
Frailty in LTC

Benoit Robert, MD, MBA

Daniela Acosta, RN, GNC(C), BScN, BSc,



Perley Health

Perley Health is a unique community that empowers Seniors and 
Veterans to live life to the fullest. One of the largest and most 
progressive long-term care homes in Ontario, Perley Health is 
home to more than 600 Seniors and Veterans in long-term care 
and in independent apartments.

Perley Health provides a growing number of clinical, therapeutic, 
and recreational services; and is also home 
to the Centre of Excellence In Frailty-Informed Care, 
leading research, education, and clinical innovation.



Objectives

1. To understand frailty as a medical condition, including its assessment and 
management, in the context of a Long-Term care environment.

2. To be able to describe a frailty-informed care approach (SeeMe™) in the 
context of health care decision-making and future goals of care.

3. Participate in a simulated learning activity where participants will be able to 
apply a frailty-informed care approach using the SeeMe™ framework







Points to Remember

1 %

50%
OLTCC – 2017 report



More points…

50 %
Average LOS = 2.5 years

Conference Board of Canada, 2012



TLC  in   LTC 
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Is admission to long term care

“life threatening”?





Frailty is loss of physiological reserve
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Frailty is loss of physiological reserve
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Health Crises



GOLD STANDARDS FRAMEWORK

P roactive

I  dentification

G uide

http://www.goldstandardsframework.org.uk/





Story with a beginning - CANCER

• acute disease trajectory

• Concern re prognosis at time of diagnosis 

• “How long have I got?”

• Treatment calendar dominates life, many services, many providers

Story with no beginning – Congestive Heart Failure

• Progressive disability trajectory

• Little understanding of prognosis at time of diagnosis

• “I hope it won’t get worse”

• Other illnesses to cope with

• Shrinking social world dominates life, may not have any human company



The Grey Line  

patient’s understanding

The Black Line 

clinician’s understanding



Psychosocial 
and spiritual 
decline towards 
the end of life in 
heart failure



If changes are occurring month to month
▪ Prognosis is (many) months

If changes are occurring week to week
▪ Prognosis is (many) weeks

If changes are occurring day to day
▪ Prognosis is days

If changes are occurring hour to hour
▪ Prognosis is hours



Framework for Decisions

• What is easily treated?  What is not?

• How will the treatment improve or maintain good quality of 
life?

• How will frailty make treatment risky?  What function (e.g. 
mobility or memory) will be put at risk?

• What can be done to promote comfort and dignity – in the time 
left?

• What matters most?

PATH Presentation, Moorhouse and Mallery



Focusing on Care that is Consistent with Goals

Understand the story
• Put the Pieces together

Communicate and Educate 
• Frailty Framework to present prognosis

Empower
• Build skills for future decisions



Family and Patient Issues

• Health literacy

• Elderly SDM

• Stressed 

• Has chronic condition or disability



Address Emotions

Discussing lag time to benefit

Make a recommendation, ask permission

Address uncertainty

Align care  with goals

Discuss next steps

Discuss trade-offs

Individualize prognosis

http://eprognosis.ucsf.edu/communication/index.php       Accessed Aug 2017 

https://academic.oup.com/annonc/article/16/7/1005/166970/Communicating-prognosis-in-cancer-care-a

http://ascopubs.org/doi/full/10.1200/jco.2006.06.007 



• Physician and Care Team -
error in prognostication

• Experience of the clinician
• Inversely proportional to the 

duration of the patient-
physician relationship

• Chagrin factor (being wrong 
and underestimating)

• Reliance on tests
• Most want to learn to 

discuss EOL care

Palliat Med 2015 Mar;29(3):260-7. doi: 10.1177/0269216314556565. 
Epub 2014 Dec 8.



Key Points
•TIMELY  IDENTIFICATION

•FRAILTY

•GOLD STANDARDS FRAMEWORK

•TRAJECTORIES   can be   UNPREDICTABLE

•GOALS  OF  CARE  are NOT MEDICAL most of the time



Pitfalls

• Starting too late

• Starting too early

• Expecting too much too soon

• Trying to do too much – giving prognosis and goals of care in 
one setting

• Bias in the conversation
UpToDate – Discussing Goals of Care, Accessed Aug 2017



Framework for Decisions

• What is easily treated?  What is not?

• How will the treatment improve or maintain good quality of life?

• How will frailty make treatment risky?  What function (e.g. mobility or 
memory) will be put at risk?

• What can be done to promote comfort and dignity – in the time left?

• What matters most?

PATH Presentation, Moorhouse and Mallery





Putting it All 
Together 
• How do we ensure a more 

consistent, effective and 
easier approach to 
discussing frailty and 
prognosis with residents 
and families?

• How do we align the plan 
of care with resident/family 
goals?



Frailty-Informed Care Program



Comprehensive Frailty Assessment

• Psychosocial Review/Cognitive Review

• Functional Review

• Mobility Review

• Medical Review

• Physical Review

• Frailty Analysis



Using Information 
That We Already 
Have
• Integrated into Point-Click-

Care 

• RAI-MDS

• MDS Scores

• Diagnosis

• Vital Signs

• MMSE/MOCA

• Etc.



Speaking to Frailty

• A structured discussion 
• Care conference schedule
• Goals of Care
• Future Health and Personal Care preferences

• A standardized approach to frailty and 
prognosis and treatment planning 
discussions 

• Formally embeds a frailty lens into the 
conversation

• Aligns with Advanced Care Planning 
principles





Goals of Care & Future 
Health and Personal 
Care Preferences
• Current understanding of 

illness, frailty, decline and  
prognosis

• Resident’s values and beliefs 
(what is important for 
maintaining a resident’s quality 
of life and personal identity)

• Goals of Care

• End of life wishes

• Future Health and Personal 
Care preferences

• DNR

• Transfer to ER

• Invasive interventons ..etc.



Aligning Care With Goals

• Collaboratively choosing treatments 
and care interventions that align 
with what the resident and family 
have said is important to them. 

• Supporting informed decisions to  
acute health events and changes of 
condition.





Formal 
Evaluation
Key Findings

• Average Clincial Frailty Score = 6.8 
(moderately-severely frail)

• Families have a positive view of the 
SeeMe™ Program

• Care conferences viewed as an 
improvement compared to those 
conducted previously.

• 15% reduction in the number of 
residents who preferred to be 
transferred to hospital

• No significant decrease in hospital 
transfers during the first year.  

Liu, A., et al. (2022). Program Evaluation of 
SeeMe™: Understanding Frailty Together. 
Canadian Geriatrics Journal. 
https://doi.org/10.5770/cgj.25.528



Let’s Practice!
• Acute Health Event: Your resident has had a 

change in their condition and a decision is 
required on whether, or not, to go to the hospital 
for more invasive treatment.

• 2 Scenarios: How do you use the strategies 
discussed today to help the resident/family make 
an frailty-informed decision?



Code Status: 

• Transfer to Hospital

• No CPR

Discussion of current 
understanding of illness, decline 
and prognosis: 

• Frailty Level 7- Severely frail
• Mild Dementia

• Type II diabetes, wound to right ankle 
with recurrent infections over last few 
years

• Decline from walking to wheelchair 
over last year

• Daughter has noted seeing the 
decline as well

Discussion of resident’s values, 
beliefs: 

• values maintaining a close 
relationship with her daughter

• values engaging in life and her 
independence

• daughter values seeing her mom 
at peace

Discussion of end of life wishes: 
• Resident believes comfort at EOL 

means passing away with only her 
daughter at her side, she doesn’t 
want her friends to remember her 
like this. She wants to pass away 
with caregivers who know her well 
and whom she trusts.  

Scenario 1: Peggy (86) has a chronic diabetic wound with an infection that is 

unresponsive to oral and IM ATB. Peggy is showing signs of sepsis. She presents 
restless and anxious.  



Code Status: 

• Do not transfer to Hospital

• No CPR

Discussion of current 
understanding of illness, decline 
and prognosis: 

• Frailty Level 8- Very Severely frail

• Advanced Dementia, Alzheimer’s

• Increased incidences of delirium over 
last year.

• Increased confusion and responsive 
behaviors.

• Sharp decline in functional ability in 
last two months.

• Son and daughter fearful of resident’s 
decline and making decisions

Discussion of resident’s values, 
beliefs: 

• Great pride in his presentation 
and sense of self

• Independent, has never accepted 
help from others easily

• Values regimen, routine and 
predictability.

• Devout Orthodox Christian

Discussion of end of life wishes: 
• Never talked about end of life 

wishes with his family. 
• Son and daughter unsure of his 

wishes, but feel that he would 
want to pass away quickly 
“without a fuss”. 

Scenario 2: Casimir (93), WWII veteran with advanced dementia, has fallen with 

suspected hip fracture.  Resident is presenting with 9/10 pain from the PAINAD. 
Resident is confused and resistive to intervention and care.



Questions


