
https://doi.org/10.1177/11786329241274482

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons Attribution-NonCommercial  
4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, reproduction and distribution of the work without 

further permission provided the original work is attributed as specified on the SAGE and Open Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).

Health Services Insights
Volume 17: 1–11
© The Author(s) 2024
Article reuse guidelines: 
sagepub.com/journals-permissions
DOI: 10.1177/11786329241274482

Background
There is an urgent need to improve the delivery of healthcare 
for older adults in Canada. Forecasts indicate a 68% rise in 
those aged 65+ and a doubled proportion for those 75+ by 
2037, significantly impacting healthcare spending.1 Despite 
constituting one-fifth of the population, older adults consume 
nearly half of healthcare expenditures.2 While it is reasonable 
to attribute the disproportionate cost as a result of the increas-
ing number of medical issues that come with aging requiring 
more medical attention, it is important to examine the ineffi-
ciencies driving high costs and inappropriate delivery.3 Tertiary 

care delivery notably incurs high expenses, with prolonged hos-
pital stays contributing significantly.3 Moreover, the direct cost 
per emergency visit escalates annually, emphasizing the need 
for more suitable care delivery.4-6

Specialized geriatric services (SGS) are defined as “a com-
prehensive, coordinated system of health services that assess, 
diagnose, and treat older adults living with complex health 
conditions.”7 Outpatient geriatric medicine clinics play a key 
role within SGS,8 allowing geriatricians and multidisciplinary 
teams to optimize care for older adults based on the principles 
of a comprehensive geriatric assessment (CGA).9 A referral 
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system for outpatient geriatric services should meet several 
requirements to ensure effective and efficient access to care for 
older adults, including accessibility and comprehensiveness.10,11 
The CGA tackles important concerns impacting function, 
independence, and quality of life, such as chronic conditions 
and multimorbidity, changes to cognition, changes to mobility, 
frailty and polypharmacy.9 In the outpatient setting, the CGA 
has been shown to reduce functional decline and preserve 
health-related quality-of-life measures compared to usual 
care.12,13 Pre-frail and frail older adults with multimorbidity 
and high healthcare-utilization particularly appear to benefit 
from outpatient geriatric assessment.14 Identifying older adults 
who may benefit from SGS to prevent functional decline and 
progression of frailty may not only prevent the need for expen-
sive tertiary care but also help them maintain independence 
and preserve higher quality of life. However, there are barriers 
to accessing appropriate and timely care of this nature.15

There are only 0.57 geriatric medicine specialists per 10 000 
older adults in Canada, which is less than half the estimated 
1.25 per 10 000 required to serve the population.16 In 2022, the 
average wait time for any specialist was just shy of 7 months.17 
This is more than double the 3 months a study has shown 
Canadians perceive as the maximum acceptable wait time for a 
specialist.18 Compared to seniors in 9 other developed coun-
tries, Canadian seniors were less likely to report seeing a special-
ist within 4 weeks, and a comparison among the same group 
found that Canadian seniors are less satisfied with the quality of 
care they receive.19 Given the challenges posed by ever increas-
ing cost of healthcare, limited physician and healthcare resources 
and decreased patient satisfaction, it is critical to prioritize the 
optimization of currently available services and resources.

In response to waitlists, a Geriatric Care Hub (Geri-Hub) 
initiative was created. Geri-Hub is a centralized intake system 
established within the University Health Network (UHN) and 
Sinai Health Systems (SHS) to coordinate outpatient and 
community-based services for older adults, aiming to connect 
them with the most appropriate care in a timely manner. Geri-
Hub aims to alleviate wait times for older adults seeking spe-
cialized geriatric services by implementing a centralized intake 
system. This system streamlines the referral process, allowing 
for more efficient and timely access to care. By coordinating 
outpatient (e.g. Geriatric Medicine Clinics, Home Visiting 
Geriatric Team, Geriatric Psychiatry Clinics, Falls Prevention 
Clinics, Geriatric Day hospital and other Rehabilitation 
Services) and community-based services (Social Work, Home 
Safety Assessments, Private Support Workers etc.) within the 
2 hospital systems, Geri-Hub facilitates quicker assessments 
and referrals to appropriate healthcare professionals and ser-
vices. Additionally, by offering a range of services such as geri-
atric medicine clinics, geriatric psychiatry clinics, rehabilitation 
programs, and community outreach teams, Geri-Hub provides 
comprehensive care options that can address the diverse needs 
of older adults. This integrated approach helps reduce the time 

spent navigating multiple healthcare providers and services, 
ultimately leading to shorter wait times and expedited access to 
specialized geriatric care. This timely access to care is crucial 
for addressing health issues proactively and preventing further 
deterioration in older adults’ health. It has helped referrers to 
send in one referral form with the patient’s issues and this 
information is used by the service coordinator who knows what 
services are available to identify what is needed to best address 
the patient’s needs.

The Consolidated Framework for Implementation Research 
(CFIR) framework has been widely used in evaluating novel 
geriatric care models (eg,20-23). The CFIR identifies factors 
shaping implementation success. Its comprehensive domains 
encompass intervention, settings, individuals, and implementa-
tion process.24 This study, guided by CFIR 2.0,25 interviewed 
diverse healthcare professionals across 2 settings to outline fac-
tors impacting timely access to specialized geriatric services 
like multi-disciplinary rehabilitation. The twofold aim was: (1) 
comparing barriers and facilitators for Geri-Hub’s implemen-
tation using CFIR, (2) leveraging CFIR constructs to differen-
tiate factors influencing Geri-Hub’s implementation strength, 
aiding in understanding how this referral system improves 
geriatric care.

Methods
This qualitative research is a component of a larger initiative 
known as the "Geri-Hub project”. This study occurred over a 
year. The overarching goal of the Geri-Hub quality improve-
ment (QI) project was to conduct coordinated and interdisci-
plinary projects across multiple sites to assess and enhance the 
processes involved in referral to the Geriatric Care Hub (Geri-
Hub) services with utilization of QI and implementation sci-
ence methodologies to improve access to care.

This study protocol underwent institutional review and was 
deemed excluded from research ethics under Quality 
Improvement exemption. (Clinical & Organizational Ethics 
Department, Quality Improvement Review Committee, QIRC 
Approval/REB Exemption #23-676).

Local setting and problem

UHN and SHS are 2 healthcare organizations affiliated with 
the University of Toronto. They share a group of 15 geriatric 
medicine specialists working at either sites’ outpatient geriatric 
medicine clinics. UHN and SHS have established a Geriatric 
Care Hub (Geri-Hub) with the aim of coordinating outpatient 
and community-based services to connect older adults to the 
most appropriate care for their needs, in a timely manner. 
These services include geriatric medicine clinics, geriatric psy-
chiatry clinics, several rehabilitation programs and community 
outreach teams to support independent living, which collec-
tively receive 180 to 200 referrals per month and serve around 
1000 unique older adults every year. One of the main objectives 
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of Geri-Hub is to create a centralized intake system to facili-
tate the delivery of services. This system facilitates the referral 
process, ensuring that individuals are connected with the most 
appropriate care providers and services, including geriatric 
medicine clinics, geriatric psychiatry clinics, rehabilitation pro-
grams, and community outreach teams, in a timely manner. 
Geri-Hub employs a multidisciplinary team of healthcare pro-
fessionals, including geriatricians, nurses, social workers, and 
therapists. This team collaborates to provide comprehensive 
assessments, personalized treatment plans, and ongoing sup-
port for older adults. Geri-Hub facilitates communication and 
collaboration among different healthcare providers and organi-
zations involved in the care of older adults. This coordination 
ensures continuity of care and seamless transitions between 
different levels of healthcare services.

To refer to Geri-Hub a patient needs to reside in a catch-
ment area or receive majority of their care at UHN or SHS. 
They need to have an issue, geriatric syndrome, which can be 
addressed by one of the many services provided through Geri-
Hub. Prior to Geri-Hub referrers often referred patients to 
duplicate and multiple services across both systems. The two-
hospital system did not have a way to communicate about 
incoming referrals and were unaware who was being seen at 
what hospitals. The system prior to Geri-Hub resulted in 
longer wait times and unequal distribution of services, with 
some patient receiving multiple assessments. Geri-Hub ensures 
a central intake of all referrals to 2 different hospitals geriatric 
services, reducing wait times and duplication of services.

Study design

To identify barriers and facilitators influencing the implemen-
tation of Geri-Hub, we engaged in a multi-method26 qualita-
tive descriptive approach27,28 to delve into the process of 
improving the Geri-Hub referral process. We focused on geri-
atricians, administrators, and frequent referrers for open-ended 
surveys or one-on-one interviews.

Data collection

The qualitative study opted for a convenience sampling 
approach. Participants were invited to participate in the inter-
views via email. Given the qualitative nature of the study, the 
depth of the data were deemed satisfactory.29 Consequently, 
following Malterud et al’s29 model and recommendations, we 
infer that our sample provides adequate information power.

We did not conduct a power analysis to determine the sam-
ple size. Instead, we relied on convenience sampling and the 
principle of data saturation to guide the number of partici-
pants. Data saturation was reached when no new themes or 
insights were emerging from the interviews, indicating that 
additional data collection would likely yield redundant infor-
mation. This approach is common in qualitative research and 

ensures that the sample size is sufficient to address the research 
questions comprehensively.29

Questionnaires scripts for semi-structured interviews and 
surveys are available in Appendix A. These were not externally 
validated as the purpose was for Quality Improvement and 
therefore tailored to specific local context and stakeholders as 
per QI best practices. Scripts were initially pilot-tested with 2 
respondents, 1 geriatrician, and 1 administrator, representing 
11% and 25% of these stakeholder group respectively.

The semi-structured interview guide, detailed in Table 1, 
adhered to CFIR domains. In this study, these domains were 
defined as: Intervention characteristics covered the Geri-Hub 
referral system; Inner setting involved healthcare professionals 
and administrative support; Outer setting focused on patients 
referred through Geri-Hub; Characteristics of involved indi-
viduals referred to the multidisciplinary team’s traits; Process 
addressed Geri-Hub’s operational implementation.

Clinician-researchers trained in research interviewing 
(GLF, MD, male and LR, MD, female) conducted interviews 
lasting 25 to 60 minutes, recorded and transcribed. Zoom facili-
tated remote interviews, while Survey Monkey collected sur-
veys. Some participants were known to the research team prior 
to the study. All participants knew of the purpose of the study. 
Non-physician participants received a $25 gift card for their 
involvement in this research. The researchers took memos dur-
ing and after the interviews.

Data Analysis

Data analysis in this study involved a template analysis form of 
thematic analysis of interview transcripts and survey results to 
identify themes related to facilitators and barriers in the Geri-
Hub referral process.30 Template analysis emphasizes hierar-
chical coding and provides a structured approach to analyzing 
textual data while allowing flexibility to cater to the specific 
needs of the study.31 Prior to commencing the coding process, 
the research collectively reviewed and discussed the CFIR 2.0 
coding definitions,25 inclusion and exclusion criteria to ensure 
a shared understanding of the codes. Next 2 coders, KMK and 
GLF, deductively and inductively coded a subset of the data to 
determine the coding scheme. Thus, the CFIR constructs 
served as the basis for our coding framework (deductive cod-
ing), although we also included open-codes in the coding tem-
plate that were derived from a subset of data. Three authors 
(KMK, GLF, and EF) independently applied the coding tem-
plate to the transcripts and surveys. All coding processes were 
carried out using NVivo 12 software.32 The research team 
maintained regular meetings to ensure coding consistency and 
address any challenging constructs. Upon coding completion, 
the coding team convened several times to identify preliminary 
themes and achieve a consensus on final factors and themes.

The coded text related to the CFIR factors then underwent 
a rating process based on the methodology recommended by 
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Damschroder and Lowery.33 This rating involved a deliberative 
consensus process between the research team, assigning valence 
(facilitator or barrier) to each construct derived based on the 
coded text.33 Constructs were classified as either exhibiting 
insufficient data for pattern discernment (absent comments by 
respondents) or strongly influencing implementation (respond-
ents providing general assertions about the construct showcas-
ing positivity), as done in other research.34 KMK, GLF, and EF 
conducted independent analyses of the coded data. 
Subsequently, all authors engaged in ongoing discussions and 
reviews of the findings until a consensus was established 
regarding the ratings within the CFIR constructs.

Results
Nine geriatricians and 4 clinic administrators took part in 
semi-structured interviews. Interviews lasted approximately 

60 minutes. Thirteen healthcare providers who were identified 
as frequent referrers of Geri-Hub completed surveys. In this 
section, we provide examples of findings that emerged from 
our analysis related to each construct of the CFIR, or note if it 
was absent. We summarize our findings as facilitators and/or 
barriers with quotations from our participants.

Innovation domain

The Geri-Hub was recognized as a valuable way to streamline 
the referral process for various services, yet its successful imple-
mentation relied heavily on technology adoption across multi-
ple electronic health systems. This involved a robust strategy to 
navigate potential technological obstacles and ensure stringent 
data security and privacy measures crucial for electronic patient 
data exchange.

Table 1.  Classification of CFIR 2.0 constructs as facilitators or barriers to implementation of GeriHub centralized referral system as perceived by 
informed stakeholders.

Facilitator Barrier Both facilitator & 
barrier

Neither 
facilitator 
nor barrier

Absent

Innovation domain −Relative advantage − Intervention source − �Innovation evidence 
base

− Doing − �Innovation 
trialability

−Innovation adaptability − �Innovation 
complexity

− Innovation design

− Innovation cost

Outer setting domain − Critical incidents − Local conditions − Financing

  − Local attitudes − �Partnerships and 
connections

− External pressure

  − Policies and laws  

Inner setting domain − �Structural 
characteristics

− Mission alignment − Communications − Relative priority

− Tension for change − Available resources − Culture  

− Compatibility − �Access to 
knowledge & 
information

− �Relational 
connections

 

− Incentive systems  

Individuals domain − �High-level, mid-level 
and opinion leaders

 

− �Implementation 
facilitators and leads

 

− �Implementation team 
members and other 
implementation 
support

 

Implementation 
process domain

− Teaming − Planning  

− Assessing needs − �Tailoring strategies 
and engaging

 

− Assessing context  

− �Reflecting and 
evaluating
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Intervention source (barrier).  Participants highlighted that as 
Geri-Hub is a technology-driven intervention, might face 
challenges in sourcing consistent technological support across 
different healthcare systems, affecting its reliability and con-
sistency. Participants noted that the Geri-Hub QI study offered 
a critical exploration of the intricate challenges related to the 
seamless exchange of information and the coordination among 
the numerous healthcare professionals involved in the referral 
process. One geriatrician noted “It’s like no one talks to anyone, 
we need to just be able to talk to a bunch of [providers] at 
once.”—GeriatricianID3.

Innovation evidence-base (facilitator and barrier).  Participants 
noted that supporting the effectiveness of Geri-Hub might be 
influenced by barriers like incomplete referral forms and receiv-
ing referral information via multiple avenues, all impacting the 
quality of data generated by the intervention for triage. All 
stakeholder interviews revealed that the triage process was cen-
tral to the success of the referral system. One nurse noted “If the 
referral forms are f illed out and f illed out properly, it works great 
because you kind of get a sense in terms of like the information that 
you get with the patient may need, and going over to chart. How-
ever, when it doesn’t work, the whole Geri-Hub won’t 
work”—AdministratorID1.

Relative advantage (facilitator).  Participants revealed the need 
for a balance between accommodating specific referral requests 
and ensuring that patients receive the most appropriate care. 
Geri-Hub was perceived as a facilitator in streamlining the 
process and reducing administrative burdens while considering 
these contrasting demands. Participants described wanting 
clear information about the process used for accepting or 
rejecting referrals and how these criteria influenced the qual-
ity-of-care patients receive. Specifically, participants noted that 
Geri-Hub should have the goal of providing clinic administra-
tors and physicians with the tools and resources they need to 
access and communicate referral information effectively. By 
offering real-time access to comprehensive patient information 
to inform decision-making, geriatricians perceived that Geri-
Hub could empower a range of healthcare providers to make 
informed, data-driven decisions, that in turn, lead to more 
effective and personalized care.

One participant shared “I hope that as admins, we are able to 
access any information about any referral and be able to tell people who 
call at what point of triage the referral is, if they’re accepted or rejected, 
just having that information accessible.”—AdministratorID3.

Innovation adaptability (facilitator).  Geri-Hub was perceived 
by participants as flexibly incorporating new processes (new 
referral pathways) over the period of implementation.

Innovation trialability (absent).  Participants did not specifi-
cally address Geri-Hub’s trialability; however, it’s worth noting 

that participants acknowledged that the current stage of Geri-
Hub resembles a pilot phase in its initial implementation and 
desired that Geri-Hub be sustained for a longer period of time. 
One participant exclaimed: “I think it’s perfect and it has to con-
tinue. I don’t know that I can say right now that is can’t be better, 
but as I suspected keeping [Geri-Hub] running for longer will be 
better fair enough.”—GeriatricianID1.

Innovation complexity (barrier).  Participants noted that 
Geri-Hub’s success is influenced by multiple stakeholders, 
workflows and technological aspects across organizations. 
Thus, devising strategies that account for the nuances and 
intricacies inherent in implementing and sustaining a referral 
system across organizations with various processes was seen as 
a barrier.

Innovation design (facilitator and barrier).  Geri-Hub’s 
design quality includes its ability to streamline referrals, but 
extensive data collection demands could potentially impact 
its attractiveness and user-friendliness. Opinions differed on 
whether the redirection process was transparent and whether 
communicating to referring providers should be the role of 
clinic administrators. Notably, participants highlighted need 
for data management processes, documenting reasons for redi-
rection and outcomes of referrals. One participant shared:

“I appreciate that [service coordinator] have a better understanding of 
the services and may be able to recommend something more appropriate. 
(However) if a patient has been referred to a specif ic program for a 
specif ic indication/reason, it would be ideal for that request to be accom-
modated without redirection unless an email/conversation was had 
with the referring physician indicating the reason for redirecting to a 
different service.”—ReferrerID3.

Innovation cost (barrier).  Concerns were raised about sus-
tainability and spread of Geri-Hub due to limited financial 
support. Salary support for new triage coordinator role was 
acknowledged by team leaders. Some participants commented 
that the hospital systems should commit to funding projects 
such as Geri-Hub for long-term viability if proven success.

Outer setting domain

Critical incidents (barrier).  Participants highlighted various 
challenges and incidents that disrupt the effective implementa-
tion and delivery of the Geri-Hub innovation in the healthcare 
system. Specific incidents referred to be participants included a 
separate unchecked cache of referrals due to administrative 
turnover, and accumulation of referrals during COVID19-
related service disruptions, however both preceded GeriHub 
implementation. Issues related to difficulties in triaging refer-
rals, scheduling limitations leading to long wait times for 
urgent cases, inconsistencies in referral processes, and absence 
of consistent follow-up mechanisms post-assessment reflect 
critical incidents disrupting the seamless implementation and 
delivery of the Geri-Hub innovation. One participant shared 
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“So there hasn’t been capacity to check in with the referring physi-
cian to clarify the reason for referral because there just is not time 
and the schedule is so limited.”—GeriatricianID1.

Local attitudes (barrier).  Participant interviews and surveys 
indicated beliefs around shared responsibility and the selection 
criteria for referred patients. One participant statement: “I 
always assume that if I’m referring to that program, they’re already 
involved with someone I know because we share care”—Geriatri-
cianID3 reflected their belief in shared care and their belief in 
the program’s eligibility and possibly the worthiness of recipi-
ents being associated with a specific healthcare institution.

Participants spoke further regarding shared responsibility 
with apparent belief in the “necessity of stringent review processes 
to ensure the appropriateness of referrals”—GeriatricianID4. 
Reluctance to change these review processes stemmed from a 
perception that altering them could impact patient care nega-
tively or disrupt established workflows.

Local conditions (facilitator and barrier).  Participants noted that 
the study offered a critical exploration of the challenges related 
to seamless exchange of information and coordination among 
numerous healthcare professionals involved in the referral pro-
cess. Almost all participants noted that the current local condi-
tions within Toronto’s healthcare system and Ontario more 
broadly, involves a fragmented infrastructure that serves as a 
significant barrier and a potential facilitator for implementing 
a new referral system. One geriatrician noted “One of the biggest 
issues we have is the fracturing, (.  .  .) like a fractured system, 
nobody knows what anyone else is doing.”—GeriatricianID3. This 
fragmentation was described as leading to inefficiencies and 
critical information gaps hindering continuity of care. The 
existing referral system used at Sinai Health had involved mul-
tiple separate systems for tracking referrals, supporting the 
need for the novel Geri-Hub process. Traditional referral sys-
tems were described as operating separately for various pro-
grams, such as falls prevention, geriatric psychiatry, and other 
clinical streams. The lack of centralization resulted in referrals 
being tracked across different platforms, leading to confusion 
and inefficiency. However, this fragmentation poses a chal-
lenge to Geri-Hub due to the inability to provide accurate and 
timely information to referring sources and consequently, may 
result in delays in the acceptance process.

Conversely, the anticipation of transitioning to the Geri-
Hub system was met with optimism expecting that it would 
unify referral processes into a singular system, streamlining 
tracking, categorization, and communication. This transition 
was perceived as a potential solution to the current fragmenta-
tion. Therefore, while the current fragmented infrastructure 
acts as a barrier due to disparate systems and lack of centraliza-
tion, the imminent transition to Geri-Hub presented an 
opportunity to address these challenges and streamline referral 
processes.

Partnerships and connections (facilitator and barrier).  Partner-
ship and connections serve as both facilitators and barriers 
within the context of the proposed Geri-Hub referral system in 
geriatric medicine. Participants emphasized being well con-
nected to numerous services within the Geri-Hub. However, 
participants also emphasized the pivotal role of effective track-
ing, communication, and the triage process within the context 
of their partnerships and other organizations in determining 
the success of such a system.

Participants questioned the extent to which clinic adminis-
trators can track the status of referrals and communicate infor-
mation to patients and referring physicians. In discussing this 
concern, participants noted that effective tracking and com-
munication would be essential for the referral process. One 
Geriatrician shared:

“I keep a very close eye like on my on my new referrals, because I like, I’m 
just like a bit [detail-oriented] like that. So, I wasn’t sure if someone else 
is also going to be tracking those things, and I don’t know if they can so 
then I have to track and then like, ask the admins if the information is 
probably coming”—GeriatricianID3.

Policies and laws (barrier).  Participants noted aspects related to 
policies and laws that act as barriers to the implementation of 
the Geri-Hub, particularly in the context of referrals and triag-
ing processes in geriatric medicine. Both geriatricians and clinic 
administrators noted that the absence of defined policies within 
the usage of Geri-Hub to discern urgent from non-urgent cases, 
coupled with minimal clinical review of consults, posed chal-
lenges in prioritizing referrals. Moreover, some participants 
implied legal barriers related to inadequate EMR integration 
and communication among healthcare providers in discussing 
barriers concerning data sharing, privacy, and interoperability.

Financing (absent).  Participants did not discuss financing 
explicitly. However, one participant discussed how the inter-
vention’s effect on shifting healthcare resources may be judged 
based on alignment with institutional goals (see Mission Align-
ment construct).

External pressure (absent).  Participant responses did not touch 
upon external pressures like societal pressure, market pressure, 
or performance-measurement pressure. Therefore, participant 
responses do not directly align with the External Pressure 
construct.

Inner setting domain

Structural characteristics (facilitator).  Participants noted that 
effective coordination in healthcare settings heavily relies on 
the easy access to essential data. In cases where accessibility is 
limited or complex, the potential for miscommunication and 
coordination breakdowns increases and thus, Geri-Hub was 
perceived as having the infrastructure to allow for the quick 
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review of information streamlining of the availability of infor-
mation to ensure that all healthcare professionals are well-
informed and equipped to contribute to the patient’s care 
journey effectively. Numerous participants referred to Geri-
Hub as “a unifying hub”—GeriatricianID5 where geriatric care 
professionals can easily access essential patient information, 
medical histories, ongoing treatments, and other critical data 
points.

Relational connections (facilitator and barrier).  By creating a 
consistent and standardized approach amongst professional 
colleagues, participants felt that Geri-Hub would reduce vari-
ability, minimize errors, and ensure that patients receive con-
sistent care, regardless of the provider or institution they 
encounter. Moreover, by simplifying workflows and empower-
ing service coordinators to support decision-making and han-
dle inquiries, geriatricians expressed a sense of relief. They felt 
that the platform allowed them to redirect their focus from 
administrative tasks toward more attentive patient care.

However, some noted that healthcare professionals and staff 
may be accustomed to their current workflows for referrals and 
may resist adopting the process of Geri-Hub that may in turn 
hinder relational connectiveness. Overcoming this resistance 
was described as necessitating effective change management 
strategies, open communication, and strong leadership support. 
One participant expressed, “like everything it comes down to 
change management.”—GeriatricianID1.

Communications (facilitator and barrier).  Transcripts revealed 
the pivotal influence of communication on the implementation 
of Geri-Hub in healthcare, where communication was inter-
preted to act as both a facilitator and a barrier, profoundly 
shaping operational efficiency. Participants highlighted that 
open communication is needed to support Geri-Hub. One 
administrator shared: “I think there has to be.  .  . really good com-
munication between the two sites.  .  . making sure that everyone is 
included in the communication.”—AdministratorID2.

Participants shared incidences of effective communication 
demonstrated its facilitative role, such as the emphasis on cen-
tralizing referral systems to allocate appropriate referrals and 
prevent redundant clinical work: “So everything being central-
ized so that appropriate referrals go to the right places. It avoids the 
duplication of services and communication.”—Geriatrician ID5. 
Conversely, some stories by participants underscored commu-
nication barriers encountered in the implementation process. 
Misinterpretation of roles, as exemplified by redundant triag-
ing steps undertaken by some geriatricians pointed to the need 
for clearer communication and role definitions within the sys-
tem. The same geriatrician stated “I f ind it kind of interesting 
that I need to sometimes speak with [Geriatrician Name] who has 
to determine if it’s appropriate.  .  . I feel like their time is valuable 
far more valuable than being a triager and me needing to constantly 
speak with them”—GeriatricianID5.

Culture (facilitator and barrier).  Participants described that 
their organization had a culture of collaboration between med-
ical professionals and administrators. This culture supported 
the implementation of Geri-Hub as enhancing both geriatri-
cian and clinic administrator roles with partnership in care. 
Clinic administrators were described as pivotal in the referral 
process, acting as a bridge between referring physicians, 
patients, and the internal healthcare system.

Tension for change (facilitator).  Participants expressed optimism 
and support for Geri-Hub implementation due to their obser-
vations of the current referral system’s fragmentation and inad-
equate referrals. They highlighted how these shortcomings 
fueled their belief in the potential of Geri-Hub to streamline 
processes and ensure appropriate referrals, fostering a sense of 
hope and encouragement for its successful implementation.

Compatibility (facilitator).  Participants spoke of how Geri-
Hub integration aligned with existing priorities. In particular, 
clinic administrators expressed that Geri-Hub’s implementa-
tion might decrease referral volumes by redirecting patients to 
more suitable services within or outside the catchment area, 
allowing them to be more efficient with their job.

For sure this works with my workflow. There’s another thing as well 
where patients may be within the catchment but they’re closer to another 
clinic, so that’s the thing Geri-Hub can maybe help me do fast so, should 
we accept them here because they’re within catchment or should we redi-
rect them to somewhere else where they’re a lot closer. That would make 
my life easier"—AdministratorID2.

Relative priority (absent).  No participants spoke about the rela-
tive priority Geri-Hub had in relation to other initiatives at 
their organization.

Incentive systems (facilitator).  Multiple participants acknowl-
edged that they received emails or verbal conversations from 
leadership of thanks for their support of Geri-Hub and sharing 
their feedback throughout the implementation of Geri-Hub. 
This recognition was seen as a significant motivator for boost-
ing involvement in supporting Geri-Hub throughout the qual-
ity improvement period.

Mission alignment (barrier).  Participants noted that they had 
to use the Geri-Hub platform. However, many questioned 
about where improvement in referrals fit within the broader 
objectives of the organizations. Moreover, participants noted 
that each organization may have different goals. One adminis-
trator noted:

“ The way our system works right now.  .  . every hospital has their own 
kind of program mission.  .  . that’s a huge disadvantage. In Toronto, 
rehab side is we.  .  . can really determine what our wait times are and so 
maybe that is the goal.  .  . No one says.  .  . ‘Oh, you guys have decreased 
the cost.  .  . Now we’ll provide you with some other services to make up 
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for that. But maybe for others decreased wait is like not the goal for 
Geri-Hub.’” – AdministratorID2

Available resources (barrier).  Administrators, specifically, 
pointed out restricted availability of resources like dedicated 
time for learning more about Geri-Hub and the long term 
goal, personnel for aiding with onboarding, and inadequate 
training as obstacles hindering Geri-Hub. (Additional themes 
on funding resources were described separately under the Inno-
vation Cost construct above.)

Access to knowledge & information (barrier).  Participants spoke 
about the lack of educational resources aimed at educating both 
healthcare professionals and patients about the limitations of 
the referral system, as well as the existing services. One admin-
istrative assistant shared “We need training like where we can 
actually run these groups and see these patients. And know what is 
happening by having a [education] session”—AdministratorID1.

Individuals domain

High-level, mid-level and opinion leaders (facilitator).  Partici-
pants described that the involvement and alignment of various 
leaders in advocating for the successful uptake of Geri-Hub and 
the commitment to delivering timely referrals to patient popu-
lations significantly facilitated the successful implementation. 
Hospital-level leaders, managers and staff were involved in the 
oversight, advocacy, and direct implementation of Geri-Hub 
and expressed a shared dedication to improving administrative 
processes at their organization. Involvement of experienced 
quality innovators with existing social capital (through a history 
of leading successful QI initiatives) as well as newer healthcare 
providers was seen as helpful in creating buy-in from team 
members diverse in experience and roles.

Implementation facilitators and leads (facilitator).  Implemen-
tation leaders and facilitators were overwhelmingly described 
in positive terms by participants. Participants frequently 
highlighted the significance of collaborating with key leads 
and facilitators, attributing to them the uptake of Geri-Hub 
by championing their use by frequently calling them 
“leaders.”

Implementation team members and other implementation sup-
port (facilitator).  Clinic administrators in champion and front-
line implementation positions viewed their involvement in the 
Geri-Hub as helping to assert their importance in the referral 
process. This alignment between the culture of the organiza-
tion, the workflow of clinic administrators and the organiza-
tion’s drive to improve the referral process played a pivotal role 
in securing and sustaining implementation and use of Geri-
Hub. One clinic administrator shared:

"So right now, I triage all.  .  . I do the admin portion of triage for all the 
referrals for the whole program and just took up Geri-Hub because I 

have to in my role.  .  . If we need extra info if they’re in our attachment 
or anything, I’m that role and I want to help.” – AdministratorID4

Geriatrician participants noted that their use of Geri-Hub was 
a potent force for motivating clinic administrative staff in 
accepting Geri-Hub.

Implementation and quality improvement process

Teaming (facilitator).  Numerous participants highlighted that 
the collaborative efforts of a multidisciplinary steering commit-
tee helped support Geri-Hub. Geri-Hub was conceptualized 
with various, organization and hospital leadership, providers, 
and staff leading to the execution of initiative. The prevailing 
sentiment resonates with a collective acknowledgment that 
“what you need to be effective” in healthcare innovation is the 
synergistic force generated by multidisciplinary teams.

Assessing needs (facilitator)

Throughout the interview transcripts, a recurring emphasis on 
the importance of Geri-Hub having met discerning needs 
emerged. Participants highlighted that by having alignment on 
the needs and patient population Geri-Hub would fill, they 
would support the uptake of Geri-Hub.

Multidisciplinary collaboration also facilitated the effective 
identification of needs pre-implementation of Geri-Hub as 
key stakeholders were able to collectively brainstorm the issues 
in current referral processes such as the need to “reduce paper-
work, make reasons for acceptance or decline clear because of capacity 
issues due to compressed clinic hours and balancing new and existing 
patient care."—GeriatricianID9.

Assessing context (facilitator).  All participants expressed grati-
tude and support of the interviews and surveys being done as 
part of the quality improvement process. These assessments 
acted as facilitators by pinpointing crucial systemic bottlenecks 
and suggesting pathways for improvement.

Planning (barrier).  Participants expressed uncertainty about 
whom to direct questions about Geri-Hub to, as well as who to 
direct some referrals to, underlining the absence of defined 
pathways for transfers. Geriatrician participants underscored a 
lack of pre-emptive planning resulted in administrative issues, 
citing concerns about errors in appointment scheduling, 
administrative neglect for specific clinics, and discrepancies in 
handling new patient slots. This ambiguity in planning and 
scheduling was seen as causing a burden on healthcare profes-
sionals, resulting in a disjointed approach to handling referrals 
and in using Geri-Hub. One geriatrician shared:

“The challenge with that is, is that there just seems to be a lot of players 
involved, and, like, even myself when I am trying to refer a patient.  .  . 
I’m not necessarily sure who to make the referral to or what my role is 
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suppose to be. I think the other thing is not always having like a clear 
idea of who exactly, like, what the referral criteria necessarily are. And 
not only for myself.  .  . but I guess for others. So I don’t know if any of 
that was preplanned” – GeriatricianID9

Further exacerbating this issue is the absence of clearly defined 
goals and measures for implementation success.

Tailoring strategies and engaging (barrier).  Participants outlined 
challenges in effectively tailoring strategies for the successful 
execution of the Geri-Hub, citing issues related to the current 
referral system’s complexity and lack of streamlined processes. 
The absence of personalized strategies amongst various organi-
zations inhibits the efficient navigation of referrals, thereby 
hindering the implementation of this innovative hub.

Participants point out instances where stakeholders, includ-
ing healthcare providers and trainees, exhibit limited knowl-
edge about services offered by the Geri-Hub. This lack of 
awareness, coupled with insufficient engagement strategies, 
contributes to ineffective referrals and diminishes the potential 
impact of the Geri-Hub. A few participants noted the lack of 
patient and caregiver engagement as well as a barrier to Geri-
Hub implementation.

Doing (neither facilitator nor barrier).  Participants described 
that the implementation of Geri-Hub occurred fairly quickly 
in one rapid implementation cycle. However, participants did 
not describe this as a barrier or facilitator.

Reflecting and evaluating (facilitator).  All participants described 
appreciating the opportunity to provide evaluative feedback 
and reflection throughout the quality improvement and imple-
mentation process. Participants felt that it allowed them to 
have their voices heard and for the program leaders to assess 
and act on implementation changes, as needed. They empha-
sized importance of checking in on balancing measures, such as 
changes in workload, to ensure that implemented processes are 
sustainable.

Discussion
The results of this study suggest that the Geri-Hub model 
offers readily identifiable benefits related to referring patients 
to various geriatric services. Participants spoke highly of the 
program, particularly how it would help streamline care coor-
dination in the context of existing services. Administrators 
were enthusiastically engaged, and their instrumental role in 
triaging and decision-making was highlighted. However, feed-
back on the referral system suggests that there are resistances to 
adopting new processes, with need for seamless communica-
tion amongst providers and administrators across 2 different 
hospitals. Institutional inertia presents a formidable barrier to 
the adoption of new processes35 within the referral system, as 
entrenched practices and protocols may resist change despite 
the introduction of innovative models like Geri-Hub. Staff 
reluctance to deviate from established workflows can impede 

the successful implementation of the Geri-Hub model, as 
healthcare professionals may be hesitant to embrace unfamiliar 
procedures or technologies, Participants in the focus group ses-
sions clearly identified the utility of having a central technol-
ogy for referrals, while also acknowledging frustrations with 
adopting technologies and need for safeguarding private infor-
mation across care settings. Lastly, this study contributes to the 
broader field of implementation science and quality improve-
ment by offering additional support that the CFIR can facili-
tate the effective delivery of novel referral processes and account 
for the rapid processes involved in quality improvement pro-
jects. Our approach involved the application of the CFIR to 
guide both data collection, improvement and analysis.

Engaging internal stakeholders and ensuring ongoing com-
munication throughout implementation (CFIR: inner setting 
and individual domain) was crucial. Explicitly addressing the 
specific CFIR constructs highlighted as potential barriers by 
our stakeholders (Table 1) was crucial in troubleshooting 
implementation and creating greater buy-in from change 
resisters. Participants highlighted aspects such as ensuring ade-
quate staff education on the system and processes to manage 
referrals across historically fragmented systems. Similar to our 
findings, the need for cross-sector and cross-institutional com-
munication has been noted as one of the most documented 
barriers to timely referral of older adults in care.36 Consistent 
communication is not only for ensuring that patients receive 
referrals to the care they require but also for maintaining the 
continuity of care amongst the various specialists, clinics, and 
facilities may be involved in a patient’s care journey.37 As 
expressed by participants, without proper communication and 
coordination, there is a risk of fragmented care, duplication of 
efforts, and critical information gaps.38 This inefficiency not 
only burdens older adults with additional appointments and 
costs but also places strain on healthcare resources, contribut-
ing to the rising costs of healthcare.38 Difficulties in aligning 
communication and coordination practices across different 
healthcare providers and administrators pose a significant chal-
lenge to the seamless operation of Geri-Hub, as disjointed 
communication channels and conflicting priorities can impede 
the effective exchange of patient information and coordination 
of care.39,40 In addressing these challenges, healthcare organi-
zations and policymakers must invest in integrated systems and 
processes that facilitate seamless communication and coordi-
nation. This could involve implementation of electronic refer-
ral systems, standardized referral protocols, and tools for 
tracking the status of referrals by all members of the care team. 
These findings align with prior literature emphasizing the 
importance of transparent processes in referral systems, par-
ticularly in communicating redirection reasons to referring 
physicians and patients.41-43 Our results suggest that these 
efforts require additional training and education for healthcare 
professionals to ensure they are proficient in using these stand-
ardized tools, aligned to their own approach to referral pro-
cesses and patient needs.
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Geri-Hub serves as a prime example of this approach, in 
that it employs tools like standardized referral protocols and a 
EMR system to ensure streamlined communication and coor-
dination among various healthcare entities, reducing wait times 
for geriatric services and enhancing referral efficiency. However, 
while the adaptability of Geri-Hub was recognized, the study 
sheds light on the complexities arising from electronic data 
exchange, necessitating stringent data security measures and 
regulatory compliance alignment. Recent research exploring 
the implementation of referral systems across dual hospital set-
tings with distinct EMRs echoed similar challenges.42,44 In 
addition, the absence of explicit discussions surrounding the 
cost implications of implementing Geri-Hub underscores a 
critical gap in understanding the economic dimensions of such 
technological interventions, warranting further investigation in 
future studies on implementing novel referral systems. 
Healthcare organizations can explore interoperability solutions 
to facilitate seamless communication and data exchange 
between different EMR systems. Implementing standardized 
protocols and interfaces can help bridge the gap between dis-
parate systems, enabling efficient referral processes across dual 
hospital settings.45-47 The Quintuple Aim for health care 
improvement emphasizes the imperative to enhance outcomes 
associated with patient and population health, patient/car-
egiver experiences, provider experiences, and overall cost, while 
striving for health equity for socially marginalized populations 
including older adults. The interconnected nature of these ele-
ments in Canada signals the necessity for comprehensive 
assessments regarding the cost implications of technological 
interventions like Geri-Hub48 (CFIR: Innovation Domain).

Another large facilitator identified was the fact that end-
users of Geri-Hub had opportunities to provide feedback 
throughout the implementation process (CFIR: Process 
Domain), particularly through our interviews and surveys. 
Both geriatricians and administrator staff commented on the 
benefit of them sharing their opinions in making them feel 
valued. This aligned with the culture of support and collabora-
tion, which is different from the fragmented healthcare system 
often described.49 This finding speaks to the need to avoid 
medical hierarchy in program design and evaluation. Medical 
hierarchy refers to the hierarchical structure prevalent in 
healthcare systems where decision-making, responsibilities, 
and influence are often stratified based on professional roles, 
with physicians typically holding the highest authority fol-
lowed by other healthcare professionals.50 Thus, our study 
emphasizes the benefits of integrating diverse expertise and 
perspectives in program design.

Limitations

The limited size of the group of participants and the narrow 
geographical scope restrict the applicability of these findings to 
other settings.51 Our group is unique in that our geriatric 

services span 2 different hospitals not within the same network, 
housing a large group of 15 geriatricians. The questionnaires 
used in this study were not been externally validated as they 
were developed for quality improvement purposes and there-
fore related directly to specific local factors. Furthermore, this 
study exclusively delved into the perspectives of healthcare 
workers, and as such our analysis primarily considers system 
constraints that impact healthcare workers’ workflows. We do 
not have the valuable patient and caregiver experience. Patients 
and caregivers play a crucial role in the healthcare journey, and 
their perspectives can provide valuable insights into the effec-
tiveness, accessibility, and acceptability of referral systems such 
as Geri-Hub. Future studies should aim to include patient and 
caregiver perspectives to capture their experiences, preferences, 
and any systemic barriers encountered in accessing specialized 
geriatric services. While they generally do not directly interact 
with this level of referral triage and management, their experi-
ences can certainly directly influence the success of a novel 
model of service access, such as Geri-Hub. More qualitative 
research is necessary to gain a comprehensive understanding of 
how patients perceive referral systems, including any systemic 
barriers encountered and individual-level factors that affect 
ability to benefit from these services.

Conclusion
The increasing aging population in Canada poses a significant 
challenge to the healthcare system, demanding a more efficient 
referral systems to facilitate the multidisciplinary care of older 
adults. The Geri-Hub initiative, enhancing specialized geriat-
ric service referrals, is a crucial step in this direction. Our study 
underscored vital implementation factors: seamless communi-
cation among healthcare stakeholders, refined triage methods 
ensuring care consistency, and addressing technological hurdles 
and change resistance. This highlighted the imperative for 
standardized, transparent processes ensuring appropriate 
patient care. While our insights are valuable, future research 
should encompass patient and caregiver viewpoints for a holis-
tic understanding. Optimizing specialized geriatric referrals is 
pivotal for improved elder healthcare, advocating for timely 
access. Expanding centralized models like Geri-Hub across 
healthcare systems could help reduce wait times.
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