HOLISTIC APPROACH TO FRAILTY SCREENING &

MANAGEMENT IN PRIMARY CARE

Sabeen Ehsan MD, EMHI, Rhonda Schwartz MA, Xin Yi Dong MHI

Why Managing Frailty is Important?

Frailty: A state of increased vulnerability, with reduced physical reserve and loss of function across multiple body systems.’
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What Can We Do?
5-Step Approach Primary Care Frailty Pathway
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u Step 1

Understand your

Population
u Step 2
Iden“fy T"ggers * Interprofessional » Refer to community based interprofessional SGS Teams for « Refer to community
Refer to preventative Geriatric Assessment Comprehensive Geriatric Assessment (CGA) end of life services
programs including e Case-manage within » Develop a care plan and provide person centred care in collaboration e Consider serious
social prescribing practice with SGS, specialists and community support services as required liness conversations
Step 3 * Self-mangement » Refer to Outpatient Geriatric Rehabilitation Care Programs for
Screen I strategies moderate to severe frailty as required
e Routine monitoring * Develop and keep up-to-date advance care plan available to the
Examples include: e Social prescribing care team across the continuum
e AOVID frailty (CFN) ] » Monitor and manage arising symptoms and changes Refer to Community
e Self-care _ » Coordinate care and support transitions Palliative Care Teams
h Step 4 management Examples include: e Consider screening/assessing caregiver needs and/or Hospice
A * AVOID Frailty (CFN) » Consider social prescribing
Ssess progrum% * Adult Day Programs
* Community-based e Community based
‘ Exercise and Falls Exercise and Falls Examples include:
‘ ’ Prevention Programs Prevention Programs e Geriatric Outreach/Outpatient Specialist in:
Step 5 e Caregiver Education  Primary Care Therapy Teams e Geriatric Medicine
Manage and Trclirfing Resources » Primary Care Memory Clinics * Geriatric Psychiatry
* SF7 Toolkit * CSS Services * Geriatric Medicine Day Hospitals| | ¢ Care of the Elderly and Focused
e sfCare Learning * Family Support * Geriatric Mental Health & Practice Primary Care
Series Programs Addiction Services e Neurology
e GiiC * Friendly Visiting * Home & Community Care » Bebavioural Psychology
e Geriatric Mental * Meals on Wheels Support Services » GeriMedRisk
Health & Addition *Glic * Explore direct access to * Geriatric Mental Health & ]VE‘VS!U”: December 4, 2023
Services * Geriatric Mental Health inpatient Geriatric Medicine Additction Scoring reference: Ahip et al 2022
& Addition Services Rehabilitation Units
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