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1 INTRODUCTION
1.1

PURPOSE

Alberta’s senior population continues to grow older and will begin to peak at 2030. This continuing trend
seeks answers as to whether Alberta as a whole is ready. To explore that question, the Alberta
Association of Gerontology (AAG) hosted a Symposium for Vision 2030 for Seniors Services. The
Symposium, held in November 2019, brought together seniors serving sectors, including researchers,
academia, health care providers, community-based service providers and technology innovators, to
inform the future of services for Alberta’s aging population.
Local, national and international speakers shared their expertise and experience on various topics
including wellness and independence, enhancing community capacity, addressing diversity, integrating
health and social services and meeting future anticipated healthcare needs.
This proceedings document provides an overview of the information presented at the Symposium.

1.2

SYMPOSIUM AGENDA

Over 250 people participated in the Symposium, which started on the morning of November 13th and
concluded late afternoon on November 14th. Nineteen sessions, plenary and concurrent, were held,
providing for in-depth knowledge sharing. Small group discussions were held prior to the conclusion of
the event to enable participants to share their insights and perspectives on the ideal vision for seniors
for 2030 and the most needed policies, services and supports to help achieve that vision.
The complete agenda is given in Appendix A.

1.3

ORGANIZATION OF THE SYMPOSIUM PROCEEDINGS

The remainder of the Symposium Proceedings is organized by each session in the order in which they
occurred at the Symposium, including the small group discussion. The sessions started midday on
November 13th and concluded end of day on November 14th.
For each session and the small group discussion, information is provided on the main focus of each
presentation along with a summary of the information presented during the session.
Content from the speakers’ PowerPoints has been incorporated where feasible to give a more fulsome
record of the information shared at the Symposium. Content is also supplemented from the presenters’
speeches.
For additional information readers are encouraged to refer to the speakers’ PowerPoints, available on
the AAG website, to obtain additional information on the topics presented and the sources used by the
speakers.
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2 NOVEMBER 13: INTRODUCTORY KEYNOTE SESSION
2.1

RESPONDING TO THE CHALLENGE OF AGING – THE CANADIAN AGE-WELL
NETWORK OF CENTRES OF EXCELLENCE: Dr. Andrew Sixsmith

Presentation Focus
Information and communication technologies (ICTs) have huge potential to enhance the health, wellbeing, and independence of seniors, and also open up opportunities for new services and businesses.
ICTs can be used to meet the desire of most seniors to age in place and to provide solutions to increased
demands on health and community services. Despite this “win-win” scenario, the actual impact of
research has often been limited, with good ideas and technologies failing to be turned into new
products and services. The presentation looked at how AGE-WELL (Aging Gracefully across Environments
using Technology to Support Wellness, Engagement, and Long Life NCE Inc.), a Canadian Network of
Centres of Excellence, is working towards taking the outcomes of significant research from the
laboratory into the real-world.

Background
The opportunity. The convergence of key aging and technological
trends in Canada positions the Canadian AGE WELL Network as a
significant player in responding to the challenges of aging through
the use of technological solutions. The mission of AGE-WELL is to
help older adults remain independent in their lives and to actively
participate in society. By using technological solutions in the aging
sector, the balance of resources can be moved from institutionally
based resources to community-based resources enabling seniors
to live independently and at home, increasing their quality of life.
The challenges. Several challenges were identified:
•
•
•
•

Needs of older adults are complex, and more so in the
face of impairments and diseases
Health sector is innovation-averse
An understanding of the users’ needs is often not part of a
project
A silo mentality has resulted in poor outcomes

The global silver economy is
valued at $7 trillion per
year, reaching a projected
$15 trillion by 2020. The
global market for elder care
technology products is
expected to grow to $10.3
billion in 2020 from nearly
$4.4 billion in 2015, at a
compound annual growth
rate of 18.8% from 2015 to
2020. (Source: Presenter’s
PowerPoint)

Why AGE-WELL and what makes it unique?
•
•
•

Membership diversity and partnerships are key strengths. Only pan-Canadian network bringing
together a broad range of stakeholders (researchers, academic institutions, non-profits, industry,
government, care providers, older adults and caregivers) to develop solutions to healthy aging.
Production of innovative products, bringing together services, technology, policy and practice.
Multiple projects underway: 57 active projects involving 25 core research projects (3-5 years)
and 32 Catalyst and Strategic Investment Program (SIP) project (1 year, mainly post discovery
projects).
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•

•
•

Understand the complexity of the innovation process. Two research projects highlighted:
− CoPilot: allows people with dementia to use a smart powered
wheelchair to avoid collisions; now being marketed.
“Not just about
− Silver Alert: implemented in Alberta in July 2018. Helps
technology. It’s
community volunteer members find their neighbours who may
about innovation,
be lost.
kinds of policies,
Understand the potential for technologies across a range of
services and
applications including robotics & assistive technology, Smart Homes
commercial
and loT, software and big data.
enterprises. Big
Create impact: produced 99 products (technologies, services and
challenge is to shift
policies/practices), created 19 AGE-WELL supported startups;
mindset”
engaging researcher and startups in educational webinars, one-onone mentorship and key partner meetings.

Directions for the future. After extensive consultation across Canada, including an online survey with
feedback from over 1000 Network members, AGE-WELL has identified eight stakeholder-driven
challenge areas in aging that will form the basis of future research activities:
1.
2.
3.
4.
5.
6.
7.
8.

Supportive Homes and Communities
Health Care and Health Service Delivery
Autonomy and Independence
Cognitive Health and Dementia
Mobility and Transportation
Healthy Lifestyles & Wellness
Staying Connected
Financial Wellness & Employment

Partnerships are crucial to AGE-WELL with over 400 partners in the Network providing opportunities
and tackling challenging areas. In collaboration with their partners, AGE-WELL is committed to achieving
their legacy initiatives and maximizing the impact of knowledge mobilization and commercialization.
New partnerships will enable AGE-WELL to extend beyond the traditional health focus into direct-toconsumer products and non-traditional AgingTech sectors including consumer products, leisure and
finance, bringing together the public, commercial, and community sectors as well as consumers and
informal networks. Best Buy Canada is one example of an AgingTech partnership.
Website: https://agewell-nce.ca
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2.2

WHAT MATTERS MOST FOR SENIORS HEALTH IN ALBERTA: Dr. Adrian
Wagg & Dr. Heather Hanson

Presentation Focus
Patients, caregivers, seniors’ organizations and health care providers are often underrepresented at the
research priority-setting table. In collaboration with the James Lind Alliance, UK, Dr. Wagg and Dr.
Hanson brought older adults, caregivers, clinicians, and their representative organizations together on
equal footing to identify and prioritize the most important topics on seniors’ health in Alberta that
should be addressed by future research. Hundreds of people from across the province participated in
surveys to identify and shortlist the issues that matter most for seniors’ health, and a group of workshop
attendees prioritized the list through discussion and shared decision-making. The presentation outlined
the process used, the prioritized Top 10 List and how stakeholders can assist in championing the uptake
of research to address identified priorities.
Strategic Clinical Networks (SCNs) in Alberta. SCNs are networks of frontline clinicians, Alberta Health
Services Zone/Clinical operations, researchers, patients, Alberta Health and other external partners, that
are tasked with creating improvements within focused areas. Their purpose is to find new and
innovative ways of delivering care that will provide:
•
•
•

Better quality
Better outcomes
Better value for every Albertan

Since 2012, 16 SCNs are operating in Alberta. Seniors
Health SCN was among the first to be created given
older adults are the fastest growing group in the
province. The focus is on finding the best evidence to
inform clinical practice and practice-based evidence to
drive research in areas where knowledge gaps exist.

Mission for Seniors Health SCN: to
make improvements to healthcare
services and practices that enable
Alberta’s seniors to optimize their
health wellbeing and independence
Three areas of work:
• Aging brain care
• Frailty, resilience, aging well: latelife transitions
• Anticipating an aging Alberta

Rationale for Priority Setting for Seniors Health.
Seniors Health covers a wide range of topics and
settings. Further, a wide range of research activity in
Alberta addresses some aspects of seniors health and/or healthcare. However, knowledge exists about
what matters most to knowledge users and how seniors health topics compare by priority.
The objective was to conduct a James Lind Alliance (JLA) Priority Setting Partnership (PSP; James Lind
Alliance, National Institute of Health Research, (www.jla.nihr.ac.uk)), bringing together older adults,
caregivers, clinicians and their representative organizations, on equal footing, to identify the most
important topics for future research to address.
The inclusion criteria for the project was:
•
•
•
•

An older adult (65 years and over)
Caregiver of an older adult (spouse, family member, friend, neighbour)
Clinician or health care provider working with older adults
Living or working in Alberta

9

The priority setting process, which began in 2017, was supported by a Steering Committee (11
representatives) and a Project Team (3 people) and a James Lind Alliance Advisor (1 person).
Five major steps were undertaken. A brief overview of each step follows the graphic.

1. Partner Development: identifying partners who shared in the goal and wanted to help
promote the work and outcomes of the group (over 40 agreed).
2. Initial survey to identify what mattered most to the constituent groups. Open-ended
questions in six topic areas: aging well, health care practices or services for older adults,
preventing illness or disease, diagnosis or treatment of illness or disease, managing
symptoms or conditions or supporting someone with health conditions and maintaining
mental health and social participation in older age.
670 individuals participated in the survey. About half of the respondents were older adults
and caregivers (52.4%). Over 3,000 question responses were submitted, which were then
reviewed and categorized by theme. The result was a total of 101 summary questions that
fell within the scope of the project and covered all topic areas.
Out of scope responses that were not directly related to clinical care and treatment such
those concerning income, were reviewed and raw data maintained as part of the PSP
protocol.
3. Evidence review to identify unanswered questions. Responses were checked against the
literature to assess any gaps in evidence, and then reviewed against systematic reviews and
clinical guidelines. The study quality was assessed with AMSTAR 2 (A Measurement Tool to
Assess Systematic Reviews). The outcome of the review showed that 67 questions were
unanswered; while four were fully answered and 30 were partially answered.
4. Interim Prioritization Survey. An electronic survey was conducted to identify which
summary questions were felt by respondents to be of greatest priority. 232 respondents
were involved over a 4-week period with 53% being older adults and caregivers and the rest
being health/social workers (47%). Top 10 questions from each respondent group were
included to ensure equal weighting of high priority questions, resulting in 22 shortlisted
questions.
5. Final Priority Setting Workshop. The final workshop to set the priorities consisted of small
and large group discussions and decision-making processes and wrapped up when
consensus had been achieved on the rank ordered list.
Data reflections on possible limitations included: what was heard and what was not heard in terms of
the types of questions, limited survey responses from cultural minority groups and those in long term
care. Also noted was the limited older adult voice in the final workshop.
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Top 10 Seniors Health Priorities
#

Question

#

Question

1

What strategies best allow older adults to
remain independent for as long as possible?

6

What can be done to increase availability of
dementia-related care and services for
older adults?

2

In what ways can the healthcare system
become more proactive, instead of reactive,
in addressing and encouraging prevention of
disease/disability?

7

What interventions and programs best
enable older adults to more easily navigate
the healthcare system?

3

In what ways can healthcare service
accessibility for older adults living in a rural
community be improved?

8

What are the most effective programs and
services which can be provided to caregivers
to combat burnout and stress when caring
for older adults?

4

How can geriatric-related knowledge among
healthcare providers be improved and
applied when caring for older adults?

9

What is the most effective strategy to
ensure an optimal transition between care
settings for older adults?

5

What are the optimal ways to ensure
healthcare providers take into consideration
the goals and wishes of the older adult
during care/treatment?

10

How can healthcare encounters be
restructured to allow older adults sufficient
time with providers to discuss complex
concerns in one appointment?

Next Steps. Symposium participants were invited to be involved in the next steps by:
•
•
•

Promoting, advocating and championing on behalf of older adults.
Sharing the findings to drive the research forward in the identified areas, including data
syntheses and health education by the SCN.
Disseminating the findings through a variety of venues including presentations, publications,
tradition and social media and research community events.

Audience Comments, Questions and Responses
1. Most older adults age in community and draw heavily on community-based support network but
often the community-based seniors networks are left out. This needs to be rectified.
2. Health promotion and wellness goes beyond health care. Response: The definition of health is
broad and incorporates social determinants. Some of the categories are large and conducive to
health promotion and wellness.
3. Education is going to be important; many people may not realize there is so much in the self-care
realm. Response: Research can teach other people about healthy aging, how they view their own
health, it can change people’s attitudes about how they manage themselves. A much wider
vision of health and education can be helpful in engaging in healthy behaviours, dealing with selfmanagement of disease, and seeking barrier-solving techniques.
4. Invite government representatives to take information back to provide support not only for
research but to support those charged with implementing the priorities as outlined in the
presentation.
Website: www.albertahealthservices.ca/scns/Page13481.aspx

11

2.3

THE CHANGING NEEDS OF A NEW GENERATION OF OLDER ADULTS:
Corinne Schalm

Presentation Focus
Information was presented on Alberta’s aging demographics and the current situation regarding older
adults, as well as the projections going forward and the implications of those projections on service
delivery. Considerations for the future of older adults were also presented.

Alberta Demographics
Current Population Situation. Alberta is the youngest population in Canada, but the population is aging.
According to the 2016 Census:
• Alberta had the lowest proportion of older adults (65+).
• Older adults represented 12.3% of Alberta’s total population in 2016, 11.1% in 2011 and in
2019, 13%.
• Nationally older adults represent 17% of the Canadian population.
• Globally the number of people 60+ will grow from 962 million (2017) to 1.4 billion (2030).
• Number of older adults in Canada is growing faster than other OECD countries; Alberta has the
greatest rate of growth.
Understanding the circumstances and needs of different cohorts in Alberta is also important:
• Older adults over age 75 comprise 40% of older adults (2019).
• In 20 years, proportionately more older adults over 75 years than under 75.
• Older adults over 85 years will increase from 12% to 20% by 2046.
• Almost an even distribution between female and male older adults in the youngest cohorts 6569 years (49.4% male, 50.6% female).
• By 90+years, over two thirds (68%) of the older adults will be female.
• Over the next 20 years, the difference in the proportion of male and female older adults will
narrow in the oldest cohorts, with the gap in life expectancy narrowing between males and
females. This is likely to shift the proportion of couples somewhat higher.

Snapshot of Older Albertans
Characteristic

Statistics

Number and
Gender

•

620,000 older adults in Alberta (2019): 53% female, 47% male

Median Income

•

In 2017, single older adult 65+: $31,060; couple 65+: $75,900

Debt Level

•

In 1999, about 25% had debt; in 2016 almost 50%

Participation in
Labour Force

•

20%. Proportion has increased over last 10 years from 14%.

Indigenous Older
Adults (2016)

•
•

7% of those identifying themselves as Aboriginal are 65+.
53% of the Indigenous older adult population in Alberta identify as Metis;
46% identify as First Nations.
Proportion of older adults that identify as Indigenous has increased by
89% (6,330 people) (compared to 40% for the overall Alberta population).

•
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Characteristic

Statistics
• Life expectancy is 64 for Inuit men and 73-74 for Metis and First Nations
men.
• Life expectancy is 73 for Inuit women and 78-80 for Metis and First
Nations women.

Living Situation

•
•
•
•
•

79% older adults live in urban areas; 21% in rural areas.
Proportion of older adults living in urban areas is increasing.
Most older adults live in their own homes.
5% live in congregate supportive living settings (13% of those are 85+).
2.5% live in a long-term care facility (11% of those are 85+).

Technology

•
•

74% feel confident using technology.
Over 8/10 believe technology can help them stay safe, independent in
their homes longer and connected to others.
58% own smartphones; 93% find them easy to use.

(AGE-WELL, 2019)

•
Health
Characteristics

•
•
•
•
•
•
•

Health Care System

•

Average life expectancy: 87 for women; 84 for men.
Physical activity: 41% older adults reported 150 minutes per week (second
highest in Canada).
Perceived mental health: 71% report very good or excellent.
Life satisfaction: 89% report satisfied or very satisfied.
Life stress: 13% report most days quite a bit or extremely stressful (highest
in Canada).
Social isolation and loneliness: 12% Edmonton adults age 55+ report
feeling lonely at least once per week (Edmonton Seniors Coordinating
Council, 2019).
Dementia: in 2018, approximately 46,000 Albertans have been diagnosed
with dementia; 10% under age 65; 47% age 65-84; 44% 85+.
In Canada, about 25% of Canadians over the age of 65 and 50% over the
age of 85 are considered mentally frail. Frailty is linked with higher
consumption of health care resources; currently 45% of health care
spending is for 15% of Canadians over age 65.

System Changes
The characteristics and expectations of the older adult population are changing from those of previous
generations: higher levels of education and income, greater interest in partnering in their own health,
expect higher quality of services, represent greater diversity (immigration, LGBTQ2), familiar with
technology, live away from family and have smaller families and desire to stay in community.
Alberta Caregivers: 25% of Albertans are estimated to be caregivers; 50% of caregivers are employed
fulltime and are not seen as part of the healthcare team despite providing 10X as much care as paid
healthcare staff. More focus on the rights of people living with dementia is expected starting with the
Alzheimer Society of Canada’s Charter of Rights for People with Dementia.
Changes in primary care models in Alberta: evolution is expected from Primary Care Networks towards
the concept of a health home where patients can access a full interdisciplinary team that coordinates
their health and support services.
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Emergency health services: implementing mobile medical assessment, treatment and referral for short
term support for vulnerable populations. This model provides care in place and reduces potentially
avoidable transfers to hospitals. Alberta has about 30 Community Response Teams across the province
and this is being expanded to more rural and remote areas.
Continuing Care current priority initiatives identified: home and community care expansion, selfdirected funding options, expansion of continuing care facilities, implementing the Dementia Strategy
and Action Plan, support for palliative and end of life care, caregiver supports and updating continuing
care legislation.

Going Forward
Numerous reports have been conducted over the last 25 years with a number of significant system
changes such as the single point of entry system, using a standardized assessment and classification
process, conceptualizing the continuing care system in three streams, and the subsequent growth in
supportive living and expansion in the home living options, and heightening recognition of the needs of
informal caregivers. Enduring themes over time include enhancements to housing options, care and
supports in the community, better geriatric education, system coordination, integration and navigation.
Investment in care in the community is expected to increase significantly given both long-term public
costs and as client preferred options. However, this does not mean that facility-based care will not be
needed. Facility-based care needs to be available for those whose needs cannot be met at home due to
their complexity, or lack of supports in the community.
Quality of life concerns will focus on social isolation and loneliness concerns and its impact on health
and wellbeing, safety viz-a-viz living with risk, defining measures for quality of life, and enabling
restorative care in reducing the need for health care services.
Broader range of care and service models will emphasize self-directed care, integrated health and social
services in the community, population-specific care/person-centred care (e.g. dementia), and disease
prevention and health promotion.
Innovative housing models including intergenerational housing, smart houses, and dementia care
models focused on quality of life (e.g. Butterfly model, currently seven sites in Alberta).
Increasing use of technology including smart homes, remote telehealth, personalized robotics,
autonomous cars, and many other innovations that will help people to remain physically and mentally
active, and independent with increased connectivity to health providers.
Contact: Corinne.Schalm@gov.ab.ca
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2.4

SUPPORTING FAMILY CARERS? PREOCCUPATIONS, BELIEFS AND GETTING
UNSTUCK: Dr. Norah Keating

Presentation Focus
Around the world, countries are celebrating, worrying about and sometimes ignoring population aging.
Some have national aging strategies; others take a triage approach, dealing with urgent needs as they
arise. Regardless of national approaches, changing demographics require programs and services for the
increasing proportions of older people in all world regions. This presentation focused on regional
differences in approaches to population aging. Often the approaches to population aging are grounded
in assumptions and national discourses about responsibility for the wellbeing of older people and these
beliefs are both strongly held and often implicit. An example included a belief about the place of families
in the care of older persons and the public policy and NGO approaches that respond to them. Data from
the recent Statistics Canada General Social Survey on Caregiving provided evidence of the high
proportion of Canadians who are carers to older family members and the public and family support that
they receive.

“Our Preoccupations Shape our Priorities”: Global Approaches to Population Aging
Country

Preoccupation

Values & Beliefs

Solutions

Africa

Young
population with
immense
challenges

Large, strong,
African families will
care for young and
old

Systems of chronic care and support are not
needed

Later life
productivity

An ageing
Contested solutions:
population requires
Higher retirement age reduces pension costs
increased labour
and increases wellbeing (EU) vs Higher
force participation
retirement age increases inequality (Aine le
Leime)

Europe

The ‘care economy’

Encourage immigration to increase labour
force (Germany) vs Reduce immigration to
reduce job competition (UK)
The ‘care crisis’
Latin
America

Asia

Economic
instability

Large
population with
millions of older
people

Inequalities are
widening and there
is great suffering

Better governance, ethical north-south
relationships

Filial piety remains
a value; “one child”
policy and
migration have led
to a care gap

Contested solutions:

Mexico: disrupted migration and truncated
generational economic stability.

Increase economic wellbeing vs increase birth
rate to ensure future carers
Family care in China: experimented with a
policy that children had to visit family once a
year but didn’t get any traction
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Country

Preoccupation

Values & Beliefs

Solutions

Canada

Caring for an
aging
population

Aging is important;
aging is costly,
aging is
complicated

Contested solutions:
Private vs public problems
Silos of assistance vs national strategy

Family care to
older persons is
essential, support
can erode family
obligations

Overview of Family Carers in Canada: Learnings over 20 Years
•
•
•
•

•

Prevalence: 1999, 11% of Canadians claimed they provided care to a family member in the past
year; in 2018, 28%.
Size of family caregiver network: small at 1-2 people
Age of caregivers: 50% of caregivers are age 65+ and have cared
for more than 35 years
“Be cautious about
Social/relationship costs: challenges experienced in marriage, with
saying family care is
friends and children who may have varying viewpoints/conflicts
cheaper.”
about the situation.
• Long term carers at high risk of isolation and loneliness
Economic costs: out of pocket costs may be extensive and may affect employment and
associated income.

Canada is stuck where beliefs collide with urgency: NIMB-Y: not in my budget but in yours. FPT
jurisdictional issues create silos which lead to pilot projects rather than sustainable solutions.

Getting unstuck: a groundswell from Alberta:
• Enhancing care in the community: working together to support vulnerable adults, supporting
caregivers and reducing emergency department visits
• Creating a healthcare system that is responsive to needs of family caregivers: education of the
health workforce to identify carer needs and home care interventions to support family carers
• Remarkable similarity to the proposed National Seniors Strategy:
http://nationalseniorsstrategy.ca/ See Pillar 3: Care Closer to Home and Pillar 4: Support for
Caregivers

Moving Forward: reset our preoccupation, values and beliefs and sustainable solutions
• Preoccupation: creating age-friendly settings
• Values and beliefs: aging is an asset
• Sustainable solutions: build on Alberta’s needs supported by national structures
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2.5

ROLE OF TECHNOLOGY IN HELPING SENIORS BE INDEPENDENT: Dr. Lili Liu

Presentation Focus
The presentation examined the ways that technologies, either low-tech or high-tech, can help older
adults remain independent in their homes or homelike environments. While older adults with chronic
conditions may require social and physical assistance to remain in their communities, they can retain a
sense of independence if they can make choices about the types of assistance they receive.
Technologies may assist in activities monitoring, fall detection, medication management, wayfinding,
social interaction, and cognitive and mental health. The usefulness of these technologies was examined
to identify what older adults, their care partners, and health professionals need to consider when
choosing technologies to help seniors live well in their communities.

How Technology can Help
All aspects of technology were considered not just information but also communication and artificial
intelligence (AI). It also refers to a range of technology that includes high and low technology,
customized technology, etc.
• Reduce risks through activities monitoring, medication adherence, wandering management.
Activity monitoring: Technology use in this area began over 20 years ago with the use of cameras
to monitor people. Now smart condos have been created using virtual reality and avatars. Data
from this type of monitoring can indicate locations in room where person was. If a person has a
critical incident like falling, the data can indicate the actual time and situation. Overall, such
technology enables people to study behaviours as to sleep patterns, using washrooms, etc.
• Medication adherence. A survey looked at clients not adhering to medication and, about 60% of
the time, resulting in falls, hospitalization, etc. The study looked at validation of medication
adherence products, ensuring that the design is user centred. Another issue was addressing how
to make a difference in influencing the federal government to address the cost of
telecommunications. All telecommunications require affordable solutions. Vendors need to be
able to work with researchers.
• Wandering management: The data on wandering and dementia indicates:
− 3/5 people with dementia will go missing
− 50% who go missing for 24 hours risk serious injury, death from exposure, hypothermia and
drowning
− 94% of people who go missing are found within 2.5 kilometers from where they disappeared
Wearable GPs devices provide a means of “Safe Wandering”. A study was done with 45 dementia
client-caregiver dyads in Calgary (urban) and Grande Prairie (rural), wearing GPS devices
(handheld, watch, insoles). These individuals could be tracked on tablet, computer or
smartphone. Realtime mapping was done with breadcrumb trail and geofencing. Wandering
management strategies vary by type and stage of dementia, risk of getting lost, urban/rural,
targeted at community, caregivers.
• Support community health service providers. A study showed Health Care Aides (HCAs) would
use various forms of information and communications technology (ICT) to support their care:
Internet (91%), voice recognition (88%), Skype (88%), Camera (97%), messaging (94%), email
(91%) and GPS (91%). The use of ICTs was viewed as improving the quality of care and increasing
efficiency.
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Next to nurses, HCAs are the largest service providers. Time was spent understanding their
workflows in community. Many workforce issues were identified using technology. Funding has
been received this year to set up technology to support HCAs using a multifeatured mobile
application to support the workflow of HCAs who provide services to Albertans living with
dementia. Alberta’s ConnectCare is not available to HCAs but the project being funded provides a
type of ConnectCare.
• Systemize assessment and intervention. Various technologies are being used to improve

Technology as a tool has numerous benefits:
•

Help carers monitor the activities of others, especially those with dementia, and notice
problem events and trends
Help with medication management
Help manage, prevent, locate persons at risk of going missing
Support service providers and unlicensed caregivers
Facilitate social engagement, cognitive stimulation and physical exercise

•
•
•
•

assessment (e.g. Unilateral Spatial Neglect assessments) and intervention (e.g. co-creating games)
approaches. The work has shown positive results.
Resources
•
•

Book: Everyday technologies in Healthcare, edited by Christopher M. Haye, Dave J. Muller, and
Marcia J. Scherer. Attention was drawn to Chapter 3: Alzheimer’s and mHealth: Regulatory,
Privacy and Ethical Considerations by Kaplans & Ranchordás.
What is a good app? Study being conducted looking at an Alberta Rating Index for Apps (ARIA)
for Mobile Health, 2019. Study is being conducted by Peyman Azad Khaneghah, OT (Reg.), PhD
Candidate, faculty of Rehabilitation Medicine, University of Alberta. Various criteria are being
assessed to determine app quality: credibility, purpose and cost, functionality, ease of use,
privacy, security, usefulness and satisfaction.
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3 NOVEMBER 14: MORNING PLENARY SESSION
3.1

INDIGENOUS SENIORS/ELDERS – CONSIDERATION FOR OUR MOST
VALUABLE RESOURCE: Carol Carifelle-Brzezicki

Presentation Focus
The presentation focused on a description of and the value of Indigenous health services and supports
available across the province to serve Indigenous seniors/Elders.

Indigenous Health Services and Supports
Wisdom Council

• Provincial Advisory Council that reports directly to AHS CEO
• 20 members, eight of which are part of the Elder’s Council
• Broad membership: First Nations, Inuit and Metis; Elder, youth and health
professional; urban, rural, on-off reserve and settlements; North, Edmonton,
Central, Calgary and South Zones
• Membership based on three-year term; term renewal up to two years
• Provides support for how programs are operated and provided to Indigenous
seniors/Elders, incorporating their traditional practices
• Provides an opportunity to get feedback on health services, about what’s
important and why it’s important from an Indigenous perspective

Alternative
Relationship Plan
(ARP)/Indigenous
Physicians

• At end of March 31, 2019, had 18.4 FTE (range of physicians)
• Physicians located at various sites across the province and in First Nations
• Agreement for physicians to spend 30 minutes at a time with each Indigenous
senior/Elder
• Wrap around services are provided consisting of cultural helper, smudging,
addictions and mental health counsellors, support services for filling in forms,
etc.
• Clinic provides support so patients may not need to see physician

Hospital Cultural
Workers

• Two cultural workers at Lois Hole Hospital for Women and one worker at the
University of Alberta
• Support patients with traditional medicines (e.g. making mint tea from handpicked herbs)
• Mediator for integrating traditional practices
• Ensure cultural traditions are carried out for those who are dying, offer
support to the family during and after the death

Indigenous
Wellness Clinic

• Mental Health and Addictions Cultural Helper
• Indigenous Health Coordinator
• Indigenous Cultural Helpers (First Nation, Metis and Inuit) – most speak their
traditional language and practice with their culture
• Dietitian- who worked ten years in a mobile capacity in communities in
northern Alberta
• Physiotherapist
• Physicians, RNs, LPNs and Administrative Support who are either Indigenous
or they have spent a tremendous amount of time in Indigenous communities.
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Numerous activities are underway to support integrated planning for Indigenous health services
internally within AHS and with external stakeholders.
Aging well for Indigenous seniors/Elders means providing opportunities to practice traditional forms of
practices: Music Therapy, medicine picking and sweats.
Moving forward: increased provincial standardization, strategic planning and alignment with all
partners.

3.2

LONG RANGE REFORM OF THE BRITISH HEALTH SYSTEM: THE NATIONAL
HEALTH SERVICE’S LONG TERM PLAN: Tim Gardner

Presentation Focus
Long range reform of the British health system: The National Health Serviceʼs Long Term Plan. As the
NHS marked its 70th anniversary last year, policymakers began developing a new ten year plan for
making a service created in 1948 fit for 2028. The result is an ambitious but pragmatic vision for an
increasing focus on prevention, improving care in key service areas and narrowing unjust gaps between
the best and worst off. This presentation put the NHS Long Term Plan into context, describing the
development of the plan and the measures it prescribes in response to the challenges faced by the
health service. The session concluded with lessons learned that may be relevant to other health systems
looking to the future.

Background and Context for the NHS Long Term Plan
The NHS:
• Founded in 1948
• Universal access to comprehensive care
• Funded from general taxation, (mostly) free at point of use
• 1 million patient contacts every 24 hours
• Over 1.1 million staff in hospital and community services
• NHS England budget in 2018/19 - £114 Billion
Growing health care expenditures amid financial crisis. Over time health spending steadily grew,
especially in the early 2000s. The need to slow funding growth exacerbated by the global financial crisis
in 2008, required NHS to reconsider its situation. NHS in England launched the QIPP (Quality, Innovation,
Productivity and Prevention) programme in 2009 with an aim to get £15-20 Billion worth of efficiencies
focused on better ways of working. In 2010, the general election resulted in a coalition government with
a shared top priority: reduce fiscal deficit post-global financial crisis, largely by cutting public spending.
For the NHS, a funding slowdown through an ambitious efficiency programme put a premium on
organizational stability, but coalition partners were also united in their determination to be bold on
public service reform and to make rapid progress.
NHS Reform 2010. 2010 saw a substantial reform of the NHS with stated ends to: 1) provide more
choice and control for patients; 2) focus on clinical outcomes; 3) empower health professionals. One of
the major reforms was the restructure of NHS to remove government ministers from day to day
operations. Removing the Department of Health from NHS created substantial disruption. The
complexity of the new system while it provided greater autotomy for providers and commissioners,
increased fragmentation of national functions and budgets.
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2014: new policy direction. 2012-13 was characterized by policy drift as a result of controversial
legislation on the NHS reforms. Two major developments caused a shift in how reforms would come into
practice. NHS England was created as a powerful new body to be run at arm’s length to government.
2014-18: reforms were reformed. Five-year forward view was developed for the future of NHS. A case
was made for extra funding to meet rising demand which the government was able to secure. New Care
Models (NCM) were established to transform care delivery and divided England into partnerships across
local providers and commissioners. Wider political developments distracted the government from NHS,
which allowed NHS to continue to implement its plans and push for more money. On the 70 th
anniversary of the NHS (NHS70) the government announced a new funding settlement which was
conditional on NHS developing a long-term plan. The financial settlement was slightly above “maintain
standards” scenario along with an appreciation that additional funds meant that new spending
commitments had to be offset elsewhere.
Staffing challenge. 100 thousand vacancies projected to increase to 250 thousand by 2029/30. Most
severe problems were in nursing especially outside acute services and general practice. At the same
time the demand for NHS care was growing, especially in emergency department (ED) visits along with
the number of delays in ED, suggesting hospital capacity hadn’t kept up with growth in demand.
Developing the Plan
Substantial information was available on the state of the NHS, past and present but planning had to also
consider the wider factors, e.g. social care, affecting health services and health policy in the future.
Specific clinical priorities for the NHS Long Term Plan were determined with reference to the Global
Burden of Disease. Numerous workstreams were set up using disease-based vertical programmes and
cross cutting enablers, as shown in the following exhibit (taken from the presentation)
Cancer

CVD and
Respiratory

Learning
Disability
and Autism

Mental
Health

Prevention,
Personal
Responsibility and
Health
Inequalities

Healthy
Childhood
and
Maternal
Care

Integrated and
Personalised Care
for Older People

Workforce, Training and Leadership
Digital and Technology
Primary Care
Research and Innovation
Clinical Review of Standards
System Architecture
Engagement
No explicit national strategy on multimorbidity

New plans were built on old foundations to either continue, expand, or build on existing clinical policies,
strategies and interventions, rather than starting with a blank sheet of paper. One of the lessons learned
was that moving a successful innovation in one location to another location was more likely to succeed if
the context of the new situation is better understood and those adapting it are supported to do so.
The planning also highlighted the areas where clarity was not certain: NHS capital settlement, education
and training budget, public health budget and social care. But for the first time the long term care plan
addresses the wider social and economic benefits that NHS hospitals can influence as employers and
purchasers.
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The Long Term Care Plan
Key components of the plan:
•

•
•
•
•

Creating Primary Care Networks, employing wider multidisciplinary teams of health
professionals to strengthen outside acute hospitals and take action to improve population
health. Their intent is to also fill the gap between individual practices and larger place-based
parts of the system.
Rolling out new care models, especially Enhanced Health in Care Homes framework
addressing enhanced primary care support, MDT support including coordinated health and
social care, and workforce development.
Improving digital access to care such as physician video consultations.
Creating Integrated Care Systems across primary, acute and community services; physical and
mental health; health, social care and other local services.
Implementing non-statutory structures including new regional outposts, mergers of some
national bodies, primary care models, new care models and Trust mergers and collaborations.

Lessons Learned
•

Long-term plans are useless, but long-term planning is indispensable.

•

We can’t know the future, but we can understand drivers of change and be prepared for
potential futures.

•

Work within a clear framework to involve the right people to co-produce proposals…but be
ready for hard decisions.

•

Be informed by available evidence, but recognize the gaps…and consider targeted investment to
test and develop new ideas.

•

Know your foundations and adapt, scale and spread shamelessly…and remember, there’s no
‘cut and paste’.

Contact: The Health Foundation. Email: tim.gardner@health.org.uk; @TimGardnerTHF
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4 NOVEMBER 14: MORNING CONCURRENT SESSIONS
4.1

NON PROFIT ORGANIZATIONAL PARTNERSHIPS, SUSTAINABILITY AND
ENGAGEMENT: Dr. Haidong Liang

Presentation Focus
This presentation used the Westend Seniors Activity Centreʼs successful projects (e.g., PEGASIS project),
innovative practices (e.g., Community Connectors Program), and “an entrepreneur mindset” to
demonstrate three things: 1) What does the “TRUE” partnership look like for non-profit organizations?;
2) How to achieve sustainability through establishing win-win multi-sectoral partnerships (public,
private, and non-profit sectors)?; 3) Why engagement is so crucial in building partnerships and
sustainability? The presenter demonstrated why non-profit organization leaders should embrace an
entrepreneur mindset to achieve “Knowing and Doing!”

“Knowing and not doing is the same as not knowing”
Three things that not for profit organizations know but do not do: 1) partnerships, 2) sustainability, and,
3) engagement.

Knowing – the aging numbers. Canada is aging. Statistics from the 2016 Canadian census show:
•
•

Number of people over 65 has increased by 20% since 2011.
Increase in share of oldest Canadians increased by 19.4% for those over 85 and increased by
41.3% for those over 100.
• Increase in the aging of the population is due to the first baby boomers turning 65 in the last
five years as well as increasing life expectancy of Canadians and a low fertility rate.
Alberta is aging:
• The number of seniors aged 65 and older is expected to more than double from over 551,000 in
2018, to over 1.1 million by 2040. Almost one in five Albertans is projected to be aged 65 and
older by 2046 (Government of Alberta, July 2019).
• The population of seniors in Alberta continues to rise faster than other age groups. As
of June 30, 2019, over 615,000 Albertans were over the age of 65. That number is expected to
double within the next 2 decades.
Edmonton is aging: 2019 city census recorded over 130,000 (13%) Edmontonians were over the age of
65.
Engagement. Everyone is lining up with resources and services to support and engage seniors. Nonprofit organizations are also working hard given their unique position to work with everyone and every
sector. In reality things are not working as well as they could. In the report on Social Isolation of Seniors,
2013-14, published by The National Seniors Council in October 2104, seniors stated:
•
•
•
•
•
•

Lack of awareness of or access to community services and programs;
Fear, stigma or ageist attitudes (internal and external) that prevent them from accessing
community services/programs or being socially active in their community;
Lack of accessible and affordable transportation options;
Lack of affordable and suitable housing and care options to meet the varied needs of older
adults;
Loss of sense of community;
Challenges relating to technology; and,

23

•

Life transitions (death of a spouse, move to long term care facilities or other residence, loss of
driver’s license, etc.).

All senior centres have the tools to engage seniors and partners but many centres perpetuate the
negative stereotypes of seniors with their imaging of seniors and their advertising.

Knowing (superficial knowing) and Not Doing
Partnerships: are defined by Wikipedia as an arrangement where parties, known as business partners,
agree to cooperate to advance their mutual interests. The partners in a partnership may be individuals,
businesses, interest-based organizations, schools, governments or combinations. Organizations may
partner to increase the likelihood of each achieving their mission and to amplify their reach. A
partnership may result in issuing and holding equity or may be only governed by a contract.
Three common reasons for failing to establish win-win partnerships were cited by the presenter: 1)
superficial reasons: think a partner is needed to get funding; 2) common excuses; 3) denial.
Engagement. Engagement as defined by the Collins dictionary:
•
•
•
•

If you engage in an activity, you do it or are actively involved with it.
If something engages you or your attention or interest, it keeps you interested in it and thinking
about it.
If you engage someone in conversation, you have a conversation with them.
If you engage with something or with a group of people, you get involved with that thing or
group and feel that you are connected with it or have real contact with it.

Engaging with partners has to be win-win. Often engagement is affected by fear of competition, being
taken over, etc.
Sustainability. Economic sustainability refers to practices that support long-term economic growth
without negatively impacting social, environmental, and cultural aspects of the community (University
of Mary Washington). If funding ends, programs stop and partnerships end. It doesn’t have to be that
way.

Knowing & Doing
Start with entrepreneurial mindset. Non-profits need to embrace an entrepreneurial mindset. Nonprofit doesn’t mean no profit but rather making money and using it to invest in the organization and its
staff.
Invest time and effort to create win-win partnerships. Creating working winning partnerships requires
time and effort with leaders who maintain an open mindset and communication, identify different
resources and capacity, find the best fit and ways to achieve win-win outcomes. Partners need to
support each other.
Demonstrate complete collaboration with seniors and partners. Community Connectors Program run
by the presenter, does free monthly mixers. His partners consider his centres as neutral, sincere and
reliable partners. A measure of true success is sustainability. His centre is able to generate revenue to do
marketing that is helping all the organizations: 38 partners in first year.

Resources:
• Email: haidong@weseniors.ca; Ph: 780-483-1209; Cell: 780-691-1510
• Website: weseniors.ca
• Facebook: facebook.com/weseniors
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4.2

THE LONG TERM CARE POPULATION IN 2030: Dr. Carole Estabrooks

Presentation Focus
Canada’s long-term care (LTC) system faces unprecedented growth in the coming decades. Predictions
of 63% more residents by 2036, and ballooning costs to taxpayers and families, are projected to burden
already stretched health systems and staff. Alberta has favored resourcing supportive living
environments in an effort to reduce more expensive and less desired (by older adults) LTC admissions.
This has resulted in a dramatically changed resident profile in LTC – residents are more complex with
heavier physical care requirements and higher social needs, are much closer to death, and because of
later stage dementia have severe communication challenges. Staffing and other resources have not
increased commensurately with this demand. In Alberta, as across Canada, quality problems plague LTC
settings and have for decades – polypharmacy, unmanaged pain and depression, loneliness, boredom,
safety, workforce engagement and training, staff burnout, an aging workforce, staff-resident ratios. Is
the 2030 state inevitably an extension of the current state or can we act now to choose a different path?

Population Aging in Canada
Canada has one of the highest life expectancies among developed countries in the world. Alberta’s
population is the youngest in Canada while the Maritimes have the oldest population. The aging of the
baby boomers, born 1946 to 1965, indicates a 20-year population bulge of 40 years duration:

•
•
•

•
•

January 2011: first Canadian baby
boomer turned 65 years
January 2021: the first boomer will
turn 75
January 2031: the first boomer will
turn 85
December 31, 2031: the last
boomer will turn 65
December 31, 2051: the last
boomer will 85

The percentage change in major causes of death (all ages) 2000-2015 (USA) shows progress has been
made with breast cancer (-1%), prostate cancer (-7%), Heart disease (-11%), stroke (-16%), HIV (-55%)
except Alzheimer’s Disease which has increased by 123%. By 2037, Canada will have 23/1000 with
dementia or 920,000 of 40M people; Japan will have 40/1000 or 4.6M of 115,766,735M. Canada is in the
middle of the pact among developed countries.
The number of beds/spaces in continuing care between March 31, 2017 and March 31, 2018, show a
small increase in long-term care and supportive living combined (2.3%). 80% of residents in Canadian
residential long-term care have moderate to severe cognitive impairment usually caused by dementia; in
Alberta the level is slightly lower at 79%.
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The future cost of long-term care in Canada shows the following:
•
•
•
•

Between 2019 & 2050, baseline projections suggest the cost of public care in nursing homes
and private homes will more than triple, growing from $22 billion to $71 billion annually (in
constant 2019 dollars)
Home care costs are projected to more than double by 2050 when approx. 120% more older
adults will use home care support
Over this same period there will be approx. 30% fewer close family members – spouses and
adult children – who would potentially be available to provide unpaid care
Unpaid caregiving already strains Canadian families and these pressures will increase

(Source: MacDonald, BJ, Wolfson, M, Hirdes, JP. (2019). Future Cost of Long-Term Care in Canada. National Institute on Ageing,
Ryerson University.)

The Long-Term Care Population in 2030. The length of stay in nursing homes is declining, largely
because people are being admitted later to nursing homes.

Looking at Solutions
Upstream solutions: modifying risk factors, especially those that underpin inflammatory disease:
hypertension, smoking, obesity, activity, managing cholesterol, remaining socially engaged, retaining a
sense of one’s life’s purpose/meaning. Delaying onset of dementia is also important. Modifying risk
factors is not easy, as it is more than an individual problem, it is also a system issue that operates on
multiple levels in a complex adaptive system. System investment in health promotion and primary
prevention, and not just secondary and tertiary prevention, is required. Re-prioritization is necessary.
Downstream solutions: dementia villages but no evidence yet that they’re scalable. If villages can only
afford to have 12-15 people, that’s not scalable. Early evidence indicates that the outcomes are good.
People stay relatively able to participate in daily life, risk tolerant until they get to the very end of life
and then have very compressed time to death. The residential model is predominant in North America
and European communities; up to 70% of the people are in wheelchairs and are no longer able to walk.

TREC: Translating Research in Elder Care (2006-2019)
Team composition. The TREC team involves a significant number of experts in various positions around
the world: 40 investigators from Canada, US, UK and Sweden; 20 core/senior knowledge users from 5
provincial Ministries of Health and 6 health regions; active Citizen Advisory group (persons with
dementia, residents, family/friend caregivers) and team members; Administrators, Directors of Care,
Managers from 94 cohort facilities in several Operator groups; 24 trainees (current), International
Scientific Advisory Committee and several collaborators and advisors.
TREC Mission. TREC is a longitudinal pan-Canadian and applied and partnered health services research
program that aims to contribute to system change by developing innovations and practical solutions
that contribute to sustainable improvements in quality of care, quality of life, quality of end of life for
frail, vulnerable nursing home residents, and quality of work life for their paid care providers in
nursing homes. TREC has been structured as a PHSI (partnerships for health system improvement)
program with strong partnerships from its inception. The transactional space is a way to move
knowledge into action. The TREC cohort consists of 94 care homes and five regions in BC, Alberta and
Manitoba.
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The Paid Workforce in Long-Term Care
The paid workforce in LTC shows:
•
•
•
•
•
•

80-90% of direct care is provided by unregulated care aides
>95% are women
An older workforce
In urban areas >50% do not speak English as a first language
>20% of care aides in AB work more than one job
Quality of work life is associated with care quality, yet care aides report disturbingly high levels of
burnout, low empowerment, variable job satisfaction and low participation in any decisionmaking. These care aides also report unusually high levels of “job efficacy”, the sense that their
work is meaningful.

The resident care unit context can be improved. Facility environments can be changed to reduce the
“rush” which also reduces the burden of symptoms experienced by residents.
The unadjusted length of stay for aging in place shows that the objective to delay admission to nursing
homes is working. However, it comes at a cost. Alberta nursing homes have higher levels of dementia
and higher ADL needs. LTC is viewed as a place of death. Nursing home populations have changed. The
length of stay has dropped, but the social and medical complexity has increased. If the staffing resources
are held approximately the same that creates stress in the environment. Viable solutions are needed.

Vulnerable Groups/Subgroups in Long-Term Care
The following schematic from the presentation, gave an overview of vulnerable groups as identified by
the Council for International Organizations of Medical Sciences (CIOMS), 2002. The presenter
highlighted the areas showing that nursing home residents are not as homogenous as they are often
treated. Vulnerable residents in nursing homes may be characterized as those with dementia, physical
and/or intellectual disabilities, history of traumatic stress, LGBTQ2+ and the “unbefriended”. Individual
nursing home residents may be dealing with multiple issues simultaneously which increases their
vulnerability.

Unbefriended. About 4% of LTC residents in Alberta fall into the “unbefriended” category. They tend to
be concentrated in public not for profit urban and in rural centres; typically 2 groups (traditional older
single, widowed or divorced female); homeless, often with mental health and addiction challenges,
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family estrangement. They receive more aggressive and not always appropriate end of life care (e.g.,
intervention, acute care, etc.), that is, higher resource utilization. They often have severe challenges
with loneliness and isolation. Care aides work under an ethos of “equal care for all” but struggle to
provide the necessities of life and some social interaction to this group, often using many creative work
arounds.
Sex and gender are very topical now, but the situation is not any better for this population. Some may
go back “into the closet”. Transgender populations have difficulties but when they get dementia they
may revert to their original gender and sex.
Quality of life. More needs to be done about quality of life, especially for those with dementia.
Measures are needed as well as evaluation of strategies and approaches being used. It’s important to
remember that quality of care is not the same as quality of life.
Paid unregulated workers profile is concerning. Upwards of 90% of direct care is provided by
unregulated care aides who are:
• Older
• Predominately female
• >50% in urban centres are immigrants and speak English as a second language
• >20% in AB work more than one job
• And they come with varied histories
Current situation is to take the most complex and volatile residents and place with them with workers
who have fewer competencies and other issues they may be dealing with. This scenario is poised for
things to get out of control. It’s important to recognize the complexity of the population and to reduce
the use of acute care. Workforce planning is a necessity; it means looking at all the other workers that
support that environment and creating conditions where the working environment is optimized.

Making 2030 better than 2020
If 2030 is to better than 2020 the following things must be done:
• Recognize an increasingly complex population of residents admitted much later in the
trajectory of their disease(s) and closer to death
• Do more to reduce unnecessary acute care utilization at the end of life – and implement a
meaningful palliative approach to care
• Undertake work force planning and upgrading across all groups, but particularly focusing on
care aides who deliver 80-90% of direct care
• Create conditions for optimized work environments with more favourable cultures, strong
leadership, more engagement in care decisions at all levels
• Continue tirelessly to work on improving care quality and quality of life

Audience Comments, Questions and Responses
1. Alberta tends to compare with Ontario (ON). Are we comparable to Ontario? Response: Cannot
answer question completely. Ontario system has another level of care complexity. Perception is
that they’re having problems with quality of care. They’re doing innovative testing with nurse
practitioners and paramedics. We do not have direct ON comparisons. Winnipeg is not like Alberta.
BC is a better comparator, but there is no information on them.
2. How do we look at safety and risk management per quality of life? Response: Alberta is risk
averse and has to deal with it. Basic safety things can be done so Alberta needs to be more risk
tolerant. Where’s the threshold between risk and safety? A lot of work to be done with regulators,
those who set standards, etc.
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4.3

ADDRESSING SOCIAL ISOLATION: EXPERIENCE FROM AN EDMONTON
COLLABORATIVE: Edmonton Seniors Coordinating Council

Presentation Focus
Social isolation calls for a combination of both systems-level change as well as grassroot responses to
the unique circumstances of individual seniors. ‘The collaborating effect’ was seen and felt by the PanEdmonton Group Addressing Social Isolation of Seniors as they implemented several seniorserving
projects from 2016-2019. Is the formula for ‘the collaborating effectʼ mathematical, magical or
something else altogether? This interactive session focused on learnings from the experiences of seven
community-based organizations who chose a collective impact model to make a real difference for
vulnerable seniors.

Origins of PEGASIS
Seven partner organizations, forming the Pan-Edmonton Group Addressing Social Isolation of Seniors
(PEGASIS), participated on the panel:
1.
2.
3.
4.
5.
6.
7.

Edmonton Seniors Coordinating Council (ESCC)
Edmonton Southside Primary Care Network (ESPCN)
Edmonton Mennonite Centre for Newcomers (EMCN)
Greater Edmonton Foundation (GEF)
SAGE
Drive Happiness
West End Seniors Centre (WESC)

The National Seniors Council aimed to reduce and prevent isolation, and, as a result, provided funding to
various groups across Canada to:
• Raise public awareness
• Improve access to info services programs
• Build capacity to address isolation at grassroots
The ESCC developed a plan with a goal to reduce social isolation. PEGASIS, a collaborative of seven
organizations, was formed. The collaboration has three key elements: 1) Reasons; 2) Resources; and, 3)
Relationships. They are about halfway through their mandate with three years remaining. The resources
available to the organizations were distributed on an equitable basis with respect to expectations, which
required that each organization review its assets, resources, expertise, and ensure that the partnership
has what it needed to carry out the work.

How Each Partner Helped to Reduce Social Isolation
Greater Edmonton Foundation provides housing for seniors across Edmonton. GEF applied for funding
when they identified additional needs that they felt they could be meeting. The grant allowed GEF to
establish a community support program. They applied for two outreach workers to support 3600
seniors. This was not sufficient to address seniors needs which required that they engage in more
collaboration and partnerships.
Their collaboration example Involved SAGE. SAGE helps seniors with hoarding management goal-setting.
SAGE only can visit people once a month, while the GEF outreach workers are able to check in more
often. This helped to regularly support seniors in working towards their goals, and to be less isolated.
This collaboration allowed them to move their agenda forward and help seniors more than they would
have been able to with their two staff alone.
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Edmonton Mennonite Centre for Newcomers. EMCN provides therapeutic, family, settlement,
employment, and language services. They usually focus on people at working age who are trying to
integrate into the economy because that’s government’s focus. This means senior immigrants often get
left out, and they are also much more isolated. The grant allowed EMCN to reach immigrant seniors in a
more targeted way by addressing very senior-specific programming for the first time. They relied on
their partners heavily to understand seniors needs, and they offered expertise to their partners on
immigrant-specific needs.
The collaboration also allowed them to work with other senior-serving goals that weren’t part of
PEGASIS officially, such as having a perspective that there was a collective goal to reduce isolation:
•
•

Basic language classes for seniors: 6 provided across the city to be accessible to different
populations.
Worked with transit partners so students could experientially learn about reading bus schedules,
how to ask basic navigational questions, read road signs, etc. Students expressed confidence, and
an ability to get out and walk around the city and take the bus, which reduced their isolation.

Drive Happiness. Connecting people was their main goal. They wanted funding to help seniors be less
isolated. They used the funding to create a newsletter for seniors, providing information on ways to get
out and connect, as well as large mailing list to share other information with seniors.
Drivers started identifying people who were struggling, so they started carrying information resources to
distribute to seniors. Under PEGASIS, Drive Happiness also started connecting more with other
community organizations (for-profit businesses, community centres, etc.). They are receiving more
referrals from the community, resulting in more people using the service.
West End Seniors Centre. The importance of sharing resources and having an entrepreneur mindset
were stressed. WESC philosophy:
•

•
•
•

Partnerships need to achieve a win-win without exhausting each other’s resources. It’s a give and
take. Resources need to be shared to help the partnership meet its needs. An example was given
of an appreciation event for drivers: WESC had a venue, marketing staff, etc. Drive Happiness had
funding for the event/sponsorship. Together they made it happen.
Must have a public/private partnership mindset, otherwise seniors’ needs cannot be met.
Organizations cannot all be expert in everything.
Organizations cannot all manage all the programs and have all the resources.

All organizations agreed that it was the combination of the relationships and resources that enabled the
partnership to work collaboratively. They also noted the importance of the motivation to collaborate,
whether it is willingly entered into or whether organizations are told they have to do it.
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5 NOVEMBER 14: AFTERNOON CONCURRENT SESSIONS
5.1

TRANSFORMING THE ALBERTA HEALTH SYSTEM: Dr. James L. Silvius

Presentation Focus
The health system was fundamentally designed at a time when health care was focused on more acute
and less chronic illness; it now needs to catch up to, and move past our current reality in order for us to
care for our aging population in the future. The presentation focused on the need to examine to what is
currently being done well, what needs to be done differently and how innovation and research can be
leveraged to consistently provide the care people need, closer to home. By examining the innovative
practices and models that have been implemented globally to develop future state, changes can be
made to the way Albertans receive care, improve their quality of life, and use resources appropriately.

Population Projections
Statistics on population projections were cited as follows:
As Alberta population grows and changes, both number and proportion of seniors increase. Alberta
seniors 65+:
•
•
•

2010, 393K (10.7%)
2019: 579K (13.2%)
2036: about 1M seniors (18%) (AH population projection)

In 2019, Alberta has the lowest proportion of seniors in Canada, but the highest growth rate.
Currently, seniors make up:
•
•

27% of in-patients and 48% of in-patient days in acute care
91% of clients in long term care, 88% in designated supportive living (DSL), 78% in long term
home care, 58% in short term home care

In 2016, over 505,000 Albertans were aged 65 and older, accounting for about 12% of the population.
The number of seniors is expected to top a million by 2035 and exceed 1.1 million by 2040.

History
Historical practices in health care:
• Acute illness focus
• Physicians worked as independent practitioners
− Paid for episodic care
− Family physicians “ran” hospitals
• Hospitals for acute illness; investigation; surgery; accident; recovery; etc.
• Long Term Care facilities were viewed as places to live out life
What changed? Social and medical advances:
Population:
• Population: longer life expectancy through improved hygiene practices, higher income and
education, advances in medications and techniques.
• Individual: disease management/life prolongation, specific cancer treatments and ability to
sustain life through infancy and childhood by understanding genetics and supportive techniques
that sustain those who would not have survived infancy and childhood.
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Practices:
• Now both an acute and chronic illness focus.
• Physicians as independent practitioners, paid episodic care but no longer running hospitals.
• Hospitals becoming a place for acute and chronic illness, the latter often with prolonged lengths
of stay. Hospitals are no longer freely admitting people for investigation, now the emergency
department has become the gateway. Hospitals have become the default in the system for those
needing to wait for other options of all types to become available. Populations now waiting are
those who need care in settings that are not readily available – prolonged rehabilitation,
supportive living and LTC, special needs including mental health, etc.

The Response
Three major areas:
• Team based care has been recognized by geriatrics for decades given the more complex “long
livers”. More recently, it has come to be recognized by others for chronic disease management,
amongst other things.
• Shifting of care to community. As able, care has been shifted to community. Teams are
increasingly being built in community to support individuals with increasingly complex care
needs. This includes significant expansion of home care and the development of the Primary Care
Networks (PCN’s) which bring family physicians together into a network with shared resources to
support geographically-based populations.
• Facility-based care has shifted, starting in the 1990’s in some parts of the province, to a variety
of environments designed to meet the needs, wishes and desires of the population. This will
continue to evolve as baby boomers age and have different expectations of care in older age.
Growth in types and location of facility-based care is based on population need projection, with
local customization.

How are we addressing home care?
•

•

Home Care
− Across community-based
settings
− Short term vs. Long term
− Professional and personal care
− Case management
− Supported by Allied
Health/consultants
− Caregiver support (including Day
Program)
Goal: Support health &
independence, connection with
social supports, and remain home as
long as possible

What needs to happen from here?
• Continued investment/growth at the
rate of 5-6% per year to stay above the
population growth
• Continued evolution of models

Home Care Facts (2018/19)
• 127,214 clients receiving home care annually
• 10.6% increase in number of unique home care
clients (2013/14-2018/19)
• 72 average age of home living clients
• 32.6% are not seniors
• 22% home living clients with dementia diagnosis
• 10.6% will transition to higher level of care within
the next year (2017/18)
• 4.5% AHS home care cost as percentage of total
expenses
• $286M increase in annual home care spending
(2010/11-2018/19)
• $688M full year expense (2018/19)
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•
•
•
•

− Improved flexibility to meet needs
− Includes scale and spread of success
Increased availability of services/supports in rural/remote areas
Evolution to system-wide case management to include social and environmental needs
Restorative Care as a flow-through system to help Albertans recover/restore at home, enabled
by home care with intensive supports.
Education of the population, both patients and staff, about the available community resources

How are we addressing DSL and LTC?
• Designated Supportive Living; Long Term Care
− Provides housing for ~5% of Seniors
• DSL
− Home-like, congregate setting
− Supports vary according to types of need: personal/professional, supported by AHS case
management
• LTC
− For those with complex needs unable to be met elsewhere
• Hospice
− For those with limited life expectancy
− Short term, specialized care
What needs to happen from here?
• Continued investment/growth – 800 – 1,000 net new annually
• Modernization/refurbishment of sites
• Encouraging multi-level sites for improved flexibility in providing for care needs as they change
and enabling aging in place
• Review of models of care including staff mix; need to address change in scope of practice for
regulated staff
• Assign costs appropriately; accommodation fees haven’t kept pace with costs, creating operator
challenges in covering their costs while meeting resident needs

How are we addressing Palliative & End of Life Care (PEOLC) /Hospice Care?
• Palliative Care is defined as care that potentially begins at the time of diagnosis of a life-limiting
illness.
• End of Life Care refers to an intensification of care and supports in the last stages of life.
• AHS published a PEOLC Framework in 2014: guides the approach used, applies to adults and
children across the continuum of settings.
• Framework inspired services:
− EMS Palliative Assess Treat & Refer
− 24/7 Palliative Physician on Call
− Development of a Provincial Website
− Bereavement Support Packages
− Provincial Advanced Care Planning/Goals of Care Designation Expansion (“Greensleeve”)
− Provincial expansion of the Calgary Zone Rural In-Home Funding
− Others
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What needs to happen from here?
•
•
•

Refreshing of the 2014 PEOLC Framework
Growth and expansion of PEOLC services
Expansion of Hospice Care within an integrated system of care

Other Actions Needed
•
•

•
•
•
•

•
•

Legislation and regulation need to be revised
Policy Levers
− Development of a response to aging infrastructure
− Reconsideration of funding models: who pays for what
Consistent approach to care: case management standardization
Integration of services and supports across the health system
Quality of Life
Acute Care education and elder friendly care
− Education is needed about community services and supports to appropriately forestall
admission from Emergency Department and promote earlier discharge from acute care to a
more appropriate environment.
− Elder Friendly Care to minimize potential deterioration due to unmet non-medical needs.
Dementia management and care
Primary Health Care Integrated Geriatric Services Initiative (Central Zone): initiative that linked
primary care with specialty care in the management of individuals with cognitive impairment and
other geriatric syndromes including frailty. It aimed to improve the skills in diagnosis and
management of a number of the primary care networks in Central Zone. Building from the Health
Neighbourhood, foundational to the work, was the concept of integrated community-based
health and social services. The project is in evaluation phase with limited expansion starting in
other areas within the province.

Further Possibilities
•

•

•

Homelike Models of Care in LTC
− Small scale Special Care Units (Netherlands)
− Dementia Villages (Netherlands)
− Eden Alternative (US)
− Green House Project (US)
− Green Care Farms (Netherlands)
Virtual Care
− App-based consultation: moving beyond video telehealth to Skype, Facetime. This also
includes components being built into ConnectCare such as patient access to their own
information, scheduling their own appointments including face time consultations, etc.
− Internet of Things (IoT) such as smart appliances, smart cars, etc.
Technology: many forms available
− Personalized medicine including genetics and genomics
− Stem cell research demonstrating the creation of replacement parts
− New pharmaceuticals
− New diagnostics
− Robotics

Contact: James.Silvius@ahs.ca
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5.2

IMPROVING THE QUALITY OF LIFE AND CARE OF PERSONS LIVING WITH
DEMENTIA AND THEIR CAREGIVERS: Dr. David B. Hogan

Presentation Focus
This presentation was based on the report by the same name (https://www.cahs-acss.ca/wpcontent/uploads/2019/01/Report.pdf) produced by an expert panel assembled by the Canadian
Academy of Health Services (CAHS). The increasing number of persons with Alzheimerʼs disease and
other dementias pose a significant challenge for Canadian families and their caregivers, and more
broadly, for the health care system. Recognizing the importance of developing and implementing an
effective strategy to address this challenge, the Minister of Health of Canada, through the Public Health
Agency of Canada, asked the CAHS to provide an evidence-informed and authoritative assessment on
the state of knowledge to help advance federal priorities under the National Strategy for Alzheimerʼs
Disease and Other Dementias Act. Engaging persons living with dementia was an important theme of
the report. Topics covered ranged from public awareness & prevention to end-of-life care and included
education, research, and implementation challenges.

Background
The Canadian Academy of Health Sciences (CAHS), comprising 700 Canadian health scientists widely
recognized for academic achievement, creativity and leadership, produced a report “Improving the
Quality of Life and Care of Persons Living with Dementia and Their Caregivers”. The report followed the
Act of Parliament in 2017 to develop and implement a comprehensive national strategy to address all
aspects of Alzheimer’s disease and other forms of dementia because:
•
•
•

More people will be living with dementia
Must ensure adequacy and sustainability of the health and social care system to deal with this
challenge
Compelling central vision that provides direction for mobilizing needed resources

CAHS was charged by the Minister of Health through the Public Health Agency of Canada (PHAC) to
provide an evidence-informed and authoritative assessment on the state of dementia knowledge and
practice. The assessment was to summarize strength/state of dementia evidence and emerging best
practices and was to inform the national plan (not write it). The methodology was an extensive and
intensive highly iterative process. Several papers were commissioned from experts and research to
better understand:
•
•
•
•
•
•
•
•

Rural dementia care
Ethnic minorities and recent immigrants
Young-onset dementia
Indigenous populations in Canada
Sexual minorities
Adults with intellectual/developmental disabilities
Technology for dementia
International review of Alzheimer’s disease policies in OECD countries

The report consists of eight chapters with each chapter being structured to identify the challenges,
summarize public-policy responses, identify evidence informed and emerging best practices and
highlight key findings.
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Six Overarching Themes Identified
1. Building on the rich Canadian experience: provincial dementia plans in place since late 1990s
and five Canadian Dementia Consensus Conferences held since 1989
2. Recognizing the centrality of engaging persons living with dementia (PLWD) and their
caregivers in a meaningful and respectful manner
3. Addressing dementia as a societal, health and social issue emphasizing the complex
combination of health and social needs of persons living with dementia and their caregivers.
4. Ensuring an adequately trained and supported dementia workforce is available to deal with
current and anticipated demand
5. Assuring an equitable balance in research investment across biomedical, clinical, health
services, and social, cultural, environmental, and population health research and between
creating and translating knowledge
6. Creating, seeking out and utilizing evidence/ best practices to implement the strategy in a
coherent and practical way
The presentation contained detailed information on the key findings for each of the report chapters:
•
•
•
•
•
•
•
•

Introduction
Engaging Persons Living with Dementia
Prevention, Awareness and Living Well with Dementia
Improving Health and Social Care For Persons Living with Dementia
Education and Support For Caregivers
Building and Supporting the Health and Social Care Workforce
Research and Innovation
Implementation

Canadian Dementia Strategy, “A Dementia Strategy for Canada: Together We Aspire”, was released in
June 2019. The strategy consists of three national objectives: 1) Prevent dementia; 2) Advance the
therapies and find a cure; and, 3) Improve the quality of life of people living with dementia and
caregivers. Five pillars are identified for the effective implementation of the national strategy: 1)
Collaboration; 2) Research and Innovation; 3) Surveillance and Data; 4) Information Resources; and, 5)
Skilled Workforce.

Audience Questions and Responses
1. What is the progress on research in development of medication to address onset and/or slow
onset? Response: one of the challenges is people’s hope for a cure, but have to invest as much in
care as cure. People do not understand the implications of various treatments, e.g. amyloid protein
treatments with the risk of developing brain lesions so people need MRIs which have long waiting
lists. No health care system in the world could deal with the cures if they were approved due to the
large investment required. In Canada dementia is primarily a chronic condition. If seen as curable,
people would need to see a specialist, but we don’t have the workforce. Often dementia is one of
several other health issues; if we cured dementia, there may be other types of brain damage.
Preventative measures are promising in reducing the rate of dementia, rates going down 15-25%.
There are ways to reduce /delay onset of dementia related to lifestyle factors (diet, activity, sleep,
stress). People are becoming more comfortable in recommending these lifestyle changes.
2. Re: insufficient political will. We have a great report and what would you hope will happen?
Response: Problem often with democratic society is with foresight and funding ahead and also
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sticking to it; we get distracted. Recently went through federal election, but how much did we hear
about health care? About dementia? About other topics that may not have been so important, but
caught the news cycle? Health, social care, dementia shouldn’t be political, it affects all of us. All
parties should be dealing with these things.
3. Re: diagnosis of dementia. Don’t think GPs are equipped to diagnose valid interventions. Response:
Interest here in Alberta, especially those in PCNs. A well-trained primary care practice should be able
to accurately diagnose dementia.
4. Re: Wondering for people living with dementia, with moderate and advanced dementia how can
we support them? What are we going to do about that? Response: Have to ask ourselves questions.
Professionals spend time talking with the family member not the patient. Have to raise awareness of
what’s appropriate and what’s not appropriate.

Resources:
•
•
•

5.3

Report: Improving the Quality of Life & Care of Persons Living with Dementia & Their Caregivers:
https://www.cahs-acss.ca/wp-content/uploads/2019/01/Report.pdf
Commissioned Reports: https://www.cahs-acss.ca/wp-content/uploads/2019/01/ReportAddendum.pdf
Canadian Dementia Strategy: https://www.canada.ca/en/publichealth/services/publications/diseases-conditions/dementia-strategy.html

MEETING THE TRANSPORTATION NEEDS OF SENIORS IN URBAN, RURAL
AND REMOTE AREAS: Bonnie Dobbs (Medically At Risk Drivers); Bernie
Buzik (Wainwright & District Handivan Society); Liza Bouchard (Drive
Happiness)

Presentation Focus
Adults 65+ are the fastest growing segment of the Canadian population. Accompanying this growth is
the demand for more responsive forms of transportation. How can we better meet the unmet
transportation needs of seniors in urban, rural, and remote areas of Alberta? Learn more about how
these unmet transportation needs are being met through presentations from the Medically At-Risk
Driver Centre (MARD), the Wainwright and District Handivan Society, and Drive Happiness.

Two Session Objectives:
•
•

To gain an understanding of the “alternate transportation for seniors (ATS) service providers
landscape” in Alberta and changes in ATS service provision over time
To become familiar with the “challenges and rewards” in developing, implementing, and
sustaining ATS services with insights from a provincial survey and two service providers in the
province

Medically At Risk Drivers
Medically At Risk Drivers (MARD) is a Research and Knowledge Translation Centre at the University of
Alberta, having three priority areas:
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1. To implement and evaluate innovative solutions that support the transportation safety and
mobility of our target audiences
2. To develop and disseminate educational materials that inform and promote community
engagement on issues related to transportation safety and mobility
3. To develop knowledge, solutions, practices, and services that recognize and address the
differences in transportation mobility between rural and urban communities
ATS Survey. A survey of Alternate Transportation for Seniors (ATS) service providers was conducted in
urban and rural Alberta in 2017/18. Its purpose was twofold:
1. To update the list of ATS service providers in the province.
2. To identify changes, trends, and deficiencies in ATS service provision through a comparison of
the 2017/2018 and the 2008/2009 results.
Organizations providing ATS services were
contacted and asked to participate in a two-part
survey. The first part consists of a telephone
interview, which took ~ 10-15 minutes. The
second part was an email questionnaire which
was sent to participants to complete and return
within a two week period.

Overview of ATS in Alberta (2019)

• 223 ATS service providers in total
• 174 ATS only (78%), 32 Home Care (14%), 17
Paratransit (8%)
• ATS only: 136 Not For Profit, 38 For Profit
• Home Care: 2 Not For Profit, 30 For Profit
• Paratransit: 17 Not For Profit

An overview of ATS in Alberta in 2019 revealed
that 78% of the ATS only are not for profit; 94%
of the home are for profit and 100% of the
paratransit are not for profit.

ATS Greatest Challenges as revealed through the survey are given in the following table:
Challenge

All ATS
Providers
(n=134)

ATS Only
NFP
FP
(n=89) (n=20)

Home Care*
(n=12)

Paratransit
(n=10)

Drivers

29%

35%

50%

Funding

24%

29%

35%

Capacity and Demand

22%

22%

45%

Cost to Clients

35%

Operating Costs

30%

Clients

25%

Scheduling

25%

45%

*Other challenges for Home Care were split between Capacity and Demand, Insurance & Liability,
Operating Costs, Partnerships and Collaboration, and Scheduling, all at 17%
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Wainwright & District Handivan Society
When the need for community transportation services became evident, the Handivan Society was
formed in January 2013 with the purchase of a van and hiring of a driver. The service started in August
2013 and was well used.
The biggest challenge in rural areas was the distance to major medical centres taking up to a day, hence,
leaving the rest of the community with no services on those days. That challenge led to the purchase of
a new bus, a second van, and hiring of 0.5 driver as well as construction of a garage to hold the vehicles.

Information about the Society and the Service
•
•
•
•
•
•

Board of Directors always focused on “Are we meeting the need?”
Board solicits in in-person feedback from a sample of clients at every meeting
Major sources of revenue are community donations, both corporate and private and client fares
(in town $6; trips to Edmonton, $0.60/km but caregivers ride free)
2018 cost to run service: $70K; insurance costs about $11K per year for the three vehicles
Costs are continually increasing with gas prices, insurance and long distance trips
60% of the rides are medically related; most trips are 1 person

Drivers and Vehicles
•
•
•
•

Many volunteer drivers in addition to paid drivers
Drivers trained to transport people in wheelchairs
Adhere to the D409 Vehicle Safety regulation
Bus is designed with four fixed bench seats; all other
benches fold up to accommodate up to six wheelchairs

•

•
•

Aug to Dec 2013: 240
rides
2014: 1400 rides
Today: about 200 rides
per month and growing

Drive Happiness
Drive Happiness is a non-profit charitable organization that provides assisted transportation services to
low-income, mobility-challenged seniors in the greater Edmonton area. The organization has been
providing service to Edmonton seniors since 1998. Over 2,100 rides are given per month though their
network of volunteer drivers.

Program Information
Eligibility
Seniors need to meet several eligibility criteria:
• 65 years of age or over
• Able to enter and exit a vehicle with limited assistance
• Unable to utilize commercial/public transit due to health or mobility challenges
• We are not equipped to handle large/heavy wheelchairs or motorized scooters
Process
Eligible riders must complete an application and pay an annual fee before booking rides. Riders can then
purchase tickets that give them 90 minutes of driving or up to 40 km, whichever comes first. Once
applications have been approved and tickets have been purchased, rides can be booked through the
office as far in advance as possible.
Riders are driven wherever they want to go, whether it be for medical appointments, grocery shopping
visiting family and friends.
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Volunteer Driver Requirements
Each volunteer driver is thoroughly interviewed, screened, vetted, oriented and trained. Volunteers
must provide a clean driving abstract and a Vulnerable Sector Criminal Records Check. The drivers can
make their own schedules and drive as much or as little as they choose, selecting the rides they want to
take with no minimum requirement. They receive a tax-free gas reimbursement for their rides. All the
drivers are passionate about helping seniors remain independent.
Statistics
•
•
•

2015: averaged 333 rides per month
2018: completed 1,500 rides per month and 17,692 rides in total
2018: volunteers donated 21,000 hours of their time and drove over 216,000 kilometres

Audience Comments, Questions and Responses
1. Would MARD come into another community and help them look at their transportation?
Response: MARD has developed a transportation toolkit (https://mard.med.uablerta.ca/mard/db)
providing information about what a community or organization needs to know such as getting
started, purchasing vehicles, etc.
2. Are you connected with City of Edmonton to see if they can allow seniors to use their annual
passes to use services like Drive Happiness? Response: Drive Happiness: It has been discussed.
About 22% of our individuals use a DATS bus. MARD: Listing of organizations providing ATS for senior
sin Alberta on the MARD website; these resources are also shared with the healthcare community.
Drive Happiness is looking to expand to other communities.
3. What kind of training do you offer to your drivers (Drive Happiness)? Response: Mental Health First
Aid, Cultural sensitivity, recognizing abuse and how to connect with people.
4. What about minimal assist training (Drive Happiness)? Response: Discuss where to put a walker,
where you should stand, ice and falls. We provide resources.
5. Is there an income threshold for application for seniors? (Drive Happiness). Response: Look at
situations on a case by case basis and address the whole situation (amount of transportation needed,
level of support, income)

Contacts:
•
•
•

MARD: mard@alberta.ca | 780-492-0374 | www.mard.ualberta.ca
WDHS: mrbee4@telus.net | https://wainwright.ca/town-services/transportation/
Drive Happiness: liza@drivehappiness.ca | 780-424-5438 | www.drivehappiness.ca
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5.4

INTEGRATING THE MEDICAL MODEL OF HEALTHCARE WITH COMMUNITYBASED SERVICES: Karen McDonald, Lawrence Braul, Carol Anderson &
Carol Carifelle-Brzezicki

Presentation Focus
The presentation focused on the insights and learnings from four examples of integrated models of
service delivery, what worked well and what was challenging and concluded with promising practice.

Trinity Place Foundation of Alberta (Lawrence Braul)
Peter Coyle Place (PCP), a Housing First congregate living setting with 70 units, opened in June 2005.
PCP has 20 dormitory style beds in small 3-5 person dorms and 50 individual units (225 square feet). The
home uses a harm reduction philosophy of care and residents are encouraged to treat PCP as their
permanent home. There was and is a big need to coordinate seniors health and supports with services
for homeless people. Trinity Place has joined that initiative.
PCP Statistics
Referral Sources & Criteria

Residents
• Age: average 61 yrs. (range
Referral Sources
54 – 86yrs)
• Acute care facilities (27%) • Gender: male (n=59, 71%),
• Health care professionals
female (n=24, 29%)
(28%)
• Ethnicity: Caucasian (n=76,
• Emergency shelter (24%)
92%) Indigenous (4), Jewish
• Other agencies (21%)
(2), African/Caribbean
descent (1)
Criteria
• Language: English, born in
• No further housing options
Canada (n=80/83)
in the community
• Marital Status: all single at
• Homeless or at imminent
time of admission
risk of homelessness
• Acuity on Admission: 92%
• Chronic mental illness
“High” or “Very High”
&/or addiction issues
• Average Length of Stay: 4
yrs. (longest 11 yrs.)

Outcomes*
Aggregate Days in Hospital
Prior to Admission to PCP (1 yr.)
864 days
While living at PCP (9 months)
84 days
Average Length of Stay
Prior to Admission to PCP (1 yr.)
124 days
While living at PCP (9 months)
7 days or less

*No reduction in emergency medical services use, possibly due to frailty

What has worked well
•
•

Cost/benefit of permanent supportive housing. Gradual acceptance of the cost/benefit of
permanent supportive housing. But it is not funded adequately to be a supportive living facility.
Importance of the social determinants of health. Validation of the importance of the social
determinants of health: poverty reduction, safe housing, access to health care, social
connections with family and friends. Housing is critical to health. Physicians and other
healthcare workers need to ask questions about people’s housing, access to groceries, who they
access when they need help.
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•
•
•
•

Strong evidence to support investment requirements. Other examples such as Ambrose Place
are beginning to emerge, with strong evidence to support investment requirements.
Appreciation that facilities thrive when there is a community of care. A growing appreciation
that these facilities thrive when there is a community of care that involves staff, residents, and
visiting health professionals
Appreciation of the value of empathy, acceptance, and kindness in the day to day lives of all. A
growing appreciation of the value of empathy, acceptance, and kindness in the day to day lives
of all who work at or live at the facility. It is a kind environment.
Site for research to provide funds to “scale up” resources. Currently, they are a site for the
research of Dr. Lara Nixon funded by CMHC and the Federal Department of Health to provide
funds to “scale up” the resources that are available.

The Challenges
•
•
•

Financial constraints. Underfunded considering the complexity of the residents
Legislative requirements. Increasing service standards and certification requirements under
Alberta Supportive Living Accommodation Licensing Act
Securing on-site health services initially. For the first 10 years, it was difficult to get the Health
Care system to buy in and support the facility and provide resources such as on-site Home Care,
Personal Care, Physician care.

Future Opportunities
•

•
•

New Templeton Facility. A new 70 unit Templeton Facility is being built based on the harm
reduction philosophy; being funded by AHS Continuing
Care as SL4 Special Needs population. Completion
“50% of our health is derived
planned for 2021.
from the social determinants
PCP approach going mainstream. Sufficient evidence
including such things as stable
to show that enhancing quality of life is possible for
safe housing, access to health
people who are otherwise untreated and in hospital.
care, adequate support.”
Improve health care and social services and supports
-Dr. Sandy Buchman, President,
integration and coordination. “Poverty and
Canadian Medical Association.
homelessness kills”. The average life expectancy of a
homeless person is 45 years old. The homeless
population is aging. Remarkable outcomes can be
achieved when health care and social services and supports work together rather than in silos.

Continuing Care, Alberta Health Services (Carol Anderson)
Enhancing Care in the Community (ECC)
The goal is to shift from providing care in a hospital setting to providing care in the community. The
desired result is taking pressure off Emergency Departments and making beds available to those who
need them.
AHS Edmonton Zone received $25M from provincial ECC funds. These funds were invested in:
• Additional Home Living Case Managers
• Introduction of Home Living System Case Managers in all acute care sites and 2 PCNs to support
Destination Home/discharge planning
• Increased Allied Health and Nurse Practitioner supports
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•
•
•

•

•
•

Additional Community Transition Coordinators
Increased resources for Palliative/End of Life Care
Enhanced Palliative Community Consult supports
− Increased hospice capacity (6 beds)
− Added Care to support up to 24/7 care in the home
Enhanced supports for caregivers
− Day Program expansion
− Respite care options
Virtual Hospital
Emergency Department (ED) Transition Coordinator Optimization
− Improved identification of community clients at the point of presentation, enhanced client
screening
− Enhanced their knowledge and understanding of community supports
− Improving access to information to better inform stakeholders within the ED and
community, and enhancing documentation practices.

Two Key Priorities for ECC
Self Managed Care
• Exploration of alternate services and funding strategies to support self managed care options.
• Aim for multiple and flexible options.
• Reduce administrative burden on clients/families and AHS.
• Grow services close to communities of clients/families.
Caregiver Support/Respite
• Recognition that family caregivers provide the bulk of the care in the community.
• Home Care has traditionally not been able to adequately support family caregivers.
• Established an Advisory Committee to help determine service options and funding strategies and
improve current services.
Changes in Funding Models Change Way Services are Delivered: Invoicing
• Expanded self managed care options in the Edmonton Zone:
− Less administratively burdensome for clients and AHS;
− Empowers clients and families;
− Enables choice;
− Supports situations where consistency, cultural alignment and relationships are key to
service delivery
• Clients/family service needs are assessed, and hours assigned for personal care, respite or
homemaking.
• Clients/families choose their provider, AHS approves and invoices are reimbursed monthly.
Approximately 300+ clients are accessing self managed care and it continues to grow.
Benefits of Integration: Improved Physical & Mental Health, Enhanced Social and Community
Connections
Home living Supports:
•
•

The success of Destination Home means more clients are remaining in the community.
Edmonton Zone wanted to pilot the potential for enhancing Home Care support services:
− Caregiver respite
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•

− IADL supports
Enhanced respite services and Independent Support Packages (for Instrumental Aids to Daily
Living) were tested by 4 pilot teams (urban, inner city, suburban, rural). Evaluation results are
now being collated.

Impacts of Integrated Services (health and social services) on Social Determinants of Health
E4C Financial Management Program
•

•
•

AHS and E4C contract for client financial management services. AHS contracted with E4C, an
Edmonton non-profit agency, to provide financial management services including in-trust
accounts, bill payments, benefit access, income tax support, etc., to 80 Continuing Care clients
who struggle with money management and desired support. Formal trusteeship requests to the
Office of the Public Trustee can take 12-18 months to process often resulting in clients remaining
in acute care or transition units; the E4C program permits clients to move forward in a much
timelier manner.
Between August 2018 and September 2019, 78 referrals for financial management support were
received and completed.
Hospital-based referrals on average were completed within 8 days of referral. This positively and
significantly impacts average length of stay since, historically, acute care patients requiring
placement in a Continuing Care Living Option who were incapable of managing their finances
independently waited inordinate periods of time in hospital to acquire.

Indigenous Health Program (Carol Carifelle-Brzezicki)
Background
Twenty five years ago, funding was provided to look at Indigenous Health issues. A Diabetic Wellness
program was established after consulting with the Wisdom Council as to why diabetes was so rampant.
The Wisdom Council noted that people from the far north have trouble getting into the cities for
services: 1) transportation; 2) high cost of city goods and services; 3) physicians often don’t have right
expertise.

Indigenous Wellness Program
Indigenous Wellness program established under Clinical Alternate Relationship Program (ARP) for
physicians, involving 18.242 FTEs.
Indigenous physicians locations: Indigenous Wellness Clinic and Poundmakers Lodge, Edmonton, Elbow
River Healing Lodge, Calgary, Fort Chipewyan (serving Mikisew Cree Nation, Athabasca Chipewyan First
Nation, the Metis & Non-Indigenous), Saddle Lake First Nation, Alexander First Nation, Enoch Cree
Nation, Maskwacis (serving Ermineskin Cree Nation, Louis Bull Tribe, Montana First Nation & Samson
Cree Nation), O’Chiese First Nation, Sunchild First Nation, Bighorn, Morley, Eden Valley and Blood Tribe.
Patient visits including direct and indirect care: 56,071. Unattended appointments were 25.5% due to
no shows, cancellations and re-bookings.
Supports Available to Indigenous Patients (Seniors/Elders) at Indigenous Wellness Clinic include:
• Mental health and Addictions cultural Helper
• Indigenous Health Coordinator
• Indigenous Cultural Helpers (First Nation, Metis and Inuit) – most speak their traditional language
and practice their culture
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• Dietitian- who worked ten years in a mobile capacity in communities in northern Alberta.
• Physiotherapist
• Physicians, RNs, LPNs and Administrative Support who are either Indigenous or have spent a large
amount of time in Indigenous communities
Aging well means providing opportunities to carry out traditional practices such as music therapy,
medicine picking and sweats.

SAGE Seniors Association (Karen McDonald)
Background
SAGE was built by seniors for seniors, by community for community. SAGE has no age limits; allows for
senior self-identification. SAGE usually serves people with low resources – not just financial, sometimes
scarcity of cultural resources, etc.
The SAGE model involves a community-based Nurse Practitioner leading primary care which is
integrated into existing social services and recreational programming. The approach is patient-centred
care with wrap-around support. Various services are offered:
•
•
•
•
•
•

Elder abuse support
ESL classes
Tax program for low-income
Community development
Directory of seniors services
Introduction of primary care in SAGE health services program. Intended to integrate seamlessly
with existing SAGE programs and services.
− Nurse Practitioner led primary care
− Mental health and physical health therapists
− Social workers, etc.

Successes, Challenges, and Promising Practices
Successes
•
•
•
•

Right provider at the right time
Patient centered
Partnerships
Patient satisfaction

Challenges
• Funding stability
• Nurse Practitioner recruitment and client
education
• Valuing social outcomes
• Information sharing/database integration

Promising Practices
•
•
•
•
•
•

66% of patients access both clinical and non-clinical services
61% increase in unique social work and life enrichment participants
Frailty/resiliency screening
Canadian Foundation for Healthcare Improvement Project
Social prescribing
Organizational outcomes evaluation framework
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Audience Comments, Questions and Responses
•

SAGE: what do you do for transportation? Response: SAGE has partnered with an organization
that has bought a bus; they are working with the staff in seniors residences to set up routes to pick
up people. SAGE is also working with Co-op taxi to provide seniors taxi vouchers.
2. SAGE: Nurse Practitioner leads primary care. Talk more about the challenge of offering a shared
basket of services with Oliver Primary Care Network, and how that integrates. Response: SAGE
purposely built change management into the introduction of this program. Brought in professional
facilitator to work with the SAGE leadership team and Oliver PCN for about a year to map out how
the two services are different and how they are complementary:
• PCN focus is mental health services
• Community organizations focus on relationships and developing and achieving goals across
people’s lives.
• We know that what we each do and offer complements each other. But this hasn’t quite
happened yet. Could look to BC to see how this could be done better.
3. Concern about an attack on the harm reduction model with it resulting in people not being
served. Are the panelists’ organizations collectively working on this? Response: AHS: Supporting
individuals needs to be fulsome. The way we work in community is reliant on partnerships. Trinity
Place: This question may be more about a fear of what will happen more than what the actual
practice is. AHS came out with harm-reduction strategy in Feb 2019. Harm reduction is considered
best practice. There is a need for sensitivity and a focus on person-centered care.

5.5

IMPROVING SENIORS SERVICES FOR CANADA’S DIVERSE COMMUNITIES:
Dr. Jordana Salma

Presentation Focus
Canada has 6.8 million immigrants, the second-highest percentage of foreign-born nationals in the
world, and one out of every five Canadians identify as members of a visible minority group. The greying
of Canadian society is inclusive of these diverse communities, and their experiences of growing old in
Canada require better understanding and attention in policy and service provision. Areas, where
significant service gaps exist, are caregiving and the wellbeing of caregivers, social isolation and
loneliness, health literacy, and access to community health programs. Strategies to address these gaps
require multi-level approaches that re-examine immigration and aging policies and re-evaluate service
provision and funding structures. Drawing from examples in her research and reflecting on current
Canadian evidence, Dr. Salma highlighted some of the experiences, needs, and areas for future
improvement in seniors services.

Who are the Diverse Seniors?
In 2006, about 25% of the senior population in Alberta was immigrant; in 2030, it will be about 30%.
Two categories of immigrants:
•

Established immigrants: have been here for more than 10 years, biggest proportion of baby
boomer cohort, mostly from European countries (68%), mostly married, speak English and
French, have higher education and tend not be employed in the workforce post-retirement and
slightly lower income than their Canadian born counterparts.
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•

Recent immigrants: have been here less than 5 years; visible minorities, slightly more educated
than established immigrants, lower income than other groups, tend to have low level of English,
French or mainline language proficiency, especially women. Most visible minority seniors are
immigrants, often from South Asia, China, Philippines, Africa, etc. and tend to locate in major
cities.

Research Projects
Research Project

Objective

Key Findings

Experiences of
Arab Immigrant
Women with
Stroke Prevention
(SPS).

To identify gaps in resources
and knowledge on stroke
prevention in middle-aged
and older Arab immigrant
women.

•
•
•

The Muslim
Seniors Study
(MSS).

To describe the experiences
of healthy aging and related
needs of Muslim older adults
living in Edmonton, Alberta.

Highlighted Islamic obligations to care for their
seniors but there is a lack of and community
distress around meeting those needs.
•
•

•

An Outdoor
Walking Program
for Multicultural
Seniors (PAS).

Poor knowledge about stroke and risk
factors
More socially isolated women experienced
more challenges to manage their chronic
illnesses
Mental health stigma affected service
provision compounded by limited capacity
of service provider counselling and support

To test the feasibility of an
•
outdoor walking program for
Multicultural older adults.
•
•

Want to age at home, not necessarily with
their children
Experienced stress and stigma accessing
formal support services given obligation ‘to
care for their own’. Can lead to elder abuse
but stigma to talk about it.
Xenophobia: not feeling welcome in
mainstream space. Fear and hesitancy to
seek respite and other needed services
Want to engage and participate in activity
programs as long as they are safe and
effective
Need good transportation to programs
Need to realize more than one benefit from
an outing such as social connectiveness.

What Diverse Seniors Want in Old Age?
•
•
•

Independence
Connections to local community and their own group
Fulfillment. More research is needed here but spiritual fulfilment would be one example for a
Muslim community.

How Diverse Seniors Describe Growing Old in Alberta?
Areas needing attention include:
• Social Isolation and loneliness
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•

Community health services and resources, including access to those that are culturally and
linguistically helpful
Caregiving & continuing care, especially culturally focused

•

What are the Key Gaps in Seniors Services & Policies
The speaker presented the following graphic to summarize and show the intersectionality between the
individual factors, major contextual factors, negative aging experiences and avenues for intervention.
Individual Factors

culture/
religion

Major Contextual
Factors

Negative Aging Experiences

Lack of linguistically
& culturally sensitive
programs/
services

income insecurity

education

Avenues for Intervention

Communitybased programs
for older adults/
continuing care
services

social isolation
immigration
stream/
time in Canada
socio-economic
status

gender

transnational
practices

Gaps in immigration
policies & supports for
integration of
immigrants
(in particular women)

Proliferation of
communication
technologies & ease of
travel

physical health
decline

Immigration &
social welfare
policies

mental health
decline

caregiving
stressors

Community
perceptions/
practices around
aging

Policy issues:
•
•
•

While sponsorship program is well liked by immigrant families, the program requires family care
for 10-20 years which can create family stresses for caregiving.
Access to government pensions and physicians needs to be addressed. Health care starts to
decline after 10 years. Loopholes in the system often mean the vulnerable fall through the
cracks.
Need to address community perceptions and practices around aging, what it is and what is
valued.

The Way Forward
Four areas were identified needing the most attention:
•
•
•
•

Create supportive living options & seniors programming that meet the needs of diverse seniors.
Raise awareness & increase accessibility to services within diverse communities.
Foster dialogue to co-design solutions within diverse communities.
Track & measure health outcomes of diverse populations.

Contact: sjordana@ualberta.ca
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5.6

REPORT ON SENIORS SERVICES IN ALBERTA: Karen McDonald, Dr. Sheree
Kwong See, Catherine Douglas

Presentation Focus
Government advocate offices and non-profit community senior serving organizations are in a unique
position to identify, from the perspective of system users, gaps and issues in seniors programming and
services. In this presentation key issues identified in seniors programs, including health services for
maintenance and prevention of disease, were outlined as identified from work with clients connecting
with the offices. Issues identified from community-based seniors serving organizations and the seniors
they serve were also discussed. Together the speakers suggested directions governments and policy
makers need to consider in addressing identified gaps and issues.

Two Presentation Objectives
•

•

Provide a report on current status, gaps and issues in current seniors’ services in Alberta
− Perspectives from government advocate offices and non-profit community senior serving
organizations
Provide suggestions to government and policy makers to address gaps and issues

Who is a senior? Heterogeneity is the hallmark of aging. As people grow older, their differences
increase. The challenge lies in providing services to a very unique group of people. Seniors services need
to maximize aging well and minimize barriers.
The challenges were depicted using a fictional senior named Udo Smith who is 78 years old and the
challenges he faces navigating life as a senior and having his needs met.

Challenges Experienced by Seniors
•

•

•

•

Income and Financial Supports: income sufficiency. Most issues centre on finding and using
financial information. Government information is not always clear. Eligibility is not always
flexible, e.g. financial support may be based on last year’s income which may be changing. Some
financial support programs have one-time limits such as appliance purchases. All of this is
compounded by the lack of coordination and integration between departments and programs.
Special seniors are those transitioning from AISH to senior benefit programs, and often these
benefits are not sufficient to keep up with rising costs.
House and Home Supports: hard to house. The cost of maintaining a home can be difficult,
especially finding community supports such as snow clearing, and other trusted services. In
congregate living, seniors may be dealing with aging infrastructure and other issues such as bed
bugs. Seniors who are difficult to house, e.g. addictions, mental health issues, face special
barriers.
Social Supports: conflict resolution. Social supports overlap with insufficiency of income. Client
cases show much more can be done to help those who look after grandchildren and those are
looking after seniors with disabilities. Conflict resolution in congregate settings is increasingly
needed.
Health Care & Supports: caregivers. Many seniors struggle with health costs such as vision and
dental costs. Challenges are experienced trying to navigate around the health and social support
systems. Also, need to address who the caregivers are, often they are spouses, but they may also
be friends. Often think of the person needing care as older but may be younger; often think of a
couple but issues can vary by couple. Caregivers need competent, knowledgeable and long term
care respite from their caregiving responsibilities.
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Two Overarching Themes
•

•

Lack of system coordination: makes it necessary to have processes to help people navigate the
system
Ageism in policy: Aging policies that do not address heterogeneity of seniors

Towards Solutions
•

•

Policy development and services. Flexibility is needed
to deal with heterogeneity (diversity) and “change”.
“Cannot forget the role of
Implementation is needed to minimize the barriers.
people “on the ground”, that
Frontline staff need more autonomy in line with the
their experience is reliable and
policy, but policy should not be too prescriptive as to
knowledgeable.”
reduce flexibility.
System coordination. Coordination, cooperation,
“navigators“, “advocates” all characterize the solutions going forward. While navigators can be
helpful, advocates who can help find the best services at the time, may be a preferred solution.
A range of navigation solutions are needed from telephone to face-to-face. Navigation programs
are often designed to meet various goals. System restructuring and an increase in resources will
help deal with some of the navigation issues.

Core Needs expressed by Seniors
Seniors need to define their best life which would likely include staying connected to people they care
about, activities that “fill their cup”, doing the things they like. Seniors share common needs:
•
•
•
•
•
•

•

Transportation: is one of the most important needs. Transportation helps to prevent social
isolation, but affordability can be an issue. Community organizations need to continue to work
with colleagues and government to help make transportation affordable.
Social Isolation: many seniors report being lonely. Social connectedness is important. Seniors
want to share their gifts and have a sense of
purpose.
“People want to go places, have fun,
Housing: affordability
… need to listen to what people say is
their life. This is their community
Income: sufficiency and financial benefits
piece, spiritual piece, physical piece…
Supports: to stay independent
want to be as independent as
Navigation: Fraser Health Authority is doing a
possible for as long as possible.
CARES program. Navigation can look different for
Independence might mean
each person and how much they need: maybe just a
something different to them than
phone number so they can be independent or
you and me. Perception that they’re
making the phone call for them if they need that
not listened to; they need to feel we
level of support.
are listening hard.”
Health:
− Having a primary care provider is critical. Some
seniors experience challenges in getting a primary doctor or specialist.
− How to access services like home care; goes hand in hand with navigation. Education helps
with access to services.
− Person-centred care is important; staff need help to know what that means and how to do it.
− Break down the silos in health system, hand in hand with navigation.
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A Summary of Senior Needs, Services and Supports
The key information provided throughout the presentation using Udo the senior as an example, was
summarized with the following exhibit.

Audience Comments, Questions and Responses
1. What’s happening with SAGE and their integrated care model. Response: Over the last 50 years,
SAGE has had opportunity to develop a broad range of services, community development
program, financial support, recreation programs being run by volunteer instructors (makes them
affordable) and other types of programs. In 2018, SAGE had opportunity to introduce and
integrate primary care services into a community-based program in collaboration with AHS,
providing a Nurse Practitioner who can spend as much time as needed to deal with complex
needs. Program has community and health navigators, social workers, recreation therapists,
rehabilitation services, mental health workers, foot care, and numerous other services. The
model is not just about co-location, but integrated service delivery which is something deeper
and relational. Social prescribing program was initiated in Fraser Health Authority where
physicians in primary care are using a frailty tool to screen seniors; this tool triggers referral to
community connector who supports seniors and helps with navigation to required community
based organization/worker and leverages right provider at the right time.
2. What happens when the BC program experiences increased demand for community-based
services? Response: BC is about 4 years ahead of Alberta in creating a community-based senior
serving sector; now getting underway in Alberta. BC is able to take a more systemic approach to
resourcing those community organizations to better under where the gaps are and where
capacity needs to be increased. Community-based seniors serving sector work is about increasing
community capacity to do that work whether it’s evaluation or training staff. Opportunity to use
social prescribing to identify where potential gaps and limitations are in terms of resourcing. We
also need to be thoughtful and responsive to what we’re learning about the data.
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5.7

SENIOR CENTRES ARE PART OF THE SOLUTION: Monica Morrison

Presentation Focus
Senior Centres and Senior Drop-ins play a vital role in community. They help address the issue of social
isolation and mental health. They provide opportunities for people to remain engaged in community
through volunteer work and sharing of skills in running programs. This presentation looked at Senior
Centres and drop-ins in both urban and rural communities. The importance of collaboration with other
stakeholders in the community was emphasized: how Senior Centres play a role in healthy active aging,
how the needs in our communities to be identified and how various partners can be engaged to
collaborate to meet the needs. Senior centres are part of the solution for community care and we need
to be proactive in how we can support the community where we live.

Research Studies addressing Alberta Senior Centres Needs and Capacity
University of Alberta Research 2013 Senior Centres Needs and Capacity
Highlights:
•
•

•
•
•

Number of senior centres participating: Of the 344 centres in Alberta, 77 participated in the
research. 27 were classified as urban locations and 41 as rural locations and 9 could not be
classified due to missing location information.
Time spent by seniors in senior centres: More than half of the participants (61%) believed
seniors spent between 2 to 3 hours per day visiting their centre and almost a third (27%)
declared seniors spent more than three hours at their centres. Seniors in rural areas seemed to
spend more time at their senior centres. (Study excerpt)
Facility ownership. Urban senior centres tended not to own their space /facility compared to
rural centres.
Length of time open. Of the centres participating in the research the rural centres (63%) had
been open more than 30 years compared to urban centres where only 50% were open more
than 30 years.
Board structure. The most popular Board structure is administrative with rural being at 50% and
urban at 30%

FCSS Senior Services Evaluation Report, Oct. 1999 prepared by Brenda J. Simpson and Associates
Calgary AB. One of the recommendations was to develop the social integration model in areas of the
city where no outreach services are available. This should be developed in collaboration with senior
centres and outreach workers.
Social Participation and its benefits, August 2013, Centre on Aging, University of Manitoba.
The focus of research was on the benefits of social participation in general as well as the benefits of
senior centres. The benefits of senior centres was cited in the report as: “Research on senior centres
demonstrates that participation is associated with social, mental and physical health benefits. Senior
centres promote health by providing health and support services, encouraging active and healthy aging,
and by fostering a social environment that is conducive to social participation and wellbeing. Senior
Centres are also ideal venues for health promotion interventions, such as falls prevention, influenza
vaccines, diabetes management and much more”.
Key findings from interviews were:
•

Virtually all participants felt that the activities they engage in almost always or often give them a
sense of accomplishment.
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•
•
•
•
•
•

80% or more also felt that the activities increased their knowledge, helped them gain selfconfidence, and provided an opportunity to try new things.
Provided them with social benefits, allowing them to interact, be part of a community, and
develop close relationships.
Activities help them stay healthy. 90% stated that activities contribute to their emotional
wellbeing, and 85% stated that it helped them to relieve stress.
Being socially engaged helped them cope with mental illness and addictions.
Centres promoted older adult health by providing physical activities, health education, and some
health services.
Centres provided volunteer opportunities that enabled people to socialize and contribute to their
communities, and share their knowledge and skills.

National Council on Aging (NCOA) Rationale of Why Senior Centres are Important
•
•

Research shows that older adults who participate in senior center programs can learn to manage
and delay the onset of chronic disease and experience measurable improvements in their
physical, social, spiritual, emotional, mental, and economic well-being.
Today’s senior centers are reinventing themselves to meet the needs and desires of the aging
baby boom generation. Boomers now constitute more than two-thirds of the 50+ population.
Senior centers are developing new programs and opportunities for this dynamic generation of
older adults.

Senior Centres Plan City of Edmonton 2011 – 2021
A key finding of this report was: Seniors’ centres model research demonstrates the importance of
seniors’ centres as a part of the facility continuum available to older adults in the community. Seniors’
centres offer a vital service with diverse recreation and social services programming ranging from
physical activity, cultural programs, wellness programs, and outreach to lifelong learning and social
support. They are community hubs providing resource information, services and critical support to older
adults.
Other research for the City of Edmonton Senior Centres plan concluded:
•

•

Seniors’ centres are part of the facility continuum available to older adults and are “designated
as community focal points that not only provide helpful resources to older adults, but serve the
entire community with information on aging; support for family caregivers, training
professionals, lay leaders and students; and, development of innovative approaches to
addressing aging issues.” [Seniors Centre Model Research Report, December 2009, by Jane Reid
p.7]
“Seniors’ centres provide vital programs and services that enable seniors to be independent,
healthy, and connected to other seniors and to the community at large. Centres serve as central
gathering places helping to build stronger community hubs and neighbourhoods.” [City of
Edmonton’s Seniors’ Centres Long-Term Funding Strategy, 2007-2017]

Other research documented benefits of senior centres as protecting older adults against social isolation,
and providing friendships, special support, social networks and social inclusion.
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Maslow’s Hierarchy of Needs. Using Maslow’s Hierarchy of Needs, the presenter identified the
important roles that senior centres can play and challenged senior centres to think about how to engage
the community and help seniors reach their maximum potential. The following table shows the areas
discussed in relation to Maslow’s Hierarchy.
Physical Needs (food, water,
rest and health)

Providing:
• Health education
• Meal program
• Contributing to chronic disease management by providing
programs that address health concerns like diabetes education,
physical activity programs that address functional mobility (frailty)

Security: safety, shelter,
stability

Providing information and education on:
• Financial supports
• Housing availability in the community
• Accessing placement coordination, e.g. for supportive living
• Elder abuse and accessing shelters
• Frauds and scams and how to protect themselves

Social: being loved,
belonging, inclusion

• Providing programs and opportunities to engage people in our
centres
• Reaching out into the community to let others know what senior
centres do; talking with local PCN, health clinics, doctors’ offices,
FCSS.
• Seeking input from seniors and their community on what they
want to see happening in their senior centre.

Ego: self-esteem, power,
recognition

• Providing opportunities for volunteering.
• Asking people to engage and share their skills, knowledge and
talent
• Promoting the centre to the community so people know how they
can get involved
• Recognizing centre volunteers

Self-actualization: need for
development and creativity

Providing:
• Learning opportunities
• Opportunities for creativity and new creative outlets

Senior centres have an important role to play in their communities in addressing social isolation, healthy
aging with potential to reduce hospital visits, promoting aging well through preventative programming,
and addressing the social determinants of health.
Senior centres were encouraged to think about the following questions:
•
•

Have we reached out into our community to ensure that we are meeting the needs?
Have we done an environmental scan to establish the needs or gaps and found ways to meet the
needs/gaps?
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•

•

•

•
•

Have we connected with potential partners to see what we can do to meet the needs/gaps in our
community? In the rural area have you connected with your local senior centres/drop ins to find
out how you can address some of the identified
needs/gaps?
“Senior Centres and drop-ins are part
Are we looking at how to be progressive in our
of the solution to aging well in
programming so that we meet the needs of the
Alberta; we need to get everyone on
baby boomers as well as the older members that
the bus to be part of the solution. We
come to our centres?
need to educate our community
Do we have an up to date strategic plan that
stakeholders that we are also part of
looks at where you want to be 3-5 years down
the solution even though we do not
the road? Do we include community
live in the health model. We make a
stakeholders in our strategic planning? Senior
difference in people’s lives and we
centres are part of the community and having
help people age well.”
community input can enrich the plan.
Have you had conversations with your local
health care providers about what they are seeing as a need and then seeing if your centre can
address that need?
Do you get involved in community tables in your area so that you can bring the voice of the
people you serve? In areas where there is not a strong presence of your local senior centre/drop
in at community tables have you invited them to be part of the conversation emphasizing the
importance of their participation?

Audience Comments, Questions and Responses
1. How do you handle the insurance responsibility? Response: We purchase insurance through
ISM, $5M, fee is $1,200/year.
2. Audience comments included:
a. An option is to have Senior Advisory Board that is part of the Town Council.
b. AB Association for Senior Centres will go out to rural communities and speak to Boards
on these issues. As well, the AB Association for Senior Centres is searching for rural
board members.
c. Westlock has a district health council and within it they have a working group (Seniors
Healthy Living Committee).
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5.8

WORKSHOP ON DEMENTIA FRIENDLY COMMUNITIES: Jennifer Mallamo

Presentation Focus
The Brenda Strafford Foundation embarked on a 2.5 year pilot project in the geographic areas
surrounding Westhills, Calgary, and in the Town of Okotoks. The goals of the project were to raise
awareness of dementia and build community capacity to support individuals to age in place. Through
community engagement, awareness activities, caregiver support strategies, and business training, a
Toolkit/Guide, website and eLearning Course were developed to assist and encourage other
communities to embark on their own Dementia Friendly initiative. A review of the toolkit, eLearning
Course, and testimonials will show clearly the impact that a community grass-roots initiative can have
when strong partnerships are created with key community champions. Participants had the opportunity
to experience aging first-hand with a simulation activity designed to encourage compassion for those
facing aging and cognitive decline. The goal of this session was to have participants walk away with a
greater sense of what they can do to support those with dementia in their own community, organization
or social group.

Dementia Friendly Communities (DFC): Goals
1. Raise awareness and reduce stigma of dementia
2. Build community capacity to support people to age in place
3. Develop a Guide to support the spread and scale of Dementia Friendly Communities across
Alberta

Dementia Friendly Communities: Accomplishments
•
•
•
•
•
•
•

Community mapping: identified resources that existed in each area
Development of partnerships: developed strong partnerships with groups sharing a common
goal to support those with dementia
Training of community sectors: identified and trained community groups
Public awareness/community events: participated in community events raising awareness of
dementia
Intergenerational work: identified where younger generations could contribute
Caregiver support/memory cafes: developed opportunities for supporting caregivers and those
with dementia
Volunteer recruitment/opportunities: created a base of volunteers passionate about making a
difference

Phases to Create a Dementia Friendly Community
The development plan included six phases and tapped into the knowledge base of a broad group of
people through the Steering Committee, Strategic Advisory Group, Coordinating Committees and
working groups.
Phase 1: Understand the current state
Phase 2: Define the future state
Phase 3: Assemble your action team
Phase 4: Create a plan of action
Phase 5: Implement the plan
Phase 6: Leave a legacy. Their project is currently in this phase.
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What was Done
Strong partnership building. Partners included the Calgary Fire Department, ATB Financial, Town of
Okotoks, Alzheimer Society, Dementia Network Calgary, Calgary Seniors Resource Society, Okotoks
Seniors Club, CARYA, University of Calgary, Clinical Neuropsychologist Dr. Cam Clark and the Calgary and
Okotoks libraries.
Community Sector Training. Throughout the project, training sessions, including an overview of
dementia and an aging simulation exercise, were provided to different community sectors including
grocery stores, schools, drug stores, cafes/restaurants, faith centres and community agencies. An aging
simulation was designed for participants to get a sense of what it is like to experience aging, and the
confusion that those with dementia may experience. It was found to be very successful in developing
empathy.
Public Awareness. Establishing a recognition of dementia in the communities was important. Various
avenues were used to get the word out and included community magazines (Okotoks Living, Apple
Magazine, Dementia Connections), community program guides, local media (OWW, The Eagle 100.9
Radio, Calgary Herald, CBC, CTV news stories), community newsletters (Strathcona Community Assoc.)
Community Outreach Events. Community outreach events included town halls, project launch events,
tradeshows, resource fairs and conferences. Library Speaker Series were successful with up to 100
attendees. Some of the topics included:
•
•
•
•
•

Understanding Dementia: Featuring Dr. David Hogan and Dr. Ismail Zahinoor
Dementia Risk Reduction: Featuring Dr. Marc Poulin and the Brain in Motion team
Navigating the system
Caregiver Supports
Young Onset Dementia with Cindy McCaffery from YouQuest, and Neil Godfrey

Intergenerational Work. Dementia awareness training was provided in K-12 curriculum, students visited
Adult Day programs and students in the Opening Minds Through Art Program had the opportunity for
dementia awareness training. Younger children were able to participate in Seniors Teas and high school
students engaged in the simulation component of the Aging Simulation. They also had the chance to
hear about career opportunities through the partnership with the Clinical Neuropsychologist.
Caregiver support. Connecting with caregivers and their loved ones with dementia was a fulfilling
component of the project. Memory Cafes were very successful in both pilot communities with the First
Lutheran Church hosting a Memory Café twice a month. The purpose of the Memory Café was to offer
an outlet for socializing - both for the caregiver and the loved one living with dementia, provide informal
peer support and reduce isolation.
Volunteers. Throughout the project, members of the community were recruited to volunteer in
numerous ways for numerous voluntary positions, some of which included the Memory Café,
tradeshows, and Library Speaker Series Events. The volunteer positions will continue in a number of
areas including the Memory Cafés.
DFC Recognition. The DFC project was recognized with the Alberta Continuing Care Association’s
“Innovator of the Year” Award of Excellence which was awarded to the Brenda Strafford Foundation, in
part due to the work done in the DFC project. As a result of their contribution to Dementia Friendly
Communities, the Calgary Fire Department Community Safety Team was recognized by the City of
Calgary as the ‘One City’ award recipient in the Safety category. The award recognizes employees who
make life better every day through their work.
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A Guide to Creating Dementia Friendly Communities
The following table shows the phases and steps to be taken in creating a DFC.
Phase

Steps

Phase 1: Understand the
Current State

•
•
•
•

Define your “community”
Collect demographic data about the community
Identify local groups and services that provide support for people
living with dementia
Collect personal stories and anecdotal information from
community members

Phase 2: Define the Ideal
Future State

•
•

Analyze your data
Engage the community

Phase 3: Assemble your
Action Team

•
•
•
•
•

Identify and recruit key stakeholders and community champions
Establish a coordinating committee
Assign key roles
Hold your first coordinating committee meeting
Engage and manage volunteers in supporting roles

Phase 4: Create a Plan of
Action

•
•
•
•
•

Identify and recruit key stakeholders and community champions
Establish a coordinating committee
Assign key roles
Hold your first coordinating committee meeting
Engage and manage volunteers in supporting roles

Phase 5: Implement the Plan

•
•

Engage local businesses
Nurture partnerships with local organizations, agencies, and
support groups
Spread the word
Evaluate and evolve

•
•
Phase 6: Leave a Legacy

Sustainability Resources for Dementia Friendly Communities
•
•
•
•
•

Website – www.dementiafriendlyalberta.ca
Train the Trainer
Memory Cafés – seem to be self-sustaining
Memory and Aging program – 5 week training session led by clinical neuropsychologists.
Dementia Awareness E-learning course

Audience Comments, Questions and Responses
1. What was the feedback from people caring for those with dementia? Response: It was tough
to connect with the caregivers at first, but once the project progressed and they started bringing
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2.

3.

4.

5.

people into events like the Memory Café it became easier. Caregivers were not included in the
committees because it was to be too high of a time commitment, but they did reach out for
their feedback regularly.
Was confidentiality considered at the Memory Cafés? Response: Everything was confidential,
and often the conversations ended up one-on-one with the DFC staff and caregivers, in which
case the staff would ask if it could be shared. Generally it wasn’t found to be a problem, but it is
important to keep confidentiality in mind. Sometimes this is why a larger group can be good,
because people can then leave the group inconspicuously for side conversations.
What is the sustainability plan? Response: Funding is over, so that’s why it was important to
demonstrate value in the communities so that people will take it on and continue to carry it
forward. This is also why a guide/toolkit and e-learning resources were developed.
What were the characteristics of a community you would want to focus on to do DFC?
Response: For the pilot they went where they already had communities and tried to compare
more urban vs. rural communities. They did notice some differences between the two.
Did any of your work target aging population of those with developmental disability?
Response: It did not, but that could be a next important step in sustainability and an example of
other areas this work could translate to.
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6 NOVEMBER 14: WRAP UP SESSIONS
6.1

REPORT ON CURRENT STATUS, GAPS AND ISSUES OF CURRENT SENIORS
SERVICES IN ALBERTA AND POSSIBLE FUTURE SOLUTIONS: Dr. Susan
Slaughter

Presentation Focus
The presentation focused on the preparatory work completed in advance of the Symposium to help
inform the Symposium content and process. Information was provided on the focus groups and their
findings as well as the highlights of the grey literature review.

Focus Group Consultations
Six focus groups were held; three each in rural (St. Paul, Strathmore, Drumheller) and urban (Edmonton
and Calgary including two ethnic groups) Alberta. Participant ages were fairly evenly distributed (3032%) between the 55-64, 65-74 and 75-84 age groups. Six percent of participants were 85+ years.
Nine areas were addressed:
1. Major issues facing seniors’ services in next 10 years?
2. Services needed to remain healthy in the community?
3. What does a healthier population mean for future services?
4. What does increased cultural diversity mean for future services?
5. What does expanded use of technology mean for future services?
6. Ideal services?
7. Essential services?
8. Roles of individuals, communities and government in services?
9. Funding seniors’ services?
Key Focus Group Findings
Area

Findings

Important supporting
services

•
•
•
•
•
•
•
•
•

Aging transition education
System navigation
Accessible, thorough primary care
Connection & participation opportunities
Physical activity & fitness opportunities
Home supports (housekeeping, yard maintenance, adaptations)
Affordable transportation
Regular driving assessments
Accessible vison, dental and hearing services

Major Issues

•
•
•

Social isolation
Ageism
Insufficient home support services
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Area

Findings
• Insufficient knowledgeable service providers
• Mental health challenges
• Dementia/Alzheimer’s disease
• Medication costs
• Vision, dental, hearing service costs
• Rural access to health care
• Unaffordable & inaccessible transportation
• Assistance with finances from trusted family members, friends and
organizations
• Few family caregiver supports
• Lack of awareness of services
• Effective end of life care
• Challenges with Medical Assistance in Dying

Essential Services

•
•
•
•
•
•
•
•
•
•

Accessible, comprehensive, integrated health services
Culturally, linguistically & religiously sensitive services
Affordable & accessible housing
Home Support services
Income security: Guaranteed Living Income
Transportation
Social/psychological supports
Social connection/recreation opportunities
Family caregiver assistance, equipping & financial support
Ongoing learning opportunities

Implications of Increased Diversity and Expanded Technology Use
Increased Diversity

•
•
•
•
•
•

Enriching and challenging
Rich opportunities to learn about each other
More English classes needed
Diversity in language, religion, food, culture
Education to promote cultural competence of service providers
Integration into existing communities versus formation of new
communities (maintaining unique strengths)

Expanded Technology Use

•
•
•
•
•
•
•
•

Opportunities for efficient communication/information access
Innovations in medical technology
Innovations to support independence
New devices to monitor health
Continuity of care improved: improved health record access
More online contact BUT less face-to-face contact
Infrastructure upgrades needed to accommodate demand
Isolation of those who cannot afford or are uncomfortable with
technology
Vulnerable people susceptible to fraud/abuse

•
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Roles of Individual, Community and Government
Several roles implicating individuals, communities and government were identified:
• Shared responsibility
• Community engagement & participation
• Cost sharing according to means
• Individual peer support
• Community-Government marching funds
• Means for seniors voices to be heard
• Collaboration among agencies/sectors
• Online seniors advocacy
• Individual engagement & participation as able • Neighbours helping each other

Accountability
Concerns regarding accountability were expressed in several areas:
• Government accountability for use of funds
• Oversight that is restricted and publicly
accessible
• Better projection of supply and demand
• Transparency with government service
• Efficient resource allocation
providers
• Measurement of performance and outcomes
• Auditor General should have unlimited access
• Independent agency to investigate & bring
• Consumer protection standards
remedy

Grey Literature Review
A review of the grey literature was conducted in response to the question: What are the issues and
challenges facing seniors in Alberta as they age, and what recommendations are being made to address
them?
Forty six (46) government or non-government organization reports were included. The criteria for
included sources were:
•
•
•
•

Addressed needs of Albertans ≥ 65 years
Grey literature rather than academic sources
Readily available online
Developed or published from 2015 - present

Major topics included:
• Aging in the Community: community supports & services, social isolation, ageism, access to
resources, transportation, mobility and physical access, housing, rural seniors concerns
• Income and Finances: constraints and how to address them
• Care Challenges: family/friend caregivers, elder abuse, health care, continuing care, medication
management, medical assistance in dying
• Dementia: approaches to improve dementia care; Provincial Dementia Strategy and Action Plan
• Marginalized Seniors: Needs of immigrant, indigenous and LGBTQ2S+ seniors
• Technology: barriers to use by seniors AND ways technology can enhance day-to-day lives
• Human Resources: need for increased, diverse, skilled and educated workforce to meet the
growing demand for services
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6.2

PANEL DISCUSSION BY EXPERTS ON VISION 2030 FOR SENIORS SERVICES: Dr.
Adrian Wagg, Tim Gardner, Dr. Sheree Kwong See, Dr. Norah Keating

Presentation Focus
This session brought together four of the expert presenters to have an informal conversation on some
key questions related to seniors services for Vision 2030. The panel was moderated with each panelist
responding to a given question with an opportunity for fellow panelists to add their perspectives.

Panel Questions and Responses
What do you see as the major issues facing seniors' services in the next 10 years?
Ageism is an important area to consider. There is a lot of talk about the need to make sure seniors
maintain independence, which implies all people lose independence as they age, which isn’t globally
true. Implicit in the conversation is that young people have “needs” and old people have “problems”.
In the UK, challenges facing seniors revolve around record waiting time and a narrative that it’s due to
the aging population. There has been a growth in admissions to emergency, and an idea that that’s also
due to an aging population, but that’s not actually the main driver. The main driver is increase in the
number of people with complex health issues.
What services are needed for seniors to remain healthy in the community?
Very different services are needed for those 65-79 yrs. vs those who are 80+. Some of the needs are:
•
•
•
•
•
•

Finance management to provide for LTC or more services when needed
Consistent access to primary care. Primary care needs to allow people to manage their own
conditions.
Rational use of health care services and addressing things like multiple prescriptions and multiple
pharmacies
Empowering people to advocate for themselves and feeling comfortable to say “no thanks” to
tests, or to say no to doctors. Choice needs to be a major factor in the discussions.
Helping people stay healthy, preventative care, enhancing wellbeing, which is often associated
with transportation, social isolation
Aids for remaining healthy and moving from acute emergency services to preventative, public
health, primary care services

WHO in its 2015 report on health and aging defined health as being able to be and do what you most
value. We need to think about this in the context of providing supports to family caregivers. Do we
provide them with assistance to do care, or with assistance to have a life? Healthy aging is an important
goal, but we need to be clear on what we mean by that.
In the UK primary care access has been prioritized, but it’s defined as rapid access to someone.
Feedback has shown that it’s very important for people to have access to care by the same person, not
just fast access to any primary care. As a result, rapid access has undermined continuity of care.
How will seniors’ services be changed by factors like healthier populations, increased cultural
diversity, and expanding use of technology?
There needs to be a shift the traditional approach of “what is your problem” to “what support do you
need to live well”. Public services in the UK have generally been, “this is the service, you need to fit
around this… take it or leave it.” Social care at its very best is centered around “what support do you
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need to live your life and live it well?” whereas health care is still very much “what is your problem?
We’ll work it out then we’ll tell you how we are going to fix it.”
Increasingly in health care, technology is going to provide different ways to access care depending on
what seniors needs are and where they are. Sometimes they will need a phone app, Skype Call, and/or
online resources. Sometimes face-to-face will be better. It’s important not to think that in opening up
new technological routes to access, we are closing the door on other existing ways to access.
The healthier population of seniors is a critical factor; healthier seniors are often the ones helping to do
the driving for other seniors, etc.
Cultural diversity in seniors issues is difficult thing to consider from a policy perspective. The trend is
seniors will be increasingly heterogeneous.
Consideration is also needed about how to transform a health case manager into a health concierge
who can create a more individualized experience.
What will be the roles of individuals, communities and the Alberta government in seniors’ services?
Individuals: As we talk about giving people individual choice and agency, we need to consider if we’re
actually giving people choice, or are we just individualizing the risk?
Families continue to be a much contested concept. They are both private, ideal, and free on the one
side. And they are workers in terms of the provisions
“There is so much knowledge and good
of services to older people on the other side and,
will among the people in continuing care;
therefore, they are deserving of things like benefits,
they are experts. They know what needs
and vacations, and maybe even salaries.
to be done with the legislation, but it
Communities: We are a nation with the will to do
doesn’t happen. We hear the same issues
things well (many pilot projects), but not a lot of will
from seniors over and over, we run pilot
to take things up in a broader sense.
projects, and we know what is needed,
but it doesn’t happen. There is a lack of
Government: Sets the structure and provides
action, and it reflects a value system of
opportunities and should be explicit about where
where we’re going to put money and
they stand on those things. It is difficult for individuals
resources. We need to take collective
and communities to deal with implicit things. Has the
action. We have the capacity to make it
role of government been moved to a municipal level
happen, and we know what is needed, we
as opposed to here where it tends to be more of a
need to ask WHY doesn’t it happen?”
provincial level? I’m curious as to what the right
model might be for Alberta with an aging population
where so many more people are 85+ and perhaps needing more services than are available today.

Audience Comments, Questions and Responses
1. Climate change has not been mentioned in the conference and I wonder in what ways does
climate change specifically challenge seniors or affect seniors care? Response: Big global issues
must be more clearly on the agenda and how they affect older people (e.g. how natural disasters,
for example, affect older people, is a big issue).
Audience comment: Chronic illnesses have been increasing in Canada, this is being blamed on
pesticide uses or the other potential causes are technologies that are “messing” with peoples’
bodies, but this is not mentioned in any research and I am wondering what is happening. Response:
As we allow many people successfully to live longer, we do see a natural prevalence in quite a few
conditions. The information on the internet about electromagnetic fields is all drivel.
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2. What is your vision statement for senior services in 2030? Response: An older population which is
engaged, empowered, and enabled. That we have people services, not senior services. Services for
all people, doesn’t matter the age, that are helping people to develop and age well, to live the best
life that they can.
3. Audience comment: We need consumer rights and consumer protections and we have neither in
healthcare and social care and we need them. We need an agency that we can go to because the
authorities that monitor care quality and access and to deal with complaints; investigating them
and coming up with resolutions and appropriate resolutions.
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7 VISION 2030 FOR SENIORS SERVICES: PARTICIPANT SMALL GROUP
DISCUSSIONS
Small Group Discussion Purpose and Process
The purpose of the participant small group discussions was two-fold:
1. Provide an opportunity to engage participants in discussion about the ideal vision, policies and
services for seniors in 2030.
2. Provide an opportunity to obtain participants’ feedback on key strategic questions to be
addressed in formulating the 2030 vision and recommendations.
The small group discussions were guided by volunteer facilitators along with notetaker volunteers. Two
approaches were used to maximize input: 1) paper-based approach to collect individual and group
perspectives regarding the vision, policies and services for 2030; 2) a technological approach to collect
group feedback and share this information in real time at the Symposium, using a web-based application
called Sli.do.
The small groups were asked to respond to three sets of questions:
#

Questions

1

What one or two words or short phrases would you use to describe the ideal situation for
seniors in 2030?
What are the top three priorities for the ideal situation to enter into Sli.do?

2

What are the priorities for policies that would help to achieve the ideal situation?
What are the top three policy priorities to enter into Sli.do?

3

What are the priorities for services that would to achieve the ideal situation?
What are the top three service priorities to enter into Sli.do?

The process involved initial individual recording of responses, followed by round robin sharing, a brief
group discussion and identification of the top three priorities for each question. Possible responses for
the top three priorities were given, with an opportunity to add other priorities, to enable consolidation
of common themes by Sli.do. Table facilitators entered the top three priorities into Sli.do which
generated a word cloud illustrating the degree of agreement on the top priorities.
The remainder of this section gives a summary of the information recorded in the discussions and
concludes with the results produced in Sli.do.

Small Group Discussions
QUESTION 1: WHAT ONE OR TWO WORDS OR SHORT PHRASES WOULD YOU USE TO DESCRIBE THE
IDEAL SITUATION FOR SENIORS IN 2030?
The major theme was quality of life with other themes being identified as essential for enabling quality
to life as follows:
•

Financial and personal security and autonomy (“engaged, empowered, enabled” terms were
used by multiple participants.)
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•
•
•

Caregiver/family support, financial support and assistance in preparing for and navigating the
system
Focus on physical, mental and spiritual health (person-centred focus and care)
Social inclusion and community belonging and involvement

Top Three Vision Priorities as selected individually were:
• Quality of living
• Secure finances, Inclusive communities, Social connectiveness (received equal number of
responses to be second highest priority)
• Health care access
Other individual selections included accessible information, supported family caregivers, rural access
and autonomy (which was added by the group).
QUESTION 2: WHAT ARE THE PRIORITIES FOR POLICIES THAT WOULD HELP TO ACHIEVE THE IDEAL
SITUATION?
The major themes were:
•

•
•

•
•
•
•

•

Engaged, enhanced and integrated community care. Policy options need to allow for integrated
health, social, and recreational services and enable funding dollars to follow individuals when
they are accessing a range of services. A preventative focus, primary care, and harm reduction
are also important considerations.
Adaptable, flexible, responsive policies. Care options and adaptive strategies need to be
enabled and implemented in community care models, especially home care.
Appropriate, sufficient and sustainable funding. Funding policies were mentioned from several
perspectives:
− Shifting funds to follow the needs of the population as well as individuals to enable their
selection of service packages to meet their needs
− Enabling individual and community program financial security and community driven social
solutions
− Guaranteed long-term investment policy
− Annual funding for continuing care capital grant programs
Consultation with stakeholders and using evidence informed practice. Engaging stakeholders
who will be impacted by the policies before government makes the policies. The policies need to
consider evidence-based knowledge/research in their development.
Caregiver acknowledgment and support. Better support is required for caregivers and needs to
address both financial and respite needs. The definition of caregiver needs to be extended to
include family, friend, neighbour, etc. and include broad definitions of caregiving.
Accessible and affordable services. Access to services, especially mental health services, and
health information is essential. Services to meet basic needs must be affordable, such as housing
and transportation.
Personal choice and autonomy. Policies should enable people to age gracefully in their place of
choice but enable compassionate transitions when required. Seniors need to be involved in
planning their care, taking into account their goals and wishes. Policies need to facilitate choice
being less rigid about eligibility criteria and other areas requiring decisions. People also need to
have control over their lives and have choice of their home environment. Barriers to taking risks
need to be removed.
Affordable and accessible living communities. Universal design and activities that bring people
together and reduce isolation are essential. Community based leisure facilities need to be
67

•
•

•

sustained including support for senior centres. Enabling social connectiveness underpinned this
theme. Legislation needs to focus on accessibility and “ability”.
Financial and sustainable income security. Financial and sustainable income security highlighted
several policy areas: need for a guaranteed living income (above the poverty line), retaining CPP,
maintaining AISH when reaching 65+ years.
Team based approach to client care. Policies are needed to address system-wide silos, especially
when clients need services that cross several program areas administered by different groups of
people. Considerations include the creation of appropriate linkages, service navigation and social
prescribing.
Equitable treatment and access to services for all in both rural and urban areas. Policies need to
be universal in enabling marginalized groups with special and unique needs to enjoy a quality of
life that meets their needs and desires.

Top Three Policy Priorities as selected individually:
1. Supported family caregivers
2. Community supports, Financial security (received equal number of responses to be second
highest priority)
3. Accessible information
Other areas selected by individuals included: marginalized seniors, rural access, government
accountability, primary care, continuing care, dementia/Alzheimer’s, mental health, social isolation,
transportation.
QUESTIONS 3: WHAT ARE THE PRIORITIES FOR SERVICES THAT WOULD HELP TO ACHIEVE THE IDEAL
SITUATION?
The major themes were:
•
•
•
•

•
•
•

System navigation. Patient advocate/ navigator personal healthcare concierge and/or one point
of contact person were frequently mentioned.
Transportation. Transportation needs to be adequate, accessible (both rural and urban),
affordable, and timely.
Caregiver supports. Respite and additional supports are required for caregivers, especially for
those caring for those with dementia.
Coordinated, integrated, cross-sectoral partnerships, especially between health service and
social service providers. Services need to be better coordinated across government ministries,
disciplines, and service providers, including funding primary care networks as panels. A wholistic
approach that supports quality of life is important. This theme also incorporates elements of the
first theme around navigation and advocacy.
Convenient, accessible, inclusive, timely and sustainable services. Services need to
accommodate people’s schedules and needs as much as possible, especially for transportation.
All services need to be respectful and inclusive of all people and sustainable over the long term.
Inclusive and intergenerational communities. Age friendly communities that support
intergenerational programs, housing, and learning are valued.
Focus on personalized, person-centred services incorporating personal choices and sensitive to
cultural and linguistic needs. Assessments, services, supports, and funding need to focus on the
individual and their specific needs, giving them choices for how they age in place and choose to
die. This includes consideration of a person’s cultural and language preferences. Related to this
theme was the need to support preparedness about future care decisions, especially when
someone becomes incapacitated.
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•
•

•

Affordable and adequately funded services. Affordability and sufficient funding focused on
housing, transportation and home care.
Community based services and community level access to services. Incorporating community
services, especially services offered by not for profit organizations need more consideration.
Access to specialists in person or virtually also need attention, especially in rural and remote
areas.
Specific services highlighted were:
− Mental health
− Financial/income security and financial planning supports
− Housing and home modifications grants
− Primary care and primary care networks
− Health benefits such as vision, dental and hearing
− Social care and non-medical supports
− Home care and home support services
− Facility-based care
− Active and healthy living programs
− Caregiver and companionship programs
− Education and retraining, including the aging process for seniors, caregivers and healthcare
workers. Education is also required to maximize the use of technology.

Top Three Policy Priorities as selected individually:
1. System navigation
2. Home support services
3. Active and healthy aging, enabling technology financial support, age friendly communities,
inclusive communities (received equal number of responses to be second highest priority)
Other selections were: family caregivers, respite care, dementia services, mental health, companion
programs, end of life care.

Sli.do Group Results
The Slido ‘word cloud’ pictures for each question along with the total number of groups responding, are
given on the following page. The larger the word, the more frequently that word was selected,
representing the highest priorities of the group as a whole.
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APPENDICES
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Wednesday, November 13th – PRE-SYMPOSIUM EVENT
7:45 AM
8:30 AM – 9:00 AM
9:00 AM – 11:45 AM

Registration opens for Care Hacks: Future Technology for Seniors Reverse Trade Fair
Opening of Care Hacks: Future Technology for Seniors Reverse Trade Fair
At Care Hacks: Future Technology for Seniors Reverse Trade Fair, participants will consider
how the use of technology can facilitate aging in place related to caregiver supports.
Through presentations and discussions, this opportunity will allow the health tech sector to
test their technological innovations against civil society’s needs related to seniors’ health.
This event is brought to you in partnership with Economic Development, Trade and Tourism
and will bring together private and public sector organizations to foster partnerships and
develop innovative solutions for challenges experienced by caregivers.
Care Hacks: Future Technology for Seniors Reverse Trade Fair luncheon (For Trade Fair
participants only)

APPENDIX A: SYMPOSIUM AGENDA
11:45 AM – 12:45 PM

Wednesday, November 13th – SYMPOSIUM
11:00 AM
12:45 PM – 12:50 PM
12:50 PM – 1:20 PM
1:20 PM – 1:55 PM

1:55 PM – 2:30 PM
2:30 PM – 2:45 PM
2:45 PM – 3:20 PM
3:20 PM – 3:55 PM

3:55 PM – 4:30 PM
4:30 PM – 6:00 PM

Registration opens for the Vision 2030 for Seniors Services Symposium
Welcome and introduction – goals of Vision 2030 for Seniors Services Symposium (Linda
Stanger, President, Alberta Association on Gerontology)
Opening remarks
INTRODUCTORY KEYNOTE SPEAKERS
Responding to the Challenge of Aging - The Canadian AGE-WELL Network of Centres of
Excellence (Dr. Andrew Sixsmith, Co-Director of AGE-WELL, and Professor and Director of
Gerontology Research Centre, Simon Fraser University)
What matters most for seniors health in Alberta (Dr. Adrian Wagg, Scientific Director and Dr.
Heather Hanson, Assistant Scientific Director of Seniors Health Strategic Clinical Network™)
Nutrition break
The changing needs of a new generation of older adults (Corinne Schalm, Executive
Director of Continuing Care, Alberta Health)
Supporting family carers. International discourses, Canadian evidence and a vision for
public policy (Dr. Norah Keating, Professor, Swansea University, UK, Professor and Co-director
Research on Ageing, Policies and Practice, Department of Human Ecology, University of
Alberta)
Role of technology in helping seniors be independent (Dr. Lili Liu, Dean, Faculty of Applied
Health Sciences, University of Waterloo)
Networking reception

Thursday, November 14th – SYMPOSIUM
7:00 AM – 8:10 AM
8:10 AM – 8:15 AM
This agenda may be
8:15 AM – 8:45 AM
8:45 AM – 9:35 AM
9:35 AM – 9:50 AM

9:50 AM –
10:25 AM

10:25 AM –
11:00 AM

Coffee and breakfast
Welcome and introduction (Linda Stanger, President, Alberta Association on Gerontology)
subject
to change.
Opening remarks
Long range reform of the British health system: the National Health Service’s Long Term
Plan (Tim Gardner, Senior Policy Fellow, The Health Foundation, UK )
Nutrition break

CONCURRENT BREAKOUT SESSIONS (9:50 AM – 11:00 AM)
Session One
Session Two
Knowing and not doing is the same as not
9:50 AM –
Addressing social isolation: experience
knowing – three terms that non-profit
11:00 AM
from an Edmonton collaborative
organizations know but do not do:
(Edmonton Seniors Coordinating Council)
partnerships, sustainability and
engagement (Dr. Haidong Liang,
Executive Director, Westend Seniors
Activity Centre)
The Long Term Care population in 2030
and upstream implications (Dr. Carole
Estabrooks, Professor & Canada Research
Chair (Tier 1) in Knowledge Translation,
Faculty of Nursing; Adjunct Professor,
School of Public Health, University of
Alberta)

CONCURRENT BREAKOUT SESSIONS (11:00 AM – 12:10 PM)
Session One
Session Two
11:00 AM –
Transforming the
11:00 AM – How can we better
11:00 AM –
11:35 AM
Alberta health system
12:10 PM
meet the unmet
12:10 PM
to meet the needs of
transportation needs
an aging population
of seniors in urban,
(James L. Silvius
rural, and remote
BA(Oxon) MD FRCPC,
areas of Alberta?
Provincial Medical
Discussion with:
Director, Seniors
Health AHS and Senior
Medically At-Risk
Medical Director,
Driver Centre
Seniors Health SCN)
(MARD)
Wainwright and
11:35 AM –
Improving the quality
District Handivan
12:10 PM
of life and care of
Society
persons living with
Drive Happiness
dementia and their
caregivers (Dr. David
B. Hogan, Professor
and Academic Lead,

Session Three
How do we integrate the
medical model of
healthcare with communitybased social services?
Discussion with:
Karen McDonald,
Executive Director, Sage
Seniors Association
Lawrence Braul, Chief
Executive Officer, Trinity
Place Foundation of
Alberta
Carol Anderson, RN,
BScN, Executive
Director, Continuing
Care, Edmonton Zone,
Alberta Health Services
Carol Carifelle-Brzezicki
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11:00 AM

and upstream implications (Dr. Carole
Estabrooks, Professor & Canada Research
Chair (Tier 1) in Knowledge Translation,
Faculty of Nursing; Adjunct Professor,
School of Public Health, University of
Alberta)

CONCURRENT BREAKOUT SESSIONS (11:00 AM – 12:10 PM)
Session One
Session Two
11:00 AM –
Transforming the
11:00 AM – How can we better
11:00 AM –
11:35 AM
Alberta health system
12:10 PM
meet the unmet
12:10 PM
to meet the needs of
transportation needs
an aging population
of seniors in urban,
(James L. Silvius
rural, and remote
BA(Oxon) MD FRCPC,
areas of Alberta?
Provincial Medical
Discussion with:
Director, Seniors
Health AHS and Senior
Medically At-Risk
Medical Director,
Driver Centre
Seniors Health SCN)
(MARD)
Wainwright and
11:35 AM –
Improving the quality
District Handivan
12:10 PM
of life and care of
Society
persons living with
Drive Happiness
dementia and their
caregivers (Dr. David
B. Hogan, Professor
and Academic Lead,
Brenda Strafford
Centre on Aging,
O’Brien Institute for
Public Health,
University
of Calgary)
12:10 PM – 1:00
PM
Lunch

Session Three
How do we integrate the
medical model of
healthcare with communitybased social services?
Discussion with:
Karen McDonald,
Executive Director, Sage
Seniors Association
Lawrence Braul, Chief
Executive Officer, Trinity
Place Foundation of
Alberta
Carol Anderson, RN,
BScN, Executive
Director, Continuing
Care, Edmonton Zone,
Alberta Health Services
Carol Carifelle-Brzezicki
RSW MHS, Provincial
Director, North
Population, Public and
Indigenous Health

This agenda may be subject to change.
Session One

CONCURRENT BREAKOUT SESSIONS (1:00 PM – 2:20 PM)
Session Two

1:00 PM –
1:35 PM

Improving Seniors
Services to Meet the
Needs of Canada’s
Diverse Immigrant and
Ethnocultural
Communities (Dr.
Jordana Salma,
Assistant Professor,
Faculty of Nursing,
University of Alberta)

1:35 PM –
2:20 PM

Report on current
status, gaps and issues
of current seniors’
services in Alberta and
possible future solutions:
Karen McDonald,
Executive Director,
Sage Seniors
Association
Dr. Sheree Kwong
See, Alberta Seniors
Advocate
Catherine Douglas,
Manager, Health
Advocates Office

2:20 PM – 2:35 PM

2:35 PM – 3:20 PM

1:00 PM –
2:10 PM

Seniors centres are part
of the solution: how
senior centres play a
role in healthy aging in
Alberta (Monica
Morrison, Executive
Director of Golden
Circle Senior Resource
Centre and President of
Alberta
Association of Senior
Centres)

1:00 PM –
2:10 PM

Session Three
Workshop on Dementia
Friendly Communities
(The Brenda Strafford
Foundation)

WRAP UP
Report on current status, gaps and issues of current seniors’ services in Alberta and possible
future solutions (Dr. Susan Slaughter, President, Calgary Chapter, Alberta Association on
Gerontology)
Panel discussion by experts on Vision 2030 for Seniors Services
Panelists:
Dr. Adrian Wagg, Scientific Director for Seniors Health Strategic Clinical Network
Tim Gardner, Senior Policy Fellow, The Health Foundation, UK
Dr. Sheree Kwong See, Alberta Seniors Advocate
Dr. Norah Keating, Professor, Swansea University, UK and Professor and Co-director
Research on Ageing Policies and Practice, Department of Human Ecology, University of
Alberta

3:20 PM – 4:30 PM
4:30 PM – 4:40 PM

Discussions by participants on the vision for seniors service for 2030
Summary and next steps (Linda Stanger)

This agenda may be subject to change.
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APPENDIX B: SPEAKER BIOGRAPHIES

Andrew Sixsmith, PhD Scientific
Director, AGE-WELL Network of
Centres of Excellence, Director,
STAR Institute, Professor,
Department of Gerontology

Dr. Andrew Sixsmith is the joint Scientific Director of AGE-WELL
NCE, the Director of Simon Fraser University's (SFU) Science and
Technology for Aging Research (STAR) Institute, and a professor in
the Department of Gerontology at SFU. He is past President of the
International Society of Gerontechnology and was previously
Director of the Gerontology Research Centre and Deputy Director
of the IRMACS Centre at SFU. His research interests include
technology for independent living, theories and methods in aging
and understanding the innovation process. His work has involved
him in a leadership and advisory role in numerous major
international research projects and initiatives with academic,
government and industry partners. He received his doctorate from
the University of London and was previously a lecturer at the
University of Liverpool in the Institute of Human Ageing and
Department of Primary Care.

Dr. Heather Hanson is the Assistant Scientific Director of the
Seniors Health Strategic Clinical Network, Alberta Health Services.
She is a gerontological researcher with a strong interest in moving
evidence into action. Heather supports the Scientific Office and
researchers from across the province to advance new knowledge
and its application to improve the health of older Albertans.

Dr. Heather Hanson, PhD
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Dr. Wagg is a specialist in Geriatric and General Medicine with
expertise in health services research. He is currently a Professor in
the Department of Medicine at the University of Alberta and
Professor of Continence Sciences at the University of Gothenburg,
Sweden. He is Deputy Head of the Department of Medicine at the
University of Alberta. Dr. Wagg has significant front-line experience
in healthcare administration and systems development, a strong
knowledge of operational issues and an in-depth perspective of
healthcare of older Albertans.

Dr. Adrian Wagg, MB FRCP (Lond)
FRCP (Edin) FHEA. AHS Professor of
Healthy Ageing, Scientific Director
AHS Seniors' Strategic Clinical
Network, Department of Medicine,
University of Alberta

Dr. Wagg holds the Alberta Health Services Chair in Healthy Ageing.
His research interests involve improving care for people with
urinary incontinence, community engagement and the quality of
care for older people in nursing homes. He is active in national and
international clinical practice guideline development and is the CoChair of the International Consultation on Incontinence; prior to
this he was General Secretary of the International Continence
Society.
In his service to the community, Dr. Wagg is President of the
Canadian Continence Foundation and participates in numerous
other activities promoting health literacy and the healthy ageing of
seniors.

Corinne Schalm is the Executive Director of Continuing Care with
Alberta Health where she leads policy development for the
province’s continuing care system. She has a Master of Science in
Gerontology degree and a Masters in Public Administration, and in
2008 was inducted as a Fellow of the Canadian College of Health
Leaders (FCCHL). Corinne is passionate about improving the quality
of life for seniors. She has over twenty five years of experience
working in senior leadership roles in the field of gerontology in
Alberta at the provincial policy level and with seniors’ service
provider organizations.
Corinne Schalm, MSc.
Gerontology, MPA, Executive
Director, Continuing Care, Alberta
Health
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Norah Keating is Professor of Rural Ageing, Swansea University; CoDirector of Research on Aging, Policies and Practice, University of
Alberta; Extraordinary Professor, North-West University, South
Africa; and Director of The International Association on
Gerontology and Geriatrics’ (IAGG) Global Social Issues on Ageing.
She works with researchers and policy makers to create networks
and build capacity around global social issues at the interfaces with
population ageing.

Dr. Norah Keating, Swansea
University, UK, University of
Alberta, Canada, North-West
University, South Africa

She has worked for many years to create knowledge of discourses
and experiences of family care; social exclusion and rural ageing.
Her current research includes Health, Wealth, and Happiness:
Families and a Good Old Age? (University of Alberta); Long Term
Care in sub-Saharan Africa (Swansea University); and Sustainable
Care: connecting people and systems (University of Sheffield).
She is a member of World Health Organization Scientific Working
Group, Kobe Centre and is working with WHO Pan American Health
Organization on a project to develop networks among social
gerontologists in Latin America.

Lili Liu is an occupational therapist and completed her
undergraduate and graduate education at McGill University. She is
past Chair of the Department of Occupational Therapy at the
University of Alberta until June 2019. Dr. Liu is currently Professor
and Dean of the Faculty of Applied Health Sciences at the
University of Waterloo.

Dr. Lili Liu

She is a network investigator with the AGE-WELL Network of
Centres of Excellence and her research program focuses on user
adoption of technologies that help older adults with everyday living
in their homes and communities. Presently, her team is examining
ways to address the risks of going missing among persons living
with dementia. In this work, they collaborate with persons who
have dementia, their care partners, health professionals, and first
responders such as police services and search and rescue
personnel.
She cofounded the International Consortium of Dementia and
Wayfinding which currently has over 10 countries represented.
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Tim Gardner is a Senior Policy Fellow at the Health Foundation, an
independent charity committed to bringing about better health
and health care for people in the UK.
At the Health Foundation, Tim works primarily on NHS policy,
performance and care quality, and was recently seconded to NHS
England to contribute to the development of the NHS Long Term
Plan. Prior to joining the Health Foundation in 2014, Tim spent over
ten years at the Department of Health and Social Care. He worked
on a variety of policy areas, including NHS performance, regulation,
integrated care, primary care, cancer, mental health and the public
inquiry into the failures of care at Stafford Hospital.
Tim Gardner, Senior Policy Fellow,
The Health Foundation

Tim was Secretary to the NHS Management Board and worked in
the Private Office of the Chief Medical Officer. He also spent three
years at the Department for Education advising on policy for
children and young people’s social care services.
Tim has an MSc in Health Policy from Imperial College London.

Through 12 years of professional and volunteer activities, Dr.
Haidong Liang has been striving to make Edmonton, his second
hometown, an age-friendly city not only for the current generation
but for our future generations.
Known as one of the very few immigrant Senior Centre Executive
Directors in Alberta, Dr. Liang has brought 12 years of gerontology
research expertise to the senior sector and have created a unique
game changer WeSeniors.ca platform for the Westend Seniors
Activity Centre to actively connect seniors to services provided by
the public, private and non-profit sectors.
Dr. Haidong Liang, PhD

He is an innovative researcher and practitioner who is dedicated to
help seniors age in place.
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Dr Estabrooks is Professor, Faculty of Nursing, University of
Alberta, and Tier 1 Canada Research Chair in Knowledge
Translation. Member of the Order of Canada (CM) and Fellow in
both the Canadian Academy of Health Sciences (FCAHS) and the
American Academy of Nursing (FAAN). She is Scientific Director of
the pan-Canadian Translating Research in Elder Care (TREC)
research program at the University of Alberta.
Dr Estabrooks' research program focuses on knowledge translation
in the health sciences. She studies the influence of organizations on
the use of knowledge and its effects on quality of care, quality of
life and quality of end of life and quality of work life outcomes. The
work is situated in the residential long-term care sector and
focuses on quality improvement and the spread and scale-up of
innovation. She has developed and continues to evaluate the
Alberta Context Tool (ACT) currently in use in eleven countries and
six languages.
Dr. Carole Estabrooks, CM, PhD,
RN, FCAHS, FAAN, Professor,
Canada Research Chair (Tier 1) in
Knowledge Translation, Faculty of
Nursing, University of Alberta

Kathryn is an experienced leader and researcher; her passion is
using research and innovation to improve quality of care and
health outcomes.
In her current role Kathryn is responsible for providing provincial
leadership of the Strategic Clinical NetworksTM, innovation,
research and evidence strategy, knowledge management,
analytics, and provincial programs for Community, Seniors,
Addictions and Mental Health.

Kathryn Todd, PhD, Vice President,
System Innovations & Programs,
Alberta Health Services

Kathryn is an active researcher at the University of Alberta, where
she continues to investigate the central nervous system response
to disease and injury. She is a full Professor of Psychiatry and
Neuroscience, and an Adjunct Professor in the Departments of
Biomedical Engineering, Pediatrics and Medicine (Neurology).
She has received numerous awards from provincial and national
funding organizations, including the Heart and Stroke Foundation
of Canada and the Canadian Institutes of Health Research, and
team grants from Alberta Innovates and the Canada Foundation
for Innovation. She has published over 200 manuscripts, abstracts
and book chapters.
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Born in Baie Comeau QC, David attended universities in Nova
Scotia, Alberta, and Ontario. A specialist in internal medicine and
sub-specialist in geriatric medicine, he joined the University of
Calgary in 1990 where he held the Brenda Strafford Foundation
Chair in Geriatric Medicine for 25-years and is now the Academic
Lead of the Brenda Strafford Centre on Aging (O’Brien Institute for
Public Health). He served as Chair of the Royal College of
Physicians and Surgeons of Canada Specialty Committee in
Geriatric Medicine, President of the Canadian Geriatrics Society,
and editor of the Canadian Geriatrics Journal.

Dr. David Hogan

Jordana Salma, RN, MN, Ph.D.,
Assistant Professor, Faculty of
Nursing, University of Alberta

David has authored over 290 peer-reviewed publications.
National and Provincial awards received includes the 2019 AMA
Medal for Distinguished Service. He was a member of the CAHS
Expert Panel that produced the 2019 Improving the Quality of Life
and Care of Persons Living with Dementia and Their Caregivers
report.

Dr. Salma is a Registered Nurse and an Assistant Professor in the
Faculty of Nursing at the University of Alberta. Her program of
research focuses on the health and well-being of older immigrants
and visible minorities in Canada. Her work aims to identify and
implement community-based interventions that improve health
outcomes in these populations. She is particularly interested in
chronic disease management, cross-cultural conceptualizations of
healthy aging, and psychosocial dimensions of health. Her
research to date has been with Arab, South Asian, African and
Muslim communities. She draws from Feminist, Transnational and
Anti-Colonial perspectives to highlight the ways immigrant and
visible minorities experience structural barriers and enact
personal agency across social and political spaces. Some examples
of recent projects relate to stroke prevention in Arab women,
aging experiences of Muslim older adults, and physical activity in
older immigrants.

79

Monica has been working with seniors for 29 years. Her
background is Recreation and has worked in long term care, adult
day program, senior centres as well as community support
services. Monica is the Executive Director at the Golden Circle
Senior Resource Centre in Red Deer and has become very involved
in her community. She is the President of the Board of Directors
for the Alberta Association of Senior Centres and is the treasurer
on the Board of Directors for the Alberta Elder Abuse Awareness
Council. She is part of the Central Alberta Poverty Reduction
Alliance.
Monica Morrison, Executive
Director, Golden Circle Senior
Resource Centre, President of
Alberta Association of Senior
Centres

Monica is involved in the development of the Red Deer
Coordinated Community Response for Elder Abuse and was part
of the hoarding protocol for the Red Deer community. She sits on
the Central Alberta Falls Prevention Coalition and is a senior
fitness instructor trainer to develop community based senior
fitness programs. In June of 2016 she won the Red Deer Women
of Excellence in fitness, recreation and exercise for her work with
seniors in the area of fitness both at the Bowden Petitionary
senior men’s group as well as community-based fitness programs.
Monica also does instruction at Red Deer College Continuing
Education in the area of aging and physical activity. Monica’s
passion is seniors. She believes that all seniors deserve a good
quality of life till the end of their journey and works hard with her
staff and community partners to ensure that senior issues and
service gaps are identified and at finding solutions.

Catherine Douglas is the Manager at the Office of the Alberta
Health Advocates. She has over 40 years of experience working
with persons with disabilities, in health care, and in seniors
housing across four different provinces. Catherine’s passion for
and dedication to patients combined with her extensive
experience help to support Albertans as they navigate the
complicated and ever-changing health system.
A lover of song, dance and anything Scottish, Catherine lives in
Edmonton with her husband, young adult children and two
spoiled dogs!
Catherine Douglas BRE, Manager,
Office of the Alberta Health
Advocates
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Sheree Kwong See is a Canadian expert on the psychology of aging
and professor of psychology at the University of Alberta. She
conducts research on cognitive aging and the development and
impact of age stereotyping and ageism in real world contexts. She
is also an award-winning instructor and administrator. In her
work, Dr. Kwong See has been a passionate advocate for aging
issues for over 20 years.

Sheree Kwong See, PhD
Alberta Seniors Advocate and
Professor of Psychology, University
of Alberta

She has been seconded by the Alberta Government to serve as the
Alberta Seniors Advocate from September 2016 to December
2019. As the Advocate, Dr. Kwong See is a voice for seniors and
senior issues. The role of the Alberta Office of the Seniors
Advocate is to provide resolution support to senior Albertans and
their families; and through this work to identify issues and make
recommendations to government for improvement to programs
and services.

Karen McDonald’s career has focused primarily the field of
gerontology, including a decade in seniors’ supportive housing
and a decade with the SAGE Seniors Association, most recently
as Executive Director. SAGE is a community-based seniors
serving organization that provides social services, primary
health care, community development, and life enrichment
programming.
In 2015, Karen co-founded MatchWork, an interactive
employment training and assessment tool used by employment
support organizations to more effectively guide and support
those who face barriers to employment.

Karen McDonald, Executive Director,
SAGE Seniors Association

Karen completed both her MBA and BA at the University of
Alberta. She is currently the co-chair of the Community Mental
Health Action Plan System Integration Leadership Team and the
past-chair of the Seniors Communications Action Network
(SCAN). In 2011, Avenue Magazine recognized Karen as a Top
40 Under 40 as a result of her professional and volunteer work
in community.
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older adults"

m Presentation

Slaughter
is an Associate
etter meet the unmet transportationSusan
needs
of seniors
inProfessor at the University of
Alberta. As a Registered Nurse she has a longstanding interest
and remote areas of Alberta?
in the care of older people, which informs her research focused
on maintaining, enhancing, and measuring the functional
abilities in the areas of mobility, nutrition and quality of life.
the fastest growing segment of the Canadian
population.
Understanding
effective ways to introduce and sustain
evidence-based
practices
this growth is the demand for more responsive forms
ofin health care is central to her
research with older people.

. How can we better meet the unmet transportation needs of
n, rural, and remote areas of Alberta? Learn more about how
ansportation needs are being met through presentations
cally At- Risk Driver Centre (MARD), the Wainwright and
an Society, and Drive Happiness.

bbs,

Dr. Susan Slaughter, Associate
Professor, University of Alberta

Dr. Bonnie Dobbs is a Professor in the Department of Family
Medicine and Director of the Medically At-Risk Driver (MARD)
Centre, a research and knowledge translation centre at the
University of Alberta. Her primary areas of research are
identification of drivers who may no longer be medically fit to
drive, understanding the unmet transportation needs of seniors
in rural and urban settings, and the role of responsive forms of
alternate transportation (e.g., outside of the public
transportation system) in maintaining mobility, independence,
and safety for medically unfit drivers, for older adults who
chose not to drive, and for persons with disabilities.

Bonnie M. Dodds, Ph.D. Professor,
Department of Family Medicine,
Ph.D.University
Professor,
Department
of Alberta
Director,
Medically At-Risk Driver Centre
(MARD), University of Alberta

of Family Medicine,
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Bernie Buzik, B.A. B.Ed., Chair,
Wainwright and District Handivan
Society

No photo available

The Wainwright and District Handivan Society (WDHS) was
formed in January of 2013 and started operation in August of
that year. The WDHS provides transportation to those individuals
who for medical reasons are unable to drive themselves. Most of
the transportation needs are medical but we also provide
services to social, family and other occasions. Ridership started
with a meager 20 riders a month to nearly 200 hundred riders
presently. The WDHS operates in the Municipal District of
Wainwright but we do travel to other centers as need be. We
have two vans and one bus, which are wheelchair accessible.
There are 1.5 drivers and a host of volunteer drivers and
caregivers.

Drive Happiness is a non-profit organization that provides
assisted transportation services to older adults through the help
of volunteer drivers. Their mission is to assist seniors in
remaining independent in their own homes for as long as
possible. The Seniors Assisted Transportation program allows
seniors access to a safe, reliable, and accommodating
transportation service that can help them to attend medical
appointments, get groceries, participate in recreational
programming, or even to visit friends and family. Mobility is
about more than simply getting from point A to B. It is about
dignity, freedom, and being in control of your lifestyle. With Drive
Happiness, seniors are able to keep their independence and
remain active and engaged in their communities.
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Trinity Place Foundation of Alberta (TPFA) operates seniorsʼ
self-contained housing in Calgary with 1654 units in 16
buildings. TPFA also operates Peter Coyle Place, a supportive
care facility for older adults living with the challenges of mental
illness and/or addictions.
Current research interests include Scaling up Integrated Harm
Reduction Health, Housing, and Social Supports for Inner City
Older Adults with Addictions and Mental Health Challenges.
This 3-year $1.5 million study, is funded by Health Canada and
CMHC and will examine models of care for older adults in
Montreal, Calgary and Vancouver.
A second research interest is “Social Isolation”. TPFA is in the
early stages of developing an assessment tool to determine the
prevalence of social isolation within the TPFA portfolio.
Lawrence Braul, Chief Executive
Officer, Trinity Place Foundation of
Alberta

Lawrence received the McKillop Award for Community Service
in 2013 and he was named “Hero of the Flood”, following the
flood in Calgary in June 2013.

Carol has extensive experience working in the Alberta health
care system with older adults in a variety of practice settings
including home care, geriatric assessment and rehabilitation,
long term care and geriatric psychiatry. Carolʼs background
includes policy positions at a provincial (Alberta Health and
Alberta Health Services) and operational level, including quality
improvement and safety in a community setting. She is the
Executive Director, Continuing Care, Alberta Health Services,
which includes Home Living, Facility Living, Supportive Living,
Palliative/End of Life Care, Transitions Services, Planning &
Program Support and Continuing Care Administration for the
Edmonton Zone.
Carol Anderson, RN, BScN, Executive
Director, Continuing Care, Edmonton
Zone, Alberta Health Services
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Jennifer is the Dementia Friendly Communities Coordinator for
the pilot project carried out in Westhills, Calgary and Okotoks –
the first two Dementia Friendly Communities in Alberta. Pairing
schooling and experience in Hospitality Management with a
degree in Kinesiology and a keen interest in brain health,
Jennifer channels her passion for seniors into the realm of
dementia. In addition to her role with DFC, Jennifer works
compassionately as a Care Partner for persons with dementia,
walking alongside families through their journey, navigating the
system and advocating for their best care.

Jennifer Mallamo, Dementia Friendly
Communities (DFC) Coordinator, The
Brenda Strafford Foundation
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Carol Carifelle-Brzezicki,
Provincial Director-North
Indigenous Health Program,
Alberta Health Services

Carol Carifelle-Brzezicki was born and raised in Peavine Métis
Settlement- one of the eight (land based) Metis Settlements in Alberta.
She has worked extensively in the Indigenous community for the last
three decades. Carol completed a Masterʼs degree in Health Studies
Center from the Nursing and Health Studies at Athabasca University.
This degree is supplemented by three summers (2006-2009) at Johns
Hopkins Bloomberg School of Public Health/University of Alberta
School of Public Health-Joint Indigenous Summer Research Institute.
Carol has started a PhD – at the University of Alberta School of Public
Health-Health Promotion and Socio-behavioral Sciences. She has been
a registered Social Worker with ACSW for twenty years.
Presently she is the Provincial Director – North- Indigenous Health
Program - Alberta Health Services. She has been in various leadership
positions with the program since 2007. Until recently Carol has
provided managerial/ administrative support to the Indigenous
Wellness Clinic (IWP) which provides clinic-based, primary care
services in Indigenous communities including: Diabetes management
and education classes, chronic disease management, mental health
and addictions, womenʼs health, chronic pain and palliative care to
Indigenous populations. The Indigenous Health Program fosters a
holistic approach that integrates the mind, body, spirit and emotions.
These services are provided onsite in Edmonton at Anderson Hall to all
Indigenous clients in Alberta. The program primarily services
Indigenous clients (First Nations, Métis and Inuit communities). The
program was designed with community involvement to overcome
geographical, economic, political, cultural and socio-historical barriers
faced by Indigenous people. Carol also manages the Indigenous
Cultural Helpers who provide support to Indigenous patients in the
two major hospitals in Edmonton. Carol was on the Editorial
committee of the Chief Medical Officer of Health “Letʼs talk About
Aging” – Aging Well in Alberta well in Alberta - Report by the Medical
Officer of Health-Alberta Government. Carol is a past member of the
Seniors Strategic Clinical Network. Carol has extensive Residential
School involvement provincially and nationally as a study panel
member with the Law Commission of Canada report “Restoring
Dignity” http://www.ellisandcompany.ca/wpcontent/uploads/2012/03/JL2-7-2000- 2E.pdf
She was a member of the Aboriginal Working Caucus-Indian
Residential School Resolution, the caucus were special advisors to the
Federal government. The contributions concluded with the
development of the Alternative Dispute Resolution agreement. The
agreement was seen as a historic resolution of Indian Residential
School issues.
http://www.ammsa.com/publications/windspeaker/considerableconsultation
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