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INTRODUCTION
Dementia is a global health crisis that no one group can handle on their own. There is widespread 
consensus that we need to deliver high quality, seamless, personalized support for people living with 
dementia and their families that responds to their unique and changing needs throughout all stages  
of the disease process. However, this is not what many persons with dementia and their families  
are experiencing.

This report outlines the history of the ‘Dementia- Re-imagined’ consultation that took place in Calgary, Alberta on June 19, 2018. 
Hosted by the Workforce Action Team, in pursuit of Dementia Network Calgary’s goal that the: 

(DEMENTIA NETWORK CALGARY, ROADMAP GOAL, 2014)

The consultation was a result of many months work exploring ‘best practice’ approaches to dementia workforce education for the 
transformation of dementia care across the health care continuum.

Dementia Network Calgary is grateful for the support of Alzheimer Society of Calgary and Gordie Howe C.A.R.E.S.
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Calgary community is a supportive, 
innovative environment where people 
impacted by dementia can live life well. 
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In 2013 Barb Ferguson, the executive director of the Alzheimer Society of Calgary, invited a diverse group 
of stakeholders to identify and map the experiences of persons living with dementia and their families. 
Dementia Network Calgary was created from this ‘collective impact” process, embracing an approach that 
spans the traditional boundaries of sector and discipline, and intentionally cultivates collaboration across 
multiple sectors.

Through a series of facilitated workshops and a community 
open house, Dementia Network Calgary members co-created 
a Strategy Roadmap that illustrates the pathways to achieving 
the shared strategic goal: Calgary community is a supportive, 
innovative environment where people impacted by dementia 
can live life well.

Working groups were formed to investigate specific 
outcomes and develop strategies for shifting the experiences 
of persons with dementia and their families as they lived 
the journey. One such group was the ‘Evidenced informed 
best practices education for health care professionals and 
dementia workforce’ group which 
evolved to become the ‘Dementia 
Network Calgary Workforce Action 
Team’.

Action Teams are small, action-
oriented groups that have been 
created based on the identified 
priority areas of the Strategy 
Roadmap. Action Teams develop 
ideas, strategy, and action plans, and 
determine processes for moving 
ahead with implementation. 
Dementia Network Calgary Action 
Teams strive to engage people 
impacted by dementia, whether 
through having them participate on 

an Action Team or ensuring their voices and expressed needs 
are considered in the work of the Action Team

Three outcomes were identified on Dementia Network 
Calgary’s Strategy Roadmap for this action team framed their 
next steps.

• Dementia care is improved through use of evidence-based 
best practice 

• Dementia-specific training and education programs  
are delivered 

• The dementia care workforce is knowledgeable and skilled

BACKGROUND
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 The idea of evidence informed best practices for dementia 
care date back to the work of Tom Kitwood (1997) with his 
ground-breaking work ‘Dementia Reconsidered: the person 
comes first’. His premise was that persons living with a 
dementia have the right to compassionate, knowledgeable 
care providers and has informed dementia care research 
and best practice over the past twenty years. Yet, persons 
living with dementia and their families consistently report 
that encounters with our current health care environments 
and care settings reflect a serious lack of knowledge and 
compassion for their unique health and social needs. This 
concern was confirmed during a national consultation on 
priority setting for a Canadian dementia strategy; “Canadians 
living with dementia identified care provider education 
as one of their top 10 research priorities” (The Canadian 
Alzheimer’s Society, 2017, p…). As well the Alberta Dementia 
Strategy and Action Plan identified “Currently dementia 
education for care providers is inconsistent or insufficient” 
(2017, p.22).

This conundrum has further been compounded by a plethora 
of research and development of dementia care education 
for models of practice attempting to transform care practices 
(Hirst & Gordon, in press, 2017). The idea of a theorypractice 
gap is nothing new to health care, however despite rigorous 
attempts to bridge the gap with education or ‘knowledge 
translation’ there continues to be a chasm between what we 
know is best practice and what is practiced.

It was hypothesized that if we could identify the best 
educational approach to translate evidence-based best 
practice knowledge for health care providers we would 
see improvement in knowledge and skill across the care 
continuum. Dr. Sandi Hirst (University of Calgary) and Sandra 
Gordon (Mount Royal University) conducted a systematic 
review of the literature posing the question: “Does education 
change health care practice within the dementia workforce?”. 
Their findings concluded that although there is an abundance 

of published research about educational approaches and 
knowledge for best practice dementia care, there is little 
evidence that education alone sustains practice change. The 
literature did however identify the possible elements beyond 
education that may be necessary to shift dementia care 
practices including

• leadership commitment to change
• consistent patient assignments
• appropriate staff mix
• reflection on practice
• coaching and onsite mentoring

Therefore, the Workforce Action Team, began exploring the 
broader notion; “What does it take to transform dementia 
care practice?” To move forward, the Workforce Action Team 
examined exemplars of excellence in dementia care across 
the country and around the world to determine who was 
making a difference for persons living with a dementia and 
their families. Several programs and models of practice 
were explored and eventually it was decided to create a 
consultation event with ‘experts’ who had knowledge about 
and experience with the sustainable transformation of 
dementia care practices. In addition, strategic partners who 
would have the authority to influence change within health 
care practices, institutional care settings, community health 
and social care as well as family care provision and advocacy 
with government policy were identified.

As the consultation planning evolved the action group moved 
beyond the three original outcomes identified in the strategic 
roadmap for workforce education to align with the Alberta 
Dementia Strategy and Action Plan (ADSAP): 

Outcome 4: Albertans living with dementia and their 
caregivers experience timely, accessible, integrated and high-
quality care and services 



Enabler B: Ensure Alberta has a trained and supported 
workforce to provide dementia care and services 

With the support of Dementia Network Calgary, the 
Alzheimer Society of Calgary and Gordie Howe C.A.R.E.S. a 
plan for a consultation between ‘experts’ in dementia care 
transformation and those most influential on or affected 
by current dementia care practices was formed. Those 
stakeholders invited would be; family caregivers, health care 
professionals, senior’s housing providers, nonprofit dementia 
care support services, dementia advocacy groups, leadership 
from health care and government, as well as educators of 
health care professionals and unregulated workers.

DEMENTIA RE-IMAGINED 
CONSULTATION GOALS
The consultation emerged as ‘Dementia Re-
imagined’ and the following goals guided the 
planning of this event. 

To build a consensus for a sustainable framework 
for person-centered dementia care that identifies the 
educational strategies, and/or the elements, processes and 
components to drive culture change.

 To create an opportunity to consult with and learn 
from stakeholders and jurisdictions who have had success 
in implementing dementia training that improves practice 
and that works long term.

  To plan and host an event with informed stakeholders 
and the public. 

Ultimately it was our hope that this consultation event 
would result in strategies for changes in dementia workforce 
education leading to transformation of dementia care 
practices across the care continuum.

SPEAKERS 
The list of possible candidates was narrowed down to three 
speakers: Dr. Allen Power, USA; Professor Claire Surr, UK; and 
Daniella Greenwood, Australia all of whom are internationally 
recognized for their work related to dementia workforce 
education and culture change.

DR. ALLEN POWER  A WELL BEING APPROACH

Dr. Allen Power is a geriatrician, and currently the Schlegel 
Chair in Aging and Dementia Innovation at the Schlegel-
University of Waterloo Research Institute for Aging. He 
is also a clinical associate professor of medicine at the 
University of Rochester, NY, and an international educator on 
transformational models of care for older adults, particularly 
those living with changing cognitive abilities.

Dr. Power challenges the narrow biomedical view of 
dementia that favours behavioral and psychological 
symptoms of dementia (BPSD) and pharmaceuticals.  
He encourages us to look at people living with dementia 
through a different lens and to consider that personal 
expressions may represent a variety of appropriate responses 
to an unmet need, sensory challenges, or a threat to one’s 
dignity and personhood.

Similar to wheelchair ramps which assist people with a 
physical disability to enter a building, Dr. Power argues for 
cognitive ramps to assist people living with dementia to 
participate fully in life and for a new approach to dementia 
care. He incorporates seven domains of well-being which 
include:

O1

O2

O3
• Identity
• Connectedness
• Security
• Autonomy

• Meaning
• Growth
• Joy
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Dr. Power stresses that successfully transforming the care 
environment requires more than enhanced training for direct 
service providers. In order to be sustainable, new approaches 
to dementia care must also include a change to the physical 
environment and operational culture.

Dr. Power asks us to think about our own behaviour and to 
realize that people living with dementia don’t respond all 

that differently than others who get restless or frustrated or 
cannot sit still. He says 

We need to change our minds about 
people whose minds have changed.



PROFESSOR CLAIRE SURR  WHAT WORKS IN DEMENTIA EDUCATION AND TRAINING?
Claire Surr, a Professor of Dementia Studies at Leeds Beckett University, UK has been conducting research to gain an understanding 
of what constitutes an effective approach to education/training for the dementia workforce and how education has an impact 
on staff knowledge, attitudes and confidence. Professor Surr’s research demonstrates the complexity to creating dementia care 
education (training) that is most likely to be effective for change in practice.

From this analysis, the education approaches that were found to be most effective for practice change are:

What works? Barriers Enablers
• Face-to face delivery
• Integrative small groupbased 

activities
• Non-didactic
• Covers fewer subject areas
• Is tailored to the staff attending  

so it is relevant to their role and 
service setting

• Is delivered by an experienced 
facilitator

• Is of at least 3.5 hours duration
• Has individual sessions of at least  

2 hours
• Is supported by management
• There is clear leadership support in 

the organisation

• Lack of resources (financial, staff 
shortages and trained staff)

• Heavy workload, lack of time to 
reflect and put learning into practice

• Staff turnover, vacancy levels and 
reliance on agency staff

• The attitude and unwillingness of 
other colleagues

• Lack of contact with people living  
with dementia

• NHS Operational systems (e.g. 
bed shortages, frequently moving 
patients between wards)

• Adjusting to learning was hard for 
some staff

• Reliance on on-line/written word 
and self-directed learning

• Unsupportive physical environment 

• Motivated and supportive 
colleagues

• High level managerial support
• Working in an already dementia 

friendly environment
• Individual learner motivation,  

self-confidence and enthusiasm
• Opportunities to practice learning 

and refresh learning
• An organisation-wide culture of 

person-centred care
• A whole systems approach 

connecting trainers, learners and 
managers

reaction
(satisfaction)

behaviour
(do they change?)

learning
(attitudes and confidence)

results
(impact)

kirkpatrick’s
model of evaluation
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Leeds Becket University had developed a framework for dementia training standards that clearly details outcomes for three distinct 
and different knowledge levels:

• Tier One: Dementia Aware
• Tier Two: Those working regularly; directly with people with dementia:
• Tier Three: clinical leaders



DANIELLA GREENWOOD 
RELATIONAL CARE & HUMAN RIGHTS

Daniella Greenwood, a consultant, speaker, author, and 
activist. Her approach is collaborative alongside innovative 
aged care organisations focusing on: culture change 
(from institutional/medical models to more relational and 
social approaches); human rights and consumer-direction 
(maximizing freedom, selfdetermination and choice; 
solidarity); consistent client-staff relationships, assignments 
and staffing models; collective leadership (non-hierarchical 
models; staff empowerment); dementia (staff attitudes, 
beliefs and practices; selfdetermination; justice); lifestyle 
and community development (opportunities for meaningful 
engagement; lifestyle structure and offering in a consumer-
driven, market-based environment).

Drawing from personal experience, Greenwood 
advises that a relational approach which focuses 
on the quality of relationships and encourages 
staff to relate on a human level the ability to form 
meaningful relationships. 

This is heightened by consistent care assignments Building 
relationships was the top priority of every job description 
regardless of the position. 

Key outcomes results for residents through consistent staffing 
assignments include an increase in overall satisfaction, 
reduced number of falls, reduced use of psychotropic 
medication and weight gain.

Key outcomes for staff include an increase in overall 
job satisfaction, fewer absences from work, reduction in 
staff turnover, which, in turn, result in a cost savings to 
organizations.
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FACILITATION EXERCISES AND OUTCOMES 
We started the day with the topic: 
“Fostering person-centered care from 
policy to front line”. Animated table 
discussions yielded a new topic: 
“Fostering a community of 
connectiveness through relationships 
and belonging” which guided the work 
for the rest of the day.

Four main themes were identified:

 The transition from a Medical 
Model to a Relational Model of care 
including consistent staff assignments.

Consistent care assignments entail 
Health Care Aids working with the 
same small group of residents every 
shift and work at least three shifts per 
week whereby only a select few people 
provide intimate care. As well, other 
staff i.e.: housekeeping, food services, 
recreation regularly work in the same 
“neighbourhoods”.

 Changing attitudes of staff at all 
levels and in all environments (primary 
care, home care, acute care, continuing 
care, long-term care) so that how care is 
delivered can shift.

Changing attitudes includes not only 
moving from the medical model to a 
relational practice approach but also 
changing how society values and 
supports people who are living with 
dementia and their families and also 
those who care for them.

 Advocacy to support the transition 
to a relational approach to practice 
across the dementia care continuum.

In the traditional bio-medical model of 
care the diagnosis and treatment of the 
body is the focus of care whereas, in a 
relational care approach the well-being 
of the whole person living with dementia 
is considered.

 Opportunities to reconnect to 
share what we are learning through 
our new initiatives - both successes 
and failures - through communities of 
practice.

A community of practice provides 
opportunities to share initiatives around 
best practice, to work collaboratively and 
to share successes to help spread what 
works.
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LOOKING AHEAD: 
ESSENTIAL QUESTIONS 
 How might we support the development and 
integration of dementia care core competencies that 
integrate a relational care approach into educational 
programs to transform practice for those who work in 
dementia care?

 How might we create a platform for community of 
practice activities to continue and advance this work?

CONCLUSION
Dementia is a global health crisis that no one group 
can handle on their own.

There is widespread consensus that we need to deliver high 
quality, seamless, personalized support for people living 
with dementia and their families that responds to their 
unique and changing needs throughout all stages of the 
disease process. However, this is not what many persons 
with dementia and their families are experiencing. The 
messages from Dr. Allen Power, Professor Clair Surr and 
Daniella Greenwood share the common idea of ‘being 
human first’ both in seeing the person within the dementia 
but also recognizing the person who is the care provider. This 
aligns with much of the research that studied the stress and 
anxiety experiences of dementia care workers. Dementia care 
work is emotionally and physically demanding. As we move 
forward to consider next steps it is very important to keep in 
mind the human cost of this work for both the staff and the 
those receiving the care. It is a human endeavour to provide 
personal daily care and when this gets lost in efficiency and 
bio-medical models of practice everyone suffers. Perhaps the 
strongest message from the consultation was to challenge 
the ‘taken for granted’ stance of bio-medical health care 

practices that measures staffing and resource needs through 
standardized outcomes and to envision the changes that are 
needed to shift the dementia care landscape.

By fostering a community of connectiveness through 
relationships and belonging, we can make a difference.

Dementia Network Calgary Workforce Action Team members 
would like to thank the Alzheimer Society of Calgary, Gordie 
Howe C.A.R.E.S., the speakers and all of the participants for 
contributing to a thought-provoking conference. Workforce 
Action Team Members Include:

Kim Brundrit
Padmaja Genesh 
Beth Gorchynski
Sandra Gordon
Sandi Hirst
Lesley Myles
Lisa Poole
Sarah Price
Gail Thauberger

The growing momentum and commitment of 
people who truly want to see dementia reimagined 
is exciting and it is important to continue the 
movement forward through to impact.
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Discussion that stands out from speakers and table activities

 Consistent Care Assignments

• What is the hard data to support consistent care 
assignments?

• The needs of persons living with dementia and  
the abilities of workforce can vary – how to create  
fair workloads?

• What happens where there isn’t the right chemistry?
• Do we need to follow medical model of shifts? Is there  

a better way?
• How to create better connection between day and  

night shifts

 Changing Attitudes

• How to teach empathy/can you?
• What kind of staff onboarding takes place?
• What role do values and beliefs play in changing 

attitudes?
• Site visits – who are the inspectors? What are their metrics? 

Who assesses Homecare?
• Talk to leadership/management first. What is the impetus 

for them to support change? Discuss new philosophy. Get 
permission.

• What does transformational leadership look like?
• Create the conditions to allow progress and change. How?
• Government funding required?
• Train up people who work at facility first.
• Dysfunctional teams cannot change culture.
• Ongoing in-service and professional developments – 

continuous training and development
• How to we develop confidence in and respect for the 

dementia workforce?

• What can we learn from the experiences of other countries 
with systems of

• excellence like Admiral Nurses (UK)?

 Introduce a relational model of care

• How to enable HCAs to have intentional & meaningful 
authentic engagement and to think differently?

• Reduce professional distance
• How do we teach workforce to meet PWD where they’re at?
• Emphasize relationship building in training /education. 

Don’t know the whole story if we only know the body.
• Is empathy built into the curriculum?
• How do we deal with bullies and resistors especially those 

in positions of leadership and authority?
• Adequate training is a workplace safety issue – others can 

get hurt if you don’t know what you’re doing
• Relationship building in dementia training for  

EVERYBODY in the building
• Slowing down and making a human connection

�� How can we translate into practice? Especially when 
the system/management doesn’t allow training to 
be applied

• Providers complain that there are too many system 
constraints that prevent them from providing the care that 
would allow people with dementia to live well:

�� Timed on how long to give a bath rather than trying 
to make it a positive experience

�� Too much paperwork
�� A one-size-fits-all model for dementia doesn’t work
�� Vulnerable population looking after a vulnerable 

group of people
• ESL barriers
• 2 or more jobs

O3
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• How to measure impact?
• There are approximately 33,000 HCA’s in Alberta, 29 

colleges which offer HCA programs in Alberta, 9 public,  
20 private. Should they be regulated?

• Can’t change practice unless you change the other 
influencing factors like policies, and funding. We need to 
develop policies that lead people in the optimal direction.

• Rules, routines, regulations need to change to embed new 
culture into practice

• Eat meals with residents, move away from institutional 
dining (Improving person-centred care during mealtime - 
Sienna Caspar)

• Supply and retention of the right workers with the right 
skills and attitude.

�� Be mindful of shortage of HCAs in Ontario
• How to build in accountability - still need to ensure safety 

& quality of care
• Need a national educational standard
• Create a provincial health care aide directory.
• If job description is a list of tasks you will get completion 

of tasks
• What does a successful day look like?
• How to change organizational design so that it results in 

highest quality of care?
• How to access the untapped potential of direct  

service staff?
• How to you encourage staff to bring their passion energy 

to work each day?
• Hire for heart, but how do you evaluate heart?
• Why do we match staff with the lowest qualifications with 

residents/clients with the most complex needs?
• People with dementia have heightened emotional 

intelligence, they can feel who we are on the inside
• Build a better system rather than a better caregiver
• What is the optimum staff ratio for high quality  

dementia care?

• What are current requirements? 1:6? 1:12 at night? If we 
don’t have a formula, what should it be?

• What are the funded hours? How do they compare to the 
rest of the country?

• What is the optimum skill mix for high quality  
dementia care?

• Is there any new funding with ADSAP?
• Cost constraints environment is not human centered
• Is the RAI assessment biased against people with 

dementia?
• What are the contributions of NPs and RNs to dementia 

care practice across the care continuum and how might 
they support practice change?

• Do they save the system money overall?
• What can exemplars tell us about the role of NP, RN, LPN 

and HCA in excellence of dementia care practices (Norway, 
Sweden, UK)

• LPN and HCA are less expensive but are there hidden costs 
to this level of staffing education and understanding?

• Should there be dementia certification levels like the UK or 
Red Cross Swimming Badges (as per Claire Surr, Dementia 
Friends is Level 0)

• Should need min requirements to work with PWD and 
regular skills update - like CPR certification.

• How do we advocate at the local level to create a common 
voice and to leverage critical mass of the operators?

• How to pressure test advocacy plan?
• How do we hold each other accountable?
• Language - Words to use and avoid
• Convening for the purpose of shifting culture
• There is considerable interest in building a community  

of practice to continue the conversation - what are the  
next steps?
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PARTICIPANTS & 
PARTICIPANT FEEDBACK
56 people who represented a variety of different 
stakeholder groups attended the symposium:

• Alberta Health
• Alberta Health Services
• City of Calgary
• Non-profit organizations
• Post-secondary institutions
• Physicians (primary care, acute care and geriatrics)
• Nurses (NP, CNS, LPN)
• Social workers
• Facility operators (public and private)
• Home care providers (public and private)
• Care partners

PARTICIPANT FEEDBACK
As I leave here today I believe the greatest impact we 
could make is to do the following:

• Build relationships with individuals with dementia and 
understand what is required for their well-being

• Be conscious of language and improve connectedness
• Keep the ideas alive
• Tangible tools and knowledge to address workforce issues 

in area of practice
• Continue the discussions with all of my stakeholders
• Changing how I present my education
• Continuing to advocate for those living with dementia and 

moving towards truly dementia friendly communities, 
care, city and province using consistent care providers

• Provide consistent caregivers for home care clients
• Build consistent relationships
• Keep talking to each other and listening to those impacted 

by dementia
• Keep the momentum going! Don’t give up when the 

going gets tough!
• Focus on the value of person-centered care

• Learning from others and trying small things
• Keep connected and support each other; isolation impacts 

us as much as the people we care for
• Agree as a collective to make and support change
• Start looking through a lens of compassion and 

relationship to inspire student nurses about dementia care 
• Follow up in a few months
• Continue to create awareness around the relational model 

of care and support for those with dementia
• Keep the momentum going!
• Follow up and work as a team
• Move relationships forward, take residential supports and 

core with $ out of AHS
• Keep and expand this network of collaboration and 

innovation 
• Quick feedback from report on day
• Keep talking
• Encouraged by enthusiasm and genuine will/value to do 

well for the dementia community
• Breakdown stigma and beliefs about dementia, staff are 

the key to change
• Voice our concerns to care facilities about the importance 

of connection, seeing the patient, family and caregiver
• Engage government/policy makers/organizational leaders 

in the conversation
• Start talking about the value/impact of relational  

care model
• Keep this group sharing what they are doing
• Encourage and support the move of having same care 

giver if possible for dementia clients
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• How might we mobilize initiatives that contribute to/
inspire culture change?

• How might we secure the time and resources to the 
implement the lessons learned from the conference?

• How might we obtain a meaningful pledge of support 
from the Government of Alberta?

• How might we encourage and enable organizations to 
take more risks?

• How might we encourage others to shift their mindset?
• How might we create a culture that supports staff and 

makes them feel valued?
• How might we determine what tools could be used to 

measure culture change?
• What are the first steps for an organizational  

change strategy?
• How might we develop wellness champions?
• How might we improve peer support training?
• How might we create a social innovation lab to kickstart/

test consistent care assignments?
• How might we follow up on participant action items?

• How might we identify strategies to optimize team 
collaboration?

• How might we take the first steps to introduce 
compassionate care and emotional intelligence into  
the workplace?

• How might we encourage organizations to value quality of 
care as much as safety?

• How might we mitigate the regulations that are the 
biggest barriers to person centered care?

• How might we reduce the amount of time spent filling out 
reports?

A P P E N D I X 3 

QUESTIONS FOR  
MOVING FORWARD
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