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Build Capacity Across the System
Drive Clinical Excellence
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Strategic 
Priorities 

To lead the network of specialized
geriatric services and advance
integrated, person-centred care for
older adults and their care partners
living with frailty, dementia, and other
complex physical, cognitive, social and
mental health conditions in Central
East Ontario

Purpose

Better health outcomes for older adults
living with complex health conditions
and their care partners in our Region.
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Person-Centredness
Equity, Diversity and Inclusion
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Collaboration
Innovation
Integration
Quality
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Data Collection
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Led clinical and operational process overhaul to enhance efficiency at a GAIN
team managed by Seniors Care Network. Reduced wait-times and Increased
throughput ~25% through process standardization, and the use of provider
decision tools

Conducted the Central East SGS Provider Evaluation 2024-25. Results revealed
that 90% of participants would recommend working in SGS to others. 

Developed the inaugural CE Adult Day Programs (ADP) Guidelines 2020 (with
input from 17 providers operating across 44 sites), describing acceptance
criteria, elements of core programs & services and operational standards.

Co-designed guidance and decision tools to advise Hybrid ADP delivery
during COVID across CE. Evaluated the intra-COVID Hybrid ADP model
(2021) and made revisions based on provider feedback.

Developed specialized pathways to guide transitions and coordination
between services and across specialized geriatric services (SGS) (e.g.,
Cognition Referral Pathway, Clinical Frailty Pathways, AGS Cognitive
Screening Toolkit)

Enhanced Provider Experience

Improved Population Health

~26000~14600

Visits*
~2660

Unique Patient Served*
(resulting in early diagnostic
clarification regarding memory
concerns)

~670

% of active GAIN client
remained in the
community

% the 2000 older adults
discharged from GAIN
met their goals and/or
demonstrated improved
function*
*Other reasons for discharge from GAIN include 1) situational change (e.g. patient moving
elsewhere), 2) transfer to long-term care, 3) services declined by patient, or 4) death. It
should be noted for reasons 1 through 3, some identified goals may have been achieved. 

75% 85%
Patients Seen Visits

*Data from 4 clinics
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https://www.seniorscarenetwork.ca/_files/ugd/e5c8e8_b65c8ce56f784ac0a790f4341b58c031.pdf
https://www.seniorscarenetwork.ca/_files/ugd/e5c8e8_b65c8ce56f784ac0a790f4341b58c031.pdf
https://www.seniorscarenetwork.ca/_files/ugd/e5c8e8_b65c8ce56f784ac0a790f4341b58c031.pdf
https://geriatricsontario.ca/wp-content/uploads/2024/10/2024-Sep-26-Frailty-Screening-in-Primary-Care.pdf
https://geriatricscareonline.org/ProductAbstract/AGS-Cognitive-Screening-Toolkit/TK017
https://geriatricscareonline.org/ProductAbstract/AGS-Cognitive-Screening-Toolkit/TK017


90%
Older Adult Experience
Survey Results

of the participants would
‘definitely recommend’ GAIN to
others

Co-developed a Provincially validated Older Adult
Experience Survey:

Led the implementation, data collection and analysis
of the above survey across the GAIN Program.

Participants gave an average overall experience
rating of ~9.4 out of 10 to GAIN 

Led process reviews to infer that 100% of the GAIN
clients receiving comprehensive geriatric
assessments (CGA) are connected with the relevant
community and social support services based on
their needs 

 Led the implementation, data collection and analysis of the survey (adapted version)
across CE ADP as part of the developmental evaluation of the Intra COVID Hybrid ADP
Model (virtual, home-based and limited face-to-face programs & services)

Led GAIN evaluations (2018 and 2019) inferring that ~100% of primary/involved
caregivers are assessed for stress, and connected with support as a part of the CGA

Partnered with the Ontario Caregiver Organization to develop the Caregivers Needs
Assessment and Support Guidance document; developed a Standardized GAIN
Social Work (SW) Assessment based on the recommendations.

Annual cost saving/GEM nurse,
including reduction in ALC, inpatient
admissions, and inpatient length of
stay (LOS)

Positive ROI, indicating
monetary benefits > program
costs

Led the Central East Geriatric Emergency Management
(GEM) Nurse Return on Investment (ROI) Evaluation
2023-24. Results indicated: 

+354% $1.13M Estimated annual cost savings in long
term care (LTC) placements by GAIN
*Included are GAIN patients for whom a CFS of
seven or higher was assigned, a population
consistent with individuals living in LTC. 

$8.6M*

Developed and disseminated the Framework for Addressing Racism in Specialized
Geriatric Services 

Conducted the CE SGS Provider Evaluation 2024-25. Results revealed that 80% of the
participants reported the completion of Equity Diversity and Inclusion (EDI) focused
training.

Re-designed the GAIN model to facilitate equitable access through: 
Expanding GAIN services to semi-urban and rural areas (through the introduction of
new community teams) 
Including home-based services: Currently, ~73% of the GAIN teams provide home
visits enabling service to home bound older adults who would otherwise be unable to
access specialized support. 100% of teams provide virtual visits. 

Enhanced Patient and Caregiver Experience 

Improved Value 

Advanced Health Equity 
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https://ontariocaregiver.ca/wp-content/uploads/2024/10/Caregiver-Needs-Assessment-and-Support-in-Primary-Care-ENG-May21-2024.pdf
https://ontariocaregiver.ca/wp-content/uploads/2024/10/Caregiver-Needs-Assessment-and-Support-in-Primary-Care-ENG-May21-2024.pdf
https://www.seniorscarenetwork.ca/equity-diversity-inclusion
https://www.seniorscarenetwork.ca/equity-diversity-inclusion


This past year, Seniors Care Network made important progress in improving care for older
adults through practical innovation, system partnerships, and a clear focus on evaluation
and clinical impact. 

Our work on frailty management continues to drive change across the region and
beyond. The Frailty Pathways support early identification and better management of
frailty in primary care, community, and soon, emergency and acute care settings. These
tools aim to reduce avoidable hospitalizations and improve the ability of older adults to
age well in the community.  

We also expanded our evaluation efforts to better understand system performance and
inform improvements. Highlights include a Central East SGS provider experience
evaluation, and the process-mapping evaluation of the Durham MINT Memory Clinics.  

EDI continues to be a priority, and our efforts are reflected through our collaborative
projects focused on social prescribing, assessment supports to the vulnerably housed,
and practices to prevent/address mistreatment and abuse of older adults.  

Our team contributed to multiple regional and provincial initiatives— development of
guidance on addressing caregiver needs and support, streamlining referrals and
transitions across SGS, and advancing adult day program collaboration across Ontario
Health East. We remain a trusted partner in shaping older adult policy and service design
and continue to build capacity in the next generation of health leader by offering
practicum placement.  

We are proud of the impact achieved and grateful to our partners and stakeholders for
their continued collaboration. Together, we’re building stronger, more responsive systems
for older adults and their care partners. 

Message from the Executive Director and
Board Chair of Seniors Care Network 

Rhonda Schwartz
Executive Director

Diane Duncan
 Board Chair03



Our Training Needs Assessment was
completed to determine the current
gerontological training needs of
health professionals working in SGS
in the Central East. The intent was to
formulate recommendations for
ongoing improvement. 

Training Needs
Assessment
Analysis 

Host Site for Practicum Placements

Seniors Care Network continues to
support the next generation of health
system leaders through practicum
placements with the University of
Toronto’s Master of Health Informatics
program. In 2024, we hosted Xin Yi Dong,
who co-led the Central East Provider
Experience Evaluation, supported the
process-mapping evaluation of the
Durham MINT Memory Clinics, advanced
the organization’s communications
strategy, and led a redesign of out
website to enhance user experience. 
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Holistic Approaches to
Frailty Screening and
Management in Primary
Care

Integrated Clinical Pathway
(ICP) Frailty Overlay: a
primary care decision tree
for chronic disease
management in older adults
living with frailtyC
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Holistic Approaches to
Frailty Screening and
Management in the
Community 

Frailty Management: Supporting
Aging Well in the Community 
We continue to advance its population health approach to frailty
management, recognizing the direct impact of early identification and
intervention on reducing avoidable hospitalizations, alternate level of care
(ALC) designations, and long-term care needs. Our Frailty Pathways offer an
evidence-informed, practical framework for frailty prevention, screening,
assessment, and management across various care settings. Notable
resources developed include: 

Resources in progress include 
The Emergency Department (ED) Frailty Pathway
Acute Care Frailty Pathway
Frailty Screening and Management Protocols for Community
Paramedicine 

2024-25 Seniors Care Network Annual Report 05

https://www.seniorscarenetwork.ca/scn-resource/frailty-screening-%26-management-in-primary-care
https://www.seniorscarenetwork.ca/scn-resource/frailty-screening-%26-management-in-primary-care
https://www.seniorscarenetwork.ca/scn-resource/frailty-screening-%26-management-in-primary-care
https://www.seniorscarenetwork.ca/scn-resource/frailty-screening-%26-management-in-primary-care
https://www.seniorscarenetwork.ca/scn-resource/integrated-clinical-pathways%3A-support-older-adults
https://www.seniorscarenetwork.ca/scn-resource/integrated-clinical-pathways%3A-support-older-adults
https://www.seniorscarenetwork.ca/scn-resource/integrated-clinical-pathways%3A-support-older-adults
https://www.seniorscarenetwork.ca/scn-resource/integrated-clinical-pathways%3A-support-older-adults
https://www.seniorscarenetwork.ca/scn-resource/integrated-clinical-pathways%3A-support-older-adults
https://www.seniorscarenetwork.ca/scn-resource/integrated-clinical-pathways%3A-support-older-adults
https://www.seniorscarenetwork.ca/scn-resource/frailty-screening-%26-management-in-the-community
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https://www.seniorscarenetwork.ca/scn-resource/frailty-screening-%26-management-in-the-community
https://www.seniorscarenetwork.ca/scn-resource/frailty-screening-%26-management-in-the-community
https://www.seniorscarenetwork.ca/scn-resource/frailty-screening-%26-management-in-the-community


Our expertise in Frailty
Management was recognized
through an invitation to present
at the Ontario Health West
Knowledge Exchange Session. 

The presentation “The Role of
Screening in the Care of Older
Adults” sparked significant
interest, resulting in
consultations with Ontario
Health Teams, hospital
administrators, and care
providers seeking our expertise
in implementing frailty
screening locally.  
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The team delivered numerous
presentations on frailty
management, reaching diverse
audiences including KLH-OHT,
Durham Community Health Centres
(CHC), Ontario Health East (OHE),
Regional Geriatric Program Central,
and local Alzheimer Society
Chapters. 

Kawartha Lakes Ontario Health
Team (KLH-OHT) is an early adopter
of the Primary Care and Community
Frailty Pathways. The pathways
have been successfully
implemented across various
primary care and community
organizations/services. 

Frailty Management: Supporting
Aging Well in the Community 



Central East Cognition Referral Pathway
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The pathway is being piloted
at the Durham Community
Health Centre (CHC)  GAIN
team. 

Seniors Care Network
collaborated with the
Alzheimer Society of Durham
Region, the Alzheimer Society
of Peterborough, Kawartha
Lakes, Northumberland and
Haliburton, and GAIN Regional
Leadership to develop a
cognition referral pathway
that would:

facilitate referral 
appropriateness

improve patient
navigation

streamline transitions
across SGS

2024-25 Seniors Care Network Annual Report 07
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Recognition Award

Under the leadership of
Sabeen Ehsan, the CHC-
Northumberland GAIN team
received the 2024 GAIN Driving
Success Award. The award
recognizes innovation and
successful implementation of
processes and tools that have
meaningfully improved service
delivery. 

2024-25 Seniors Care Network Annual Report 08
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Evaluation and Research

The evaluation was conducted to better understand the
experiences of our providers, and the workforce challenges
faced in SGS. Insights from this work are informing future
planning and were shared through presentations and
targeted infographics for various audiences. 

Stacey Hawkins completed research for the Canadian Frailty
Network funded dissertation study focused on understanding
the barriers and facilitators to goal-setting and decision-
making with persons with dementia in SGS. 

Central East SGS Provider Experience Evaluation

Barriers and Facilitators to Goal-Setting and Decision-Making

Process Mapping Evaluation was completed for the
Durham MINT Memory Clinics. Initial findings have
resulted in several quality improvement initiatives. This
is part of a larger ROI evaluation. 

Process Mapping Evaluation

2024-25 Seniors Care Network Annual Report 09

https://www.seniorscarenetwork.ca/scn-resource/central-east-provider-experience-evaluation
https://www.seniorscarenetwork.ca/scn-resource/central-east-provider-experience-evaluation
https://www.seniorscarenetwork.ca/scn-resource/central-east-provider-experience-evaluation


A collaborative manuscript was developed for
publication, detailing the development of an online
caregiver experience survey tailored to SGS. 

Caregiver Experience Survey

A collaborative manuscript was initiated, highlighting
the GAIN model.

GAIN Manuscript

Contributions were made to the development
of Guidelines for Delirium Care for Older Adults in the
Community. 

Guideline for Delirium Care in Community
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Research and Evaluation

2024-25 Seniors Care Network Annual Report 10



66% experiencing burnout or have a
high chance of getting burnt out

58% personal support
workers/community support workers
report experiencing burnout or have a
high chance of getting burnt out;
highest among participants

BURNOUT/STRESS

PROFESSIONAL DEVELOPMENT
57% satisfied with ongoing
training/education 

64% satisfied with the training during the
onboarding process 

64% think they have the support and
resources needed to develop and
achieve career/educational goals

A total of 62 responses were received
across Central East SGS. Some key results
from the Central East SGS Provider
Experience Survey include: 

7.5/10 satisfaction score

90% would recommend
others to work in SGS

JOB SATISFACTION

87% understand the roles and
responsibilities of other team members 

80% think team members show trust
towards each other

TEAM COLLABORATION

75% feel they have the tools/resources
they need to do their job effectively

80% feel they can participate in
decision-making regarding their work
(flexibility regarding work schedule,
hours, assigned activities) 

JOB EXPERIENCE

Research and Evaluation

49% have a fair chance of experiencing or
are experiencing moral distress

69% felt unable to provide optimal care due
to client’s inability to afford certain services
like transportation, adult day program or
private care

67% concerned with long wait time and lists

MORAL DISTRESS*

*Being addressed through the launch of educational
modules on our Learning Management System 
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https://www.seniorscarenetwork.ca/scn-resource/central-east-provider-experience-evaluation
https://www.seniorscarenetwork.ca/scn-resource/central-east-provider-experience-evaluation


Results of the Central East GEM NURSE ROI Evaluation were broadly disseminated
and positively received by various audiences. 

C
LI

N
IC

A
L E

X
C

EL
LE

N
C

E
Research and Evaluation
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https://www.seniorscarenetwork.ca/scn-resource/gem-roi-infographic
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  In 2024-25, we continued to build and strengthen partnerships to better

support older adults across our region

Social Prescribing Assessment & Care Plan Template
In response to the growing interest in Social Prescribing, Seniors Care
Network developed practical resource outlining key components of
a Social Prescribing Pathway tailored to older adults. The team also
developed a comprehensive Social Prescribing Assessment & Care
Plan Template and provided evaluation consultation to the
Community Health Centers of Northumberland Social Prescribing
Program.

Mission United Pilot Project
We also partnered with Mission United and GAIN Regional in a pilot
project to provide Comprehensive Geriatric Assessments to
vulnerably housed older adults with memory concerns. Mission
United is a social service and primary health care HUB for those
experiencing homelessness. The collaboration showcases an
integrated model comprising of primary care, mental health and
SGS. 

Older Adult Advocate Resource Development
In Peterborough, Seniors Care Network worked alongside GAIN
Regional, Alzheimer Society of Peterborough Kawartha Lakes,
Northumberland and Haliburton, the Ontario Provincial Police (OPP),
and other local partners to implement an Older Adult Advocate
resource. This initiative is designed to support older adults who may
be experiencing physical and/or financial abuse. 

Key Highlights

Communication Strategy
We advanced its communications strategy through a redesigned
website with a dedicated page on Frailty, expanded social media
presence, and regular newsletters—ensuring that information and
resources are more accessible to partners, providers, and the
community. 

2024-25 Seniors Care Network Annual Report 13

https://www.seniorscarenetwork.ca/scn-resource/older-adult-focused-social-prescribing-programs-%26-services-presentation
https://www.seniorscarenetwork.ca/scn-resource/older-adult-focused-social-prescribing-programs-%26-services-presentation
https://www.seniorscarenetwork.ca/frailty
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Communications Strategy

Top Visited Pages (from April 1 - June 11, 2025)

144%
% of Page Views

Increase

19% 20%
% of Bounce Rate*

Decrease

Data comparison between April 1-Jun 11, 2025 and April 1- June 11, 2024

% of Avg. Session
Duration Increase

* bounced rate: % of visitors left
the site after only viewing 1 page
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As a partner in SGS East we continue to
collaborate with the Regional Geriatric Program
of Eastern Ontario (Champlain) and the Centre
for Studies in Aging and Health at Providence
Care (South East) to advance coordinated care
for older adults across Ontario Health East. 

Last year, SGS East organized a Leadership
Forum. The forum established a shared
understanding of leadership competencies in
SGS, and was attended by 90 senior leaders,
decision-makers, health system planners and
lived experience advisors. Our team presented at
the forum, delivering a well-received session on
“Identifying the Leader’s Roles in Specialized
Geriatric Services”, and we co-led the analysis of
forum findings.

SGS East 

Ontario Health Teams
As a partner to all Ontario Health Teams in
the Region, our team members provided
technical and subject-matter expertise in
SGS, population health management,
evaluation, and performance
measurement. 

15

https://geriatricsontario.ca/resources/2024-specialized-clinical-services-for-older-adults-senior-leadership-forum/
https://geriatricsontario.ca/resources/2024-specialized-clinical-services-for-older-adults-senior-leadership-forum/
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Ontario Caregiver Organization

Seniors Care Network partnered with the Ontario
Caregiver Organization to develop a practical,
primary care-focused guidance document for
identifying and supporting caregivers of older
adults through a holistic four-step approach. 

https://www.seniorscarenetwork.ca/scn-resource/caregiver-needs-assessment-and-support
https://www.seniorscarenetwork.ca/scn-resource/caregiver-needs-assessment-and-support
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In its continued leadership of the Central East ADP
Committee, we supported collaboration across 17
providers at 44 sites. Building on this foundation,
we initiated a broader partnership with
Champlain and South East regions, resulting in
the launch of the Ontario Health East ADP
Guidelines — strengthening support for more than
55 ADP providers across the region. 

Examples of our collaborative work include the CE
Intra-COVID Hybrid Guidelines, Central East
Region ADP Guidelines and the Ontario Health
East Region - ADP Guidelines. 

Adult Day Programs

2024-25 Seniors Care Network Annual Report 17

https://www.seniorscarenetwork.ca/scn-resource/ontario-health-(east)-central-east-region-intra-covid-hybrid-adult-day-program-model-guidelines-
https://www.seniorscarenetwork.ca/scn-resource/ontario-health-(east)-central-east-region-intra-covid-hybrid-adult-day-program-model-guidelines-
https://www.seniorscarenetwork.ca/scn-resource/central-east-adult-day-program-guidelines-2020
https://www.seniorscarenetwork.ca/scn-resource/central-east-adult-day-program-guidelines-2020
https://www.seniorscarenetwork.ca/scn-resource/ontario-health-east-adult-day-program-guidelines
https://www.seniorscarenetwork.ca/scn-resource/ontario-health-east-adult-day-program-guidelines


PA
RT

N
ER

SH
IP

S 
A

N
D

 C
O

LL
A

BO
RA

TI
O

N
S 

2024-25 Seniors Care Network Annual Report 18

Provincial Geriatrics Leadership
Ontario

Seniors Care Network had an active presence on
12 Provincial Committees and/or Working Groups
and frequently partners with PGLO and SGS
entities on various projects.  

https://geriatricsontario.ca/
https://geriatricsontario.ca/


GAIN Regional Leadership team continued to lead advancements in service
access, standardization, and clinical innovation. Last year GAIN teams served
a total of ~14600 patients, amounting to ~ 26000 visits. GAIN implemented the
OCEAN eReferral system across all teams — integrated into three different
electronic medical records (EMRs) —enhancing referral consistency and
tracking. The team led a region-wide approach to opportunistic case finding
for falls in outpatient settings, embedding identification protocols directly
within electronic medical records. To improve service access, the Durham
Region GAIN team optimized waitlist utilization by analyzing system capacity,
reviewing data, and redirecting referrals where appropriate. Additionally,
standardized triage guidelines were introduced to prioritize high-need older
adults, ensuring timely access to care.

Geriatric Assessment and
Intervention Network 
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Total Patients Seen

~14600

Total Visits

~26000

2024-25 Seniors Care Network Annual Report 19
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Geriatric Emergency Management
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Central East GEM nurses continue to play a pivotal role in the provision of
care to older adults in the emergency department. In 2024-25, GEM nurses
assessed ~4000 patients amounting to ~5000 initial and follow up visits. Over
3800 referrals/service connections were made, with the majority of the
referrals being to Ontario Health at Home, GAIN and primary care. 

~4000
Unique Patients

Assessed

2024-25: 

~5000
Initial and

Follow-up Visits

+3800
Referrals Made

2024-25 Seniors Care Network Annual Report 20

https://www.seniorscarenetwork.ca/programs


SG
S 

PR
O

G
RA

M
 H

IG
H

LI
G

H
TS

 

Primary Care MINT Memory Clinics

Primary Care Collaborative/MINT Memory Clinics
continue to be an important component of the
Dementia Strategy in the Region. Last year, ~ 670
unique patients were seen amounting to ~2660
visits. 

Total Unique
Patients Seen

~670
Total Visits
~2660

2024-25 Seniors Care Network Annual Report 21
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End PJ Paralysis
The Committee supported knowledge-sharing around the “End PJ Paralysis”
campaign, a global initiative to combat deconditioning and immobility in
hospitalized older adults. 

Local hospitals—Peterborough Regional Health Centre, Lakeridge Health, and
Scarborough Health Network (SHN)—made progress toward achieving Age-
Friendly Health Systems Recognition through the Institute for Healthcare
Improvement. 

ALC-to-LTC Order Set
The Committee also contributed to the development of an ALC-to-LTC order
set to be implemented in EPIC (an EMR). 

Senior Friendly Care Committee
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Efforts to support ED diversion and improve care coordination continued
across the region. Collaboration with Scarborough retirement homes led
to an expanded role for NPSTAT in supporting ED diversion from these
settings. Emergency diversion protocols were maintained and refined to
reduce hospital admissions and ensure appropriate care within LTC
homes across Central East Interdisciplinary collaboration with LTC home
teams was strengthened to optimize resident care plans and improve
health outcomes. Nurse Practitioners also conducted primary and
secondary assessments for Medical Assistance in Dying (MAID). 

Nurse Practitioners Supporting Teams
Averting Transfers
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Behavioural Supports Ontario 
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Additional resources specific to BSO CE
were developed to promote consistency
and sustainability in practices. 

How-to documents were created and
updated to guide Program Office
functions, including revisions to the
orientation package and checklist.

The team also compiled results from
the Pulse Check survey to inform
priorities for the 2025 calendar year. 
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Several key activities were undertaken to support program
operations and future planning. 

As part of the ongoing Scarborough
realignment, all 22 LTC homes and the
SHN BSO team transitioned to support
from the Toronto Central Behavioural
Supports Outreach Team, with the
official transfer date pending
confirmation from OHE and Ontario
Health atHealth (OHAH).
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LOOKING AHEAD

In the year ahead, Seniors Care Network will continue to build momentum
through the development and implementation of new frailty pathways
tailored to ADP, ED, and Acute Care, further embedding proactive
identification and management of frailty across the continuum of care. 

EDI remains a strategic priority. Seniors Care Network will deepen its
commitment by integrating EDI principles into program design, partnerships,
and care delivery approaches. 

We will further strengthen our commitment to capacity building by formally
launching modules through the Learning Management System on our
website. Upcoming topics will include GAIN orientation materials (developed
by GAIN Regional Leadership), and frailty management. Additionally, a
comprehensive Return on Investment analysis for the GAIN program will be
conducted, offering valuable insight into the value of specialized geriatric
services. 

A Regional Frailty Conference is also on the horizon, bringing together
stakeholders to share best practices, innovations, and lessons learned in
frailty care. 
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APPENDIX
Seniors Care Network 2024/25 Work Plan Outputs
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Our Team

Rhonda Schwartz, Executive Director
Stacey A. Hawkins, Director of Research and Evaluation
Sabeen Ehsan, Director of Quality and Planning 
Xin Yi Dong , Evaluation Analyst 
Cheryl Troicuk, Executive Assistant
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