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Summary of Recommendations 

Following is a summary of our recommendations set out in this submission, which are grouped 
under four priorities: 

1. Dementia Care and Support Continuum:  
i. Make prevention, risk reduction, early detection, and early intervention core 

elements of the dementia framework.  
ii. Recognize community dementia programs and adult day services as key supports 

for aging in place. 
iii. Recognize and address dementia care options between home and long-term care. 
iv. Reflect relationship- and person-centred dementia care through specialized 

supports, design, and transitions. 
v. Incorporate palliative approaches into dementia care planning. 

 
2. Public Awareness, Education and Stigma Reduction: 

i. Recognize dementia awareness, stigma reduction, and education as foundational 
elements across the dementia care continuum. 

ii. Recognize caregivers as essential partners in dementia care and incorporate 
caregiver supports.  
 

3. Equity, Inclusion and Underserved Populations: 
i. Recognize culturally safe, inclusive, and population-specific approaches. 

 
4. Implementation, Accountability and Sustainability: 

i. Recognize system navigation, care coordination, and integrated information 
across sectors. 

ii. Embed workforce planning, dementia expertise, and system capacity. 
iii. Recognize accountability, continuous evaluation, and sustainable investments. 
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Introduction  

AdvantAge Ontario appreciates the opportunity to provide feedback on the province’s proposed 
Dementia Care Framework. We are broadly supportive of the framework’s focus on person-

centred dementia care, equitable access, navigation and care transitions, workforce capability, 
and culturally safe care. We also support the province’s objective of improving coordination 
across health care, long-term care, retirement homes, and community-based services. 

Dementia encompasses a range of conditions with different symptoms, progression patterns, 
and impacts on daily functioning. As such, individuals living with dementia will have varying 
care needs, and it is important that this framework recognizes and supports those needs. Many 
people living with dementia can continue to age at home with the right support in place, while 
others may be required to move to other care settings. A flexible, person-centred approach that 
considers all aspects of the seniors’ care continuum is therefore critical to meeting the diverse 
needs of Ontarians living with dementia. 

The proposed framework appropriately identifies many of the challenges currently experienced 
by people living with dementia and their care partners, including fragmented care pathways, 
difficulties navigating the system, inconsistent access to services, workforce challenges, and 
disparities across regions and populations. Many of the challenges identified are aligned with 

other existing work in this area, including the Canadian federal government’s dementia 
strategy1, the World Health Organization’s (WHO) Global action plan on the public health 
response to dementia2, and the Alzheimer’s Society Local Dementia Strategy Toolkit3. 

AdvantAge Ontario consulted several of our members from across the seniors’ care continuum, 
including long-term care homes, seniors’ housing providers, community support service 
organizations, municipal providers, retirement homes, and not-for-profit health and social 
service organizations. Members welcomed the opportunity to provide feedback and strongly 
supported the development of a provincial dementia care framework. 

Several consistent themes emerged through the consultation. Members emphasized that the 
framework should not only address current gaps in dementia care but should also provide a 

clear vision for how Ontario will meet the major growth in demand for dementia care 
anticipated over the next decade. It should also include a roadmap for implementation, improve 
coordination across sectors, support aging in place, strengthen community-based care, address 
future capacity needs, and enable people living with dementia and their care partners to access 
the right support at the right time regardless of where they live.  
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Commentary 
A Dementia Care and Support Continuum  

 

Dementia is one of the fastest-growing health and seniors’ care challenges facing Ontario. More 
than 334,500 Ontarians currently live with dementia4, representing approximately 43% of all 
Canadians living with the condition5. The number of people living with dementia in Canada is 

projected to increase from approximately 772,000 today to nearly one million by 20306, while 
the number of Ontarians living with dementia is expected to triple by 20501. These projections 
underscore the urgency of building a dementia care system that is prepared not only for today’s 
needs, but also for the significant increase in demand expected in the decades ahead. 
 

In order to meet this challenge, we need the dementia framework to be transformative and 
rooted in a vision for the future of dementia care rather than the limitations of the current 
system.  It should identify the capacity, workforce, housing, community supports, and care 
models that Ontario will require over the next decade. The framework should include a clear 
roadmap of services, supports, and care models needed throughout the dementia care journey, 

from prevention and diagnosis through end of life. The following sections of the submission 
highlight key areas where the framework could more clearly articulate this future vision and 
identify the system’s capacity, supports, and care models required to achieve it. 
 
Prevention, Risk Reduction and Early Identification 

Our members emphasized that the current system often responds only once individuals or 
caregivers reach a crisis. They recommended that prevention, risk reduction, and early 
intervention become more explicit pillars of the framework. There is growing evidence around 

modifiable risk factors for dementia7 that can prevent and/or slow down the disease. The social 
and built environments that individuals live in can also contribute to their overall health and 
wellbeing. There is an important opportunity for the provincial dementia care framework to 
promote healthy aging and protective factors to reduce the risk of developing dementia in the 
first place. The framework should also include public awareness initiatives on risk factors and 

potential interventions. A robust framework can help by delaying the onset or progression of 
dementia and improving the quality of life and health outcomes for older adults, while reducing 
future demand on health, community, and long-term care services and support the 
sustainability of the healthcare workforce and broader seniors’ care system. 
 

Additionally, while new disease-modifying medications for dementia are now available, their 
effectiveness depends on individuals receiving a diagnosis of dementia early in the course of the 
disease. Currently, however, it can take up to two years for a person to receive a dementia 
diagnosis. Without timely access to assessment and diagnosis, many individuals may miss the 
opportunity to benefit from these emerging treatments. Early detection and timely diagnosis 
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also create opportunities for advance care planning, informed decision-making, and the 
integration of palliative approaches throughout the dementia journey, rather than only at the 
end of life. Early and timely diagnosis of dementia must therefore be recognized as a key 

element of the framework. 
 
Recommendations: 

 Include dementia prevention, brain health promotion, and risk reduction as core 
elements of the framework. 

 Recognize early identification, assessment, diagnosis, intervention, and post-

diagnostic support as essential components of the dementia care continuum, 
supported by timely access to assessment and diagnosis and clear pathways to 
treatment, information, community services, and caregiver supports.  
 

Community Supports for People Living with Dementia and their Care Partners 

One of the strongest themes emerging from the consultation was the need to ensure that the 
framework is not mostly focused on long-term care but also includes a strong focus on 
community-based support. In fact, around 1 in 10 of newly admitted residents in long-term care 
homes could have been cared for at home with the right supports in place8. Given that 81% of 

older Canadians want to age in their home9, investments in home and community care, 
navigation supports, and age-friendly communities will be essential to helping those living with 
dementia remain independent for as long as possible.  

Members identified several areas within the community where the framework should prioritize 
investments to improve access to quality primary care and memory clinics to allow for earlier 
diagnosis and intervention as a proactive approach, rather than intervening only after 
individuals have reached crisis. Part of these investments should include education, resources, 
and support for primary care providers to ensure they are adequately equipped to help 

individuals and families navigate the dementia care system. An increase in adult day programs 
and community-based dementia programs, along with broader eligibility criteria to improve 
access to these services, and promoting greater awareness of available community services, is 
also important, given that these supports often serve as critical connectors across the continuum 
of care and enable those with dementia to live at home longer. These programs also provide 

essential respite for care partners. 

In addition, members highlighted the need for greater recognition of rehabilitation and 

restorative care options for people living with dementia. There is a major gap in specialized 
rehabilitation services and appropriate transitional care pathways within hospitals and in the 
community, which often results in individuals being directed toward long-term care 
prematurely. Ensuring that any framework includes strengthening these services would help 
ensure that people living with dementia receive care in the most appropriate setting and avoid 

unnecessary placement in long-term care and/or hospital settings.   
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Recommendations: 

 Reflect the role of innovative aging-in-place initiatives and community-based 
dementia programs in supporting people living with dementia and their care 
partners in the community. 

 Recognize adult day programs, rehabilitation, and restorative care options as an 

important component of community-based dementia care. 
 

Housing and Congregate Care  

Members consistently highlighted a significant gap in the continuum of care between traditional 
home care and long-term care. Bridging this gap should be a critical piece of the province’s 

framework to ensure those living with dementia receive care in the right place at the right time. 

One example of how gaps within the current system can leave people without appropriate access 

to the level of care they need at the right time is those living with moderate dementia, which 
accounts for approximately 30% of people with Alzheimer’s dementia10. These individuals may 
be best supported through supportive housing or assisted living options, as they often require 
more support than can realistically and safely be provided at home. Many cannot afford 
retirement home accommodations and related additional care costs, and those with moderate 

dementia are lower on the long-term care priority waitlist, leaving them without an appropriate 
care option.  

This challenge highlights a broader gap in Ontario’s continuum of seniors’ care. Members noted 

that the framework should more clearly articulate the important role of supportive housing, 
assisted living, and other congregate care models within the continuum of care. Establishing 
clear and consistent definitions, eligibility criteria, and expectations for service delivery within 
the framework would improve care planning and system navigation, while helping people living 
with dementia gain access to the right supports in the right setting at the right time. A stronger 

foundation for these models is also needed to support future growth in capacity. Ontario 
continues to lack sufficient housing options and supply for individuals whose needs exceed what 
can be safely provided through traditional home care, but who do not yet require long-term care. 
Expanding supportive housing and assisted living capacity would improve the quality of life for 
people living with dementia and help them remain in the community longer. It would also 

reduce pressure on hospital and long-term care homes by providing a more cost-effective 
alternative to higher-intensity, higher cost care settings.  

Dementia-Friendly Communities and Environments 

While expanding supportive housing and assisted living capacity is a critical part of 
strengthening Ontario’s dementia care system, the physical environment in which care is 
delivered is also important. Members stressed the need for more dementia-friendly care 
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environments that support safety, independence, well-being, and quality of life for people living 
with dementia. Some examples of dementia-friendly care environments include small-home 
models, such as in the County of Lambton’s dementia-friendly long-term care setting, 

household-style models, custom building design, specialized dementia care environments, and 
flexible congregate living arrangements. These approaches can help create more familiar, 
person-centred settings that better meet the needs of people living with dementia. However, 
current funding mechanisms and design requirements can create barriers to implementing and 
expanding these models, limiting their availability despite growing demand.  

Members also noted that the framework should recognize the role that the built and community 
environment plays in supporting people living with dementia. Dementia-friendly and age-
friendly approaches to housing, public spaces, transportation, and community facilities can 

promote independence, inclusion, safety, and well-being while helping people remain active and 
engaged in their communities. Recognizing the importance of supportive community 
environments would reinforce a whole-of-society approach to dementia care that extends 
beyond formal care settings. 

Members also highlighted the importance of ensuring sufficient access to specialized dementia 
care and behavioural supports across the continuum of care, such as through Behavioural 
Supports Ontario (BSO), Behavioural Support Units (BSU), and other specialized dementia care 
services. Within long-term care specifically, specialized dementia care models and BSUs remain 

a valuable resource for supporting residents with dementia who have complex behaviours. 
However, the specialized units remain limited and are increasingly serving residents with a 
broader range of complex behavioural needs beyond dementia. As a result, their ability to 
function as dedicated dementia-focused resources can be diminished. Expanding access to 
specialized dementia care units and dementia-focused expertise will be critical to meeting future 

demand and maintaining system capacity as the prevalence of dementia continues to grow. 

Transitions, Campus of Care and Spousal Reunification 

Members also identified challenges related to transitions between care settings, particularly for 
people living with dementia who rely on established caregivers, support networks, and familiar 
environments. Transitions between retirement homes, supportive housing, hospitals, 

specialized dementia units, and long-term care homes can be disruptive and distressing. 
Members highlighted circumstances where spouses living together in retirement homes, 
supportive housing, or campuses of care are separated when one partner requires a different 
level of care. Existing placement and prioritization processes often emphasize bed availability 
and urgency of need rather than continuity of relationships and support networks. The 

framework should recognize the importance of relationship- and person-centred transitions that 
seek to maintain caregiver relationships, preserve established supports, avoid unnecessary 
disruption wherever possible, and prioritize keeping spouses together. 

 Recommendations: 
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 Recognize and address gaps in the “missing middle” between community living and 
long-term care, including the role of community-based housing and care options that 
support aging in place. 

 Clearly articulate the role of supportive housing, assisted living, and congregate care 
models within the dementia care continuum. 

 Incorporate dementia-friendly design principles across housing and congregate care 
settings. 

 Recognize diverse models of dementia care, including small-home and household-
based approaches. 

 Reflect the need for specialized behavioural and dementia supports across the 
continuum of care. 

 Recognize the importance of campus-of-care transitions and spousal reunification 
within the framework’s approach to relationship- and person-centred care and 
transitions. 

 

Palliative Care and Advanced Dementia 

Members noted that palliative care was largely absent from the framework despite dementia 
being a progressive, life-limiting condition. People living with dementia have more difficulty 

accessing end-of-life care than those diagnosed with other life-limiting illnesses. A lack of a 
palliative approach can lead to poor management of symptoms and an overall reduced quality of 
life 7,11. A palliative approach should be integrated throughout the dementia journey, beginning 
at diagnosis and continuing alongside treatment and supportive care. 

Recommendations: 

 Incorporate palliative approaches into dementia care planning throughout the 
dementia care continuum. 

 Recognize advance care planning earlier in the dementia journey. 

 Reflect the importance of equitable access to dementia-informed palliative care 

services and culturally appropriate end-of-life support. 

Caregivers 

Including care partners is a critical but underdeveloped component of the framework. Members 
noted that caregivers are often the first to recognize changes in cognition, behaviour, and 
functioning, yet many lack the information and support needed to identify early warning signs 

and access appropriate services. Individuals often enter the formal care system only once 
caregiver burnout has reached a crisis point, underscoring the importance of supporting care 
partners earlier in the dementia journey. Improving caregiver education and awareness could 
support earlier intervention, improve care planning, facilitate timely referrals, and help reduce 



  
 

AdvantAge Ontario: Feedback on Ontario’s Proposed Dementia Care Framework   9 

 

caregiver stress and burnout. Increased access to overnight respite programs and other 
caregiver supports would also help reduce caregiver burnout. 

Caregivers are also often responsible for significant out-of-pocket costs to support the person 
living with dementia. On average, a caregiver spends $4,600 annually for each person they care 
for with dementia12. These costs do not consider the effects caregiving has on caregivers who are 
employed and must reduce their hours of work to care for their loved one with dementia. While 

there are federal and Ontario tax measures in place that recognize the financial impact of 
caregiving, these incentives are limited and may lack public awareness of their availability. 

Recommendations: 

 Recognize caregivers as essential partners in dementia care. 

 Recognize respite services as critical support for caregivers. 

 Reflect the importance of caregiver education, navigation, and support throughout 
the dementia journey. 

Public Awareness, Education and Stigma Reduction 

Stigma remains a significant barrier and can contribute to delays in early diagnosis, help-
seeking, care planning, and community engagement. Members noted that people often delay 

seeking support because of misconceptions about dementia, fear of diagnosis, or concern about 
losing independence. Addressing stigma and understanding of dementia through public 
education and awareness is foundational to improving dementia care outcomes and maximizing 
quality of life. This should include promoting relationship- and person-centred approaches and 
language that recognize the individuality, strengths, preferences, and rights of people living with 
dementia, rather than defining them solely by their diagnosis. There are also opportunities to 

improve dementia education for the public, primary care providers, community organizations, 
emergency response personnel, and other service providers not traditionally considered part of 
the dementia care system but that could be targeted to increase age-friendliness and dementia-
inclusive environments and quality of care. 

Recommendations: 

 Include public awareness and stigma reduction as core elements within the 
framework, including the promotion of person-centred language and approaches that 
uphold the dignity, autonomy, and inclusion of people living with dementia 

 Recognize the importance of dementia education for community-based service 

providers, first responders, and other sectors interacting with people living with 
dementia. 
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Equity, Inclusion and Underserved Populations 

We support the framework’s emphasis on equity but members identified several populations 
that would benefit from more explicit consideration, including northern and rural populations, 

individuals with young-onset dementia and dual-diagnoses, people with intellectual and 
developmental disabilities, diverse cultural communities, and those with limited access to 
culturally and linguistically appropriate services. Access to culturally appropriate care and 
services is particularly important for people living with dementia, as familiar foods, customs, 
and faith practices can evoke meaningful memories and provide a sense of comfort and security. 

These connections can improve quality of life and support relationship- and person-centred 
dementia care. 

Language considerations, including for Francophone populations, appear to be lacking in the 
proposed framework. Language is an important equity consideration and becomes increasingly 
important as dementia progresses, as those living with dementia often revert to their mother 
tongue. Access to services in a person’s preferred language was viewed as a key component of 
quality care and should be more explicitly reflected within the provincial framework’s equity and 
cultural safety principles. 

Indigenous peoples and communities should also be considered, as the population living with 
dementia is increasing more rapidly in First Nations populations compared with the general 

population13. The proposed key performance indicator (KPI) equity lens should recognize 
Indigenous health and wellbeing considerations as well as the impact of institutionalization on 
these individuals who are often survivors of residential schools. While cultural appropriateness 
is referenced broadly, members emphasized the need for specific measures, indicators, and 
strategies that reflect the unique experiences, needs, and priorities of Indigenous peoples. 

Working with Indigenous-led organizations, researchers, and community partners that are 
already advancing culturally appropriate approaches to dementia, aging, palliative care, and 
caregiver support are also important. Implementation should be informed by these Indigenous 
communities and organizations with expertise in Indigenous health, aging, and dementia care. 
The framework presents an opportunity to build on existing Indigenous knowledge, resources, 

and leading practices rather than creating parallel approaches. 

Several members also highlighted service-access challenges faced by individuals with young-
onset dementia (i.e., dementia diagnosed before the age of 65) and those living with a dual 

diagnosis, as both are among the most underserved populations within the current system. A 
lack of awareness of young-onset dementia can lead to delays in diagnosis and therefore access 
to age-appropriate services, support, and treatments. Similarly, individuals living with a dual 
diagnosis may face barriers to accessing services because they do not clearly meet existing 
eligibility criteria for either diagnosis, resulting in unmet care needs. 

Members living in northern and rural communities continue to face unique and persistent 
barriers to accessing dementia care and support services. These regions are disproportionately 
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affected by health human resource shortages, limited access to specialists and diagnostic 
services, fewer community-based supports, and significant travel distances between 
communities. As a result, individuals living with dementia and their caregivers often experience 

delays in diagnosis, treatment, and ongoing care. The framework should explicitly recognize the 
distinct realities of northern and rural communities and include dedicated, sustainable, and 
culturally appropriate solutions to ensure equitable access to care.  

Recommendations: 

 Embed culturally safe and language-accessible dementia approaches throughout the 

framework while ensuring the diverse needs, experiences, and barriers faced by 
underserved and historically marginalized populations are reflected throughout. 

 Recognize the importance of Indigenous-led dementia care approaches and 
meaningful partnerships with Indigenous-led organizations and communities. 

 Reflect the unique needs of rural and northern communities within the framework 
(e.g., dedicated funding and virtual care supports). 

 Recognize people living with young-onset dementia and a dual diagnosis as requiring 
distinct care pathways and supports. 

 

Implementation, Accountability and Sustainability 

The successful implementation of this framework depends on a nimble, responsive, integrated, 
and easy to navigate healthcare and social services system. Dementia care currently spans 
multiple ministries, Ontario Health, Ontario Health Teams, Ontario Health atHome, hospitals, 
long-term care homes, retirement homes, housing providers, community support services, 
municipalities, and primary care providers. Without clear governance and accountability 

mechanisms, there is a risk that existing fragmentation will persist.  

A more explicit articulation of the dementia care continuum as outlined earlier in this paper, 
clarity of the complementary roles of each sector along that continuum, established practical 

mechanisms for coordination across the system to link people to proper expertise and care 
throughout their dementia journey, and an understanding of who will act if gaps in the system 
remain should form the foundation of the framework. Establishing this shared vision will help 
guide implementation and ensure a coordinated and integrated approach to dementia care. 

The following sections outline key considerations in each of these areas and their importance to 
the successful implementation of the framework. 

System Integration and Navigation 

We welcome the proposed framework’s recognition of system navigation as a key priority, as 

navigation was identified by our membership as one of the most significant challenges facing 
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people living with dementia and their care partners. Members described fragmented referral 
pathways, inconsistent awareness of available services, weak connections between primary care 
and community services, and challenges navigating supports across sectors and regions.  

Members emphasized that navigation must be embedded within existing structures, including 
Ontario Health Teams, Ontario Health atHome, municipalities, primary care providers, and 
community support services, rather than creating parallel systems. 

Several municipalities across Ontario have successfully advanced integrated approaches to care 
coordination through age-friendly community initiatives and dementia-inclusive planning (e.g., 

the cities of Toronto and Hamilton). These efforts have helped strengthen connections between 
health, social, housing, transportation, and community support services, improving navigation 
and access to care. There is an opportunity to enhance communication and knowledge sharing 
between municipalities to promote leading practices. Leveraging successful community models 
can help improve transitions and create a more seamless and supportive experience for 

individuals and their families. 

Digital health and information sharing were also raised as important considerations for system 
integration and navigation. Members recommended aligning dementia care planning with 

broader provincial digital health initiatives to support shared care plans, coordinated records, 
and smoother transitions between care settings. 

Recommendations: 

 Establish clear system navigation, coordinated care planning, and integrated care 
pathways across sectors (i.e., health, social services, community programs, housing, 

and long-term care) as foundational elements of the framework and essential to 
integrated dementia care. 

 Promote information sharing and alignment with provincial digital health initiatives. 
 

Workforce Capacity, Education and Training 
 
Members welcomed the framework’s focus on workforce capability but felt that the discussion 
was largely framed around training rather than broader system capacity. A healthcare and social 
services workforce that is properly trained and available in the right numbers is a critical 

element to making the implementation of this framework successful.  

Ontario’s dementia care system must prepare not only for current needs but also for future 
demand. The framework should consider what dementia care will require over the next 10 to 15 

years and model how Ontario will recruit, educate, train, and place staff along the continuum of 
dementia care. This is critical to being able to care for Ontario’s aging population. Dementia 
education should be integrated into the core curriculum of health professional and care provider 
training programs in educational institutions, rather than being delivered primarily through 
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workplace-based education. Embedding dementia competencies early in training would help 
ensure a more consistent foundation of knowledge and a shared approach to dementia care 
across the seniors’ care continuum. It would also reduce the financial and operational burden on 

care settings, which often incur significant costs related to staff training, including back-fill 
coverage and other workforce pressures. 

Many members described significant existing workforce pressures across long-term care, 
supportive housing, retirement homes, community support services, and home and community 
care. These challenges include staff recruitment difficulties and retention challenges, limited 
access to specialized dementia expertise, rural and northern workforce shortages, growing care 
complexity, and insufficient interdisciplinary supports. Addressing these current workforce 
pressures is essential to ensure the system has the capacity needed to meet the growing demand 

for dementia care across the seniors’ care continuum.  

Recommendations: 

 Recognize long-term dementia workforce and capacity planning as critical enablers 
of successful dementia care. 

 Incorporate future dementia prevalence and demand projections within long-term 
workforce planning. 

 Reflect the need for access to specialized dementia expertise across the continuum of 
care. 

 Recognize workforce challenges in rural, northern, and underserved communities 
within the framework. 

 Promote dementia education and competencies within health professional training 
programs as foundational workforce expectations. 

 
Measurement and Funding  

Members emphasized the importance of developing meaningful and consistent KPIs to measure 
progress across the dementia-care continuum. Concepts such as person-centred care, quality 

care planning, and relational and cultural experiences, while important to understand, can be 
difficult to define and measure consistently, and caution should remain when relying on 
subjective indicators alone. Several members highlighted that considerable work has already 
been undertaken by organizations and sector partners to develop indicators and best practices 
related to person-centred dementia care. Existing provincial and national dementia quality 

frameworks, including Ontario’s Dementia Quality Standard14,15 and related quality 
measurement initiatives16,17,18,19,20 should be leveraged, where possible. Members further stressed 
that KPIs should take a system-wide approach and not be limited to non-acute settings. 
Performance measurement should capture experiences and outcomes across the full continuum 
of care, including primary care, hospitals, community services, retirement homes, and long-term 

care, to avoid reinforcing silos and to better reflect the interconnected nature of dementia care 
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delivery. Robust, cross-sector performance measurement is important for the sustainability of 
the framework, as it creates accountability, enables continuous quality improvement, and 
provides the evidence needed to assess outcomes, allocate resources effectively, and adapt the 

strategy in response to emerging needs and priorities. 

Successful implementation will also require sustainable and predictable funding. Many 
organizations described challenges associated with short-term or pilot-based funding 

approaches that make long-term planning difficult. 

Members also emphasized the importance of evaluating existing dementia-related programs and 

investments as part of implementation planning. While Ontario has invested in initiatives such 
as BSO, adult day programs, Community Aging in Place Supportive Living (CAPSL), and other 
community-based services, members questioned whether sufficient evaluation mechanisms are 
in place to determine whether these programs are achieving intended outcomes, meeting local 
needs, and providing value for investment. Ongoing evaluation and continuous improvement 

should be built into the framework to ensure existing and future investments are directed 
toward services that demonstrably improve outcomes for people living with dementia and their 
care partners. 
 
Recommendations: 

 Develop a formal implementation plan accompanying the framework. 

 Establish clear accountability, governance, and reporting structures with defined 

roles, responsibilities, and performance measures. Some performance measures may 
include the following: 

o time to diagnosis 
o caregiver burden scores 
o memory clinic wait-times 

o avoidable emergency department visits 
o alternate level of care (ALC) days attributable to dementia 
o long-term care waitlist times 
o access to respite 
o hospital readmissions 

 Establish evaluation and continuous quality improvement processes to assess the 
impact, outcomes, and effectiveness of existing and future dementia-related 
programs and investments. 

 Align implementation with sustainable, multi-year funding commitments. 
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Conclusion 

AdvantAge Ontario members strongly support the province’s efforts to develop a dementia care 
framework and welcome the opportunity to contribute to this important work. The framework 
presents a significant opportunity to strengthen dementia care across Ontario; however, success 

will depend on ensuring the entire dementia care continuum is reflected, including prevention 
and community-based supports, that there is a corresponding workforce capacity plan, and that 
an implementation plan includes clear lines of accountability and sustainable funding. Overall, 
the framework should reflect a long-term vision for dementia care in Ontario through 
identifying the needs over the next decade; otherwise, the framework will become obsolete by 

the time it is implemented.  

AdvantAge Ontario is a willing and available partner in helping the province become the most 

dementia-friendly jurisdiction in Canada.  

 

About Us 
For more than 100 years, AdvantAge Ontario has been the voice of not-for-profit seniors’ care in 
Ontario. We represent more than 540 providers of long-term care, seniors’ housing, supportive 
housing, and community service agencies, including 96 per cent of all municipal long-term care 
homes and 88 per cent of all not-for-profit long-term care homes. We are the only association 
representing the full continuum of seniors’ care in the province. 

 

Information Contact 
Lisa Levin  
Chief Executive Officer  
905.851.8821 x 230  
llevin@advantageontario.ca 
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