seniors care
networR

Implementing Frailty
Screening & Management
in the Community using
the Guidance Document

April 2024




Intent

seniors care
NetworRr

The presentation summarizes the 5-
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- : & Management

Screening & Management in the in the Communit
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What is Frailty?

- A state of increased vulnerability,
with reduced physical reserve and
loss of function across multiple

body systems!. A Cosnitive
- Predicts death, heightened vulnerability, b1
institutionalization and a reduced quality [ Integrated
of life. | i
- The concepts of frailty must include e’
the physical, cognitive, mental, and f Social

social health of older adults and their
care partners, and the interaction and
integration of these four domains?.

Source: PGLO 2023

seniors care ! Canadian Frailty Network, 2016
network 2 OCAW, 2023



Frailty Pathways and their benefit

Standardized approaches to
prevention, identification,
assessment, and
management (treatment
and interventions) to
support older adults with
living in the community,
and/or maintaining their
function and independence.
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Influencing ALC rates
from the Community:
A Driver Diagram

AlMs
(Outcome)

Reduce unexpected
hospitalizations (and
Alternate Level of
Care (ALC) days?)

Reduce the
expression of need
for Long Term Care

a.  Required cQIP Indicator
b.  ALC Leading Practices (Community)

Primary Drivers

Recognize
Frailty

Optimize
function and
quality of life

Provide ongoing
monitoring and
support

Secondary Drivers®

Initiate proactive/early
identification

Screen for frailty and
functional decline

Promote self-management to
prevent or reverse frailty

Deliver comprehensive
geriatric and seniors’ mental
health assessment

Carry-out senior friendly care
planning and tailored
interventions

Plan follow-up &
reassessment

Support transitions

Expand geriatric assessment capacity

Change Ideas

Agree on a definition of frailty

Prepare health and social care
professionals with training in the care of
older adults living with frailty

Implement a frailty screening and
response process

Integrate Primary Care EHR Frailty Tool(s)

m |mplement the AVOID Frailty Program
M Expand/promote community-based falls
prevention & rehab programs

Coordinate access to specialized geriatrics
(incl. rehab) & seniors” mental health

Identify and coordinate access to local
older adult services

Assess caregiver needs and connect to
supports

Schedule and track routine reassessments
with older adults

Develop and implement coordinated care
plans




Frailty Management in the Community

OCAW recommends a 5-step, evidence-informed approach to implement frailty screening,
assessment and management in the Community.

o >
> > >
<
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Review administrative data sources such as the
Inspire PHC data and the PGLO Frailty Estimates to
understand the prevalence of frailty at a
population level.

Consider conducting chart reviews using the
sample chart review tool to better understand the
characteristics/needs of the older adult clientele at
the organization.
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https://www.ontariohealthprofiles.ca/ontarioHealthTeam.php
https://geriatricsontario.ca/resources/frailty-estimates-by-census-division-and-ontario-health-region/
https://geriatricsontario.ca/resources/sample-chart-review-tool/

Frailty Pathway to guide Steps 2to 5
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Community/Community Support Services Frailty Pathway

|

65 & older

| |

Concern(s) regarding physical, social, cognition and/or mental health

1

« Refer to
preventative
programs
including social
prescribing

L

Interventions

Examples include:

= AVOID Frailty
(CFN)

* Self-care
management
programs

* Community Based
Exercise and Falls
Prevention
Programs

« Caregiver
Education and
Training

* SF7 Toolkit

» sfCare Learning
Series

* GiiC

= Geriatric Mental
Health &
Addiction Services

Communicate
concerns to
Primary Care

For unattached
clients, consider
direct referral to
Specialized
Geriatric Services
Self-management
strategies

Social prescribing

L

Examples include:

AVOID Frailty (CFN)
Adult Day Programs
CSS Services
Community Based
Exercise and Falls
Prevention Programs|
Family Support
Programs

Friendly Visiting
Meals on Wheels
GiiC

Geriatric Mental
Health & Addiction
Services

« Refer to community based interprofessional SGS Teams for Comprehensive
Geriatric Assessment (CGA)
— Geriatric OQutreach/Outpatient Teams
— Primary Care Memory Services
— Geriatric Mental Health & Addiction Services
= Refer to Outpatient Geriatric Rehabilitative Care Programs for moderate to
severe frailty as required
= Explore direct access to Inpatient Rehabilitative Care moderate to severe
frailty as required
« Provide person centred care in collaboration with SGS, specialists and
community support services as required

Add local Specialized Geriatric Medicine, Geriatric Mental Health & Addiction
Services, and community support services

Version: December 4, 2023
*Scoring reference: Ahip et al 2022



As depicted in the Frailty Pathway (slide 7), one or
more of the following triggers can be used to identify
individuals to be screened for the presence of frailty:

« Age 65 & older

« Presence of concerns regarding physical, social,
cognition and/or mental health
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« A rapid review of literature and reference resources was
conducted to identify validated frailty screening tools for
community settings

« The 2 shortlisted tools i.e., the Pictorial Fit-Frail Scale, and
the Groningen Frailty Index are shown in the Frailty
Pathway. These two tools can be completed by the
client/care partner, are comprehensive and cover all 4
domains of frailty

« The organization should select ‘the one’ tool that meets their
needs and preferences. If the use of a screening tool other
than the ones recommended above is being examined, it is
advised to review the tool considering the 8 criteria detailed
in the Guidance document.
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https://www.dal.ca/sites/gmr/our-tools/pictorial-fit-frail-scale.html
http://www.sarawakhospicesociety.org/uploads/GFI.pdf

Screening Approach
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networr I Community/Community Support Services Frailty Pathway |
1
I 1 1
Triggers 65 & older Concern(s) regarding physical, social, cognition and/or mental health
Il 1 1
* Refer t': th e Communicate « Refer to community based interprofessional SGS Teams for Comprehensive
prevemaLIe :olncernsctao Geriatric Assessment (CGA)
i':\ rgﬁ;a"r:mgs ial & F;r":fnr:na;: od - Geriatric Outreach/Outpatient Teams
prescribing clients, consider - Prm_\an_/ Care Mt'emorly:ervu:;eds_ . B
T direct referral to - Geriatric Menta H.ea t_ & A |.c.t|or:| Services
Examples include: Specialized » Refer to Outpatient Geriatric Rehabilitative Care Programs for moderate to
+ - AVOID Frailty Geriatric Services severe fraﬂty as required _ o
(CFN) - Self-management = Explore direct access to Inpatient Rehabilitative Care moderate to severe
Assessment frailty as required
« Self-care strategies 5 : :
Approach management « Social prescribing « Provide person centred care in collaboration with SGS, specialists and
programs I community support services as required
« Community Based Examples include: 1
Exercise and Falls = AVOID Frailty (CFN)
Prevention e Adult Day Programs
P = CSS Services
rograms . C ity B d
« Caregiver Eomrpun-tyd Fas"e
Education and P’::";ce'::i:: Pr:g:ams Add local Specialized Geriatric Medicine, Geriatric Mental Health & Addiction
Training e Family Support Services, and community support services
* SF7 Toolkit . Programs
+ * st?re Learning « Friendly Visiting
Series = Meals on Wheels
Interventions = GiiC - GiiC
= Geriatric Mental e Geriatric Mental
Health & Health & Addiction Version: December 4, 2023

Addiction Services

Services

'Scoring reference: Ahip et al 2022




Other screening tools for consideration

TOOLS

Frailty Assessment for
Care Planning (FACT
Tool) accessible through
PATH app
https://pathclinic.ca/
app/

Assessment Urgency
Algorithm (AUA)

PRISMA7

https://www2.gov.
bc.ca/assets/gov/

health/practitioner-pro/
bc-guidelines/frail-

ty-prisma7.pdf

FRAIL Scale
https://ihub.scot/
media/6732/20170131-
frailty-tools-table-v50.
pdf (ihub.scot)

OVERVIEW

- FACT uses the
descriptors within the
Clinical Frailty Scale

» Collateral reported
questions: can also be
completed by HCP

- Objective cognitive
testing by HCP

- ldentifies the need
for comprehensive
assessment

- Used to prioritize the
need and urgency for
follow-up/additional
assessments.

- 7 item self-completion
questionnaire

- Five yes/no questions
covering five physical
domains.

- It can be administered
by health professionals
and care givers.

- O: robust health status

- 1-2: Pre-frail

- 3-5: Frail

EXPERTISE
REQUIRED

Filled by
general public
Interpretation
by clinician

Filled by
general public
Interpretation
by clinician

Filled by
general public
Interpretation
by clinician

Filled by
general public
Interpretation
by clinician

TIME OF DOMAINS

ADMIN COVERED

R Physical.
social.
cognition

- Physical.
psycho-
logical.
cognition

- Physical.
social

- Physical

COMMENTS

- The tool provides information
on frailty level. the drivers of
frailty and produces a mini CGA
style printable report
and links to care guidelines

+ Screening for frailty with the
FACT (Frailty Assessment Care
planning Tool)— YouTube

- Higher score associated with a
higher risk for loss of indepen-
dence and indicates the need
for a more comprehensive
geriatric-focuses assessment.

- An older adult scoring 5or 6
would benefit from referral
to a physician for further
comprehensive clinical
assessment in addition to
other services identified.

- Can be mailed/posted

» less effective at discriminating
the non-frail from the pre-frail
or frail populations

- Not widely used
- Broad classification




« The need for further assessment will be guided by the
presence and degree of frailty, and clinical judgement

« The Frailty Pathway identifies the role of preventative
programs, primary care, interprofessional primary care teams
and specialized services (geriatrics, mental health, palliative
care, etc.) based on results of the screening.
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Triggers

y

Screening Approach
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I Community/Community Support Services Frailty Pathway

1

65 & older

Concern(s) regarding physical, social, cognition and/or mental health

« Refer to

preventative
programs
including social
prescribing

I

Assessment

Approach

v

Interventions

Examples include:

= AVOID Frailty
(CFN)

« Self-care
management
programs

e Community Based
Exercise and Falls
Prevention
Programs

« Caregiver
Education and
Training

* SF7 Toolkit

» sfCare Learning
Series

e GiiC

= Geriatric Mental
Health &
Addiction Services

Communicate
concerns to
Primary Care

For unattached
clients, consider
direct referral to
Specialized
Geriatric Services
Self-management
strategies

Social prescribing

Examples include:

AVOID Frailty (CFN)
Adult Day Programs
CSS Services
Community Based
Exercise and Falls
Prevention Programs;
Family Support
Programs

Friendly Visiting
Meals on Wheels
GiiC

Geriatric Mental
Health & Addiction

Services

« Refer to community based interprofessional SGS Teams for Comprehensive
Geriatric Assessment (CGA)
- Geriatric Outreach/Outpatient Teams
— Primary Care Memory Services
- Geriatric Mental Health & Addiction Services
= Refer to Outpatient Geriatric Rehabilitative Care Programs for moderate to
severe frailty as required
= Explore direct access to Inpatient Rehabilitative Care moderate to severe
frailty as required
« Provide person centred care in collaboration with SGS, specialists and
community support services as required

1

Add local Specialized Geriatric Medicine, Geriatric Mental Health & Addiction
Services, and community support services

Version: December 4, 2023
'Scoring reference: Ahip et al 2022



« Refer to the interventions section of the Frailty Pathway to
appropriately manage patients across the frailty spectrum

« The bottom rectangle on left most side highlights some
upstream approaches for individuals who are not frail or at
risk for frailty

« The right side depicts more downstream approaches with the
explicit role of Specialized Geriatric Services and Geriatric Mental
Health and Addiction Services for individuals that are more
advanced on their frailty journey.
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Triggers

y

Screening Approach
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I Community/Community Support Services Frailty Pathway

1

65 & older

Concern(s) regarding physical, social, cognition and/or mental health

« Refer to

preventative
programs
including social
prescribing

I

Assessment

Approach

v

Interventions

Examples include:

= AVOID Frailty
(CFN)

« Self-care
management
programs

e Community Based
Exercise and Falls
Prevention
Programs

« Caregiver
Education and
Training

* SF7 Toolkit

» sfCare Learning
Series

e GiiC

= Geriatric Mental
Health &
Addiction Services

Communicate
concerns to
Primary Care

For unattached
clients, consider
direct referral to
Specialized
Geriatric Services
Self-management
strategies

Social prescribing

Examples include:

AVOID Frailty (CFN)
Adult Day Programs
CSS Services
Community Based
Exercise and Falls
Prevention Programs;
Family Support
Programs

Friendly Visiting
Meals on Wheels
GiiC

Geriatric Mental
Health & Addiction

Services

« Refer to community based interprofessional SGS Teams for Comprehensive
Geriatric Assessment (CGA)
- Geriatric Outreach/Outpatient Teams
— Primary Care Memory Services
- Geriatric Mental Health & Addiction Services
= Refer to Outpatient Geriatric Rehabilitative Care Programs for moderate to
severe frailty as required
= Explore direct access to Inpatient Rehabilitative Care moderate to severe
frailty as required
« Provide person centred care in collaboration with SGS, specialists and
community support services as required

1

Add local Specialized Geriatric Medicine, Geriatric Mental Health & Addiction
Services, and community support services

Version: December 4, 2023
'Scoring reference: Ahip et al 2022



Customizable Templates

Once the forementioned 5-steps are finalized, the
providers can leverage '‘Customizable Templates
for Frailty Screening and Management in the
Community’ to tailor the recommended practices
in accordance with their preferences and service &
program availability in their local area/region
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Customizable Templates
for Frailty Screening &
Management in the
Community

ACCOMPANYING DOCUMENT
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Things to consider
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Early frailty identification and mitigation leads to ALC avoidance

All sectors/providers can play a pivotal role in frailty prevention and
management

Identify and involve key stakeholders (PCPs, specialists, CSS partners) early

Use a staged and guided approach to model refinement: 1) pilot, 2) evaluate, 3)
3) improve/expand

- Leverage digital enablers (electronic screening tools, online referral forms, etc.)
to facilitate implementation

9’\ seniors care 18
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