring clinicians. This clinical process 

provides enhanced expertise to the patient's circle of care 

without introducing another prescriber since multiple 

prescribers are a known risk factor for adverse drug events. 

▪ Enhance Adult Day Programs (ADP) by expanding and 

differentiating day programming to better meet the diversity 

of need we are seeing: early stage dementia; those needing 

opportunities for social connection; physically frail seniors. 

ADP programs should respond to type and level of need (a 

proposal has been submitted on this). 

▪ Develop day programming options that support the more physically frail client. These clients 

require more health-care support (i.e. insulin injection, support in bathroom, feeding, med 

reminders etc.) Currently, they are supported or integrated into existing day programs, so this 

would be a different model of service. 

▪ Continue to lead the implementation of Behavioural Supports Ontario at the local level. 

▪ Dedicate funding to implement regional-wide programming for people with dementia and their 

caregivers (i.e. “Peer Connections” programming). 

▪ Work closely with residential hospice palliative care services. 

▪ Ensure providers are prepared with the knowledge, skills and attitudes to protect the dignity 

and safety of frail seniors and those exposed to conditions that predispose vulnerability. 

▪ Improve emergency department screening for those at risk for alternate level of care (example 
of a program being implemented at Mississauga Hospital). 

 

The following recommendations have previously been made to the WWLHIN and remain just as relevant 

today: 16 

1. Continue to cultivate relationships that engage interprofessional providers in realizing truly 

integrated models of care for frail seniors; 

                                                           
16 Heckman, G., Hillier, L.M., Manderson, B., McKinnon-Wilson, J., Santi, S.M. and Stolee, P. (2013) 

Context: Mediations 

Medications are one of the leading 

causes of death and disability in 

North America. Multiple diseases, 

multiple medications and age-related 

changes to drug metabolism put 

seniors at increased risk of adverse 

drug events and their complications. 

There is a paucity of clinicians with 

expertise in geriatric medicine, 

clinical pharmacology, geriatric 

psychiatry and geriatric 

pharmacotherapy in Canada. There is 

a need for a scalable, cost effective 

solution to deliver geriatric 

pharmacology and psychiatry 

expertise to all Ontario seniors. 
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2. Advanced Practice Nurse–led transitional care services should be expanded to assist more 

complex seniors. Integration and connectivity of existing services could be enhanced by 

explicitly embedding personnel tasked with that role throughout existing resources; 

3. Multidisciplinary capacity for providing comprehensive geriatric care in primary and specialty 

care should be further developed. This includes establishing multidisciplinary teams and specific 

programs such as the Hospital Elder Life Program (HELP); 

4. Opportunities for greater integration of specialty care with primary care should be pursued, 

building on existing evidence in the literature and local practice, to more proactively manage 

frailty and prevent further decline leading to Emergency Department (ED) visits, hospitalization, 

and ultimately premature institutionalization; and 

5. The management of mild frailty should be further integrated through closer collaboration of the 

primary care with other sectors, including Public Health Units, pharmacists, and providers of 

exercise and physical activity programs in the community. 

 

Support Caregivers 

Work currently underway by the WWLHIN and stakeholders will inform this section going forward. This 

work includes: 1) Caregiver Strategy Project; and 2) Dementia Capacity Planning Project. 

Informal caregivers play a critical role in society and to the functioning of the health-care system. 

Developing a comprehensive suite of resources and services to support family caregivers and safeguard 

their health and well-being has never been more important. The economic stresses placed on family 

caregivers remain high. Apart from income and job protection, family caregivers need supports such as 

respite care, system navigation assistance, information and education, home care supports and 

bereavement care. 17 Although many caregivers find this to be a rewarding role, they often carry it out at 

the expense of their own health and well-being, resulting in strain. Research suggests that the level of 

caregiver strain increases with the number of chronic conditions the older adult has, which in turn 

increases negative health outcomes and health service use by caregivers. 18 

Stakeholder perspectives  

Not all family members see their role as being caregivers. Some are willing to be more involved, while 
others do not want to be involved in a direct caregiving roll.  

I have taken on responsibility for all tasks and assistance for parent. I am learning as I go regarding 
what I can make work (ensuring all medications are taken, nutrition, and cleaning) is appropriate. It 
has been a trial and error effort. It also seems like the person who shouts the loudest and annoys the 
most people get support. It is not equitable system. 

Often family will not mind doing a lot of the work (money saving) if we don’t feel like we are adrift 
without guidance. 

Clients need to repeat their story and needs to multiple health providers at different times – this 
practice is exhausting for clients and caregivers.  

                                                           
17 Dunbrack, 2005 
18 Schulz & Beach, 1999 
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52-year-old son has moved back home as he is living with “crippling mental health issues”. Husband 
recently admitted to LTC. Stress on mother-son relationship increasing (worried about his future) as 
stress related to spouse-caregiver role decreases (very pleased with the care in LTC) 

VON Visiting Volunteer program referenced in rural areas as important. Trained volunteers provide 
companionship and personal assistance to isolated seniors or adults with chronic illnesses or physical 
or cognitive disabilities. 

“I provide care to my parent 8-10 am, 3-9/10 pm and 3 overnights per week. There is no PSW available 
so had to hire privately for other overnights and 9-3 daily. This is having a profound negative effect on 
my own health.” 

Many family caregivers spend any free time them have getting caught up – not restful. They typically 
stop doing activities that matter to them. 

“I needed more information about what was happening with my wife and what I should expect to 
happen next. I did not know enough about what I needed to know. This was the most stressful time of 
my life. I just couldn’t manage it all alone with her at home. She refused to have the PSW in our home 
and I had to wait and wait to get her into LTC. I needed someone to hold my hand and lead me 
through.” (spouse developed dementia while quite young – rural) 

 

Action suggestions from stakeholders include:    

▪ Decrease waste and frustration for caregivers by creating open access to certain information 

within the circle of care, as defined by clients and caregivers. 

▪ LHINs and community partners should collaborate to develop a Provincial Caregivers Strategy 

with an emphasis on the needs of senior caregivers. 

▪ Increase opportunities to learn about self care. 

▪ Develop direct one-on-one peer support and mentoring services for caregivers, perhaps an 

employment opportunity that will decrease isolation and increase financial status. 

▪ Make peer support groups and resources easily available by increasing community awareness. 

▪ Increase locally available respite service capacity. 

  

2. Performance, productivity and efficiency 

There is a need to intensify efforts to support health system integration; health system performance (i.e. 

training and education to facilitate the implementation of HQO Quality Standards); evidence-informed 

clinical decision-making; healthy public policy to optimize care, support and experiences for older adults, 

their families and those who care for them. 

We must collectively work towards realizing appropriateness in all that we do. This includes 

considerations about how we can work to reduce the miss-use, under-use and over-use of resources, 

including health human resources. This means placing stronger emphasis on — the right care — by the 

right provider— in the right place — at the right time — and at the right cost. 

Decisions around strengthening policies, systems, models and programs (care, services and supports) for 

older adults should respond to the triple aims of: 1) better health (outcomes); 2) better care 

(experiences of people and their families); and 3) better value (for money). This must guide the 
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planning, implementation and evaluation of policies, programs and services that support a strengthened 

system. 

Stakeholder perspectives 

System pressures have created a competitive environment for limited resources. 

The number of people receiving ALC remains a challenge 

There is a need to increase the responsiveness and accountability of primary care 

More upstream approaches and preventative measures are required to prevent people from landing in 
a crisis state 

“Those with a CTAS of 4 or 5 are filling our emergency departments” (rural).   

 

Action suggestions from stakeholders include:    

▪ Create a mapping of current services and supports provided and share with local stakeholders. 

▪ Create vehicles/mechanisms to enhance collaboration between organizations and sectors. 

▪ Provide incentive for those who actively collaborate and outline expectations in accountability 

agreements. 

▪ Focus on the optimization of health outcomes for an aging population and strengthening the 

performance of our health system, care, services and supports. 

▪ Balance efficiency with person-centredness in approaches to structural, process, and system 

redesign, as appropriate. 

▪ Define areas for improvement related to structural and functional capacity and integration. 

▪ Develop a more flexible and decentralized model for resource allocation for standardized and 

tailored volunteer training. 

▪ Explore new models and expand mobile supports for daily living 

Communication 

Stakeholder perspectives 

Health-care workers have difficulty communicating using generally accessible (plain) language. 
Misunderstanding is frequent between providers, patients and caregivers. Improving communication 
will save money, time and pain. 

Communication between various sectors of the health-care system need to be clear and frank, as well 
as respectful. There is a perception that the right hand does not often know what the left hand is 
doing. 

Clients need to repeat their story and needs to multiple health providers at different times. They need 
to do this because they are trying to access services/resources that are controlled by multiple 
agencies. Day program services are deeply aware of their story and needs. Why does the story need to 
be re-shared with the care coordinator by the client? 

Communication important information between service providers involved with mutual clients is a 
problem. Not all involved are informed of important changes, developments (i.e. LTC application; 
client care needs, etc.). Failure to share this information/include community in care planning is a 
problem as we have the longstanding relationships. 
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Action suggestions from stakeholders include:    

▪ Require health-care workers to use appropriate language and style when communicating with 

patients, families and caregivers, especially when passing on critical information. 

▪ Offer written instructions to patients and families wherever possible. Verbal messages are 

generally unclear and are often not retained. This is seen to be both helpful and safer. 

▪ Grant broader access to Client Health & Related Information System (CHRIS) – add community 

support service partners like has been done for home care agencies. 

▪ Improve and systematize practices for including all providers that are involved in the broader 

circle of care - more transparency is needed. Community support services can help health 

service providers improve transitions by providing better supports and communication with 

local residents who are familiar to them to prevent crises from occurring. 

Transitions 

Access to services for patients discharged from acute care back to the community is not happening in a 

timely way. This can often be a very complex process, especially given mental health needs, multiple 

comorbidities, social situational crises (i.e. homelessness), etc. 

There are multiple layers of assessment prior to deciding on the service plan. Who pulls them all 

together? Need more quarterbacks and homecare might be able to do that. This can have an impact on 

length of stay.  

Accountable Care Unit (ACU) at CMH is helping to create a timelier discharge care plan that directly 

involves families and caregivers. This model has been in place for about a year (model began in SK). 

Multidisciplinary team rounds together with physician and home care. The family can attend. Care plan 

is being reviewed at same time. Implementation seems to be having positive impacts. Consider this 

model for expansion/adoption/adaptation within WWLHIN. 

Promising practice: Collaborative Quality Improvement Plan (C-QIP) - Discharge Planning 
(Cambridge and ND) 

Goal is to improve transitions of care and care coordination for the Congestive Heart Failure (CHF) 
population by becoming a top performer in CHF readmissions, led by CMH (i.e. reduce 30 
day readmission rates; implementation of tele-homecare pilot; primary care receives discharge list, 
supporting providers to book follow up appointments within 7 days of discharge; medication 
reconciliation at discharge). Rapid Response Nurse; early identification and intervention; other 
Ambulatory Care Sensitive Conditions (ASCS) – COPD is next 

 

Discharge checklists should include connection to care coordinators to ensure that services are in place 

before discharge 

Health Human Resources 

WWLHIN can play an influential role in acting as a catalyst to shift societal perceptions, organizational 

contexts and professional practice through knowledge translation that supports:  

▪ the advancement of the culture change agenda;  
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▪ improved quality of life and experiences for residents and their families;  

▪ reduction in practice variation; and,  

▪ strengthened approaches to health human resource planning and production, workforce 

preparedness, appropriate utilization, effectiveness and productivity (IPC team-based models of 

care) and safe care settings. 

Stakeholder perspectives 

How will the strategy inspire youth to work in the field of caring for older adults? How can we 
encourage the next generation to fully participate in a workforce that cares for older adults? 

Knowing that where, how and by whom care, services and supports are being provided in evolving at a 
rapid pace. Being intentional about how the “circle of care” will need to broaden to better meet the 
needs of older adults, their families and their caregivers. 

Transitions between providers (i.e. primary care and specialist care) and care settings (i.e. hospitals 
and home) need to be improved to create a more seamless, and in some cases safer, experience for 
residents. 19 

Health professionals should be afforded supportive working environments that are designed to attract 
and retain them through comprehensive approaches that address their professional and personal 
needs 

Rapid response nurse/teams are currently very underutilized in rural communities   

Community-based pharmacists and EMS could be doing more 

 

Action suggestions from stakeholders include:    

▪ Introduce prospective needs-based health human resource planning that considers the 

production, distribution, utilization, deployment, recruitment and retention of our providers, 

with a stronger vision and emphasis on community-based and collaborative team-based models 

of care. 

▪ Increase differentiation and specialization across professional and vocational care and service 

providers. 

▪ Identify better models to integrate international health professional graduates into care and 

service sectors. 

▪ Continue to optimize strategic vertical and horizontal alignment across priority programs and 

initiatives, with an emphasis on scaling up both incremental and transformational innovation 

and improvement in care and service provision for older adults. 

▪ Be responsive to emerging policy priorities and contextual realities in home and community care 

and LTC . 

▪ Emphasize the importance of quality of life in discussions with patients and families. 

▪ Increasing medical complexity and associated care needs of residents.  

▪ Move towards advancing social models of living and increasing community-based options and 

supports for older adults, their families and those who care for them. 

                                                           
19 Mapping the future of our local health care system (WWLHIN, 2015) 
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▪ Support initiatives to improve quality of care and workplace health and safety in home and 

community care and LTC, etc. 

▪ Harness existing and anticipated investments, innovation and technological advances in care. 

▪ Expand use of, and referral to, rapid response nurse/teams, especially in rural settings. 

▪ Adopt a needs-based planning approach that anticipates the current and emerging health needs 

of the population, as determined by demographic, epidemiological, cultural and geographic 

factors. 

▪ New EMS program (EMS remote patient monitoring) should be expanded in rural settings. 

▪ Continuing the shift to providing more care in community-based settings. Address the 

disconnects between formal and informal care and hospital and home are apparent and 

persistent. 

▪ Consider different community-based roles and models of care to help address existing pressures 

in home and community care, including PSWs, developmental service workers (DSW), 

occupational therapy assistants (OTA) and physiotherapy assistants (PTA), community health 

workers, senior support workers, supportive care providers, etc. 

▪ Develop an Accountability Table to ensure progress on the implementation and strategic 

outcomes of the Older Adult Strategy. 

3. Linkage, coordination and navigation  

Stakeholder perspectives 

Partners in the system do not have access to the right/good information required to assess, be 

responsive, care and match people to the right bed. For instance, care coordinators don’t have access 

to CRBT documents (or other CMHA) to include as part of LTC application. 

We need to look at organizational practices around privacy. Respond as human beings, rather than 

being so heavily restricted. Privacy legislation and organizational practices limit CSS agencies, PSW 

agencies/frontline from having access to good information on patient situation and characteristics. 

Agreements and funding are for a specific functional centre and no room for fluid movement. They 

focus is on vertical services (within) versus expanded connections (between)Re-think/better align 

funding structures for what people really need and to better address at-risk older adults – allow for 

flexibility in service with parameters on performance. 

Older adults, caregivers and providers seem very consistent in their belief that function (what is 

required from the system) should dictate form (how it is structured and what is offered/prioritized). 

They also indicate that the way we have approached care and services in the past should evolve to 

become easier to use for people when they need help. 

Clinical connect doesn’t work well for rural communities, i.e. East Wellington, because of the referral 
patterns 

Family physicians in independent practice are not currently well equipped to provide navigational 
support for older adults and their caregivers. Many are not aware of what social services and supports 
exist within their community 

18% of the population resides in rural Canada; only 9% of physicians practice in these settings.  
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More 24/7 options needed at the level of primary care. Approximately 70% of residents in Waterloo-
Wellington do not have access to team-based primary care. 

 

Action suggestions from stakeholders include:    

▪ Move towards the realization of integrated system and service model that emphasize functional 

integration - with emphasis on access to home and community-based care, primary care, 

specialist services and community support services. 

▪ Leverage existing systems, service plans, partnerships and collaborations and be creative in the 

development new ones that incent a broadened and deepened collaborative spirit. 

▪ Support older members of our community and their families and caregivers through transitions 

in health and care  

▪ Deepen intersectoral, interorganizational and interprofessional collaborations and public 

engagement efforts to develop whole of society solutions and bring societal gains to some of the 

most pressing issues facing older adults, especially those exposed to conditions that predispose 

vulnerability.  

▪ Facilitate the development and expansion of partnerships between traditional aging services 

sectors, healthcare sectors, community-based organizations, and payers so that all can serve as 

an entry portal for health promotion and risk reduction. 

▪ Leverage the best and bridge sectors. How can we best break down silos that hinder innovation, 

collaboration, and transparency to promote patient referrals to different programs? 

▪ Establish protocols for sharing information in crisis and non-crisis situations (i.e. MOD and WW 

Integrated Stroke System - consent given in hospital and now community has touch points and a 

warmer ‘handoff’). Going forward, it will be important to improve IT systems and agreements to 

better support data sharing and improve consent protocols to support a broader system of care. 

▪ Evolve culture, philosophy, expectations and accountabilities placed on organizations and 

agencies that receive LHIN funding to ensure a fuller elaboration and realization of person- and 

family-centred care. 

▪ Advance shared-care coordination – based on existing relationships and patient choice. 

▪ Increase the number and distribution of Senior Support Workers. 

▪ Strike a leadership table to drive change across system by truly bringing together health and 

social services for a more responsive model to address the very needs that our communities are 

facing. 

▪ Develop tools to better support navigational and care coordination functions at the level of 

primary care. 

▪ Increase access to team-based primary care across Waterloo-Wellington. 
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4. Equity, diversity and inclusion 

There is a direct correlation between social connectedness and well-being — that is, having family and 

friends and a feeling of belonging to a community contribute to good health. 20 Canadians who are not 

able to access, or do not participate in, social support networks may lack a sense of belonging and 

become isolated or lonely. Improving social engagement and minimizing marginalization are associated 

with access to community facilities, transportation and affordable activities, as well as having 

meaningful roles in society. 21 Seniors benefit from and contribute significantly to Canadian life through 

both paid and unpaid work. 22 In fact, ongoing involvement in volunteer activities has been shown to 

moderate the negative psychological impacts associated with developing functional limitations 

(Greenfield & Marks, 2007). 

Solutions to Poverty environmental scan notes an increasing number of older adults living in poverty 

Stakeholder perspectives  

Rainbow and Indigenous community members expressed worry about the many members of their 
communities that are not connected and/or invisible. Many Indigenous peoples have denied their 
cultural identity (residential schools) and many still refrain from sharing this information until they feel 
trust and safety. Many people are coming out later in life, but the tendency is to go back into the 
closet upon entrance to LTC. 

Cultural competency and safety has not been fully realized (Indigenous peoples, Rainbow community, 
French-speaking community). 

Persistent stigma causes and perpetuates harm and trauma. Real worries about going into the 
hospital and being treated poorly. Some shared stories where transgendered persons have been called 
by their “dead” name (name given at birth; prior to transition). Use the language that the people are 
using, what they use is what they want the practitioner to use. 

Positive Spaces: It’s not good enough to just put the sticker on the front door, there must be full 
commitment to training and policy implementation. 

Access is often based on what you know and who you know (inequitable). People often interact with 
the health system when their needs advance (as opposed to more upstream, preventative or early 
interventional approaches). This is especially magnified in situations where people are isolated, 
dealing with mental health problems or illnesses or living in poverty, for instance.  

What happens to people who “don’t have a formal assessment or diagnosis”. Should access to all 
services be based solely on a formal assessment? 

The Volunteer Action Centre of Kitchener-Waterloo regularly posts volunteer positions with over 150 
organizations and assists both volunteers and organizations. Volunteer Canada provides tools, trends 
and guidelines for both those who are interested in volunteering, and those who manage volunteers. 
23 

Respecting diversity across our community and better serving at-risk populations — those with high 
needs, high vulnerability and those whose situations can be characterized as having a high degree of 
complexity 

                                                           
20 Edwards & Mawani, n.d 
21 Ibid. 
22 MacEwen, 2012 
23 City of Waterloo. https://www.waterloo.ca/en/living/volunteer.asp 
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EMS seeing people who have been ignored or are unconnected, especially in rural environments 

Social determinants of health challenges pronounced in rural areas, especially income, housing, 
transportation and access to care, services and supports. Need a better understanding of who is/is not 
accessing which services.  

Emerging trend in the Old Order Mennonite community: Young are people leaving the area in higher 
numbers to find affordable land to farm elsewhere (some as far away as Atlantic Canada); parents 
remain. This is disruptive to intergenerational living arrangements, where older adults are typically 
cared for in the home up to their final days 

Low income seniors do not fully utilize community-based services available. They cannot afford to pay 
$25/day for a day program or $8.50/day for a hot meal. Any senior with income below LICO receives 
free or minimal co-pay services (i.e. Meals on Wheels, day progs, transportation). This is leading to an 
increasing use and reliance on more costly “free” heath-care services (i.e. ED visits, LHIN HCC, respite). 
These services are often inappropriate to meet their actual needs 

There is a lack of consistency in service models depending on where one lives 

New models, such as Home SHARE programs would be worth exploring in Waterloo Wellington 

There are a lot of services in Elmira but not as many in smaller villages such as Winterbourne.  In 
smaller communities, seniors need opportunities to get together.  In some locations this is difficult 
because these isn’t a meeting place any longer (school closures and no community centre).  Idea is to 
have outreach programs in these locations. 

“Social isolation was a real problem for me and was really affecting health.  My doctor suggested that 
I get a dog. This forced me to get out and talk with people along our walks. I was depressed and now I 
am much better.” 

Solutions to Poverty Environmental scan demonstrated: increase in older adult living in poverty, many 
not filing income tax (so unable to access benefits) and concerning levels of social isolation 

 

Action suggestions from stakeholders include:    

▪ Support the advancement of a culture of respect and civility for all aging members of our 

communities, perhaps through a public facing campaign 

▪ Better meet the needs of aging members within unique populations, including low income 

residents, Indigenous persons, new immigrants and refugees and members of the LGBTQ 

(Rainbow) community.24 

▪ Deeper and regular training and organizational polices are required across the system.  

▪ Use the language that the people are using when they refer to themselves; what they use is 

what they want the practitioner to use. Failing to do so may perpetuate harm and trauma. 

▪ Collaborate with Spectrum Prime and Aging with Pride and other community partners to 

develop a public awareness and education campaign addressing homophobia and transphobia 

affecting seniors and training for all WWLHIN-affiliated agencies. 

▪ Improve the systems capability to identify those at risk and intervene earlier (upstream), 

especially where risk is present, or outcomes are predictable.  

                                                           
24 Mapping the future of our local health care system (WWLHIN, 2015) 
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▪ Ensure consistent access to interpreters for residents who do not speak English. 

▪ Invite groups to engage vs parachuting in - authentic engagement. Take information sessions to 

them and appropriately target to meet their defined needs (i.e Indigenous community) 

▪ Increase targeted upstream interventions – learning how to reach individuals who are or may be 

at risk for isolation or not able to access services.  

▪ Explore ways to serve people who do not trust or are not formally connected to the healthcare 

system.  

▪ Generate more options for affordable housing in rural areas; many are experience pressure to 

leave home community (Elmira). 

▪ The WWLHIN should consider providing funds directly to agencies for ‘subsidies’ and costs 

incurred to support low income cut-off (LICO) level seniors or eligible senior is provided an 

annual fixed amount of funds to purchase the services they choose; like the Passport funding 

model used by Ministry of Children, Community and Social Services for adults with 

developmental disabilities. 

▪ The following relevant recommendations are captured in the Truth and Reconciliation 

Commission of Canada:   

o Work with local, provincial and federal partners to provide sustainable funding for 

existing and new Indigenous healing centres to address the physical, mental, emotional, 

and spiritual harms caused by residential schools 

o Provide cultural competency training for all health-care professionals. 

o Increase the number of Indigenous professionals working in the health-care field 
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Stakeholder Call to Action: The case for an income-adjusted sliding scale for community services 

Community support services are government funded, but often work on a fee for service model, 

especially for services with associated ‘hard costs’ such as meals or transportation. Some 

organizations provide subsidy – it’s totally at their discretion, so a lot do not.  Many who do provide it 

don’t really advertise it but leave it to staff discretion to share the info – meaning that the clients who 

ask, get, and those who don’t, don’t.   

Different organizations (not-for-profit and government funded) charge different fees for the same 

service, usually based on funding history.  Geographical equity based on the fee schedule of the 

agency serving your area.  In most cases, organizations try to align fees, but they also must align with 

other local services, so it doesn’t always work – and when budgets get tight, we often make fee 

decisions without consulting or coordinating.  Even in the same organization, fees have often been 

determined based on funding history rather than equity across programs and populations. 

Subsidy in and of itself is charity based, not dignity or equity based.  It’s ‘doing for’ those who need it 

(and are bold enough to ask). 

Most, if not all, organizations provide services at modest fees and use their government funding to 

offset – which is great – but often means that someone living below the poverty line is paying the 

same modest fee as someone with an annual income of $60,000. 

Modest fees are a de facto subsidy for everyone but are not geared to income which means that our 

most vulnerable are paying disproportionate costs. 

Sliding scales allow everyone to pay an appropriate portion of their income for the service provided 

(up to the actual cost – or in a social enterprise situation up to what the market will bear).  These 

scales consider necessity (food is a higher need than transportation) and frequency (meals are 

required more frequently than rides) in the calculation of % of income.   

CSC is implementing a sliding scale across all programs in September, but it is unlikely that other 

organizations are there yet. This result of this will increase equity in our geography but decrease it 

across the LHIN as CSC does not serve the whole LHIN.   

Strong agreement on the need for a province-wide, transparent funding and fee schedule – based on 

an income-adjusted sliding scale. 
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5. Health empowerment 

Improving health literacy can serve to create the conditions to support health, wellness resilience, 

independence, and above all, quality of life and death. This begins with meeting people where they are. 

 

Stakeholder perspectives  

Patients and caregivers are confused and frustrated because they are uncertain about how the 
“system” fits together. In response to widely-held perception of the health system being far too 
challenging to navigate, much more must be done to streamline the system to help support caregivers 
to navigate it. 

Individuals/care partners need practical help to address IADLS and stay in their own homes. They know 
what they need but are not sure where to go. Often the system feels fragmented or inflexible (i.e. 
barriers related to rules and costs). 

Health literature and information available at primary care offices would be ideal for some. Searching 
the internet can also be confusing without an overall mapping of the various sources of information or 
help. 

Older adults are the population segment experiencing the highest growth rate in sexually transmitted 
infections. Peer-led sexual health education (harm prevention, new dating (online), 
unhealthy/predatory relationships, menopause management, social isolation) being introduced by The 
Sexual Health Options, Resources & Education – SHORE Centre.   

 

Action suggestions from stakeholders include:    

▪ Provide online access to personal health information to people and their caregivers, allowing 

them to decide who they will share this with, within their circle of care as defined by them. 

▪ Work with family and caregivers design, develop and offer workshops, presentations, 

information sessions and access to credible information sources – reference materials, clear 

pathways and decision support tools. 

▪ Move towards care and service models that are relational, not transactional. 

▪ Assist people to build personal skills and develop healthy behaviors to bolster care that is 

focused on health promotion and disease and injury prevention focused. 

▪ Develop and make available programs to build capacity for supported self-management for 

those living with chronic disease. 

▪ Navigating the system is challenging. It is overwhelming when people receives too much 

information at once, especially when this is only communicated verbally – very stressful. It is 

easy to become confused and experience a sense of self-doubt. 

▪ Streamline the system to help support caregivers to navigate it. Provide point if reference and 

decision support tools. 

▪ In smaller rural communities, place a bi-weekly section in the weekly newspaper (i.e. The 

Observer in Woolwich and Wellesley and the Wellington Advertiser) that outlines practical tips 
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for senior’s health, how to speak with health-care providers, information on healthy aging and 

caregiving and local services and supports. Some suggest that this be called the Senior’s Hub. 

▪ Offer housing and living options that integrate seniors, and people of other ages, in need of a 

variety of levels of living assistance. An example was given where someone is now blind and 

another is deaf. They can still function by helping each other. Consider supporting integrated 

living models like Field of Dreams in Elmira for residents living rural settings. 25  

▪ Continue to engage groups such as the Cambridge Council on Aging and the Woolwich Seniors 

Association to identify opportunities to engage older adults in Waterloo Wellington and support 

priority program initiatives related to health and well-being (i.e. Ideas Exchange). 

 

Key Enablers 

Clinical Leadership 

Build local interprofessional capacity to drive the implementation of innovation and improvement 

initiatives, such as through the Supporting the Promotion of Activated Research and Knowledge (SPARK) 

Training Program offered by the Mental Health Commission of Canada, Executive Training Program 

(EXTRA) and PREVIEW-ED© Spread Collaborative offered by the Canadian Foundation for Healthcare 

Improvement and opportunities offered through the Institute for Healthcare Improvement and LEADS 

Canada, etc. 

Employ a collaborative approach to stakeholder/collegial engagement, partnership development and 

consensus building that serve to promote a shared understanding and commitment to excellence in care 

and service. Harness our collective strengths and realizing our collaborative capacity. 

Continue to catalyze integrated service delivery approaches – the integration of ideas and collaborative 

efforts – a new way of working 

Support the uptake and use recommendations and resources offered through Choosing Wisely Canada. 

Innovation  

Capitalize on Waterloo-Wellington’s innovation culture to improve health and social service delivery, 

communication with citizens and collaboration within the health system. This can be achieved by 

directly engaging within the WWLHIN Health & Social Innovation Ecosystem and with its affiliates to 

solve the most pressing challenges facing individuals, organizations and the health system that supports 

them. 

Beyond technological innovation, there are opportunities to adopt, adapt or develop team-based 

models of care that can be implemented to respond to rapidly changing needs related to where, how 

and by whom care is delivered. This transformational shift must move us toward systems and services 

that emphasize appropriateness 26 and that are informed by rigorous evidence of health impact and 

                                                           
25 Jackson, 2018 
26 The Council of the Federation Health Care Innovation Working Group achieved provincial/territorial consensus on a working 

definition for appropriateness: “In the context of health care, appropriateness is the proper or correct use of health services, 
products and resources. Inappropriate care, in contrast, can involve overuse, underuse and/or misuse of health services, 
products and resources.” 
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performance improvement. The move toward integrated models of care remains a priority. These 

models would improve access to the broadened range of services, including health care, home and 

community services, and residential care services; improve access to comprehensive care; increase 

emphasis on health promotion and chronic disease prevention and management; and provide 

appropriate care through multidisciplinary teams.  27 For instance, strong evidence exists to support 

improving continuity of care for community-dwelling older adults with chronic and/or complex health-

care needs by integrating nurse-led models of care that are proactive, comprehensive, coordinated and 

targeted, whether nurses are operating alone or as part of interprofessional teams. 28  

Increase formal targeted partnerships with MOUs/collaboration agreements in key strategic areas of 

priority. 

Enable technology to support enhanced access to and movement through points of care in the system.  

Digital Health 

The current technology environment has existing and evolving solutions to help older adults live 

independently, travel less, and get better access to the services they need, where and when they need 

them. Integrating digital health components into a system that serves all residents in Waterloo 

Wellington will ensure that we are more effective and efficient in communicating and making available 

the best options to support their health and well-being. 

For these reasons and others, digital health is viewed as a key enabler of the Older Adult Strategy. 

Digital Health is expected to be instrumental in supporting and making improvements, including but not 

limited to the following: 

▪ Providing older adults with better supports to better manage their health challenges; 

▪ Making it easier for people to understand and find services that are available to them; 

▪ Improving access to care in the home, or closer to home; and,  

▪ Making it easier and timelier to access clinicians, care, services and supports; 

 

Education and Training 

The WWLHIN will work collaboratively with local post-secondary education partners to improve 

outcomes and impacts at societal, community, organizational, provider, care and service recipient and 

informal caregiver levels. Improving care and organizational performance means that we must work 

together to optimize quality, capacity and sustainability within and across our health system. Our 

progress towards deepening collaborative commitments must be informed by, if not grounded in, a 

series of priorities to guide health system transformation. 

Engage local post-secondary education partners as legitimate partner to increase opportunities for 

education and training for workforce development, competency assessment, collaborative program 

delivery and targeted practice development. A comprehensive response will require collaboration with 

the WWLHIN, service delivery agencies, providers of direct care and the post-secondary education 

                                                           
27 Carstairs & Keon, 2009 
28 Browne, Birch & Thabane, 2012 
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sector. Harness local educational partners who can deliver programming that strengthens workforce 

capacity and readiness and practice and capacity development within the WWLHIN sub-regions 

Consider developing (perhaps with RIA and Conestoga College, given their success with the Excellence in 

Resident-Centred Care [ERCC] training initiative) something along the lines of that developed by Alberta 

Health Services’ Caregiver College (Appendix D and E), by: 

1. Curating and developing a collection of salient online educational and training modules and 

resources to improve access for those who need to learn their home 

2. Delivering a series of in-person education and training sessions in a multitude of unconventional 

settings (closer to where people live, work, learn and play), at appropriate times, to better reach 

those in need and promote social activation (a civic extension of RIA’s Living Classroom, lunch & 

learns, workshops, knowledge/information cafes)  

3. Developing and making available a suite of accessible decision support tools to assist informal 

caregivers to navigate health and social systems/services 

Key Content (examples) 

Knowledge Skills 

▪ Capacity & consent 

▪ Polypharmacy 

▪ Self care (minimizing distress by building and 

maintaining resiliency) 

▪ Advance Care Planning 

▪ Nutrition and assisted dining 

▪ Fall Prevention 

▪ Preserving skin integrity 

▪ Incontinence management 

▪ Considerations related to the decision to die 

at home 

▪ Communicating with the care team 

▪ Advocating on behalf of a loved one 

▪ Infection prevention and control 

▪ Safe medication administration  

▪ Assisting with mobility, transfers and 

repositioning 

▪ Pain management and promoting comfort 

▪ CPR and First Aid 

▪ Gentle Persuasive Approaches 

▪ Mental Health First Aid - Seniors 

 

New and existing models for potential partnership and service expansion (structure and function) 

▪ Seniors Active Living Centres, Community Hubs to support Healthy Aging, Seniors Health 

Campuses  

▪ Regional Centres of Excellence in Seniors Care 

▪ Research Institute for Aging (expand the model of research-education-practice partnerships 

across our regions and beyond)  

▪ Centre of Excellence for Innovation in Aging  

▪ Schlegel Centre for Learning, Research & Innovation in Long-Term Care 
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Conclusion  

Clearly, there is both need and desire for a substantive, transformational and sustainable vision to 

support the health of local people and communities as they age. The ongoing development of the 

Waterloo-Wellington Older Adult Strategy will serve as a catalyst to realize solutions for optimizing the 

health and well-being of our older adults and their families within our communities and improving the 

performance of our health system. 

The process thus far has been met with widespread hope and optimism by all stakeholders. There is a 

palpable appetite and readiness for change within our region. 

The Strategy will help to shape systems, services and supports for aging populations across the WWLHIN 

sub regions – one that will best meet the evolving needs of all older adults in Waterloo Wellington over 

the next 10 years. 

Next Steps 

The strategic pillars, propositional statements and key enablers presented in this report will be reviewed 

and considered by the Waterloo-Wellington Older Adult Strategy Advisory Committee. 

The next phase of this project will result in the compilation of the Older Adult Strategy Framework, as a 

basis for the Strategy. This Strategy Framework is expected to be completed by July 9, 2018. This will 

require deepen the environmental scan and review of the literature and updating local data analyses to 

better understand health system needs and utilization at sub-LHIN levels. 

Proposed: Following this, consultation and engagement activities will continue through to the 

completion of the final Strategy by the end of September 2018.  
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Appendices 

Appendix A 

 

 

 

 

Engagement: Focused Dialogues 
 

Date Group Status 
Number 

Actual / (Projected) 

WED May 2 Indigenous community members (Elders) COMPLETE 6 

WED May 2 Rainbow Community -  SPECTRUM Prime and Aging with Pride 
Committee 

COMPLETE 
12 

TH May 10 WWLHIN Patient Advisors and members of SHARP COMPLETE 8 

FR May 11 OAS Reference Group – Meeting 2 COMPLETE 21 

MON May 14 French-speaking community members with Lucie Allard COMPLETE 12 

FRI May 25 
0830- - 1230 

Cambridge and North Dumfries Health Link Network  
- Two 20-minute roundtable sessions 
Kerry-Lynn Wilkie 

COMPLETE 20 

TUES June 5  
9:30  - 12:00  

Woolwich Seniors Association (Lynda/Joy → Nancy) CONFIRMED 12 

TUES June 5  
1:00 - 3:00 

Farmers/ Old Order Mennonites (Lynda/Joy) CONFIRMED 12 

THUR June 7 
9:30 – 11:30 

Community Support Services Network CONFIRMED  14 

THUR June 7 
1:00 – 2:30 

Dr. Peter McPhedran CONFIRMED 1 

TUES June 12 
2:00 – 4:00 

Linda Terry and Jason, SPCCND and Sharon, COCA chair CONFIRMED (3) 

WED June 13 
9:30 – 11:00 

WWGSN (Audrey & David) -  Guelph and Puslinch Leadership Table 
suggested this to be best group at this point 

CONFIRMED (15) 

THUR June 14 
9:30  – 10:30 

Rural Wellington Leadership Table (Karen Armstrong) CONFIRMED (15) 

FRI June 15 
10:00 – 12:00 

Woolwich - Physiotherapists and caregivers (Lynda/Joy) CONFIRMED (15) 

TUES June 12 
10:00 – 12:00 

KW4 Leadership Table members 
Jennifer Fillingham 

CONFIRMED 6 

MON June 18 
10:00 – 12:00 

KW4 Leadership Table members 
Jennifer Fillingham 

CONFIRMED 6 

TUES June 19 
10:00 – 11:00 

 Dr. Ruddock (Michelle Smith) CONFIRMED (1) 

June Research/Academic community 
Schlegel Research Chairs 

PLANNING (12) 

June Langs-based Cambridge North Dumfries Health Link/Sub-Region 
(Kerry-Lynn) 

PLANNING  

June KW4 and Centre for Family Medicine FHT (Jennifer Fillingham – Kerry-
Lynn) 

PLANNING  

June New Canadians/Refugees (Dan, Rick &  Margaret) PLANNING  

June NP-Led Clinics   

June CNEs (hopefully June; maybe September) – Sandra Hett PLANNING  

June 23 A Taste of Woolwich  ? ? 

June 23-24 51st Annual Kitchener-Waterloo Multicultural Festival 
 

? ? 

August Town Hall - Kitchener-Waterloo-Wilmot-Wellesley-Woolwich (KW4) PLANNING  

August Town Hall - Guelph-Puslinch PLANNING  

August Town Hall - Cambridge - North Dumfries PLANNING  
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Appendix B 

 

SBAR 

SBAR is an easy to use, structured form of communication that enables information to be transferred 

accurately between individuals. It can be particularly useful in capturing experiential accounts. 

Dimension 

Situation 

▪ State the issue/problem you are wanting to address or the experience you are wishing to 
share. 

Background 

▪ How did this issue/problem/ situation arise? How did this happen? 

▪ In your opinion, what led to this? 

Assessment 

▪ What affect is this having? 

▪ Who is being affected?  

▪ What is the case for doing something about this problem?  

▪ What conclusion have you arrived at? 

Recommendation 

▪ What needs to be done address the root cause of the issue/problem?  

▪ What action(s) do you propose be taken? 

▪ What solution(s) are you offering? 
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Appendix C 

Ottawa Public Health's Community Connect Training Program (CCTP) 
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Appendix D 

Alberta Health Services: Caregiver College 29 

 

 

                                                           
29 Alberta Health Services: Caregiver College [http://caregivercollege.ca]  
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Appendix E 

Alberta Health Services: Caregiver College – Module on Health Care Questions 30 

 

                                                           
30 Alberta Health Services: Caregiver College – Module on Health Care Questions [http://caregivercollege.ca/course/view.php?id=3] – Password protected 


