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Choosing Wisely for frail residents of long-term care homes:
Six recommendations

esidents of our long-term care
R homes are remarkable peo-

ple. They have marched with
Tommy Douglas, piloted Lancaster
bombers in the Second World War,
raised children and grandchildren.
Now their race is run, and too frail to
remain at home they’ve entered long-
term care. Most are close to the end
of their days, and the average length
of stay in a care home is now 18 to 21
months.

We take the approach that these
heroes and patriarchs deserve com-
fort care and should not be subjected
to the intensive medical interventions
that may be appropriate for the rest of
the population, including older adults
who are not at the frail stage. This
approach is also called the palliative
approach to care of the frail elderly.

Care for the frail elderly in care
homes is an evidence-free zone. Fol-
lowing existing guidelines may be
downright harmful and disturbing to
the residents’ comfort and peace. The
Long Term Care Medical Directors
Association of Canada (LTCMDAC)
was therefore approached by Choos-
ing Wisely Canada to develop recom-
mendations for the care of frail elderly
residents for use by colleagues, care-
givers, patients, and family members.

How the recommendations
were developed

A working group made up of two LT-
CMDAC physician volunteers and a
patient champion was struck to de-
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velop draft recommendations that
were valid and relevant for our health
care system. To begin, the work-
ing group reviewed the American
Medical Association’s and Canadian
Geriatric Society’s lists of recommen-
dations; however, those lists were not
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specific to the frail elderly in residen-
tial care. Using their experience, in an
iterative process and in dialogue with
Choosing Wisely Canada, the work-
ing group drafted recommendations
and circulated them to the board mem-
bers of the LTCMDAC for feedback.
The proposed recommendations were
then submitted to and accepted by
Choosing Wisely Canada.

The resulting

recommendations

1. Don’t send the frail resident of
a nursing home to the hospital
unless their urgent comfort and
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medical needs cannot be met in
their care home.

Transfers to hospital for assess-
ment and treatment of a change in
condition have become custom-
ary; however, they are of uncertain
benefit, and may result in increased
morbidity.'

. Don’t use antipsychotics as a first

choice to treat behavioral and
psychological symptoms of de-
mentia.

People with dementia can some-
times be disruptive, behave ag-
gressively, and resist personal care.
There is often a reason for this
behavior and identifying and ad-
dressing the causes can make drug
treatment unnecessary.’

3. Don’t do a urine dip or urine cul-

ture unless there are clear signs
and symptoms of a urinary tract
infection (UTI).

Unless there are UTI symptoms,
such as urinary discomfort, abdom-
inal/back pain, frequency, urgency,
or fever, testing should not be done.
Testing often shows bacteria in the
urine, with as many as 50% of those
tested showing bacteria present in
the absence of localizing symp-
toms to the genitourinary tract.?

. Don’t insert a feeding tube in in-

dividuals with advanced demen-
tia. Instead, assist the resident to
eat.

Inserting a feeding tube does not
prolong or improve quality of life
in patients with advanced demen-
tia. If the resident has been declin-
ing in health with recurrent and
progressive illnesses, they may be
nearing the end of their life and
will not benefit from feeding tube
placement.*

. Don’t continue or add long-term

medications unless there is an



appropriate indication and a
reasonable expectation of ben-
efit in the individual patient.
Long-term medications should be
discontinued if they are no lon-
ger needed (e.g., heartburn drugs,
antihypertensives), as they can re-
duce the resident’s quality of life
while having little value for a frail
elder with limited life expectancy.’
6. Don’t order screening or routine
chronic disease testing just be-
cause a blood draw is being done.
Unless treatment can be given that
would add to quality of life, don’t
do these tests. What is considered
routine testing may lead to harm-
ful overtreatment in frail residents
nearing the end of their life.®
—Ralph Jones, MD
Geriatrics and Palliative Care
Committee
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CPD through the College Library

ollege of Physicians and Sur-

geons of BC Library servic-

es and resources are eligible
for continuing professional devel-
opment credits through the Royal
College of Physicians and Surgeons
of Canada (RCPSC) Maintenance of
Certification Program (Mainport sys-
tem) or the College of Family Physi-
cians of Canada (CFPC) Mainpro+
system.

Many of the online resources
on the College Library website are
eligible for American Medical As-
sociation Physician’s Recognition
Award credits, which are recipro-
cally accepted by the CFPC and
RCPSC. These include point-of-care
tools such as ClinicalKey and BMJ
Best Practice, both available at www
.cpsbc.ca/library/search-materials/
point-of-care-drug-tools. For ex-
ample, CFPC members are eligible
to receive up to 20 Mainpro+ self-
learning credits for using BM.J Best
Practice. Users may create a person-
al account in ClinicalKey and BMJ
Best Practice for automatic activity
tracking and generation of certifi-
cates for reporting to the Mainport
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or Mainpro+ systems.

Physicians are also eligible to
receive credits for reading journals,
under RCPSC’s Section 2 and as a
noncertified self-learning activity in
Mainpro+. Registrants can access
thousands of journals from the Col-
lege website for free and request up
to 200 articles from the library staff
each year at no cost.

Registrants requesting litera-
ture searches that apply to clinical
practice are eligible for step 2 of a
CFPC Pearls exercise and can apply
the activity toward a Royal College
personal-learning project. Physi-
cians may request unlimited litera-
ture searches, which are delivered
as bibliographies containing links to
full-text articles with a selection of
highly relevant articles attached.

College Library workshops on
effective approaches to locating
medical evidence are also accredit-
ed. For example, the 4-hour Finding
Medical Evidence workshop is cur-
rently eligible for 3.5 M1 and Sec-
tion 1 Accredited Group Learning
Activity credits. Reflective learn-
ing elements that will increase those
credits are planned for later in 2017.

For more details, visit www.cps
be.ca/library/cpd.

—Karen MacDonell, PhD, MLIS
Director, Library Services
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