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Why Manage Frailty is Important?

Frailty: A state of increased vulnerability, with reduced physical reserve and loss of function across multiple body systems.

®
) 80%

Ontario’s ALC designations are
attributed to older adults’

Waitlists for longterm care have
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Preprae health and social care professionals with
training in the care of older adults living with frailty
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Schedule and track routine reassessments with

Support transitions Develop and implement coordinated care plans

Change Ideas

Agree on a definition of frailty

Implement a frailty screening and response
process

Integrate Primary Care EHR Frailty Tool(s)

Implement the AVOID Frailty Program

Expand/promote community-based falls
prevention & rehab porgrams

Expand geriatric assessment capacity

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

Identify and coordinate access to local older
adult services

Access caregiver heeds and connhect to supports

older adults

Evidence suggests that the implementation of proactive frailty screening & identification, and
promotion of self-management strategies to prevent or reverse frailty, directly contribute towards

reducing unexpected hospitalizations and the expression of LTC need?

What Can We Do?

5-Step Approach Community/Community Frailty Pathway

seniors care
networR

Understand your
Population

U=

Community/Community Support Services Frailty Pathway

65 & older

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

Identify Triggers

Refer to preventative
programs including
social prescribing

Screen

Assess

Manage

Examples include:

e AOVID frailty (CFN)

» Self-care
management
programs

e Community-Based
Exercise and Falls
Prevention Programs

e Caregiver Education
and Training

» SF7 Toolkit

» sfCare Learning
Series

* GiiC

* Geriatric Mental
Health & Addition
Services

e Communicate concerns
to Primary Care

e For unattached clients,
consider direct referral
to Specialized Geriatric
Services

* Self-mangement
strategies

e Social prescribing

Examples include:

 AVOID Frailty (CFN)

e Adult Day Programs

e CSS Services

* Community based
Exercise and Falls
Prevention Programs

e Family Support Programs

* Friendly Visiting

e Meals on Wheels

* GiiC

e Geriatric Mental Health &
Addition Services

Reference

(1) https://geriatricsontario.ca/resources/consensus-statement-care-for-the-older-adult-with-complex-health-conditions-reframing-frailty-in-an-ontario-context/

(2) https://www.cda-amc.ca/sites/default/files/pdf/htis/l2024/EH0126_ALC.pdf
(3) https://www.oltca.com/about-long-term-care/the-

data/#:~:text=There%20are %20just%200ver%2076%2C000,spaces%20are%20at%20full%20capacity.&text=Ontario%20needs %200ver%2030%2C000%2

Onew,t0%20meet%20the%20growing%20demand.

(4) https://www.ontario.ca/page/ontario-population-projections#:~:text=The%20number%200f%20seniors %20aged,of%20baby%20boomers %20turn%2065.
(5) https://geriatricsontario.ca/wp-content/uploads/2024/10/2024-Sep-26-Frailty-Screening-in-Primary-Care.pdf

Assessment (CGA)

required
as required

services as required

» Refer to community based interprofessional SGS Teams for Comprehensive Geriatric
- Geriatric Outreatch/Outpatient Teams
- Primary Care Memory Services
- Geriatric Mental Health & Addition Services
» Refer to Outpatient Geriatric Rehabilitative Care Programs for moderate to severe frailty as

» Explore direct access to Inpatient Rehabilitative Care Porgrams for moderate to severe fraility

» Provide person centred care in collaboration with SGS, specialists and community support

community support services

Add local Specialized Geriatric Medicine, Geriatric Mental Health & Addition Services, and

seniors care
networR
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