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What	
  is	
  Canadian	
  Frailty	
  Network	
  (CFN)	
  
•  Na<onal	
  non-­‐profit	
  network	
  funded	
  by	
  
Networks	
  of	
  Centres	
  of	
  Excellence	
  

•  NCE	
  supported	
  by	
  CIHR,	
  SSHRC,	
  NSERC,	
  
Industry	
  Canada,	
  Health	
  Canada	
  

•  TVN	
  launched	
  in	
  July	
  2012	
  
•  5-­‐year	
  funding	
  



Canadian	
  Frailty	
  Network	
  

• 42 universities and teaching hospitals  
• 400 researchers 
• 130 health agencies and advocacy groups 
• 20 national and international corporations 
• 3,200 researchers, trainees, partners, 
institutions and industry associates 
communications stream 

  



CFN’s	
  mission	
  as	
  an	
  NCE	
  is	
  to…	
  

Develop,	
  evaluate	
  and	
  disseminate	
  knowledge	
  on	
  
health	
  care	
  for	
  the	
  frail	
  elderly,	
  their	
  families	
  and	
  

caregivers	
  
	
  

such	
  that…	
  

“Frail	
  elderly	
  Canadians	
  receive	
  the	
  right	
  
care,	
  in	
  the	
  right	
  se4ng,	
  at	
  the	
  right	
  5me”	
  

	
  
 



CFN’s	
  focus	
  
•  Frail	
  elderly	
  Canadians	
  where	
  there	
  are	
  ques<ons	
  on	
  
which	
  therapies	
  to	
  apply	
  to	
  improve	
  survival	
  and	
  
quality	
  of	
  life	
  or	
  quality	
  of	
  death,	
  including	
  end-­‐of-­‐life	
  
care	
  

•  Therapies	
  include	
  the	
  spectrum	
  from	
  life	
  support	
  
modali<es	
  to	
  methods	
  of	
  care	
  to	
  systems	
  of	
  care.	
  

•  All	
  seWngs	
  spanning	
  from	
  home/community	
  care	
  to	
  
acute/cri<cal	
  care	
  including	
  transi<ons	
  of	
  care. 



CFN	
  Components	
  
•  Research	
  Program	
  
•  Training	
  of	
  Highly	
  Qualified	
  Personnel	
  (HQP)	
  
•  Knowledge	
  Mobiliza<on	
  	
  

– Giving	
  voice	
  to	
  frail	
  elderly	
  Canadians	
  
–  Frailty	
  assessment	
  in	
  all	
  seWngs	
  of	
  care	
  

•  Partnerships	
  and	
  Network	
  Expansion	
  



Our	
  approach…	
  



Frailty	
  in	
  the	
  health	
  care	
  system	
  
ma^ers…	
  

•  It	
  is	
  under-­‐recognized	
  and	
  its	
  impact	
  is	
  under-­‐
appreciated	
  

•  The	
  healthcare	
  system	
  is	
  organized	
  around	
  single	
  
disease,	
  single	
  organ	
  dysfunc<on	
  

•  The	
  healthcare	
  system	
  has	
  not	
  taken	
  into	
  account	
  
the	
  wishes	
  of	
  those	
  with	
  frailty	
  or	
  their	
  caregivers	
  

•  Evidence	
  generated	
  from	
  studying	
  fit	
  people	
  may	
  
not	
  apply	
  	
  

 



Why	
  frailty	
  assessment	
  ma^ers	
  (2)	
  
“You	
  can’t	
  manage	
  what	
  you	
  don’t	
  measure”.	
  

	
  
•  Serves	
  as	
  catalyst	
  for	
  innova<ve	
  care	
  solu<ons/
interven<ons	
  that	
  could:	
  

–  Improve	
  health,	
  quality	
  of	
  life	
  of	
  older	
  people	
  and	
  
caregivers	
  

–  Delay	
  disability	
  and	
  slow	
  progression	
  of	
  disease	
  
–  Avoid	
  unnecessary	
  hospitaliza<on,	
  ins<tu<onal	
  care	
  
–  More	
  efficiently	
  use	
  resources,	
  skills,	
  technology;	
  

increase	
  sustainability	
  of	
  health	
  and	
  care	
  systems	
  	
  
 



Research	
  Program	
  

Total	
  of	
  88	
  research	
  Proposals	
  funded	
  to	
  present	
  



Research	
  Program-­‐	
  future	
  



Knowledge	
  Mobiliza<on	
  
•  	
  Engage	
  frail	
  elderly	
  and	
  family/caregivers	
  

–  Design	
  of	
  research	
  that	
  informs	
  their	
  care	
  

–  Determining	
  their	
  involvement	
  in	
  health	
  care	
  system	
  	
  
•  How	
  the	
  system	
  is	
  managed,	
  policy	
  advocacy	
  and	
  	
  

	
  their	
  role	
  as	
  health	
  consumers	
  

•  Informed	
  by	
  best	
  evidence	
  
–  Published	
  literature	
  
–  Expert	
  opinions	
  of	
  pa<ent/ci<zen	
  advocates,	
  	
  

	
  researchers,	
  health	
  care	
  providers,	
  administrators	
  



Training	
  Program	
  

•  Summer	
  Student	
  Awards	
  
•  Undergraduate-­‐	
  50	
  awards	
  

•  Trainees	
  sponsored	
  through	
  research	
  
grants	
  

•  >	
  200	
  trainees	
  

•  Inter-­‐disciplinary	
  Fellowship	
  Program	
  
•  42	
  Fellows	
  



Future	
  state	
  for	
  frailty…	
  
•  Every	
  frail	
  person	
  has	
  an	
  appropriate	
  care	
  plan	
  
commensurate	
  with	
  their	
  stage	
  on	
  the	
  frailty	
  
con<nuum	
  

•  Care	
  plans	
  are	
  evidence	
  based	
  and	
  regularly	
  
updated	
  with	
  new	
  high	
  quality	
  evidence	
  

•  Frailty	
  data	
  is	
  readily	
  available	
  to	
  inform	
  research,	
  
health	
  system	
  administra<on	
  and	
  policy	
  

•  Delivery	
  of	
  care	
  is	
  tracked	
  through	
  quality	
  
indicators	
  

	
  	
  



Ques<ons?	
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  Frailty	
  
	
  

John	
  Muscedere	
  
Scien<fic	
  Director	
  	
  

Canadian	
  Frailty	
  Network	
  



This	
  Presenta<on	
  
•  Defini<on	
  

•  Concept	
  
•  Syndrome	
  vs.	
  State	
  
•  Biology	
  of	
  Frailty	
  

•  Clinical	
  aspects	
  
•  Impact	
  on	
  outcomes	
  
•  Can	
  we	
  improve	
  on	
  outcomes?	
  

• Way	
  forward	
  



Aging	
  and	
  the	
  global	
  perspec<ve	
  

Sources: United Nations:  
World Population Ageing: 1950-2050, 2001 
World Population Prospects: The 2010 Revision  



Aging	
  in	
  Canada	
  
•  Propor<on	
  age	
  65+	
  increasing	
  
•  Older	
  (age	
  85+)	
  growing	
  rapidly	
  
•  Present:	
  4.46	
  working	
  adults	
  for	
  

every	
  1	
  senior	
  
•  Future:	
  2.84	
  working	
  adults	
  for	
  

every	
  1	
  senior	
  (by	
  2025)	
  
 

Source: Canadian Institute for Health Information 



Shim	
  in	
  the	
  aging	
  curve	
  

•  Where should our efforts be focused?  
•  Where is the greatest need? 
•  Who are the most vulnerable and 

highest risk? 
•  How can we ensure that the health 

system is sustainable? 
 



Medical	
  condi<ons	
  with	
  age	
  

Source: Canadian Institute of Health Information 



Concept	
  of	
  risk…	
  

•  Not	
  all	
  aging	
  is	
  the	
  same	
  
•  Some	
  have	
  increased	
  risk	
  over	
  others	
  of	
  the	
  
same	
  age	
  for	
  poor	
  outcomes,	
  mortality	
  

•  Lack	
  of	
  reserve	
  
•  Concept	
  of	
  frailty	
  



Frailty	
  defini<on…	
  
•  Frailty	
  is	
  defined	
  as	
  a	
  state	
  of	
  increased	
  
vulnerability	
  resul<ng	
  from	
  reduced	
  physiological	
  
reserve	
  and	
  loss	
  of	
  func<on	
  across	
  mul<ple	
  
systems	
  reducing	
  the	
  ability	
  to	
  cope	
  with	
  normal	
  
or	
  minor	
  stressors	
  which	
  can	
  cause	
  rapid	
  and	
  
drama<c	
  changes	
  in	
  health.	
  

Xue	
  Q.	
  (2012).	
  The	
  Frailty	
  Syndrome:	
  Defini<on	
  and	
  Natural	
  History	
  Clin	
  Geriatr	
  Med.	
  27:	
  1.	
  
Clegg	
  A,	
  Young	
  J.	
  (2011).	
  The	
  frailty	
  syndrome.	
  Clinical	
  Medicine	
  11:	
  72.	
  
Walston	
  J	
  et	
  al.	
  (2006).	
  Research	
  Agenda	
  for	
  Frailty	
  in	
  Older	
  Adults:	
  J	
  Am	
  Geriatr	
  Soc	
  54:991.	
  



Impact	
  of	
  stressors…	
  

Clegg	
  A,	
  Young	
  J.	
  (2011).	
  The	
  frailty	
  syndrome.	
  
Clinical	
  Medicine	
  11:	
  72.-­‐	
  Modified	
  

Frail	
  

Fit	
  



Frailty	
  –	
  State	
  vs.	
  Syndrome…	
  
•  Syndrome – Phenotype: Fried et al 

•  Weakness (grip strength) 
•  weight loss (>10 lbs past year) 
•  Slow walking speed 
•  Inactivity  
•  Exhaustion (self-reported) 
                                                                                

•  State – Acquired deficits: Rockwood et al 
 

Source: Fried et al, J Gerontol A Biol Sci Med Sci. 2001; 56:M146  

Frail:	
  3	
  or	
  >	
  
Pre-­‐Frail:	
  1	
  or	
  2	
  
Non-­‐Frail:	
  None	
  	
  



Frailty	
  syndrome…	
  

Fried et al, J Gerontol A Biol Sci Med Sci. 2004; 59:255  Xue et al, J Gerontol A Biol Sci Med Sci 2008;63(9):984–90	
  



Frailty	
  –	
  Accumula<on	
  of	
  Deficits	
  
Frailty Index =   

Number of deficits in an individual 
Total number of deficits measured 

 
e.g. in a dataset with 40 health deficit 
measures, a person with 10 things wrong 
(10 deficits) has a frailty index of 10/40 = 
0.25.  

Source: Rockwood et al, CMAJ 2011. DOI:10.1503/cmaj.101271  



Frailty:	
  Acquired	
  deficits…	
  

•  Mitnitski	
  et	
  al.	
  Accumula<on	
  of	
  Deficits	
  as	
  a	
  Proxy	
  Measure	
  of	
  Aging.	
  The	
  Scien<fic	
  World	
  JOURNAL,	
  2001;1:323.	
  
•  Searle	
  et	
  al.	
  A	
  standard	
  procedure	
  for	
  crea<ng	
  the	
  Frailty	
  Index,	
  BMC	
  Geria<rics,	
  2008	
  	
  



Rockwood	
  K,	
  J	
  of	
  Gerontology	
  2007;	
  62A:	
  722	
  

Frailty:	
  Acquired	
  deficits…	
  

•  Popula<on	
  
based	
  
interna<onal	
  
cohorts	
  

•  Increase	
  0.03	
  
per	
  year	
  

Ins<tu<onal	
  
cohorts	
  



Biology	
  of	
  frailty…	
  
•  Frailty	
  not	
  just	
  a	
  clinical	
  construct	
  
•  Frailty	
  animal	
  models	
  have	
  been	
  developed	
  

– Based	
  on	
  chronic	
  inflamma<on,	
  sarcopenia	
  
•  Frailty	
  scales	
  for	
  mice	
  developed	
  

–  Phenotype	
  model:	
  Based	
  on	
  grip	
  strength,	
  walking	
  
speed,	
  physical	
  ac<vity,	
  endurance	
  

–  	
  FI	
  based:	
  31	
  items	
  deficit	
  model	
  
•  Resveratrol	
  and	
  calorie	
  restric<on	
  improved	
  FI	
  

	
  Kane	
  et	
  al.	
  J	
  Gerontol	
  A	
  Biol	
  Sci	
  Med	
  Sci,	
  2016;	
  71:	
  333.	
  



Biology	
  of	
  frailty…	
  
•  Human	
  studies	
  point	
  to	
  several	
  mechanisms	
  for	
  frailty	
  including:	
  

–  Oxida<ve	
  stress,	
  chronic	
  inflamma<on,	
  immune	
  dysfunc<on,	
  
shortening	
  of	
  telomeres	
  

•  FI	
  developed	
  from	
  40	
  human	
  biomarkers	
  

	
  Minitski	
  et	
  al.	
  BMC	
  Medicine	
  2015;	
  13:	
  161.	
  

1.<.25	
  
2.	
  .25	
  -­‐	
  .38	
  
3.	
  .38	
  -­‐	
  .49	
  
4.	
  >	
  0.5	
  

Days	
  



Biology	
  of	
  frailty…	
  
•  FI	
  –	
  LAB:	
  

–  Developed	
  and	
  validated	
  from	
  
commonly	
  measured	
  lab	
  values	
  

–  Similar	
  proper<es	
  to	
  clinical	
  FI	
  
–  Best	
  performance	
  was	
  when	
  

clinical	
  and	
  FI-­‐LAB	
  combined	
  
–  Similar	
  performance	
  in	
  Nursing	
  

homes	
  

HowleP	
  et	
  al.	
  BMC	
  Medicine	
  2014;	
  12:	
  171.	
  
Rockwood	
  et	
  al,	
  JAMDA,	
  2015;	
  16:	
  842	
  



CLINICAL	
  ASPECTS	
  



Health	
  care	
  system	
  and	
  aging	
  (1)	
  	
  
•  Hospitals	
  

–  Receive	
  greatest	
  share	
  (37.3%)	
  of	
  public	
  sector	
  health	
  care	
  dollars	
  
•  ICUs	
  account	
  for	
  10-­‐20%	
  of	
  all	
  hospital	
  costs	
  (up	
  to	
  40%	
  in	
  the	
  USA)	
  

–  Seniors	
  (>	
  65	
  y.o.)	
  account	
  for	
  40%	
  of	
  	
  acute	
  care	
  stays	
  (14%	
  of	
  popula<on)	
  
–  Seniors	
  (>	
  65	
  y.o.)	
  make	
  up	
  85%	
  of	
  those	
  wai<ng	
  care	
  elsewhere	
  (ALC)	
  
–  Avg.	
  in-­‐pa<ent	
  RIW	
  in	
  acute	
  care	
  ≈	
  70%	
  higher	
  for	
  seniors	
  vs	
  non-­‐senior	
  adults	
  
–  Seniors	
  have	
  higher	
  need	
  of	
  ER	
  services,	
  high	
  rates	
  of	
  hospitaliza<on	
  from	
  ER	
  
–  Seniors’	
  admission	
  to	
  hospital	
  associated	
  with	
  need	
  for	
  long	
  term	
  care	
  and	
  

worsening	
  of	
  func<on	
  including	
  ADL,	
  cogni<on	
  and	
  con<nence	
  

Source:	
  Canadian	
  Ins0tute	
  for	
  Health	
  Informa0on,	
  
	
  	
  	
  	
  	
  Lakhan,	
  J	
  Am	
  Geri	
  Soc	
  2011;	
  59:	
  2001	
  



Health	
  Care	
  System	
  and	
  Aging	
  	
  (2)	
  	
  
•  Con5nuing	
  care	
  	
  

–  Nursing	
  homes/residen<al	
  care	
  account	
  for	
  ≈	
  10%	
  of	
  expenditures	
  
–  In	
  2009–2010,	
  95%	
  of	
  people	
  in	
  residen<al	
  care	
  and	
  85%	
  of	
  people	
  in	
  

hospital-­‐based	
  con<nuing	
  care	
  were	
  65+	
  y.o.	
  
•  Home	
  care	
  	
  

–  In	
  2009–2010,	
  82%	
  of	
  home	
  care	
  clients	
  were	
  65+	
  y.o.	
  
•  Prescrip5on	
  drugs	
  	
  

–  Number	
  of	
  claims	
  rapidly	
  increasing	
  
–  In	
  2009:	
  

•  23%	
  of	
  >	
  65	
  y.o.	
  and	
  30%	
  of	
  >	
  85	
  y.o.	
  were	
  on	
  10+	
  drug	
  classes	
  
•  Governments	
  spent	
  avg.	
  of	
  $1,311/senior	
  vs.	
  $170/adult	
  20	
  to	
  64	
  y.o.	
  



Hospitaliza5ons	
  may	
  be	
  
preventable	
  

•  Earlier	
  detec<on	
  of	
  deteriora<on	
  
•  Regular	
  monitoring	
  
•  Prompt	
  access	
  to	
  a	
  health	
  care	
  
provider	
  

•  Be^er	
  medica<on	
  management	
  
•  Be^er	
  chronic	
  disease	
  management	
  
•  Improved	
  support	
  in	
  residence/home	
  

	
  



Increasing	
  costs	
  with	
  age	
  

Source: Canadian Institute for Health Information 

Over 40% of total health care spending occurs in > 65 y.o.; 20% in last year of life 



Frailty	
  in	
  Canadians	
  
•  Aging and Frailty are not synonymous 

but frailty becomes increasingly 
common as age advances 

•  Decline in health status and higher 
health care use driven more by frailty 
than age 

 

Sources:  
1.  Rockwood et al, Journal of Gerontology: 2004; 59: 1310;  
2.  2. statcan.gc.ca/pub/82-003-x/2013009/article/11864-eng.htm 



Frailty	
  in	
  The	
  Canadian	
  Health	
  Care	
  System	
  

Pa<ents	
  with	
  frailty	
  over	
  represented	
  in	
  the	
  health	
  care	
  
system	
  

–  Majority	
  of	
  hospitalized	
  seniors	
  will	
  have	
  pre-­‐frailty	
  or	
  frailty	
  
•  30	
  –	
  40%	
  of	
  ICU	
  pa<ents	
  over	
  the	
  age	
  50	
  will	
  have	
  frailty	
  
•  Frailty	
  associated	
  with	
  adverse	
  outcomes	
  and	
  mortality	
  in	
  variety	
  of	
  

pa<ent	
  popula<ons	
  
–  Majority	
  of	
  seniors	
  in	
  residen<al	
  care	
  are	
  frail	
  
–  Polypharmacy	
  associated	
  with	
  frailty	
  

 
D Gnjidic, Clin Pharm Ther 2012; 91: 521 
Bagshaw, CMAJ doi: 10.1503/cmaj.130639 



Correla<on	
  of	
  frailty	
  with	
  outcome…community	
  

Iden5fica5on	
  of	
  frailty	
  using	
  the	
  FRAILTY	
  INDEX	
  associated	
  with	
  worsened	
  
outcomes,	
  hospitaliza5on	
  and	
  mortality	
  

Source: Rockwood et al, CMAJ 2011. DOI:10.1503/cmaj.101271  

Colon Cancer 
Stage 1 
Stage 2 
Stage 3 
Stage 4 



Frailty	
  and	
  hospital	
  discharge…	
  

•  Frailty	
  was	
  common	
  among	
  pa<ents	
  	
  
•  Frailty	
  was	
  associated	
  with	
  an	
  increased	
  risk	
  of	
  readmission	
  or	
  death	
  within	
  30	
  

days	
  amer	
  discharge	
  .	
  	
  
•  Moderate	
  to	
  severe	
  frailty	
  improved	
  the	
  ability	
  to	
  predict	
  rates	
  of	
  readmission	
  

or	
  death	
  	
  

Kahlon,	
  CMAJ	
  2015	
  



Frailty	
  and	
  ICU	
  
•  Clinical	
  Frailty	
  Scale	
  
•  Worsened	
  outcomes	
  even	
  amer	
  

adjus<ng	
  for	
  other	
  indices	
  of	
  
severity	
  

•  Worsened	
  quality	
  of	
  life	
  post	
  
discharge	
  

Bagshaw,	
  CMAJ	
  2013	
  



Frailty	
  Index	
  from	
  interRAI	
  AC	
  

•  FI-­‐AC	
  derived	
  from	
  56	
  poten<al	
  deficits	
  in	
  interRAI	
  AC	
  
•  Increased	
  linearly	
  with	
  age	
  
•  Each	
  0.1	
  increased	
  the	
  likelihood	
  of	
  inpa<ent	
  mortality	
  

twofold	
  (OR:	
  2.05	
  [95%	
  CI	
  1.70	
  –	
  2.48]).	
  

Hubbard,	
  BMC	
  Geriatrics	
  2015	
  



How	
  can	
  we	
  improve	
  outcomes…	
  

•  Minimiza<on	
  or	
  elimina<on	
  of	
  harm	
  
•  Improve	
  outcomes	
  from	
  frailty	
  itself	
  
•  Improve	
  healthcare	
  supports	
  or	
  health	
  
service	
  delivery	
  for	
  those	
  who	
  are	
  frail	
  



Lack	
  of	
  Evidence	
  
Clinicians, knowledge users and decision makers often face difficult decisions in treating the 
frail elderly  
 

•  Is health care intervention/technology effective in this 
population?  

•  Do individual patients/families prefer one kind of 
technology/ treatment/ care setting over another?   

•  Is the risk/benefit ratio similar to that of younger or fit 
patients?  

•  Is this treatment good value for money?  
•  Is escalation of acute care interventions warranted? 
•  When/how should palliative care interventions be 

instituted? 
•  What is the most appropriate setting for care? 
•  How does ACP/EOL care planning fit it? 
 



The	
  problem	
  
•  The frail, the elderly, and those with significant comorbidities 

routinely excluded from randomized trials 
•  Similar risks/benefits? 
•  Applicability or generalizability of evidence? 
 



Generaliza<on	
  to	
  the	
  frail	
  elderly…	
  
•  Treatments	
  generalized	
  to	
  the	
  frail	
  elderly	
  

–  May	
  not	
  be	
  effec<ve	
  and	
  result	
  in	
  harm	
  or	
  wasted	
  healthcare	
  resources	
  
–  May	
  have	
  been	
  shown	
  to	
  be	
  not	
  effec<ve	
  in	
  non-­‐frail	
  popula<ons	
  but	
  

actually	
  be	
  effec<ve	
  in	
  those	
  who	
  are	
  frail	
  

•  In	
  the	
  absence	
  of	
  evidence	
  aggressive	
  and	
  expensive	
  technologies	
  are	
  omen	
  
over	
  used	
  without	
  improvement	
  in	
  outcomes,	
  causing	
  undue	
  suffering	
  and	
  
wasted	
  health	
  care	
  resources.	
  

•  Escala<on	
  may	
  not	
  be	
  wanted	
  
May	
  



We	
  can	
  do	
  be^er…	
  
	
  



Frailty	
  Trials	
  (clintrials.gov)	
  

109	
  Trials	
  
•  75	
  Interven<onal	
  
•  47	
  Randomized	
  
•  4	
  interRAI	
  
	
  	
  

61,130	
  Open	
  Studies	
  
•  46,000	
  interven<onal	
  

	
  	
  

ALL	
  TRIALS	
   FRAILTY	
  TRIALS	
  



Therapeu<c	
  interven<ons	
  for	
  frailty…	
  

•  38	
  RCTs	
  reported	
  
•  Most	
  were	
  small	
  (1	
  >	
  1000	
  pts)	
  
•  Outcomes	
  varied:	
  

–  Change	
  in	
  frailty	
  scale,	
  mobility,	
  
strength,	
  weight,	
  gait	
  speed,	
  
insulin	
  resistance,	
  muscle	
  mass	
  



Therapeu<c	
  interven<ons	
  for	
  frailty…	
  



Clinical	
  aspects	
  -­‐	
  conclusion	
  

•  Frailty	
  associated	
  with	
  worsened	
  outcomes	
  
•  Li^le	
  evidence	
  to	
  guide	
  care	
  
•  High	
  need	
  for	
  more	
  interven<onal	
  trials	
  

•  System	
  organiza<on/health	
  care	
  supports	
  
•  Interven<ons	
  for	
  frailty	
  
•  Reduc<on	
  of	
  adverse	
  events	
  
•  Be^er	
  EOL	
  care/ACP	
  



What	
  is	
  the	
  right	
  outcome…	
  

•  Measures	
  of	
  Frailty	
  
•  Pa<ent	
  centered	
  outcomes	
  

– Morbidity,	
  Mortality,	
  QOL	
  Measures	
  

•  Health	
  system	
  Outcomes	
  
– U<liza<on,	
  health	
  resource	
  consump<on	
  



What	
  is	
  the	
  right	
  outcome…	
  frailty	
  measures	
  

•  20	
  poten<al	
  instruments	
  
•  Conclusion:	
  	
  

–  Frailty	
  index	
  the	
  most	
  promising	
  
•  Con,nuous	
  scoring	
  system	
  
•  Influence	
  of	
  non-­‐changeable	
  items	
  in	
  index	
  
•  Clinometric	
  proper,es	
  need	
  to	
  be	
  studied	
  further	
  



What	
  is	
  the	
  right	
  outcome…	
  
•  Survey	
  of	
  elderly	
  ci<zens	
  ranking	
  poten<al	
  outcomes	
  for	
  

cri<cal	
  studies	
  
–  Highest	
  ranking	
  or	
  most	
  important	
  

•  Permanent	
  neurological	
  dysfunc<on	
  
•  Quality	
  of	
  Life	
  
•  Long	
  term	
  disability	
  requiring	
  ins<tu<onal	
  care	
  

–  Lowest	
  ranking	
  or	
  least	
  important	
  outcomes	
  
•  Dura<on	
  of	
  hospitaliza<on	
  
•  Mortality	
  
•  Delirium	
  

Muscedere	
  et	
  al,	
  ESICM	
  2015	
  



Ci<zen	
  engagement	
  in	
  research…	
  
•  Guide	
  research	
  priori<es	
  

•  James	
  Lind	
  Process	
  

•  Conduct	
  of	
  Research	
  
– Steering	
  commi^ees,	
  	
  
–  Interpreta<on	
  of	
  results,	
  communica<on	
  

•  Implementa<on	
  
– Outreach	
  to	
  the	
  public	
  



Frailty	
  screening	
  
•  Early	
  iden<fica<on	
  of	
  frailty	
  with	
  the	
  ins<tu<on	
  of	
  appropriate	
  

care	
  plans	
  is	
  paramount.	
  	
  
•  Frailty	
  screening:	
  

–  Mass	
  screening	
  (wholescale	
  screening	
  of	
  large	
  popula<ons)	
  to	
  
case	
  finding	
  or	
  opportunis<c	
  screening	
  (screening	
  of	
  popula<ons	
  
who	
  consult	
  health	
  services	
  for	
  another	
  purpose).	
  	
  	
  	
  

–  Case	
  finding	
  can	
  systema<cally	
  or	
  opportunis<cally	
  iden<fy	
  
individuals	
  from	
  a	
  larger	
  popula<on	
  for	
  a	
  specific	
  purpose	
  (e.g.	
  
comprehensive	
  geriatric	
  assessment).	
  	
  	
  

–  Although	
  mass	
  screening	
  has	
  been	
  advocated	
  by	
  some	
  
organiza<ons,	
  it	
  remains	
  controversial;	
  	
  	
  	
  

•  Bri<sh	
  Geriatrics	
  Society	
  advocate	
  for	
  case	
  finding	
  or	
  opportunis<c	
  
screening.	
  	
  





Fe
de

ra
l	
  

Conclusion…	
  

To	
  address	
  frailty	
  in	
  the	
  Canadian	
  Health	
  Care	
  system,	
  we	
  need	
  a	
  
mul<-­‐pronged	
  approach	
  including	
  increasing	
  its	
  recogni<on,	
  
increasing	
  the	
  evidence	
  for	
  its	
  treatment	
  and	
  mul<-­‐ins<tu<on,	
  mul<-­‐
jurisdic<onal	
  efforts	
  including	
  breaking	
  down	
  silos	
  in	
  the	
  system	
  



Ques<ons?	
  


