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Background
The American Geriatrics Society
(AGS) believes that Assisted Living
Facilities (ALF) can offer seniors an
environment that could enhance
their health status over other possi-
ble living arrangements. This Posi-
tion Statement is to provide policy-
makers, administrators, health care
professionals, and consumers with
guidance for achieving optimum
outcomes with regards to ALFs.  

Positions
The following principles are essen-
tial to realizing the potential bene-
fits of ALFs.  

1. ALFs have a responsibility to
provide complete information to
prospective residents to assure that
an appropriate match is made be-
tween resident and facility.

Rationale: Consumers of ALFs

need to have detailed information re-
garding the services provided and
any associated costs. In contrast to
nursing facilities whose primary pay-
ors are the states through Medicaid,
ALF payors tend to be the residents
themselves. As a result, ALFs are
subject to less state and federal regu-
lation and are more affected by mar-
ket pressures. In order for con-
sumers to make optimal decisions,
ALFs need to disclose fully the serv-
ices provided, the limitations of their
facility, how much functional decline
they can handle effectively, and es-
pecially the criteria residents must
continue to meet to remain in the
ALF. In addition, the staffing levels
and expertise should be discussed
with all potential ALF residents. 
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2. Residents entering an ALF
should have a baseline evaluation,
completed within 30 days of their
admission, of their physical, med-
ical and psycho-social needs, and a
detailed review of all medications,
prescription, non-prescription,
herbal and other remedies, complet-
ed by a qualified, licensed practi-
tioner experienced in the care of
older adults. This culturally sensi-
tive evaluation should be the basis
for the development of a care plan
that indicates resident physical and
psycho-social needs along with resi-
dent preferences for treatment and
strategies for meeting identified
needs. This care plan should be
available to the resident and to the
ALF staff. The ALF should clearly 
indicate, preferably prior to admis-
sion, the specific elements of the
care plan that the ALF will meet
and is willing to accommodate as
well as the responsibility of the resi-
dent/family. 

Rationale: A resident’s move to
assisted living is a critical life
change event. This event offers a
special opportunity for a compre-
hensive review of the resident’s
health and social needs. This move
to an ALF often signals some med-
ical, cognitive or functional need
for the senior, which makes a
comprehensive assessment all the
more crucial at this transition of
care. It also offers the opportunity
to provide optimum interventions

AGS Position Statement
on Assisted Living
More seniors reside in assisted living facilities than

skilled nursing facilities this year; and this industry
growth likely will continue. The combination of this

trend and the lack of regulation overseeing this care setting
led the American Geriatrics Society to develop a position
statement on ALFs. This statement should serve as a resource
for residents, providers, and policymakers. It also offers a
foundation to ensure that facilities and the practitioners and
staff that work with them meet resident expectations and
provide adequate and appropriate resources. 

The position statement also is meant to guide the industry
from a hospitality to more of a medical focus. This is necessary
as consumers expect the ability to age in place and to have
their needs met and their safety protected as their acuity
increases and they become more frail. With this statement,
AGS hopes to help ensure that assisted living facilities are
willing and able to care for seniors as they age and their care
and support needs grow. 
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designed to maintain independ-
ence and prevent pre-existing con-
ditions from deteriorating. 

3. ALF staff should be knowl-
edgeable and skilled in carrying
out important components of geri-
atric care, including, but not limit-
ed to, safe medication administra-
tion, falls prevention, incontinence
care, communication techniques,
dementia care, skin care, and able
to recognize the changes that can
signal acute illness, delirium, and
depression.

Rationale: Staffing levels and ex-
pertise do vary between ALFs. In a
national study of ALFs, 40% reported
having full time registered nurse
staff, 55% had a registered nurse ei-
ther full or part time, and 71% had a
registered nurse or licensed practical
nurse on staff full or part time.
About half (52%) used outside agen-
cies to supply registered or licensed
practical nurses. Staff working on-
site should be sufficient in numbers
and experience to meet the on-
going needs of the residents at all
times. Staff should be knowledge-
able regarding safe medication ad-
ministration, falls prevention, incon-
tinence care, communication
techniques, dementia care, skin care,
and recognition of the changes that
can signal acute illness/delirium.
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4. A primary care provider (in-
cludes geriatric nurse practitioners
as well as physicians) experienced
in geriatrics care should be avail-
able within each ALF to help direct
staff in optimizing outcomes for
each resident.

Rationale: The benefit of clinical

leadership within LTC facilities was
noted in 1978 in JAGS and later
supported by a 1993 AGS position
statement on the Physician’s Role in
the Long-Term Care Facility, which
illustrated the importance of this in-
volvement. This benefit is true in all
long-term care facilities, including
ALFs, extended care units, skilled
nursing facilities, intermediate care
facilities, and residential units car-
ing for frail residents. More recently
the work of the Assisted Living
Workgroup highlighted the link be-
tween these clinical services and
outcome for ALF residents.
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5. ALFs need to become aligned
with other facilities, providers and
systems of care to produce opti-
mum outcomes for seniors.

Rationale: A comprehensive
system of care is able to ac-
commodate seniors with varied
needs as they traverse through
different levels of health and
function in their aging lifetime.
Key to coordination of care is
communication at each transition
of care.
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6. ALF resources need to be with-
in the reach of those living in rural
and low-income communities. 

Rationale: The lack of non-
institutional, long-term care
services in many rural areas may
explain why residents of nursing
homes in rural areas tend to be
younger and less disabled than
their urban counterparts. Part of
this can be accomplished with
continued funding of the 1915[c]
Home and Community Based
Services waiver program to
provide needed services. The
1915[c] Home and Community
Based Services waiver is the
primary Medicaid funding vehicle
for low-income persons requiring
assisted living services.
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The Subtext of the AGS Assisted Living Facilities 
Position Statement: 
The Frail or Failing Older Adult 
Paula M. Podrazik, MD

The task set forth for the operators of assisted living facilities is
complicated and challenging. They must set up homes for aging
Americans who are used to personal independence but simul-
taneously are medically, cognitively, and functionally diverse.
While it may seem a monumental task to define and identify the
important components of the systems of care and support needed
for this heterogeneous population, the pivotal piece to establish-
ing systems of care at an ALF is the identification of the frail or
vulnerable elder. 

The importance of identifying the frail or failing older adult
cannot be overemphasized. In general terms, the aging population
is at greater risk for hospitalization, hospital readmission, need for
long term care, and mortality. But the ALF resident represents a
particularly large population of frail or potentially frail older adults.
More than half of ALF residents are 85 years old or older, 25%
have moderate to severe cognitive impairment, 51% require assis-
tance with bathing, 77% require medication assistance and 33%
are incontinent of urine according to one national study.1 This re-
current theme of advanced age and cognitive and physical func-
tional decline speaks to an operational definition of frailty, defines
the systems of screening and care that must be available and on-
going in an ALF, and helps ALF owners and operators define a cut-
off point of “too frail” for them to provide the type and quality of
care necessary for residents who require transfer to a nursing or
other facility.

But how do we define or identify failure to thrive in the aging
patient population? And what is a frail or vulnerable older adult?
One must first look at human aging and the components that
add to the heterogeneity of the process.

Human aging is a complex process that is affected by aging
physiology with decline in organ functioning, decline in functional
reserve, and the accumulation of multiple medical co-morbid con-
ditions and the medications designed to treat these conditions.
While decline in individual organ systems is a key part of aging, it
is not just this physiological functioning that is required for survival
but a mix of biological, psychological, and social functioning. 

A more comprehensive view of aging is represented in the
model of functional reserve. Activities of Daily Living (ADLs) and
Instrumental Activities of Daily Living (IADLs) are the most com-
mon measures of functional reserve and represent one important
measure of frailty in medical studies. The ability to bathe, dress,
transfer, toilet, and eat (ADLs) and ability to use the phone, travel,
shop, prepare meals, do housework, take medications, and man-
age money (IADLs) require more than physiological or organ
functioning and reserve to compensate for a stressor such as an
illness. The ADLs and IADLs require a certain level of biopsychoso-
cial functioning. It is with aging that reserve in all these areas may
decline. The screening of the older adult, therefore, needs to take
into account not just the medical co-morbidities, medications,
and degree of organ decline (including a cognitive screen) but al-
so evaluation of functional status (test of mobility, ADLs, and
IADLs) and a psychosocial screen. 

Attempts to define frailty have included defining frailty as a
clinical syndrome. One such epidemiological view by Fried and
colleagues defines the frail syndrome with three or more of the
following criteria: unintentional weight loss (10 pounds over the
past year), self-reported exhaustion, weakness (grip strength),
slow walking speed, and low physical activity.2 This definition ac-

tually may describe a more extreme end of failing often termed as
failure-to-thrive. This clinical syndrome definition is not inclusive
enough for the much larger numbers of potentially at-risk older
adults who are admitted to ALFs. 

Other definitions of frailty attempt to define a phenotype of
frailty. These definitions include older adults with baseline vulnera-
bility who have unstable or changing disabilities and are at higher
risk for adverse outcomes.3 This prototypical frail older adult then
would have the features of advanced age, multiple medical co-
morbidities, suspected cognitive or functional impairments, and
psychosocial issues. One could argue that age alone could be rea-
son enough for initiating a screen for frailty, considering the
strong association of functional decline with age. If difficulty with
ADLs occurs in approximately 26% of the population age 75-84
and in > 50% of the 85 and older population, using an age crite-
ria of 70-75 and older is a reasonable place to start a comprehen-
sive screening protocol to identify frailty in an ALF. 

The model screen for a complex frail or failing older adult is
the comprehensive geriatric assessment (CGA) used and studied
in both the outpatient and hospital settings.4,5 In addition to
screening for medical conditions and medication use as part of
the routine medical history, the CGA assesses cognition and func-
tional status (ADLs, IADLs). Screens for hearing and visual impair-
ments, depression, and mobility, as well as a detailed psychosocial
history, usually are included. 

Ongoing screening should occur at regular intervals and
when the ALF resident is failing. This failing may be in the form of
unexplained weight loss, falls or balance problems, and/or confu-
sion. Any change or suspected change in cognitive or functional
status in an ALF resident would trigger such re-evaluation. One
comprehensive model of screening developed for use in an ALF is
the Maryland Assisted Living Functional Assessment (MALFA).6

This model for assessment ties into specific systems of care and
support determined by the plan of care established from the
(MALFA) assessment tool.

Finally, screening for frailty of the older adult at the point of
ALF admission and throughout the years that the resident contin-
ues to reside at a given ALF would be the recommended stan-
dard. It is only with the appropriate supports keyed into this 
fragile portion of the aging population that independence is
maintained, ensuring a better quality of life and forestalling the
need for nursing home placement 

Equally important is to recognize the failing elder who re-
quires more supports than a given ALF can provide. Setting up
policies addressing when it will be necessary to move residents to
higher care levels and explaining these to residents and families at
admission will minimize misunderstanding, frustration, and even
unnecessary litigation. Such policies also empower the ALF staff to
follow a set of guidelines to aid in the decision for increasing care
levels or transfers for the failing resident. 
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