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Paradigm Shift: From Hospital To Community

BHAFLRBeFi T g (L 2)FRLAATLE
Seminar 4 : Healthy Aging @ Community
Ak 4 HE T $#OEF
\y/ B5E
v g\ﬁiﬂiﬂﬂﬁgﬁ?fﬂ

Jockey Club Frailty Prevention Campaign*

Jockey Club CADENZA Hub
FHEmE®
Service Manager PRF% 532
|, Jenny Cheng (Nursing OfficerzE 2 &) | ||

% I | b ki
WY
f \ B/ '.t.r



5 i B i 5 B

%, e TiEEN A

—

= = Manage youwr own Healtir

&\ ~

What is “Frailty”? i+ A %_% X

Frailty is a clinically recognized state of increased vulnerat;ility. It
results from ageing associated with a decline in the body’s
physical and psychological reserves
FEI-AEF AL E D A REOME SRR N4 T RS
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Frailty may be divided into physical frailty represented by .
sarcopenia, and cognitive frailty, represented by some degree of
cognitive impairment (either the diagnosis of dementia or mild
cognitive impairment) & £ ek ¥ 2 5 PR % X (B vup ) e
SRR X (PRI R A E R R
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Physical Frailty Cognitive Frailty
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Mild Cognitive

Sarcopeniad® Vi

(Sarcopenia is the
degenerative loss of skeletal
muscle mass (0.5-1% loss per
year after the age of 50)
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(Mild cognitive impairment
(MCI) is an intermediate stage

decline of normal aging)

between the expected cognitive
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https://en.wikipedia.org/wiki/Skeletal_muscle
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Living with frailty
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Increased risk of
adverse outcomes
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Historical perspectives

Geriatric medicine as a specialty has a fairly short history, its
establishment esting on the efforts of prominent UK doctors
imitially. The come of periatric medicine is the multi-domain
approach that covers physical, functional, psychological,
ml:m:louul and social domains versus the system approach,

Frailty research and its impact

To date, the body of research has established that frailty
mepresents a phenoty pe that is increasingly prevalent among
older people (25% of B5+ years); that predicts many advers
outcomes better than individual indicators; that is not dis-
ahJ]le or multi-morbidity, but closely relaed; that has &

by the ive geriatric The
dizsemination of this specialty to other countries depended
much on continuing advocacy by doctors who received
training from established geriatric departments and then
incorporating the specialty into the training curriculum and
service delivery models of their own countries. Such efforts
have varying degrees of success, and the specialty has sel
dom achieved the same status as other organ-based specialty
such as cardiology or gastroenterology, being reflected by
fewer (and declining ) number of trainees. Meither has this
-4 approach been adopted widely in the primary care setting
[1]. Worldwide there ar various reasons for this such as:
the observations that there are nothing special and everyone
looks after elderly punenls all.mmmls Lo specialties involy
ing du megative images
of ageing and lower health care prioritizations; and lower
professional income or status. One major obstacle is that it
is difficult to explain the need for this specialty in 3 concise
way. The concept of frailty that has been developing in the

basis in multi-system dysregulation resulting in
failure of he iis, having the ics of complex
dynamic non-linear systems when stressed by exiemal fac-
tors; mdalsompmse'lmrgadmm symdrome whem screen-
ing, di and uptake
by health systems apply [2I Fralltyasanenntyfunnslln
topic of research from genomics [3), to *frailomics” [4], to
urban design [5].

Relevance to public health, health policy,
and clinical management

From the public health perspective, frailty may be used as an
indicator of service utilization [6], as well as an indicator of
whether populations are ageing well. An indicator of frailty
‘would be more relevant to ageing populations as an indica-
tor of ageing well, and indirectly the magnitude of health
and social care burden resulting from increasing numbers
of very old pecrple and represent an sdvancement over the

past 20 years B Imigue of ity to describe the
essence of periatric medicine in a concise, i and
measurahble way that can be understood by clinicians, health
managers, and policy makers.
2 Jean Woo

jeamwoomong @ cub adu bk
1 Medicine and Th s, Facal

of Medicine, The Chinese University of Hong Kong.

| | Sha Tin, Hong Kong

1 indi such as mortality (life span indicator
only) and disability. consequent to chronic diseases (dis-
ability only). Relevant public health statistics should include
trends in disability as well as frailty, to allow projections and
formulation of health and social came policies in response to

ion ageing [7-9]. The inclusion of frailty is i
a5 it caprums a volnerable state which may be prevented
through lifestyle i ion in mid-life, as
\wll as Tisk-factor modification that includes the physical
and social environment [5, 10].
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The Asia-Pacific Clinical Practice Guidelines for the

Management of Frailty

Journal of the American Medical Directors Association 2017;18:564-575

Strong recommendations were:

(1) use a validated measurement tool to identify frailty;

(2) prescribe physical activity with a resistance training component; and

(3) address poly pharmacy by reducing or de-prescribing any
inappropriate/superfluous medications.
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1%t phase (Baseline)
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April - July 2014
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Age group

, North/District 240
, Tai Po 300
m 65-69 ,
Yuen Long 1

- Shatin 232
AL, ~ Mun ’ ,
75+
’ TsingYi 1

’Kowloon 16

- N
e Aged 65+ (N = 816) il ¢

e M B 119 (14.6%)
o FZ214:: 697 (85.4%)

1%t phase (Baseline)
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~. Prevalence of frailty among those aged-65%* 2 4 E A

655% DA _ERYtE

Frailty status TZZARE

Frail
13%

Morley et al. J Nutr Health Aging 2012;16(7):601-8
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e About1lin8(12.5 %) of

community-dwelling population
aged 65+ were frail

5\ 65 L R E A
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Pre-frailty was also found to be
common

A M E S i

More than half (52.4%) of the

community-dwelling population

aged 65+ were pre-frail

i —FHY655% L _EAVEE A
(52.4% ) ERIEI=EE
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Frailty statusZ=E R0
18%

<

, North District 68

, Tai Po 72

M Pre-frailty Yuen Long 1 @ , o
M Frailty Mun
’ TsingYi 1
’ Kowloon'4
nd
P« Inclusion criteria _ 2"d phase (Follow-up) ® HKisland 6
for the 2" phase B _FREE (BRE)
5 BB AR o N =255
Aged 65+, pre-frail -
/ frail <+F gL E o M 554: 26 (10.2%)
WA | = o F 72714 229 (89.8%)
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The prevalence of fradtwncreased with age /it
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No. of chronic diseases and use of medications
were positively associated with frailty
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4.5 - 4.31
4 -
< 3.5 -
o
3 -
E
= 2.5 - M Pre-frail
0 r
€ 2 - M Frail
>
2 15 -
3 Age- and sex-adjusted. .
1 - p<0.01 (no. of diseases) .
O 5 P<0.01 (no. of drugs)
0 |
Number of diseases Number of drugs
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S5 Higher physical activity level was associated-_ e

with lower prevalence of frailty
REFE R FFRAHREF LS
40 - 37.8 37.8

: 24.4
-4
5 :f.ﬂ._?-:!ﬁ
Age- and sex-adjusted
p<0.05 :
0 -

<20 min/day  20-59 min/day > 1 hr/day

Physical activity level
EENE
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Prevalence of frailty (%)
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Sarcopenia and memory impairments were more

: : : Bl 24 AR E A
= prevalent in frail elderlycompared to pre-frail elﬁérw@wmm}%w
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B2 HREIORHFRB
100 -

90 -

84.4 86.7
80 -
e 60.5
60 -
20 M Pre-frail
e 31.9 M Frail
i - Age- and sex-adjusted,
g cemlsn)
10 -
O _

SARC-F > 4 #AE~ AMIC > 3 sSLlE=ER

Prevalence (%)

SARC-F questionnaire for sarcopenia (strength, assistance with walking, rise from a chair, climb stairs, and falls)

Malmstrom et al, JAMDA 2013;14(8):531-2 || U/ v o | \ o MR v
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AMIC, Abbreviated Memory inve-nt‘or,‘ylfq.,r_ the Chinese for subjlec;tlve memory problems and related cpmp;.la.m_lt% R o A Ddus
Lam et al. Int J Geriatr Psychiatry 2005;20(9):876-82 Vi AL A {1 ARYLN '
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Falls were more common in frail elderly compared to pre- frall elderly
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35.6
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Age- and sex-adjusted ._
p<0.05
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F-QEI elderly had higher ADL and IADL disability compéred %% = A
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pre-frail elderlyipt B+ & X5 gpend 1 » B3 X ehk Lenp ¥
ARFBEHFRIILPPFIEFEZFHRAPRE KT

70 -
60

60 -
~ 50 -
=
Y40 - |
S M Pre-frail
‘© - :
g 30 M Frail
(J]
a
5 20 -

Age- and sex-adjusted
10 - p<0.05 (ADL)
p<0.01 (IADL)
0 _
> 1 ADL disability > 1 IADL disability
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l%‘«DL,-modi.fied. Lawton Instrumental Activities of Daily Living scale . Total possible scores range from 0-12, with lower scores indicating increased dlsfa‘nhty." bl
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- Depressive symptoms.were more common in *
frail elderly compared to pre-frail elderly

BREEPA I ERR PP LG RS IRk

e TiEEN A

Manage youwr own Healti

35
30 - 28.9
—~ 25 -
S
320 -
= W Pre-frail
® 15 - .
E’ 11 M Frail
4% 10
Age- and sex-adjusted
5 | p<0.01
0 -

Depressive symptoms (GDS>8) & EiR

= Wi . . : illl . [ '. , , n | .
[ | |\ ’ g |l \ \f i“ 4 i | H

1 \
GDS, Gvenatric Depresslon Scéle (15 |tem) Toi;al possﬂ:ﬂe scores range from 0 15 wlth hlgher sgdres |hd|ca11|mg hlgher Jevel,s of dg”presSw’é P
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Frail elderly exhibited a higher risk for poor & ##8 24 & £ A
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self-rated health compared to pre-frail elderly
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50 -

44.4

5 b
o U1 O U
| | | |

M Pre-frail

18.6

M Frail

Prevalence (%)
= NN N W W
o U
| |

3 5 - ,.
Age- and sex-adjusted
10 - p<0.01
5 ¥ |
Poor self-rated health H=FEFEEGE
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15‘3014, about 1in 8 (12.5%) of community-dwelling W R AR T A

Manage youwr own Healti

population aged 65 and above had frailty
B2014E » & N LERLLESKR U IR TRACTE 5 TG - A BN RE(FEL F
12.5%)

Y

Pre-frailty was also found to be common, more than half (52.4%) of the

community dwelling population aged 65+ were pre-frail
FETYARE L ARQE- L5k 1 AR A T (52.4%) 5 R X )

The prevalence of frailty increased with age, with the rate of 5.1% for people

aged 65-69 and 16.8% for those aged 75 and above age group
FEFA FgEaSL A > d 6569k E#L e B 5.1% F 2 375k 2 U F 2L N
16.8% -~

Older age, number of chronic diseases, use of medication, physical activity,
sarcopenia, memory impairments, falls, ADL disability, IADL disability,
depressive symptoms and self-rated health were factors associated with frailty
F & ,&ﬂf }%mgtp ~ R Z&‘g{g_ N oI N £ U N )E'T%&"f‘*\ N ﬁffi. ~ P *ﬁlr' -}

| i
| i | I
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> Is frailtytreatable?
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Frailty is not an inevitable part of ageing ' o~ t‘y
*,
L

Physical frailty (sarcopenia) is reversible ,é?-

R R (3 o) LT e
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/ | \ ! H L{

|I || fi: {,rl f| { _,I ,I \" I.llII | il I
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Lee J et al. } Am Med Dir Assoc 2014;15(4):281-6 =
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Implications and recommendations

R &2k

Increase public’s awareness #% % = % B3 0 T E 38 ;
» Frailty is prevalent in older people
X AR R EDOFIR
»Older people living with frailty are at risk of

adverse outcomes
TREDEA T RBLGERT LREEL S

» Physical frailty (sarcopenia) is reversible
£ Fosg (0w ) AV 3 i e
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%> Identify frailty at early stage in all setting®
5 B IR X
»Provide training in frailty recognition to health
and social care professional
HEFEE AR S E AR X e
)l' ﬁ
»The FRAIL scale may be used by non-health care

professionals as a community screening tool for
frailty

FRAILscale™ T2 A+ % ér 4 1 £ ’iﬁgét%fl,%%
E X AR @A
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Frailty Screening
N=9,000
|

v
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lr gﬁgéﬂﬂﬁﬁﬁﬁgy
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N=3,591*

738 -1 N1 2
¥ Workshop

24% 23 =X
Mntensive Frailty
Prevention Program

N=720**

Anti-Frailty talk
N=3,000

L

R4 E
Health Kit
N=3,150***

J

*N= 40% from 9000pps

IR
Pre-Assessment

J"}i “—“I-

Post-Assesment

**N= 10ppsx 24 class x 3 centres
***N 35% from 9000pps

N'.,L. N“ kh Mwy

\vk \

,. di »\Il

Y

SRTE T
Evaluation

Intervention Manual

B Ep

_N=1,000 staff
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5-item FRAIL scale

e Fatigue
Tired all or most of the time during the past four weeks
118 50U B B RECE BVE R s

e Resistance
Difficulty walking up 10 steps without resting or aids

A TR EEBITT A ip Bl 20 B4 - R BE e R

e Ambulation
Difficulty walking several hundred yards alone without aids (500-600 m)

E25 BT -y B T 221 7500-600 KBS AL (R ME TS 7354) » R RiEHA R EE
¢ |linesses
5 or more illness

EREA ST, B

¢ Loss of weight

Weight loss > 5% within the past month \y/ ae5sE
FEE Rl H PJES T 5%E0 L ERYAGEE w %ﬁﬂgﬂﬁﬁﬁé’fﬂ

Morley et aI_. JNurt Health Aging 2012;16(7):601-8 i\
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ROFIA L AP LR EEI AP R XS IRAOTEEN o T HE S
fek P ¥ 2EY doim bk 2 48 % % X 503 % Tointroduce the
concept of Frailty to the public, the importance of frailty prevention,
what one can do in daily life to prevent or deteriorate frailty.

7 % % 44 & Health Kit for frailty prevention N=3,150

B 2 % 4eH 5 5-item FRAILscale:™ % 5 04 © ¥ &M R4 & > 5 7
FTHEEX M IER L~ REFS P ERSE R BRSNS,
health Kit combining knowledge of frailty ,lifestyle modification to help
frailty prevention and healthy ageing, will be delivered to people whose 5-
item FRAIL scale=0

\a/ =255
Wi ol B eIy,
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# % % 1 i¥3 (- &) Frailty Workshop(1 session)N=3,591

A class launched by personal trainer for pre-frail & frail people to help them improve

\/ —_

their health status and delay further deterloratlonaﬂL e HTFC SR X0 R kX
Fov 5ol BN KRFREE L EHS 0 s % Fh N R ERE o

\o/ ae5s
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[# % & " M FLIntensive frailty prevention program(IFPP)

o 24 % X DIHAFL,EFFS & 5 HP12% (31% * ) Each group of IFPP will last 24
sessions, two times per week for 12 weeks(3 months)

o EEPRSIL S L P B AR o) £ F o
Rld % § % R 4p 3% "2 S o Each session will last 2 hours, with one hour
Cardio-pulmonary and weight training exercises by personal trainer and one
hour brain training games.

© FhFUFFEARY A E PR B ERARE R

Participants must participate in research evaluations or focus groups before

and after classes by Chinese University of Hong Kong
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