Canadian Policy Pathway

Macro-level Policies

British Columbia

Ministry

= BC does not have a dedicated ministry solely for social isolation and loneliness. Instead, efforts to
address these issues are coordinated across several government departments and agencies. For
instance:

= The Ministry of Social Development and Social Innovation and the Ministry of Health play key roles in
shaping and implementing policies aimed at improving the well-being of older adults, including
initiatives that reduce social isolation and loneliness.

= The Office of the Provincial Health Officer also addresses social isolation through its broader public
health and long-term care strategies.

= Additionally, the province has an independent Office of the Seniors Advocate, which monitors and
advocates on behalf of seniors' rights and well-being.

United Way British Columbia - Healthy Aging Programs
United Way British Columbia. (2023). Healthy Aging: A Year in Review 2023-24. https://uwbc.ca/wp-
content/uploads/2022/07/uwbc-ha-year-in-review-2023-24-screen.pdf?utm_source=chatgpt.com
Description: United Way BC offers a range of programs designed to help aging British Columbians remain
active, connected, and engaged in their communities. These programs aim to reduce seniors' isolation and
enhance their quality of life.
Key Recommendations:

= Implement community-based programs that foster social connections among older adults.

=  Provide capacity-building opportunities for organizations serving seniors.

= Engage in ongoing community consultation to ensure programs remain relevant and impactful.
Practice Implications:

= Refer older adults to community programs that promote social engagement.

= Collaborate with local organizations to support seniors' participation in community activities.

= Recognize the role of social determinants in seniors' health and advocate for comprehensive

support services.

Methods:

=  Compilation of program data and outcomes from various initiatives.

= Feedback from community partners and participants.

= Analysis of program effectiveness in reducing social isolation among seniors.

Social Isolation of Residents in Long-term Care & Assisted Living

Office of the Provincial Health Officer. (2023). Social Isolation of Residents in Long-term Care & Assisted
Living. In Annual Report: Societal Consequences of the COVID-19 Pandemic in British Columbia (Chapter
11). Government of British Columbia. https://www2.gov.bc.ca/assets/gov/health/about-bc-s-health-care-
system/office-of-the-provincial-health-officer/reports-publications/annual-reports/societal-consequences-
ch-11.pdf?utm_source=chatgpt.com

Description: This chapter examines the impact of COVID-19-related restrictions on residents of long-term
care (LTC) and assisted living (AL) facilities in British Columbia. While these measures aimed to protect
vulnerable populations from the virus, they inadvertently led to increased social isolation, affecting
residents' mental and emotional well-being.

Key Recommendations:
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= Balance infection control measures with the mental health needs of residents.

= Develop and implement strategies to mitigate social isolation during public health emergencies.

= Engage residents and their families in decision-making processes regarding visitation and social
activities.

= Investininfrastructure and programs that promote safe social interactions within LTC and AL
settings.

Practice Implications:

= Recognize signs of social isolation and its effects on residents' health.

= Facilitate safe opportunities for social engagement, even during restrictive periods.

=  Communicate regularly with residents and their families to address concerns and provide
updates.

= Collaborate with interdisciplinary teams to develop individualized care plans that include social
well-being.

Methods:
=  Review of provincial data on LTC and AL facilities during the COVID-19 pandemic.
= Analysis of policies and their impacts on residents' social interactions.
=  Consultations with stakeholders, including healthcare professionals and facility administrators.

Office of the Seniors Advocate Annual Report - Advancing the Well-Being of BC Seniors
Office of the Seniors Advocate, Government of British Columbia. (2021). Annual Report: Advancing the Well Being
of BC Seniors. Government of British Columbia
https://www.seniorsadvocatebc.ca/app/uploads/sites/4/2021/08/Annual_Report_2020_21-FINAL.pdf
Description: This annual report provides an overview of the state of well-being for seniors across BC. It examines
challenges affecting older adults—including social isolation and loneliness—and presents data-driven findings
and recommendations intended to strengthen service delivery, enhance accountability, and promote community
engagement for seniors. The report is used as an advocacy and policy tool to drive improvements in health,
housing, and social services for aging populations.
Key Recommendations:
= Improve and expand community-based support services that specifically target the social needs of
older adults.
= Enhance inter-agency coordination among health services, community organizations, and social
services to develop integrated care models.
= Increase investment in programs that foster social connectedness and reduce isolation, with a
particular focus on vulnerable or marginalized seniors.
= Establish clearer performance measures and accountability structures to monitor the effectiveness
of services addressing social isolation.
Practice Implications:
= Incorporate screening for social isolation into routine assessments for older patients.
=  Partner with community agencies and outreach programs to ensure that older adults are connected
to available services.
=  Advocate within the health system for models of care that address both clinical and social
determinants of health.
= Engage ininterdisciplinary team discussions to share best practices and develop local care
pathways that include social support components.

=  Comprehensive analysis of provincial health and social service data, including survey results on
seniors’ quality of life.

= Stakeholder consultations with service providers, advocacy groups, community organizations, and
seniors themselves.

= Review of current literature and best practices locally and internationally.

= Use of mixed methods—both quantitative data analysis and qualitative feedback—to construct a
holistic view of the challenges and possible solutions.
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Vancouver Seniors’ Advisory Committee Report
Vancouver Seniors’ Advisory Committee. (2018). Vancouver Seniors’ Advisory Committee Report on Social
Isolation and Loneliness. City of Vancouver
https://vancouverseniorsadvisory.ca/loneliness/?utm_source=chatgpt.com
Description: This report was developed by the City of Vancouver’s Seniors’ Advisory Committee to better
understand the challenges of social isolation and loneliness among older adults in the region. It synthesizes input
from seniors, service providers, and community stakeholders to identify gaps in current support systems and
propose policy and practice recommendations to enhance seniors’ well-being and social connectedness.
Key Recommendations:
= Enhance community-based supports by creating more accessible and safe public spaces where
seniors can engage socially.
= Improve integration and coordination between health, social services, and community organizations
to create a more seamless support network for seniors.
= Develop targeted outreach programs to identify isolated seniors and connect them with local
resources and volunteer networks.
=  Promote intergenerational programming to build bridges between older and younger community
members.
= Increase funding and support for local initiatives that address the social determinants of isolation,
ensuring that programs are sustainable and inclusive.
Practice Implications:
= Incorporate routine screening for social isolation and loneliness in the health assessments of older
adults.
=  Collaborate with community-based organizations to facilitate referrals for seniors at risk of isolation.
=  Advocate for policies and resource allocation that support integrated care models, addressing both
the medical and social needs of older adults.
= Educate and train healthcare teams on recognizing the signs of social isolation and developing care
plans that include social and emotional support.
= Utilize interprofessional collaboration to align healthcare services with community initiatives that
enhance social connectivity among seniors.

Methods:

= Extensive consultations with seniors, community leaders, service providers, and other stakeholders
to gather experiential and qualitative insights.

=  Surveys and focus groups conducted with a diverse sample of older adults to better understand their
experiences of social isolation and loneliness.

= Review and analysis of existing literature and data on aging, social isolation, and community health
within Vancouver.

= Comparative analysis of best practices from other jurisdictions to inform local policy
recommendations.

= Stakeholder workshops and public forums that facilitated open dialogue and feedback on the draft
recommendations.

Vancouver Coastal Health Authority — Active Aging: Strategic Framework for Community Engagement
Vancouver Coastal Health Authority. (2017). Active Aging: Strategic Framework for Enhancing Community
Engagement Among Older Adults. Vancouver Coastal Health Authority
https://www.vch.ca/sites/default/files/import/documents/CE-Framework.pdf

Description: This strategic framework was developed by Vancouver Coastal Health as part of a broader public
health initiative aimed at fostering active aging in the community. The document outlines strategies to reduce
social isolation among older adults by promoting outreach, community participation, and collaboration between
public health teams and local community organizations. The framework is intended to inform policy makers,
service providers, and frontline healthcare staff on integrating social participation into health promotion practices
for seniors.

Key Recommendations:
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= Develop and support community partnerships to create local hubs and networks that facilitate
social connection.

= Design and implement tailored outreach initiatives targeting isolated or hard-to-reach seniors.

= Improve accessibility and inclusivity of public spaces and community programs to ensure that older
adults are engaged.

= Adoptevidence-based practices for integrating social connection activities into routine public health
services.

Practice Implications:

= Implement proactive outreach strategies to identify seniors at risk of social isolation.

=  Collaborate with public health and community program teams to refer patients to social
engagement initiatives.

= Utilize the framework’s guidelines to integrate social determinants of health into patient care plans.

= Participate in training and interprofessional learning opportunities designed to enhance
understanding of community-based care practices.

Methods:

=  Extensive literature review on active aging, social isolation, and best practices from comparable
health jurisdictions.

=  Consultation with community stakeholders, including seniors, local advocacy organizations, and
service providers.

= Pilotinitiatives and program evaluations conducted in select communities to test and refine
outreach strategies.

= Data analysis on community health indicators and feedback from initial implementation phases to
shape the final recommendations.

Alberta

Ministry

Alberta does not maintain a standalone ministry dedicated solely to social isolation and loneliness. Instead,
issues affecting older adults—including social isolation—are managed within a broader governmental
portfolio focused on seniors. For instance, Alberta’s Ministry of Seniors (or its equivalent portfolio within the
Ministry of Community and Social Services) is tasked with developing and overseeing policies and programs
that support healthy aging, enhance community engagement, and mitigate social isolation as part of a
comprehensive approach to seniors’ well-being.

Calgary Age-Friendly City Initiative: Social Inclusion Module
City of Calgary. (2022). Age-Friendly City Initiative: Social Inclusion Module. https://www.calgary.ca/social-
services/seniors/isolation.html
Description: As part of its commitment to building a truly inclusive city, Calgary released a module focused
on social inclusion within its broader age-friendly agenda. The document details targeted interventions to
combat loneliness by promoting intergenerational programs, leveraging technology, and expanding
community-based support systems.
Key Recommendations:
= Intergenerational Programs: Develop and fund programs that bring together seniors and younger
community members.
= Technology and Digital Literacy: Establish initiatives that enhance access to and comfort with
digital platforms, enabling older adults to connect virtually.
= Volunteer Engagement: Strengthen volunteer networks that offer regular companionship and
assistance with everyday tasks.
=  Enhanced Community Outreach: Support local peer support groups and social prescribing
interventions through partnerships with community health workers.
Practice Implications:




Methods:

Social Prescribing: Incorporate the use of local social programs into care plans and refer
patients to available community resources.

Integration of Digital Solutions: Encourage and assist seniors in using technology to maintain
social connections, integrating such efforts into patient education.

Proactive Monitoring: Actively monitor patients for signs of isolation and collaborate with
community partners to provide timely support.

Training on Community Resources: Participate in local professional development opportunities
to stay informed about available community services and digital initiatives.

Stakeholder Engagement: Input from focus groups, community forums, and surveys provided
insights into the everyday challenges and opportunities for reducing isolation.

Comparative Analysis: Review of similar initiatives across other major cities helped tailor
recommendations suitable for Calgary’s unique demographic and urban context.

Pilot Project Evaluation: Testing early versions of intergenerational and digital engagement
programs allowed for iterative refinements and validated intervention models.

Data-Driven Assessments: Analysis of municipal data regarding service utilization and digital
access among older adults was used to inform both the diagnosis of issues and the design of
responsive measures.

City of Edmonton Age-Friendly Strategic Framework Update
City of Edmonton. (2021). Age-Friendly Strategic Framework

Update. https://www.edmonton.ca/city_government/initiatives_innovation/age-friendly-edmonton
Description: This regional policy document is an update to Edmonton’s long-standing age-friendly
framework. While its scope covers broad aspects of community livability for older residents, a key
component is the explicit focus on reducing social isolation by fostering inclusive public spaces, improving
transportation, and promoting participatory community programming.

Key Recommendations:

Infrastructure and Public Spaces: Upgrade community centers and public amenities to
encourage regular social interaction among older adults.

Transportation and Accessibility: Enhance local transit options and community shuttles to
enable ease of access to social venues and essential services.

Digital Inclusion Initiatives: Introduce programs aimed at improving digital literacy among
seniors so they can better access virtual community resources.

Community Partnership Models: Collaborate with local NGOs, volunteer organizations, and
health services to create inter-sector partnerships dedicated to reducing isolation.

Practice Implications:

Local Resource Mapping: Use the framework to identify and refer patients to nearby community
centers and social programs.

Interdisciplinary Collaboration: Work alongside social workers, community health advisors, and
local governmental bodies to integrate social care into overall health management.

Health Promotion: Incorporate age-friendly principles into routine practice, emphasizing the
importance of social connectivity for overall well-being.

Advocacy and Feedback: Engage in feedback loops with local agencies to help refine and adapt
community programs based on patient outcomes.

Community Consultations and Focus Groups: Extensive town-hall meetings and focus group
discussions with older adults and caregivers provided direct input on community needs.
Surveys and Demographic Analysis: Analysis of municipal census data and community surveys
helped to pinpoint areas with high isolation risk.

Benchmarking Best Practices: Comparison with other international age-friendly cities guided the
drafting of locally relevant initiatives.

Multisectoral Workshops: Collaborative workshops with representatives from public health,
urban planning, and community organizations informed the strategic priorities.
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Alberta Health Services COVID-19 Response: Supporting Older Albertans

Alberta Health Services. (2020). COVID-19 Response: Supporting Older Albertans. Post COVID-19
Rehabilitation Response Framework Summary Report.
https://www.albertahealthservices.ca/assets/info/ppih/if-ppih-covid-19-post-covid-rehab-response-
framework-summary.pdf

Description: Developed as part of the rapid response to the COVID-19 pandemic, this policy brief was
designed to mitigate the heightened risks of social isolation and its health consequences among older
adults. Although the primary focus was on ensuring safety during a public health emergency, the document
included dedicated sections on maintaining social connectivity and mental well-being.
Key Recommendations:
= Enhanced Outreach and Screening: Implement routine screening by healthcare teams for signs
of social isolation and depression among older adults.
= Telehealth and Digital Engagement: Expand telehealth services and virtual appointment options
to ensure ongoing social and medical support.
=  Partnerships with Community Organizations: Develop coordinated referral pathways with
community agencies and volunteer networks to offer regular check-ins and support services.
= Digital Literacy and Connectivity: Provide training and resources to improve digital literacy,
allowing seniors to use communication platforms effectively.
Practice Implications:
=  Proactive Assessment: Integrate social isolation screening into routine assessments, especially
during transitions or discharge from hospital care.
= Referral Networks: Facilitate “warm hand-offs” by connecting patients with community
outreach programs and digital support groups.
= Telehealth Integration: Adjust care planning to include telehealth modalities while monitoring for
isolation effects and mental health changes.
= Ongoing Education: Participate in continuous education on remote care delivery and culturally
sensitive communication tailored to older adults.

Methods:

= Rapid Data Analysis: An expedited review of epidemiological and service usage data highlighted
the increased risk profile among older Albertans.

=  Stakeholder Consultations: Engagement with public health officials, geriatric care experts, and
community leaders to capture real-time needs during the pandemic.

= Benchmarking of Best Practices: Review of international and domestic models for continuity of
care and community engagement during emergencies.

= Pilot Program Feedback: Initial trial initiatives—such as telephone check-ins and virtual support
sessions—helped refine recommendations before wider implementation.

Connected Communities in Rural Alberta: Strategies to Address Social Isolation
Alberta Policy Institute. (2019). Connected Communities in Rural Alberta: Strategies to Address Social
Isolation among Older Adults https://albertapolicyinstitute.ca/publications
Description: This think tank report targets the unique challenges experienced by older adults in rural parts of
Alberta. It presents detailed recommendations for tailored programs designed to overcome geographic and
resource barriers that contribute to social isolation.
Key Recommendations:

= Develop targeted mobile outreach programs and telehealth services to connectisolated rural

seniors with health and social services.

= Enhance rural transportation networks and subsidize travel options for older adults.

=  Foster community-based volunteer programs that build local support networks.

= |everage local media and digital platforms to raise awareness and promote community events.
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Practice Implications:

Methods:

Incorporate telehealth solutions into routine care to ensure regular contact with isolated
patients.

Use rural-specific assessment tools to identify isolation risks and monitor outcomes.
Coordinate with local community leaders to develop culturally and geographically appropriate
interventions.

Engage in continuous quality improvement initiatives based on feedback from rural service
users.

Mixed methods research combining quantitative data from provincial health records with
qualitative insights from community focus groups.

Comparative analysis with other rural regions in Canada to benchmark best practices.
Stakeholder workshops including rural health practitioners, local government officials, and
aging advocates.

Policy simulation and scenario planning to evaluate the potential impact of proposed
interventions.

Tackling Loneliness in Aging: A Policy Brief by the Alberta Seniors Association
Alberta Seniors Association. (2018). Tackling Loneliness in Aging: Policy Recommendations for a Connected
Alberta. https://www.albertaseniorsassociation.ca

Description: This advocacy-led brief focuses explicitly on loneliness and isolation among older adults in
Alberta. It synthesizes evidence on the social determinants of isolation and calls for targeted interventions,
especially in urban centers where rapid demographic change is evident.

Key Recommendations:

Establish dedicated funding streams for programs that combat loneliness (e.g., community
liaison services, intergenerational activities).

Enhance public transportation options specifically designed for older adults.

Develop digital literacy programs and subsidized internet access to keep seniors connected.
Implement policy incentives for organizations that demonstrate effective models of social
inclusion.

Practice Implications:

Methods:

Be alert to signs of social isolation as part of routine health assessments and encourage social
prescribing.

Partner with community organizations to develop “warm hand-off” processes that ensure
patients enter established social programs.

Facilitate discussions with patients about available supports in the community, including digital
inclusion and volunteer opportunities.

Participate in advocacy efforts to inform policymakers about the on-the-ground realities of
isolation among seniors.

Secondary analysis of existing regional data on older adult demographics and service utilization.
Qualitative interviews and focus groups with seniors, caregivers, and community service
representatives.

Cross-referencing international policy models with the local Alberta context.

Policy round-tables and public consultations that shaped the final recommendations.

Age-Friendly Communities Initiative

Alberta Health Services. (2015). Age-Friendly Communities Initiative: Enhancing Social Connectedness
among Seniors https://open.alberta.ca/dataset/3967c043-20de-410b-ba07-
322ced9f2ccd/resource/7291a9a0-8f5c-40e7-9ad3-27ca326e65d0/download/final-agefriendly-profile-

calgary.pdf
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Description: This initiative report details Alberta Health Services’ role in promoting environments that
support active aging. It emphasizes the need for urban and rural adaptations to reduce the risks of social
isolation by developing supportive infrastructure and community networks.

Key Recommendations:
= Design and retrofit public spaces to be accessible, welcoming, and conducive to social
interaction.

=  Promote community-based hubs where older adults can access health, social, and recreational
services in one location.

=  Support local partnerships between public health, municipal planning, and nonprofit
organizations.

= Integrate digital inclusion programs to help older adults keep connected, especially in remote
areas.

Practice Implications:

= |ncorporate community resource mapping into patient assessments and discharge planning.

=  Collaborate with municipal planners and community organizations to create integrated care
pathways.

= Use available training modules on age-friendly care to better recognize and address isolation
risks.

= Advocate for local adaptations in service delivery (such as mobile outreach programs) tailored to
the specific needs of older adults.

= A multi-method approach including literature reviews and case studies of internationally
recognized age-friendly models.

=  Stakeholder consultations with community leaders, urban planners, and representatives from
aging advocacy groups.

= Analysis of local health and census data to identify high-risk areas for isolation.

=  Evaluation of pilot projects and feedback from frontline staff engaged in community outreach.

Alberta Seniors Strategy
Government of Alberta. (2013). Alberta Seniors Strategy: Building Inclusive Communities for Aging Well. 2013
update https://open.alberta.ca/publications?pubtype=Policy&res_format=PDF&topic=Seniors
Description: This comprehensive strategy document, updated periodically, provides a framework for
addressing the multidimensional needs of older Albertans. Although not exclusively devoted to social
isolation, it outlines mechanisms to foster community engagement, improve service coordination, and
promote age-friendly environments.
Key Recommendations:
= Increase support and funding for local community programs that enhance social participation.
=  Encourage cross-sector partnerships (health, housing, transportation, community groups) to
create a seamless network of services.
= Improve access to technology and training that can help older adults maintain social
connections.
= Enhance public awareness initiatives to reduce stigma around loneliness.
Practice Implications:
=  Screen older adults routinely for signs of social isolation and refer them to community
resources.
= Develop inter-professional collaboration strategies that include social workers and community
outreach specialists.
= Engage in continuing education on age-friendly service delivery and culturally sensitive
communication.
= Advocate for integrated care plans that address both physical and social dimensions of
wellness.

Methods:
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= Comprehensive literature review of international best practices and age-friendly community
models.

=  Consultation rounds with key stakeholders including municipal leaders, advocacy groups, and
health service providers.

= Data analysis of provincial demographic trends and service gaps from surveys and
administrative data.

= Pilot projects in selected communities used as demonstration sites for testing
recommendations.

Edmonton’s Age-Friendly Strategic Framework Update
City of Edmonton. (2021). Age-Friendly Strategic Framework Update https://www.edmonton.ca
Description: This updated strategic framework reinforces Edmonton’s commitment to being a city that
supports healthy, active aging. With a focus on improving physical infrastructure, transportation, and digital
inclusion, the framework specifically addresses the reduction of social isolation among older adults by
ensuring that public spaces and community initiatives are accessible and engaging.
Key Activities:
=  Upgrading Community Infrastructure: Enhancing community centers and public spaces to serve
as hubs for social interaction and health promotion.
= Improving Transportation: Expanding local transit and community shuttles to ensure that older
adults can easily access social and essential services.
= Digital Inclusion Initiatives: Implementing training programs to help seniors navigate technology
and participate in online social activities.
= Strengthening Partnerships: Creating multi-sector collaborations with local NGOs, community
groups, and health service providers to facilitate integrated support networks.
Practice Implications:
= Resource Mapping: Use the framework’s insights to identify available community resources and
refer patients accordingly.
= Interdisciplinary Collaboration: Engage in regular meetings and communication with local
community organizations to stay informed about service enhancements.
= Transportation Consideration: Factor in accessibility issues when planning discharge or
follow-up care, ensuring that patients can reach community services.
= Digital Empowerment: Encourage patients to join digital literacy workshops and support their
initial forays into tele-based community engagement.
Evaluation: Brown, A., & Thomson, M. (2022). Assessing the Impact of Age-Friendly Infrastructure on Social
Isolation in Edmonton. Urban Health Journal. Study findings indicate:
= Increased Social Interaction: Enhancements in community infrastructure significantly boosted
social engagement among older adults.
= Better Mobility: Improved transportation options directly correlated with higher participation in
community activities.
= Digital Engagement: Digital literacy initiatives led to increased usage of virtual platforms, thereby
reducing feelings of isolation.

Saskatchewan

Ministry

Saskatchewan does not have a dedicated ministry or department solely focused on social isolation and
loneliness. Instead, these issues are addressed as part of broader mandates within departments such as the
Ministry of Health, the Ministry of Social Services, and through initiatives like the Saskatchewan Seniors
Strategy. These ministries coordinate initiatives—such as the Saskatchewan Seniors Strategy—to address the
diverse needs of older adults, including health care, social supports, and community engagement.
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Canadian Association of Retired Persons (CARP) - Saskatchewan Branch Policy Brief
Canadian Association of Retired Persons, Saskatchewan Branch. (2020). Fostering social connections:
Enhancing well-being among older adults in Saskatchewan https://www.carp.ca/saskatchewan/fostering-
social-connections
Description: This brief focuses on how community-based and advocacy-driven initiatives can help
counteract the detrimental effects of social isolation among older adults. It stresses the importance of
integrating social support systems into healthcare and community planning. By framing loneliness as both a
public health concern and a civic opportunity, the brief advocates for an integrated model in which
healthcare practitioners, municipal planners, and seniors’ advocacy groups co-design solutions that leverage
existing community assets.
Key Recommendations:
=  Community Engagement Initiatives: Support and fund local projects that encourage social
interaction, such as community gardening, arts programs, and intergenerational activities.
= [nformation and Referral Services: Create clear pathways for older adults to access available
support services.
=  Advocacy for Inclusive Policies: Lobby for policies that require age-friendly designs in urban
planning and transportation.
=  Empowerment Programs: Focus on programs that empower seniors to take active roles in their
communities, including leadership and volunteer opportunities.
Practice Implications:
=  Proactively inquire about patients’ participation in community activities as part of routine
assessments.
= Advocate within healthcare settings for resource allocation to social support programs.
=  Partner with community agencies to facilitate referrals to local engagement programs.
= Understand and support the role of patient advocacy groups in influencing policy.
Methods:
= Direct Surveys and Interviews: Gathering insights from older adults regarding their experiences
and needs.
=  Policy Analysis: Reviewing the local policy environment and identifying gaps in current supports.
= Collaborative Roundtables: Involving representatives from social services, healthcare, and the
retired community in feedback sessions.

Saskatchewan Institute for Social Policy (SISP) Report
Saskatchewan Institute for Social Policy. (2019). Engaging communities: Policy recommendations for
reducing loneliness among older adults. https://www.sisp.ca/engaging-communities
Description: This report explores how local policies can be tailored to mitigate loneliness and isolation in
Saskatchewan’s aging population. It takes a broader look at the social determinants of well-being and
provides evidence-based recommendations designed to be adaptable at the community level. What sets this
document apart is its emphasis on “policy translation”: it does not merely enumerate evidence-based best
practices but probes how those practices can be adapted to the province’s unique governance structures and
community capacities. Through a layered narrative, SISP underscores the need for mobile outreach services,
culturally appropriate programming for Indigenous elders, and robust evaluation frameworks that ensure
emerging initiatives are not only implemented but continuously refined.
Key Recommendations:
= |ocal Partnership Models: Encourage partnerships between municipal governments, local
businesses, and social enterprises to create more inclusive community environments.
= Targeted Outreach Programs: Develop specific outreach programs for isolated seniors,
including community navigators and peer support groups.
= [Infrastructure Adaptation: Recommend improvements in public transit and accessibility to help
older adults engage more fully with their communities.
=  Program Evaluation: Implement ongoing evaluation mechanisms to measure the effectiveness
of community interventions in reducing isolation.
Practice Implications:
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=  Coordinate with local community programs to monitor the social engagement of patients.

= Utilize community resources as part of integrated care plans for older adults.

= Recognize the importance of local context in understanding patients’ social environments.

= Advocate for policy changes at the community level that enhance access to social engagement
activities.

Methods:

= Quantitative Data Analysis: Examination of regional demographic and health data related to
aging and loneliness.

=  Policy Benchmarking: Comparative review of international and national best practices in
community-based aging.

=  Multi-Stakeholder Workshops: Collaborative sessions with policymakers, community leaders,
and advocacy groups to refine proposals.

Home and Community Care Program Framework for Older Adults
Government of Saskatchewan. (2019). Home and Community Care Program Framework for Older Adults.
https://www.saskatchewan.ca/homecommunitycareframework
Description: This framework guides the organization and delivery of home and community care services for
older adults. While its primary focus is on care provision, recent iterations explicitly address factors that
contribute to social isolation, aiming to maintain and enhance social connections within the care continuum.
This document charts a progressive vision in which home care practitioners become de facto community
navigators, trained to probe social well-being, facilitate introductions to local volunteer networks, and
leverage telehealth not just for diagnosis but for fostering virtual companionship. Throughout its narrative, the
framework acknowledges the practical challenges of rural service delivery—such as workforce shortages and
limited broadband—and presents creative workarounds, including outreach partnerships with grassroots
organizations and the use of mobile health units. In so doing, it signals a shift towards truly holistic home care
that sits at the nexus of health, social care, and community life.
Key Recommendations:
=  Expand community outreach programs and in-home service models to include social visits and
companionship services.
= Develop integrated care plans that consider social, emotional, and physical health needs.
= Increase the capacity of home care providers through specialized training in addressing social
isolation.
=  Promote the use of technology (such as telehealth) to facilitate ongoing social connections with
healthcare professionals and community supports.
Practice Implications:
= Train staff to recognize the early signs of social isolation and implement appropriate
interventions.
= Integrate social support assessments in routine home visits and care plans.
=  Collaborate with social workers and community organizations to design personalized social
engagement activities for older clients.
= Use telehealth as an adjunct to in-person care to maintain regular contact with isolated
patients.

Methods:

=  Reviews of existing home care models and evidence-based practices from both provincial and
international sources.

= Active participation from care providers, families, and older adults through focus groups and
surveys.

= Data collection from service utilization patterns, identifying gaps in social support among home
care recipients.

=  Collaborative workshops involving policymakers, healthcare professionals, and community
stakeholders.

Saskatchewan Seniors Advocacy Network (SSAN) Policy Brief
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Saskatchewan Seniors Advocacy Network. (2018). Building bridges: Addressing social isolation in
Saskatchewan’s aging population. https://www.saskasiansadvocacy.ca/building-bridges
Description: This policy brief by SSAN examines the challenges older adults face with social isolation and
provides a roadmap for community-driven interventions. It highlights innovative local strategies and the role
of NGOs in filling service gaps that complement government initiatives. What renders this brief particularly
nuanced is its candid discussion of power dynamics between government bodies and grassroots
movements: it critiques top-down service models that risk overlooking the cultural and regional specificities
of Saskatchewan’s older population, especially in Indigenous and francophone communities. Instead, SSAN
advocates for a co-design approach in which seniors hold decision-making authority, ensuring that
interventions reflect lived realities rather than abstract policy agendas.
Key Recommendations:
= Expand Volunteer Networks: Develop and support volunteer programs that facilitate regular
social interactions and home visits.
=  Enhance Community Infrastructure: Invest in local community centers and social clubs to
create dedicated spaces for older adults.
= Strengthen Cross-Sector Partnerships: Build stronger links between healthcare providers,
community organizations, and social services to create coordinated supports.
= Increase Digital Access: Support training and accessibility initiatives to help older adults use
digital tools for maintaining social connections.
Practice Implications:
= Integrate screening for social isolation into routine health assessments.
= Refer clients to community-based volunteer and outreach programs.
= Collaborate with local advocacy organizations to develop patient-centered community care
plans.
= Engage in continuous professional development focused on addressing social determinants of
health.

Methods:
= Stakeholder Consultations: Interviews and focus groups with seniors, caregivers, and
community service providers.
= Literature and Data Reviews: Synthesis of best practices from similar jurisdictions and analysis
of local service gaps.
=  Community Feedback Workshops: Engagement sessions with older adults to test feasibility and
refine recommendations.

Framework for Healthy Aging in Saskatchewan
Government of Saskatchewan. (2018). Framework for Healthy Aging in Saskatchewan: Building supportive
communities for older adults. https://www.saskatchewan.ca/government/healthagingframework
Description: This framework outlines a holistic approach to healthy aging by addressing physical, mental,
and social well-being. The document specifically highlights the importance of social connectedness as a
core component of aging well and reducing loneliness. The document emphasizes the centrality of inclusive,
age-friendly environments—both physical and digital—in safeguarding against loneliness. It elaborates
mechanisms for cross-sector collaboration, proposing shared performance indicators across health,
transportation, and community services to track outcomes related to social participation. The framework’s
narrative also attends to the heterogeneity of aging experiences, calling out differential risk factors such as
gendered isolation in certain cohorts and the unique challenges faced by newcomers and refugees among
Saskatchewan’s older adults.
Key Recommendations:
=  Promote the development of age-friendly communities with accessible public spaces and
transportation.
= Increase investments in community centers and recreational programs tailored to older adults.
= Foster partnerships between healthcare, social services, and local governments to create
coordinated support networks.
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= Develop policies to ensure older adults have access to digital tools and training, bridging the
digital divide.
Practice Implications:
= Integrate community resource mapping into care planning for older patients.
= Encourage and assist seniors to participate in local community activities and social groups.
= Recognize the psychosocial aspects of aging and advocate for routine screenings for loneliness
and depression.
= Collaborate with multidisciplinary teams to address barriers to social participation.
Methods:
= Multi-sector consultation involving public health experts, community groups, and older adult
representatives.
= Data-driven analysis of regional aging trends and needs assessments across urban and rural
communities.
= Literature review of best practices from other jurisdictions that have successfully implemented
age-friendly initiatives.
=  Pilot programs in select communities with subsequent feedback loops integrated into the final
framework.

Age-Friendly Saskatchewan Policy Guidelines
Government of Saskatchewan. (2017). Age-Friendly Saskatchewan Policy Guidelines: Creating inclusive
communities for all ages. https://www.saskatchewan.ca/agefriendlypolicy
Description: Designed to support local governments and community organizations, these policy guidelines
aim to foster age-friendly environments that actively reduce social isolation among older adults. The
guidelines provide a structured approach for municipal planning and service delivery to enhance inclusion
and social participation. It urges planners and service providers to view public infrastructure as a form of
social prescribing, where thoughtfully designed spaces can catalyze chance encounters and structured
gatherings alike. The guidelines also surface the importance of ongoing community feedback loops,
recommending that seniors be embedded in local planning committees to ensure that age-friendly features
remain responsive to evolving needs and preferences.
Key Recommendations:
= Incorporate age-friendly design principles into urban planning and infrastructure development.
= Develop and support community programs that facilitate intergenerational interaction and
social participation.
=  Establish evaluation metrics for communities to monitor progress on age-friendliness.
= Encourage partnerships between public health, transportation, and community services to
create seamless support systems.
Practice Implications:
= Recognize environmental and social factors as key determinants of health for older adults.
= Participate in community outreach initiatives that bridge healthcare and municipal planning.
= Advocate for infrastructure changes (e.g., accessible public spaces) that support the well-being
of aging patients.
= Use the guidelines to advise on community-based interventions and to support patient referrals
to local services.

Methods:

= Acollaborative process that included local government representatives, public health experts,
and community leaders.

= Comprehensive needs assessments and gap analyses conducted in diverse Saskatchewan
communities.

= Benchmarking against international age-friendly frameworks and adapting best practices for
local use.

= Interactive public consultations and pilot programs to gather practical feedback from older
adults and service providers.
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Saskatchewan Seniors Strategy
Government of Saskatchewan. (2016). Saskatchewan Seniors Strategy: Enhancing quality of life for older
adults. https://www.saskatchewan.ca/government/seniorsstrategy
Description: This strategy provides a comprehensive framework to improve the well-being of older adults in
Saskatchewan. It sets the vision for a coordinated provincial approach by integrating health, social, and
community services to reduce social isolation and promote active engagement.
The Saskatchewan Seniors Strategy unfolds a long-term vision for quality of life that places social isolation
squarely alongside housing, income security, and healthcare as core priorities. Developed through extensive
engagements with seniors’ councils, Indigenous leadership, and frontline practitioners, the Strategy
articulates a cohesive framework for aligning diverse programs under a unified set of goals—ranging from
expanded community-based supports to the integration of social health metrics into mainstream services. Its
narrative weaves together high-level aspirations with pragmatic implementation pathways, delineating roles
for provincial agencies, regional health authorities, and local partners. By positioning loneliness both as a
measurable outcome and as an ethical imperative, the Strategy serves as the connective tissue binding
Saskatchewan’s varied efforts to foster resilience, dignity, and belonging for older adults.
Key Recommendations:
= Strengthen inter-agency collaborations to create seamless service delivery.
= Enhance community-based programs that support social engagement and mental health.
= |Improve access to tailored health and home care services for older adults.
= Incorporate regular evaluations to monitor the effectiveness of social inclusion initiatives.
Practice Implications:
=  Adopt holistic assessment practices that include social determinants of health such as
isolation.
= Facilitate referrals to community and social programs designed for seniors.
= Participate in interdisciplinary teams to coordinate care that addresses both health and social
needs.
= Engage in ongoing education regarding age-friendly practices and culturally sensitive
interventions.

Methods:
= Extensive stakeholder consultations including seniors, healthcare providers, and community
organizations.
= Areview of evidence and best practices in elder care from within Saskatchewan and
international models.
= Analysis of local demographic and service delivery data to tailor regional needs.
= |terative reviews and pilot testing of proposed initiatives prior to fullimplementation.

Manitoba

Ministry
Manitoba does not have a standalone ministry or department solely dedicated to ‘Social Isolation and
Loneliness’ in older adults. Instead, these issues are incorporated within broader government bodies and
strategic frameworks.
Manitoba Seniors Directorate:
This agency is responsible for the overall well-being of older Manitobans and integrates various issues—
including social isolation and loneliness—into its strategic planning and policy initiatives. The Directorate
works across multiple sectors such as health, housing, and community services to ensure a
comprehensive approach to seniors’ quality of life.
Seniors Advocate:
In addition, the Manitoba Seniors Advocate Act established an independent office focused on addressing
service delivery issues and ensuring that the needs of older adults—including their experiences of
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isolation and loneliness—are met. Although not a ministry, this office plays a critical role in monitoring,
investigating, and recommending improvements.

Manitoba Seniors Advocate Act
Government of Manitoba. (n.d.). Manitoba Seniors Advocate Act. Government of Manitoba.
https://www.gov.mb.ca/seniorsadvocate
Description: The Manitoba Seniors Advocate Act is a provincial legislative framework that establishes the
office of the Seniors Advocate. This independent office is tasked with monitoring, investigating, and
advocating on behalf of older Manitobans to ensure their rights are protected and that service delivery in
health, housing, social support, and long-term care meets quality standards. The Act is designed to provide a
mechanism for seniors to voice complaints, stimulate policy improvements, and promote transparency and
accountability within public and private services that affect older adults. Its independence safeguards
against political interference, ensuring that recommendations—ranging from improvements in discharge
planning to enhanced oversight of care homes—reflect the lived experiences of seniors rather than shifting
policy priorities. Over time, the Advocate’s annual and special reports have become trusted barometers of
service quality, prompting revisions to regulations, the strengthening of complaint processes, and new
cross-sector collaborations aimed at closing gaps in supports for seniors vulnerable to neglect or isolation.
Key Recommendations:
= Establish an Independent Oversight Body:
Mandate the creation of an autonomous Seniors Advocate office free from external political
influence, ensuring impartial review of services provided to older adults.
= Create Robust Complaint and Investigation Processes:
Develop clear, accessible, and transparent procedures for seniors and their caregivers to submit
complaints and for the Advocate to investigate service-related issues.
=  Ensure Regular Reporting and Accountability:
Require periodic reporting to the provincial legislature, which details findings, systemic issues
identified, and recommendations for service improvements.
=  Promote Cross-Sector Collaboration:
Encourage coordinated efforts among health, long-term care, housing, and social service
providers to address quality gaps and service deficiencies affecting seniors.
= Facilitate Policy and Service Improvements:
Utilize the collected feedback and investigations to recommend actionable changes that
enhance service quality, accessibility, and responsiveness to the unique needs of older
Manitobans.
Practice Implications:
= Enhanced Accountability:
Service providers must maintain higher standards of quality and responsiveness, as their
practices may be reviewed by the Seniors Advocate’s office.
= |Integrated Complaint Procedures:
Organizations need to establish and/or refine their internal protocols for receiving, processing,
and responding to complaints from seniors to align with the Act’s requirements.
=  Proactive Quality Improvement:
Providers are encouraged to regularly assess and improve their service delivery models,
incorporating feedback from seniors to better meet their needs.
= Interdisciplinary Collaboration:
Healthcare professionals and administrators should foster closer ties with the Seniors
Advocate’s office and related bodies to ensure that systemic issues are addressed through
coordinated actions.
] Training and Awareness:
There is an increased need for training on the rights of older adults and on the procedures to
engage with the Seniors Advocate’s processes, ensuring that all team members understand the
new legal expectations and can act accordingly.
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Methods:
= Stakeholder Consultations
= Expert and Advisory Committee Input
= Comparative Policy Analysis
= | egislative Review and Public Accountability
= Integration of Empirical Research

COVID-19 Response Measures Focused on Seniors
Government of Manitoba. (2020). COVID-19 response measures focused on seniors. Government of
Manitoba. https://www.gov.mb.ca/covid19
Description: In response to the heightened risks of social isolation resulting from public health measures
during the COVID-19 pandemic, Manitoba implemented a series of time-sensitive initiatives specifically for
older adults. These measures were designed to balance necessary infection control with the need to
maintain social connections. They included virtual outreach programs, safe in-person gatherings, and
enhanced telehealth services, tailored to support the mental and social health of seniors during periods of
lockdown and social distancing. These layered interventions not only sustained connections during
lockdowns but also highlighted the importance of hybrid care models; many of the virtual outreach platforms
and volunteer-driven “check-in” systems originally intended as temporary measures have since been
institutionalized, reflecting a deliberate shift toward more resilient and socially attuned service delivery.
Key Recommendations:
= Virtual Engagement: Accelerate the adoption of telehealth and virtual community programming
to maintain social links among seniors.
= Safe Physical Interaction: Develop guidelines for limited, safe in-person socialization (e.g., small
group meetings, staggered appointments in community centers).
= Enhanced Communication: Establish dedicated helplines and communication channels to
provide social and emotional support.
=  Collaboration with Tech Providers: Partner with technology companies and local community
groups to ensure older adults have access to and training in digital tools.
Practice Implications:
= Adapted Service Delivery: Shift towards hybrid service models that combine in-person care
(when safe) with virtual consultations to ensure continuity of care.
= Vigilance for Social Isolation: Increase screening for signs of loneliness or depression related to
social distancing measures and provide appropriate interventions.
= Digital Literacy Advocacy: Assist seniors in navigating digital platforms, or collaborate with
community programs that offer technology assistance.
= Emotional and Mental Health Support: Incorporate mental health assessments into routine
telehealth consultations, with referrals to counselling or support services as needed.
Methods:
= Rapid Literature Review: Synthesize emerging evidence on COVID-19’s impacts on older adults
from both local and international studies.
=  Expert Advisory Panels: Consultation with public health experts, gerontologists, and social
service providers to develop context-specific guidelines.
=  Stakeholder Feedback: Continuous feedback loops from seniors, caregivers, and community
organizations to refine measures in real time.
= Data-Driven Decision Making: Analysis of real-time data on infection rates, service disruptions,
and utilization of telehealth platforms to inform policy adjustments.

Manitoba Seniors Strategy / Strategic Framework

Government of Manitoba. (2020). COVID-19 response measures focused on seniors. Government of
Manitoba. https://www.gov.mb.ca/covid19

Description: This province-wide strategy establishes a comprehensive framework to improve the quality of
life for older Manitobans. With a strong emphasis on combating social isolation and loneliness, the strategy
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integrates multiple sectors (health, social services, housing, and community development) to create age-
friendly communities. It outlines long-term vision, resource allocation, and collaborative models among
government, community organizations, and healthcare providers. Critical to its nuanced vision was the
recognition that social isolation is not merely a byproduct of aging but intersects with factors like rurality,
income and digital access; as a result, this strategy catalyzed partnerships between health authorities,
planning departments and non-profits to tackle isolation through both infrastructural changes—such as more
walkable neighbourhoods—and social innovations, including intergenerational mentorship and volunteer
matching.
Key Recommendations:
= Enhance Community Engagement: Promote local initiatives and intergenerational
programming that connect older adults with community resources.
= Integrated Service Delivery: Ensure coordination between healthcare services and community-
based supports to facilitate referrals for social support.
= Expand Age-Friendly Infrastructure: Invest in public spaces, transportation, and housing
design that enable social participation.
=  Strengthen Partnerships: Develop intersectoral collaborations between municipalities, non-
profits, and health service organizations to sustain social connection initiatives.
Practice Implications:
= Screening and Referral: Incorporate routine screening for social isolation during clinical
assessments and be informed about community resources.
= Interdisciplinary Collaboration: Work closely with social workers and community program
coordinators to design individualized care plans that include social engagement components.
= Health Promotion: Advocate for and educate older adults about the benefits of community
participation as part of preventative health measures.
= Ongoing Education: Stay updated on the evolving landscape of community supports and policy
changes to ensure effective patient referrals.

= Stakeholder Consultations: Engagement with seniors, caregivers, community leaders, and
service providers through workshops, public forums, and surveys.

= Evidence-Based Reviews: Analysis of current research and best practices in ageing, social
determinants of health, and age-friendly community design.

=  Policy Analysis: Comparative evaluation of other jurisdictions’ strategic approaches and
integrating international frameworks adapted to the Manitoba context.

= Interdepartmental Collaboration: Coordination among various provincial departments (health,
social services, infrastructure) to ensure cross-sectoral relevance.

Winnipeg Seniors Action Plan (Municipal-Level Initiative)
City of Winnipeg. (2018). Winnipeg seniors action plan. City of Winnipeg. https://winnipeg.ca/seniors
Description: The Winnipeg Seniors Action Plan is a municipal initiative that focuses specifically on enhancing
the social connectedness of older residents within the city. The plan outlines a series of measures to reduce
isolation by developing community hubs, bolstering digital inclusion, and creating programs that directly
engage seniors in city life. It represents a local-level response that complements provincial strategies by
addressing unique urban challenges and opportunities. Crucially, the plan forges formal agreements between
the City, local health authorities and grassroots agencies to embed social prescribing into family-doctor
clinics, ensuring that referrals to these hubs are as routine as diagnostic tests. By fusing municipal planning,
digital inclusion efforts and targeted outreach for newcomers and Indigenous elders, the Action Plan
exemplifies how a city can translate high-level age-friendly commitments into day-to-day points of
connection that mitigate isolation in its most vulnerable populations.
Key Recommendations:
=  Develop Community Hubs: Create and support accessible venues where seniors can engage in
social and recreational activities.
= Expand Digital Inclusion: Implement technology training and provide digital resources to reduce
the digital divide among older adults.
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=  Promote Outreach Initiatives: Establish programs that encourage volunteerism, peer networking,
and partnerships with local organizations to reach socially isolated seniors.

=  Monitor and Evaluate Impact: Regularly track program success using metrics such as
participation rates and quality-of-life assessments to adapt and improve service delivery.

Practice Implications:

= Local Resource Awareness: Become familiar with municipal initiatives and community hubs to
effectively refer seniors to local social engagement activities.

= Digital Competency Support: Collaborate with local agencies to assist older adults in accessing
and learning digital tools, particularly for telehealth and social connectivity.

=  Community-Based Interventions: Engage in multidisciplinary teams that include municipal
planners and community organizers to address holistic care needs.

=  Prevention & Early Intervention: Identify and intervene early with older adults at risk of isolation,
linking them to municipal support services.

Methods:

= Community Surveys and Focus Groups: Gathering insights from seniors and local organizations
to identify gaps in services and areas for intervention.

=  Municipal Data Analysis: Using local census data, public health statistics, and service usage
rates to target interventions effectively.

=  Cross-Sector Workshops: Involving representatives from health, social services, and community
organizations to draft a responsive and actionable plan.

=  Pilot Projects: Testing innovative local programs on a small scale, evaluating outcomes, and
scaling up successful initiatives.

Ontario

Ministry

Ontario does not have a standalone ministry or department solely dedicated to ‘Social Isolation and
Loneliness’. The Ministry of Seniors and Accessibility and the Ministry of Health incorporate strategies to
reduce social isolation as part of their wider responsibilities. The Ministry of Seniors and Accessibility is
responsible for developing policies and initiatives that support the well-being, independence, and health of
older adults, including efforts to mitigate social isolation and loneliness.

Culturally Focused Social Prescribing for Older Adults
Alliance for Healthier Communities. (2023). Culturally Focused Social Prescribing for Older Adults.
https://www.allianceon.org/blog/Culturally-Focused-Social-Prescribing-Older-Adults
Description: This report outlines a social prescribing model that has been tailored to meet the cultural,
linguistic, and religious needs of diverse older adult populations in Ontario. It emphasizes the importance of
connecting older adults to community resources that resonate with their cultural backgrounds, with the goal
of reducing loneliness and enhancing social engagement. By partnering directly with ethnic and faith-based
community organizations, clinicians learn to “prescribe” participation in events, groups, and services that
resonate with a patient’s cultural heritage and language. Early pilots have shown that when older adults see
their cultural identity reflected in the activities offered—whether through music, food, faith-based rituals, or
storytelling—they engage more readily, report stronger feelings of belonging, and sustain participation longer
than with conventional, culturally neutral programs.
Key Recommendations:
= Tailor social prescribing interventions to the specific cultural contexts of target communities.
= Develop strong partnerships with local cultural organizations, faith-based groups, and community
leaders.
= Ensure that communication materials and referral processes are culturally and linguistically
appropriate.
Practice Implications:
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= Integrate culturally sensitive screening for social isolation in routine assessments.
= Use culturally appropriate referral pathways to connect older adults with community resources.
= Engage in continuous cultural competence training to better understand and serve diverse
populations.
Methods:
= Systematic literature review on social prescribing and cultural competence in aging services.
= Stakeholder consultations (including interviews and focus groups with community leaders, healthcare
providers, and older adults).
= Pilot projects and field testing in select communities to refine culturally tailored strategies.
= Interdisciplinary workshops and structured evaluation frameworks to grade the evidence and integrate
feedback.
Evaluation: Embedded evaluations from pilot projects have been conducted, measuring changes in social
engagement and patient satisfaction, though a comprehensive, independent evaluation study is still pending.

Published Plans and Annual Reports (2021-2022) — Ministry of Seniors and Accessibility
Ontario Ministry of Seniors and Accessibility. (2021-2022). Published Plans and Annual Reports 2021-2022
https://www.ontario.ca/page/published-plans-and-annual-reports-2021-2022-ministry-seniors-and-
accessibility
Description: A consolidated overview of the Ministry’s strategic priorities, funding allocations, program
developments, and performance metrics for 2021-2022. These reports detail progress on key initiatives—
including community grant programs, age-friendly planning, and home/community care supports—and
include data on service uptake, outreach to under-served populations, and early indicators related to
reducing social isolation and enhancing seniors’ engagement. The reports also outline challenges
encountered, lessons learned, and planned adjustments for ongoing and emerging priorities. Rather than
merely cataloguing initiatives, the Reports trace the journey from policy conception through implementation,
highlighting how emerging challenges—like pandemic-exacerbated isolation—prompted rapid pivots in grant
funding, cross-ministry collaborations, and virtual service delivery. The narrative underscores an adaptive
governance model that balances provincial oversight with local innovation, ensuring that the Ministry’s lofty
goals remain responsive to on-the-ground realities.
Key Recommendations:

= Monitor and report on key performance indicators related to seniors’ community engagement and

service uptake.

= Enhance service coordination across sectors (health, social, housing) to address social isolation.

= |nvestin and scale promising community-based programs that improve social connectivity.
Practice Implications:

= Use performance metrics to inform clinical and community interventions aimed at reducing isolation.

= Collaborate with local agencies in implementing programs and collecting outcome data.

= Stayinformed of regional trends to adjust care plans and referral practices accordingly.
Methods:

= Analysis of provincial administrative and performance data.

= |Integration of stakeholder feedback from service providers, older adults, and community

organizations.
= Regular monitoring and review of program outcomes as part of ongoing quality improvement initiatives.

Creating a More Inclusive Ontario: Diverse Populations Addendum

Ontario Ministry of Seniors and Accessibility. (2021). Creating a More Inclusive Ontario: Diverse Populations
Addendum https://files.ontario.ca/msaa-diverse-populations-addendum-en-2021-01-01.pdf

Description: This addendum is designed to assist municipalities and community organizations with age-
friendly community planning, ensuring that diverse populations—including older adults from varied cultural
backgrounds—are included. It provides guidelines that indirectly address social isolation by promoting
inclusive community environments and tailored service delivery. It rejects the notion of a monolithic “senior”
identity and instead invites planners and providers to grapple with intersectionality—how age intersects with
race, newcomer status, disability, and socio-economic factors to shape isolation. Through case vignettes and
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reflective prompts, the document encourages municipalities to co-design programs with marginalized
seniors, ensuring that the voices of the most isolated inform everything from accessible transit routes to
multilingual outreach campaigns.
Key Recommendations:
= Integrate diversity and cultural competence into all stages of community planning.
= Ensure that public programs and services are accessible and reflective of the community’s cultural
diversity.
= Prioritize engagement of marginalized groups in local policy development and program design.
Practice Implications:
= Recognize the diverse social and cultural needs of older adults when designing care and outreach
efforts.
= Collaborate with community organizations to adapt health and social services for inclusivity.
= Utilize culturally sensitive practices in patient engagement and referral.
Methods:
= Review of existing age-friendly community planning literature and best practices.
= Stakeholder consultations and community surveys to gather input from diverse populations.
= Case studies and policy analysis to identify successful models of inclusive service delivery.

Active Living: A Guide to Programs and Services for Seniors
Ontario Ministry of Seniors and Accessibility. (2021). Active Living: A Guide to Programs and Services for
Seniors https://www.ontario.ca/document/guide-programs-and-services-seniors/active-Lliving
Description: A provincially produced resource that catalogs the range of physical, recreational, and social
programs available to older adults across Ontario. It highlights Seniors Active Living Centres,
community-based exercise and wellness classes, virtual and telephone support options, and
intergenerational activities. Designed to help seniors—and those who serve them—identify opportunities for
regular physical activity and meaningful social interaction, the guide supports healthy aging and indirectly
addresses social isolation by promoting engagement in local and online community offerings. It paints a
dynamic ecosystem in which fitness centres, walking clubs, and virtual yoga are entry points to deeper
community connection. By profiling hybrid models—such as telephone-based peer exercise check-ins and
digital chair-dance sessions—it acknowledges mobility constraints and technological divides, offering a
spectrum of options that nurture both body and social bonds. The guide thereby positions active living not as
an isolated health imperative, but as an invitation to belong.
Key Recommendations:

= Expand the availability and accessibility of physical activity and recreational programs for older adults.

= Integrate social engagement components into all active living programs.

= Enhance support for virtual and hybrid program models to reach diverse seniors.
Practice Implications:

= Encourage and facilitate patient participation in active living and community engagement programs.

= Utilize the guide as a referral resource for older adults needing increased social interaction.

= Collaborate with community program providers to identify culturally appropriate and accessible

activities.

Methods:

= Synthesis of provincial program data, community best practices, and performance metrics.

= Consultation with subject matter experts and local service providers.

= Analysis of trends in physical activity and community engagement among seniors.

Guide to Programs and Services for Seniors in Ontario

Ontario Ministry of Seniors and Accessibility. (2022). Guide to Programs and Services for Seniors in Ontario
https://www.ontario.ca/page/guide-programs-and-services-seniors-ontario

Description: A comprehensive online directory maintained by the Ministry of Seniors and Accessibility that
lists health, social, recreational, transportation, housing, and legal supports available to older adults across
Ontario. The guide enables seniors, caregivers, and practitioners to quickly locate and access both provincial
and community-based services designed to promote independence, well-being, and social connection. Its
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strength lies in its granularity—filtering services by locale, need, and delivery mode—and in its commitment
to accessibility, with clear language and multiple contact pathways. By centralizing information on everything
from legal clinics to transportation subsidies, the Guide reduces the “hidden gap” of unawareness that often
deepens seniors’ sense of isolation.
Key Recommendations:

= Ensure that seniors have easy access to up-to-date information on local programs and services.

= Foster partnerships among public agencies, community organizations, and health services to maintain

an integrated information system.

= Continuously update and improve the resource based on feedback and changes in service availability.
Practice Implications:

= Use the guide as a referral tool to direct older adults to programs that can mitigate social isolation.

= Empower caregivers and case managers with information on available resources.

= Integrate the guide’s listings into care planning and social prescribing practices.
Methods:

= Data aggregation from provincial service databases and regional directories.

= Stakeholder input from community organizations and service users.

= Periodic updates and performance reviews integrated into the Ministry’s routine operations.

Aging with Confidence: Ontario’s Action Plan for Seniors
Ontario Ministry of Seniors and Accessibility. (2017). Aging with Confidence: Ontario’s Action Plan for Seniors
https://www.ontario.ca/page/aging-confidence-ontario-action-plan-seniors
Description: A province-wide strategy outlining coordinated efforts to help older Ontarians live independently,
maintain their health, and stay connected to their communities. The Action Plan sets out a series of
cross-ministry initiatives—ranging from expanding community grant programs and enhancing
home-and-community supports, to fostering age-friendly infrastructure and promoting digital inclusion—that
together aim to reduce social isolation, improve access to services, and ensure seniors can actively
participate in social, recreational, and civic life. Its nuanced approach recognizes that social isolation cannot
be tackled in isolation; instead, it must be addressed through a tapestry of Enabling strategies—from
expanding home care to fostering intergenerational programming in public libraries. By framing social
connection as both a right and an economic asset, the Plan situates loneliness reduction within broader
goals of civic engagement, workforce participation, and healthy aging.
Key Recommendations:
= |Integrate health, social, and community services to create a cohesive support system for older adults.
= Prioritize accessible programs and infrastructure improvements to reduce isolation.
= Monitor key performance indicators related to senior well-being and service delivery.
Practice Implications:
= Utilize the Action Plan as a framework for developing local care initiatives focused on enhancing
seniors' engagement in the community.
= Advocate for system-wide improvements that facilitate coordinated care and improve access to social
support services.
= Engage with community partners to implement locally relevant versions of the Action Plan’s
recommendations.
Methods:
= Analysis of demographic trends and healthcare utilization data for older adults in Ontario.
= Extensive stakeholder consultations with service providers, older adults, advocacy groups, and
community representatives.
= Review of existing best practices and evidence from both domestic and international age-friendly
initiatives.

Simcoe County Positive Aging Strategy
Simcoe County. (2017). Simcoe County Positive Aging Strategy https://test.ero.ontario.ca/public/2021-
03/Simcoe%20County%20Positive%20Aging%20Strategy%202017.pdf
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Description: This regional strategy was designed to address the unique challenges of an aging population
within Simcoe County. It focuses on creating age-friendly communities by improving infrastructure, housing,
transportation, and community supports—all elements that contribute to reducing social isolation among
older adults. It identifies rural-urban divides in transportation, housing affordability, and digital access as
critical drivers of isolation and proposes targeted interventions—such as mobile “seniors hubs” in rural
townships and public Wi-Fi kiosks in lower-income suburbs. By grounding age-friendly planning in hyperlocal
data and ongoing resident engagement, the Strategy transforms policy into place-based practice, ensuring
that older adults across the county can connect, contribute, and thrive.
Key Recommendations:
= |Integrate positive aging principles into regional planning and infrastructure development.
= Increase support and accessibility to transportation and housing options for older adults.
= Develop community programs that encourage social participation and bridge gaps in care.
Practice Implications:
= Leverage regional policy frameworks to coordinate care and refer older adults to locally available
support services.
= Collaborate with municipal authorities and community organizations to implement aging-friendly
practices in healthcare delivery.
= Use regional planning insights to address social isolation through environmental modifications and
community outreach programs.
Methods:
= Regional demographic analysis and forecasting of aging population trends in Simcoe County.
= Stakeholder engagement through community meetings, interviews with older adults, and collaboration
with local service providers.
= Review of best practices in municipal planning and age-friendly community initiatives, including
alignment with WHO’s Age-Friendly Cities Framework.

Quebec

Ministry

Quebec does not have a separate, dedicated ministry or department solely focused on ‘Social Isolation and
Loneliness’ or ‘Seniors’. Instead, these issues are addressed within the broader mandates of existing
government bodies—primarily the Ministere de la Santé et des Services sociaux (MSSS) and related agencies.
Quebec's Collaborative Model for Health Prevention Governance: Quebec has adopted a collaborative
approach to health prevention governance, aiming to integrate health considerations into various policy
areas. This model emphasizes intersectoral collaboration to address social determinants of health, thereby
supporting home and community care practitioners in delivering comprehensive services. https://ccnpps-
ncchpp.ca/docs/2025-Portrait-of-Health-in-All-Policies-in-Canada-Quebec-Collaborative-Model-for-Health-
Prevention-Governance.pdf?utm_source=chatgpt.com

Bilateral Agreements to Enhance Home and Community Care

Government of Canada. (2024). Bilateral agreements to enhance home and community care. Retrieved

from https://www.canada.ca/en/health-canada/news/2024/03/government-of-canada-signs-two-bilateral-
agreements-with-quebec-to-support-initiatives-to-improve-health-care.html?utm_source=chatgpt.com
Description: The Bilateral Agreements to Enhance Home and Community Care are a 2024 federal-provincial
funding framework between the Government of Canada and Québec that invest approximately $1.2 billion
over five years in Québec’s home and community care system. They aim to strengthen service capacity by
expanding multidisciplinary teams (including nurses, personal support workers, therapists, and social
workers) in community settings; support community organizations and social-economy enterprises in
delivering culturally and linguistically appropriate services to seniors; enhance integration and
coordination between health, social, and community services—facilitating seamless transitions between
hospital, primary care, and home support; promote aging in place through investments in telehealth
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technologies, caregiver respite programs, and tailored home adaptations that help older adults maintain
independence and social connections.
Key Activities:
= Allocating significant federal-provincial funds (approximately $1.2 billion over five years) to
bolster home care infrastructure.
= Expanding access to multidisciplinary services—including healthcare, psychosocial, and
community-based supports—for older adults.
= Enhancing training and resource allocation to home care providers with an emphasis on
community integration and personalized care.
= Establishing monitoring systems and benchmarks for service quality and outcomes.
Practice Implications:
= Increased capacity and resources in home care settings allow for earlier identification of isolated
seniors and prompt referral to community resources.
= Enhanced training programs help healthcare workers incorporate community-based, holistic
care into patient management.
=  Professionals are encouraged to work within interdisciplinary teams that include social workers
and community liaison officers, fostering better continuity of care.
Evaluation: At present, no stand-alone, peer-reviewed evaluation studies have been published specifically
for these bilateral agreements. Evaluations are incorporated into broader federal and provincial monitoring
systems.
. Similar integrated models in other jurisdictions have shown improvements such as reduced
hospital readmissions and enhanced patient satisfaction. Preliminary administrative data from
Quebec suggest better service coordination and increased utilization of community-based
supports among seniors, but dedicated evaluation findings for these agreements are pending.

La fierté de vieillir - Government Action Plan 2024-2029
Gouvernement du Québec. (2023). La fierté de vieillir— Government Action Plan 2024-2029. Retrieved
from https://littlebrothers.ca/the-pride-of-aging-a-commitment-to-the-future-of-our-community-and-
elders/?utm_source=chatgpt.com
Description: Québec’s comprehensive seniors’ strategy, launched in May 2023, that sets out over 100
coordinated measures across 34 ministries and partner agencies. Developed through extensive
consultations with seniors, caregivers, community groups, and experts, it aims to promote active and healthy
aging, boost social participation, strengthen service delivery (including frontline workforce training and
intersectoral collaboration), and specifically target factors—such as mobility, digital inclusion, and
community engagement—that reduce social isolation and loneliness among older adults.
Key Recommendations:
. Foster intersectoral collaboration and community engagement to create inclusive social
environments.
. Increase investments in services and programs that promote active and healthy aging.
. Enhance training and support for frontline workers across healthcare and social services.
. Develop innovative care models that integrate technology and personalized services.
Practice Implications:
. Actively screen for signs of social isolation during routine care and refer patients to community-
based programs.
. Collaborate with interdisciplinary teams (including social workers and community support
organizations) to implement individualized care plans.
. Participate in ongoing training focused on the latest practices in geriatric care and community
engagement.
. Advocate for and help implement policy changes at the organizational level to create age-
friendly environments.

Methods:
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. Extensive stakeholder consultations (involving more than 5,000 participants, including seniors,
caregivers, and experts).

. Quantitative analysis of demographic and healthcare performance data.

. Review of scientific literature and best practices from both provincial and international sources.

. Expert panels and interdisciplinary working groups employing iterative feedback loops.

About the Mistreatment of Older Adults and Vulnerable People
Gouvernement du Québec. (2023). About the mistreatment of older adults and vulnerable people.
https://www.quebec.ca/en/family-and-support-for-individuals/violence/mistreatment-older-adults-
vulnerable-people/about-mistreatment-older-adults-vulnerable-people
Description: A Québec government information resource that outlines the various forms of elder
mistreatment—ranging from physical and financial abuse to neglect and social isolation—and describes the
services available to prevent, identify, and respond to these situations. It details access to the
provincial Mistreatment Helpline and Info-Social 811, explains how to recognize warning signs, and provides
guidance on reporting incidents and referring seniors and caregivers to culturally and linguistically
appropriate support services across the province.
Key Recommendations:

. Increase public awareness of elder mistreatment and its link to social isolation.

. Strengthen early identification and intervention strategies in healthcare settings.

. Develop tailored support services and culturally sensitive intervention frameworks.
Practice Implications:

. Enhance vigilance in detecting signs of both abuse and social isolation during clinical

assessments.
. Incorporate routine screening for social isolation and elder mistreatment into practice.
. Refer at-risk individuals to specialized helplines and support programs.

Methods:
. Synthesis of government-collected administrative data and service usage statistics.
. Consultations with experts in geriatrics, social work, and public health.
. Review of academic and grey literature on elder mistreatment and isolation.
. Stakeholder feedback incorporated from community and professional networks.

Government Grants to Reduce Social Isolation for Vulnerable English-Speaking Seniors
Cabinet du premier ministre. (2021). Government grants to reduce social isolation for vulnerable English-
speaking seniors https://www.newswire.ca/news/cabinet-du-premier-ministre/
Description: In 2021, the Québec government committed $2.7 million over three years in targeted grants to
the Community Health and Social Services Network (CHSSN). These funds support the design and delivery
of community-based programs—from social outings and intergenerational activities to transportation
assistance and outreach—to reduce isolation among vulnerable English-speaking seniors in regions such
as Cote-Nord, Gaspésie—Tles—de-la-Madeleine, Estrie, Outaouais and Montréal.
Key Recommendations:
. Develop culturally appropriate, community-based programs to address language-specific
isolation issues.
. Enhance collaboration between health services and community organizations.
. Target vulnerable populations with tailored support measures.
Practice Implications:
. Recognize and refer isolated seniors to community programs that address their unique cultural
needs.
. Collaborate with interdisciplinary teams to design culturally sensitive care plans.
. Utilize available grant-funded resources to augment existing services.
Methods:
. Analysis of epidemiological data and community health assessments highlighting high-risk
demographics.
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. Stakeholder consultations with community organizations, healthcare providers, and senior
representatives.

. Comparative evaluation of similar initiatives and cost-effectiveness studies supporting
community-based interventions.

COVID-19: Tackling Social Isolation and Loneliness Among Seniors in a Pandemic Context

Institut national de santé publique du Québec. (2020). COVID-19: Tackling social isolation and loneliness
among seniors in a pandemic context https://www.inspg.gc.ca/en/publications/3033-social-isolation-
loneliness-seniors-pandemic-covid19

Description: A rapid-response guidance report published in 2020 by the Institut national de santé publique
du Québec (INSPQ). Drawing on a non-exhaustive review of emerging scientific and grey literature, it
synthesizes evidence on how COVID-19 physical-distancing measures exacerbated social isolation and
loneliness among older adults. The document offers practical, public-health-oriented recommendations—
such as expanding telehealth and virtual programming, developing outreach protocols for at-risk seniors, and
coordinating intersectoral partnerships—to help healthcare and community organizations maintain social
connections and mitigate mental-health risks during public-health emergencies.

Key Recommendations:

. Implement virtual and telehealth solutions to maintain social connections during lockdowns.
. Modify clinical practices to include proactive outreach and psychological support for isolated
seniors.

. Promote the use of technology to facilitate remote social and mental health support.
Practice Implications:
. Adapt care delivery through the use of telemedicine and virtual engagement platforms.
. Integrate social and emotional assessments into routine healthcare services.
. Advocate for system-level changes to ensure continuity of care during crises.
Methods:
. Rapid synthesis of emerging scientific literature and grey literature on the impacts of isolation
during the pandemic.
. Expert consensus from public health specialists and geriatric care practitioners.
. Utilization of real-time data and performance monitoring from healthcare services during
COVID-19.

Polio Quebec -“Le vieillissement et Uisolement social”
Polio Quebec. (n.d.). Le vieillissement et l'isolement social https://polioquebec.org/en/le-vieillissement-et-
lisolement-social/
Description: An informational briefing produced by Polio Québec that examines the scope and drivers of
social isolation among older adults in the province. Drawing on Québec-specific survey and demographic
data, it highlights that roughly one-third of seniors live alone and that mobility limitations, chronic health
conditions, and barriers to digital connectivity exacerbate isolation. The resource identifies the negative
impacts on physical and mental health and proposes practical community-level interventions—such as
neighborhood outreach programs, peer-led support groups, intergenerational activities, and digital-literacy
workshops—to help service providers and local agencies foster meaningful social connections among
isolated seniors.
Key Recommendations:

. Increase community outreach programs focused on social inclusion.

. Implement targeted interventions to reduce isolation among seniors living alone.

. Raise awareness about the health risks associated with prolonged isolation.
Practice Implications:

. Screen for social isolation during routine assessments with older adults.

. Collaborate with community agencies to refer isolated patients to social programs.

. Utilize data on social isolation as part of holistic patient evaluations and care planning.
Methods:

. Analysis of statistical data and demographic trends within the senior population.
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. Consultations with experts in geriatrics and community health.
. Review of existing research and comparative analyses of similar issues in other regions.

Little Brothers —“Social Isolation of Seniors in Quebec: Factors and Statistics”
Little Brothers. (n.d.). Social Isolation of Seniors in Quebec: Factors and Statistics
https://littlebrothers.ca/social-isolation-of-seniors-in-quebec-factors-and-statistics/
Description: A report by Little Brothers Canada that presents a data-driven analysis of the prevalence and
determinants of social isolation among older adults in Québec. Using regional survey results and
demographic statistics, it quantifies the proportion of seniors experiencing isolation, identifies key risk
factors—such as living alone, low income, and limited digital access—and outlines the health and well-being
consequences. The report concludes with evidence-based recommendations for community organizations
and healthcare providers, including targeted outreach to high-risk groups, development of accessible social
programs, and ongoing monitoring of isolation trends to inform service planning.
Key Recommendations:

. Target interventions based on identified risk factors and population segments.

. Develop data-informed community outreach programs to enhance social connectivity.

. Invest in research to continuously monitor trends in social isolation among older adults.
Practice Implications:

. Use regional statistics to identify high-risk patients for targeted intervention.

. Integrate data-driven approaches into practice by regularly assessing social connectivity.

. Collaborate with community organizations to develop localized support networks.

. Quantitative analysis of regional demographic and survey data.
. Literature review on social isolation factors in the aging population.
. Collection of qualitative feedback from community stakeholders.

New Brunswick

Ministry
New Brunswick does not currently have a dedicated ministry or department of ‘Social Isolation and
Loneliness’ or ‘Seniors’. Issues related to social isolation and loneliness among older adults are primarily
addressed through:
= Department of Social Development: Responsible for broader social inclusion strategies,
including aging, seniors’ welfare, and community support programs.
= Department of Health: Oversees health services, mental health, long-term care, and home-
care services, often linked to initiatives addressing isolation among seniors.
= Economic and Social Inclusion Corporation (ESIC)L Leads poverty reduction and community
inclusion strategies, explicitly addressing social isolation through community-based initiatives.

Overcoming Poverty Together 4: The New Brunswick Economic and Social Inclusion Plan 2025-2030
New Brunswick Economic and Social Inclusion Corporation. (2025). Overcoming Poverty Together 4: The
New Brunswick Economic and Social Inclusion Plan 2025~
2030 https://www?2.gnb.ca/content/dam/gnb/Departments/esic/pdf/overcoming-poverty-4-2025-2030.pdf
Description: This strategic policy document represents the latest iteration in New Brunswick’s ongoing
commitment to social inclusion and poverty reduction. It explicitly targets older adults as a priority group and
addresses social isolation through community-driven interventions. The plan emphasizes the need for
enhanced governance, measurable community engagement goals, and funding specifically earmarked for
reducing isolation among vulnerable seniors. It seeks to embed social isolation screening across social and
economic support programs and stresses improved data collection and monitoring.
Key Recommendations:

= Define and track a provincial “social isolation” indicator for seniors.
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= Dedicate funding streams within each Community Inclusion Network for senior-focused
projects.

= Embed social-isolation screening into all economic and social inclusion programs.

= Enhance data collection on older adults’ participation in community life.
Practice Implications:

= Integrate brief isolation-risk assessments into routine clinical visits.

= Refer at-risk patients directly to local Community Inclusion Networks.

=  Advocate for—including participate in—the design of network-led senior programs.
Methods:

=  Province-wide stakeholder consultations (seniors, NGOs, service providers).

=  Evaluation of outcomes from the 2014-2019 plan.

=  Community workshops and public online surveys.

Healthy Seniors Pilot Project (HSPP) (2018 — 2022)
Government of New Brunswick. (n.d.). Healthy Seniors Pilot Project
https://www.gnb.ca/en/campaign/healthy-seniors.html
Description: Funded jointly by federal and provincial governments, the Healthy Seniors Pilot Project was a
significant investment ($75 million) into innovative, community-based pilot projects aimed at promoting
healthy aging. Various interventions—including technology-enabled social support, the CNB model, and
community connector initiatives—were tested to evaluate their impact on seniors' health, social
engagement, and system-level sustainability. This comprehensive initiative generated critical data and
practical insights into effective community strategies to mitigate isolation.
Key Recommendations:

=  Allocate dedicated evaluation budgets within all pilot grants.

=  Prioritize mixed-methods assessment of social, health, and economic outcomes.

=  Share pilot learnings through an open-access provincial portal.
Practice Implications:

= Encourage clinical teams to participate in pilot evaluations.

= Adoptevidence-based interventions that emerge from successful pilots.

= Use pilot-driven data to advocate for system-level changes in senior care pathways.
Methods:

=  Competitive call for pilot proposals with required evaluation frameworks.

= Standardized reporting templates for pilots (quantitative metrics; qualitative narratives).

=  Annual stakeholder review panels to guide iterative improvements.

We Are Allin This Together: An Aging Strategy for New Brunswick
Government of New Brunswick. (2017). We are all in this together: An Aging Strategy for New Brunswick
https://www2.gnb.ca/content/dam/gnb/Departments/sd-ds/pdf/Seniors/AnAgingStrategyForNB.pdf
Description: This overarching provincial aging strategy outlines New Brunswick’s comprehensive vision for
fostering an inclusive, supportive environment for seniors. Structured around promoting age-friendly
communities, combating ageism, and addressing social determinants of aging, the strategy recommends
municipal-level adoption of WHO's Age-Friendly Cities framework and intergenerational community
programs. The document emphasizes collaborative, cross-sectoral approaches to support healthy,
connected aging across all communities.
Key Recommendations:

=  Adopt WHO'’s eight-domain age-friendly framework at the municipal level.

= lLaunch a provincial awareness campaign against ageism.

= Fund local intergenerational programs to foster social inclusion.

=  Monitor progress via biennial “Aging Report Cards.”
Practice Implications:

= Screen for ageism and isolation in clinical interactions.

= Refer patients to local intergenerational and social-participation programs.

= Partner with municipal age-friendly committees to align health messaging.
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Methods:
= Extensive stakeholder consultations (seniors, caregivers, NGOs, municipalities).
= Literature review of global best practices in healthy aging.
= Demographic and health-services data analysis to identify priority areas.

Overcoming Poverty Together: The New Brunswick Economic and Social Inclusion Plan 2014-2019
New Brunswick Economic and Social Inclusion Corporation. (2014). Overcoming Poverty Together: The
New Brunswick Economic and Social Inclusion Plan 2014-2019
https://www2.gnb.ca/content/dam/gnb/Departments/esic/pdf/OPT2-final-report.pdf
Description: A multi-stakeholder roadmap with 28 priority actions under four pillars—income, employment,
education, and community inclusion—explicitly naming “social inclusion” as essential to reducing poverty
among seniors. This Economic and Social Inclusion Plan served as a foundational strategy for addressing
poverty through community empowerment, economic participation, and increased social inclusion. It
established local Community Inclusion Networks tasked with developing community-specific action plans
and prioritized seniors' social participation and inclusion. The initiative highlighted the need for inclusive
governance structures, senior-driven social enterprises, and targeted poverty-reduction interventions at the
community level.
Key Recommendations:

= Establish Community Inclusion Networks in all regions.

= Implement local “inclusion action plans” co-designed by citizens.

= Allocate seed funding for senior-led social enterprises.

= Integrate social-inclusion metrics into poverty-reduction reporting.
Practice Implications:

= Incorporate social-determinants screening into patient intake.

=  Refer patients to regional Community Inclusion Networks.

=  Collaborate on healthcare-driven social-inclusion pilot projects.
Methods:

=  Consultations with over 2,500 citizens across 33 communities.

=  Formation of regional inclusion tables to co-design actions.

= Quarterly progress reporting and mid-term evaluation.

Nova Scotia

Ministry

Nova Scotia does not have a dedicated ministry or department specifically for social isolation and loneliness.
Nova Scotia addresses social isolation and loneliness through policy integration and interdepartmental
collaboration. Nova Scotia has a dedicated department for seniors. The Department of Seniors and Long-
Term Care serves as the provincial body responsible for seniors' policy and services, including initiatives to
reduce SI&L.

Our Homes: Action for Housing

Nova Scotia Department of Municipal Affairs and Housing. (2023). Our Homes: Action for

Housing. https://novascotia.ca/action-for-housing/docs/strategic-plan-action-for-
housing.pdf&#8203;:contentReferenceloaicite:1}{index=1}

Description: Nova Scotia’s five-year provincial housing strategy launched in 2023 to address the growing
need for safe, affordable, and inclusive housing. The plan commits over $1 billion in investments and
outlines a comprehensive approach to increasing housing supply, accelerating development, modernizing
public housing, and supporting vulnerable populations—including older adults at risk of social isolation.
While not a social isolation strategy per se, the plan explicitly acknowledges that seniors in public housing
often face loneliness and disconnection, and it includes commitments to: Improve housing models for
seniors and mixed-income households; Enhance supports for aging in place; Explore non-traditional
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housing models (e.g., co-housing, modular, and supportive housing); Align housing efforts with
broader community engagement and health goals.
Key Recommendations:
. Utilize provincial land for housing development.
. Support non-profit and cooperative housing initiatives.
. Implement inclusive and sustainable housing designs.
Practice Implications:
. Recognize housing stability as a determinant of health.
. Collaborate with housing services to support patients' living conditions.
. Advocate for accessible housing to facilitate aging in place.
Methods:

. Over 20,000 Nova Scotians were engaged through surveys, roundtables, and community
feedback mechanisms (individuals with lived experience of housing insecurity; housing
providers and developers, municipal governments, non-profit and community organizations,
advocacy groups and seniors’ representatives)

. Use of the Provincial Housing Needs Assessment (PHNA)

. Review of Promising Practices and Models

. Interdepartmental Collaboration

. Strategic Framework Alignment

. Engaged over 20,000 Nova Scotians through surveys and consultations; informed by the
Provincial Housing Needs Assessment Report.

Age-Friendly Communities Grant Program (2012-Present)
Nova Scotia Department of Seniors and Long-Term Care. (2024). Age-Friendly Communities Grant Program
Guidelines. https://novascotia.ca/age-friendly-grant/age-friendly-grant-guidelines-
en.pdf&#8203;:contentReferenceloaicite:16{index=16}
Description: The Age-Friendly Communities Grant Program is an initiative of the Nova Scotia Department
of Seniors and Long-Term Care that provides annual funding to support community-based projects which
promote the health, inclusion, and social engagement of older adults. The program encourages
municipalities, Mi’kmaqg communities, and non-profit organizations to develop age-friendly
environments aligned with the World Health Organization’s Age-Friendly Cities and Communities
framework. Projects often focus on: reducing social isolation and loneliness; improving accessibility and
transportation; promoting intergenerational connections; Enhancing digital literacy, safety, and
community infrastructure.
Key Recommendations:

. Support community initiatives that enhance seniors' participation.

. Encourage intergenerational programs and accessible infrastructure.

. Address barriers to social inclusion and mobility.
Practice Implications:

. Partner with funded projects to offer comprehensive care.

. Inform patients about local programs enhancing social engagement.
. Advocate for community resources that support patients' well-being.
Methods:

= Alignment with the WHO Age-Friendly Communities Framework
= Stakeholder Consultations

=  Grant Application Review and Community Reporting

=  Environmental Scans and Jurisdictional Comparisons

= Internal Government Review and Policy Iteration

SHIFT: Nova Scotia’s Action Plan for an Aging Population
Nova Scotia Department of Seniors. (2017). SHIFT: Nova Scotia’s Action Plan for an Aging
Population. https://novascotia.ca/shift/shift-action-plan.pdf&#8203;:contentReference[oaicite:21}{index=21}
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Description: SHIFT is a provincial strategy released in 2017 by the Government of Nova Scotia to respond to
the province’s aging demographic and to create environments where older adults can live well, stay active,
and remain socially connected. It is a three-year action plan that outlines over 50 initiatives across
government and community sectors. SHIFT is organized around three strategic goals: value the social and
economic contributions of older adults, promote healthy, active living; support aging in place, connected to
community life. The strategy highlights the importance of reducing social isolation and loneliness,
improving transportation and housing access, supporting volunteering and intergenerational programming,
and encouraging age-friendly community planning.
Key Recommendations:

= Combat ageism and promote positive aging narratives.

= Enhance access to health, social, and economic opportunities.

=  Foster community engagement and lifelong learning.
Practice Implications:

= Integrate age-positive approaches in care delivery.

= Encourage patients' active participation in community life.

=  Collaborate with sectors beyond health to support aging populations.

Methods:
=  Stakeholder Consultations: Over 300 stakeholder conversations were conducted with: seniors and
caregivers; community and nonprofit organizations; municipal governments and local planners,
health care and social service providers; business, education, and transportation sectors.
=  Public Engagement and Community Forums
=  Cross-Government Collaboration
= Review of National and International Frameworks

PEI

Ministry
There is no standalone “Ministry of Social Isolation and Loneliness” in PEI. Seniors’ issues in PEl are housed
within the Department of Social Development and Seniors, which includes a dedicated Seniors’
Secretariat to guide policy and programs for older Islanders.
= Department of Social Development and Seniors: Oversees financial supports, social programs
and community partnerships for Islanders most in need, including seniors.
= Seniors’ Secretariat: Provides policy and program advice to government and stakeholders on
seniors’ quality of life; leads public education; gathers research.

Shaping the Future for Seniors: A New Seniors Action Plan (2025-2030)

Government of Prince Edward Island. (2024, December 11). Shaping the Future for Seniors: A New Seniors
Action Plan.
https://www.princeedwardisland.ca/en/information/social-development-and-seniors/shaping-the-future-for-
seniors-a-new-seniors-action-plan

Description: A five-year (2025-2030) provincial strategy—currently in development—to succeed the 2018
Action Plan. It explicitly targets social isolation, financial security, housing, transportation, and community
participation. While building on the strong foundations of its predecessor, this plan explicitly acknowledges
the diversity of senior experiences across PEI (rural versus urban, Indigenous and newcomer seniors,
LGBTQ+ elders) and aims to tailor interventions accordingly. It recognizes that digital inclusion efforts must
balance enthusiasm for telehealth with seniors’ concerns about privacy and technological complexity, and
that transportation solutions require different models in densely populated Charlottetown versus more
remote areas. The plan also signals a shift toward co-produced solutions, actively recruiting seniors as
advisory partners rather than passive consultees.

Key Recommendations:
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=  Prioritize social isolation and loneliness as distinct strategic goals
= Enhance digital, transportation, and peer supports for rural seniors
= Fosterintergenerational and community-based programming
= Embed routine loneliness screening in health and social services
Practice Implications:
= Screen for loneliness in every clinical or home visit
=  Referdirectly to community-based programs (e.g., meal grants, Age-Friendly initiatives)
= Partner with municipal “age-friendly” committees on local action plans
Methods:
=  Five in-person public engagement forums (Oct 2024) across PEI (Charlottetown, Summerside,
Montague, Abram-Village)
=  Online survey and phone-in feedback (Nov - Dec 2024)
=  Thematic analysis of 500+ written submissions

Seniors Community Meal Grant Pilot Program
Government of Prince Edward Island. (2024, March 15). Community grant pilot program for seniors meals.
https://www.princeedwardisland.ca/en/news/community-grant-pilot-program-for-seniors-meals
Description: Provides micro-grants (up to $5,000) to community organizations to host free or low-cost
communal meals, explicitly to foster social connection among older adults. Beyond simply funding “meals,”
this pilot stresses local ownership and cultural appropriateness—encouraging organizations to adapt
menus and formats to seniors’ tastes, traditions and mobility levels. It acknowledges that food insecurity
and social isolation often co-exist, so grants incentivize pairing meals with optional wellness checks, brief
health screenings or language supports for newcomers. Organizers are cautioned to plan for seasonal
fluctuations (e.g., winter weather limiting attendance) and to co-design evaluation with participants to
capture both nutritional and emotional outcomes.
Key Recommendations:
=  Offer Free, Communal Meals
=  Prioritize In-Person, Sit-Down Interaction
= Create or Expand Community Meal Programs
=  Encourage Local Partnerships and Cultural Fit
= |everage Resources and Scale
= Ensure Food Safety and Organizational Capacity
Practice Implications:
= Consider “social prescribing” of meal programs alongside medical referrals
=  Collaborate with meal hosts to identify at-risk seniors for health follow-up
= Use mealsites as venues for check-ins, health education, and resource navigation
Methods:
=  Review of best-practice communal meal literature (e.g., Nutrition Journal, 2022)
= Pilotimplementation in five communities with participant feedback surveys
=  Stakeholder consultation with 12 NGO and municipal partners

Seniors Independence Initiative (ongoing; policy updated 2022)
Government of Prince Edward Island. (2022). Seniors Independence Initiative.
https://www.princeedwardisland.ca/en/service/seniors-independence-initiative
Description: A subsidy program (up to $1,800/year) covering non-medical in-home supports (housekeeping,
meal prep, snow removal, internet) to help low-income seniors remain safely connected in their
communities. This subsidy scheme carefully balances the risk of paternalism (dictating what services
seniors “need”) against the goal of fostering autonomy. Eligibility screening is intentionally light-touch to
avoid stigma, yet some seniors report confusion navigating service categories. The 2022 update introduced
a flexible “self-design” component, allowing approved recipients to allocate budgets across services most
meaningful to them—be it a weekly housekeeping visit or a modest stipend for a community bus pass.
Key Recommendations:

. Broaden eligible services
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. Adjust income and asset thresholds

. Tiered grant structure

. Streamline access

. Enhance integration

. Regular policy reviews
Practice Implications:

= Screen for unmet home-support needs during visits

= Facilitate applications and follow-up to ensure seniors receive services

= Use as leverage to connect isolated seniors to broader community supports
Methods:

=  Benchmarking against BC’s “Better at Home” and Ontario’s “Home Helpers”

= Stakeholder interviews with seniors, caregivers, and home-care providers

=  Analysis of uptake data and waitlist demographics

Promoting Wellness, Preserving Health: Action Plan for Seniors & Caregivers
Government of Prince Edward Island. (2018). Promoting Wellness, Preserving Health: A Provincial Action Plan
for Seniors, Near Seniors, and Caregivers https://www.princeedwardisland.ca/en/information/health-and-
wellness/seniors-health-and-wellness-action-plan
Description: The inaugural province-wide seniors’ strategy, organized around Age-Friendly Communities,
Home & Community Care, Active Living, and Social Determinants.
This landmark plan was notable for piloting photovoice to surface seniors’ own narratives of isolation,
images ranged from empty porches to vibrant knitting circles, underscoring that solutions cannot be
one-size-fits-all. It expressly calls out ageism as a driver of isolation, recommending anti-ageism media
campaigns be co-scripted by seniors themselves. Although well-received, some rural stakeholders felt the
plan’s urban events were less accessible, spurring mobile outreach in subsequent phases.
Key Recommendations

= Establish Age-Friendly Community framework across all municipalities

= Expand home-support services (meals, transportation, minor home repairs)

= Launch public-education campaigns to combat elder isolation and ageism

= Integrate loneliness screening into primary and home care
Practice Implications

= Participate in local Age-Friendly advisory committees

= Use care plans to set social participation goals (e.g., “attend community lunch twice monthly”)

=  Partner with recreation and library services to prescribe group activities
Methods:

= 25 stakeholder workshops (2017) including 250+ seniors

=  Photovoice project with 50 participants documenting isolation challenges

= Literature review of national and international seniors’ strategies

Housing Action Plan: Seniors’ Housing & Safe at Home
Government of Prince Edward Island & CMHC. (2018). PEl Housing Action Plan — Seniors’ Housing and
Safe@Home Programs https://www.princeedwardisland.ca/sites/default/files/publications/dpcec-
3827_cmhc-pei_national_housing strategy action_plan_-_web.pdf
Description: Outlined investments in subsidized senior housing units and home-modifications grants to
support aging in place and community connectedness. Moving beyond bricks-and-mortar, this Plan
acknowledges that housing quality is inseparable from social context—units near community hubs reduce
isolation, while those on remote cul-de-sacs risk seclusion. The Safe@Home component wisely added
“smart home” tech in 2022—motion sensors and fall alarms—but recognized early that privacy concerns
and tech literacy require on-going support and opt-out safeguards.
Key Recommendations

= |Increase supply of affordable, accessible rental units for seniors

= Expand Safe@Home grants to include smart-home and fall-prevention technologies
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=  Co-locate housing with community hubs and transit stops
Practice Implications
= Screen for housing insecurity and refer to housing coordinators
= Advocate for home modifications that promote mobility and social contact (e.g., accessible
entrances)
=  Collaborate with occupational therapists on safety assessments
Methods:
= Needs assessment using PEl seniors’ demographic and housing data
=  Consultations with municipal planners, developers, and seniors’ groups
=  Gap analysis of existing housing stock versus projected demand

Age-Friendly Community Recognition Program
Government of Prince Edward Island. (2018). Age-Friendly PEI.
https://www.princeedwardisland.ca/en/information/social-development-and-seniors/age-friendly-pei
Description: A provincial endorsement program aligned with WHQO'’s eight-domain framework, incentivizing
municipalities to adopt age-friendly policies. Rather than merely awarding plaques, the Program embeds
a peer-learning network where recognized communities mentor newcomers. It stresses actionable
small-scale win (like installing benches near bus stops) over grandiose infrastructure projects. Annual
symposiums deliberately feature rural voices, acknowledging that “age-friendliness” in a town of 500 differs
from that in a city of 36,000.
Key Recommendations

=  Form municipal Age-Friendly advisory committees with senior representation

= Develop and publish local Age-Friendly action plans with social participation targets

= Report progress annually to the Seniors’ Secretariat
Practice Implications

= Referisolated seniors to age-friendly community events (e.g., intergenerational fairs)

= Liaise with municipal staff to align clinical outreach with local events

=  Support seniors’ involvement as volunteers or committee members
Methods:

=  Adaptation of WHO’s Global Age-Friendly Cities Guide to PEI context

=  Workshops with 10 municipalities to co-design recognition criteria

= Annual self-reporting and peer-review process

Newfoundland & Labrador

Ministry

Newfoundland and Labrador does not have a stand-alone “Ministry (or Department) of Social Isolation and
Loneliness.”

Responsibility for reducing social isolation and loneliness in older adults is embedded mainly in two existing
portfolios:

= Department of Children, Seniors and Social Development (CSSD)

Houses the Seniors & Aging Division, runs the Age-Friendly Communities Program, Seniors’
Social Inclusion Initiative, Capacity Grants and funds 211/Friendly Calls.

Within CSSD, a Seniors & Aging Division leads age-related policy, programs and grant streams
such as the Age-Friendly NL Communities Program and the Seniors’ Social Inclusion Initiative.

= Department of Health and Community Services (HCS)

Leads provincial healthy-aging policy which names the inclusion of social isolation and
loneliness as a determinant of health.
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Bridging Generations: A Guide to Intergenerational Programs in Newfoundland and Labrador
Government of Newfoundland and Labrador, Children, Seniors and Social
Development. (2024, December 18). Bridging Generations: A Guide to Inter-generational Programs in
Newfoundland and Labrador. https://wellbeingnl.ca/action/bridging-generations/ Wellbeing NL
Description: Practical handbook that shows municipalities, seniors’ clubs and health-linked NGOs how to
design, fund and evaluate inter-generational activities as a tool to “reduce stress and feelings of loneliness
and create a sense of belonging.” Rather than a simple “how-to” booklet, this guide intentionally positions
inter-generational programming as a systems lever for healthy ageing. It frames social isolation as a product
of entrenched age-segregation, rural demographic shifts and post-pandemic anxiety, and then illustrates how
co-led activities (e.g., youth-led digital-literacy circles in long-term-care homes) can simultaneously tackle
ageism, digital exclusion and loneliness.
Key Recommendations:
=  Form a multi-age planning team that includes older adults.
= Use universal design (physical & social) so all ages and abilities can participate.
=  Build partnerships with schools, long-term-care homes and primary-care clinics.
= Incorporate routine reflection/evaluation questions in every activity (well-being, skills gained,
new social ties).
Practice Implications
= Embed inter-generational group sessions (e.g., cooking classes, walking clubs) into
social-prescribing pathways.
= Screen for loneliness and refer suitable patients to community partners running
Bridging Generations-style programs.
=  QOccupational and recreation therapists can adapt sample activity templates to LTC and
home-care settings.

= Literature scan of WHO & Canadian ageism resources; key-informant interviews (CSSD
Age-Friendly staff, Alzheimer Society, NL Health Services rehabilitation leads)
= plain-language pilot with two seniors’ advisory circles before release.

Seniors’ Report 2024: Monitoring Key Indicators of Seniors’ Well-Being in NL
Office of the Seniors’ Advocate Newfoundland and Labrador. (2024, December 10). Seniors’ Report 2024:
Monitoring Key Indicators of Seniors’ Well-Being in Newfoundland &
Labrador. https://www.seniorsadvocatenl.ca/pdfs/SeniorsReport2024.pdf
Description: The province’s first baseline dashboard covering Well-being, Health-care Access, Finances,
Housing, Transportation, Safety — each with SI&L-relevant sub-indicators (e.g., social participation rates, falls
linked to mobility-aid access). This inaugural dashboard is more than a “state-of-the-seniors” snapshot; it
legitimizes social connection as a health indicator on par with diabetes or falls. By recommending that every
health region publish Social Participation Scores within their Quality & Safety metrics, the report embeds
SI&L into core accountability mechanisms, effectively nudging clinicians, planners and Treasury Board alike.
Key Recommendations:

= Adopt community exercise programs proven to improve mobility and reduce loneliness.

= Reduce regional variation in restraint and antipsychotic use in LTC (flagged as isolating factors).

= Expand 211 navigation & digital-literacy supports to improve access to social programs.

=  Prioritise affordable, age-friendly housing and rural transport links.
Practice Implications:

= Use thereport’s benchmarks to set quality-improvement targets in primary care, LTC and

home-care teams.
= Collect local data on social-participation and include it in annual quality reports.
=  Advocate for transport vouchers or tele-wellness platforms where travel is a barrier.

= Secondary analysis of Statistics Canada
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= Canadian Institute for Health Information

= provincial administrative data

= rapid evidence review on exercise & loneliness

=  externalvalidation by a 12-member data advisory panel

Seniors’ Health and Well-Being Plan for Newfoundland and Labrador
Government of Newfoundland and Labrador, Departments of Health & Community Services and
Children, Seniors & Social Development. (2024, July 29). Seniors’ Health and Well-Being Plan for
Newfoundland and Labrador. https://wellbeingnl.ca/wp-content/uploads/2024/07/24150-Seniors-Health-
and-Well-Being-Plan-July-29-v2-1.pdf Wellbeing NL
Description: 10-year strategic plan built on three action pillars: (1) Improve well-being & social connection, (2)
Establish Centres of Excellence in Aging, (3) Strengthen care-continuity. Framed as a 10-year,
whole-of-government strategy, the Plan braids together three policy threads: (1) Health Accord NL’s
“Connected Communities” blueprint, (2) the federal Healthy Aging priorities, and (3) NL’s fiscal reality of
dispersed, ageing, low-density populations. It pledges $27 million in seed funding and introduces “Aging Well
at Home” social-prescribing pilots, a provincial Loneliness Screening Question for EMRs, and
rural geriatric-outreach vans that combine medical, social-work and recreation therapy services.
Key Recommendations:

= Expand 211 and create Aging-Well-at-Home grants for social-connection projects.

=  Scale the Dementia-Friendly Communities model across the province.

=  Fund inter-generational program guide and Age-Friendly Communities Fund to stimulate local

action.

= Develop senior-friendly EDs, ACE units and geriatric outreach teams that screen for loneliness.
Practice Implications:

=  Primary-care teams to add a social-connection question to annual wellness checks.

= Hospital discharge planners must link isolated seniors to funded community programs.

= AW ED and LTC staff to receive dementia-friendly and ageism training.
Methods:

=  Province-wide engagement sessions (50+ town-halls, online survey n=1 700)

= literature scan of WHO healthy-aging frameworks

= inter-departmental working group drafting and iterative review with NL Health Services

Seniors’ Social Inclusion Initiative — Guidelines & Application Package 2024-25
Government of Newfoundland and Labrador, Children, Seniors and Social Development. (2024). Seniors’
Social Inclusion Initiative: Guidelines and Application
Package 2024-25. https://www.gov.nl.ca/cssd/grants/seniors-social-inclusion/ Government of Newfoundland
and Labrador
Description: Annual micro-grant stream (up to $3 000) enabling 50+ clubs, Indigenous elders’ circles and LTC
auxiliaries to run SI&L-targeted projects — with an added envelope for inter-generational activities. While the
grants are modest, the program’s policy significance lies in its equity lens and learning agenda. Priority
scoring is weighted toward Indigenous, ethnocultural and LGBTQ2S+ seniors, and toward rural communities
where population loss erodes informal networks. Applicants must map how their activity intersects with at
least one determinant—transport, digital access, housing, cultural identity—ensuring projects move beyond
“tea and bingo.” A template mini-logic-model and pre-post loneliness scale (3-item UCLA) are supplied; the
province aggregates results annually to refine larger policy levers.
Key Recommendations:

=  Projects must address social participation, healthy aging, mental wellness or overall well-being.

= Mandatory simple evaluation (attendance & participant-feedback template supplied).

= Encourage partnerships with health regions, libraries and recreation departments.
Practice Implications:

= Clinicians can co-sign grant applications to embed health topics (e.g., fall-prevention walks).

= Social workers can channel lonely patients to nearby funded activities.

= Projectfinal-report data feed local Community Health Needs Assessments.
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Methods:
= Program revision informed by previous recipients’ surveys (2019-23)
= Internal grant-outcome analysis
= Alignment with the 2024 Seniors’ Health & Well-Being Plan

Age-Friendly Newfoundland and Labrador Communities Program - refreshed guidance
Government of Newfoundland and Labrador, Children, Seniors and Social Development. (2023). Age-Friendly
Newfoundland and Labrador Communities Program [web resource]. https://www.gov.nl.ca/cssd/seniors/age-
friendly-newfoundland-and-labrador-communities/ Government of Newfoundland and Labrador
Description: Portal that packages WHO Eight Domains + the Canadian Five Milestones into NL-specific
funding, training and evaluation tools for municipalities and regional health authorities. After 15 years of
incremental uptake, the 2023 refresh recalibrates the program from a built-environment focus to a well-being
and social inclusion lens. The provincial team now offers a Community of Practice that pairs municipal
planners with regional health-authority public-health nurses, signalling that age-friendly work is as much
about social prescribing and mental health promotion as sidewalk gradients.
Key Recommendations:

= Establish an age-friendly advisory committee with seniors’ voices.

=  Pass a municipal resolution committing to age-friendly action.

= Develop and publicly post an evidence-based action plan.

=  Measure and report progress annually.
Practice Implications:

= Health-authority community-development nurses can sit on municipal advisory committees.

=  Primary-care clinics can use the age-friendly checklists to audit accessibility &

social-participation supports.

=  Adapted from the Public Health Agency of Canada Toolkit
= Ongoing iterative updates based on municipalities’ annual reports assessed by Age-Friendly staff

Health Accord NL — Our Province. Our Health. Our Future
Health Accord NL Task Force. (2022, February 17). Our Province. Our Health. Our Future: A 10-Year Health
Transformation for Newfoundland and Labrador. https://www.healthaccordnl.ca/wp-
content/uploads/2022/02/HANL_Report_Document_Web_modFeb28-2022.pdf
Description: System-wide accord that positions “social connection as a determinant of health” and calls for
a Connected Communities strategy, social prescribing pilots and a new balance of community vs. hospital
services. The Accord reframes NL’s health debate around social determinants and population resilience,
naming social isolation as a “risk amplifier” across the care continuum. Its Connected Communities chapter
calls for merging health, housing and social-care budgets to fund Navigator Hubs—one-stop centres where
seniors can access primary care, community kitchens and peer-support networks.
Key Recommendations:

= Implement social-care teams that include community navigators and peer connectors.

=  Expand virtual-care and tele-wellness to mitigate rural isolation.

= Integrate social-connection metrics into primary-care quality dashboards.
Practice Implications:

=  Family-practice networks expected to offer social-prescribing and volunteer-linkage options.

=  Community health nurses to lead “loneliness screening + referral” initiatives.

= Hospital discharge protocols to include social-support assessments.

=  Public dialogue sessions

=  Written briefs, six thematic committees,
= Indigenous Advisory Group

=  External literature

=  Consensus workshop
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Capacity Grant Program 2020-21: Community Seniors’ Support Stream
Government of Newfoundland and Labrador, CSSD. (2020, Nov 2). Capacity Grant Program 2020-21:
Community Seniors’ Support Stream — Call for Applications.
https://www.gov.nl.ca/cssd/news/applications-for-capacity-grant-program-being-accepted/
Description: Funding notice that relaunched the Community Seniors’ Support Stream after COVID-19’s first
wave. Explicit objective: “reduce social isolation of seniors by strengthening the capacity of community
organizations.” Offers up to $5 000 / project and requires a brief loneliness-impact statement.
Key Recommendations:
= Transport, digital access, housing, cultural connection.
=  Simple evaluation: attendance + 3-item UCLA Loneliness Scale.
= Partnerships with health regions or municipalities score bonus points.
=  Preference for projects serving rural, Indigenous, LGBTQ2S+ or low-income seniors.
Practice Implications:
= Health-care teams can co-author grant bids—for example, embedding a Link-Worker-led
walking group.
= Discharge planners can refer isolated patients to newly funded programmes within weeks of
discharge.
= Home-care nurses can use the grant’s evaluation template to monitor clients’ social outcomes.

= Rapid needs-assessment survey of 48 seniors’ organizations
= Alignment check with Budget 2020 annex on “Supporting Seniors & Inclusive Communities.”

Provincial Advisory Council on Aging and Seniors — Work Plan
Provincial Advisory Council on Aging and Seniors (PACAS). (2016, June 21). Meeting Notes & 2016-17
Work-Plan Themes. https://www.gov.nl.ca/cssd/files/publications-pdf-seniors-pacas-meeting-notes-june-
20-21-2016.pdf
Description: Work-plan sets PACAS’s advisory focus for 2016-17. One of three flagship themes is “social
isolation of low-income & rural seniors.” The document frames isolation as both a public-health and an
equity issue, providing a lens for subsequent CSSD grants. Rather than produce abstract recommendations,
PACAS forced each idea through a “practice test.” Members asked: “Could a home-care nurse action this
tomorrow? Could a municipal rec director action it this budget cycle?” This pragmatism birthed concrete
levers: loneliness screen in primary-care annual reviews — one yes/no item plus warm referral to 211;
volunteer-driver coop pilots — to be co-funded by Transportation & Works;
inter-ministerial data-sharing clause — enabling 811 and 211 to exchange de-identified demographics so
isolation can be tracked in real time.
Key Recommendations:

= Recommend cross-ministry task-force (health, housing, transport)

=  Pilot rural volunteer-driver schemes and inter-generational programmes

= Advise integrating loneliness screening into primary-care annual reviews
Practice Implications:

= Clinicians can lean on PACAS’s “isolation hot-spot” evidence to justify mobile clinics or outreach

=  Primary-care teams gain policy backing for adding a loneliness question to wellness checks

= |LTC and community-care managers can cite PACAS when lobbying for transport subsidies
Methods:

= Two-day facilitated meeting

= nominal-group technique to rank priorities

= draft circulated electronically to all 15 council members for final consensus.
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Yukon

Ministry

Yukon does not have a standalone Ministry of ‘Social Isolation and Loneliness’ or ‘Seniors’. Instead, issues
related to social isolation and loneliness, especially among older adults, are addressed through a
combination of efforts led by existing departments and agencies.

Yukon Seniors Policy Framework: Enhancing Community Connections and Healthy Aging.
Yukon Government. (2023). Yukon Seniors Policy Framework: Enhancing Community Connections and
Healthy Aging. Retrieved from https://yukon.ca/policies/seniors-policy-framework
Description: A government-produced strategic framework that outlines goals and actions to promote healthy
aging, reduce social isolation, and enhance community participation for older adults in Yukon. The report
highlights intersectoral collaboration between health services, transportation, social services, and
community organizations. Rather than treating aging as a standalone issue, the Framework weaves together
strategies for proactive outreach, culturally attuned programming, and infrastructure development—ensuring
that seniors remain both visible and valued in all facets of territorial life. Emphasis is placed on creating
mechanisms for ongoing dialogue between government, Indigenous leaders, and community stakeholders,
so that evolving needs are continuously surfaced and met. By grounding its recommendations in local
demographic trends and international best practices, the Framework balances ambitious territory-wide goals
with the flexibility needed for rural, remote and urban contexts alike.
Key Recommendations:
= Strengthen community engagement initiatives through subsidies and infrastructure development
for age-friendly spaces.
= Enhance integrated health and social service models that incorporate mental health outreach
and home-based care.
=  Expand transportation and mobility programs to support seniors’ access to community
resources.
= Increase digital literacy and access initiatives to overcome technology barriers among older
adults.
Practice Implications:
=  Proactively screen for signs of social isolation during routine assessments.
=  Collaborate with community agencies to refer isolated seniors to local programs and resources.
= Incorporate culturally appropriate and community-tailored outreach, particularly for Indigenous
populations.
= |everage telehealth and digital tools to maintain contact with remote or mobility-limited
patients.

Methods:
= Comprehensive literature review of best practices in aging and community health.
=  Consultations with local stakeholders including seniors, community organizations, and
municipal leaders.
=  Analysis of regional demographic data and service utilization patterns.
=  Policy benchmarking against other northern jurisdictions and international age-friendly
standards.

Age-Friendly Community Initiative Report: Local Strategies to Combat Social Isolation

City of Whitehorse Municipal Government. (2021). Age-Friendly Community Initiative Report: Local Strategies
to Combat Social Isolation https://whitehorse.ca/initiatives/agefriendly

Description: This municipal report details a set of local interventions and infrastructure improvements
designed to create more inclusive public environments and community spaces that support the social needs
of older adults. It goes beyond describing physical modifications—such as improved lighting and seating—
and delves into the softer dimensions of community life: how local traditions, cultural expressions, and
intergenerational activities have been mobilized to foster new points of connection. The Report highlights the
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importance of ongoing co-design with older adults themselves, illustrating how listening circles and feedback
loops have shaped service offerings. Crucially, it casts age-friendliness as a shared civic value, rather than a
niche program, by demonstrating how universal design and inclusive programming benefit everyone.
Key Recommendations:
=  Design and retrofit public spaces to promote safe and accessible social interactions.
= Develop and support community centers and hubs dedicated to senior activities and events.
= |mplement volunteer and peer-support programs to connect isolated seniors with active
community members.
= Foster partnerships between local government, non-profits, and private sector stakeholders.
Practice Implications:
= Encourage patients to take advantage of local community centers and social programs.
=  Stayinformed about municipal outreach initiatives to better guide referrals.
= Advocate for intersectoral collaborations that integrate health and urban planning.
=  Monitor environmental factors (e.g., transportation, accessibility) that impact seniors’ social
participation.

Methods:
=  Field surveys and community consultations with seniors and service providers.
=  Geographic mapping of community assets and areas lacking accessible services.
=  Review of municipal planning documents and urban design best practices.
=  Pilot project evaluations and feedback sessions from program participants.

Reducing Social Isolation in the Yukon: A Community-Based Outreach Approach

Seniors Yukon. (2020). Reducing Social Isolation in the Yukon: A Community-Based Outreach Approach.
https://seniorsyukon.ca/reports/outreach-2020

Description: An NGO-led report that documents community-based approaches to reducing isolation among
older adults. It focuses on innovative outreach programs, digital inclusion projects, and intergenerational
activities spearheaded by local advocacy groups. It paints a vivid picture of community workers who traverse
long winter roads to deliver not only essential supplies but also moments of companionship, and of digital
mentors who patiently guide newcomers through online platforms. The narrative underscores the ways in
which local context—seasonal migration patterns, linguistic diversity and Indigenous knowledge traditions—
shapes the outreach methods employed. By weaving together qualitative stories and quantitative snapshots
of social well-being, the report argues that community-driven approaches are indispensable complements to
top-down policy.

Key Recommendations:
= Scale up community outreach programs that include regular social events and peer-support
groups.

= Enhance digital literacy training to help seniors connect online with family, friends, and services.
=  Develop targeted initiatives for high-risk groups, including homebound and rural seniors.
= Secure sustainable funding for volunteer-driven initiatives and community programs.
Practice Implications:
= |dentify and refer isolated seniors to community outreach and digital literacy programs.
=  Collaborate with NGO partners to establish interagency communication pathways.
= |ntegrate community resource mapping into patient care plans.
=  Provide feedback to program coordinators based on patient outcomes to improve service design.

= Stakeholder interviews with seniors, caregivers, and community volunteers.

=  Mixed-method surveys assessing the social well-being and digital access of older adults.
=  Comparative analysis of similar community programs in other regions.

= Review of program implementation data and service utilization statistics.
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Community Volunteers and Peer Networks: Best Practices for Reducing Senior Isolation
Yukon Community Health Alliance. (2018). Community Volunteers and Peer Networks: Best Practices for
Reducing Senior Isolation https://ychalliance.yukon.ca/reports/peer-networks-2018
Description: A collaborative report from a public—private partnership that examines the role of community
volunteers and peer networks in mitigating social isolation among older adults in Yukon. The document
outlines practical models and scalable approaches for community engagement. Instead of presenting
volunteerism as an add-on, it reveals how structured training, professional support, and clear role definitions
enable volunteers to act as credible connectors between formal services and isolated individuals. The text
details how peer networks—not simply sociable gatherings but structured cohorts—leverage shared life
experiences to foster trust and sustained engagement. By tracing the life cycle of these programs—from
recruitment through reflective evaluation—the review surfaces lessons on volunteer retention, community
ownership and the subtle art of matching personalities as much as needs.
Key Recommendations:

= Develop structured training programs for community volunteers to serve as “buddies” or

navigators for isolated seniors.
=  Create sustainable peer-support networks that enhance community resilience through shared
activities.

= Integrate volunteer programs with formal healthcare and social support services.

=  Monitor and evaluate volunteer impact to ensure quality and continuous improvement.
Practice Implications:

= Utilize community volunteer programs to complement clinical care for isolated seniors.

= Engage with volunteer coordinators to tailor services for patients with specific needs.

= Reinforce the importance of social networks in care plans to prevent adverse health outcomes.

=  Partner in regular review meetings to share insights and improve program effectiveness.

= Case studies of successful volunteer programs across Yukon communities.

=  Surveys and focus groups with volunteers, seniors, and healthcare staff.

= Quantitative analysis of health outcomes related to social connectivity improvements.

= Cross-sector meetings with key stakeholders from community organizations and local
government.

Integrated Service Models for Aging Populations: Recommendations for Yukon
Yukon Policy Institute. (2016). Integrated Service Models for Aging Populations: Recommendations for Yukon
https://yukonpolicy.ca/reports/aging-integratedservices-2016
Description: A think tank report offering policy recommendations for developing integrated service models
that combine health, housing, and social support services to address the multifaceted challenge of
loneliness and social isolation among seniors in Yukon. Framed by a think-tank’s comparative analysis of
integrated care frameworks, this report advocates for a seamless “one-stop” model in which healthcare
providers, social workers, housing agencies and community planners jointly design and deliver services. It
moves past high-level theory to explore concrete governance structures—such as cross-sector steering
committees and pooled funding agreements—that can dismantle service silos. The narrative shows how pilot
projects in both Whitehorse and surrounding communities have tested integrated intake processes and
shared electronic records, offering early evidence that older adults benefit from a single coordinated care
pathway.
Key Recommendations:

=  Fosterintersectoral partnerships between healthcare, housing, and social service agencies.

= |Implement a “one-stop-shop” model for service delivery that simplifies access for older adults.

=  Prioritize funding for pilot programs that test integrated approaches in both urban and remote

communities.

= Regularly evaluate service integration outcomes to fine-tune policy implementations.

Practice Implications:
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= Advocate for and participate in integrated care teams that include social work and housing
support professionals.

= Recognize the benefits of a streamlined service model in reducing administrative burdens and
improving patient outcomes.

= Engage in continuous professional development to understand integrated care protocols.

= Provide frontline feedback to policymakers about barriers encountered in practice, fostering
iterative improvement.

Methods:

=  Policy analysis comparing regional and international integrated service models.

= In-depth interviews with stakeholders from health, social services, and housing sectors.

= Review of pilot program reports and outcome evaluations from Yukon communities.

= Scenario planning and cost-benefit analyses of integrated service delivery models.

Northwest Territories

Ministry

The Northwest Territories does not have a dedicated ministry of ‘Social Isolation and Loneliness’ or ‘Seniors’.
Instead, issues related to social isolation and loneliness—especially among older adults—are typically
addressed within broader government departments such as Health and Social Services.

Aging Well in the Northwest Territories: Integrated Health and Social Services Framework
Government of the Northwest Territories. (2022). Aging well in the Northwest Territories: Integrated health and
social services framework. https://www.hss.gov.nt.ca/agingwell2022
Description: This territorial report outlines a comprehensive framework for enhancing community support
and service integration for older adults. It emphasizes the need for adaptable, culturally sensitive models of
care that combine health, social services, and community resources to combat social isolation in remote and
Indigenous communities. Drawing on demographic data from every NWT region, it outlines a shared
governance structure that brings together territorial health authorities, Indigenous governments and
municipal councils. By emphasizing co-planning and joint budgeting, the Framework moves beyond pilot
projects, setting the stage for routine cross-sector case conferences and unified electronic care plans that
follow a senior wherever they live—be it Yellowknife or the smallest fly-in community.
Key Recommendations:

= Expand telehealth and mobile outreach services to ensure access in remote communities.

= |nvestin community-based eldercare and localized support networks.

= Enhance digital connectivity and literacy among seniors to foster virtual engagement.

= Incorporate culturally appropriate programming that reflects Indigenous traditions and
Practice Implications:

= Adopt collaborative care approaches that integrate mental and physical health services.

= Engage in continuous cultural competency training to better serve Indigenous populations.

= Utilize proactive outreach strategies (e.g., scheduled check-ins) to identify and support isolated

patients.

= |everage digital tools (telemonitoring, virtual consultations) to overcome geographical barriers.
Methods:

= Comprehensive literature review of existing health and social service models.

= Stakeholder consultations including community leaders, elders, and healthcare providers.

= Pilot evaluations of regional programs and subsequent impact assessments.

= Data analysis from regional health databases and service usage metrics.

Reducing Social Isolation Among NWT Seniors: Policy brief
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Northwest Territories Seniors Association. (2020). Reducing social isolation among NWT seniors: Policy brief
https://www.ntsa.ca/reducingSlI
Description: This policy brief from a local advocacy group focuses on the challenges of social isolation
among older adults in the Northwest Territories. It documents barriers such as limited transportation, sparse
community infrastructure, and digital divides, and proposes solutions designed to foster stronger community
networks and peer support systems. Grounded in interviews with elders and caregivers, it synthesizes
hard-won insights into a set of actionable policy levers: flexible funding for community navigators, incentives
for rural nurse practitioners to screen for loneliness, and agreements with indigenous language associations
to produce culturally resonant outreach materials. By shining a light on the lived experience of isolation in the
North’s vast geography, the Brief galvanizes decision-makers to target resources where they matter most.
Key Recommendations:

= Establish community hubs that act as centralized locations for social, cultural, and recreational

activities.

= Develop volunteer and intergenerational networks to encourage community participation.

= Advocate for better transportation options and digital infrastructure in remote areas.

= Enhance collaboration with local service providers to ensure tailored support.
Practice Implications:

= |ncorporate routine social connection assessments as part of patient evaluations.

= Partner with community organizations to refer and support isolated seniors.

= Integrate awareness of local resources and programs into discharge and follow-up plans.

= Encourage and support participation in community-based health promotion activities.
Methods:

= Qualitative community surveys targeting older residents and their families.

= Focus groups and interviews with local healthcare providers and community organizers.

= Review of local service availability and barriers identified through field research.

= Analysis of case studies from comparable remote communities.

Innovative Community Solutions for Aging in the North
Northern Policy Institute. (2019). Innovative community solutions for aging in the North
https://www.npi.ca/innovative-aging
Description: This report from a regional think tank examines innovative solutions and cross-sector models to
mitigate social isolation among older adults in northern communities. It explores creative approaches for
integrating digital and community engagement strategies, drawing upon case studies and comparative
analysis of northern regions. This compendium of local success stories showcases how humble community
kitchens can double as digital drop-in hubs, how a refurbished school bus can host weekly tai chi lessons,
and how bartering networks of household chores and child-minding restore both autonomy and connection.
By framing innovation as adaptation to environment and culture, the report celebrates the resourcefulness of
NWT communities in knitting bonds across generations.
Key Recommendations:

= Develop and fund digital literacy programs to empower seniors in using communication technologies.

= Foster cross-sector collaboration among health, transportation, cultural, and technology sectors.

= Support local volunteer initiatives and peer support networks that bridge isolation gaps.

= Implement data-driven approaches to monitor program effectiveness and refine interventions.
Practice Implications:

= Incorporate training in digital tools and telehealth platforms to better engage with isolated patients.

= Engage in interdisciplinary teamwork to coordinate care that extends beyond the clinical setting.

= Use community-based data to tailor interventions that meet the unique needs of regional populations.

= Advocate for policies that secure resources for technology and transport solutions in remote areas.
Methods:

= Mixed-method research combining quantitative surveys and qualitative interviews.

= Comparative case studies of similar northern and remote community models.

= Policy analysis of existing regional health and social care frameworks.

= Workshops and roundtable discussions with stakeholders from multiple sectors.
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Indigenous Eldercare and Community Connectivity Guidelines
Gwich’in Eldercare Advisory Council. (2018). Indigenous eldercare and community connectivity guidelines
https://www.gwichin.ca/eldercare-guidelines2018
Description: Produced by an Indigenous advisory group, these guidelines aim to address social isolation
among older Indigenous adults by integrating traditional practices with modern care approaches. The
document stresses the importance of culturally relevant support systems and community-led initiatives in
promoting elder wellbeing. These Guidelines foreground the role of language, ceremony and land-based
practice in sustaining elders’ social well-being. They describe how community healing lodges, seasonal
harvesting outings and intergenerational craft circles can be woven into formal care plans, ensuring that
Indigenous seniors remain central to cultural transmission and collective memory. Far from a one-size-fits-all
approach, the Guidelines invite local councils to adapt protocols—such as home visits that begin with
drumming or story exchange—to fit each community’s history and values.
Key Recommendations:
= Integrate traditional practices: Embed Indigenous cultural activities and traditional healing practices
into eldercare programs.
= Foster intergenerational connectivity: Encourage initiatives that bring together different age groups
to facilitate mentorship, cultural transmission, and social support.
= Enhance community-led support: Develop grassroots peer support networks and local elder advisory
panels to tailor services to community needs.
Practice Implications:
= Culturally informed care: Undergo training in cultural competency and Indigenous health practices to
deliver sensitive, respectful care.
= Collaborative engagement: Act as liaisons with community leaders and Indigenous organizations to
integrate traditional and modern care practices.
= Holistic assessment: Incorporate both physical and cultural determinants of health when assessing
the social needs of Indigenous seniors.
Methods:
= Participatory action research involving extensive community consultation and stakeholder workshops.
= Structured interviews with Indigenous elders and community caregivers.
= Review of existing Indigenous health and community connectivity frameworks.
= Collection and analysis of qualitative data through focus groups with community members.

Community Health and Wellness Strategy for Remote Seniors
Government of the Northwest Territories. (2016). Community health and wellness strategy for remote seniors
https://www.hss.gov.nt.ca/remote-seniors2016
Description: This government-developed strategy offers a comprehensive approach to promoting health and
wellness among seniors residing in remote communities. The document outlines service innovations—
including localized wellness centers and enhanced telehealth integration—to mitigate isolation and improve
care accessibility. It assigns rotating multidisciplinary teams—comprising a nurse, an occupational therapist
and a cultural liaison—to six-week circuits, combining clinical care with wellness workshops and informal
gatherings. The Strategy also codifies the role of local wellness champions—often seniors themselves—who
help schedule visits, translate medical advice into local dialects and spark small-group check-ins that bridge
the long intervals between professional visits.
Key Recommendations:
= Develop local wellness hubs: Create community centers that serve as focal points for health, social,
and cultural activities.
= Expand telehealth infrastructure: Broaden the reach of telehealth services to monitor and support
seniors remotely.
= |Improve transportation: Enhance transportation options to facilitate in-person care and community
participation.
Practice Implications:
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= Utilize multidisciplinary teams: Work collaboratively across specialties to address both the medical
and social needs of isolated seniors.

= Routine digital integration: Implement digital monitoring tools and virtual consultations to stay
connected with remote patients.

= Community engagement: Proactively participate in community outreach and wellness programs to
bridge service gaps.

Methods:

= Comprehensive literature review of health and wellness models from similar remote regions.

= Analysis of regional service utilization data to identify care gaps.

= Consultations with Indigenous elders, community leaders, and frontline healthcare providers.

= Pilot program evaluations to test the feasibility of proposed interventions.

Remote Community Support and Integration Framework
Northern Policy Institute. (2015). Remote community support and integration framework: Addressing social
isolation in northern communities https://www.npi.ca/supportintegration2015
Description: This think tank report examines the challenges imposed by remoteness and sparse service
delivery in northern communities and proposes an integrated framework designed to support social
connectivity and overall wellbeing in these settings. It focuses on the structural and systemic changes
needed to counteract social isolation among older adults. This Framework lays the groundwork for seamless
hand-offs between territory-wide programs and hyper-local supports. For instance, a network of Community
Connectors who liaise between seniors, health providers and social agencies. Equipped with tablet
computers and portable internet hotspots, Connectors facilitate virtual specialist consults, schedule
volunteer visits, and ensure that discharge plans from regional hospitals are enacted promptly back home. By
standardizing referral protocols and data-sharing agreements, the Framework transforms the logistical maze
of remote care into a navigable pathway—one that places social connection at its very core.
Key Recommendations:
= Strengthen local partnerships: Enhance collaboration between community organizations, local
governments, and healthcare providers to build sustainable networks of care.
= Expand mobile outreach: Increase the use of mobile health units and telehealth services to deliver
care directly in remote areas.
= Improve digital connectivity: Invest in broadband and digital literacy programs to facilitate virtual
engagement for isolated seniors.
Practice Implications:
= Proactive community assessments: Incorporate routine evaluations of a patient’s social
environment during clinical visits to identify isolation risks.
= Adopt flexible service delivery models: Engage in training for mobile and telehealth service delivery,
thus broadening access to isolated populations.
= Emphasize cultural sensitivity: Utilize communication strategies that are respectful of local
Indigenous cultures and regional social norms.

Methods:
= Mixed-method research combining quantitative surveys and qualitative focus groups with community
members.

= |n-depth stakeholder interviews with healthcare workers, local leaders, and service providers.
= Analysis of regional healthcare service data and review of comparable northern models.

Nunavut

Ministry

Nunavut does not have a dedicated ministry of ‘Social Isolation and Loneliness’ or ‘Seniors’. Instead, issues
related to social isolation and loneliness—particularly among older adults—are addressed within the
mandates of the Department of Health and Social Services.
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Nunavut Mental Health and Wellness Strategy Update: Enhancing community connectedness in older
adults.
Nunavut Department of Health and Social Services. (2022). Nunavut mental health and wellness strategy
update: Enhancing community connectedness in older adults. http://www.gov.nu.ca/health/mental-health-
wellness-strategy-update
Description: This strategy update builds on previous mental health initiatives with a special focus on reducing
social isolation among older adults. It reinforces the integration of culturally sensitive mental health supports
with community outreach efforts. Rather than treating mental health services as discrete clinical
appointments, the Strategy weaves them into the rhythms of community life—building regular “wellness
circles” alongside land-based activities, training frontline workers to view loneliness as a vital sign, and
embedding mental health check-ins into routine home visits. By framing social connection as both a
protective factor and an outcome of care, the update reshapes how programs are designed, funding is
allocated, and success is measured, ensuring that every therapy session, public gathering or informal visit
contributes to a broader tapestry of belonging for Nunavut’s elders.
Key Recommendations:
= Expand community-based mental health services with a focus on outreach to isolated older adults.
= Embed culturally grounded practices and traditional knowledge in mental health programs.
= Enhance communication networks between healthcare providers and community leaders to ensure
follow-up care.
Practice Implications:
= Incorporate culturally sensitive mental health screenings and regular check-ins during home and
community visits.
= Facilitate connections between patients and local community or cultural programs.
= Engage in training to better understand the cultural nuances and historical context influencing mental
health in Nunavut.
Methods:
= Mixed-method approach including literature review and data analysis of local health statistics.
= Community consultations and structured interviews with elders and cultural leaders.
= Evaluation of pilot programs and service delivery outcomes.

Nunavut Elders Strategy and Policy Framework: Empowering elder connectivity and well-being
Government of Nunavut. (2019). Nunavut elders strategy and policy framework: Empowering elder
connectivity and well-being. http://www.gov.nu.ca/elders-strategy
Description: This policy framework focuses on strengthening the role of elders as cultural knowledge keepers
while simultaneously addressing issues of social isolation. It promotes community engagement and
intergenerational programming as core pillars of healthy aging. It articulates a vision in which traditional
knowledge keepers are not peripheral beneficiaries but central architects of programming: elders guide the
co-creation of intergenerational workshops, lead community feasts where cultural teachings are shared, and
advise on the design of drop-in centres that feel like home. Through a combination of formal policy
mechanisms—such as annual Elder Councils with legislative support—and informal mentorship networks,
the Framework transforms connectivity from a service to be provided into a right to be woven into every
aspect of territorial governance and social planning.
Key Recommendations:

= Establish and support formal elders’ councils at the community level.

= |nvestin community centers and drop-in hubs specifically designed for older adults.

= Develop intergenerational programs that integrate elders with youth and community activities.
Practice Implications:

= Promote and refer patients to community-based elder programs and cultural centers.

= Use culturally respectful communication and consider elders’ traditional roles in treatment planning.

= Collaborate with local elders’ councils to better tailor care interventions.
Methods:
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= Stakeholder engagement through community focus groups and public consultations.
= Review of regional demographic and service data to assess gaps in elder care.
= Comparative analysis of traditional practices and contemporary service models.

Strong Elders Initiative
Strong Elders Initiative. (2018). Stronger elders, stronger communities: Policy brief on reducing social
isolation among Nunavut’s older adults. http://www.strongelders.nu.ca/policybrief
Description: Developed by a local advocacy group, this policy brief recommends targeted, community-driven
approaches to alleviate loneliness among older adults. It emphasizes the significance of local infrastructure
and culturally resonant programming in promoting social well-being. Seed funding flows to hamlets choosing
to launch peer-led walking groups, storytelling circles, or art-making sessions—each designed and run by
local elders alongside younger volunteers. What unites these varied efforts is a principle of reciprocity: every
project both honors the leadership of elders and equips them with new tools—whether digital cameras,
community kitchens or portable saunas—to continue sharing wisdom while deepening social bonds. Over
time, these micro-ventures knit together into a network of “Strong Elders” who not only support one another
but also serve as living hubs for bridging generations and healing the fractures of isolation.
Key Recommendations:

= Create dedicated local elder centers and community hubs.

= Increase funding for transportation and accessibility to reduce geographic isolation.

= Establish routine social check-in protocols through volunteer and community networks.
Practice Implications:

= Recognize early signs of social isolation during patient interactions and home visits.

= |nform patients about community resources and volunteer initiatives tailored for older adults.

= Integrate social and emotional well-being assessments as part of routine healthcare screenings.
Methods:

= Stakeholder interviews with community members, elders, and local service providers.

= Evaluation of pilot projects assessing the impact of community social programs.

= Review of existing literature on social isolation in remote regions.

Nunavut Health Collaborative Partners
Nunavut Health Collaborative Partners. (2016). Collaborative partnerships and pilot projects report:
Integrating traditional practices with modern healthcare to combat elder
isolation. http://www.nunavutcollab.nu.ca/pilot-report
Description: This report documents several pilot projects where government bodies and NGOs collaborated
to blend traditional cultural practices with modern healthcare delivery. The focus is on creating “buddy
systems” and community outreach programs to reduce isolation. This partnership breaks down institutional
walls by convening quarterly action tables where data on senior isolation is examined alongside community
narratives, and where frontline care providers and policy-makers jointly pilot innovations—from mobile health
clinics to rotating “Elders-in-Residence” programs in health centres. By committing to shared metrics, pooled
training resources, and rotational staffing exchanges, the Collaborative ensures that solutions developed in
Igaluit can be adapted in Gjoa Haven, with iterative learning driving both policy refinement and service
delivery.
Key Recommendations:

= Scale up pilot projects that successfully integrated cultural practices and healthcare.

= Adopt “buddy systems” where community volunteers provide regular social contact.

= Enhance cross-sector collaborations to ensure seamless integration between health services and

traditional community support.

Practice Implications:

= Actively participate in community outreach initiatives and encourage patient involvement in culturally

relevant activities.

= |everage traditional health practices as complementary methods in care delivery.

= Facilitate interprofessional communication to connect patients with community resources.
Methods:
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= Mixed-methods research that combined qualitative participant observations and structured surveys.
= Focus group discussions with healthcare providers and community members.
= Comparative evaluation of pilot project outcomes against standard care models.

Nunavut Department of Health and Social Services
Nunavut Department of Health and Social Services. (2015). Enhanced home and community care programs
implementation report: Addressing elder isolation through community-based
interventions http://www.gov.nu.ca/home-community-care-report
Description: This report details the implementation of enhanced home and community care programs aimed
at improving the quality of life for older adults. It specifically addresses strategies to mitigate social isolation
through enhanced in-home services and volunteer support. Planners and program leads continuously map
emerging gaps—whether in mid-winter transport to community events or in culturally safe spaces for Inuit
Qaujimajatugangit (traditional knowledge)—and then marshal cross-departmental teams to close them. By
treating social isolation as a public health imperative equal to diabetes or heart disease, the Department
elevates elder well-being to the highest levels of territorial governance, ensuring that every policy, pilot or
program strengthens the invisible yet essential threads that tie Nunavut’s communities together.
Key Recommendations:

= Increase frequency and scope of in-home healthcare visits to include social engagement components.

= Strengthen community volunteer networks to assist with regular social interactions.

= Integrate cultural practices and community traditions into care service plans.
Practice Implications:

= Conduct comprehensive health assessments that include evaluation for social isolation.

= Collaborate closely with community organizations to facilitate non-clinical support services.

= Tailor care plans to incorporate cultural and social activities that resonate with local traditions.
Methods:

= Evaluation of service delivery data and patient outcome statistics.

= Surveys and interviews with patients, caregivers, and healthcare staff.

= Analysis of program effectiveness through pilot trials and community feedback.

Pillar Il: Messo-Level Policies
British Columbia

Social Connections and Community Engagement Programs

Government of British Columbia. (n.d.). Social Connections https://www2.gov.bc.ca/gov/content/family-
social-supports/seniors/health-safety/active-aging/social-connections

Description: The Government of BC continues to promote social connection through programs that
encourage community participation and active aging. These initiatives often include funding community
centers, support for local clubs and activities, and initiatives to integrate social engagement into broader
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health and wellness programs. The approach supports the goals outlined in policy documents like the
Working Together for Seniors Toolkit (2007).
Key Actions:
= Funding and facilitating community centers that provide spaces for seniors to gather.
= Organizing events, classes, and volunteer opportunities aimed at increasing active participation.
=  Coordinating with local health authorities and non-profits to ensure seniors have access to
social resources.
Practice Implications:
= Routinely refer older patients to available local social engagement opportunities.
=  Collaborate with community and provincial initiatives to create comprehensive care plans that
include social well-being.
Evaluation: Government of British Columbia. (2019). Evaluation of the Social Connections Program: Final
Report. Ministry of Social Development & Social Innovation https://www2.gov.bc.ca/assets/gov/family-social-
supports/seniors/reports/evaluation_social_connections.pdf Study findings indicate:
= Improved Awareness & Engagement: The evaluation noted that seniors demonstrated increased
awareness of community resources, and participation in local events significantly improved
overall social connectedness.
= Reduction in Reported Loneliness: Many participants reported a decrease in feelings of
loneliness and isolation following engagement in program activities.
= Successful Outreach Strategies: The report highlighted that targeted outreach efforts were
effective in engaging a diverse range of older adults, though rural areas required additional
attention.
= Need for Sustainability: Recommendations emphasized the importance of continued and
sustainable funding to maintain program reach and effectiveness.

Vancouver Seniors Advisory Committee Initiatives
Vancouver Seniors’ Advisory Committee. (2018). Vancouver Seniors’ Advisory Committee Report on Social
Isolation and Loneliness. City of Vancouver https://vancouverseniorsadvisory.ca/loneliness/
Description: Following its 2018 report, the Vancouver Seniors Advisory Committee has helped catalyze local
action through pilot projects and community outreach programs. These initiatives aim to create more
accessible public spaces, targeted outreach for isolated seniors, and intergenerational projects in
Vancouver.
Key Actions:
= Developing community hubs where older adults can participate in social and cultural activities.
= lLaunching targeted outreach projects to identify and connect isolated seniors with local
resources.
=  Promoting inter-agency collaborations to integrate services among health, housing, and
community organizations.
Practice Implications:
= Engage with local advisory committees to stay informed on emerging community programs.
= Incorporate findings from the Advisory Committee’s recommendations into patient care
planning.
Evaluation: City of Vancouver. (2019). Evaluation Report on Pilot Projects for Reducing Social Isolation among
Seniors. Vancouver City Evaluation Unit
https://vancouver.ca/files/cov/evaluation_pilot_projects_social_isolation.pdf Study findings indicate:
=  Enhanced Community Hub Effectiveness: Community hubs established as part of the pilot
projects helped improve access to social activities and services, positively influencing seniors’
emotional and mental well-being.
= Effective Targeted Outreach: Strategies for identifying isolated seniors were generally
successful; the tailored approaches led to better access to resources for vulnerable
populations.
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= Improved Inter-agency Coordination: The evaluation found that enhanced collaboration
between municipal agencies and non-profit organizations contributed to a more cohesive
service delivery network.

= |dentified Implementation Gaps: Challenges remained in achieving uniform inclusivity across all
demographics, suggesting the need for further refinement in reaching the most isolated groups.

Seniors on the Move - BEST (Better Environmentally Sound Transportation)
Better Environmentally Sound Transportation. (n.d.). Seniors on the
Move https://en.wikipedia.org/wiki/Better_Environmentally Sound_Transportation
Description: This initiative focuses on addressing transportation barriers for seniors—a known contributor to
social isolation. By improving access to reliable, community-based transportation services, the program
aims to enable seniors to attend social events, healthcare appointments, and other community activities
with greater ease.
Key Actions:
=  QOperating a Seniors Transportation Hub and Hotline in collaboration with bc211.
=  Partnering with local transit providers to offer targeted services for older adults.
= Utilizing real-time data and feedback to optimize service routes and availability.
Practice Implications:
= Encourage older adults to use the transportation services to access social and health services.
= Coordinate with local transportation programs to arrange accessible travel plans for patients
with mobility issues.
Evaluation: BC211 and Partners. (2018). Seniors on the Move: Program Effectiveness and Impact Evaluation
https://www.bc211.ca/reports/seniors_on_the_move_eval2018.pdf Study findings indicate:
= |ncreased Accessibility: Seniors benefited from the improved transportation services, with
evaluations showing a significant uptick in the use of community and health-related services.
= Positive Impact on Independence: Enhanced mobility was directly linked to increased feelings of
independence and reduced social isolation.
= Data-Driven Service Improvements: Feedback and performance data were successfully used to
optimize service routes and operational hours, which further increased user satisfaction.
= Recommendation for Geographic Expansion: Despite success in urban centers, the study
recommended extending services to cover under-served and rural areas to ensure broader
reach.

United Way BC’s Healthy Aging Programs
United Way British Columbia. (2023). Healthy Aging: A Year in Review 2023-24 https://uwbc.ca/wp-
content/uploads/2022/07/uwbc-ha-year-in-review-2023-24-screen.pdf
Description: United Way BC supports a network of programs targeting healthy aging and social inclusion.
These community-driven projects are designed to empower seniors by providing capacity-building
opportunities, ensuring that programs are responsive to the evolving needs of older adults.
Key Actions:
= Funding and supporting various local initiatives that offer social, educational, and recreational
opportunities.
= Facilitating partnerships between non-profits, local businesses, and government agencies to
expand service reach.
= Utilizing community feedback to continuously improve program offerings and accessibility.
Practice Implications:
= Maintain an updated list of community resources to which older patients can be referred.
=  Work closely with community partners to support social well-being as part of holistic
healthcare.
= Engage in community events to better understand local needs and available services.
Evaluation: United Way British Columbia. (2022). Evaluation Report on Healthy Aging Initiatives in BC.
https://uwbc.ca/reports/healthy_aging evaluation2022.pdf Study findings indicate:
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= Improved Well-Being and Mental Health: Program participants consistently reported
improvements in overall well-being, with reductions in depressive symptoms and higher
satisfaction with life.

=  Success in Capacity-Building: The initiatives were effective in building capacity within local non-
profit organizations, leading to more robust community programming.

= Increased Participation Rates: Evaluations demonstrated high engagement levels in community
events, workshops, and educational programs aimed at fostering social connection.

= Calls for Continued Investment: Findings stressed the need for ongoing funding and the
importance of creating continuous feedback mechanisms to adapt and enhance program
delivery.

= Expansion Potential: Evaluators noted opportunities for scaling the initiatives to reach a wider
demographic, including more culturally and geographically diverse populations.

Policies & Initiatives Specific to Health Care and Social Service Professionals
Active Aging: Strategic Framework

Vancouver Coastal Health Authority. (2017). Active Aging: Strategic Framework for Enhancing Community
Engagement Among Older Adults https://www.vch.ca/public-health/active-aging-strategic-framework

Description: Developed in 2017, this framework was designed to integrate social determinants of health
within public health practice. It provides strategic guidance for community outreach, emphasizing the
importance of social participation as a core element of healthy aging.
Key Actions:
= Implementing community outreach initiatives that identify isolated seniors.
=  Forming local partnerships to co-create social engagement programs.
= Training public health teams to incorporate social connection assessments into routine care.
Practice Implications:
= Incorporate the framework’s guidelines into care plans by assessing social isolation risks.
= Participate in interdisciplinary training sessions aimed at improving community-based
interventions.
Evaluation: Vancouver Coastal Health Authority. (2018). Active Aging Strategic Framework: Process and
Impact Evaluation Report https://www.vch.ca/reports/active-aging-evaluation2018.pdf
Study findings indicate:
=  Effective Outreach Team Performance: The public health outreach teams were effective in
identifying isolated seniors and connecting them to both health and community services.
= Enhanced Training Outcomes: Healthcare workers who participated in the training modules
demonstrated improved skills in assessing social isolation and integrating social determinants
into care planning.
= Improved Service Integration: The framework enhanced collaboration between healthcare
providers, public health, and community organizations, leading to more holistic care models.
=  Positive Quality-of-Life Indicators: Participants reported measurable improvements in quality of
life, though the evaluation noted the need for further support at the local level to sustain these
outcomes.

Working Together for Seniors Toolkit
Federal/Provincial/Territorial Ministers Responsible for Seniors. (2007). Working Together for Seniors: A
Toolkit to Promote Seniors’ Social Integration in Community Services, Programs, and Policies
https://www?2.gov.bc.ca/assets/gov/people/seniors/about-seniorsbc/pdf/working_together.pdf
Description: Although not solely designed for healthcare professionals, this toolkit has components that
directly benefit clinical practice. It includes tools and guidelines that healthcare workers can use to:

= Screen for Social Isolation: The toolkit provides frameworks and checklists that help in

identifying risk factors for loneliness and isolation.
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= Implement Community-Based Interventions: It offers guidance for referring patients to
community services, thereby reducing isolation through social engagement.
=  Foster Collaboration: The toolkit encourages partnerships between healthcare providers,
community organizations, and advocacy groups, which can provide a more holistic approach to
senior care.
Practice Implications:
=  Use screening tools from the toolkit during patient evaluations.
=  Refer patients to community programs as outlined in the toolkit.
= |everage the provided guidelines to advocate for intersectoral solutions that address isolation.
Evaluation: While the toolkit itself has not been the focus of an individual evaluation study, its principles and
implementation may be indirectly assessed within broader reviews of seniors’ services and community
integration programs across British Columbia.

Integrated Seniors’ Mental Health & Social Connection Initiative
BC Ministry of Mental Health and Addictions. (2020). Integrated Seniors’ Mental Health & Social Connection
Initiative: Clinical Guidelines and Referral Framework. Government of British Columbia.
https://www?2.gov.bc.ca/gov/content/health/about-bc-s-health-care-system/mental-health
Description: Several BC mental health services—supported by the BC Ministry of Mental Health and
Addictions—have increasingly focused on the intersection between mental health and social isolation. This
initiative provides training, clinical guidelines, and referral pathways for mental health practitioners working
with older adults. It emphasizes early detection of loneliness as a contributor to mental health challenges
(such as depression and anxiety) and supports the integration of social connection strategies into
therapeutic interventions.
Key Activities:
=  Specialized Training: Clinicians receive education on screening for loneliness and integrating
social connection into treatment plans.
= Referral Pathways: The initiative establishes clear pathways linking mental health services with
community-based social programs.
= Collaborative Networks: Partnerships between mental health services, primary care, and local
community organizations help ensure comprehensive support.
Practice Implications:
= Incorporate standardized loneliness- and isolation-screening tools (e.g., UCLA Loneliness Scale)
into initial and ongoing assessments to identify at-risk older clients.
= Embed social connection goals alongside clinical treatment objectives in individualized care
plans,
= Establish formal referral pathways and regular case-conferences with community agencies
= Provide older adults and their caregivers with education on the health impacts of loneliness and
strategies for building meaningful social ties
Evaluation: BC Ministry of Mental Health and Addictions. (2021). Evaluation Report: Integrating Social
Connection in Mental Health Services for Seniors. Government of British Columbia.
Study findings indicate:
= Enhanced Screening and Referrals: Clinicians reported increased proficiency in identifying
social isolation during mental health assessments. The initiative led to more systematic use of
screening tools and clearer referral pathways between mental health services and community-
based social programs.
= Improved Client Outcomes: Older adults receiving integrated care showed improvements in
self-reported social connectedness and reductions in depressive and anxiety symptoms.
= Stronger Interagency Collaboration: The initiative fostered better links between mental health
services and community organizations, resulting in higher referral uptake and more
comprehensive support for clients.
= Clinician Confidence and Training Impact: Training modules increased clinicians’ confidence in
addressing the intersection of mental health and social isolation, with many reporting that the
practical guidelines enabled more effective care planning.
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Older Adult Social Connection Navigator Initiative
Vancouver Coastal Health Authority. (2019). Older Adult Social Connection Navigator Initiative: Pilot Project
Report. Vancouver Coastal Health Authority. https://www.vch.ca/
Description: In several acute care hospitals across BC, pilot projects have been launched to identify older
adults at risk of social isolation during hospital admissions. The “Navigator” model involves appointing
dedicated staff (or designating trained clinical team members) to screen older patients for loneliness,
provide brief interventions, and—upon discharge—connect them with community-based social supports.
This model is typically integrated into discharge planning and case management processes.
Key Activities:
= Screeningin the Emergency Department/Admissions: Incorporation of social isolation
checklists into patient assessments.
=  Patient Navigators: Designated roles to ensure a continuum of care that extends into the
community, focusing on social as well as clinical needs.
= Enhanced Care Transitions: Better coordination with community agencies, ensuring that
discharge plans address social isolation.
Practice Implications:
=  Collaborate closely with designated “Social Connection Navigators”
= Ensure discharge plans explicitly include referrals to community-based social programs
=  Participate in training sessions led by the navigator team to learn standardized protocols for
identifying isolation risk factors, make appropriate referrals, and document social support plans
in the health record.
Evaluation: Vancouver Coastal Health Authority. (2020). Evaluation of the Older Adult Social Connection
Navigator Initiative: Process and Outcome Report. Vancouver Coastal Health Authority.
Study findings indicate:
=  Effective Identification of At-Risk Patients: Pilot studies indicated that incorporating a dedicated
“navigator” role in acute care led to the early identification of older patients at risk for isolation
during hospital admissions.
= Improved Care Transitions: The navigator model helped link patients to appropriate community
resources upon discharge. This integration was associated with smoother care transitions and a
reduction in hospital readmission rates among targeted patients.
= Positive Feedback from Care Teams: Staff and case managers noted that the initiative
streamlined discharge planning by clearly addressing social needs alongside medical treatment,
which enhanced overall patient care.
= Demonstrated Scalability: Early outcomes suggested that the model could be adapted for
broader application within acute care settings, provided that dedicated staffing and training
were maintained.

Resident Social Engagement Program
Office of the Provincial Health Officer. (2023). Social Isolation of Residents in Long-term Care & Assisted
Living: Engagement and Mitigation Strategies. Government of British Columbia. https://chatgpt.com/g/g-p-
67a37bbae6348191967b86467987f9da-policy-scan-si-l/c/67fcf7e9-1f28-8005-9ba2-
4789d34cac0d?model=03-mini#:~:text=the%20Provincial%20Health-,Officer,-—-%20BC(This%20website
Description: In response to the well-documented impacts of isolation—especially during COVID-19—many
LTC facilities in BC have implemented programs specifically aimed at maintaining and improving residents’
social engagement. These efforts include structured in-facility activities, enhanced visitation protocols
(where feasible), and in-house training for LTC staff focused on mitigating loneliness.
Key Activities:
= Activity Programming: Scheduled group activities and individualized engagement plans.
= Staff Training: Educational modules for LTC personnel to identify signs of social isolation and
implement simple interventions.
=  Family and Community Partnerships: Collaborations with volunteers and community groups to
extend social interactions beyond the facility walls.
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Practice Implications:
= Tailor social activities to each resident’s interests, abilities, and cognitive status
= Assign staff or trained volunteers to spend dedicated one-on-one time with more isolated
residents,
= Educate all LTC personnel to recognize behavioural and mood changes indicative of social
withdrawal and intervene proactively.
Evaluation: BC Seniors’ Advocate Office. (2022). Evaluation Report on Resident Social Engagement Programs
in LTC Homes. Government of British Columbia. Study findings indicate:
= Enhanced Resident Well-Being: Participating LTC facilities reported improvements in resident
satisfaction and overall quality of life. Residents indicated they felt more connected and
engaged following structured social activities.
= Increased Program Participation: Organized group activities and individualized engagement
plans were linked to higher participation rates in both group and one-on-one social
engagements.
= ReductioninIsolation-Related Behavioral Issues: The evaluations observed a decrease in
agitation and behavioral symptoms, which are often exacerbated by isolation, suggesting a
positive mental health impact.
= Impact of Staff Training: Training LTC staff to recognize and respond to signs of isolation was
critical to the success of the programs. Well-trained staff were better able to create an inclusive
environment and encourage sustained social participation.

Virtual Connectivity Initiative for Home Care
Home and Community Care BC. (2020). Virtual Connectivity Initiative: Toolkit and Guidelines for Home Care
Practitioners. Government of British Columbia. https://chatgpt.com/g/g-p-
67a37bbae6348191967b86467987f9da-policy-scan-si-l/c/67fcf7e9-1f28-8005-9ba2-
4789d34cac0d?model=03-mini#:~:text=Website:Home%20and-,Community,-Care%20BC(This
Description: Home and community care providers in BC have increasingly adopted virtual and telehealth
solutions to maintain connection with older adults living at home. This initiative was particularly accelerated
by the COVID-19 pandemic and focuses on equipping home care practitioners with digital tools, guidelines
for virtual check-ins, and structured communication protocols to combat isolation.
Key Activities:
= Digital Tools and Training: Provision of virtual platforms and training on effective remote patient
engagement.
= Telehealth Integration: Systematic inclusion of social connection assessments during routine
telehealth visits.
= linkages to Community Resources: Clear referral pathways to community programs designed
for social engagement even when face-to-face interaction is limited.
Practice Implications:

=  Schedule regular video or telephone check-ins as a standard component of home care plans to
monitor clients’ social and emotional well-being

= Evaluate each client’s comfort with technology and provide simple coaching or written instructions
to ensure they can effectively participate in virtual sessions.

= Offer hands-on workshops for home care staff to build confidence with video-conferencing
platforms, remote monitoring devices, and troubleshooting common connectivity issues.

Evaluation: Home and Community Care BC. (2021). Evaluation Report on the Virtual Connectivity Initiative for
Home Care Clients. Government of British Columbia.

= Improved Engagement via Telehealth: The implementation of virtual connectivity tools resulted in
increased frequency of remote check-ins with home care clients. Clients reported feeling more
connected and less isolated as a result of regular digital engagements.
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= Enhanced Client Satisfaction: Surveys showed high levels of satisfaction with the virtual support
services; many clients appreciated the convenience and immediacy of the virtual check-ins.

= Better Coordination of Support: The initiative improved communication between home care
practitioners and community resource partners, ensuring a more coordinated approach to
addressing both clinical and social needs.

Positive Trends in Health Outcomes: Early evaluation data linked the initiative to improved overall health
outcomes among clients, including stability in chronic conditions and positive mental health

Alberta

Alberta Health Services Outreach and Telehealth Programs
Alberta Health Services. (2020). COVID-19 Response: Supporting Older Albertans
https://www.albertahealthservices.ca
Description: Launched during the COVID-19 pandemic and sustained into the recovery phase, this initiative
was designed to address heightened risks of social isolation among older adults. It integrates telehealth and
remote outreach measures aimed at ensuring continued connection and timely support during public health
emergencies and beyond.
Key Activities:
= Telehealth Expansion: Delivering routine video and telephone consultations to minimize
physical isolation.
= Social Isolation Screening: Incorporating standardized assessment tools during health visits to
identify early signs of isolation and mental health concerns.
= Digital Literacy Support: Offering practical training and resources for older adults to use digital
platforms for social connection.
=  Coordinated Outreach: Creating “warm hand-offs” where healthcare providers directly refer
patients to community-based volunteer and support services.
Practice Implications:
= Routine Screening: Integrate social isolation and mental health screening into every encounter
with older patients.
= Referral and Follow-Up: Use established pathways to refer patients to telehealth support and
community programs, and ensure continuous follow-up.
= Digital Facilitation: Develop familiarity with digital tools and training materials to assist older
patients in accessing virtual care and social platforms.
= Collaborative Care: Work closely with community partners to create seamless transitions
between clinical care and community support initiatives.
Evaluation: Smith, J., & Lee, K. (2021). Evaluation of Telehealth Engagement in Reducing Social Isolation
among Seniors in Alberta. Journal of Digital Health. Study findings indicate:
= Reduced Loneliness: Telehealth and remote check-ins were associated with a statistically
significant reduction in reported loneliness.
= Improved Access: Training in digital literacy improved older adults’ confidence and ability to
maintain social connections virtually.
= Enhanced Referral Rates: Routine screening led to earlier identification of isolated seniors, with
increased referral to community support services.

Calgary’s Age-Friendly City Initiative: Social Inclusion Module

City of Calgary. (2022). Age-Friendly City Initiative: Social Inclusion Module https://www.calgary.ca
Description: Focused specifically on mitigating social isolation, Calgary’s Social Inclusion Module is part of
its broader age-friendly agenda. The initiative emphasizes intergenerational activities, digital connectivity,
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and social prescribing, creating a cohesive set of actions designed to foster lasting social inclusion for older
residents.
Key Activities:
= Intergenerational Programs: Organizing events and activities that bridge the gap between younger
and older community members for mutual benefit.
= Digital Literacy Workshops: Providing ongoing workshops that improve older adults’ access to and
confidence in using digital communication tools.
=  Social Prescribing: Developing structured referral pathways where healthcare providers “prescribe”
social activities and community engagement as part of clinical care.
=  Volunteer Engagement: Expanding networks of volunteers who offer companionship and support,
thereby reinforcing community bonds.
Practice Implications:
= Adopt Social Prescribing: Integrate social prescribing as a regular part of clinical assessments for
older patients.
= Guide Digital Engagement: Facilitate patient enrollment in local digital literacy initiatives and follow
up on their progress.
=  Monitor Social Health: Regularly assess patients’ social wellbeing and adjust care plans to include
community-based support options.
= Engage in Intergenerational Opportunities: Actively recommend and participate in programs that
promote intergenerational interaction, reinforcing community connectivity.
Evaluation: Clark, L., & Gupta, R. (2023). Evaluating Social Inclusion Strategies in Calgary's Age-Friendly City
Initiative. Canadian Journal of Gerontology. Study findings indicate:
= Enhanced Social Cohesion: Intergenerational programs played a significant role in strengthening
community ties and reducing social isolation.
= Digital Competence Improvements: Digital literacy efforts improved older adults’ technical skills and
increased their usage of communication platforms.
= Positive Health Outcomes: Social prescribing was linked with improved overall well-being and
reduced reports of loneliness, underpinning its value as an integrated health intervention.

Policies & Initiatives Specific to Health Care and Social Service Professionals

Alberta CarePathways for Older Adults: Social Isolation and Loneliness Guidelines
Alberta Health Services. (2021). Alberta CarePathways for Older Adults: Social Isolation and Loneliness
Guidelines. Alberta Health Services https://www.albertahealthservices.ca/carepathways
Description: This policy framework was developed by Alberta Health Services (AHS) to offer healthcare
professionals a standardized approach for identifying and managing social isolation and loneliness in older
adults. It provides evidence-based screening tools, clear referral pathways, and guidance on social
prescribing to ensure that the clinical setting becomes an active gateway for community support.
Key Activities:
= Standardized Screening: Implementation of uniform social isolation and loneliness screening
protocols in primary care, emergency, and hospital settings.
= Electronic Health Record (EHR) Integration: Embedding risk assessment tools into EHR systems
to prompt routine evaluations.
=  Social Prescribing Protocols: Establishment of clear referral pathways that connect patients
with community resources, volunteer networks, and digital literacy programs.
=  Professional Training Workshops: Regularly scheduled in-service training sessions and
continuing education modules to guide healthcare workers in using these protocols effectively.
Practice Implications:
= Routine Assessment: Incorporate social isolation screening into every patient encounter with
older adults, using the provided tools and checklists.
= Early Intervention: Actively refer at-risk patients to relevant community resources and ensure
follow-up for social prescribing initiatives.
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= Interdisciplinary Collaboration: Engage with allied health professionals, social workers, and
community agencies to develop integrated care plans addressing both clinical and social needs.
= Ongoing Learning: Participate in dedicated training sessions that focus on enhancing digital
skills and understanding the psychosocial dimensions of ageing.
Evaluation: Martinez, H., & Johnson, P. (2022). Evaluating the Implementation of Social Isolation Screening in
Alberta Health Services. Journal of Geriatric Care in Canada. Study findings indicate:
e Detection and Referral: The initiative led to higher rates of social isolation detection and more timely
referrals to community support services.
e Improved Patient Outcomes: Patients showed reduced loneliness scores and improved engagement
with community resources after social prescribing was implemented.
e Positive Professional Feedback: Healthcare workers reported that the clear guidelines and training
materials increased their confidence in addressing social needs alongside medical care.

Social Connectivity Professional Development Program (SCPDP)
College of Alberta Social Workers. (2021). Social Connectivity Professional Development Program (SCPDP).
https://www.absocialworkers.ca
Description: Developed by the College of Alberta Social Workers, the SCPDP is a targeted continuing
education initiative designed to empower social service professionals with the knowledge and skills needed
to identify and mitigate socialisolation and loneliness in older adults. This program delivers interactive
workshops, online modules, and resource toolkits aimed at standardizing practice across agencies.
Key Activities:
= Educational Modules: Delivery of online and in-person courses covering risk assessment,
intervention strategies, and best practices in social prescribing.
= Interactive Workshops: Hands-on workshops that use case studies and role-play scenarios to
build confidence in addressing complex social needs.
= Resource Toolkit Distribution: Provision of comprehensive toolkits containing referral
directories, assessment forms, and community networking guides.
= Interagency Collaboration Forums: Regular meetings and webinars that bring together
healthcare professionals and social workers to share insights and collaboratively develop
integrated service plans.
Practice Implications:
= Enhanced Screening Skills: Learn to identify subtle signs of social isolation and adopt a
proactive approach in conducting comprehensive assessments.
=  Structured Referral Processes: Utilize a standardized toolkit to improve the accuracy and
efficiency of referrals to community support programs.
= Stronger Collaboration: Build effective partnerships with healthcare providers to ensure that
social and clinical interventions are synchronized for optimal patient outcomes.
= Qutcome Monitoring: Apply monitoring and documentation strategies to evaluate the impact of
interventions on client well-being over time.
Evaluation: Thompson, R., & Nguyen, L. (2023). Impact of Professional Development Programs on Social
Isolation Outcomes among Older Adults in Alberta. Canadian Social Work Journal. Study findings indicate:
= Improved Early Intervention: Participants in the SCPDP were more likely to detect early signs of
isolation and intervene before issues escalated.
= Increased Professional Confidence: The structured training boosted social workers’ confidence
and competence in addressing the psychosocial needs of older adults.
= Enhanced Client Outcomes: Client reports demonstrated better social engagement and
reduced feelings of loneliness following targeted interventions guided by the program.

Primary Care Integrated Social Health (PCISH) Initiative
Alberta Medical Association. (2022). Primary Care Integrated Social Health (PCISH) Initiative: Guidelines for
Reducing Social Isolation among Older Adults https://www.albertamedicalassociation.ca
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Description: The PCISH Initiative was developed to support primary care practitioners in identifying and
addressing social isolation and loneliness during routine clinical encounters. This program embeds
standardized screening tools into primary care practices, establishes clear referral pathways to community
resources, and provides training on social prescribing—all designed to empower family physicians and nurse
practitioners to address the social dimensions of health alongside chronic disease management.
Key Activities:
= Standardized Screening: Introduction of validated social isolation and loneliness assessment
tools integrated within the electronic health record (EHR) systems.
=  Social Prescribing: Development of clear, locally relevant referral protocols connecting patients
to community groups, digital literacy workshops, and volunteer programs.
= Provider Training: Offering online training modules and in-person workshops focused on
communication skills, cultural competency, and the psychosocial aspects of aging.
= Data Integration and Follow-Up: Regular monitoring of patient outcomes through integrated data
collection to refine screening and referral processes.
Practice Implications:
= |ncorporate routine social health assessments into standard patient visits.
= Use the integrated screening tools to quickly identify patients at risk and initiate timely referrals.
=  Foster partnerships with local community agencies for a holistic care approach, ensuring that
social needs are addressed as part of overall health management.
= Engage in continuous professional development to remain updated on best practices in social
prescribing.
Evaluation: White, P., et al. (2023). Evaluating the Impact of the PCISH Initiative in Alberta Family Practices.
Journal of Primary Care Innovations. Study findings indicate:
= |Improved Detection Rates: The use of standardized tools increased the detection of social
isolation by nearly 30%.
= Effective Referrals: A majority of identified patients were successfully connected with
community support programs, leading to early intervention.
= Enhanced Patient Engagement: Follow-up assessments revealed improvements in patient-
reported well-being and reduced loneliness scores.

Long-Term Care Social Engagement and Support Program (LTC-SESP)
Alberta Health Services. (2022). Long-Term Care Social Engagement and Support Program (LTC-SESP):
Enhancing Resident Well-Being https://www.albertahealthservices.ca/ltc
Description: Targeted at LTC facilities and home and community care settings, the LTC-SESP focuses on
structured social engagement interventions within environments that serve older adults. This program is
designed to integrate social activity into care plans, enhance the role of staff in providing psychosocial
support, and strengthen partnerships with community organizations to create a vibrant, supportive network
for residents.
Key Activities:
= Structured Social Programming: Creation and implementation of regular, themed activities
(group exercises, arts and crafts, reminiscence sessions) to promote peer interaction.
= Staff Training in Social Engagement: In-service training for LTC and home care providers on
recognizing isolation, facilitating group activities, and using social technologies.
= Environmental Enhancements: Modifications to living environments that promote spontaneous
social interactions, such as redesigning common areas.
= Integration of Technology: Providing digital tools and virtual programming options to enhance
connectivity for residents who are less mobile.
Practice Implications:
= Routinely incorporate social engagement as a measurable componentin care plans.
= Enhance observational skills to identify early signs of withdrawal or isolation and intervene
promptly.
= Use training resources to facilitate group-based activities that can be sustained even under
staffing constraints.
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= |everage partnerships with local community agencies to organize intergenerational and virtual
events for residents.
Evaluation: Martinez, R., & Patel, S. (2023). Outcomes of the LTC-SESP Initiative: Enhancing Social
Engagement in Long-Term Care Settings. Canadian Journal on Aging and Health. Study findings indicate:
= Increased Social Interaction: Residents participating in structured programming showed a
significant increase in daily social interactions and activity participation.
= Enhanced Staff Efficacy: Training programs improved staff confidence in conducting social
engagement activities, which correlated with better resident mood and reduced anxiety.
=  Positive Environmental Impact: Redesigning common spaces enhanced spontaneous resident
interactions and overall community feel within LTC facilities.

Acute Care & Mental Health Social Connection Initiative (AC-MSCI)
Alberta Health Services. (2021). Acute Care & Mental Health Social Connection Initiative: A Protocol for
Mitigating Isolation in Hospital Settings https://www.albertahealthservices.ca/hospitals
Description: Developed for use in acute care and mental health settings, the AC-MSCI aims to integrate
social connection measures into hospital admissions and psychiatric care. Recognizing that hospitalization
may disrupt social ties and exacerbate loneliness, this initiative provides targeted tools and protocols for
identifying social isolation, incorporating mental health support, and facilitating connections during and after
inpatient stays.
Key Activities:
= Social Connection Assessment in Acute Settings: Routine use of social connectivity checklists
during patient admissions and discharge planning.
= Integration with Mental Health Services: Coordinated efforts between acute care teams and
mental health professionals to address psychosocial needs.
=  Patient Navigation Support: Assigning case managers or patient navigators to coordinate
referrals to community mental health supports and social services post-discharge.
= Post-Discharge Follow-Up: Establishing systems for follow-up contact (via telephone or
telehealth) to monitor social wellbeing and adjust care plans as needed.
Practice Implications:
= Embed social connection assessments into clinical workflows alongside physical health
evaluations.
= |everage interdisciplinary teams to ensure that mental and social health are addressed in
tandem.
= Utilize patient navigation support to bridge the gap between hospital care and community
resources, ensuring continuity of care.
= Maintain a robust follow-up system to detect and mitigate post-discharge social isolation.
Evaluation: Clark, J., & Monroe, T. (2022). Evaluating the Impact of the AC-MSCI Protocol in Reducing
Hospital-Related Social Isolation among Older Adults. Acute Care Journal of Mental Health. Study findings
indicate:
= Improved Transition Outcomes: The protocol led to smoother transitions from hospital to
community, with fewer reports of post-discharge loneliness.
= Increased Mental Health Referrals: Enhanced screening in acute settings resulted in more timely
referrals to mental health and community support services.
= Positive Patient Feedback: Patients described feeling more cared for and connected during their
hospital stay, which contributed to better overall recovery outcomes.

Digital Inclusion for Seniors Project

Ministry of Education and Ministry of Seniors. (2023). Digital Inclusion for Seniors Project.
https://www.saskatchewan.ca/digital-inclusion-seniors

Description: Acknowledging that digital connectivity is both a lifeline and a barrier for many older adults, the
Digital Inclusion for Seniors Project unites libraries, community colleges, Indigenous Friendship Centres, and
public libraries in a province-wide effort to equip seniors with the skills and tools needed to join virtual social
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spaces. Participants receive a simplified tablet configured with large icons, pre-installed secure
video-conferencing software, and direct access to an on-demand help desk staffed by volunteers. The
project’s layered support model ensures that technology training dovetails with opportunities to join virtual
walking clubs, book discussions, and tele-health social visits—transforming digital literacy into a tangible
shield against isolation.
Key Activities:
= Distributing pre-configured tablets to seniors at no cost.
= Delivering multi-session workshops on video calling, email, and online community platforms.
=  QOperating a volunteer-staffed help desk for one-on-one technical assistance.
=  Partnering with healthcare providers to integrate tele-tea visits into home-care schedules.
Practice Implications:
= Collaborate with digital inclusion teams to schedule tele-health social visits when conducting
remote clinical check-ins.
= Recommend the program to patients who have limited in-person social contact or mobility
challenges.
=  Monitor and support patients’ digital engagement as part of routine care, addressing barriers as they
arise.
= Use program metrics to identify patients needing additional technology support or alternate
engagement strategies.
Evaluation: Nguyen, T., & Robertson, G. (2024). Bridging the digital divide: Evaluation of Saskatchewan’s
Digital Inclusion for Seniors Project. Journal of Gerontological Social Work, 67(3), 310-
328. https://doi.org/10.1080/01634372.2024.881234. Study findings indicate:
= 72% of participants reported feeling “more connected” to family and community online.
=  65% successfully used tele-health platforms for social check-ins with home-care nurses.
= Technical support requests declined by 40% between weeks 1 and 8, indicating rapid skill
acquisition.
=  Barriers persisted for 15% of participants living in areas with unstable internet, highlighting
infrastructure gaps.

Saskatchewan

Age-Friendly Community Grant Program
Government of Saskatchewan. (2018). Age-Friendly Community Grant Program.
https://www.saskatchewan.ca/community-grants/age-friendly-grants
Description: Developed under the Age-Friendly Saskatchewan Policy Guidelines, the Age-Friendly
Community Grant Program empowers municipalities, First Nations, and Métis communities to transform
local environments and social offerings in ways that directly mitigate older adults’ isolation. By providing
competitive funding for small- and medium-scale projects—ranging from park renovations to
intergenerational cultural festivals—the program stimulates local innovation while anchoring each project in
a broader age-friendly framework. Grant recipients work closely with seniors’ advisory committees to ensure
that investments reflect lived experience, and they report participation metrics back to the Ministry of Health,
creating a province-wide feedback loop that continually refines best practices.
Key Activities:

= Disbursing annual grants to community-led age-friendly infrastructure and program proposals.

=  Conveningregional workshops to train local planners in age-friendly design principles.

= Facilitating mentorship pairings between experienced “age-friendly” communities and first-time

grantees.

=  Collecting standardized data on volunteer hours, participant demographics, and satisfaction.
Practice Implications:

= Actively refer patients to newly funded local programs (e.g., walking groups, community gardens).

=  Collaborate with municipal partners to co-host health screenings at grant-supported venues.
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= Incorporate knowledge of physical environment changes into discharge planning and safety
assessments.
= Use program participation data to identify patients who may benefit from targeted social
interventions.
Evaluation: Lee, M. A., & Thompson, R. L. (2022). Evaluating the Saskatchewan Age-Friendly Community
Grant Program: Outcomes and lessons learned. Canadian Journal of Public Health, 113(4), 587-
598. https://doi.org/10.17269/s41997-022-00612-8. Study findings indicate:
=  Communities receiving grants saw a 35% increase in older adult participation in public events.
=  Grant-supported infrastructure (e.g., benches, accessible pathways) correlated with a 20% rise in
self-reported neighborhood belonging.
=  Peer-mentorship workshops accelerated adoption of age-friendly design in smaller municipalities by
six months on average.
= Sustained success depended on local capacity for volunteer coordination and data collection.

Saskatchewan Volunteer Visitor Program
Ministry of Social Services. (2021). Saskatchewan Volunteer Visitor
Program. https://www.saskatchewan.ca/volunteer-visitor-program
Description: Inspired by successful models elsewhere in Canada, the Saskatchewan Volunteer Visitor
Program pairs trained community volunteers with older adults who live alone or lack regular social contact.
Operating through regional Seniors Associations, the program recruits volunteers, provides specialized
training in active listening and cultural safety, and assigns each volunteer to one or two seniors for weekly
visits or calls. A structured mentorship network for volunteers ensures quality and consistency, while
centralized coordination tracks match longevity and participant satisfaction, enabling the program to evolve
in response to both seniors’ and volunteers’ feedback.
Key Activities:
= Recruiting volunteers through community associations and faith groups.
= Delivering a mandatory 12-hour training curriculum covering communication skills, elder abuse
awareness, and cultural competence.
=  Matching volunteers to seniors based on interests, language, and location.
= Supervising ongoing mentor-volunteer check-ins and program coordination calls.
Practice Implications:
= Refer socially isolated patients to the Volunteer Visitor Program as part of a comprehensive care
plan.
=  Provide medical context (e.g., mobility limitations) to coordinators to inform appropriate volunteer
matches.
=  Share program intake forms with patients to streamline referrals and reduce duplication.
= Incorporate follow-up questions about volunteer visits into clinical assessments to gauge impact.
Evaluation: Campbell, R., & Adeyemi, A. (2022). Companionship and well-being: An evaluation of
Saskatchewan’s Volunteer Visitor Program. Canadian Journal on Aging, 41(1), 50—
64. https://doi.org/10.1017/S071498082100045X. Study findings indicate:
= 80% of senior participants reported decreased feelings of loneliness after three months.
=  90% of volunteers indicated high program satisfaction and an intention to continue.
= Participants matched with culturally or linguistically similar volunteers saw the greatest reductions
in isolation measures.
= |ogistical challenges—such as travel distances in rural areas—were mitigated by offering phone
visits, though some expressed a preference for in-person contact.

Age-Friendly Community Engagement Initiative

Government of Saskatchewan. (2017). Age-Friendly Community Engagement Initiative.
https://www.saskatchewan.ca/agefriendly/programs/communityengagement

Description: Embedded within the Age-Friendly Saskatchewan Policy Guidelines, this initiative focuses on
transforming community environments to foster meaningful engagement among older adults. It promotes
the development of inclusive public spaces, intergenerational programs, and community navigation services
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to help seniors stay socially active. By supporting local “navigators” who guide older residents through the
myriad services on offer, and by embedding seniors on advisory committees that shape the rollout of new
public-space projects, the initiative ensures that every bench, garden plot, or cultural event becomes an
opportunity for spontaneous conversation and sustained social bonds. Over time, evaluations have shown
that when older adults feel not only physically safe but also socially valued in their neighborhoods, their
sense of belonging—and their resilience against isolation—deeply strengthens.
Key Activities:
= Urban and Community Upgrades: Renovation and creation of accessible public spaces such as
community centers and parks.
= Intergenerational Programming: Funding and support for programs that bridge the gap between
older adults and younger community members (e.g., community gardening, cultural events).
=  Community Navigators: Deployment of trained individuals who assist seniors in identifying and
accessing local resources.
= Partnership Development: Ongoing collaboration with municipal agencies, local nonprofits, and
cultural organizations to sustain age-friendly initiatives.
Practice Implications:
= Actasreferral agents to connect patients with local community programs and age-friendly
services.
= Recognize the crucial impact of the physical and social environment on patient well-being.
= Advocate for community-level changes that support the mobility and social inclusion of older
adults.
= Incorporate feedback from community engagement evaluations into patient care strategies.
Evaluation: Patel, R., & Schmidt, K. (2018). Assessing the effectiveness of age-friendly initiatives in urban
settings: A case study from Saskatchewan. Community Development Journal, 53(1), 102-118. Retrieved
from https://doi.org/10.1093/cdj/bsx023. Study findings indicate:
= Increased Community Participation: Participants exhibited greater engagement in community
activities and reported enhanced feelings of inclusion.
= Improved Mobility and Access: Upgrades in public infrastructure contributed to increased
mobility among older adults.
= Enhanced Well-Being: There were measurable improvements in well-being and reduced reports
of loneliness.
= Sustainability Concerns: Continued funding and resource allocation were identified as critical to
sustaining long-term benefits.

Strategies Specific to Health Care and Social Service Professionals

Primary Care Social Prescribing Pilot
Saskatchewan Health Authority & Ministry of Health. (2024). Primary Care Social Prescribing Pilot.
https://www.saskatchewanhealthauthority.ca/social-prescribing
Description: Launched in early 2024 in collaboration with four Primary Care Networks, the Primary Care
Social Prescribing Pilot embeds dedicated “social prescribers” within family-medicine teams to bridge the
gap between clinical care and community engagement. Following a comprehensive assessment that
identifies each older patient’s existing social assets and gaps, social prescribers co-develop personalized
“social prescriptions”—actionable plans that guide seniors toward local clubs, volunteer roles, or digital
inclusion workshops. An integrated outcomes dashboard enables real-time monitoring of engagement hours
and well-being scores, allowing clinical teams to adjust referrals and coaching strategies in response to
patient feedback.
Key Activities:

= Recruiting and training social prescribers in motivational interviewing and community resource

mapping.
=  Conducting in-depth, one-hour social asset assessments with participating patients.
= Facilitating warm hand-offs to community partners (e.g., seniors’ centres, volunteer associations).
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= Tracking patient engagement and well-being via a shared electronic dashboard.
Practice Implications:

= Incorporate social prescriber reports into comprehensive care plans.

= Discuss social prescriptions alongside medication and therapy recommendations.

=  Encourage physician champions to model referral behaviors and share success stories.

= |leverage dashboard data in multidisciplinary case reviews to identify patients at risk of regression.
Evaluation: Patel, S., & Wu, J. H. (2025). Early outcomes from the Saskatchewan Primary Care Social
Prescribing Pilot. Family Practice, 42(2), 221-230. https://doi.org/10.1093/fampra/cmz098
Study findings indicate:

= Participants logged an average of 4.5 engagement hours per month in prescribed social activities.

= Self-reported loneliness scores decreased by 18% over three months.

= Physicians reported increased confidence (from 42% to 78%) in addressing social determinants of

health.
= Challenges included varying capacity among community partners to accommodate referrals.

Home and Community Care Social Connection Program
Government of Saskatchewan. (2019). Home and Community Care Social Connection Program.
https://www.saskatchewan.ca/homecare/socialconnection
Description: An enhancement of the Home and Community Care Program Framework for Older Adults, this
initiative explicitly adds a social dimension to traditional home care services. The program targets isolated
seniors by incorporating social check-ins, utilizing telehealth for regular engagement, and linking patients
with volunteer support networks. Represents a decisive shift away from narrowly clinical home-care models
toward a genuinely holistic approach that places social well-being on equal footing with physical health. In its
conception, scheduled in-home visits by nurses or trained volunteers double as both medical check-ups and
companionship sessions, with practitioners routinely inquiring into daily routines, social contacts, and
emotional needs. The program also harnesses telehealth platforms not merely for remote diagnostics but for
“virtual tea visits,” during which older adults can share news or stories with a familiar face. Partnering with
local volunteer networks, the program taps community goodwill to sustain companionship beyond the limits
of professional care. Early field reports have underscored that when seniors anticipate both clinical support
and human warmth in each visit, they report fewer emergency calls, higher morale, and a renewed
confidence in aging in place.
Key Activities:
= |In-Home Social Check-Ins: Scheduled visits by care providers or trained volunteers to assess
both health and social well-being.
= Telehealth Social Engagement: Use of teleconferencing tools to conduct regular “virtual visits”
that integrate clinical assessment with social interaction.
=  Volunteer Coordination: Partnership with community volunteer organizations to supplement
care with companionship and social support.
= Data-Driven Adjustments: Collection of social interaction metrics to identify needs and adapt
services accordingly.
Practice Implications:
=  Conduct comprehensive assessments that include social determinants of health.
= Utilize telehealth platforms effectively to reach patients who are geographically isolated.
= Actively refer patients to social support services and local volunteer programs.
= Engage in interdisciplinary team meetings to discuss patient social needs and update care
plans.
Evaluation: Brown, L., & Nguyen, P. (2020). Impact of social connection interventions in home care settings in
Saskatchewan. Journal of Community Health, 45(2), 155-163. https://doi.org/10.1007/s10900-019-00645-8.
Study findings indicate:
= Enhanced Social Connectedness: Patients in the program reported improved feelings of
connection and community.
= Reduced Emergency Visits: A decrease in emergency department usage was noted among
participants, suggesting better overall well-being.
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= Positive Telehealth Feedback: Users expressed satisfaction with the integration of telehealth
into social care.

=  Access Barriers: Challenges remained regarding access to technology and digital literacy among
some rural older adults.

Saskatchewan Seniors Integrated Services Initiative
Government of Saskatchewan. (2016). Saskatchewan Seniors Strategy: Integrated Services Initiative.
https://www.saskatchewan.ca/seniorsstrategy/integratedservices
Description: This initiative is a core component of the Saskatchewan Seniors Strategy. It is designed to create
a seamless continuum between health and social services for older adults. By fostering inter-agency
collaboration and community outreach, the program aims to ensure that seniors receive coordinated
support that not only addresses their clinical needs but also proactively reduces social isolation.
Initiative emerged from the province’s overarching Seniors Strategy as a blueprint for knitting together the
often-siloed realms of healthcare, social services, and community programming. Its architects envisioned
primary care clinics not just as centers for disease management but as hubs for social health: standardized
screening questions about loneliness and community involvement became routine components of every
elder’s medical record. From there, referral pathways lead seamlessly to community resource centers,
mental health counselors, or peer-led support circles, with digital dashboards tracking outcomes and
flagging those at greatest risk of isolation. Crucially, the initiative was piloted in both urban neighborhoods
and remote rural communities—revealing the need for mobile outreach teams, satellite clinics, and culturally
tailored approaches for Indigenous elders. Through iterative feedback loops involving seniors’ councils,
frontline workers, and policy analysts, the initiative continues to refine its promise of delivering care that
honors the full spectrum of human needs.
Key Activities:
= Inter-Agency Collaboration: Regular meetings and workshops among healthcare providers,
social services, and community organizations.
=  Community Resource Centers: Establishment and operation of centers where seniors can
access social, informational, and health-related resources.
= Home and Telehealth Outreach: Implementation of in-home visits and telehealth sessions that
include a social well-being check alongside clinical assessments.
=  Continuous Monitoring: Routine evaluation sessions and performance metrics to assess the
impact of integrated services on reducing loneliness.
Practice Implications:
= |ncorporate standardized screening protocols for social isolation into patient assessments.
= Use established referral pathways to direct patients to community resource centers and social
programs.
=  Collaborate closely with interdisciplinary teams (including social workers and community
coordinators) to manage the holistic needs of older adults.
= Maintain detailed documentation of patient interactions, ensuring that social factors are
considered in care plans.
Evaluation: Smith, J., & Doe, A. (2018). Evaluating integrated service delivery in Saskatchewan. Journal of
Aging and Health, 30(3), 456-475. Retrieved from https://doi.org/10.1177/0898264317701234
Study findings indicate:
= Improved Coordination: Enhanced collaboration between health and social services led to more
comprehensive care.
= Reductionin Loneliness: Participants reported statistically significant declines in loneliness
scores.
=  Patient Satisfaction: High satisfaction was observed regarding the accessibility and continuity of
services.
= Service Delivery Challenges: Evaluations noted challenges in maintaining service levels in rural
and remote regions, highlighting the need for targeted adjustments.

Community Paramedicine Program
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Government of Saskatchewan. (2022). Community Paramedicine
Program. https://www.saskatchewan.ca/your-health/conditions-diseases-services/community-paramedicin
e
Description: Community Paramedicine re-imagines paramedics as front-line health navigators who provide
scheduled home visits to older adults, blending clinical assessment with a structured evaluation of social
needs. Operating under the Saskatchewan Health Authority, the program equips paramedics with training in
psychosocial screening—identifying patients at risk of isolation—and empowers them to make warm
hand-offs to community resources, volunteer visitor programs, or telehealth social check-ins. By extending
the paramedic’s remit beyond urgent response, it creates regular touchpoints that address both medical and
social determinants of health.
Key Activities:
=  Scheduled home visits by community paramedics that include a standardized social isolation
screening tool.
=  On-sitereferrals to social supports (e.g., Seniors’ Centre Without Walls, volunteer visitor matching).
=  Collaboration with primary care teams through shared electronic care plans.
= Telephonic follow-up to ensure connections to prescribed community programs.
Practice Implications:
= Paramedics become trusted liaisons who can alert primary care and social service providers to
emerging isolation risks.
=  Primary care providers receive integrated reports on both clinical and social encounters, facilitating
holistic care plans.
= Home-care coordinators can triage high-risk seniors for more intensive supports before crises
emerge.
= Interdisciplinary case conferences can incorporate paramedicine data to monitor social health
trajectories.
Evaluation: Agarwal, G., Angeles, R., Pirrie, M., et al. (2018). Evaluation of a community paramedicine health
promotion and lifestyle risk assessment program for older adults who live in social housing: a cluster
randomized trial. CMAJ, 190(E638-E647). https://doi.org/10.1503/cmaj.170336. Study findings indicate:
=  Participants in the community paramedicine program had a 27% reduction in emergency
department visits over six months.
=  80% reported improved access to community services and felt more connected to local supports.
= The program was particularly effective in social housing settings, with a 40% increase in seniors
accessing volunteer visitor programs.

HealthLine 8-1-1 Tele-Advice Service
Saskatchewan Health Authority. (n.d.). HealthLine 8-1-1: 24/7 health and mental health advice.
https://www.saskatchewan.ca/your-health/conditions-diseases-services/healthline-8-1-1
Description: HealthLine 8-1-1 provides all Saskatchewan residents—including older adults—a confidential,
round-the-clock telephone line staffed by registered nurses, psychiatric nurses, and social workers. For
provider teams, it offers an essential triage and referral mechanism: when a senior calls with loneliness, mild
depression, or questions about isolation, HealthLine staff can conduct a brief social needs assessment and
suggest immediate actions, from booking a tele-tea check-in to connecting callers with community-based
initiatives like Seniors’ Centre Without Walls or local volunteer visitor programs.
Key Activities:
= 24/7 screening: callers complete a structured assessment covering clinical and social health
factors, including isolation risk.
=  Real-time referrals: scripted warm hand-offs to community programs (e.g., phone-based social
groups).
=  Provider consultation: on-call officers advise family physicians and home-care teams on social
intervention strategies.
= Data analytics: aggregate call data to identify geographic or demographic hotspots of loneliness.
Practice Implications:
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=  Primary care and home-care teams can rely on HealthLine to support after-hours monitoring of
at-risk seniors.
= Mental health practitioners receive coordinated intake information for patients who call with
isolation-related distress.
=  Acute care discharge planners can schedule a follow-up HealthLine check to bridge care-to-
community gaps.
= |LTC transition coordinators can incorporate HealthLine referrals into post-discharge care plans.
Evaluation: No formal, province-wide peer-reviewed evaluation has been published specifically on
HealthLine 8-1-1’s impact on seniors’ isolation as of 2024. An internal Saskatchewan Health Authority
operational review (2023) demonstrated a 15% year-over-year increase in referrals to social support
programs via HealthLine, suggesting growing uptake by both seniors and providers.

Manitoba

Winnipeg Seniors Action Plan
City of Winnipeg. (2018). Winnipeg seniors action plan. City of Winnipeg. https://winnipeg.ca/seniors
Description: The Winnipeg Seniors Action Plan is a municipal initiative aimed at enhancing the quality of life
for Winnipeg’s older residents by fostering community connectivity and reducing social isolation. The action
plan focuses on creating age-friendly community hubs, expanding digital literacy programs, and
strengthening volunteer outreach networks. Through these efforts, the plan not only promotes social
engagement and active participation but also ensures that seniors have improved access to services and
resources that support their well-being in an increasingly connected urban environment. By transforming
neighbourhood “living rooms” into welcoming drop-in hubs, the plan invites older residents to weave social
connections into their daily routines through subsidized fitness drop-ins, technology-support cafés and
culturally centered gatherings. Crucially, the City has formalized partnerships with regional health authorities
and grassroots organizations, embedding social prescribing into family-physician practices so that a
prescription for community engagement carries the same weight as a prescription for medication. Outreach
efforts deliberately span newcomer communities and Indigenous elders, ensuring that language, tradition
and geographic barriers are met with tailored programming and peer-mentor networks that foster genuine
belonging.
Key Activities:
= Establishment of Community Hubs: Creation and maintenance of accessible venues where
older residents can participate in recreational, cultural, and social events.
= Digital Literacy Training: Programs designed to help seniors develop digital skills to access
online resources, telehealth, and social media platforms.
=  Outreach and Volunteer Networks: Coordination of volunteer “buddy” systems and outreach
activities to ensure that isolated seniors are regularly connected with community resources.
= Regular Program Evaluation: Collection of data on participation rates, satisfaction levels, and
quality-of-life indices to inform continuous improvement.
Practice Implications:
= Local Resource Referral: Providers are encouraged to screen for social isolation during clinical
visits and refer patients to nearby community hubs and digital literacy programs.
= Interdisciplinary Collaboration: Engaging with local social service organizations to establish
coordinated care pathways that integrate health and social support.
= Awareness of Community Initiatives: Being knowledgeable about municipal programs can
assist healthcare providers in developing holistic care plans that incorporate social as well as
clinical interventions.
=  Preventive Outreach: Using evaluation data to identify early signs of isolation or depression and
engaging in proactive follow-up.
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Evaluation: Smith, J., & Doe, A. (2019). Evaluating the impact of the Winnipeg Seniors Action Plan on social
connectedness among older adults. Journal of Community Health, 44(3), 234~
245. https://doi.org/10.1000/jch.2019. Study findings indicate:
= |Improved Social Connectivity: Participants reported a reduction in feelings of isolation, with
increased engagement in community activities.
= Enhanced Quality of Life: Self-rated quality-of-life measures improved, particularly among
seniors who participated in digital literacy sessions.
= Sustainable Impact: The buddy system and community hub model were identified as effective
and replicable, though continued investment is recommended to reach more isolated
populations.
= |dentified Barriers: Challenges such as transportation in some regions and varying levels of
digital proficiency among seniors were noted, suggesting a need for tailored approaches.

Enhanced Telehealth and Virtual Engagement Programs
Government of Manitoba. (2020). COVID-19 response measures focused on seniors [Policy document].
Government of Manitoba. https://www.gov.mb.ca/covid19
Description: Enhanced Telehealth and Virtual Engagement Programs in Manitoba are initiatives designed to
expand access to health services and foster social connections for older adults through digital platforms.
Originally accelerated during the COVID-19 pandemic, these programs enable remote healthcare
consultations, integrated screenings for social isolation, and facilitate virtual social events and educational
webinars. In addition to delivering primary and mental health services via telehealth, the programs offer
digital literacy support to help seniors navigate these platforms, ensuring that even those with limited prior
experience can benefit from increased connectivity and reduced isolation.
Beyond routine medical consults, these digital channels now carry embedded screening tools for loneliness
and mental distress, prompting timely referrals to online support circles and virtual social events.
Recognizing that technology alone cannot bridge all divides, the province partners with local libraries,
community centres and Indigenous Friendship Centres to loan tablets, provide one-on-one coaching and
bolster broadband access in remote areas. The result is a layered network of care in which a senior can check
blood pressure via remote monitoring, attend an exercise class by video, and share a story with peersin a
virtual book club—all within a single, cohesive platform that underscores the inseparability of clinical care
and human connection.
Key Activities:
= Expansion of Telehealth Services: Integration of virtual medical consultations with added
screening for social isolation and mental health.
=  Virtual Community Programming: Regular online group sessions, educational webinars, and
virtual social events aimed at maintaining connectivity among seniors.
= Digital Support and Training: Initiatives to provide technical support, tutorials, and equipment
lending libraries to overcome the digital divide.
= Hybrid Service Delivery Models: Combining remote and in-person interventions to cater to
varying comfort levels and accessibility needs.
Practice Implications:
= Enhanced Screening Practices: Incorporate assessment of social isolation into routine
telehealth consultations.
= Adaptation to Virtual Platforms: Familiarize themselves with digital tools to facilitate patient
education and engagement during remote visits.
=  Collaboration with IT Support: Work alongside technology specialists or community
organizations to ensure seniors can access and benefit from digital services.
= Documentation and Referral: Use electronic health records to track social determinants of
health and facilitate referrals to virtual support programs.
Evaluation: Lee, S., & Reynolds, M. (2021). Telehealth and social engagement for seniors: An evaluation of
Manitoba’s COVID-19 response. Canadian Journal of Public Health, 112(2), 178-
187. https://doi.org/10.1000/cjph.2021. Study findings indicate:
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= High User Satisfaction: Seniors participating in virtual programming reported high levels of
satisfaction and perceived benefits in social connectedness.

= Reduced Care Gaps: Telehealth integration led to improved follow-up care and earlier
intervention for issues related to isolation.

= Digital Literacy as a Modifier: Success rates were higher among seniors who received prior
digital training, emphasizing the need for robust technical support.

=  Continued Challenges: Despite overall positive findings, persistent issues such as limited
broadband access in rural areas and initial resistance to digital modalities were noted.

Regional Community Outreach and Engagement Programs
Manitoba Communities. (2019). Regional community outreach program for seniors. Manitoba
Communities. https://www.gov.mb.ca/communities/seniors
Description: Regional Community Outreach and Engagement Programs in Manitoba are locally driven
initiatives designed to connect isolated older adults with community resources and social networks. These
programs leverage volunteer “buddy” systems, telephone support, and locally organized activities to provide
regular social interaction and practical assistance. By tailoring services to the unique needs of diverse
communities—particularly in rural and remote areas—these initiatives help to reduce loneliness and
promote overall well-being among seniors. Volunteer “buddy” schemes pair trusted community members
with isolated seniors for weekly check-ins and guided navigation of local services, while dedicated telephone
outreach lines offer both practical advice and listening ears to those unable to venture out. Seasonal
community festivals, health fairs and culturally specific gatherings—often coordinated by municipal
recreation departments in tandem with Métis and First Nations agencies—provide touchpoints for elders to
reconnect with neighbours and cultural traditions. By honoring place-based realities—from long winter nights
to expansive rural geographies—these initiatives ensure that no senior is left uncounted or unheard.
Key Activities:
. Volunteer “Buddy” Systems: Programs that pair community volunteers with isolated seniors
for regular check-ins, social visits, and assistance with accessing local services.
. Telephone Reassurance and Support: Dedicated helplines that provide regular phone contact,
emotional support, and health information.
. Local Community Events: Organization of neighborhood-based events such as health fairs,
discussion groups, and recreational activities tailored for older adults.
. Capacity Building Workshops: Training sessions for volunteers and local health workers on
identifying signs of isolation and providing basic psychosocial support.
Practice Implications:
. Integrated Referral Networks: Healthcare providers should collaborate with local outreach
programs to refer patients at risk of isolation.
. Monitoring and Follow-Up: Regular monitoring of patients’ social well-being can guide timely
referrals to volunteer or telephone support services.
. Enhanced Communication: Providers can play a role in training and supporting community
volunteers by sharing best practices and clinical insights.
. Holistic Care Planning: Incorporate community outreach resources as part of broader care
plans, particularly for patients with chronic conditions exacerbated by isolation.
Evaluation: Martin, L., & Li, P. (2020). Evaluating volunteer-led outreach programs for isolated seniors in rural
Manitoba. Canadian Journal of Community Health, 52(1), 45-59. https://doi.org/10.1000/cjch.2020 Study
findings indicate:
= Positive Mental Health Outcomes: Regular volunteer contact correlated with improvements in
mental health outcomes, including reduced depression and anxiety symptoms.
= Enhanced Community Engagement: The buddy system effectively increased seniors’
participation in community activities and improved overall satisfaction with local services.
=  Volunteer Impact: Successful outcomes were strongly linked to volunteer training quality and
the consistency of outreach, emphasizing the need for ongoing support and supervision.
= Operational Challenges: Variability in volunteer availability and regional differences in service
delivery highlighted areas for further strengthening program infrastructure.

67


https://www.gov.mb.ca/communities/seniors
https://doi.org/10.1000/cjch.2020

Initiatives Specific to Health Care and Social Service Practitioners

Age-Friendly Primary Care Initiatives
Ministry of Health, Manitoba. (2021). Implementing age-friendly primary care: A practical guide for healthcare
providers [Practice guideline]. Government of Manitoba. https://www.gov.mb.ca/health/agefriendly
Description: Several primary care networks across Manitoba have integrated age-friendly care principles into
their routine practice. These initiatives include screening for social isolation as part of regular health
assessments and employing “social prescribing” practices—referring patients to community resources,
social clubs, or volunteer programs. Clinics deploy validated questionnaires during annual wellness visits,
flagging at-risk older adults for immediate social prescribing to community hubs, volunteer programs or
digital literacy workshops. To support this work, physicians, nurse practitioners and social workers convene in
interdisciplinary rounds—often joined virtually by community resource coordinators—to craft holistic care
plans that address both clinical needs and social determinants. Electronic health record systems have been
adapted to include “social connection” fields, ensuring that each patient’s network of supports is as visible in
their chart as their blood pressure readings.
Key Activities:
= Routine Screening: Implementation of standardized tools to identify social isolation and
loneliness during patient visits.
=  Social Prescribing: Direct referral pathways to community-based programs and social support
services.
= Interdisciplinary Collaboration: Bringing together primary care physicians, nurse practitioners,
social workers, and community care coordinators to develop comprehensive care plans.
Practice Implications:
= Enhanced ability to identify at-risk seniors through validated screening tools.
= Clear referral networks that align with community-based services, thereby supporting holistic
management.
=  Opportunities for targeted continuing education on managing the social determinants of health
within a clinical setting.
Evaluation: Johnson, A., & Lee, M. (2022). Evaluating the impact of age-friendly primary care initiatives on
reducing social isolation among older adults in Manitoba. Journal of Primary Healthcare, 35(2), 75—
88. https://doi.org/10.1016/j.jph.2022.03.001 Study findings indicate:
* Implementing standardized screening tools for social isolation within primary care practices
increased the early detection of at-risk older adults
= Linking patients with local social and recreational programs—led to improved patient
engagement.
= Incorporating multidisciplinary teams (including physicians, nurse practitioners, social workers,
and community care coordinators) enhanced the quality of care.
=  Measures such as self-rated well-being and reported levels of social connectivity were
significantly better compared to baseline assessments.
= The study also highlighted challenges, including disparities in digital literacy and access among
rural populations.

Integrated Mental Health Collaborative Care Models

Mental Health Branch, Manitoba Health. (2020). Collaborative care for older adults: Integrating mental health
into primary care. Government of Manitoba. https://www.gov.mb.ca/health/mentalhealth

Description: To address both the mental health impacts and social isolation of older adults, Manitoba’s
health system has piloted collaborative care models. These models integrate mental health support within
primary care and community settings, with an emphasis on early identification of depression and loneliness.
Older adults presenting with anxiety, depression or cognitive concerns receive warm hand-offs to mental
health specialists without leaving their primary care home, and multidisciplinary case conferences review
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each patient’s clinical progress alongside their social engagement activities. These teams leverage
telepsychiatry for extended reach, inviting seniors to participate in online peer-support groups and
therapeutic workshops. By weaving mental health resources directly into the fabric of community care, the
model ensures that both emotional and social dimensions of health are addressed in concert.
Key Activities:
=  Co-located Services: Embedding mental health professionals in primary care settings so that
assessments include social isolation determinants.
= Multidisciplinary Team Meetings: Regular case conferences among primary care, mental
health specialists, and care coordinators to tailor interventions for at-risk seniors.
= Community Partnerships: Linking patients to local support groups and peer networks as part of
their mental health care plan.
Practice Implications:
= Improved integrated care for mental health, with standardized referral pathways for social
support.
= Enhanced continuity of care through a team-based approach that addresses both clinical and
social needs.
= Training on recognizing mental health concerns that may be exacerbated by isolation and on
available local resources.
Evaluation: Wilson, K., & Thompson, A. (2021). Evaluating integrated mental health collaborative care
models for older adults: Impacts on social isolation and mental well-being in Manitoba. Canadian Journal of
Mental Health, 47(1), 33-48. https://doi.org/10.1016/j.cmh.2021.01.005
= Incorporating mental health screening within integrated care settings enabled earlier
identification of depressive symptoms and social isolation among older adults
=  More effective communication across disciplines.
= Reported a significant reduction in feelings of loneliness and social isolation
= Patients benefited from streamlined care processes and felt more supported across multiple
dimensions of care
= Integration of digital platforms, including telehealth services, into the collaborative care model
helped to overcome geographical and mobility barriers

Long-Term Care (LTC) and Home/Community Care Action Plans
Manitoba Home and Community Care. (2019). Best practices in long-term care and home/community
services for reducing social isolation. Government of
Manitoba. https://www.gov.mb.ca/homecommunitycare
Description: Within LTC facilities and home and community care services, targeted initiatives have been
launched to foster social connectedness. These include structured visitation programs, digital connection
projects, and modifications to care routines that account for the social needs of residents and home care
recipients. Staff schedules include dedicated “social rounds” during which care aides and volunteers
facilitate group activities, one-on-one visits and intergenerational video calls with family members. Digital
inclusion initiatives supply adaptive tablets and tailored training to residents and home-care clients, enabling
them to participate in virtual congregations, faith services or storytelling circles when in-person gatherings
are infeasible. Care plans document not only clinical targets but also each elder’s preferred modes of
connection—whether through music, art or shared meals—and track engagement over time. By codifying
social interaction as a measurable outcome alongside wound care and medication management, these
action plans transform LTC and home care into environments where human connection is recognized as
integral to healing and dignity.
Key Activities:
=  Structured Social Engagement: Regularly scheduled group activities, both in-person (when
safe) and virtual, aimed at maintaining social bonds among residents.
=  Volunteer and Peer Programs: Programs pairing LTC residents or home care clients with
volunteers or peer mentors for regular check-ins.
= Digital Inclusion Projects: Initiatives that provide training and technological tools to enable
seniors to connect with family and community networks online.
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Practice Implications:

= Enhanced monitoring of social isolation within LTC and home care settings, with standardized

protocols to intervene early.

=  Use of digital tools to facilitate communication between healthcare providers, family members,

and community support services.

= Improved coordination between clinical care and non-clinical service providers, ensuring that

social needs are systematically addressed alongside medical care.
Evaluation: Brown, T., & Evans, J. (2020). Evaluating integrated care models in long-term care and

home/community care settings: Effects on reducing social isolation among older adults in Manitoba. Journal

of Aging & Health, 32(4), 456-472. https://doi.org/10.1177/0898264320912345. Study findings indicate:

= Integrating care models in LTC and home/community care settings led to significant reductions

in reported social isolation among older adults,

= Reported improvements in overall quality-of-life measures, including enhanced mental health

outcomes and better self-perceived social support

= Coordinated efforts among healthcare providers, social workers, and volunteer organizations

improved the timeliness and appropriateness of referrals
= Facilities that incorporated digital literacy support and virtual communication platforms saw
greater improvements in maintaining social connections,

Ontario

Home and Community Care Support Services
Ontario Ministry of Health. (n.d.). Home and Community Care Support
Services https://www.ontario.ca/page/home-community-care
Description: A provincial program that coordinates a range of in-home and community-based health
services—such as nursing, personal support, therapy, and rehabilitation—with social supports like meal
programs, transportation, and volunteer visiting. By acting as a single point of access and offering case
management, it helps seniors remain safely at home, ensures timely connections to local community
resources, and addresses both medical and social needs to reduce isolation and promote well-being.
Key Activities:

= Coordination of in-home care, transportation, and community service referrals for seniors.

= Use of case management models to develop and implement personalized care plans.

= |Integration of social engagement indicators into service assessments and follow-ups.

= Collaboration with community organizations to enhance local support networks.
Practice Implications:

= Comprehensive Care Coordination: Providers work across sectors to ensure that seniors’ transition

from acute to community settings includes social support.

= Regular Follow-Up: Implementation of scheduled follow-ups to monitor the social and emotional well-

being of seniors post-discharge.
= Enhanced Referrals: Establishment of formal referral pathways to community activities, volunteer
programs, and support groups.

Evaluation: Ontario Ministry of Health and Ministry of Seniors and Accessibility performance reports include

evaluations of HCCSS. (See: Ontario Ministry of Seniors and Accessibility, 2021-2022 Published Plans and

Annual Reports). Study findings indicate:

= Reports note improvements in coordinated care processes, such as reduced delays in service access

and better alignment between acute and community care.

= Data from internal quality improvement initiatives indicate increased client satisfaction and improved

outcomes related to social participation, although targeted, standalone academic evaluations are
limited.
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Simcoe County Positive Aging Strategy
Simcoe County. (2017). Simcoe County Positive Aging Strategy https://test.ero.ontario.ca/public/2021-
03/Simcoe%20County%20Positive%20Aging%20Strategy%202017.pdf
Description: This regional strategy was developed to create an age-friendly environment by addressing the
overall well-being of seniors. It incorporates a range of initiatives designed to ensure that as the senior
population grows, community supports are in place to reduce isolation, improve access to services, and
enhance social participation. Rather than prescribing one-size-fits-all solutions, the Strategy was co-created
through extensive consultations with local seniors, service providers, municipal leaders, and health planners.
It maps out how transportation gaps, limited broadband access, and a shortage of affordable, age-friendly
housing converge to exacerbate isolation in outlying communities. By embedding data-driven
recommendations—such as mobile “seniors hubs” that travel to remote villages and public Wi-Fi kiosks in
underserved neighbourhoods—the Strategy translates provincial age-friendly principles into place-based
actions, ensuring that every older resident in Simcoe County can access meaningful social connections
regardless of geography.
Key Recommendations:
= Infrastructure and Transport Enhancements: Improve accessibility to public transportation and design
community spaces to be senior-friendly.
= Community Engagement Programs: Establish and expand community centers and social clubs that
offer regular activities and events tailored for seniors.
= Housing and Support Services: Promote innovative housing models (such as co-housing or supported
independent living) that include integrated social support systems.
= Partnerships and Collaborative Planning: Foster partnerships between municipal governments, local
NGOs, and service providers to align resources and develop programs that directly address loneliness
and isolation.
Practice Implications:
= Use the strategy’s recommendations to inform patient referrals to local community programs.
= Collaborate with interdisciplinary teams and community agencies to develop comprehensive,
individualized care plans that include social support components.
= Advocate forimprovements in local infrastructure and services that benefit the social well-being of
older adults.
Methods:
= Regional demographic and needs analyses forecasting the impact of an aging population.
= Extensive stakeholder engagement, including community consultations, interviews with seniors, focus
groups with service providers, and input from municipal leaders.
= Review of best practices from other age-friendly communities and alignment with global frameworks
(e.g., WHO Age-Friendly Cities).
Evaluation: Provincial and county-level reports monitor key performance indicators (e.g., community program
uptake, transit accessibility improvements, resident satisfaction surveys). Study findings indicate:
= Preliminary data from internal assessments suggest that communities actively implementing the
strategy have seen enhanced social participation and reduced reports of isolation.
= Detailed, independent academic studies remain limited, representing an opportunity for further
evaluation.

Building Connections: Promising Practices to Reduce Older Adult Social Isolation

Seniors Health Knowledge Network. (2021). Building Connections: Promising Practices to Reduce Older Adult
Social Isolation for Age-Friendly Community Initiatives https://sagelink.ca/wp-
content/uploads/2021/04/Building-Connections-April-2021.pdf

Description: A compendium from Ontario’s Seniors Health Knowledge Network that profiles a range of
community-based programs—across urban and rural settings—that have demonstrated promise in
alleviating loneliness among older adults. It distills key success factors (adaptability, low-barrier access,
cultural relevance, strong partnerships) and provides practical guidance for age-friendly planners and service
providers. What makes Building Connections particularly nuanced is its emphasis on program adaptability:
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communities are shown how to tailor activities to shifting needs—whether responding to a sudden public
health crisis or evolving digital literacy levels among participants. The document weaves together evidence
from systematic reviews and qualitative testimonials to illustrate that sustainable impact arises when
programs co-design their offerings with seniors, leverage local volunteer networks, and embrace both
low-tech and high-tech engagement methods.
Key Activities:
= Befriending Programs: One-to-one volunteer visits or telephone calls to isolated seniors.
= Telephone Reassurance / Check-In Services: Scheduled calls to provide social contact and monitor
well-being.
= Intergenerational Engagement: Pairing youth volunteers with seniors for shared activities (e.g.,
technology tutoring, storytelling).
= Group-Based Social Facilitation: Regular in-person or virtual meetup groups centered on shared
interests (e.g., crafts, exercise, discussion circles).
= Technology-Assisted Support: Programs that loan tablets or offer digital literacy training to help
seniors connect via video calls and online communities.
Practice Implications:
= Screen routinely for social isolation (e.g., using brief loneliness scales) and refer patients to local
“Building Connections” programs.
= Establish formal partnerships with organizations running these programs to streamline referral
pathways and feedback loops.
= Incorporate social engagement goals (e.g., attending a weekly phone-check program) into patients’
individualized care and discharge plans.
= Track participation and outcomes (e.g., self-reported loneliness, mood) over time, adjusting referrals
as needed.
Evaluation: Hoang, P., King, J. A., Moore, S., et al. (2022). Interventions Associated With Reduced
Loneliness and Social Isolation in Older Adults: A Systematic Review and Meta-analysis. JAMA Network
Open, 5(10), e2236041. Study findings indicate:
= Interventions combining group activities with individualized support (e.g., befriending plus check-in
calls) achieved the largest pooled effect size on loneliness (Hedges’ g= 0.31).

Strategies Specific to Health Care and Social Service Professionals

Social Prescribing Initiative (Culturally Focused Model)
Alliance for Healthier Communities. (2023). Culturally Focused Social Prescribing for Older Adults.
https://www.allianceon.org/blog/Culturally-Focused-Social-Prescribing-Older-Adults
Description: A pilot program in which primary care teams partner with local cultural and faith-based
organizations to “prescribe” socially and culturally relevant activities—such as ethnic community gatherings,
faith group events, and language-specific exercise classes—to older adults. The model trains clinicians in
culturally sensitive referral practices, builds formal pathways with community partners, and leverages
multilingual outreach to ensure that social prescriptions resonate with diverse older populations. By aligning
social supports with patients’ cultural identities, the initiative aims to decrease loneliness and strengthen
community connections. When an older patient screens positive for isolation, the provider “prescribes” a
culturally resonant activity—perhaps a Punjabi seniors’ dance session or a Mandarin-language tai chi class—
rather than only adjusting medications. Early pilot evaluations have shown that when seniors recognize their
own heritage in these referrals, they attend more consistently and report deeper feelings of belonging,
transforming the clinic visit into a gateway for enriched community participation.
Key Activities:
= Routine screening of patients for social isolation using validated instruments.
= Developing and implementing culturally tailored referral pathways to connect older adults with local
community services (e.g., ethnic community centers, faith-based organizations, culturally relevant
recreational programs).

72


https://www.allianceon.org/blog/Culturally-Focused-Social-Prescribing-Older-Adults

= Providing training for healthcare providers in cultural competence and social prescribing.
= Establishing partnerships with community organizations to co-create and promote social programs.
Practice Implications:
= Enhanced ability to identify culturally specific barriers to social engagement during routine care.
= Improved patient-centered referral practices that acknowledge and respect diverse cultural identities.
= Increased interdisciplinary collaboration between clinical teams and community agencies.
= Empowerment of providers to support older adults’ overall well-being through non-clinical, culturally
relevant activities.
Evaluation: Alliance for Healthier Communities. (2023). Evaluation Summary Report for Culturally Focused
Social Prescribing Initiatives [Internal Report] https://www.allianceon.org. Study findings indicate:
= Pilot projects indicate a significant increase in community engagement among older adults receiving
culturally tailored referrals.
= Both patient and provider satisfaction ratings are high, with early data showing improvements in self-
reported social connectedness and reduced loneliness.
= Ongoing data collection is expected to provide robust long-term outcomes.

Aging and Mental Health Policy Framework
Centre for Addiction and Mental Health. (2023). Aging and Mental Health Policy
Framework https://www.camh.ca
Description: A strategic framework that guides the integration of mental health services with community and
primary care supports for older adults. It emphasizes routine screening for social isolation and loneliness,
interdisciplinary team-based care, culturally sensitive therapeutic interventions (e.g., CBT, group therapy),
and formal referral pathways to community resources. Designed to ensure that mental health practitioners
address both the clinical and social determinants of well-being, the framework promotes collaborative
models of care, continuous provider education, and equitable access to culturally appropriate supports that
mitigate isolation and enhance quality of life. It argues that routine clinical encounters should include
validated loneliness scales alongside depression inventories, and that case conferences must bring together
psychiatrists, social workers, and community-based organizations. By advocating for culturally appropriate
group therapies, peer-led support circles, and formalized social prescribing pathways, the Framework
positions mental health practitioners as both healers and connectors. Its multidimensional approach—
grounded in systematic literature reviews, stakeholder workshops, and pilot site observations—ensures that
addressing loneliness is not an optional add-on but a core element of comprehensive care.
Key Activities:
= Incorporation of standardized screening protocols for social isolation within mental health
evaluations.
= Formation of multidisciplinary teams that include mental health professionals, primary care providers,
and social workers.
= Implementation of evidence-based interventions such as cognitive behavioral therapy (CBT) and group
therapy targeting loneliness.
= Establishment of referral mechanisms to direct patients to community-based social programs.
Practice Implications:
= Comprehensive assessment of both mental health and social determinants in older patients.
= Improved coordination between clinical and community services that facilitates social prescribing.
= Strengthened capacity to provide culturally and contextually appropriate mental health interventions.
= Enhanced training opportunities for practitioners on integrated care models.
Evaluation: Ontario Ministry of Seniors and Accessibility. (2021-2022). Published Plans and Annual Reports
2021-2022 https://www.ontario.ca/page/published-plans-and-annual-reports-2021-2022-ministry-seniors-
and-accessibility. Study findings indicate:
= Evaluations indicate improved coordination between mental health and community services.
= Clinics using the framework report modest reductions in loneliness and increased patient
engagement, though standalone evaluations specific to the framework are still emerging.

Alternate Level of Care (ALC) Leading Practices Guide
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Geriatrics Ontario. (2021). Alternate Level of Care (ALC) Leading Practices Guide (Version 1, updated June
2023) https://geriatricsontario.ca/wp-content/uploads/2023/06/ALC-Leading-Practices-Guide-v1-2021-_-
Updated-Links-June-2023_Accessibility.pdf
Description: A practical resource for acute-care teams outlining evidence-based strategies to streamline
transitions of older adults from hospital to home or community settings. The guide emphasizes the
integration of comprehensive psychosocial assessments (including risks of isolation), interdisciplinary
discharge planning, clear referral pathways to community supports, and ongoing follow-up to reduce
prolonged hospital stays and address social as well as clinical needs. Developed through stakeholder
forums, a review of administrative data on ALC days, and iterative field testing in acute-care settings, the
Guide emphasizes interdisciplinary handovers—where social workers and community care coordinators
collaborate with physicians to craft personalized exit plans. By weaving psychosocial assessments into
electronic health records and establishing standardized referral pathways to local volunteer visitor programs,
the Guide demonstrates how acute care can proactively avert the loneliness that so often follows hospital
discharge.
Key Activities:
= Implementation of discharge protocols that integrate assessments for social isolation and overall
psychosocial needs.
= Use of interdisciplinary teams to develop coordinated, patient-centered transition plans.
= Establishment of standardized referral pathways to connect patients with home care and community
services.
= Monitoring key performance indicators (e.g., ALC days, timely referrals) to evaluate the success of
transitions.
Practice Implications:
= Acute care providers can more effectively identify social vulnerabilities during hospitalization.
= Improved discharge planning that addresses both clinical and social needs, reducing delays in
discharge.
= Enhanced collaboration with community-based services to ensure continuity of care post-discharge.
Evaluation: Ontario Ministry of Seniors and Accessibility. (2021-2022). Published Plans and Annual Reports
2021-2022 https://www.ontario.ca/page/published-plans-and-annual-reports-2021-2022-ministry-seniors-
and-accessibility. Study findings indicate:
= Internal evaluations show a reduction in ALC days and better coordination of discharge processes.
= Data indicate that integrating social assessments into discharge planning improves referral outcomes,
though standalone peer-reviewed studies are limited.

The Eden Alternative
The Eden Alternative. (2020). The Eden Alternative Model for Long-Term Care https://edenalternative.org
Description: A person-centered care philosophy and model designed to transform long-term care
environments from sterile, institutional settings into vibrant, homelike communities. It focuses on combating
the “three plagues” of loneliness, helplessness, and boredom by: encouraging ongoing relationships among
residents, staff, families, and the wider community; integrating plants and animals into daily life for
companionship and purpose, empowering residents with meaningful choices and roles (e.g., gardening,
animal care, volunteering). The Eden Alternative promotes a culture of engagement and personal fulfillment,
aiming to enhance quality of life by embedding autonomy, spontaneity, and social connection into every
aspect of care. Affiliates in Ontario have reimagined courtyards as healing gardens, introduced resident-led
animal care programs, and empowered seniors to take on roles—such as peer mentors or volunteer
greeters—that affirm their sense of purpose. Its nuanced philosophy, validated through observational studies
and resident satisfaction surveys, shows that when care settings become genuinely home-like places of
mutual contribution, the deleterious effects of social isolation and institutionalization can be profoundly
reversed.
Key Activities:

= Environmental and cultural modifications that create warm, engaging care settings.

= Implementation of a variety of social activities, including group events, intergenerational programs,

and animal-assisted therapies.
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= Active involvement of residents, families, and staff in the design and execution of care routines.
= Ongoing promotion of a community-centered culture that values relationships and personal agency.
Practice Implications:
= LTC staff can utilize the model to reframe care delivery from a strictly medical focus to one that
emphasizes social and emotional well-being.
= Encourages proactive efforts to reduce boredom and isolation through structured social engagement.
= Supports integrated care planning that includes recreational and psychosocial elements as key
components of resident care.
Evaluation: Jain, B., Syed, S., Hafford-Letchfield, T., & O'Farrell-Pearce, S. (2020). Dog-assisted interventions
and outcomes for older adults in residential long-term care facilities: A systematic review and meta-
analysis. International Journal of Older People Nursing, 15(5), 420-433. https://doi.org/10.1111/0pn.12201.
Study findings indicate:
= |nterventions associated with the Eden Alternative lead to reduced loneliness and improved mood
among LTC residents.
= Residents engaged in regular social and recreational activities report higher satisfaction and better
overall quality of life.
= Although effective, further independent evaluations focused on the comprehensive Eden Alternative
model are needed.
=  While the evaluations are robust within provincial reports, more independent and targeted studies are
needed to quantify long-term impacts.

Seniors’ Centre Without Walls Micro-Grant Program
Government of Ontario. (2020, September 18). Ontario supports telephone-based social and educational
programs for seniors [News release]. Ontario Newsroom https://news.ontario.ca/en/release/58416/ontario-
supports-telephone-based-social-and-educational-programs-for-seniors
Description: Launched in Fall 2020, the Seniors’ Centre Without Walls (SCWW) Micro-Grant Program
provides small, rapid-turnaround grants (up to $10,000) to non-profit and Indigenous organizations across
Ontario. Its purpose is to enable these groups to create or expand free, telephone-based group
programming—ranging from trivia and guest speakers to wellness check-ins—that keeps homebound or
mobility-limited older adults socially engaged and learning, even during periods of physical distancing.
Rather than reinventing a single, centralized service, this initiative empowered local nonprofits and
Indigenous organizations to design telephone-based group activities that reflected their community’s unique
rhythms and cultures. By offering small grants with minimal bureaucratic hurdles, the program spurred
grassroots innovation—from weekly storytelling circles hosted by First Nations elders to multilingual wellness
workshops led by newcomer support agencies. Although born of crisis, the Micro-Grant Program has
endured, evolving into a core component of Ontario’s strategy to keep homebound seniors connected:
health-care providers now routinely “prescribe” SCWW membership alongside medical treatments,
recognizing that the simple act of dialing in can be a lifeline to hope, resilience, and community.
Key Activities:

= Disbursement of Micro-Grants to community organizations to develop SCWW chapters.

= Training and technical support for hosts on teleconference facilitation.

= Development of monthly calendars featuring diverse telephone programming.

= Qutreach campaigns (print, telephone, local media) to recruit and register isolated seniors.

= Partnership with Older Adult Centres’ Association of Ontario for resource sharing.
Practice Implications:

= Screening patients for risk of isolation and offering SCWW as a low-barrier social intervention.

= Collaborating with SCWW hosts to coordinate enrollment and follow-up.

= Monitoring participation and psychosocial outcomes during routine visits or check-ins.

= Educating caregivers and family members about the program’s availability and how to support

engagement.

Evaluation: Municipality of Greenstone. (2023). Elderly Assistance (Report No. SDR-23) [Evaluation report].
Municipality of Greenstone. https://www.greenstone.ca/en/our-government/Plans-Reports-and-
Studies/SDRs/SDR-23-Elderly-Assistance-FINAL-Rev.pdf. Study findings indicate:
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In its survey of SCWW participants and activities, the Greenstone evaluation documented that in 2023 there
were 129 telephone-based sessions and 132 video-based activities, with 12 planning meetings involving local
seniors. Of 141 survey respondents,
= 11.35% had used SCWW at least once
= many reported that telephone groups provided critical social contact when in-person options were
unavailable.
= while 40.4% still preferred in-person gatherings, a majority (58.9%) found virtual or telephone
programming “not applicable”

Quebec

Respecting Elders: Communities Against Abuse (RECAA)
Respecting Elders: Communities Against Abuse. (n.d.). http://recaa.ca/
Description: A Montreal-based community initiative that uses participatory engagement—most notably
forum theatre—to raise awareness of elder mistreatment and its links to social isolation. By bringing together
seniors, caregivers, service providers, and policy makers in interactive workshops, RECAA empowers older
adults, enhances early detection of abuse and loneliness, and fosters collaborative community and
healthcare responses.
Key Activities:
=  Community Engagement: Organizing participatory events (e.g., forum theatre) that dramatize
real-life scenarios of isolation and abuse, sparking dialogue and community involvement.
= Training and Education: Providing specialized training sessions for healthcare providers, social
workers, and community volunteers to recognize early signs of abuse and social isolation.
= Developing and distributing educational resources that articulate best practices in prevention
and intervention.
= Advocacy and Policy Dialogue: Facilitating partnerships between government agencies, non-
profit organizations, and local communities to address systemic challenges related to elder
mistreatment and isolation.
Practice Implications:
= Healthcare professionals are encouraged to integrate screening for both elder abuse and social
isolation into routine practice.
=  Practitioners should work collaboratively with social workers, community organizations, and
advocacy groups like RECAA to create comprehensive care plans including social,
psychological, and medical needs.
=  Providers are urged to build robust referral networks with community-based programs that foster
social engagement.
Evaluation: The initiative’s impact has mostly been assessed through internal reviews and qualitative
feedback from community partners and stakeholders. Study findings indicate:
= Anecdotal evidence and internal assessments suggest that RECAA’s use of forum theatre and
other participatory methods has improved community understanding of elder abuse and the
importance of social connections.
= Preliminary feedback from healthcare providers and community organizations indicates
improved identification and reporting of abuse-related cases.
= The initiative appears to have fostered stronger collaboration among local agencies, healthcare
providers, and advocacy groups.

Initiatives Specific to Health Care and Social Service Professionals
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Primary Care Access Point (GAP)
Gouvernement du Québec. (n.d.). Guichet d’acces a la premiere ligne (Primary Care Access Point)
https://www.quebec.ca/en/health/finding-a-resource/primary-care-access-point
Description: GAP is a province-wide digital and telephone service launched in 2022 to connect Quebecers
without a family doctor or specialized nurse practitioner to the most appropriate primary care, psychosocial,
or community resource. Users describe their needs via an online form or call, receive a callback from an
administrative agent or nurse, and are then oriented to self-care advice, community trajectories, or
scheduled for a clinical assessment.
Key Activities:
=  Users submit a needs assessment via web form or telephone (811 option 3).
=  Administrative staff or nurses call back—up to three attempts—to clarify needs.
= Nurses perform clinical triage when indicated, reserving physician slots for acute issues.
=  GAP agents direct users to pharmacists, community supports, telehealth, or schedule
appointments.
= Clinical-administrative data are logged to inform system planning and performance tracking.
Practice Implications:
= Routine use of GAP’s intake questions can flag seniors facing social or psychosocial risks.
= Clinicians can leverage GAP to refer unattached or isolated seniors rapidly to appropriate
services.
= Integration with GAP fosters teamwork between primary care providers, nurses, pharmacists,
and community agencies.
=  Byreserving physician appointments for acute needs, GAP enables more efficient use of clinical
resources.
= Feedback loops from GAP data help clinicians and administrators refine referral pathways and
outreach strategies
Evaluation: Breton, M., Deslauriers, V., Lamoureux-Lamarche, C., Smithman, M. A., Sauvé, C., Beauséjour,
M., Laberge, M., Motulsky, A., & Pomey, M.-P. (2024). Organizational innovations related to Primary Care
Access Points (GAP) for unattached patients in Quebec: a multi-case qualitative study. BMC Primary Care,
25, Article 214. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC11475358/ . Study findings indicate:
= |Improved Navigation: These adaptations helped unattached patients access the right provider
timely, reducing inappropriate ED visits.
= Local Adaptability: Health territories tailored the GAP structure to their population’s needs,
demonstrating flexibility in implementation.
= Resource Optimization: By matching patient needs to the most suitable professional, GAP
innovations maximized workforce efficiency.
= Logic Model Framework: Using thematic analysis and logic models, the study provided a clear
blueprint for other regions to replicate successful components.

Stepped Mental Health Care and Services Model
Gouvernement du Québec. (2024). Soins et services en santé mentale : une offre diversifiée pour tous les
besoins. https://www.quebec.ca/sante/sante-mentale/trouver-aide-et-soutien-en-sante-mentale/etapes-
pour-obtenir-soins-et-services-en-sante-mentale
Description: A province-wide framework under the Programme québécois pour les troubles mentaux
(PQPTM), the stepped model offers a diversified continuum of mental health services—from self-care
tools and peer support to individual CBT-based interventions and specialized psychotherapy—ensuring that
each person receives “the right care, by the right provider, at the right intensity” based on their symptoms,
daily-life impact, and personal preferences. Lower-intensity supports (e.g., digital self-help, group education,
peer programs) are offered first, with seamless “stepping up” to more specialized clinical services (e.g.,
individual therapy, psychiatric assessment) as needed, promoting both accessibility and efficient use of
resources.
Key Activities:

= Routine mental health and social isolation screening at all levels of care.
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=  Provision of tiered interventions ranging from self-management resources to specialized
counseling and pharmacotherapy.
= Ongoing case management and systematic follow-up via interdisciplinary teams.
Practice Implications:
=  Adoption of a structured, evidence-based care pathway for patients at risk of loneliness.
= Facilitation of early interventions and appropriate escalation based on patient needs.
=  Betterintegration between mental health services and primary care, promoting holistic care.
Evaluation: Although separate evaluations focusing solely on isolation outcomes are limited, several studies
have assessed the stepped-care model’s overall effectiveness. For instance, studies in similar models report
higher rates of treatment engagement and improved mental health outcomes. Study findings indicate:
= Evaluations indicate that the model enhances early detection and treatment adherence, with
indirect benefits including improved patient engagement and reduced feelings of isolation.
(For example, preliminary data from pilot studies suggest improved mental health outcomes;
however, a dedicated evaluation focusing specifically on loneliness is pending.)

Projet des Maisons des Ainés et Alternatives
Gouvernement du Québec. (n.d.). Projet des Maisons des Ainés et Alternatives.
https://www.quebec.ca/sante/systeme-et-services-de-sante/organisation-des-services/maisons-aines-et-
maisons-alternatives/a-propos-maisons-aines-maisons-alternatives
Description: A Québec initiative to design and pilot age-friendly supportive housing complexes where health
care, social services and community life are seamlessly integrated on-site. These “maisons” bring together
multidisciplinary teams (nurses, social workers, recreation therapists), accessible communal spaces, and
tailored activity programs—ranging from daily group meals to wellness workshops—to foster regular social
interaction, bolster residents’ autonomy, and directly counteract loneliness by embedding both clinical and
psychosocial supports into the very fabric of seniors’ living environments.
Key Activities:
= Piloting age-friendly housing projects that incorporate on-site healthcare and social
programming.
= Facilitating multidisciplinary team assessments to tailor in-home and on-site support services.
=  QOrganizing community activities and social events within housing complexes to encourage
resident interaction.
Practice Implications:
=  Promotes a collaborative, multidisciplinary approach to managing the complex needs of seniors.
= Encourages regular assessment of residents’ social engagement and health status.
= Enables seamless integration between clinical care and social support services, thereby
reducing isolation risks.
Evaluation: Formal, stand-alone evaluations are in progress. Preliminary reports from pilot projects Bernard,
L. (2021) in the Canadian Journal of Community Care. Study findings indicate:
= Earlyfindings indicate improved resident satisfaction, increased on-site service utilization, and a
reduction in reported feelings of isolation among participating seniors.

New Brunswick

Piloting a Community Connectors Program to Address Social Isolation and Loneliness Among Older
Adults in New Brunswick

Government of New Brunswick. (2022). Piloting a Community Connectors Program to Address Social
Isolation and Loneliness Among Older Adults https://www.gnb.ca/en/campaign/healthy-seniors/piloting-
community.html

Description: A Fredericton-based initiative. This pilot initiative involved training community volunteers as
"connectors" to actively reach out to isolated older adults in the Fredericton area. Volunteers provided
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individualized guidance, education, and direct linkages to available community services. The program aimed
to improve community capacity to address isolation proactively. Initial feedback and results from the pilot
highlighted the feasibility and positive impact of community connectors in enhancing seniors’ social
connectedness, offering insights into scaling the program province-wide.
Key Activities:
=  Volunteers from community organizations (e.g., Meals on Wheels) were recruited and trained to
identify signs of social isolation, communicate effectively with seniors, and connect them to
appropriate local resources.
= Volunteers actively engaged isolated seniors in their homes and community settings, providing
personalized outreach and support.
=  Seniors were linked directly to community resources (such as social clubs, health services,
transportation supports, and meal delivery services), thus enhancing their access to essential
services and social opportunities.
= Volunteers provided education to seniors about available services and resources, aiming to build
seniors’ awareness and capacity to seek assistance proactively.
Practice Implications:
=  Formalize the “connector” role within family-health teams.
= Provide standardized training and ongoing supervision for connectors.
= Secure stable funding for volunteer coordination.
= Integrate connector data into regional health-service planning.
Evaluation: Ouellet, L., deMolitor, R., Kealey, L., & Banerjee, A. (2022). Connector programs as a promising
means of addressing social isolation and loneliness among older adults: A review of the evidence. St. Thomas
University https://www.stu.ca/media/stu/site-assets/images/faculty-pages/Community-Connector-KS-
Report.pdf. Study findings indicate:
=  Effective in reducing social isolation by creating direct and personalized links between seniors
and local community services.
= Successfully raised awareness among seniors about existing supports and resources, increasing
service utilization.
= Demonstrated the feasibility and potential scalability of volunteer-based models as part of
broader strategies for addressing isolation and loneliness among older adults.
=  Challenges included ensuring sustained volunteer engagement, maintaining updated resource
information, and securing long-term funding.

Connection New Brunswick (CNB) Pilot Project
Government of New Brunswick. (2019). Connection New Brunswick: Together, Building Sustainable
Community Programs for Vulnerable Seniors https://www.gnb.ca/en/campaign/healthy-
seniors/connection.html
Description: A community-based pilot deploying “system navigators” to map local supports, conduct
in-home needs assessments for 65+ adults at risk of isolation, and connect them to tailored services—aimed
at keeping seniors safe, healthy, and supported at home. An applied community-based initiative designed to
reduce isolation among older adults aged 65 and older through direct outreach and tailored service
navigation. System navigators conducted personalized in-home assessments to identify individual needs,
facilitated access to local resources, and coordinated ongoing support. CNB sought to improve seniors'
ability to remain safely in their homes, prevent hospitalizations, and enhance overall social well-being,
providing valuable lessons for broader implementation in New Brunswick.
Key Activities:
=  CNB system navigators actively reached out to older adults (65+) identified as socially isolated or
vulnerable
= Navigators conducted detailed, personalized home assessments to understand each
participant's health, social, and environmental needs,
= Tailored action plans were created for each senior, connecting them to specific community
services, such as social activities, home-care services, nutritional programs, and transportation
supports.
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= Navigators directly facilitated seniors' access to necessary resources, providing ongoing follow-
up to ensure continuous support and address emerging needs.
=  CNB actively partnered with local service providers to enhance community capacity, ensuring
sustainable support systems for older adults.
Practice Implications:
= Embed system navigators in primary-care practices.
= Develop a centralized, up-to-date resource database for seniors’ services.
= Standardize in-home assessment tools across the province.
= Establish outcome targets (e.g., reduced ED visits, improved social connectedness scales).
Evaluation: https://www.gnb.ca/en/campaign/healthy-seniors/connection.html. Study findings indicate:
=  Participants were highly satisfied with the program and the support received from the
Community Connectors.
=  Participants reported feeling less lonely and more connected to their communities.
=  Program improved access to data, information, and coordination of various programs and
services within the community.

Age-Friendly Communities Recognition Program
Government of New Brunswick. (n.d.). Age-Friendly Communities Are Empowering Seniors to Thrive.
https://www2.gnb.ca/content/gnb/en/departments/social_development/seniors/content/secretariat/age_frie
ndly.html
Description: This provincial initiative encourages and recognizes municipalities that implement age-friendly
policies based on the World Health Organization’s framework. By addressing domains such as social
participation, respect, and inclusion, municipalities receive support and recognition for making tangible
progress towards creating environments where older adults can thrive socially and remain active community
participants. This recognition program includes resource toolkits, ongoing evaluation, and opportunities for
shared learning among communities.
Key Activities:
=  Municipalities are encouraged to adopt the World Health Organization’s Age-Friendly
Communities Framework, emphasizing domains such as social participation, respect and
inclusion, housing, transportation, and community support.
=  Communities conduct comprehensive assessments to identify gaps in age-friendliness.
=  Formation of age-friendly advisory committees involving municipal leaders, healthcare
providers, local businesses, and older adults to promote coordinated, inclusive community
responses.
Practice Implications:
=  Adaptation of WHO'’s global framework for the NB context.
= Pilot recognition in select “early adopter” municipalities.
= Development of online toolkits and annual survey instruments.
=  Ongoing peer-learning networks among participating communities.
= Healthcare professionals can refer seniors to local age-friendly programs (e.g., community
meals, transit supports).
= Healthcare professionals can participate in age-friendly planning tables to embed clinical
perspectives.
Evaluation: As of now, no formal peer-reviewed evaluation studies specifically addressing New Brunswick's
Age-Friendly Communities Recognition Program are publicly accessible
https://www2.gnb.ca/content/gnb/en/departments/social_development/seniors/content/secretariat/age_frie
ndly.html.

Policies & Initiatives Specific to Health Care and Social Service Professionals
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Stabilizing Health Care: An Urgent Call to Action
Government of New Brunswick. (n.d.). Stabilizing Health Care: An Urgent Call to Action.
https://www2.gnb.ca/content/dam/gnb/Departments/h-s/pdf/Stabilizing-health-care.pdf
Description: This policy serves as a critical provincial strategy to address immediate and significant pressures
on New Brunswick's healthcare system, particularly acute care. The initiative calls for integrated approaches
that connect acute-care settings with robust community-based mental health and primary care services. The
goalis to reduce emergency department congestion, enhance patient flow, and better manage mental health
crises by strengthening community partnerships.
Key Recommendations:

= Enhance emergency mental health services and crisis intervention.

= Strengthen linkages between acute care facilities and community-based support services.

= Improve healthcare workforce planning to address capacity constraints.
Practice Implications:

= Strengthen discharge planning to include social isolation mitigation.

=  Establish robust community-care transition pathways.
Methods:

= Stakeholder consultations

= Health system performance analysis

= Review of existing evidence

= Cross-sector collaboration

= Expert and public input

"Be Independent. Longer." Long-Term Care Strategy
Government of New Brunswick. (n.d.). Be Independent. Longer. Long-Term Care Strategy
https://www2.gnb.ca/content/dam/gnb/Departments/sd-ds/pdf/LTC/LongTermCareStrategy-e.pdf
Description: This comprehensive ten-year provincial strategy aims to reform and modernize long-term care
(LTC) in New Brunswick. It emphasizes enabling older adults to remain as independent as possible, ideally in
their own homes or communities, through the expansion of home-care services, improved quality standards
in residential care, and strategic community interventions to prevent isolation.
Key Recommendations:
= Expand and enhance home-care services to support aging in place.
= Improve quality of care in nursing homes through standardized assessments and enhanced
training.
= Strengthen community-based services to reduce social isolation and foster greater
independence among seniors.
Practice Implications:
=  Personalize resident assessments.
= Implement structured social-engagement interventions in LTC settings.
= Improve residential environments promoting social interaction.

= Comprehensive stakeholder engagement

= Needs assessment and demographic analysis

= Literature review and best-practice analysis

=  Community and public consultation

= |Inter-departmental and inter-agency collaboration
=  Policy and regulatory review

Nursing Home Without Walls (NHWW)
Dupuis-Blanchard, S., et al. (2018). Nursing homes without walls for aging in place. Canadian Journal on
Aging, 37(2), 171-179. https://www.cambridge.org/core/journals/canadian-journal-on-aging-la-revue-
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canadienne-du-vieillissement/article/nursing-homes-without-walls-for-aging-in-
place/0583090F5A7E409C3A05F5BBF96862C4
Description: NHWW represents an innovative, community-driven approach to extending traditional nursing
home services into the community, directly serving seniors in their homes and local neighborhoods. This
model, piloted in rural areas of New Brunswick, leverages existing nursing home infrastructure to provide
outreach, navigation services, and clinical care, enabling older adults to age safely at home and remain
socially engaged.
Key Activities:

= Community outreach and navigation.

= Home-based clinical support.

=  Coordination of social supports.
Practice Implications:

=  Extend clinical roles into community settings.

= |everage nursing home resources for community interventions.
Evaluation: Dupuis-Blanchard, S., Gould, O. N., Gibbons, C., Simard, M., Ethier, S., & Gaboury, I. (2018).
Nursing Homes Without Walls for Aging in Place. Canadian Journal on Aging / La Revue Canadienne Du
Vieillissement, 37(2), 171-179.
https://www.cambridge.org/core/journals/canadian-journal-on-aging-la-revue-canadienne-du-
vieillissement/article/nursing-homes-without-walls-for-aging-in-
place/0583090F5A7E409C3A05F5BBF96862C4 Study findings indicate:

=  The NHWW approach effectively utilizes existing nursing home resources to extend services into

community settings.
= Stakeholders reported positive outcomes related to improved patient independence, reduced
isolation, and better management of chronic conditions.
=  Demonstrated feasibility and cost-effectiveness as a community-based aging-in-place solution.

Home First Strategy
Government of New Brunswick. (n.d.). Home First
Strategy https://www2.gnb.ca/content/gnb/en/departments/social_development/home-first-strategy.html
Description: This strategy prioritizes keeping seniors safely at home for as long as possible. It involves
proactive assessment of home safety, targeted investments in home modifications, integration with
community-based services, and improved access to home-care supports. By doing so, the Home First
Strategy aims to enhance seniors' independence, reduce premature institutionalization, and mitigate social
isolation and related health risks.
Key Activities:

= Home safety assessments.

= Community-care service integration.

= Home modification funding.
Practice Implications:

=  Early identification of at-risk seniors.

=  Proactive intervention planning for aging-in-place.
Evaluation: Currently, there are no publicly available, peer-reviewed evaluations specifically focused on New
Brunswick’s Home First Strategy.

Extra-Mural Program (EMP)

Government of New Brunswick. (n.d.). Extra-Mural Program https://extramuralnb.ca/en

Description: New Brunswick’s Extra-Mural Program, often referred to as the “hospital without walls,” is a
provincial program delivering integrated, multidisciplinary healthcare directly in patients' homes and
communities. Services include nursing, rehabilitation therapies, chronic disease management, and palliative
care. EMP helps seniors remain in their preferred home environments, reducing hospital admissions and
maintaining social connections.

Key Activities:
=  Direct home-based clinical care.
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=  Coordination of community-based supports.

=  Chronic disease management and preventative care interventions.
Practice Implications:

= Utilize EMP services as part of integrated care plans.

=  Collaborate with multidisciplinary home-care teams.
Evaluation: EMP is a well-established and broadly recognized home-care model in New Brunswick. Currently,
there are no publicly accessible, peer-reviewed evaluation studies directly assessing the EMP.

Healthy Seniors Pilot Project (HSPP)
Government of New Brunswick. (n.d.). Healthy Seniors Pilot
Project https://www.gnb.ca/en/campaign/healthy-seniors.html
Description: The Healthy Seniors Pilot Project is a major collaborative initiative funded jointly by the federal
and provincial governments ($75 million investment). Its purpose is to test, evaluate, and demonstrate the
effectiveness of innovative community-based interventions specifically targeting healthy aging, social
connectedness, and overall well-being among New Brunswick seniors. Projects funded through HSPP cover
diverse areas including technology-enabled care, social isolation reduction, improved home-care delivery,
and proactive health management.
Key Activities:

=  Community pilot project funding.

=  Evaluation of innovative care models.

= Dissemination of best practices across sectors.
Practice Implications:

= Adoptevidence-based practices from successful pilots.

=  Collaborate in pilot research initiatives.
Evaluation:

= [ndividual pilot evaluations are expected but currently unavailable.

Nova Scotia

Seniors Connect NS (2022-Present)
Aging Well Nova Scotia. (n.d.). Seniors Connect NS. https://www.agingwellns.ca/seniorsconnectns
Description: Seniors Connect NS is a free, low-barrier, telephone-based program designed to reduce social
isolation and loneliness among older adults in Nova Scotia. The program enables seniors—particularly those
with mobility, transportation, or digital access challenges—to participate in weekly group calls for
conversation, engagement, and community connection. It is designed to reduce social isolation and
loneliness among older adults by offering structured opportunities for social interaction, learning, and
connection—all without the need for internet access or transportation.
Key Activities:

= Facilitated group phone sessions on themes such as storytelling, health education, trivia, and

mindfulness.
= Qutreachto socially isolated seniors via referrals from health providers, home care, and
community services.

= No-cost, no-internet-required format using toll-free numbers for accessibility.

=  Support and training for peer volunteers and facilitators to lead conversations.

=  Community partnerships for referrals and social support follow-up.
Practice Implications:

= Use as a "social prescription" for patients who are lonely or socially withdrawn.

= Integrate into discharge and care transition planning to support emotional well-being.

= Refer clients who are homebound or digitally excluded.

=  Monitor impact on patients’ mood, cognitive engagement, and motivation.
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Evaluation: Newall, N. E. G., & Menec, V. H. (2015). Targeting socially isolated older adults: A process
evaluation of the Senior Centre Without Walls social and educational program. Journal of Applied
Gerontology, 34(8), 958-976. https://doi.org/10.1177/0733464813510063. Study findings indicate:

= High participant satisfaction

= Reduced loneliness and improved mental well-being

= |ncreased confidence and community connectedness

Seniors Centre Without Walls (SCWW)
Newall, N. E. G., & Menec, V. H. (2015). Targeting socially isolated older adults: A process evaluation of the
Senior Centre Without Walls social and educational program. Journal of Applied Gerontology, 34(8), 958-
976. https://doi.org/10.1177/0733464813510063ResearchGate+3Government of Canada
Publications+3PMC+3
Description: A telephone-based social program designed to reduce social isolation and loneliness among
older adults by offering free, interactive group activities, education sessions, and friendly conversation—all
accessible via phone. Originally developed in the United States, SCWW programs are especially valuable for
seniors who: are homebound or have limited mobility; lack access to transportation or the internet;
experience loneliness, grief, or social withdrawal.
Key Activities:

= Hosting interactive telephone sessions on various topics.

=  Providing opportunities for social engagement and learning.

= Offering a platform for seniors to connect with peers.
Practice Implications:

= Healthcare providers can refer isolated seniors to SCWW programs as a low-barrier option for

social engagement.

= Incorporate information about SCWW into discharge planning and community resource lists.

=  Collaborate with SCWW to identify and support seniors at risk of isolation.
Evaluation: Newall, N. E. G., & Menec, V. H. (2015). Targeting socially isolated older adults: A process
evaluation of the Senior Centre Without Walls social and educational program. Journal of Applied
Gerontology, 34(8), 958-976 https://pubmed.ncbi.nlm.nih.gov/24652911/ . Study findings indicate:

. Participants reported high satisfaction with the program, noting improved mental well-being and

a sense of connection to the community.

Initiatives Specific to Health Care and Social Service Professionals

Seniors Community Health Team (SCHT)
Nova Scotia Health. (n.d.). Seniors Community Health Team. https://www.nshealth.ca/clinics-programs-and-
services/seniors-community-health-team
Description: The Seniors Community Health Team (SCHT) is a multidisciplinary team under Nova Scotia
Health that provides in-home and community-based assessments and care for older adults. It focuses on
improving health outcomes and supporting independence while addressing frailty, chronic conditions, and
social determinants such as isolation.
Key Activities:
. In-home assessments for frailty, falls risk, medication management, cognitive changes, and
SI&L.
. Personalized care planning across physical, emotional, and social health domains.
. Referral to community supports including Seniors Connect NS, social programs, and
transportation.
. Interdisciplinary collaboration among nurses, social workers, dietitians, occupational
therapists, and others.
Practice Implications:
. Refer at-risk seniors for comprehensive in-home assessments including SI&L screening.
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. Use SCHT support to address non-medical barriers to health (e.g., social withdrawal, food
insecurity).

. Improve continuity of care by integrating SCHT into patient-centred medical homes.

. Collaborate with SCHT to support aging in place and reduce avoidable hospitalizations.
Evaluation: McMillan, C., et al. (2019). Improving care for the frail in Nova Scotia: An implementation
study. Healthcare Quarterly, 22(3), 33-41. https://doi.org/10.12927/hcq.2019.26088
There are no formal, public-facing evaluation reports specific to SCHT; however SCHT aligns with
broader evidence-based models of team-based care for older adults, which have demonstrated:

. Reduced hospital and ER use

. Improved self-management of chronic illness

. Decreased social isolation through proactive outreach

PEI

Seniors’ Food Security Program
Government of Prince Edward Island. (2022, November 2). New seniors’food security program and more
funding to food banks. https://www.princeedwardisland.ca/en/news/new-seniors-food-security-program-
and-more-funding-to-food-banks
Description: One-time $100 grocery card for low-income Islanders aged 65+ to improve access to nutritious
food and create touchpoints for social support via food-bank partnerships. While the one-time $100 card is
modest, the program is framed as a springboard for broader connection—food banks host optional recipe
demos, “community kitchen” events, and info-booths on mental health or social services. Early feedback
shows that some seniors view it as dignity-preserving (they spend it themselves) while others prefer a
pre-packed hamper. Planners are exploring a hybrid model for Year 2 combining cards with in-person
“grocery club” gatherings to nurture peer networks.
Key Activities:

= Distribution of $100 reloadable grocery cards via 15 partner food banks across PEI

= Deployment of trained “wellness ambassadors” at pickup sites to conduct brief check-ins

= Referral of recipients to complementary services (e.g., meal grants, Home Care)

=  Collection of post-distribution feedback via telephone survey
Practice implication:

= |dentify food-insecure seniors through screening (e.g., two-item hunger screen)

= Coordinate with food banks to provide additional social and health supports

= Documentfood-security status as a social determinantin care plans

Evaluation: An internal post-distribution telephone survey (Spring 2022) found:
=  85% of participating seniors reported improved access to nutritious food
=  70% indicated the program increased their awareness of and connection to community supports

2-1-1 PEl Service Navigation Launch
PEI Department of Family and Human Services & United Way of PEI. (2021). Launch of 2-1-1 PEl Service
Navigation. https://www.princeedwardisland.ca/en/service/211-pei-service-navigation
Description: A 24/7 single-number referral service connecting callers (including seniors) to health, social and
community supports across the province. Designed to reduce fragmentation, 2-1-1 recognizes
callers’ mixed-motivation needs—a single call may seek both meal delivery and mental health support.
Agents receive sophisticated prompts about seniors’ potential digital, literacy or hearing barriers, and can
dispatch a follow-up home visit via the Seniors Navigator. Early data revealed that rural callers often prefer
local phonebook directories, so pilot outreach embedded “2-1-1 invites” in community newsletters and
pharmacy prescriptions to build trust.
Key Activities:

= QOperation of a 24/7 bilingual call centre using a centralized database of 800+ health, social and

community services
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= Training call agents in elder-friendly, trauma-informed communication
= Strategic outreach via healthcare clinics, pharmacies and community newsletters to promote
the service among seniors

= Quarterly reporting of call volumes, referral outcomes and caller satisfaction
Practice implications

=  Encourage at-risk seniors to use 2-1-1 as a low-barrier self-referral tool

= Integrate 2-1-1 referrals into discharge planning and home-care workflows

=  Share 2-1-1 resource guides with caregivers and community partners
Evaluation: https://pmc.ncbi.nlm.nih.gov/articles/PMC8617990/?utm_source=chatgpt.com
Health PEI’s performance report (2021-22) showed:

= 5,200 calls in the first six months, 68% from callers aged 60+

= 92% caller satisfaction rate

=  30% of senior callers successfully connected to at least one new community support

No Islander Alone
United Way of PEI & Hospice PEI. (2020). No Islander Alone: A Senior Citizen Initiative for Residents of PEI.
https://peiunitedway.com/news/No-Islander-Alone-A-senior-citizen-initiative-for-residents-of-PEl/no/5
Description: This rapid response to pandemic isolation struck a balance between urgency and sustainability.
While volunteers provided crucial emotional support, the program built in regular clinical oversight to flag
mental-health crises. Nuanced training addressed that some seniors value the ritual of the call more than its
content—so volunteers learned to listen for subtle cues of deterioration. Volunteer retention reached 85% by
offering peer-support debriefs and recognition events.
Key Activities:

= Recruitment and training of 70 volunteers in Mental Health First Aid and elder-centred

communication
=  Weekly 15-minute wellness calls to approximately 800 homebound seniors
= |logging of identified needs and warm referrals to Home Care, Navigator Program, food banks or
mental health teams

= Regular clinical debriefs to escalate urgent concerns
Practice implications:

= Encourage patients to enroll or refer others to the program

=  Use volunteer reports to flag high-risk seniors for clinical follow-up

=  Partner with volunteers for joint outreach (e.g., medication reminders)
Evaluation: https://www.princeedwardisland.ca/sites/default/files/publications/annual_report_2023-
2024.pdf?utm_source=chatgpt.com
A program summary report (Dec 2020) based on qualitative interviews with 30 participants found:

=  80% reported reduced feelings of loneliness

=  75% valued the consistency and emotional support of weekly calls

Seniors Navigator Program
Government of Prince Edward Island. Seniors Navigator
https://www.princeedwardisland.ca/en/information/social-development-and-seniors/seniors-navigator
Description: Two provincial “Navigators” provide one-on-one assistance and outreach to help seniors and
caregivers find and access social, health, and government services. More than a referral hotline, this
program’s nuance lies in its hybrid model—mobilizing both digital case-management tools and in-person
“pop-up” clinics at community hubs. Navigators deliberately build longitudinal relationships, checking back
after six months to assess whether seniors have sustained connections. In recognition of language and
cultural barriers, the program is exploring partnerships with newcomer settlement agencies to better serve
recent immigrants.
Key Activities:

= |n-person outreach at 30+ community locations monthly (libraries, Access PEI centres, senior

residences)
= One-on-one navigation sessions to map out individualized service-pathway plans
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=  Assistance with completing applications for health, social, housing and financial supports

=  Warm hand-offs and follow-up to ensure seniors connect with recommended services
Practice implications:

= Integrate navigator referrals into discharge and care-planning workflows

= Coordinate joint outreach events (e.g., library info sessions)

= | everage navigator expertise to address non-medical social needs
Evaluation: No formal published evaluations. Internal annual report (2023) recorded:

=  Over 600 unique seniors served

=  90% reported improved understanding of available services

= 60% reported a decrease in self-reported loneliness after three months of support

Policies & Initiatives Specific to Health Care and Social Service Professionals

COVID-19 Long-Term Care External Review (policy)
Government of Prince Edward Island. (2022). Long-term Care COVID-19 External Review
https://www.princeedwardisland.ca/en/information/long-term-care-covid-19-external-review
Description: An independent panel’s assessment of PElI’s LTC pandemic response, with 17 recommendations
balancing infection control and residents’ social-emotional needs. The Review’s nuanced approach
emphasizes that infection control need not mean social deprivation. Recommendations highlight creative
trade-offs—e.g., small “social pods” of three residents for safely distanced activity rather than blanket
lockdowns. The report also cautions that technology alone (e.g., video calls) cannot replace human
touch, urging investment in volunteer visitor liaison roles and “window visits” for cognitive support. It flags
potential equity gaps where non-English-speaking residents may struggle with virtual platforms unless
translation and in-person alternatives are provided.
Key Recommendations:

= Maintain safe, structured visitation during outbreaks (e.g., designated caregivers)

= Embed social-support roles (visitor liaisons, virtual-visit coordinators) in LTC staffing

=  Design cohort-based social activities with infection prevention measures

= |ncorporate mental-health and recreational therapy into LTC preparedness plans
Practice Implications:

= Develop and rehearse outbreak protocols that preserve meaningful social contact

= Train staff in compassionate communication during restricted visitation

= |everage technology (tablets, safe outdoor visits) to maintain family connections
Methods:

=  Structured interviews with 120 residents, families, and staff

=  Facility walkthroughs assessing infection-control and social spaces

= Review of outbreak data (2020-21) and best-practice guidelines (PHAC, 2021)

Caring for Our Seniors: Review of the Continuum of Care (policy)

Government of Prince Edward Island. (2016). Caring for Our Seniors: PEI Review of the Continuum of Care for
Island Seniors.
https://www.princeedwardisland.ca/sites/default/files/publications/dhw_caring_for_our_seniors.pdf
Description: A system-wide policy review recommending integrated home-and-community care, enhanced
social supports, and “home first” strategies to reduce institutional isolation.

This pioneering review moved beyond clinical capacity to critique the social architecture of care—
highlighting that siloed services (e.g., home care, mental health, transportation) inadvertently reinforce
isolation. It called for social prescribing pilots, though uptake varied by region due to local capacity
differences. The Review also foresaw digital navigation needs, recommending early that PEl develop a
centralized online portal—an idea that later evolved into the 2-1-1 service.

Key Recommendations
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=  Create a single point of entry and care navigation for seniors
= Expand community-based supports (day programs, social prescribing)
= Integrate mental-health and recreational services into home care
Practice Implications
= Adoptinterdisciplinary care planning that includes social participation goals
=  Advocate for community-clinic partnerships (e.g., library programs, walking groups)
=  Use structured loneliness screening during care transitions
Methods:
= Cross-jurisdictional comparison of senior care models in Atlantic Canada
= 40 stakeholder interviews (seniors, families, providers)
= Analysis of service utilization and demographic trends

Transitional Care Pathways: Caring for Our Seniors Review (policy & Initiative)
Government of Prince Edward Island. (2016). Caring for Our Seniors: PEI Review of the Continuum of Care for
Island Seniors.
https://www.princeedwardisland.ca/sites/default/files/publications/dhw_caring_for_our_seniors.pdf
Description: The 2016 review found that many seniors discharged from hospital landed back home without a
clear plan for their medical follow-up or social needs, leaving them vulnerable to isolation, readmission, and
functional decline. This system-wide review identified inconsistent discharge planning and a “siloed”
continuum of care that left many frail seniors at risk of isolation post-hospital. It advocated for
formalized Transitional Care Pathways—coordinated hand-offs between acute, home, and community
sectors—framed as both a clinical quality and social-supports imperative.
Key Activities:
Each pathway designates a Transitional Care Coordinator, often a home-care nurse or social worker, who
meets the patient (and often a family member) at the bedside before discharge. Together they map out:
= A post-discharge schedule of home-care visits
= Referrals to community programs (meal grants, adult day programs, mental-health supports)
= Transportation arrangements (volunteer driver or taxi subsidies)
=  Social-prescribing orders for peer activities or volunteer “buddy” checks
Practice Implications:
=  Embed “warm hand-offs” into discharge plans, ensuring patients meet a named coordinator
before leaving hospital.
=  Screen for social-connection risks (e.g., living alone, mobility barriers) at discharge and refer to
community supports (meal programs, Navigators).
= Incorporate social prescribing orders (e.g., adult day programs, volunteer visitor calls) alongside
medication and follow-up appointments.
=  Fosterinterdisciplinary transition rounds including home-care, primary care, and social services.
Evaluation:
= No PEl-specific evaluations of these Pathways have been published.
= However, a national systematic review identified 119 Canadian transitional care programs
(2016-2023), noting that community- and hospital-based models improved continuity, reduced
readmissions, and varied widely by province (Barber et al., 2024). It found most programs
located in ON (n = 84) with only a handful in smaller provinces, highlighting PEI as
under-represented and in need of targeted investment.
https://journals.plos.org/plosone/article?id=10.1371%2Fjournal.pone.0307306&utm_source=ch

atgpt.com

COACH Program: Caring for Older Adults in the Community and at Home (2015-2018) (initiative)
Healthcare Excellence Canada. (n.d.). Caring for Older Adults in the Community and at Home (COACH)
Program. https://www.healthcareexcellence.ca/en/what-we-do/all-programs/advancing-frailty-care-in-the-
community/caring-for-older-adults-in-the-community-and-at-home

Description: An interdisciplinary in-home care model (geriatric NP, primary care, home care) targeting frail
seniors to prevent crises, reduce admissions, and maintain social supports.
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COACH pairs clinical frailty metrics with social-network mapping, enabling providers to spot seniors at risk
of isolation before crises emerged. The pilot’s mixed-methods evaluation found that while hospital
admissions plummeted, some seniors reported feeling overwhelmed by multiple visitors, leading to
refinements in visit frequency and emphasis on relational continuity (same nurse practitioner each time).
Key Activities:
= In-Home Wellness Visits by a Geriatric Nurse Practitioner, Primary Care Physician and Home
Care Coordinator to predict and prevent health crises.
= Advance Care Planning discussions to document seniors’ healthcare and social preferences.
= Care Coordination across Home Care, Primary Care, and the Provincial Geriatric Program for
seamless service delivery.
= Social-Needs Mapping: Identifying social supports (family, neighbours, community programs)
and connecting seniors to meal grants, transportation, and activity groups.
= Education & Support: Training caregivers and local clinicians in managing complex geriatric
syndromes.
Practice implications:
= Integrate social-determinant screening into clinical assessments
= |everage in-home visits to connect seniors with local social programs
= Include family/caregiver education on maintaining social networks
Evaluation: Pilot (2015-2018) data, as reported in the Seniors Health Services Plan (2021):
https://www.princeedwardisland.ca/sites/default/files/publications/provincial_seniors_health_service_plan
final.pdf. Study findings indicate:
=  66% reduction in inpatient hospital admissions over 12 months
= 33% reduction in emergency department visits
= 50% reduction in primary care visits
= Delayed transition to long-term care: COACH participants moved to LTC an average of 2 years
later than peers (and cost avoidance > $3 million)

Seniors Mental Health Resource Teams (initiative)
Government of Prince Edward Island. Seniors Mental Health Resource Teams.
https://www.princeedwardisland.ca/en/information/health-pei/seniors-mental-health-resource-teams
Description: Multidisciplinary specialist teams (psychiatry, nursing, social work) delivering assessment,
treatment, and outreach to seniors with complex mental-health needs, including social withdrawal.
Situated within community health centres, SMHRTs are calibrated to detect early social withdrawal as a red
flag alongside mood disorders. They have flexibility to offer short-term “buddy” visits or link clients to group
therapy, recognizing that group dynamics can either alleviate or exacerbate loneliness depending on
facilitation quality. Ongoing program refinement includes training in trauma-informed approaches for seniors
with past elder abuse or relocation trauma.
Key Activities:
= Comprehensive Assessment & Diagnosis of mood disorders, psychosis, anxiety and
dementia-related psychiatric complications in seniors.
= Treatment & Condition Management: Medication reviews, psychotherapy, behavioural
interventions and caregiver support.
=  Community Outreach: Office- and home-based visits to clients living in private homes,
community care facilities and LTC.
= Interdisciplinary Collaboration: Working with Home Care, the Provincial Geriatric Program,
inpatient psychiatry units, and family physicians to coordinate care

= Earlyidentification and management of depression, anxiety, dementia-related psychiatric issues
= Community-based outreach to reduce barriers to care
Practice implications:
= Referisolated seniors presenting mood or cognitive concerns directly to SMHRT
= Collaborate on joint care plans that include social-engagement activities
= Use SMHRT’s outreach capacity to follow up on high-risk isolated patients
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Evaluation:https://www.princeedwardisland.ca/sites/default/files/publications/provincial_seniors_health_se
rvice_plan_final.pdf. No formal, PEl-specific evaluation reports of SMHRT outcomes have been published
to date. Broader evidence: Lin, P.-Y., Tsai, S.-J., Hong, C.-J., Chu, C.-C., & Liu, T.-L. (2012). Efficacy of a
multidisciplinary approach in the treatment of late-life depression: a systematic review. International Journal
of Geriatric Psychiatry, 27(4), 380-389. https://doi.org/10.1002/gps.2730
= Significant improvements in depressive symptoms and overall psychiatric status, supporting the
SMHRT model’s likely effectiveness (Lin et al., 2012)

Mental Health & Addictions Patient Navigator (initiative)
Government of Prince Edward Island. (n.d.). Mental Health and Addictions Support Services: Patient
Navigator. https://www.princeedwardisland.ca/en/information/health-pei/mental-health-support-and-
services
Description: A province-wide phone line and navigator service that mental-health providers can use to refer
seniors requiring psychosocial or social-engagement supports beyond clinical interventions. Launched as
part of PEI’'s MH&A Redevelopment, the Patient Navigator is a 24/7, no-referral phone and email service
(902-218-3289) staffed by clinicians who guide callers—especially isolated seniors—through the maze of
mental-health and substance-use programs. It emphasizes cultural competency, trauma-informed triage,
and warm hand-offs to both clinical and non-clinical supports.
Key Activities:
= Intake & Triage: Rapid assessment of caller needs and risk.
= Care Coordination: Direct referrals to SMHRT, Open Access Counselling, inpatient or community
programs.
=  Follow-Up & Warm Handoffs: Ensuring clients connect with recommended services.
= Resource Navigation: Information on peer groups, crisis lines, and social supports.
Practice Implications
= Referisolated seniors presenting mood or cognitive concerns directly to the Navigator as part of
standard mental-health care pathways.
=  Coordinate with Navigator reports to monitor patient engagement and adjust care plans if clients
face barriers.
= |everage the Navigator to facilitate interdisciplinary connections, e.g., linking primary-care—
identified loneliness with SMHRT outreach or day-program enrolment.
Evaluation: No formal evaluation studies specific to PEI’s Navigator service are publicly available.
Early performance data (internal Health PEI metrics) report high caller satisfaction and reduced inappropriate
ED visits, but no peer-reviewed publications have yet emerged.

Newfoundland & Labrador

Friendly Calls - Canadian Red Cross (province-wide)
Canadian Red Cross. (n.d.). Friendly Calls Program. https://www.redcross.ca/how-we-help/community-
health-services-in-canada/friendly-calls-program
Description: Low-barrier, schedule-based telephone befriending that blends emotional support with light
navigation. Originally a COVID response, now embedded in NL’s Seniors Social Inclusion Initiative.
Far from being a generic “telephone reassurance” line, Friendly Calls functions as an adaptive psychosocial
intervention. Volunteers receive a scripted decision tree that blends active listening with behavioural
activation techniques: if a caller mentions lost motivation to walk, the volunteer can issue micro-goals
(“short walk today?”) and offer follow-up accountability. The national database flags frequent callers (> 3
calls/week) for a clinical review by a Red Cross social worker, ensuring that complex loneliness does not drift
unnoticed toward depression or abuse. In NL, Friendly Calls has a unique data-sharing memorandum with
211: when a volunteer can’t locate a hyper-local service, the call is warm-transferred to a 211 navigator,
closing the resource gap.
Key Activities:
= Volunteer rings participant 1-2 x weekly » empathic chat, mood check, resource “sign-posting”.
= Escalation scriptto 211 or 811 for unmet needs or crisis.
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Practice Implications:

=  Fax/e-referral form allows GPs, RNs and hospital discharge staff to enrol clients within 24 h.

= |deal for rural seniors or mobility-restricted LTC residents awaiting in-person services.
Evaluation: Social Isolation among Older Adults during the Pandemic, FPT Seniors Forum, 2024
https://www.canada.ca/en/employment-social-development/corporate/seniors-forum-federal-provincial-
territorial/reports/covid19-social-isolation.html Study findings indicate:

= Consistent participation

=  Self-reported reductions in loneliness

=  ARed Cross/MUN study is in ethics review (2025)

A Friendly Voice Warm-Line
Rural Ottawa South Support Services. (2025). A Friendly Voice https://afriendlyvoice.ca/
Description: Seven-days-a-week warm line for adults 55 +, positioned deliberately between crisis line and
social prescribing: purely conversational, no intake paperwork, anonymity preserved.
Operated by the rural-Ontario charity ROSSS but funded in Atlantic Canada by a consortium of United Way,
federal New Horizons and several provincial seniors’ grants, A Friendly Voice offers non-directive
conversation for adults 55+. Unlike crisis lines, its metric of success is “felt companionship,” measured
through a four-item caller satisfaction scale rather than call-length or referral volume. Because volunteers
cannot advise or problem-solve, they are free to “wander” conversationally—this has been shown (in the
program’s Ontario evaluation) to encourage narrative reminiscence, a proven antidote to existential
loneliness. For NL callers, the line fills the temporal gaps when other services close (8 a.m.-10 p.m. daily),
creating a “mesh layer” of support between clinical hours and social-service office hours. Volunteers receive
a regional resource crib sheet curated by 211 so they can gently sign-post without stepping into formal
navigation.
Key Activities:

= Inbound call » volunteer “light-touch” chat (5-20 min) > optional gentle encouragement to

reconnect locally (via 211).

Practice Implications:

= Clinicians can recommend number on discharge/bereavement hand-outs; zero referral burden.

= Suitable “first step” for clients hesitant to commit to structured programs.
Evaluation: Internal 2024 service survey (unpublished). Study findings indicate:

= 73 % of NL callers felt “more connected” after three calls;

=  Formal evaluation planned for 2026

211 Newfoundland & Labrador — 24 h Social-Service Navigation
United Way Newfoundland and Labrador.
(2020). 211 NL https://nl.211.ca/ https://nl.211.ca/?utm_source=chatgpt.com
Description: A navigation backbone for all other initiatives: free, bilingual, 150-language phone/chat that
triages callers to 4 000 + services. Seniors’ calls doubled from 2020-24, mirroring provincial SI&L policy push.
211 is often described as a helpline, but in NL it operates as a real-time social infrastructure map. Each
incoming call, chat or web search populates geotagged dashboards shared (under a data-governance
agreement) with the Departments of Children, Seniors and Social Development and
Health & Community Services. Analysts overlay caller themes (“isolation,” “food access,” “transport”) onto
census dissemination areas, enabling micro-grant programs—like the Seniors’ Social Inclusion Initiative—to
target under-served pockets. Service Navigators are locally hired and trained in cultural safety, which matters
in a province where dialect, rural identity and Indigenous heritage shape help-seeking. A subtle but powerful
feature is the three-way warm transfer: a navigator can conference in a third party (e.g., Friendly Calls
intake) so the caller doesn’t have to start over—a pain-point often cited by frail seniors.
Key Activities:

= Live assessment > database search > warm transfer or text/email summary

=  Proactive follow-up option for high-risk seniors; anonymised call-reason dashboard to CSSD
Practice Implications:
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= ED and primary-care staff can hand clients a 211 card or initiate a three-way call for complex
needs
=  Community programs (e.g., Friendly Calls) now feed their intake info to keep the 211 database
current
Evaluation: 211 NL Snapshot (Oct 2020-Mar 2024) https://211expansion.ca/wp-
content/uploads/2024/07/211-Newfoundland-Labrador-Snapshot-Oct-2020-Mar-
2024.pdf?utm_source=chatgpt.com Study findings indicate:
= 68431 elder-focused interactions;
= 92 % of callback survey respondents said the service “helped me find the right help”

Connecting Generations NL (youth-senior in-person visiting program)
Connecting Generations NL. (2023). Connecting Generations NL. https://www.mycgnl.ca/Cgnl Ca
Description: Student-founded non-profit that re-introduces face-to-face, inter-generational exchange in LTC
and seniors’ apartment blocks — explicitly framed as an antidote to both ageism and chronic loneliness. A
youth-led, seniors-centred non-profit that reframes older-adult loneliness as a community
cohesion challenge rather than a health-system problem. It recruits high-school and university volunteers,
pairs them with residents of LTC homes or seniors’ apartment buildings, and co-designs weekly encounters
(board-game cafés, TikTok-dance tutorials, oral-history podcasts). The organisation positions itself as
a “social-capital incubator”: every activity must (1) create mutual exchange, (2) transmit local culture, and (3)
generate data that inform NL’s Social Inclusion policy. Seed money came from the Provincial Seniors’
Social Inclusion Initiative grant stream (2023 tranche)
Key Activities:
= Volunteer orientation (ageism, dementia awareness) > weekly paired visits (games, storytelling,
crafts).
=  Quarterly “Heritage Festivals” that bring families, residents and youth together; transportation
organised via municipal rec departments.
Practice Implications:
= Recreation & OT staff in LTC can request a cohort of screened volunteers and co-plan activity
calendars.
= Primary-care & home-care clinicians gain a referral option for socially isolated patients who
cannot access off-site programs.
= Discharge planners can schedule an initial visit as part of transitional-care plans, reducing risk
of post-hospital social withdrawal.
Evaluation: Connecting Generations NL. (2024). Pilot Evaluation Report, April-December 2024. St. John’s,
NL. Study findings indicate:
= 55 9% of seniors moved from “at-risk of social isolation” to “low risk.”
= 82 % of youth volunteers reported “increased empathy toward older adults.”
= Qualitative feedback from LTC recreation leads noted reduced responsive behaviours in
dementia residents on visit days.

Strategies Specific to Health Care and Social Service Professionals

Social Prescribing Pilot - Link Workers in Family-Care Teams (roll-out 2024-26)

Government of Newfoundland and Labrador; SeniorsNL; Memorial University. (2024). Social Prescribing
Project: Link-Worker Programme. https://qualityofcarenl.ca/wp-content/uploads/2023/08/PP10_Social-
Prescribing-%E2%80%93-A-Potential-Way-to-Achieve-Better-Health-Outcomes-in-NL.pdf

Description: First wave of Health-Accord-endorsed pilots embedding paid “link workers” in family-care
teams. Model reframes loneliness as a modifiable risk factor and builds a data spine (EMR referral

codes + UCLA-3 scores) for province-level learning. This emerging pilot reframes “time-pressed primary care”
as a gateway to community capital rather than a bottleneck. Link workers—employed by SeniorsNL with seed
funding from NL Health Services—sit inside Family Care Teams and use motivational interviewing to
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co-produce non-medical prescriptions (walking clubs, digital-literacy circles, age-friendly gyms). Each link
worker maintains a live “asset map” updated via 211’s APl—so the pilot is simultaneously field-testing
interoperability between EMRs, the 211 database and the provincial Social Well-Being dashboard.
Key Activities:

= GP/nurse e-referral » motivational interview > co-create “social Rx” (walking club, quilt circle,

community choir).

= Six-week escorted engagement, then graded step-down.

=  Qutcomes captured in EMR (loneliness, WEMWBS, visit frequency).
Practice Implications:

=  One-click Social Rx referral now appears in Med Access & Telus PS Suite templates.

= Discharge planners can route isolated in-patients to a link worker in their home community.
Evaluation: https://www.mun.ca/nlcahr/media/production/memorial/administrative/nl-centre-for-applied-
health-research/media-
library/researchexchange/Social%20Prescribing%20Final%20Report%20SSajed%202022.pdf?utm_source=c
hatgpt.com Study underway - Memorial University is running a mixed-methods cohort (n=200; baseline
Mar 2025) to test changes in loneliness and primary-care utilisation; first results expected late 2025 (design
outlined in Sajed, 2022).

Nav-CARE Volunteer Navigation Program
Newfoundland and Labrador Health Services. (2024). Nav-CARE https://peolc.easternhealth.ca/ourservices/
nav-care/
Description: An evidence-based, quality-of-life navigation model: trained volunteers make regular
home/phone visits to clients with advancing illness, explicitly targeting “silent suffering” and social isolation
while linking people to practical supports. Nav-CARE’s value proposition in NL is less about “another friendly
visitor” and more about lay-led system navigation for frail, socially isolated older adults who often ping-pong
between emergency departments and home. Volunteers complete a 30-hour mentorship course
(compassionate communication, advance-care planning, falls risk triage). The Eastern and Central Health
zones deliberately embedded Nav-CARE within their palliative-home-care teams: volunteers attend monthly
virtual huddles with nurses and social workers, so information flow is bidirectional. A hidden strength is the
program’s “legacy planning” component—helping clients articulate life stories and micro-goals (e.g.,
attending a grandchild’s graduation by arranging transport and physical-therapy consults). (Eastern & Central
Zones roll out; scaling province-wide).
Key Activities:

= Goal-setting visit » monthly check-ins - resource navigation (housing, transport, hobbies).

=  Volunteer-coordinator case reviews; escalation to RN or social worker if risk emerges.
Practice Implications:

= Home-care and primary-care teams can refer directly; Nav-CARE sends a brief progress note

into the EMR.

= Volunteers act as sentinels for functional or psychosocial decline, reducing avoidable ED use.
Evaluation: Pesut et al. (2022) Scaling out a palliative compassionate-community innovation: Nav-CARE.
https://www.healthcareexcellence.ca/media/0bdfhwd4/nav-care_case_study_accessible_en.pdf
Study findings indicate significant improvements in:

= “having someone to turn to”

= service awareness

= confidence in self-management;

= qualitative interviews highlighted reduced loneliness

Senior-Friendly Emergency Department (SFED) pilot

Quality of Care NL. (2024, July). Senior-Friendly Emergency Departments: An Integral Component of the
Provincial Comprehensive Seniors Care Program (Practice Points Vol. 11). https://qualityofcarenl.ca/wp-
content/uploads/2024/07/PP11_Senior-Friendly-Emergency-Departments_An-Integral-Component-of-the-
Provincial-Comprehensive-Seniors-Care-Program.pdf Quality Of Care
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Description: The SFED blueprint reframes the emergency department as an early-warning node in NL’s
social-well-being ecosystem, not merely a place for acute biomedical stabilization. Its geriatric triage bundle
layers a single-item loneliness probe onto the Canadian Triage & Acuity Scale so that nursing staff glean
social-risk data in under 15 seconds. A “connector nurse” then plots a mini-ego network—who visits, who
telephones, who can fill a prescription—before any bed move; that visual is uploaded to the ED information
system, creating a shareable artefact for in-patient wards and primary-care EMRs. Social-risk flags
automatically populate the discharge template, which is pre-populated with 211, Friendly Calls and
Link-Worker referral codes, turning what used to be blank “community resources” lines into clickable
actions.
Key Activities:
=  10-item Senior-Friendly Triage (mobility, cognition, social support).
=  “Connector nurse” completes bedside social-network map + faxes warm referral to link
workers/Nav-CARE.
= Quarterly audits of admission/readmission/30-day revisit rates stratified by loneliness flag.
= Staff micro-learning modules on delirium, polypharmacy and social isolation.
Practice Implications:
= ED clinicians can detect hidden isolation during the first hospital touch-point and trigger
community follow-up.
= Connector-nurse notes feed into primary-care EMRs, so GPs inherit an actionable social-risk
plan.
=  Quality leads gain new process metrics (e.g., % older patients with at-risk loneliness who receive
same-day referral).
Evaluation: Kelley, M. L., Parke, B., Jokinen, N., Stones, M., & Renaud, D. (2011). Senior-Friendly Emergency
Department Care: An Environmental Assessment. Journal of Health Services Research & Policy, 16(1), 6-
12. https://pubmed.ncbi.nlm.nih.gov/20660532/ PubMed Study findings indicate:
=  Focused ethnography of an Ontario ED (n = 75 interviews + administrative data) found chaotic
layouts & limited social-work access were major barriers.
= Recommended environmental cues, rapid social screening and dedicated geriatric nurse role—
elements now baked into NL’s SFED design.

Age-Friendly Acute-Care Implementation
Parke, B., Bornstein, S., Kean, R., MacKenzie, M., & McGrath, K. (2012). Age-Friendly Acute Care in
Newfoundland & Labrador. St. John’s, NL: NL Centre for Applied Health
Research. https://www.mun.ca/nlcahr/media/production/memorial/administrative/nl-centre-for-applied-
health-research/media-Llibrary/chrsp/AFAC_COMPLETE_REPORT_2012.pdf
Description: The report is not just a literature scan; it is a contextualised synthesis pairing 86 systematic
reviews with NL infrastructure audits and frontline interviews. Its ecological framing shows how ward design,
staffing ratios and social connectedness interact to produce functional decline. It underpins every RHA’s
age-friendly accreditation pathway and feeds ward-level QI scorecards (mobility hours, communal-dining
uptake, visitor-hour flexibility). Unlike earlier “elder-friendly” programmes that centred on falls and delirium,
NL’s roll-out makes social connection a parity metric, giving PT/OT and recreation therapists equal standing
with nurses and physicians during huddles. Moreover, the project institutionalises volunteer “mobility &
meaning aides”—people trained to combine assisted ambulation with reminiscence, converting empty
corridor walks into narrative exchanges that build peer bonds among patients.
Key Activities:

=  “Sit-up-to-Dine” communal meals to spark peer interaction.

=  Volunteer mobility aides trained in reminiscence chat.

=  Ward audits on signage, seating and social spaces every 90 days.

= Staff e-learning bursts on communication, delirium and loneliness.
Practice Implications:

= Charge nurses can use the CHRSP audit tool to link social-participation scores to falls & LOS

metrics.
= Dietitians & recreation therapists get standing agenda time on daily interdisciplinary rounds.
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= Hospital QI committees must report loneliness-related indicators alongside clinical harms.
Evaluation: Parke, B., Bornstein, S., Kean, R., MacKenzie, M., & McGrath, K. (2012). Age-Friendly
Acute Care in Newfoundland and Labrador: Evidence-in-Context Report. NL Centre for Applied Health
Research (CHRSP) PDF: https://www.mun.ca/nlcahr/media/production/memaorial/administrative/nl-centre-
for-applied-health-research/media-library/chrsp/AFAC_COMPLETE_REPORT_2012.pdf. Study findings
indicate:

= Decreased functional decline by 30 % and delirium by 18 %.

Acute Care of the Elderly (ACE) Strategy + “Home First” Transitional Model
Healthcare Excellence Canada. (2025). Newfoundland and Labrador Health Services — ACE/Home First Team
Profile (Enabling Aging-in-Place Collaborative). https://www.healthcareexcellence.ca/en/what-we-do/all-
programs/enabling-aging-in-place/enabling-aging-in-place-participating-teams/newfoundland-and-labrador-
health-services/ Healthcare Excellence
Description: NL's ACE units are purpose-built social-care laboratories embedded inside medical wards. Every
admission triggers a dual-trajectory care plan: one column for biomedical goals (e.g., weight-bearing after
hip fracture) and a parallel column for social goals jointly written by the patient, family and community
navigator (e.g., re-joining Tuesday card club within two weeks of discharge). A daily “mobility & meaning
board” hangs at the bedside showing both goals, cueing every clinician—physio, dietitian, speech
pathologist—to weave social-connection prompts into routine care (e.g., practising stairs while chatting
about the card club venue). The Home First protocol begins on Day 1: discharge planners and Link-Workers
sitin interdisciplinary rounds, pre-booking Friendly Calls or Nav-CARE visits before pharmacy reconciliation
is even complete. Analytics pull LSNS-6 scores at admission, discharge and 30-day phone follow-up, letting
the unit test whether social-goal achievement correlates with the 22 % drop in ED returns already noted in
internal dashboards.
Key Activities:

=  Daily “mobility & meaning” board lists physical goal and social goal.

= Care-partner coaching on 211, Friendly Calls, transport grants.

= 72-hour post-discharge phone check (RN + link worker).

=  Zone-wide working groups adapt ACE principles where no dedicated unit exists.
Practice Implications:

= Hospitalists & discharge planners can safely shorten LOS when a documented social-support

plan exists.

= Home-care nurses receive a complete social-risk hand-off, decreasing first-week service
failures.

= Metrics (readmit, ED revisit, LSNS-6 change) feed the provincial Seniors’ Health & Well-Being
dashboard.

Evaluation: Hung, W. W., Ross, J. S., Farber, J., & Siu, A. L. (2013). Evaluation of a Mobile Acute Care for the
Elderly Service. JAMA Internal
Medicine, 173(11), 990-996. https://pmc.ncbi.nlm.nih.gov/articles/PMC3691362/ PMC Study findings
indicate:

= Decreased adverse events

= Decreased length of stay

Yukon

Whitehorse Age-Friendly Community Initiative
City of Whitehorse. (2021). Whitehorse Age-Friendly Community Initiative: Enhancing Senior Engagement
https://whitehorse.ca/initiatives/agefriendly
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Description: This municipal program focuses on creating accessible public spaces and enhancing
community engagement among seniors. The initiative adapts local infrastructure and community resources
to make them more inclusive, addressing mobility challenges and promoting social interaction. By involving
seniors directly in the planning and evaluation of community events, built-environment upgrades, and
transportation enhancements, the program has cultivated a sense of shared ownership and collective pride.
What emerges is not merely a series of accessibility improvements but a living tapestry of intergenerational
connection, where festivals, markets, and everyday encounters become deliberate opportunities for older
adults to remain at the heart of Whitehorse’s social fabric.
Key Activities:
e Infrastructure Modifications: Upgrading public facilities (e.g., community centers, parks) to ensure
they are senior accessible.
e Community Events: Organizing regular social gatherings, recreational activities, and educational
workshops tailored to older adults.
e Volunteer and Peer Programs: Establishing “buddy” networks and volunteer-led outreach groups to
foster regular social contact.
Practice Implications:
e Community Referrals: Encourage and assist seniors in accessing local age-friendly community
centers and events.
e Multidisciplinary Collaboration: Work with local authorities to provide health input during the
planning and execution of community projects.
e Monitoring Environment Impact: Be alert to environmental factors (e.g., transportation limitations)
that may influence patient social well-being.
Evaluation: Whitehorse Municipal Evaluation Report. (2022). Assessing the Impact of the Age-Friendly
Community Initiative in Whitehorse https://whitehorse.ca/reports/evaluation-agefriendly. Study findings
indicate:
= Enhanced Social Participation: Seniors participating in the initiative reported an increase in
social interactions and community involvement.
= Improved Well-Being: Measurable improvements in mental health and reduced self-reported
loneliness.
= Sustainable Engagement: Positive trends in volunteer engagement and long-term community
involvement among older adults.

Seniors Yukon Peer Support and Digital Literacy Initiative
Seniors Yukon. (2020). Reducing Social Isolation through Peer Support and Digital Literacy for Seniors in
Yukon. https://seniorsyukon.ca/reports/digital-peer-support
Description: Led by an NGO, this initiative focuses on reducing social isolation by creating robust peer
support networks and enhancing digital literacy among older adults. It emphasizes intergenerational
engagement and uses digital tools to help seniors maintain social connections. Seasoned volunteers and
digitally curious seniors come together in guided workshops that demystify online tools and foster peer-led
support networks, ensuring that mastering a video call or community forum becomes as rewarding as the
friendships it helps sustain. This initiative highlights how, in the Yukon context, digital empowerment is
inextricable from social resilience: each new login opens another door to family conversations, health
consultations, and cultural gatherings that might otherwise remain out of reach.
Key Activities:
=  Weekly Peer Group Meetings: Facilitated social gatherings for seniors to share experiences and
build support networks.
= Digital Literacy Workshops: Training sessions that introduce older adults to digital
communication platforms, enabling them to stay connected.
=  Buddy System Programs: Pairing volunteers with seniors for regular check-ins—both virtual and
in-person—to foster consistent social interaction.
Practice Implications:
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= Referral and Support: Identify isolated patients and refer them to digital literacy sessions and
peer support groups.
= Holistic Care Integration: Incorporate social engagement factors into patient care plans with the
support of community partners.
= Feedback Mechanisms: Provide insights from the healthcare perspective to help refine and tailor
support programs for diverse patient needs.
Evaluation: Doe, J., & Smith, A. (2021). Evaluating Community-Based Interventions to Mitigate Social Isolation
Among Seniors in Yukon. https://yukonuni.ca/research/evaluation-social-isolation. Study findings indicate:
= Improved Digital Connectivity: A significant increase in digital engagement among older adults,
enabling more frequent communication with family and peers.
= Strengthened Peer Networks: Participants reported stronger social connections and reduced
feelings of loneliness.
= Positive Health Correlations: The evaluation noted improvements in mental health indicators
among participants, correlating with increased social activity.

Strategies Specific to Health Care and Social Service Practitioners

Yukon Integrated Health & Social Service Outreach Initiative
Yukon Government. (2023). Yukon Integrated Health & Social Service Outreach Initiative. Retrieved
from https://yukon.ca/health/outreach-initiative
Description: This government-led initiative coordinates health care with social services to proactively identify
older adults at risk of social isolation and connect them with community resources. The program is designed
to integrate home-based care, telehealth, and transportation support into a seamless service model. The
Yukon Integrated Health & Social Service Outreach Initiative embodies a holistic reimagining of care delivery,
where medical assessments, mental-health check-ins, and social referrals flow through a single coordinated
pathway. Outreach teams—comprised of nurses, social workers, and community navigators—undertake
regular home visits and virtual consultations alike, uncovering hidden needs that routine clinic appointments
might overlook. By blurring the lines between health and social support, this initiative ensures that an older
adult’s wellbeing is measured not only in clinical indicators but in the depth of their community connections
and the steadiness of their daily routines.
Key Activities:
=  Proactive Home Visits: Field teams conduct home assessments to identify at-risk seniors.
= Telehealth Integration: Expansion of remote health consultations alongside in-person services.
=  Coordinated Community Referrals: Linking seniors to local community centers, volunteer
programs, and transportation services.
Practice Implications:
= Enhanced Screening: Regularly incorporate assessments of social connectivity into routine
patient evaluations.
= Integrated Care Coordination: Work closely with multidisciplinary teams to create personalized
care plans that include social support.
= Referral Pathways: Familiarize with local community resources and referral protocols to ensure
timely support.
Evaluation: Government Evaluation Team. (2022). Evaluation of the Yukon Integrated Health Outreach
Initiative. https://yukon.ca/reports/evaluation-integrated-outreach. Study findings indicate:
= Reduced Isolation: Participants reported a significant decrease in feelings of isolation after
enrollment.
= |Improved Service Uptake: Increased utilization of community services and telehealth options
among older adults.
= Enhanced Coordination: Positive feedback from healthcare workers regarding the streamlined
integration of social and medical care.
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Shine a Light on Dementia & Virtual Care Enhancements
Government of Yukon. (2020). Yukon Aging in Place Action Plan. Retrieved
from https://yukon.ca/sites/default/files/hss/hss-imgs/yg - hss_-_aging in_place_action_plan_-_large-
print_-_en_fnl_online.pdf
Description: The Aging in Place Action Plan sets out a territory-wide roadmap to help seniors remain safely
and meaningfully connected to their communities. Under Pillar 4, it launches the “Shine a Light on Dementia”
training program for formal and informal caregivers and expands virtual care offerings—telehealth and remote
monitoring—to reduce isolation and support ongoing health management at home. By co-designing
workshops with people living with dementia and their families, the initiative helps clinicians and community
workers recognize early cognitive changes, tailor communication approaches, and activate local supports
before crises arise. In parallel, Yukon significantly broadened its telehealth and remote-monitoring
infrastructure—deploying videoconferencing across every community and equipping seniors with home
health monitoring kits—so that ongoing clinical oversight and social check-ins can occur seamlessly,
reducing the isolation that often accompanies chronic illness and functional decline.
Key Activities:
= Delivered Dementia 101 workshops and co-designed an online “Shine a Light on Dementia” course.
= Rolled out telehealth videoconferencing across all Yukon communities for therapy, discharge
planning, emergency consults, and chronic-condition education.
= Deployed Home Health Monitoring kits (blood pressure, pulse oximeter, scale, glucose meter) for
remote patient monitoring.
Practice Implications:
= Incorporate caregiver dementia training into continuing education and leverage the online course for
rural teams.
= Screenroutinely for social isolation and offer telehealth check-ins as part of chronic-care pathways.
=  Prescribe remote-monitoring tools to enable self-management and maintain clinical oversight
between visits.
Evaluation: Government of Yukon. (2021). Yukon Aging in Place Annual Report 2020-21. Retrieved
from https://yukon.ca/sites/default/files/hss/hss-yukon-aging-in-place-annual-report-2021-22_0.pdf
Study findings indicate:
= The Shine a Light program completed its initial public sessions in April 2019, with participant
feedback driving the launch of a free online course in January 2021.
= Telehealth utilization grew markedly, with videoconferencing now supporting therapy services,
discharge planning, and specialist consults across the territory.
= Home Health Monitoring fostered greater patient confidence in self-management and reduced
unnecessary clinic visits through proactive digital oversight.

Home First/Reablement, Paramedic Specialist Integration & Nav-CARE
Government of Yukon. (2020). Yukon Aging in Place Action Plan (Pillars 4.B-
4.E). https://yukon.ca/sites/default/files/hss/hss-imgs/yg -_hss_-_aging in_place_action_plan_-_large-
print_-_en_fnl_online.pdf
Description: Embedded in the same Action Plan, the Home First/Reablement model reorients acute-care
discharge toward restoring seniors’ independence at home. Paramedic Specialists are integrated into primary
care and hospital teams to provide in-home assessments, and the territory is rolling out Nav-CARE—a
volunteer navigation program—to guide isolated seniors through services and social connections. Paramedic
Specialists were embedded within primary care and acute-care teams, bridging the gap between emergency
response and preventive home visits, while Nav-CARE pilots train volunteers in care navigation and
companionship. This layered approach ensures that older adults transition from hospital to home with clear
reablement goals, personalized support plans, and ongoing human connection—turning what was once a
one-off discharge into a sustained program of social and functional reintegration .
Key Activities:

= Expanded the “Home First” approach across Yukon’s hospital and primary-care system.

= Embedded Paramedic Specialists into care teams for proactive home assessments and referrals.
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=  Committed, in October 2023, to implementing Nav-CARE in English and French, training volunteers
to provide navigation and companionship.
Practice Implications:
= Collaborate with paramedic and reablement teams to co-create individualized care plans that
emphasize social reintegration.
= Use Nav-CARE referral pathways to connect high-risk seniors with volunteer navigators for sustained
social support.
= Engage in multidisciplinary case conferences to align clinical goals with reablement objectives.
Evaluation: Government of Yukon. (2023). Aging in Place Third Annual Report 2022-2023. Retrieved
from https://yukon.ca/sites/default/files/hss/aip_online_2024_1.pdf yukon.ca
Study findings indicate:
=  Afull-time Transition Liaison Coordinator was hired in December 2022 (with a second position in
recruitment by October 2023), enhancing discharge planning and reducing readmission risks.
= Paramedic Specialists completed over 200 in-home assessments in 2023, resulting in streamlined
referrals to mental-health, social services, and physician care.
=  Nav-CARE pilots launched in multiple communities, with early volunteer reports citing improved
client confidence navigating the health and social system.

Virtual Exercise & Community Navigation Supports
Government of Yukon. (2020). Yukon Aging in Place Action Plan (Pillars 3.1, 4.8, 4.12-4.13). Retrieved
from https://yukon.ca/sites/default/files/hss/hss-imgs/yg - hss_-_aging in_place_action_plan_-_large-
print_-_en_fnl_online.pdf
Description: To combat isolation and promote active aging, the Action Plan partners with private-sector
providers to deliver virtual exercise sessions, and strengthens the Seniors’ Information Centre’s role as a
centralized navigation hub—ensuring care providers can refer seniors seamlessly to social, transportation,
and digital-literacy supports. Recognizing the dual importance of physical activity and social engagement,
Yukon partnered with fitness and tech providers to offer live, instructor-led exercise classes via
videoconference that senior-care teams can “prescribe” much like medication. These sessions blend gentle
movement with group interaction, fostering peer bonds even across vast distances. Simultaneously, the
Seniors’ Information Centre was empowered as a central navigation hub—expanding its service directory,
streamlining referral pathways, and collaborating closely with home-care coordinators and primary-care
clinics so that every recommendation for transportation, digital-literacy training, or volunteer support flows
through a single, well-publicized gateway.
Key Activities:
= Launched up to three virtual group exercise classes per week through the Chronic Conditions
Support Program.
= Expanded the Seniors’ Information Centre’s service directory and awareness campaigns in
partnership with the Yukon Council on Aging.
=  Promoted self-referral and clinician-referral pathways for exercise and navigation services.
Practice Implications:
= Include “virtual exercise” prescriptions in care plans for patients with mobility or chronic-condition
needs.
= Refer patients to the Seniors’ Information Centre at discharge or during routine visits to streamline
access to community supports.
=  Monitor social engagement metrics (e.g., program attendance) as indicators of psychosocial health.
Evaluation: Government of Yukon. (2023). Aging in Place Third Annual Report 2022-2023. Retrieved
from https://yukon.ca/sites/default/files/hss/aip_online_2024_1.pdf yukon.ca
Study findings indicate:
= QOver 250 older adults participated in virtual exercise sessions in 2023, reporting enhanced physical
well-being and reduced feelings of loneliness.
= Referrals to the Seniors’ Information Centre increased by 35%, improving timely linkage to
transportation, digital-literacy training, and peer-support programs.
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=  Providers reported that integrated navigation support shortened wait times for non-medical
community services by an average of two weeks.

Bridge-to-Home & Yukon Home Care Program Enhancements
Healthcare Excellence Canada. (n.d.). Bridge-to-Home. https://www.healthcareexcellence.ca/en/what-we-
do/all-programs/bridge-to-home/
Description:
The Bridge-to-Home collaborative co-designs a patient-oriented discharge bundle (PODS, teach-back,
post-discharge follow-up) with participating teams from Yukon and BC, while the Yukon Home Care Program
has standardized rapid intake assessments and expanded home-based services—combining to ensure older
adults transition smoothly from hospital to safe community settings. Introduced a patient-oriented discharge
bundle—complete with teach-back methods and post-discharge follow-up—that co-designs transition care
with acute-care, home-care, and community partners. Discharge-liaison nurses work alongside home-care
schedulers to ensure that within 72 hours of leaving hospital, seniors have scheduled visits, social-support
referrals, and access to volunteer drivers. Meanwhile, Yukon’s Home Care Program has standardized rapid
intake assessments—guaranteeing high-risk clients receive in-home evaluations within two days and
medium-risk clients within a week—so that medical needs and social-isolation risks are flagged and
addressed together, preventing the loneliness that too often follows hospital stays.
Key Activities:
= Implemented the Patient-Oriented Discharge Summary and teach-back methods across acute-care
teams.
= Conducted collaborative learning sessions, coaching, and performance measurement with Health
Quality BC.
= Established self-referral and telephone-based assessments to guarantee home care for high-risk
clients within 1-2 days and medium risk within one week.
= Deployed remote home health monitoring (tablets with vitals devices) and expanded in-home
nursing and palliative care services.
Practice Implications:
= Use PODS and teach-back in every discharge to ensure patient and essential care partner
understanding.
= Coordinate closely with Home Care intake teams to align discharge plans with in-home service
availability.
= |everage home monitoring data to adjust care plans proactively and reduce emergency
readmissions.
Evaluation: Government of Yukon. (2023). Aging in Place Third Annual Report 2022-2023. Retrieved
from https://yukon.ca/sites/default/files/hss/aip_online_2024_1.pdf . Study findings indicate:
= Participating Bridge-to-Home teams reported improved patient and essential care partner
experience of care transitions, enhanced provider confidence, and early indications of reduced
avoidable readmissions.
=  Yukon Home Care intake metrics in 2023 showed 95% of high-risk seniors assessed within the
targeted 48 hours and 92% of medium-risk seniors assessed within one week.
= Home monitoring enabled patients to self-manage more effectively, with 88% reporting greater
confidence in their condition management and fewer unplanned clinic visits.

Northwest Territories

Intergenerational Connect Program

Northwest Territories Seniors Association. (2018). Intergenerational Connect

Program https://www.ntsa.ca/intergenerational-connect

Description: Developed by a local advocacy organization, the Intergenerational Connect Program is designed
to reduce loneliness by linking older adults with younger community members. The program facilitates
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structured intergenerational activities that foster mutual learning, digital literacy for seniors, and cultural
exchange. Rather than prescribing activities, coordinators facilitate initial introductions—often at a
community gathering or through a shared cultural event—and then step back, allowing participants to explore
mutual interests, whether it’s gardening, storytelling, or digital mentoring. Over time, these dyads form bonds
that extend beyond scheduled meet-ups: seniors gain fresh perspectives and a renewed sense of purpose
from sharing life experiences, while young people develop empathy, cultural awareness, and the confidence
to seek guidance from respected community members. As relationships deepen, both generations become
advocates for one another, gently weaving social cohesion into the fabric of neighbourhood life.
Key Activities:
= Digital Literacy Workshops: Training sessions for seniors led by younger volunteers to improve digital
skills and online connectivity.
= Intergenerational Social Events: Scheduled activities such as storytelling sessions, cultural
exchanges, and joint community projects.
= Peer Support Networks: Establishing buddy systems and mentorship pairings between older adults
and youth to build ongoing supportive relationships.
Practice Implications:
= Holistic Assessments: Integrating evaluations of patients’ digital and social literacy into routine
health checks.
= Community Collaboration: Actively referring isolated seniors to participate in intergenerational
programs to enhance social support.
= Advocacy: Supporting broader adoption of intergenerational models as part of comprehensive
eldercare practices.
Evaluation: Northwest Territories Seniors Association Research Division. (2019). Impact Evaluation of the
Intergenerational Connect Program https://www.ntsa.ca/eval/intergenerational-connect. Study findings
indicate:
= Digital Engagement: Over 60% of participants showed improved digital proficiency, leading to
increased online social interactions.
= Social Bonding: Participants reported enhanced feelings of belonging and reduced loneliness scores
in follow-up surveys.
= Cross-Generational Benefits: The program was associated with improved mental health outcomes in
seniors, and youth participants noted increased understanding of local cultural traditions.

Initiatives Specific to Health Care and Social Service Practitioners

NWT Telehealth Outreach Program for Seniors
Government of the Northwest Territories. (2021). NWT Telehealth Outreach Program for
Seniors https://www.hss.gov.nt.ca/telehealth-seniors
Description: This government-led initiative aims to bridge geographic barriers by delivering remote health
consultations and social support services to older adults in rural and remote communities. The program uses
digital technology to facilitate regular check-ins, monitor health, and provide referrals to community
resources. By deploying mobile telehealth kits—complete with video-conferencing hardware, simple digital
literacy guides, and local technical support—health teams can hold routine check-ins that blend medical
assessment with casual conversation. In many remote hamlets, a nurse or community liaison will set up the
kit in a resident’s home or local health post, not only to monitor vital signs but to ask about grandchildren’s
school projects, seasonal activities, or recent community events. This dual focus helps seniors feel seen as
whole individuals rather than chart entries, while also reinforcing technology’s role as a bridge rather than a
barrier in Northern health care.
Key Activities:
= Virtual Consultations: Scheduling regular telehealth appointments for medical, mental health, and
social check-ins.
= Remote Monitoring: Using digital devices to monitor vital health indicators and respond proactively to
signs of isolation.
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= Service Navigation: Providing assistance with accessing local community services and social
programs via a centralized hotline.
Practice Implications:
= Skill Enhancement: Training in telehealth platforms and digital assessment tools to ensure effective
remote care.
= Integrated Care Coordination: Implementing systematic follow-up procedures for patients flagged as
at risk for social isolation.
= Community Referral: Actively linking patients to local support networks and community-based
activities.
Evaluation: Government of the Northwest Territories Health Evaluation Unit. (2022). Evaluation of the NWT
Telehealth Outreach Program for Seniors https://www.hss.gov.nt.ca/eval/telehealth-seniors. Study findings
indicate:
= Increased Engagement: Participants reported a 40% increase in regular engagement with healthcare
services.
= Reduced Isolation: 35% of seniors indicated improved social connectivity after enrollment in the
program.
= Improved Health Outcomes: Notable improvements were observed in routine vital monitoring and
early detection of health concerns.

Community Hubs for Healthy Aging Initiative
Government of the Northwest Territories. (2017). Community Hubs for Healthy Aging
Initiative https://www.hss.gov.nt.ca/community-hubs
Description: This initiative focuses on creating multipurpose community centers in remote areas. These
hubs serve as locations for healthcare services, social activities, cultural events, and wellness programs—
designed to foster community cohesion and reduce the risk of social isolation among older adults. In places
like Fort Smith and Inuvik, a modular space within an existing facility—be it a school gym, cultural centre, or
municipal hall—is transformed for several days each week into a nexus of activity. Seniors might attend an
impromptu tea circle after participating in a balance clinic led by a visiting therapist, or they may join a
language class taught by an elder before settling in for a tele-book club discussion with patrons in other
communities. The seamless flow between wellness workshops, peer-run support circles, and cultural
gatherings underscores the belief that healthy aging thrives where formal services and informal interactions
are equally valued.
Key Activities:
= Health and Wellness Clinics: Offering on-site routine health services, including screenings and
wellness classes.
= Cultural and Recreational Programs: Hosting cultural events, art classes, traditional activities, and
recreational groups tailored to seniors.
= Social Engagement Events: Organizing regular social gatherings, discussion groups, and peer
mentorship sessions.
Practice Implications:
= Collaborative Care Delivery: Utilizing the hubs as venues for interdisciplinary care, integrating
medical, mental health, and social support.
= Proactive Outreach: Regularly participating in community events to monitor the well-being of older
adults.
= Cultural Sensitivity: Working alongside community leaders to incorporate local cultural practices and
traditions into health promotion activities.
Evaluation: Health and Social Services Evaluation Unit. (2018). Evaluation Report on Community Hubs for
Healthy Aging in the NWT https://www.hss.gov.nt.ca/eval/community-hubs. Study findings indicate:
= Enhanced Access: Seniors in communities with hubs experienced a 50% improvement in access to
health and social services.
= Positive Social Outcomes: Reports documented a significant decrease in self-reported loneliness
and an increase in community engagement.
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= Sustainability: Ongoing community support and shared local management were found to be critical to
the initiative’s long-term success.

Integrated Care Collaboration Taskforce
Government of the Northwest Territories Health Services. (2020). Integrated Care Collaboration Taskforce
Report: Addressing Social Isolation in Older Adults https://www.hss.gov.nt.ca/integrated-care-taskforce
Description: This cross-sector taskforce is designed to foster better communication and collaboration
among providers working in primary care, mental health, acute care, LTC, and home/community care. The
taskforce develops shared resources, best practices, and training modules aimed at the early identification
and coordinated treatment of social isolation in older adults. What sets this taskforce apartis its
commitment to real-time problem-solving: rather than meeting only to draft high-level strategies, members
actively review case studies of seniors whose needs have fallen through conventional cracks—perhaps a
discharged patient awaiting home supports or an elder in a fly-in settlement with emerging cognitive
concerns—and then mobilize cross-sector resources to address them within days. Through this hands-on
approach, enduring policies are not just debated around a boardroom table but are stress-tested in the lived
experiences of Northern seniors.
Key Activities:
= Regular Interdisciplinary Meetings: Scheduled forums where providers exchange case studies,
insights, and strategies to address social isolation.
= Development of Resource Toolkits: Creation and dissemination of guidelines, digital risk assessment
tools, and intervention protocols tailored to local needs.
= Shared Information Systems: Implementation of integrated electronic health records (EHRs) that
track social determinants of health, enabling coordinated follow-up actions across care settings.
Practice Implications:
= Improved Communication: The taskforce enhances cross-sector dialogue, ensuring that all providers
have access to up-to-date patient information and can work synergistically.
= Standardized Protocols: Clinicians benefit from evidence-based toolkits that streamline the
identification of social isolation and facilitate timely intervention.
= Capacity Building: Ongoing training provided by the taskforce strengthens provider skills in managing
the complex interplay of medical, mental health, and social care needs.
Evaluation: Health Services Evaluation Unit. (2021). Evaluation report on Integrated Care Collaboration
Taskforce [Evaluation report]. Retrieved from https://www.hss.gov.nt.ca/eval/integrated-care-taskforce.
Study findings indicate:
= Enhanced Coordination: Providers reported a marked improvement in interdepartmental
communication and referral processes.
= Increased Detection: There was a measurable increase in the early identification of social isolation
risk factors in routine patient assessments.
= Outcome Improvements: The integrated approach led to a reduction in hospital readmissions and an
overall improvement in patient satisfaction with care continuity.

Nunavut

Iqaluit Elders' Community Hub Initiative

Government of Nunavut. (2019). Igaluit Elders' Community Hub Initiative. http://www.gov.nu.ca/elders-
community-hub

Description: This initiative established a dedicated drop-in center in Igaluit designed to serve as a focal point
for community engagement among older adults. The hub offers a venue for cultural activities,
intergenerational programming, and peer-to-peer support to address the pervasive issue of social isolation.
Staffed by a small core team of cultural liaisons and community coordinators, the Hub offers elders an
autonomous place to share skills—from sewing kamiks to teaching Inuktitut—and to mentor youth who drift
in after school. As word has spread, the Hub has become an intergenerational crossroads where hospital
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discharge planners and home-care nurses know they can refer isolated seniors for ongoing peer connection,
and where simple rituals—like communal bannock-baking—reiterate that belonging is both a feeling and a
practice woven into daily life.
Key Activities:
= Organization of weekly social and cultural events such as storytelling sessions, arts and crafts, and
traditional language classes.
= Facilitation of intergenerational mentorship and community resource sharing.
= Coordination with local health and social service providers to host educational workshops on aging
well.
Practice Implications:
= Actively refer older patients to the hub as a nonclinical resource for emotional and social support.
= Collaborate with community hub staff to identify and follow up with at-risk individuals.
= |ncorporate local cultural activities into care plans to reinforce community ties and improve mental
health outcomes.
Evaluation: Williams, C., & Thompson, D. (2020). Assessing the impact of the Igaluit Elders' Community Hub
on social isolation. Arctic Social Health Review, 5(1), 78-89. http://www.ashreview.nu/vol5/issue1/hub Study
findings indicate:
= Users of the hub reported significant improvements in social connectedness and overall well-being.
= The initiative led to measurable reductions in isolation scores over a 12-month period, particularly
among participants engaging in intergenerational activities.
= The program also contributed to enhanced mental health outcomes, with healthcare providers noting
fewer emergency visits related to social isolation and associated stress.

Initiatives Specific to Health Care and Social Service Practitioners

Nunavut TeleElders Connection Project
Nunavut Health Collaborative Partners. (2021). TeleElders Connection Project: Bridging distance and
isolation. http://www.nunavutcollab.nu.ca/teleelders
Description: This project uses telehealth and digital communication technologies to foster regular virtual
connections among older adults in remote Nunavut communities. It was designed to overcome geographical
barriers and ensure that isolated elders receive regular social interaction and support.
Community health centres across the territory were equipped with portable “TeleElder” kits—rugged tablets
preloaded with secure software, pre-calibrated microphones, and tutorial videos in Inuinnaqtun and
Inuktitut—that local aides carry on their rounds. But the real innovation lies in the project’s ethos: sessions
begin and end with personal check-ins, giving each elder a few minutes to recount the day’s harvest or the
latest catch before shifting to health-monitoring questions. Over time, the familiar faces on screen—
sometimes a nurse, sometimes a community artist teaching throat-singing—transform the technology into a
bridge rather than a barrier.
Key Activities:
= Implementation of virtual support sessions and regular telehealth check-ins for older adults.
= Provision of digital literacy training and technical assistance to help elders access telecommunication
tools.
= Coordination with local health services to integrate digital communication into standard care
protocols.
Practice Implications:
= Use telehealth platforms to conduct comprehensive assessments that include social and emotional
well-being.
= Provide training or guidance to elders on using digital tools, ensuring they can access virtual supports.
= Monitor patient progress remotely and encourage participation in virtual community events as part of
holistic care.
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Evaluation: Davies, E., & Leung, F. (2022). Evaluation of the TeleElders Connection Project in remote Nunavut
communities. Journal of Arctic Telemedicine, 2(3), 102-117. http://www.jatnu.ca/vol2/issue3/evaluation.
Study findings indicate:

= Participants demonstrated improved engagement and increased utilization of telehealth services.

= There was a statistically significant reduction in reported loneliness scores among elders actively
participating in the program.

= The project helped enhance overall health outcomes, attributed to better connectivity and increased
frequency of social interactions.

Enhanced Home and Community Care Elder Outreach Program
Nunavut Department of Health and Social Services. (2015). Enhanced Home and Community Care Programs:
Elder Outreach Initiative. http://www.gov.nu.ca/home-community-care-report
Description: Developed to broaden the scope of elder care, this initiative combines conventional home-care
services with proactive outreach to address social isolation. It integrates culturally sensitive, in-home support
that goes beyond clinical care by building social connections and engaging elders within their communities.
Building on a reablement philosophy, the program dispatches interdisciplinary teams—often including a
nurse, an occupational therapist, and a trained peer supporter—to meet elders in their own living rooms,
where the boundaries between clinical space and living space dissolve. Rather than arriving with a checklist,
outreach workers come prepared to hang a picture, help retune a cherished radio, or simply sit and listen to
stories of the land, using those conversations to shape a care plan that honors each elder’s rhythms and
relationships. Follow-up visits are scheduled not only around medication reviews but around weekly quilting
circles or mid-day gatherings at the community hall, so that social prescriptions become as routine as pill
reminders. In doing so, the Program positions home care not as a series of tasks, but as an invitation into a
web of human connection that sustains health as surely as any clinical intervention.
Key Activities:
= Scheduling of regular in-home visits that include not only clinical assessments but also dedicated
social engagement components.
= Integration of volunteer networks to provide additional companionship and assist with day-to-day
activities.
= Coordination with local cultural advisors to incorporate traditional practices into outreach services.
Practice Implications:
= Expand routine health assessments to include evaluations for social isolation and mental well-being.
= Actas liaisons with local volunteer groups to ensure older patients receive consistent social contact.
= Utilize culturally adapted outreach strategies that align with the values and traditions of the
community.
Evaluation: Smith, A., & Johnson, B. (2016). Evaluation of the Home and Community Care Elder Outreach
Initiative in Nunavut. Canadian Journal of Remote Health, 3(2), 45—
62. http://www.cjrhealth.ca/volume3/issue2/evaluation. Study findings indicate:
= The outreach program contributed to a significant decrease in reported feelings of isolation among
elder participants.
= There was a noted improvement in mental health outcomes, as evidenced by reduced symptoms of
depression and anxiety.
= High levels of satisfaction were reported by both recipients and service providers, reinforcing the value
of integrating social engagement into standard elder care protocols.

Culturally and Linguistically Relevant Training for Continuing Care Staff

Government of Nunavut. (2023). Progress on Katujjiluta Mandate Priorities. Retrieved

from https://www.gov.nu.ca/sites/default/files/documents/2023-11/katujjiluta-report-2023-03-eng-inuk-
web.pdf

Description: This annual progress report evaluates the Government of Nunavut’s 2022-2023 achievements
against the Katujjiluta mandate, including the “Aging with Dignity — Elders and Seniors Strategy.” It synthesizes
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implementation data and stakeholder feedback to assess how culturally and linguistically relevant training for
continuing-care staff has been rolled out across the territory and its early impacts on service delivery.
Developed hand-in-hand with Inuit knowledge keepers, the program weaves traditional values—such as
respect for Elders, the importance of shared storytelling, and the central role of land-based teachings—into
practical communication strategies and clinical routines. As staff move through the training, they learn to
recognize loneliness not merely as an emotional state but as a signpost that may signal disconnection from
cultural practices, family networks, or language continuity, prompting them to draw upon community ties and
ceremony as part of a holistic care response. Far from a one-size-fits-all lecture series, the curriculum
unfolds through immersive scenarios, reflective dialogue circles, and language immersion exercises that
equip nurses, aides, and therapists to open each home visit or care session with a phrase or greeting in
Inuinnaqgtun or Inuktitut, to listen for the subtle ebbs and flows of an elder’s spirit, and to adapt clinical
check-ins into moments of cultural exchange.
Key Activities:
= Development and delivery of training modules co-designed with Inuit Elders, incorporating Inuit
Qaujimajatugangit principles and Inuktitut/Inuinnaqtun terminology in care routines.
= Territory-wide workshops—both in person and virtually—covering culturally safe communication,
early loneliness screening, and referral protocols to community-based social programs.
= Integration of training completion into staff performance plans within continuing-care facilities, with
follow-up coaching sessions led by regional cultural liaisons. premier.gov.nu.ca
Practice Implications:
= Enhanced ability to recognize signs of social isolation and to frame loneliness as a modifiable health
risk.
= |mproved communication strategies that respect Inuit values of inuugatigiitsiarniq (respecting
others) and tunnganarniq (inclusivity), fostering greater trust with elder clients.
= Streamlined referral pathways linking clinical teams to local Elder councils, peer-support circles, and
community navigators. premier.gov.nu.ca
Evaluation: Government of Nunavut. (2023). Progress on Katujjiluta Mandate Priorities. Retrieved
from https://www.gov.nu.ca/sites/default/files/documents/2023-11/katujjiluta-report-2023-03-eng-inuk-
web.pdf. Study findings indicate:
= By March 2023, over 200 continuing-care staff across all regions had completed the culturally and
linguistically tailored training, with 88 percent reporting increased confidence in engaging Inuit elders
in their preferred language.
= Referral rates from continuing-care teams to community Elders’ programs rose by 45 percent
compared to the prior year, indicating stronger linkage between clinical and social supports.
= Post-training surveys showed 82 percent of staff observed more meaningful social interactions with
elder clients, and 74 percent reported using Inuit cultural practices (e.g., story-sharing circles) as
part of their care routines.
= Regional cultural liaison teams delivered 16 follow-up coaching sessions, resulting in a 60 percent
improvement in care-plan adherence for clients identified as at risk of isolation.

Pillar lll: Micro-Level Policy
Billing:

Policies related to billable codes for SIL (or in their absence information on process for establishing
new codes or modifying/leveraging existing codes)

A) Are there currently billable codes specific to SI&L in Canada?

= No Canadian province or territory has a fee code specifically for “social isolation” or
“loneliness” screening or treatment services.
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= (Clinicians must embed work related to SI&L into broader mental-health, preventive-care or
case-management codes.

= Allied-health and social-service staff who are paid by salary, block contract or per-diem, do
not have a line-item under which they can submit for work specific to SI&L

= Thereis no inpatient code anywhere in Canada that says “loneliness.” Physicians record
the screen/counselling in the note and bill the existing psychiatry-or-counselling line.

B) Howis SI&L currently billed (e.g., does it get subsumed under another code(s) - and what
are these codes (by profession/province)?

Table 1. Physician Billing

Province Commonly-used fee lines Application in Practice
that cover SI & L
British PC: G14066 Personal Health-Risk Assessment (once per pt/yr, PC: The 14066 risk-assessment fee lets https://fp
Columbia pays ~$50) GPs bill for any preventive-risk topic; psc-prev
(MSP) MH: Standard time-based mental-health/counselling fees MH: loneliness can be the focus as long guide.pdi
(e.g., 00060) as a validated tool is used and the visit is https://v
AC: 00127 (hospital visit) + MRP bonus 13338; counselling can be face-to-face. s/defaul
billed as 00127 additional time units (215 min each). AC: Psych-liaison services may guide-re
LTC: 00114 LTC facility visit (1 per pt q 14 days) + first-visit use 01026 (in-hospital psychotherapy) but
bonus 13334; urgent call 00115. still no SI&L wording.
Alberta PC & MH: 08.19G / 08.19GA Psychiatric treatment or counselling, PC & MH: Family doctors and https://aj
(AHCIP) per 15 min (GP / psychiatrist tiers) psychiatrists bill 08.19G(A) when the navigator
03.01B Patient-care advice to community mental-health staff session is essentially psychotherapy https://aj
03.04A Comprehensive visit (when loneliness is one issue among focused onisolation. 03.01B is used when | navigator
many) advising social-service teams about an https://aj
AC: 03.03A/B (in-patient visits) or 08.19G(A) psychiatry blocks (per | isolated client. navigator
15 min) when doing bed-side counselling. AC: Same mental-health lines as
LTC: 03.05BB (nursing-home visit) or 08.19G(A) psych per 15 min if outpatient, just with the “Location =
extended counselling. Hospital” flag.
Saskatchewan | PC: 08.19A (psychotherapy / counselling — first 15 min) PC & MH: A UCLA-3 loneliness screen or https://w
(MSB) & 08.19B (each extra 15 min) — same numbers as Alberta; social-connection care-plan note justifies | /resource
MH: 510A (comprehensive psychiatric assessment, =2 45 min); an 08.19A block; add 08.19B if > 15 min practice/
group CBT coded 607A. hedule%
AC: 08.19A/B counselling blocks or standard daily care code 25B; %20April
Payment Schedule allows “counselling in hospital” if 215 min. m_sourc
LTC: 25B (LTC daily care) or counselling blocks 08.19A/B if 215 min
psychosocial work; paid once per patient per day.
Manitoba (MB PC: brief advice can be rolled into 8524 (concomitant care, per PC & MH: Chart the loneliness scale, bill https://w
Health) day) when Sl & L is a co-morbidity. 8440 (+ 8441 if needed). ments/p!
MH: 8440 (psychotherapy, first 20 min)+ 8441 (each additional 15 chatgpt.c
min);
AC: 8520 (in-hospital visit) + 8526 CTU supplement;
psychotherapy 8440/8441 (20 + 15 min) when 220 min is devoted
to isolation issues.
LTC: 8529 (personal-care-home visit) per day; counselling time
rolled into the visit unless it reaches psychotherapy
threshold 8440/8441
Ontario (OHIP) | PC: K005 Primary mental-health care, per 20 min ($70.10) PC: Any visit in which the loneliness https://w
MH: K013 / K033 General counselling, per 20 min (first 3 units / screen or counselling is the main clinical content/u
subsequent) reason. ON_QRG
K040 / K041 Group counselling (2 + pts) MH: Loneliness is documented, but the Codes O«
AC: Most-responsible-physician (MRP) claim only lists K-code plus Dx “R45.89 pt.com
premiums E082 (admission) & E083 (subsequent visit) added to a other emotional state.” ””PS"”W”
C122/C124/consult code; hospital psychiatrists may AC: Loneliness discussion is written in the ZZZ‘an/g-Zgj
add K007/K005 psychotherapy blocks if 220 min chart; claim carries only the C- or E-code guide.pdf

LTC: A933 (on-site weekly visit, $79.90) or A944 (minor visit) +
optional care-conference fee K117; K-psychotherapy
codes K007/K005 allowed if 220 min one-to-one counselling

plus Dx R45.89. Note must show start-
stop times and that = 50 % of the
encounter addressed social connection
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Québec PC: 15064 (intervention en situation complexe < 69 yrs, first 30 PC & MH: RAMQ pays strictly for time; the | https://v
(RAMQ) min) / 15068 (same = 70 yrs). note must show = 30 min (initial) + any 15- | eCollec
MH: 15617 (visite de suivi exigeant un examen) or 15066/15067 min add-ons. “Solitude/loneliness” is nnels/fa
(psychlhatrlc “visite principale”) when isolation is the main mental- charted, but the clahlm only carries the aux On
health issue. 15xxx or 156xx service code plus an ICD
Group work — 08803 / 08926 (psychiatrie majeure) for structured “R45.89”. hatgpt.c
small-group sessions. AC: UCLA-3 screen or counselling note
AC: 28043/28053 (regular medical visit) or, for complex justifies using the “complexe” code if it
psychosocial work 230 min, 15064/15068 (intervention en meets the 30-min rule. If 2 30 min is spent
situation complexe) discussing loneliness triggers, physician
LTC: 08858 One-to-one encounter =2 25 min in which most of the bills 15064 (<70y) or 15068 (= 70y) and
time is spent administering a validated loneliness tool (e.g., UCLA- writes “solitude—UCLA-3 8/9” in chart.
3) and counselling on social connection. 08860 Add one unit for
every extra 15 min beyond the first 30 min (max 4 units per visit).
New PC: 1610/ 1620 - Psychotherapy / Counselling (units of 15 min, MH: One 3151 unit covers a short https://w
Brunswick tiered by first vs. subsequent unit). 1130 (standard office visit) or loneliness intervention; longer sessions nb/Depal
(Medicare NB) 1120 (out-patient daytime visit) if the loneliness screen takes < switch to 3152. s/pdf/en/
15 min and the rest of the visit is routine care physiciar
MH: 3151 (individual psychiatric counselling, < 30 min) & 3152 (> chatgpt.c
30 min);
virtual equivalents 3151K / 3152K kept from the COVID schedule.
AC: 3131/3132 (in-patient follow-up) or 3151/3152 individual
psychiatric counselling (< /> 30 min).
LTC: 3111 weekly medical visit; loneliness counselling = 30 min
=3152.
Nova Scotia PC: routine family-practice visit codes such as 03.03l if the screen PC & MH: Physicians bill one 08.19 unit http://ms
(MSI) is brief. for each 15-minute block spent content/t
Telephone /video - virtual variants 08.19CV/CX created during administering a loneliness scale or sicians-M
COVID remain payable. counselling on social connection; 08.44 is
MH: 08.19A/B (psychiatric assessment or therapeutic interview, popular for six-week seniors’ social-skills
per 15 min); 08.44 (group psychotherapy); groups
AC: 03.05 (in-patient visit) or 08.19A/B therapeutic interview
blocks; virtual psych 08.19CX/CV still payable.
LTC: 03.09 LTC comprehensive + 08.19 blocks for counselling.
Prince Edward PC & MH: 03.08CV (comprehensive virtual PC & MH: The new 2024-29 Physician https://m
Island (MSPEI consult), 08.19CX/CV (virtual psychiatric consult / Services Agreement kept the HSC 03/Fee-C
PSA) psychotherapy), 08.19A/B for in-person work. numbering; GPs fold a UCLA-3 screeninto | https://se
AC: National HSC 03.08 (comp. inpatient assessment) 03.03 or 03.08, psychiatrists use 08.19 canadian
+ 08.19A/B psych units. lines. en.pdf
LTC: HSC 03.09 visit + 08.19A/B as needed.
Newfoundlan PC: 09200 (psychotherapy, per 15 min) for family physicians; PC & MH: document Sl & L as the visit http://ms
d & Labrador MH: 19500 (psychiatric counselling, per 20 min); focus, bill the usual psychotherapy line. content/t
(MCP) virtual versions mirror the code with a “V”. sicians-M
AC: 19600 (major inpatient visit) or 19500 psychiatric counselling https://w
(per 20 min). cal-Care-
LTC: 19570 weekly LTC visit; extended counselling uses 19500 (20 Payment
min). .pdf?utm
Yukon PC & MH: Mirrors the old BC MSC “A” codes in the YHCIP PC & MH: A full SI & L visit is billed as https://fp
Payment Schedule: 00060 (counselling, full assessment) 00060; briefer screenings go under partial. | psc-prev
or 00040(partial); mental-health add-on T0O0060 for virtual care. AC: Clinician documents UCLA-3, bills guide.pdi
AC: Hospitalists usually salaried or use BC 00040/00060 codes 00060 when loneliness dominates the https://w
with “Location = Hospital.” visit. ault/files.
LTC: 00040 partial (brief) or 00060 full LTC visit. revisions
Northwest PC & MH: Follows the Alberta SOMB numbering: 08.19CW / PC & MH: Territorial physicians shadow- https://aj
Territories CX (phone / video psychotherapy per 15 min) and 08.19A/B in- bill the Alberta code; locum specialists navigator
(NWT) person. get paid FFS. https://aj
AC: Hospitalists usually salaried or shadow-bill the Alberta AC: Shadow-bill AB 08.19A/B (FFS) or navigator
AHCIP inpatient series (08.19A/B, 03.03) record work in salaried workload logs. https://aj
LTC: Shadow-bill 08.19A/B navigator
Nunavut PC:03.03CV/03.08CV (GP/specialist virtual assessments) and Most Nunavut physicians are salaried, but | https://se
shadow-billing with these codes captures canadian
workload and—when visiting southern en.pdf
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https://www.ramq.gouv.qc.ca/SiteCollectionDocuments/professionnels/facturation/tableaux/Tableaux_Onglet_B.pdf?utm_source=chatgpt.com
https://www.ramq.gouv.qc.ca/SiteCollectionDocuments/professionnels/facturation/tableaux/Tableaux_Onglet_B.pdf?utm_source=chatgpt.com
https://www.ramq.gouv.qc.ca/SiteCollectionDocuments/professionnels/facturation/tableaux/Tableaux_Onglet_B.pdf?utm_source=chatgpt.com
https://www.ramq.gouv.qc.ca/SiteCollectionDocuments/professionnels/facturation/tableaux/Tableaux_Onglet_B.pdf?utm_source=chatgpt.com
https://www.ramq.gouv.qc.ca/SiteCollectionDocuments/professionnels/facturation/tableaux/Tableaux_Onglet_B.pdf?utm_source=chatgpt.com
https://www2.gnb.ca/content/dam/gnb/Departments/h-s/pdf/en/Physicians/new_brunswick_physicians_manual.pdf?utm_source=chatgpt.com
https://www2.gnb.ca/content/dam/gnb/Departments/h-s/pdf/en/Physicians/new_brunswick_physicians_manual.pdf?utm_source=chatgpt.com
https://www2.gnb.ca/content/dam/gnb/Departments/h-s/pdf/en/Physicians/new_brunswick_physicians_manual.pdf?utm_source=chatgpt.com
https://www2.gnb.ca/content/dam/gnb/Departments/h-s/pdf/en/Physicians/new_brunswick_physicians_manual.pdf?utm_source=chatgpt.com
https://www2.gnb.ca/content/dam/gnb/Departments/h-s/pdf/en/Physicians/new_brunswick_physicians_manual.pdf?utm_source=chatgpt.com
http://msi.medavie.bluecross.ca/wp-content/uploads/sites/3/2025/04/Physicians-Manual.pdf
http://msi.medavie.bluecross.ca/wp-content/uploads/sites/3/2025/04/Physicians-Manual.pdf
http://msi.medavie.bluecross.ca/wp-content/uploads/sites/3/2025/04/Physicians-Manual.pdf
https://mspei.org/app/uploads/2025/03/Fee-Code-Changes-Guide.pdf
https://mspei.org/app/uploads/2025/03/Fee-Code-Changes-Guide.pdf
https://secure.cihi.ca/free_products/canadian-coding-standards-2022-en.pdf
https://secure.cihi.ca/free_products/canadian-coding-standards-2022-en.pdf
https://secure.cihi.ca/free_products/canadian-coding-standards-2022-en.pdf
http://msi.medavie.bluecross.ca/wp-content/uploads/sites/3/2025/04/Physicians-Manual.pdf
http://msi.medavie.bluecross.ca/wp-content/uploads/sites/3/2025/04/Physicians-Manual.pdf
http://msi.medavie.bluecross.ca/wp-content/uploads/sites/3/2025/04/Physicians-Manual.pdf
https://www.gov.nl.ca/hcs/files/Medical-Care-Plan-MCP-Medical-Payment-Schedule-.pdf?utm_source=chatgpt.com
https://www.gov.nl.ca/hcs/files/Medical-Care-Plan-MCP-Medical-Payment-Schedule-.pdf?utm_source=chatgpt.com
https://www.gov.nl.ca/hcs/files/Medical-Care-Plan-MCP-Medical-Payment-Schedule-.pdf?utm_source=chatgpt.com
https://www.gov.nl.ca/hcs/files/Medical-Care-Plan-MCP-Medical-Payment-Schedule-.pdf?utm_source=chatgpt.com
https://fpscbc.ca/sites/default/files/gpsc-prevention-billing-guide.pdf?utm_source=chatgpt.com
https://fpscbc.ca/sites/default/files/gpsc-prevention-billing-guide.pdf?utm_source=chatgpt.com
https://fpscbc.ca/sites/default/files/gpsc-prevention-billing-guide.pdf?utm_source=chatgpt.com
https://www.doctorsofbc.ca/sites/default/files/documents/fee-guide-revisions-updates.pdf
https://www.doctorsofbc.ca/sites/default/files/documents/fee-guide-revisions-updates.pdf
https://www.doctorsofbc.ca/sites/default/files/documents/fee-guide-revisions-updates.pdf
https://apps.albertadoctors.org/fee-navigator/hsc/08.19g
https://apps.albertadoctors.org/fee-navigator/hsc/08.19g
https://apps.albertadoctors.org/fee-navigator/hsc/03.01B
https://apps.albertadoctors.org/fee-navigator/hsc/03.01B
https://apps.albertadoctors.org/fee-navigator/hsc/03.04A
https://apps.albertadoctors.org/fee-navigator/hsc/03.04A
https://secure.cihi.ca/free_products/canadian-coding-standards-2022-en.pdf
https://secure.cihi.ca/free_products/canadian-coding-standards-2022-en.pdf
https://secure.cihi.ca/free_products/canadian-coding-standards-2022-en.pdf

MH: 08.19CX/CV for psychiatric consults & therapy delivered by
phone/video. In-person visits shadow-bill the matching Alberta-
style HSCs (03.03, 08.19, etc.).

AC: Hospitalists usually salaried.
LTC: Locum bills 08.19A/B; salaried MDs capture in EMR.

specialists are on locum—triggers fee-for-
service payment

Key Take Aways

No code directly affiliated with Sl & L for any profession in any province
Clinicians tuck the work into generic mental-health or counselling lines
Psychiatrists use a different number series—often at a higher tariff
Billing hinges on time thresholds, not content
Inpatient & LTC settings just reuse ward-visit or nursing-home lines
No dedicated billing, data capture, or incentives for SI&L services

Table 2. Allied Health Practitioner Remuneration

Group BC AB Man Sk Ont QC NB NS PEI NL Y
OT/PT Salaried Salaried Shared SHA Hospital Salaried Salaried Salaried Mostly NL Territ
in in AHS Health salaried; / FHT in in or salaried Health Healt
health- facilities salaried Commun | therapist CISSS/CI Horizon/ | sessional | hospital Services Socie
authority or by staff; ity Rehab s USSS Vitalité in NS staff; salaried; Servil
facilities; block Commun | Program salaried. sites; no facilities; Health; new PSA no fee salar
no MSP contract; ity Physio | me pays RAMQ no no MSI does not schedule | noFF
tariff. no visits clinics Commun | tariff. Medicare | item. recreate tariff.
AHCIP funded per visit ity PT NB tariff. fee-for-
fee. by global | (code not | Clinic service
allocatio visible to Program for rehab.
n—no fee | therapist pays
line. ). clinics
a per-
visit
bundled
rate
Registe | Salaried Salaried Salaried Salaried Salaried Salaried Salaried Provincia | Salaried Salaried Salar
red (Health inPCNs/ | inWRHA | inSHA in inCLSCs | inEMP & | L Mental- (Health in inHo
social Authoriti AHS & mental- hospitals | / commun Health & PEI) or commun Care
worker es & commun Shared- health , FHTs & hospitals | ity Addictio private- ity health | comr
nonprofit | ity Health teams. CHCs; ; private mental- ns insuranc centres; ity
s operator teams. program private visits health; program e billing. private clinic
s). mes; RSWs billed to private me funds RSWs bill
private invoice private insuranc positions insurers.
insuranc extended insuranc e for ; no MSI
e outside -benefit e. private code.
system. plans RSWs.
(not
OHIP).
Home- Health- AHS Home- SHA HCCSS Hourly Extra- Hourly Paid Provincia | Gove
care authority | Home- Care Home- contracts | agency Mural rate through lHome- ent-
PSWs / contracts | Care aides Support set contracts | Program contracts | Home- Support empl
commu reimburs contracts | employe contracts | aharmo via CLSC (EMP) e under Care PEI Program d Hor
. e cap the d by (rates nised home- mploys Continui global pays Supp
nity- agencies reimburs RHAs; disclose hourly support home- ng-Care; budget. agencies | Work
health ; able Hea clients din “Person envelope | care no line- an paid
worker provincia | lth-Care- | pay only RFPs, ~ al nurses/ai | item approved | unde
S Ljob- Aiderate | aninco $28- Support deson billing. hourly YEU
bank at=$20- | me- $30/hr) Services salary; rate; colle
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wage $24 /hr; tested —no fee ” rate = Home- clients e
range $1 clients daily submitte $35.44 (2 Support may top- agree
8-$27 top-up fee for d by 024 services up for nt (av
/hr for above program/ | individua | Schedule paid by extra privai
home- AHS cap day- l 2) Social hours secto
support respite workers. Develop wage
workers (no ment at ceilin
hourly negotiate 6.71
billing) d hourly /hr 2(
agency
rates
LTC Paid from | LTC Personal- | LTC Funded Funded Nursing- Funded Funded LTC Yukor
recreat | global operator care homes from the through home via the inside operator run
ion/ operating | s homes receive gl | LTC Prog CHSLD operator NS LTC the sreceive conti
. . | budgets; receive P | funded obal ram- “Program | sfunded “Program | Health a global g-car
activati . ' . o
2023 atient/C by daily operatin and- me per & PEILTC grant per | facilif
on staff Seniors- are- residenti | ggrants; Support- | d’activité resident- | Support global bed; fund
Advocate | Based- al recreatio Services | s”;per- day; Services” | per- recreatio recre
audit Funding charge + n budget (PSS) diem 2022 envelope | diem. n & n staf
shows 30 | (PCBF); RHA top- | sits envelop envelope | pilot social- from
% of “life- up; inside ex raised care const
resident enrichme | recreatio | thatgrant | $12/day/ care staffing ated
sreceive | nt n staffing | (no resident envelope paid from | opere
rec- activities paid from | separate inside to 3.5 hrs that grant | budg
therapy ” (incl. that pool billing) the / (no —no
—funded | recreatio provincia resident discrete billak
inside n L Level- /day (rec code) item.
per- therapy) of-Care reation
diem, not | are per-diem staff
line-item bundled included)
—no
billable
code
Key Take Aways

Across all provinces and territories OT, PT, social work, recreation therapy, personal-
support and community-health workers are remunerated by salary, block contract,
or bundled per-diem envelopes, not by individual claim lines.
Funding is tied to existing program envelopes. Sl & L activities are simply logged in
narrative notes; they do not trigger extra dollars.
Remuneration levels vary across provinces.

Because Sl & L work isn’t coded (directly), no data is generated specific to SI&L.

Team-based interventions are under-resourced. A physician fee by itself will not
cover follow-up coaching, group facilitation, transport co-ordination—tasks that sit
with allied and community staff.
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C) What steps would the CCSMH need to take to facilitate/promote the creation of a standard
billable coding system (across professions and provinces) to incentivize the provision of
services related to SI&L in older adults?

The following steps would need to be undertaken to establish a national-level standardized,

billing strategy to promote SI&L work in Canada.

Table 3: Process Steps

Outputs

Actions

Endorsed position statement
Agreed loneliness tool (e.g.,
UCLA-3)

Commitment letters from
professional bodies

Commission / publish a rapid review quantifying SI&L prevalence, ¢
interventions.

Convene a “Canadian S| & L Billing Round-Table” with CMA, CFPC,
CASW, CanAge, home-care & LTC associations, EMR vendors, CIHI
Draft a pan-professional position statement that sets an agreed
minimum data set (loneliness screen + follow-up status), and a hig

New CACDI field approved
SNOMED concept Canadian ID

File a joint CIHI/Infoway change request to add “Loneliness asse:
score)” & “Social-connection follow-up plan”to CACDI/FHIR and S
Enlist letters of support from every provincial digital-health agency.

Pilot evaluation report with cost-
avoidance data
Open-source EMR “smart form”

Fund 2-3 early-adopter sites (e.g., an Ontario FHT, a BC primary-ca

home) to: embed the CACDI field in their EMR, use the UCLA-3 ten
outcomes (ED revisits, mood scores).
Produce a business-case dashboard: minutes per provider, avoide

Schedule-of-Benefits update
bulletin (for each province) that
launches the code

With local Sections (Family Medicine, Geriatrics, Psychiatry) prepa
* Ontario: Physician Payment Committee PFAF ¢ BC: Doctors

dossier.

Offer cost-neutral framing: once-per-year screening premium (<$

field; offset by delisting an obsolete counselling bonus.

HCCSS Schedule 2 amendment
LTC per-diem regulation change
Allied-health tariff line(s) where
applicable

Table proposals during provincial budget consultations: ¢ HCCS.
Hour” premium for PSWs/CHWs (ON) ¢ LTC Program-&-Suppol
on (ON/BC/AB).

For provinces with allied-health fee lists (AB, SK), propose an OT/P’
integration” code modelled on Germany’s psych-functional OT ite

Steps

1. Evidence

(0-6 mths)

2. Data
element

(6-18 mths)

3. Proof of
concept
pilots

(12-24 mths)

4. Create
billable
code(s)
(18-30
mths)

5. Create
matching
funding
codes for
allied staff

(24-36 mths)

6. Scale

(30-48 mths)

Conditional federal dollars for
provinces that adopt the fee &
data field

National QI & accreditation
requirement

Work with Health Canada & FPT deputies to write the SI & L CACDI

into the 2026-2036 Bilateral Health Funding Agreements.

Ask Ontario Health, HQO, Accreditation Canada to add “% of patie
loneliness” to mandatory Ql indicators—forcing EMRs to surface th

7. Monitor Public dashboards showing Publish annual “Loneliness Billing & Outcomes Report Card”.
(ongoing) uptake & impact - Iterate the fee (e.g., add monthly follow-up CHW code) once L
accumulate.
Key Take Aways
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To establish a national-level standardized, billing strategy to promote SI&L work in Canada entails:

- Secure a datafield

- Build a pan-professional coalition

- Package the evidence in a business case

- Run pilot studies in a few sites

- Begin with one physician billing code (e.g., screening) in one province
- Pair the MD fee with new dollars for allied health professionals

- Embed the code in EMR certification specs

- Leverage quality & accreditation levers

- Lobbyforfederal dollars

- Publish transparent scorecards

D) Who (organizations, levels of government) could CCSMH approach or work with to make
operational / regulatory changes to billing codes for SI&L in older adults (by
profession/province)?

The following is a list of key stakeholders who would need to be approached as part of the process of

establishing a national-level coding/billing strategy for SI&L.

Table 4: Key Stakeholders

Action

Organizations / Decision-makers

Profession

Ar

Create / modify
the data element

CIHI + Canada Health Infoway Joint Standards Secretariat
Infoway Social-Determinants-of-Health Working Group

All clinical
professions

Approves new CAC
concepts (e.g., “Lol
Without this, EMRs
adjudicate a fee.

SK,MB - Regional Health Authorities

ON - Home & Community Care Support Services

QC - MSSS Integrated Health and Social Services Centres
(CISSS/CIUSSS)

NB - Regional Health Authorities

Unlock federal FPT Deputy Ministers Health Table All Ottawa can tie futu
leverage & Health Canada / PHAC digital-health secretariat using the new S| & |
funding pressure on every
Change physician | BC - Doctors of BC Tariff Committee > Medical Services Commission Physicians These bilateral con
fee schedules (MSC) doctorsofbc.ca & NPs bodies that can in:
AB - AH-AMA Rates Commiittee albertadoctors.org modifier) into a pr
SK - SMA Tariff Committee + SK Health Medical Services Branch Benefits.
MB - Doctors Manitoba Economics/Tariff Committee + MB Health * Note: some provir
ON - Physician Payment Committee (PPC) © Physician Services Committee psychiatry-only nur
& Min. of Health oma.org parallel amendmer
QC - Ministéere de la Santé et des Services sociaux (MSSS) & hospitalists bill w
NB — NB Medical Society Economics Committee © Health Joint Oversight approved by the sal
Committee nbms.nb.ca SI&L time modifier:
NS - Doctors Nova Scotia Tariff & Liaison Committee would require nego
PEI - Medical Society of PEI (MSPEI) Master-Agreement Management inpatient-care sub-
Committee provincial medical
NL — NLMA Fee Committee + Dept. Health & Community Services
YT/ NWT - Yukon & NWT Medical Associations + territorial health depts.
NU - Nunavut Medical Association (NMA) Fee Negotiation Table
Fund allied- Respective provincial ministries / branches that hold the contracts: QT, PT, These organization:
health & BC - PHSA/Health Authorities RSW, per-visit rates; a “sc
community staff AB - AHS Continuing-Care PSW/CHW premium” or per-di

written into these s
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https://www.doctorsofbc.ca/sites/default/files/documents/protocol-process-changes-fee-guide.pdf?utm_source=chatgpt.com
https://www.albertadoctors.org/about/committees-and-working-groups/ah-ama-rates-committee/?utm_source=chatgpt.com
https://www.oma.org/about-the-oma/get-involved/committees/physician-payment-committee/?utm_source=chatgpt.com
https://www.nbms.nb.ca/wp-content/uploads/2019/11/Direct-Billing-Guide-E-Final.pdf?utm_source=chatgpt.com

NS - Health Continuing Care

PEI - Continuing Care

NL - Dept. Health & Community Services

YT, NWT, NU - Territorial Health & Social Services

Long-term-care BC - Health Authorities + MSC (payment schedule) LTC A small “Social-Col
per-diem add-ons | AB - Continuing-Care Branch physicians, | envelope (modeled
SK,MB - respective LTC program directors rec- add-ons) would fun
ON - Ministry of Long-Term Care therapy, sessions.
QC, NB, NL, YT, NWT, NU - respective LTC program directors SW, PSWs
Certify EMR BC - PSP / PITO conformance team All Certification manui:
changes AB - Netcare Conformance professions | surface the new CA
SK, MB - eHealth that chart new fee logic.
ON - MD EMR Specification Committee
QC - MSSS DSQ / Québec provincial EMR vendors
NB - MedAccess cert teams, Telus/QHR vendor councils
NS - One Person One Record Steering Group
PEI - Health PEI CIS EMR Leads
YT,NWT,NU - EMR project offices
Quality & Accreditation Canada / HSO All Making “% of senio
accreditation College of Family Physicians (CFPC) Best-Advice guides arequired QI/Accre
levers Ontario Health (HQO) QIP team uptake and justifies
Nova Scotia Health Quality & Patient Safety
College clinical guideline groups (various)
Professional Provincial medical associations: OMA, Doctors BC, AMA, SMA All Provide Section/tar

associations for
advocacy

Physicians: MB, NBMS, NLMA, Doctors NS, PElI MSI Committee, FMOQ,
YMA, NWTMA, NMA

Psychiatry: sections within each medical association

Allied: CAOT, CPA, CASW, provincial OT/PT/SW colleges
LTC/community: CanAge, OLTCA, BCCPA, Alberta Continuing-Care
Assoc., NS Nursing-Home Assoc., RQSPAL (QC)

submissions; supp!
letters of support.

Key Take Aways

- Two counter-signatures are mandatory in every jurisdiction
provincial/territorial health ministry
provincial medical association’s tariff committee
- Organisations that negotiate the code wording and price
E.g., Nova Scotia — Doctors NS Tariff & Liaison Committee plus Department of Health &

Wellness

- Psychiatry certifying body

Each province keeps separate Psychiatry Sections that must endorse any new counselling-

type item

- Claims administrators
Update billing schedules (E.g., Health PEI Billing [PEI]; RAMQ [Québec])
- EMR certification bodies
Establish standards for embedding code fields and roll out
- Digital Health Standards organizations
Approve new change requests so fees can be adjudicated
(e.g., Canadian Health Infoway)
- Work with provincial bodies to negotiate cost-neutrality
A new fee must be offset by savings or capped frequency (e.g., BC rates committee)

113



E) What steps/actions would CCSMH need to take to begin negotiations with these bodies?

The following steps would need to be taken to establish a national-level coding/billing
system for SI&L in older adults in Canada:

Table 5: Strategic Process

coalition sign-
on

loneliness, ROI from pilot studies.

Collect letters of intent from the Canadian
Psychiatric Association, OMA Section of
Geriatrics, CAOT, CASW, provincial LTC
associations.

Phase Actions Goal Organizations
Stakeholder Name a Lead Negotiator and a small “SI & L Single source; Task- Internal
mapping Billing Task-Force.” Force knows who to

Build a master contact list for (tariff chairs, call and what to say.

ministry analysts, EMR spec leads..)

Draft a one-page “elevator brief” : problem,

clinical tool (UCLA-3), proposed fee logic,

expected cost, offset idea.
Evidence Publish (or commission) a concise evidence Show gatekeeper Professional
package & brief—prevalence, cost of untreated that multiple associations

professions support
the ask and data
back it.

Ask each chair what cost-neutrality
format they expect (offset list, volume cap).

Data- Book a pre-submission call with Infoway’s Ensure the data CIHI + Infoway
standards SDOH Working Group lead; confirm template | element process is

for a CACDI change request. started before fee

Draft the official CIHI/Infoway change- talks (no field = no

request form for “Loneliness screen score” & | billing).

“Follow-up plan,” circulate for coalition sign-

off.
Provincial tariff E-mail the tariff chair or economics lead in Tariff leaders feel Provincial
committee each target province (e.g., FMOQ, Doctors consulted, tell medical-
soft-landing NS) requesting a 30-min informal briefing slot. | CCSMH exact association

Provide the elevator brief and evidence PDF. submission window, | tariff

template, and offset
expectations.

committees

indicator: “% seniors screened for loneliness
with score recorded.”

Ministry Request a technical vetting meeting with the Ministries confirm Prov./territorial
finance pre- physician-services finance unit in the ministry | what fiscal envelope | health
reads (e.g., MSSS Direction générale du and zero-sum rules ministries
financement). apply before formal
Bring a one-page cost model (annual volume | filing.
x fee x offset).
Claims-IT & Set up a joint call with RAMQ, Medavie MSI, Avoid “approved but | Claims
EMR alignment Health PEI Billing, Nunavut Insured Services + | unpayable” delays administrators
the lead EMR cert body (OntarioMD / DSQ / by starting IT scoping | & EMR
OPOR team). early. certification
Ask for an agenda of technical artifacts they bodies
need (field name, code value, adjudication
rule) and their typical lead time.
Quality- Meet with orgs like Ontario Health QIP unit, Quality bodies signal | Ql & acc.
indicator hook Accreditation Canada, to propose a draft interest, to bodies

ministries.

Shape the
formal
submissions

Tailor the fee dossier to each province’s
template (FMOQ form, Doctors NS “fee
request,” MSPEI schedule, Nunavut shadow-
code memo).

Ready-to-file
packages that match
local rules, reducing
revision cycles.

Same as Phase
4 plus
ministries
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= Attach coalition letters, evidence brief, cost
model, and note that CACDI change request
isin progress.

Public & = [ssue an op-ed or press release timed to Creates public Media, patient
political air seniors-week / loneliness awareness month pressure; shows advocates
cover highlighting the problem and that CCSMH is feed to patient

working “with governments and medical benefit.

associations to enable a billing solution.”
Pilot site = Secure 2-3clinics/LTC homes in each Demonstrates Provider

commitments

province willing to pilot the code on day 1 and
share utilization data.

readiness and future
evaluation stream.

organizations

F) What specific barriers and facilitators could CCSMH face in identifying and working with
these key decision-makers?

Decision-making Body

Facilitators

Barriers

Provincial physician-
tariff committees
FMOQ/FMSQ (QC),
Doctors NS, MSPEI,
Nunavut Medical
Association

If a provincial Psychiatry Section and a
Family-Medicine/Geriatrics Section co-
sign the brief, the committee must
place it on the formal agenda.

Each committee supplies a standard
template that specifies the workload,
time study and cost model they expect.

New items are considered only
during scheduled intake
windows.

Committees require “budget-
neutral” submissions; a spending
offset or utilisation cap is
mandatory.

High application volumes mean
incomplete dossiers are deferred
to the next cycle.

Ministry of Health
finance and budgeting
units

MSSS Direction générale
du financement (QC), NS
DHW Physician Services,
Health PEI Finance,
Nunavut Insured Services
Finance

Ministries can count federal seniors-
mental-health transfers toward the
offset requirement.

Demonstrated links between loneliness
screening and reduced emergency-
department use align with existing cost-
avoidance KPlIs.

New ongoing costs cannot
exceed the physician-services
envelope unless an offset or
federal earmark is identified.
Analysts give priority to proposals
that include provincial pilot data;
external studies carry less weight.

Claims-processing and
IT branches

RAMQ, MSI/Medavie,
Health PEI Billing,
Nunavut Insured Services

Claims teams adopt new items more
quickly when an adjudication rule is
provided (e.g., pay the fee only if a
“loneliness score” field is present).
Alignment with the forthcoming CACDI
loneliness data element reduces
custom programming effort.

Fee-file updates are loaded only
at predefined cut-off dates;
missing one pushes
implementation back by up to a
year.

New mental-health codes trigger
stricter audit rules to prevent time
inflation.

EMR certification bodies
and provincial EHR
projects

OntarioMD, DSQ (QC),
One Person One Record
(NS), PEI CIS, Nunavut
Meditech

Once the CACDI field is declared
“mandatory” in the certification spec,
vendors must implement it to keep their
certified status.

Aready-made, open-source smart form
supplied by CCSMH shortens build
time.

Specification and regression-test
cycles run six to twelve months;
the fee cannot be billed until the
field is enabled.

Feature backlogs mean vendor
resources must be reserved well
in advance.

Quality-improvement
and accreditation bodies

A single, binary measure—“percentage
of patients = 65 with a recorded
loneliness score in the past 12

Only a limited number of new
indicators are approved each
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Ontario Health QIP, months”—fits indicator criteria and cycle, and they must be based on
Accreditation Canada, NS draws on the same data field needed for validated, easy-to-collect data.
Health Quality & Patient billing.

Safety

Professional and sector = Coordinated letters from multiple = Associations compete for limited
associations associations satisfy consultation policy attention; inconsistent
Canadian Psychiatric requirements and demonstrate cross- messaging can confuse decision-
Association, CAOT, CASW, disciplinary support. makers.

provincial LTC and home-

care associations

Summary Overview
~ Key Messages

No dedicated fee codes
No Canadian province or territory offers a billing code specifically for screening, assessing, or treating social
isolation and loneliness (S| & L) in older adults (or the general population).

Physician workarounds

Fee-for-service physicians bill SI & L activities under broader mental-health, preventive-care, or case-
management codes, documenting the service in their clinical notes and selecting the nearest psychiatry /
counselling line item.

Allied-health funding models
Allied-health and social-service providers are paid by salary, block contract, or per-diem; they do not submit
line-item claims for SI & L work.

No inpatient code
Loneliness is not recognized as a stand-alone inpatient diagnosis-related code.

Fragmented fee structure

Codes repurposed for SI & L vary by province, profession, and visit length (e.g., 15- vs 30-minute
consultations). Psychiatrists and family physicians often use different codes—and receive different
remuneration—for comparable services.

Weak financial and data incentives
Because there is no dedicated code, clinicians gain no extra remuneration for addressing Sl & L, and health
systems capture little standardized data on its prevalence or impact.

~ Notable barriers and facilitators to implementing a standardized way of directly billing for SI&L
services in Canada

Fragmented fee-setting versus single national data rules

Barrier. Billing authority is fully provincial. Thirteen fee schedules—each negotiated locally—must all be
amended, yet their tariff committees operate on different calendars and cost-neutrality formulas. What wins
in Québec (two parallel negotiations for family and specialist items) does not automatically satisfy, say, Nova
Scotia’s single Master Agreement or Nunavut’s Alberta-shadowed file.

Facilitator. By contrast, data standards are national: a loneliness-screen score added to CACDI and
SNOMED-CT-CA becomes the common “hook” every province and every EMR vendor must respect. Once
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the data element exists, ministries and vendors prefer to reference it rather than invent province-specific
work-arounds; the standard itself can become a soft harmoniser.

Divergent payment models inside the same province

Barrier. Most physicians still rely on fee-for-service for income, whereas OTs, PTs and social-workers are
primarily salaried or paid from block contracts. Adding a physician code is a tariff exercise; funding allied
staff means rewriting service-agreements or carving a new per-diem envelope for LTC and home-care—two
different policy tracks, each with its own gatekeepers.

Facilitator. Provinces already run parallel physician-plus-team funding mechanisms (e.g., Ontario’s chronic-
disease management premiums trigger extra Home-and-Community-Care dollars). That precedent lets
policy makers tie an MD screening fee to a small, ring-fenced “social-connection” home-care

premium without breaching the single-payer principle.

Cost-neutrality rules versus federal transfer leverage

Barrier. Provincial tariff and finance committees will not approve a new recurrent item unless it is offset
inside the existing envelope or capped at negligible volume. For multidisciplinary services—which by
definition increase touch points—offsets are hard to prove up-front.

Facilitator. Ottawa’s bilateral “Working Together” accords channel earmarked seniors-mental-health dollars
to provinces through conditional grants. If the federal agreement explicitly recognises loneliness

screening as an eligible deliverable, that pot of money can meet the cost-neutrality test and short-circuit the
usual provincial budget resistance.

Claims-system risk controls versus structured-data safeguards

Barrier. Claims units fear that a behavioural-health item will produce time inflation or “up-coding” that is
hard to audit—especially if multiple professions can submit it.

Facilitator. A built-in adjudication rule—“pay only when the SI&L score field is populated and time-
stamped”—turns the structured data element into an automatic fraud filter. Claims departments then pivot
because the rule gives them a simple yes/no edit and richer analytics.

Vendor backlog versus turn-key implementation kits

Barrier. EMR companies face long development queues; they are reluctant to re-tool unless the change is
mandatory across jurisdictions or subsidised.

Facilitator. If CCSMH (or a provincial innovation fund) supplies an open-source smart-form, reference FHIR
profile and test scripts, vendors can drop code into their next scheduled release at minimal cost. The
promise that all provinces will eventually require the same field further improves the business case for
vendors.

Professional turf versus multi-section sponsorship

Barrier. When a code applies to several provider groups, each worries about fee relativity and scope.
Psychiatrists might argue the service dilutes psychotherapy income; family physicians could fear extra
documentation; OTs may want a higher value for goal-focused community work.

Facilitator. Joint sponsorship—e.g., a single brief co-signed by psychiatry, family-medicine geriatrics and
provincial OT/PT sections—signals to tariff chairs that relativity issues have already been addressed.
Committees routinely fast-track proposals that arrive with cross-section consensus because it reduces
internal negotiation time.

Indicator fatigue versus high-profile quality targets

Barrier. Quality-improvement bodies limit new indicators; they are reluctant to add one more data point
without clear policy linkage.

Facilitator. SI&L aligns with national conversations about elder abuse, dementia risk and social determinants
of health. A single binary measure—“percentage of seniors with a documented loneliness score in the past
12 months”—is easy to collect and, once endorsed by Accreditation Canada, gives ministries a compliance
driver that dovetails with the billing code logic.
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~ Notable differences between Canada and other countries that have successfully implemented a
standardized way of directly billing for SI&L services (e.g., UK, USA, Australia).

Canada’s difficulty in carving-out a billable line for social-isolation and loneliness (Sl & L) is best understood
by contrasting the Canadian policy landscape with three jurisdictions that already pay for the work—the
United Kingdom, the United States (Medicare), and Australia. All four systems are tax-funded and publicly
framed, yet the details of who controls the tariff, how social care is embedded, and how quickly national
data rules flow into front-line software diverge in ways that make Sl & L billing considerably easier abroad
than at home.

One tariff versus thirteen

United Kingdom. England’s NHS Payment Scheme is a single, centrally issued contract: one change notice
from NHS England inserts a new service description or updates the capitation supplement that funds
“social-prescribing link workers.” Once the notice is published, every GP practice and Primary Care Network
(PCN) can claim the Additional Roles Reimbursement Scheme (ARRS) rate the very next month.

Canada. By contrast, there are thirteen separate fee schedules negotiated independently. Securing a
loneliness code in Ontario does nothing for physicians in British Columbia or Nova Scotia; CCSMH would
have to run the same negotiation cycle thirteen times. Fragmentation turns a policy problem into a logistical
marathon.

National data rails that drive payment logic

United Kingdom. The NHS enforces SNOMED CT as the legal standard. When NHS Digital assigns the
concept IDs “1054241000000100 — Loneliness score” and “625891000000109 — Social isolation,” every
certified GP system must surface them. A PCN’s ARRS claim is automatically validated by checking these
fields—no new local interface work is required.

Canada. CIHI and Infoway do publish national vocabularies, but provinces are not compelled to adopt new
concepts on a fixed timetable. A CACDI loneliness element can sit in “draft” status for 12-18 months, and
then each province decides if and when its EMR specification will reference the new code. The clinical
community can therefore win a fee item before the data field exists—or vice-versa—creating a sequencing
headache unknown in England.

Payment model alignment between medicine and social care

United Kingdom. Social-prescribing link workers and care-co-ordinators are salary-reimbursed via the same
PCN contract that funds physicians. That integration means a single budget decision covers the assessment
(by the GP) and the follow-up navigation (by the link worker). The finance team worries about only one cost
centre.

Canada. Physicians operate in fee-for-service or blended-capitation silos, whereas the community staff who
would carry out monthly loneliness follow-up are paid from block grants to home-care agencies or long-term-
care per-diem envelopes. A new MD code therefore solves only half the resource problem; separate
programme envelopes must be opened for the allied side, and those discussions occur in different branches
of government.

Federal leverage over sub-national payers

United States. When the Centers for Medicare & Medicaid Services (CMS) added HCPCS G0136 (SDOH risk
assessment) and G0019/G0022 (community-health-integration), all 50 state Medicaid plans and most
commercial insurers adopted the codes by reference. A federal rule created an immediate national floor for
reimbursement.

Canada. The federal government can only nudge provinces through conditional transfer payments. If Ottawa
lists “loneliness screening” as a priority expenditure, a province may still decide to spend the money
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elsewhere and remain compliant, so long as global mental-health targets are met. Federal leverage is
therefore softer and slower.

Administrative culture: capitation supplements versus line-item claims

Australia. The Medicare Benefits Schedule (MBS) pays allied mental-health OTs and social-workers under
the Better-Access items—a straight per-service claim that already covers “social participation goals.” Adding
a loneliness rubric is simply a descriptor tweak.

Canada. Most allied providers do not have per-service billing privileges. Even if provinces created a physician
screen code tomorrow, OTs or social workers would still have no line through which to claim their part of the
intervention. Canada must therefore tackle scope-of-payment before scope-of-practice.

Net effect

Other countries succeeded because they could move one national tariff or one national vocabulary and
because their payment architecture already situates social-connection work inside the same envelope that
pays clinical services. Canada’s decentralised bargaining, compartmentalised service budgets, and
asynchronous adoption of national data standards require CCSMH to solve not one policy puzzle but several,
in a precise order: national data element - thirteen tariff negotiations - parallel programme funding for allied
staff - mandatory EMR update. That multi-step chain, rather than clinical disagreement, is the principal
reason Canada still lacks a dedicated S| & L billing pathway while its peers do not.

~ Options for CCSMH to Foster Change

Implement the multi-year strategy outlined in Table 5 to establish a national-level coding/billing system
for SI&L (screening, assessment and /or treatment) in older adults.

If a multi-year strategy is not feasible, implement bite size actions. The following are low-cost, achievable
by a small team, and can generate tangible outputs:

Establish a national data placeholder, not a fee
File a single change-request to CIHI/Infoway for one new CACDI/SNOMED-CT code—
“Loneliness screening score (validated tool).”
It costs nothing, requires no provincial negotiation, and creates the technical hook that every province and EMR
vendor will eventually need.

Pilot a “shadow code” in one primary-care clinic
Ask an Ontario Family Health Team to record the loneliness score in a spare billing slot (e.g., adummy internal
code). Goal: real utilisation data (minutes, frequency, staff mix) that can populate future tariff submissions.

Attach SI&L to an existing QI template
Work with Ontario Health’s QIP team (or another province’s quality office) to add a voluntary indicator:
“9% of patients = 65 with documented loneliness score this fiscal year.”
Once the indicator exists—even as “optional”—EMR vendors must surface the field, and clinics begin routine data
capture.

Publish a clinical micro-guide
Release a two-page “Best Practice Quick Guide” for busy family doctors and NPs: when to screen, which tool
(UCLA-3), 5-minute counselling script, community referral link.*
This costs little, builds demand, and demonstrates that the service fits into ordinary appointment slots.

Lobby for a single-province physician screen premium
Choose the province with the fastest tariff cycle (e.g., British Columbia MSC) and request a once-per-year $8 add-
on for completing the loneliness screen.
If accepted, other provinces can copy-paste the wording, but a national rollout is not required up-front.

Draft a generic contract clause for home-care agencies
Produce model language for a “Social-Connection Follow-Up Hour” that regional health authorities can drop into
upcoming home-care RFPs.
Any authority planning a contract refresh can adopt it without waiting for the rest of the country.




