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MITIGATING POTENTIAL BIAS

» The information presented in this CME program is based on recent
information that is explicitly "evidence-based”.

» This CME Program and its material is peer reviewed and all the
recommendations involving clinical medicine are based on evidence that
is accepted within the profession; and all scientific research referred to,
reported, or used in the CME/CPD activity in support or justification of
patient care recommendations conforms to the generally accepted
standards
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PRESENTER DISCLOSURES

Through Dal’s Industry Liaison Office, to stop unauthorized commercial-
ization, | have asserted copyright of the Clinical Frailty Scale, a standardized
Comprehensive Geriatric Assessment, and the Hierarchic Assessment of

Mobility and Balance. Each is free for use. Authorized users agree not to
change, commercialize, or charge for them.

| co-founded Ardea Outcomes, Inc. It contracts with industry, academics,
and charities for individualized outcome measurement, but not in frailty.

| edit Brocklehurst’s Textbook of Geriatric Medicine & Gerontology, now in
its 9th edition, Release date: February 2026
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OBJECTIVES

By the end of this session, participants will be able to:

Understand the purpose and application of the Pictorial Fit-Frail Scale (PFFS),
including when and how it can be used to support care planning.

Recognize the value of frailty assessment in tailoring individualized care for older
adults living with complex conditions.

Describe how clinical judgment and structured tools like the PFFS can work
together to identify risk and inform care strategies.

Reflect on how respectful conversations about risk can reduce stigma and support
person-centred decision-making.
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SESSION OVERVIEW

Frailty is more than a score, it’s a lens through which to understand risk,
resilience, and priorities in complex care. This teleECHO clinic will explore how
tools like the Pictorial Fit-Frail Scale (PFFS) support meaningful assessment while
creating opportunities for proactive, person-centred care planning.

Participants will examine how clinical judgment complements structured tools

and how dignity of risk frameworks can reshape how we talk about vulnerability.

The session will highlight the importance of understanding how older adults
perceive risk and how to engage them in respectful, values-based conversations
that inform care decisions.

It will also explore how early frailty identification can reduce stigma, improve
collaboration between home and primary care teams, and strengthen person-
centred pathways for individuals with complex conditions, including dementia.
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CASE STUDY Background
Occupation & Finances

Mr. André, Francophone and widowed, completed high school and is
retired, having worked for more than 35 years as a maintenance
supervisor at a local manufacturing plant.

He lives on a fixed income through the Canadian Pension Plan (CPP) Old
Age Security (OAS) and a modest workplace pension.

While financially stable, he has limited flexibility for private services,
home modifications, or transportation costs.
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CASE STUDY Background
Family & Social Network

Two adult children live several hours away and provide emotional
support, help in placing online grocery orders for delivery, assistance
with paperwork and are involved in his overall health care matters and
service coordination by phone, but not in his day-to-day care.

Otherwise, one close friend in his building; occasional participation in a

local seniors’ centre. This he attends less, due to fatigue and mobility
limitations.
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CASE STUDY Background
Health & Social Services Availability

Mr. André is rostered to a family physician at a primary care clinic.

Until about 12—-18 months ago, Mr. André managed his own shopping,
light housekeeping, and medications independently, pacing himself
around symptoms.

He receives home and community care services for personal care and
meal support.

Transportation to appointments is challenging, particularly during
winter, and he has declined some referrals due to travel demands.
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CASE STUDY Background
Location & Living Situation

Small city in central-western Manitoba (population <75,000 residents).

Lives alone in a one-bedroom rental apartment in an older low-rise
building with elevator access. The apartment has narrow hallways and a
standard bathtub without grab bars. Snow and ice in winter limit
outdoor mobility and access to services.
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CASE STUDY Background
Medical History

Chronic obstructive pulmonary disease (mild-moderate)
Atrial fibrillation (rate controlled)
Chronic kidney disease (Stage 3)

Chronic low back pain related to a previous injury and osteoarthritis
Hearing impairment

‘Two reported falls in the past year
‘ Unintentional weight loss of 15lbs/6.58kg in past year
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CASE STUDY Background
Functional Status

ADLs: Independent with basic self-care.

Note however, ADLs now done more slowly and needs to rest.

IADLs: Requires help with meals, transportation, and appointment
coordination.
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CASE STUDY Background
Functional Status

ADLs: Independent with basic self-care.

Note however, ADLs now done more slowly and needs to rest.

‘IADLS: Requires help with meals, transportation, and appointment
coordination.

‘(Should he be doing his own meds?)
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CASE STUDY Background
Mental & Emotional Wellbeing

Mr. André’s increased fear of falling has caused him to limit his
activities leading to social isolation, and an increase in loneliness

He has expressed sadness and loss of confidence in his mobility and
threats to his independence

His shrinking social interaction has affected his social network whom
he has relied on for emotional support and connection
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CASE STUDY Background
Current Challenges & Concerns

Home care providers report a gradual decline in Mr. André’s endurance,
shortness of breath with exertion

‘I\/Ir. André describes occasional dizziness when standing

)

Chronic pain limits Mr. André’s mobility
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CASE STUDY Background
Current Challenges & Concerns

Mr. André did not seek emergency or medical care following either fall
and minimized their significance, stating he “just lost his balance”

Home care staff have noted increased caution with walking and reduced
activity since these events

He remains clear that staying in his own home is his priority, even if it
involves accepting some risk
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The Pictorial Fit-Frail Scale: Developing a
Visual Scale to Assess Frailty
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Pictorial Fit-Frail Scale

Visual images to assess a person’s level of fitness-frailty; scale accessible across
literacy levels, languages, and cultures

Evaluates a person's ability in 14 different domains; 3 to 6 levels/domain

Final score range from 0 to 43

<2 min when assessed by a clinician and <5 min for self and proxy assessment
Test-retest reliability good for patients (ICC = 0.78) and nurses (ICC = 0.88)
Inter-rater reliability between HCPs was good (ICC = 0.75)

It is valid (association with other frailty tools and outcomes)
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Pictorial Fit-Frail Scale
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Pictorial Fit-Frail Scale

@ For each category, mark ONE BOX that is the closest to your USUAL STATE.
PFFS
BEST WORST
‘IIIIIIIIIIIIIIIIIIIIIII ’
@ SOCIAL CONNECTIONS
®y @ = @
Qai‘? @?‘9 “'?‘Q ‘ ey
ﬁ'll «'ﬁ ﬁ'“ 'll - ,; hﬁ
O O O e IZI
DAYTIME TIREDNESS
X I-Zo:- 2 2
L] [ ] L] L]
EH MEMORY AND%NKING =
@D &
Y O ol b\2
_A ?@ A - son
L] ] ] ] ]
DALHOUSIE ] . i . — ‘ anscotia
UNIVERSITY https://www.dal.ca/sites/gmr/our-tools/pictorial-fit-frail-scale.html N health




¥

DALHOUSIE
UNIVERSITY

Pictorial Fit-Frail Scale
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Barriers to Dignity of Risk:

Ageism Paternalistic Safety Personal
Believing older Attitudes Focus Values
adults can’t or Protecting older Thinking older adults Your risk and liability

5h°”ld"’_t do adults in a way are “unsafe”, or concerns may conflict

5“”"‘_&!"“3’ that removes their removing meaningful with the older adults’,
€.8 lw:mg f’t independence and activities due to safety but it’s not your
home with risk. choice, e.g., bubble concerns, rather than choice, it’s not
wrapping. risk management, your life.

e.g., mobilizing

DignityofRisk@nshealth.ca
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How frailty manifests clinically
changes as the degree of frailty increases.
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SUMMARY: The continuum of fithess and frailty
can get (wrongly) compressed with acute illness.
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LIVING WITH
VERY MILD FRAILTY

b | Marks early transition from complete independence.
| [While not depending on others for daily help, often
symptoms limit activities. A common complaint is being

“slowed up” and/or being tired during the day.

nova scotia
Rockwood K, Theou O. Can Geriatr J. 2020;23:210-215. doi: 10.5770/cgj.23.463 ‘Nhealth




LIVING WITH
VERY SEVERE FRAILTY

Completely dependent for personal care and
approaching end of life. Typically, they could not
recover even from a minor illness.

) | At baseline.

DALHOUSIE : 92910, N : nova scotia
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A standard Comprehensive Geriatric Assessment:
can we help others see what we see?
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Frailty Pathway

Ambition for Frailty - "Everybody should know what to do next when presented
with a person living with frailty and/ or cognitive disorder” (Vernon NHS

England 2018)

Source: https://www.frailtypath.co.uk/home 6
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Frailty- a multidimensional concept

» The concepts of frailty must include

the physical, cognitive, mental, and social
health of older adults and their care

partners, and the interaction and integration Cognitive
of these four domainst Reframing
- As exemplified by the case study just -,
presented ] Concept of

Older Adult

e An adequate response to frailty should also e
Include the intersection of services that
support all these domains

- coordinated integration of medical care
with social and community-based
services.

Source: PGLO 2023

Provincial . . .
Geriatrics 10Ontario Collaborative for Aging Well, 2023
Leadership

Ontario



Seniors Care Network

« Based in Ontario, Seniors Care Network is responsible for the organization, coordination
and governance of specialized geriatric services (SGS) in Central East Ontario.

* Key services include the planning, design, implementation, evaluation, quality
Improvement and performance monitoring of clinical SGS. Applied health research is a
key component of our mandate.

* SGS in Central East are offered across the continuum of care:

. . MINT® Ganlairic Emergancy Maragement
MEMO

ol dive G EIVI!«!')1 .
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¥ Ontario

Geriatric Assessment & |ntervention Retwork
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Seniors Care Network Frailty Pathways

2019 led to the inception of Ontario Health Teams (OHTSs) in the
Province. All CE OHTs identified older adults living with

fcomplexity/multiple co-morbidities among the populations of
OCus

Highli%hting the need for an actionable Population-level
Health Management Strategy for

e older adults living with frailty

What processes/practices can be put in place to support early identification and management
of frailty thereby contributing to healthy aging and ALC reduction?

How can Frailty status be used as the common language to inform service access, flow and
transition decisions across the continuum?

Conceptualization and development of sector-specific Frailty

™ s 1



Our Frailty Journey

ED Frailty
Pathway
e F

Frailty and Chronic
Disease Management

_%E seniors care
Frailty Screening &
Management in the

Emergency Department
1 pig etsary/Prolenges

Primary Care and
Community Frailty

Pathways
r@ s_gl}io_r%_core |
Involvement with OCAW o
all local OHTs Membership Al e
. . in Primary Care railty Screening e AR

Led the Frailty Working palios % Mornnemiaks e

Group: Thorough review frithe Commmgly —

of literatures (NHS frailty

pathways) and broad
consultation with local
and national experts

Visit the Frailty Page on our
website to access these
Guidance Documents and
resources
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Frailty Management

A step-wise evidence-informed approach

y

1

Understand
Your
Population

Identify
your
Triggers

3

Screen

Reference: Ehsan, S., & Schwartz, R.

Assess Manage

(2023). Frailty Screening & Management in the Community

Guidance Document.
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Administrative data sources to
understand population-level trends
Review of charts or client profiles to
better understand the
characteristics/needs at organization
level

Examples (one or more):
Age 65 & older

— Can be further stratified
Presence of Geriatric Syndrome(s)
Multi-morbidity
Psycho-social concerns, etc.



Frailty Screening

» A proactive approach of identifying individuals who are
living with or at-risk of frailty
 Early identification will lead to earlier/further fulsome
assessments (e.g., CGAs) leading to timely diagnoses and
interventions. geicell

Delayed identification misses opportunity for frailty reversal
Usually a quick process
Frailty status is an explicit output

 Clinical judgement, further assessments and diagnostics
identify the root cause

Reference: Nalla, N. & Ehsan, S. (2025). Enhancing Comprehensive Geriatric Assessments in Ontario and
Canada. Best Practices, Optimization, and the Role of Interprofessional Teams.
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Primary Care Frailty Pathway

| [ [ |
Triggers 65 & older Geriatric Syndrome(s) Multi-morbidity Psycho-social Concern(s)
L | [ | |
Screening Approach

+

Refer to * Interprofessional Refer to community based interprofessional 365 Teams for = End of life
Assessment preventative Geriatric Assessment Comprehensive Geriatric Assessment (CGA) = Falliative
Approach programs including = Case-manage within = Dewvelop a care plan and provide person centred care in |
social prescribing practice collaboration with SGS, specialists and community support
1 + Seif-rnanagement services as required

ANVOID Frailty (CFM) strategies = Refer to Qutpatient Geriatric Rehabilitative Care Programs for
Self-care = Routine monitoring moderate to severe frailty as required
management * Social prescribing * Develop and keep up-to-date advance care plan available to the
programs | care team across the continuum
Community based = Monitor and manage arising symptoms and changes
Exercise and Falls + AVOID Frailty (CFN) + Coordinate care and support transitions
Prevention = Adult Day Programs » Consider screening/assessing caregiver needs

hd Programs = Community based * Consider social prescribing

rorraihes Caregiv_er_Education Exen:ise_ and Falls 1 1
and Training Prevention Programs * Geriatric Dutreach; Qutpatient Specialist in:
= SFF Toolkit ) = Primary Care Therapy Teams » Geriatric Meadicine
= sfCare Learning Resources = Primary Care Memory Clinics = Geriatric Psychiatry
Series * CS55 Services = Geriatric Medicine Day Hospitals| | = Care of the Eiderly and
GiiC = Family Support » Geriatric Mental Health & Focused Practice Primary
Geriatric Mental Programs Addiction Services Care
Health & Addiction = Friendly Visiting Home & Community Care = Neurclogy
Services * Meals on Wheels port Services = Behavioural Psychology
* GiC = Ex e direct access to * GeriMedRisk
= Cextatric Miental Hesid inpati = Geriatric MentaleSith Version: August 25, 2023
& Addiction Services Renabilitat 2. Addictio iscoring reference: ahip et al 2022
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KAWARTHA LAKES HALIBURTON
PRIMARY CARE NETWORK

e
Wit

Home

About Practice Supports KLHOHT Contact

Care Pathways
Decision Tree

Select the most appropriate decision tree based on where
the patient resides. If you have any questions about the
Frailty Pathway or would like help setting up the referral
destinations in Ocean, reach out to info@klhpcn.ca

Download (Microsoft Word):

Haliburton County

Kawartha Lakes

15




Scresning Approach

Interventions

— =

MNAarnmrmir iy Crvailltyvrs DAa+hhhwarAavey

f*) se r_1_r+::- rs care

L WO

Community/Community Support Services Frailty Pathway

65 & older

Concerns) regarding physical, social, cognition and/or mental health

-

Refer to
preventative
programs
including social
prescribing

Examples include:

ANVOID Frailty
(CFM)

Self-care
management
programs
Community Based
Exercise and Falls
Prevention
Programs
Caregiver
Education and
Training

SF7 Toolkit

* cfCare Learning

Series

GiIiC

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:

= ANVOID Frailty (CFM)

= Adult Day Programs

= (55 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 565 Teams for Comprehensive
Geriatric Assessment [CGA)
— Geriatric Qutreach/Qutpatient Teams
— Primary Care Memaoary Services
— Geriatric Mental Health & Addiction Services
* Refer to Qutpatient Geriatric Rehabilitative Care Programs for moderate to
severe frailty as reqguired
* Explore direct access to Inpatient Rehabilitative Care moderate to severe
frailty as required
» Provide person centred care in collaboration with 35G35, specialists and
community support services as required

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

wWersion: Septernbsr 24, 2024
'scoring reference: Ahip =t al 2022
* scoring reference: Sison et al, 2023




Why timely connections matter ?

As evident by the Return on Investment Report of one of our biggest SGS programs, GAIN,
comprehensive assessments & coordinated interventions improve client outcomes.

® & < A
ooo[]ooo

Frailty Status Dementia Staging Falls/falls-risk ED utilization
stabilized or improved scores stabilized or reduced in 69%0 of reducedin 1in 3
in 66206 of the clients. improved in 68%0 of the clients for whom it clients

the clients was identified a

concern at initial CGA
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R’@@‘@\hoasladvlgﬂ cﬁe‘ﬁ@mlti—stakeholdertables:

OH-West Knowledge Exchange, OH-West CSS group, Alzheimer
Societies in Ontario (ASiO), etc.

Examples of uptake:
» OHTs: Kawartha Lakes Haliburton OHT Brantford Brant Norfolk

OHT
* Organizations, collaboratives & SGS programs: East Region

ADP Collaborative, Northumberland Hills Hospital (ED Frailty
Pathway), etc.

| “Having a "common “I have been using these
Q2 seniors care language” between different documents widely at a pre-
e, £ specialized geriatric programs Implementation phase in a
Manaqement in the has been incredibly helpful for NSM SGS early identification
Emergency Departme triage and waitlist project. The documents are
management.......we look exceptionally well laid out in
forward to continuing to terms of conceptualizing how
implement frailty pathways to implement the project
across different programs.” thoughttully’
Location: organization in OH Location: organization in OH

East. Central.



Perceived Benefits — Goal(s) for implementation for early

Proactive
service
connections
home and
community
services

adopters
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Individualized Outcomes
care planning Monitoring

Objective
measure of the
complexity of the
clientele served in
Adult Day
Programs

Referral
distribution
among SGS

Central East
Cognition Referral
Pathway

o O
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Discharge and
transitions



Example- Cross-sectoral frailty response at

WT

®
HHHS-CSS Central Intake

Telephone-based Frailty tool (GFI)
implemented as a part of the intake:
Facilitates in-house service connections,
establishment of a base-line, identifying
clients suitable for Wellness Connections
Program

CCCKL- Social Prescribing Program

Telephone-based Frailty tool (GFI)
implemented as a part of the intake:
Facilitates connections to community services
impacting social determinants of health; staff
reported great feedback from PCPs

seniors care
networR

®
Haliburton Highlands FHT

PFFS implemented across select specialized
programs (Memory Clinic). Facilitates
personalized care planning, service
connections and establishment of a baseline;
Custom tool bars developed within the EMR,
and efforts made to digitize outbound
referrals

Expansion efforts across
other Primary Care Practices
Planning efforts to implement PFFS and GFI

in a partner FHT and another partner
memory clinic

y
g S

@ -
,’

Kawartha Lakes Haliburton
Ontario Health Team
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Success Stories- KLH OHT

Supporting individuals
with self-management:
Client connected to Bounce
Back Ontario and Anxiety
Canada online programs. Client
used structured CBT therapy
virtually; was able to recognize
major sources of anxiety

and develop a plan to address it
with ongoing support from

WP coordinator

seniors care

Q

-
\

Timely SGS connections:
Unintentional weight loss of >25
Ibs. in 2 months identified
through PFFS; guided by the
frailty decision-tree, connection
with interprofessional geriatric
team was successfully made.

s Kawartha Lakes Haliburton
=¥ Ontario Health Team

Provider Experience:
Decision-tree is great!

We have further modified it to our
local setting!

Clients are inquisitive!




In Summary

 All system partners can play a pivotal role both individually and collectively in
optimizing outcomes for individuals living with or at risk for frailty

 Frailty management requires integration of primary, specialized, & social and community
support service

 We need mechanisms to share frailty status across internal and external providers to
facilitate a coordinated community response where frailty status is used as a common
language

 Collective frailty data will provide overview of the clientele served
- May further inform priorities for cross-partner collaboration.
- Overtime, frailty status can be tracked as an outcome measure

Read full ROI report



Contact:
Sabeen Ehsan: sehsan@seniorscarenetwork.ca

Access Frailty Pathway Guidance Documents:
https://www.seniorscarenetwork.ca/frailty

Want to join Frailty Pathway Community of Practice?
Complete the form or contact Sabeen Ehsan

_Qi seniors care

ra ®
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Upcoming TeleECHO Clinics gl

Integrated Seniors Care

cdnhomecare.ca/chca-project-echo-integrated-seniors-care

Respecting Spiritual and Cultural Needs in Decision-Making
CHCA Project March 4 2026, 1 -2 pm Eastern
ECHO Integrated

Seniors Care

All Teach, All Learn
Bridging the Knowledge Gap in
Home and Primary Health Care

Recognizing and Responding to Caregiver Burden in Home and
Community Care Clients
April 1,2026 12 -1 pm Eastern

[ e — = Applying the Comprehensive Geriatric Assessment (CGA) in
Team-Based Care
April 29, 2026 12 -1pm Eastern

Thank you for taking a moment to complete the survey!
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