
It’s time to change the way 
care is provided in hospital 
for older adults with frailty 

Why senior friendly care (sfCare) is important for your hospital
Hospitals are now addressing backlogs of elective
surgeries and medical admissions for older adults with
conditions that were exacerbated during the COVID-19
pandemic. Along with ensuring equitable access to care,
optimizing patient flow will be especially important at this
time.

Preventing hospital-acquired harm and disability in older
adults will be key to reducing lengths of stay (LOS) and
alternate levels of care (ALC), and will require the
restoration of senior friendly principles as part of the
new normal.

This document is intended to guide hospital leaders in the
steps they need to take to embed sfCare within their
organization.

sfCare is preventive and 
proactive  care for the 
unique needs of older 
adults. 
It is not an add-on to care; it is 
essential care that should be 
provided at all times, including and 
especially during a pandemic. It can 
mean the difference between an 
older adult with frailty being 
discharged home quickly after an 
acute illness or suffering from 
hospital-acquired harm which 
results in a designation of ALC and 
long-term care (LTC) placement.  

Compromised care has contributed to compromised patient flow 
pre- and post-pandemic
Long before the COVID-19 pandemic, many hospitals were over capacity and grappling with increased 
lengths of stay (LOS) and ALC numbers. The causes were often identified as capacity issues in other parts 
of the healthcare system, “not enough home care” and “not enough LTC beds”. However, hospitals were 
less likely to recognize how their care processes may have contributed to these issues. Functional decline 
and delirium have been widespread in hospitals and have been identified globally as concerns. Before 
COVID-19, up to 50% of older adults experienced functional decline during hospitalization that was 
largely independent of their presenting medical illness.1,2,3 
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In the COVID-19 pandemic to date, older adults have suffered disproportionately with increased 
mortality and morbidity. Many are now suffering from social isolation and deconditioning due to a lack of 
proactive and preventive care. Infection prevention and control (IPAC) measures such as: the restrictions 
on caregivers, family and volunteers; a decrease in face-to-face interactions with healthcare providers; 
frequent relocation of patients in hospital; and the wearing of personal protective equipment (PPE) 
contributed to an increase risk of preventable complications for older adults such as delirium and 
deconditioning when senior friendly approaches were compromised. Globally, clinicians are reporting a 
rise in delirium of up to 70% because of Covid-19.4

Evidence supports sfCare
Evidence shows that prioritizing senior friendly processes of care such as delirium prevention and early 
mobilization prevents hospital-acquired harm.  Not doing so directly contributes to LOS and ALC.

Mobilization – A lack of mobilization can lead to hospital-acquired harm for older adults which can 
result in poor outcomes including mortality, yet many hospitals do not hold providers accountable for 
mobilization. This is in your power to change.

Older hospitalized patients spend most of their time (up to 83%) lying in bed even when they are able 
to walk independently.5 Many hospitals do not prioritize mobilization as an integral part of care, despite 
the evidence of increased risks of morbidity and mortality associated with deconditioning. Mobilization 
should have the structure of accountability associated with other care processes, such as medication 
administration. Lack of mobilization and its resulting complications should be recognized as a hospital-
acquired harm. 

Actively facilitating mobilization by encouraging activities of daily living, physical activity, and self-care 
has proven to be effective in preventing avoidable functional decline in hospitalized older people.6

Positive outcomes of multi-component interventions studied in academic and community hospitals 
include improved performance of ADLs, improved patient and provider satisfaction, decreased length of 
stay, decreased rates of discharge to long-term care homes, and lower overall hospital costs7-10
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Delirium – Delirium is a preventable medical emergency which leads to increased risk of morbidity 
and mortality, yet many hospitals do not have reliable and consistent prevention measures in place. 
Delirium is hospital-acquired harm. This is in your power to change.

Delirium is common in older adults - up to 75% of older adults experience delirium after acute illness or 
surgery11, yet data in many hospitals are limited due to delirium being underdiagnosed or misdiagnosed 
as a result of limited staff knowledge.12,13 Many hospitals have not prioritized delirium screening and 
prevention as an integral part of care despite the evidence of increased risks of morbidity and mortality. 

Unmanaged delirium can lead to dire consequences including functional decline, long-term cognitive 
deterioration, post-operative complications, increased LOS, increased need for admission to LTC, 
increased health care costs and increased mortality.14-18 All high-risk patients, including adults over 65, 
should receive evidence-based multicomponent delirium prevention strategies delivered by an inter-
professional team.19,20
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6 recommendations for hospital senior leaders
Now is the right time to seize the opportunity to re-imagine and purposefully re-design healthcare systems 
with sfCare firmly embedded in it.  Implementation of sfCare leads to improved patient quality of care and 
outcomes, and reduction in LOS and ALC. 

Acknowledge functional decline and delirium as preventable harms. Identify opportunities to 
prevent functional decline and delirium that are under your direct control. This includes basic and 
essential care delivered by hospital staff, and restoration of quality care where it has been or is at 
risk of being compromised due to IPAC measures.

Endorse and support sfCare as an organizational priority by creating culture change and 
accountability. At the hospital executive level, establish sfCare leadership to guide and implement 
change. Empower and enable your clinical champions. In the Toronto region, you may have one or 
more representatives who participate in the Toronto Academic Health Science Network (TAHSN)-
Regional Geriatric Program of Toronto Senior Friendly Community of Practice. 
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Build capacity for all staff and volunteers so that they are proficient in the provision of sfCare, 
especially around mobilization and delirium prevention. Provision of care for older patients in a 
hospital setting is often characterized by inadequate knowledge and awareness of special geriatric 
needs, and often the knowledge is not integrated into the daily practice of the healthcare team.5

Resources: sfCare Learning Series (ready-to-use training modules for clinicians and non-clinical 
care providers) and RGP’s COVID-19 resources. (ready-to-use tools for sfCare in a pandemic).

Engage older adults and caregivers as partners. Provide information on mobilization and delirium 
prevention to support older adults and caregivers as active partners in the prevention of functional 
decline. Resources: sfCare Learning Series , RGP’s COVID-19 resources (ready-to-use education 
materials for clinicians to share with older adults and caregivers) and  Senior Friendly 7 Toolkit.

03

04

Safeguard decision-making processes from ageism. Include someone with expertise in sfCare 
when decisions are made around access to care during the reopening phases and when 
implementing new IPAC policies such as those regarding visitors. Leverage your sfCare leaders to 
apply a senior friendly lens to IPAC policy changes and to ensure that counter measures are put in 
place where possible in order to mitigate unintended harm.
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Use sfCare to optimize the patient journey. What happens to an older patient in hospital has a 
pivotal impact on their outcomes and their healthcare journey. Now is the time to amplify delivery 
of sfCare across the continuum and ensure that it becomes part of the new normal. Whether in 
Ontario Health Teams  or other integrated care approaches, all organizations need to collaborate 
on sfCare. Resources: Getting Started with sfCare Roadmap .
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https://www.rgptoronto.ca/resources/senior-friendly-care-learning-series/
https://www.rgptoronto.ca/resources/covid-19/
https://www.rgptoronto.ca/resources/senior-friendly-care-learning-series/
https://www.rgptoronto.ca/resources/covid-19/
https://www.rgptoronto.ca/wp-content/uploads/2018/04/SF7-Toolkit.pdf
https://www.rgptoronto.ca/resources/getting-started-with-senior-friendly-care/
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