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Chapter 1
Understanding
frailty and sarcopenia
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 What is healthy ageing?

* What is frailty?

* How to identify frailty?

* What is sarcopenia?

 How to diagnose sarcopenia?

* Interventions for frailty and sarcopenia



* Process of developing and maintaining functional ability that enables
well being of older age (WHO, 2020)



* The HIGHLIGHT ---- Focus on Functioning

ie. Interactions between individual (intrinsic capacity) and the
environment (including physical environment and supporting systems)

Image sourcefrom : https://www.futuregen.solutions/2016/08/16/the-shameful-case-of-elder-abuse-in-society/ &
https://thediplomat.com/2019/11/how-does-japans-aging-society-affect-its-economy/
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“Environment” depends societal factors and
is beyond scope of current module

Let’s focus on intrinsic capacity
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Intrinsic capacity and function

A-B: denotes impact of
environmental factors

C-D: higher baseline level
allows more reserve to
lose before requiring
assistance

Functional level

E

3¢ X 3K XK KK XX XK XK X K K XK XK X XK KK XX B E: Accelerated decline
because unfavourable
A lifestyle or disease state
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Dependency

Adulthood Age F: restoration / reversal
attempts
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Modifiable factors Non-modifiable factors

* Healthy dieting and good * Genetic composition
nutrition (cross ref to Chapter 2)

* Regular exercise / physical activities ,
(cross ref to Chapter 3) * Chronological age

* Maintain mental health

* Disease prevention / good disease
control

* Active life engagement with others
and society

* Sex



From Healthy Ageing
to Frailty
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Convention scientific approach
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* Individual system

* Individual disease

* One man, one disease model

* Linear model (A = B)

* Individual disease management
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* No tissue /systemis free from
ageing (though varies between
individual, and among organs of
same individual)

* With age, increase in multi-system
(instead of single disease / system)
involvement leading to =2 function
limitation

© 2022 Jockey Club CADENZA e-Tools for Elder Care.
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* Proper functioning (remember: WHO defines
health in term of functioning) depends on
multiple systems interacting together

* A person may have reduced exercise capacity
because of heart problem, lung problem,
joint problem, muscle problem, mood
problem, or any combinations of each of the
problems in variable degree

* Convention single disease model has great
limitation in older adults
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e Caloric Restriction in mice * Measurement on number of
* Extended life span by 50% dysfunctions (irrespective of
* Die without apparent diseases which) predictive of death



Observations in human being
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* Physique and bodily function among individuals vary with age

* Many a time, multiple components of which each alone with little impact,
contribute to the impairment

 More commonly observe in older adults, yet not exclusive (l.e. above can be
observed in younger population)

=>» (development of)



Frailty Syndrome

A clinical state of increased vulnerability,

resulting from ageing associated decline in reserve (intrinsic
capacity) and function

across multiple physiological systems such that

the ability to cope with everyday or acute stressors is
compromised

(Xue, 2011)




* Phenotypic frailty (Fried et al., 2001)
* Unintentional weight loss
* Self reported exhaustion
* Weakness (Grip strength)
* Slow walking speed
* Low physical activity

e Culminative deficits (Rockwood & Mitnitski, 2007)
 Deficit accumulation of multiple etiologies
* Reduced reserved (intrinsic capacity)
* Increased vulnerability to stress



Ageing and Frailty

swVili il

N4
$
. . . (&)
* Multi- dimensional aspect of health &
A
Q%

 Gradual decline over time

* High intrinsic capacity / resilience

Experience

=>» protect from frailty perier
of frailty

=» healthy aging
* Any breakdown

=>» accelerated decline and dependency
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Key conceptsin Frailty
(multiple physiological systems)

PHYSICAL DIMENSION

Physical health
Unintentional weight loss

* Though it may manifest as a physical dimension
(e.g. walking problems), underlying issues are
multi-dimension and can go across cognitive and
social dimension

Walking problems

Balance problems

Poor hearing

Poor vision
Low hand strength
Physical tiredness

PSYCHOLOGICAL DIMENSION * Forresearch purposes, some authors would like
HmblE ey to classify Frailty into

Feeling down

Feeling nervous or anxious ° P hyS|Ca I fra | Ity
Problems with copin

* Cognitive frailty
 Social frailty

SOCIAL DIMENSION

Living alone

Lack of people around
Lack of people’s support

(Let’s focus on healthcare related aspects of frailty)

image solurcefrom : https://www.researchgate.net/figure/figl 318351153

FRAILTY
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Key Concepts (declinein reserve)

Continuum of Frailty * A decline in intrinsic capacity

(reserve) over time (see previous
Clinically Slide 10)

Frail,
Disability

Clinic‘ally
. Dis:l;‘iaI::‘y+¢ . .
N * Implication
‘ Clinically

i * There exists “sub-clinical” (“Pre-
frail”) with diminishing reserve yet
not manifested

=>» allow window time to detect and
Death reverse

Clinically
Resilient, Slow
Recovery

Robust

Pre Frail/ Sub-Clinical

Early Frail

Later Frail

Severe Frailty

Image sourcefrom : https://link.springer.com/chapter/10.1007/978-981-13-8938-2 1
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* Although frailty will ultimately
set in (unless one dies early), it
can be delayed with healthy

ageing activities till very old
(see previous slide 7)

* Biological age is more important
than chronologic age

Peak body function (%)

Image sourcefrom : https://vee-uye.com/



* |t is associated with adverse outcome
* Slower recovery rate

: * May not recover to as before
Robust (non-frail - Frailperson . Excess mortality

episode of episode of
iliness or injury

iliness or injury

* Precipitation of geriatric syndrome
e Delirium
* Falls
* Failure to thrive

T failty threshold * Immobility, not coping / dependency

* Importance on early identification for
* Preventing complications
e Optimize management plan
(to be discussed later)

Image sourcefrom : https://vee-uye.com/
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Key concept in Frailty
(frailty and functioning)

Frailty as “A clinical state of .... decline in
reserve and function across multiple
physiological systems ....”

NOT to be confused with

e Disability / limitation in self care
e Sarcopenia (loss of musele andless.ef.function) (to be discussed later)



Disability and Frailty

.... IMagine two persons
who cannot walk without aids

e Baseline: independent
e Road traffic accident with below knee amputation (BKA)
e Disability in ambulation: Walks with prothesis or hop with elbow crutches

e Baseline: osteoarthritis right knee, used to walk slowly

e Now has a cerebrovascular accident with right side lower limb power 4/5
e Sustain fracture hip during acute CVA with leg length discrepancy

e Disability in ambulation: walks with frame

Both cannot walk without aids (similar disability)

o Are the mechanisms leading to the’disability $imilar® ™ =



Disability and Frailty...

.

e |s NOT frail though loss of ambulation (self care limitation, disability)
because of single factor involvement (loss of leg as support)

e For each of the risk factor alone (OA knee, CVA, leg length discrepancy),
B may still manage to walk with compensatory mechanism

e Yet, the multiple little impairment in each aspect contribute to the
inability to walk (ie. loss of reciprocal compensation)

e B has frailty because lack of reserve and function across multiple
physiological system

© 2022 Jockey Club CADENZA e-Tools for Elder Care.



Key Concepts (frailty # disabilities)

Frailty

eImpairments in multiple
systems that lead to a
decline in homeostatic

reserve and resiliency

There are overlaps between

disability and frailty,
yet they are NOT the same

Co-morbidity Disability
eDifficulty or
dependency in daily
living (ADL/IADL)

*Two or more
medical conditions

© 2022 Jockey Club CADENZA e-Tools for Elder Care.




* Depends on criteria, setting and
groups of subjects chosen

e | 7074 | 575 | overall

US 5.9% Silbue 50% 48.1%  254%  35.1%
([ )
| 270 Prefrail  44.9%  44.2%  57.8%  52.4%
(Friedetal., 2012)

. .o . 1 (o) (0] () ()

Robust=FRAILscore O, Prefrail = FRAILscore 1-2 Frail = FRAIL score 3-5

° H on g KO N g 1 2 ) 5% ZijgloL th'(zr;.e, 1‘200§J5e)discussed atlater slides
(Woo etal., 2015)
* Singapore 6%

(Chongetal., 2017)
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Screening for frailty — Whoand How?
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* Multiple Screening tools — some
examples
* Frailty phenotype (rrieq)
* Frailty Index (rockwood)
* Clinical Frailty Scale (rockwood)
e “FRAIL” scale moley)
* Edmonton Frail Scale (roifson)
* Tilburg frailty indicator (Gosbens)

© 2022 Jockey Club CADENZA e-Tools for Elder Care.



Frailty phenotype riedetat., 2001

Week grip strength

Cut off points for grip strength of the dominant hand is as
following,

=17 kg for BMI =23

=17.3 kg for BMI 23 < BMI 26
=18 kg for BMI 26 < BMI 29
=21 kg for BMI > 29

Slow gait speed

The subject could use a walking aid, but not the aid of another
person.

Walking 4m (speed) in:
=0.65 m/s for height =159cm
=0.76 m/s for height > 159 cm

Low physical activity
level

Global Physical Activity Questionnaire (GPAQ) according to
WHO (2012) recommendation was used to determine the
physical activity level.

Self-reported exhaustion

Indicative positive response of any one out of three questions.

a. Felt unusually tired in the previous month? (low energy level
< 3 {on of scale of 0-10})

b. Felt unusually weak in the previous month?
c. Had an unusually low energy level?

(For b. and c., most or all the time {where, rarely [ < 1day], some
or little of the time [1-2 days], most of the time [3-4 days] and all
the time})

Low weight

%f“ﬂz%%&éy%&%ﬂtﬁzﬁéh&h w5 etheclowest category WHO BMI
classi

1cation.




Based on accumulation of deficits model
FI = Number of deficit

Total number of item

ltems measured
* At least 30-40 items

Criteria for items to be included
* Associated with health
* In general, the deficit should increase with age
* Deficit should not be saturated too early
* Cover a range of conditions

Can be symptom (e.g. easy fatigue), sign, laboratory
result (e.g. DM), disability (e.g. manage finance) ,
disease (e.g. CVA)



3 - ey e - &

Clinical Frailtv Scal

7 Severely Frail - Completely dependent for
personal care, from whatever cause (physical or

Clinical Frailty Scale™

| Very Fit — People who are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2  Well - People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally.

3 Managing Well — People whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable —While not dependent on others for
daily help, often symptoms limit activities. A common
complaint is being “slowed up", and/or being tired
during the day.

5 Mildly Frail — These people often have more
evident slowing, and need help in high order IADLs
(finances, transportation, heavy housework, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outside alone, meal preparation
and housework.

6 Moderately Frail — People need help with all
outside activities and with keeping house. Inside, they
often have problems with stairs and need help with

bathing and might need minimal assistagcez2iRgkey Club CADENZA e- nglg forEidenGareiix .

standby) with d| essing.

(Rockwood et al., 2005)

cognitive). Even so, they seem stable and not at
high risk of dying (within ~ 6 months).

8 Very Severely Frail - Completely dependent,
approaching the end of life. Typically, they could

I not recover even from a minor illness.

category applies to people with a life expectancy
<6 months, who are not otherwise evidently frail.

! 9.Terminally lll - Approaching the end of life. This

Scoring frailty in people with dementia

The degree of frailty corresponds to the degree of dementia.
Common symptoms in mild dementia include forgetting the
details of a recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memory is very impaired, even
though they seemingly can remember their past life events well.
They can do personal care with prompting.

In severe dementia, they cannot do personal care without help.

* |. Canadian Study on Health & Aging, Revised 2008.
2. K. Rockwood et al. A global clinical measure of fitness and
frailty in elderly people, CMA| 2005;173:489-495.

Geriatric Medicine DALHOUSIE
UNIVERSITY
Inspiring Minds

© 2009. Version 1.2_EN. All rights reserved,

ada. Permission granted

opy for research and educational purposes D|/



CFS |n praCtlce (Chongetal., 2021)

FRAILTY QUESTIONNAIRE CLINICAL FRAILTY SCALE

For each question, please select gl of the options that apply to you. Quitk guide to wcoring the CFS after completion of questionnaire

Two weeks BEFORE your current illness...

CLINICAL FRAILTY
Q1. Did you need help with any of the following personal care? QUESTIONS SCALE

1) ' |m\\ %
L .
i*' “ — o austiced —  CFS 7-8
Ouurgthetoiet D Getting dressed O Bathing/Showedng 0 Waking 7 Severely Frail
“Stop here if you have selected any of the options above. Ql (\
Q2. Did you need help with any of the following activities? N

13vies —f  CFS 6

e P || o oL

DGoing outside D wandiing Money [ Taking Medications Qz = = # ANY ticked + CFS 5
*Stop here if you have selected any of the options above. Mildly Frail
Q3. Did you feel constantly tired throughout the day? +

ll.q k 1 wemer [—] CFS 4

0 ves One Q3 7 Pre-Frail
Q4. Did you feel that you were walking slower than usual? Q4 <\
\
& A { w - crs13
Robust
0 ves One Rackweod X, Sang X, Mockeight €, ot ol. A ploded ciwical measare of fitness asd frailey iv eldery poopds.

OV, 2008 173051489435, dan 10,1583/ omey (5005 2

©=2022 JULK

ryetT SABENFAT=toot-for STt
Image source from : https://www.jamda.com/article/S1525-8610(21)00203-6/fulltext



FRAI L SCd |e (Morley)

Fatigue Are you tired to exercise?

Resistance Can you climb one flight of stair without assistance
Aerobic Can you walk one block without assistance?
llinesses Five or more illnesses

Loss of weight >5% weight loss over last one year

Score: 0 = Robust 1-2 =Pre-frail 3-5 = Frail

© 2022 Jockey Club CADENZA e-Tools for Elder Care.



Edmonton frail scale

9 CRITERIA

TFunctional
‘Performance

| Cognitve_|




Electronic frailty index

Disease State Symptoms / Signs Disability Abnormal
Lab Value
e * =
»: @ e @ N w0 © EUU
1 &- A i o o =
2 Anaemia
Arthrits Diabetes H;a.n i Par!dnsods SN Dizziness Po lypharmacy .Amww P Hae matinic
isease Disease Ulcer Limitation for Care :
Deficiency
' -'... .."- & @
A= Y
™ 7
Atrial Foot . Peptic Stroke Sleep Sodial
Fibrillation Problems - Ulcer and TA S Disturbance ~ HouseboUnd . inerabilty
R & ® = )
¥ . ) OO
4
Chronic Kidney Fragility Hypotension Peripheral Thyroid Falls Urinary Hearing Vision Problems
Disease Fracture /Syncope Vascular Disease Disorders Incontinence Loss - Blindness
Va2 @ ¥
% . ﬁﬁ source: https://ihub.scot/i
Coronary Heart Heart Ost : Respiratory Urinary Mcemouziand Weight Loss Mobility and mprovement'
Disease Failure _—— Disease System Disease P:)::I'e:: and Anorexia  Transfer problems programm ES/CO mmun itV-

Image sourcefrom : https://ihub.scot/improvement-programmes/community-care/electronic-frailty-index-efi/ cd re/eleCt ron| C_fra I ItV'
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https://ihub.scot/improvement-programmes/community-care/electronic-frailty-index-efi/

Frail phenotype
FRAIL scale

Clinical Frailty Scale
(CFS)

Edmonton Frailty
Scale (EFS)

Electronic Frailty
Index (eFl)

Cumulative Deficit
model

Community base

Community base

Outpatient / Long Term

Care / Hospital
Hospital / Emergency
Department

Healthcare facilities

Healthcare facilities

Requireslocal data to define cutoff for each item
By proxy. Useful for population or opportunisticscreening

Classification largely biased by disability level that can be
due to single condition (e.g. CVA)

Multiple dimension.
|dentify areas that need review / intervention / support/
supportive discharge from emergency department

Adopt Cumulative Deficit approach
Bio-physical model mainly
Social frailty underweighted

Requires full healthcare record with comprehensive
geriatric assessment
Higher predictive power on health treated outcomes

© 2022 Jockey Club CADENZA e-Tools for Elder Care.



* Primary Care setting
* All people age >70
* Those with multiple chronicillnesses
 Those who have weight loss over 5kg in past one year
e (FRAIL scale most applicable)

(Dent et al., 2017)

* Opportunistic screening among age >65

e Use of validated tool of your setting

* CFS, eFl, EFS, Culminative Deficit Score of your setting
(Dent et al., 2019)



Why screen for Frailty?
Restoration

* Frailty is reversible (iee etal, 2012)

=» Screening for intervention and
restoration (How? to be discussed later)

Frailty status at Baseline | Frailty status at Follow up in 2 years, N (%)

Robust Pre-frail Frail
Male 657 727 135
Robust 456 (57.8) 266 (33.7) 14 (1.8)
Prefrail 199 (23.4) 426 (50.1) 94 (11.1)
Frail 2 (1.9) 35 (33.0) 27(25.5)
Female 622 773 104
Robust 381 (60.2) 199 (31.4) 6 (1.0)
Prefrail 235 (26.6) 496 (56.1) 58 (6.6)

Frail 6@(3@&)Jockey Club CADENZA e-Tools fargl(:ldrxaz?,e) 40 (242)



* Precipitation of geriatric syndrome
e Delirium
* Falls
* Failure to thrive malnourishment
* Immobility, not coping / dependency

=>» hospital related complication
=» prolonged recovery time
=» prolonged hospital stay

e Early identification
=>» Action for prevention



Robust person

longer quality life years
- More benefit to Rx

More resilient to stress
—> Less risk to Rx

Frail person
Shorter quality life year
- Less benefit to Rx

Less resilient to stress
— Higher risk to Rx

For same condition

More acceptable to subject a
robust person to Rx that have
higher efficacy though may
have higher procedure / Rx risk

More acceptable to subject a
frail person to Rx that is of
lesser risk though lesser
efficacy



Optimize management plan (Example)

* Benefit / risk assessmentfor management
of severe aortic stenosis

‘Would therapy resuit in significant improvement
in duration and quality of life?
1

o' -

Evaluate Risk of
Surgical AVR

High Risk Low or Intermediate Risk

Palliation

Heart Team

Consensus
Surgery
Preferred v

Is femoral TAVI

: Do special circumstances
possible? P

increase surgical risk?

Consensus

\ o v
Consider alternate Surgical
access TAVI AVR

(Asgar et al., 2019) © 2022 Jockey Club CADENZA e-T

Femoral
TAVI

CENTRAL ILLUSTRATION: Essential Frailty Toolset in Older Adults Under-
going Aortic Valve Replacement

3 28% 16% I
“ 30% 38%
5 65% 50%

hoffialor )jet #ly fAm Coll Cardiol. 2017:70(6):689-700.




Optimize management plan

Emergency admission

Assets and document fralty [CFS)
Consides stypical presentation
suegical parhology asscciated |
lrerdd story.

of ACD. ADRT. DNAR
Secisions and LPA for b

} SOUOC TIOXIMENT S50

C-LJ-'-.'I 'o“‘r{*l L4

and weifore

Primary care
referral for elective
surgery

Start SDM including
discinsion about non
PG Ophcns

Make Every Contact Count;
medical and Memyle
opiimisason

Raterid %0 ncude

.l \.'4“_( oY ;<'.$ f ‘ﬂ;

B protanco, Leventy
and managoment of
o

nce of ACD, ADRT,

& decikions sad LPA

com
. prey
D*

fou health and welfare.

traeity,

Reter o periopecative
wrvices far opteniaation, o¢ ute frsilty
rosrvenhon .'-\.(,,-'

Aasess, document and madify risk

. f‘:‘ ‘j‘\‘"".ﬁ

foc
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PR IVeE NGO Carers

Follow emergency care patiways

Surgical and preoperative
assessment out-patient
services

Use mation Fom pomary care

Raassess ond document Tradity

Refer 20 perioperative frailty seam fother

for optmisation or use fraity

wollare, and agree tresdnent e« slsfion

plan

Undenaies SOM includng discussion
ot NN o and pallative surgicay

OPNONS

team other
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* Pre-operative
* Optimize background condition
* Medication review
* Nutrition augmentation
e Rehabilitation

* Enhance postoperative care
Pressure sore prevention
Delirium prevention

Attention to hydration, nutrition
Early mobilization



PHYSICAL DIMENSION

Physical health
Unintentional weight loss

Walking problems

Balance problems

Poor hearing

Poor vision
Low hand strength
Physical tiredness

PSYCHOLOGICAL DIMENSION

Problems with memory
Feeling down
Feeling nervous or anxious
Problems with copin

SOCIAL DIMENSION

Living alone

Lack of people around
Lack of people’s support

image sou

FRAILTY

Why screen for frailty?
Optimize management

* [dentify (multi-dimensional) support
care needs for ageing in place

rcefrom : https://www.researchgate.net/figure/figl_318351153
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Let’s move to sarcopenia for time
being

NP Muscle \
Bone

/ Fat

Muscle -
— Bone

Sarcopenia Fat




Sarcopenia and frailty

Deficits
Weak accumulation

. Skeletal
Sarcopenia Muscle Fatigue

muscle loss strength

Sedentary
Slow behaviour
gait speed

Weight loss
Cognitive
Poor muscle bal::.g?lze impalgrment

Lit
quatity Social isolation

Though frailty and sarcopenia share similar manifestation,
they are not equivalent




Definition of sarcopenia

* A syndrome characterized by
* Low muscle strength
* Low muscle quality and / or quantity

(Cruz-Jentoft et al., 2019)

* “Probable” sarcopenia
* Low muscle strength alone

* Severe sarcopenia

* Physical performance

* Implication

e Risk of adverse outcomes such as
physical disability, poor quality of life and

mortality

© 2022 Jockey Club CADENZA e-Tools for Elder Care.

“Accelerated
loss of skeletal

muscle mass
associated with
decreased
functional
capacity”




* Age-related loss of skeletal muscle mass
Plus

* Loss of skeletal strength
And / Or

* Reduced performance

Severe sarcopenia = reduced loss of mass +
strength + performance

(Chen et al., 2020)



How common is sarcopenia?

(community living seniors)

SARC-F Score N=89 N=81 N=359
0-3 64 (71.9%) 58 (71.6%) 182 (50.7%)
>4 25 (28.1%) 23 (28.4%) 177 (49.3%)

SARC-F (0=10): >4 denote sarcopenia (Woo et al., 2015)

© 2022 Jockey Club CADENZA e-Tools for Elder Care.



Ccomponentloueston _ lswe

Strength How difficult do you havein liftingand carrying 0=None 1=Some

10 pounds 2 = Alot of trouble
Assistance in walking How much difficult do you havewalkingacross 0=None 1=Some

aroom? 2 = A lot, use aids, or unable
Rise for a chair How much difficulty do you have transferring 0O=None 1=Some

form a chair or bed? 2 = Alot or unablewithout help
Climb stairs How much difficulty do you have climbing a O=None 1=Some

flight of 10 stairs 2 =Alot or unable
Falls How many times have you fallen in the last 0=None 1=1-3falls

year? 2 =4 or more falls

If screen +ve (Total score >4) = further assessment
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Community Screening for sarcopenia (Flow)

SARC-F >4 Remarks:

OR (1) Definite diagnosis requires measure of

S L ST appendicularskeletal muscle by DEXA

<34cm (male) or <33 cm (female) (2) Possible sarcopenia

- Either one of Handgrip / Performance +ve :

| (3) Likely severe sarcopenia
- Both handgrip and performance +ve

: 4) Benefit for intervention once possible
Handgrip strength : (
srp & O R Performance: sarcopeniais established
(M: <28kgf Sit stand chair test x 5
F: <18kgf) (>13 second)
Y, (Chen et al., 2020)

J
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* Presence of

* Functional decline or limitation, unintentional weight loss, depressive
mood, cognitive impairment, repeated falls, malnutrition

* Chronic conditions (heart failure, diabetes mellitus, chronic
obstructive pulmonary disease, chronic kidney disease etc.)

(Chen et al., 2020)



What to do after diagnosis of
Sarcopenia/ Frailty
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A recap on their relationship

General frailty

Including cognition
and other domains

Figure 3: Schematic diagram showing the diagnostic overlap between
sarcopenia and Physgﬂﬂqaﬁ%mIJMe-Tools for Elder Care. (Cruz-Jentoft etal * 2019)



A recap on their relationship

Ageing

Appetite |
cachexia

Weight |

Senescence
inflammation
oxidative stress

Mitochondrial dysfunction

genomic instability

Sarcopenia

| ]

Strength |
Activity |

Metabolic rate |

N

Chronic diseases

Co-morbidities

~

cute stres

surgery Both are closely related

Share mechanism

Frailty A+ Commonly associated
| | Adverse conditions
y, outcome Adverse outcomes
ﬂoisabmty =» Share management approach

—— Dependence

(Bentov et al., 2019)
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Review for possible secondary causes
* Intentional weight loss / dietary restriction

* Review intake and contribution factor (e.g. social
isolation with malnutrition, poor denture)

* Review control of medical conditions (e.g. DM)

* Review medication list to avoid iatrogenesis (e.g.
hypotension)

* Review lifestyle

* sedentary lifestyle predisposed to accelerated
muscle loss

 fatigue from disease (e.g. anemia, hypothyroid,

depression ) i
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« STRONG Recommendations for primary
sarcopenia / frailty

* (Graded) Resistive exercise to improve
muscle mass and strength (e.g. Vivifrail exercise)

* Protein / caloric supplementation with high
protein diet
* To couple with resistive exercise
 Upto1l.2gm/kg/day
* Vitamin D supplement if Vitamin D deficit



-8 _Y _

PER SERVING ~50 ~1,3kc
EGGS BEEF

) = B

~3000 ~4000ka

AVOCADOS BROCCOLI

190 ml SCOOPS ONS
WATER POWDER
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* Conditional recommendation (preliminary data available but need
further studies) on individual nutrient supplements
* Vitamin D if not at deficit state
e B-hydroxy B-methylbutyrate (HMB) (an essential amino acid)
* Whey protein after resistive exercise

Refer to next 2 chapters for nutrition and exercise interventions.



PHYSICAL DIMENSION

Physical health
Unintentional weight loss

Walking problems

Balance problems

Poor hearing

Poor vision
Low hand strength
Physical tiredness

* The above resistive exercise and
high protein diet tackles physical
frailty

* Psychological frailty, and social
frailty need to be addressed

PSYCHOLOGICAL DIMENSION

Problems with memory

Feeling down
Feeling nervous or anxious
Problems with copin

SOCIAL DIMENSION

Living alone

Lack of people around
Lack of people’s support

FRAILTY
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» Refers to impairments in various areas, such as mood, cognition and
motivational components

* A consequence of age-altered brain function
* Reduction in cognitive reserve>>>cognitive frailty
* Loss of resilience and adaptability in the domain of brain function

* Physical frailty has implication in cognitive function
>>> health outcomes

(Fitten, 2015)



The concept of cognitive frailty
* linked to a reduction in cognitive ‘reserve’;

* characterized by the coexistence of physical frailty and cognitive
impairment (Clinical Dementia Rating [CDR] = 0.5);

e and exclusion of concurrent Alzheimer's disease or other dementias
(Kelaiditi et al., 2013)



A state of being at risk of losing (or having already lost) resources
that are essential for meeting one or more basic social demands.

* Living alone, not having a friend and family support, socially
isolated could have a severe impact on psychological well-being.



* Aim to improve psychosocial wellbeing concerning emotion, social,

mental and spiritual domains
* Long term community-based with multidimensional training activities

* Cognitive Training
* Enhance attention and information processing, stimulate short-term memory,
reasoning and problem-solving abilities
* Gerontecnology e.g. computer games, VR programme etc.

Click here for more information


https://gies.hk/en/expo/exhibition-products?category=12

Age-friendly community
* Create supportive environment

* Community resources

Social inclusion and participation
* Paid or unpaid work
* Enhance social connections

Social campaigns
* Arouse public awareness of age-related frailty and pre-frailty
* Early identification and intervention

Improve resilience
* Increase intrinsic capabilities to cope with stressors
Suggest healthy lifestyle to avoid or delay decline



Better still ... to improve resilience

Strong coping skills

Gratitude Community Involvement

ADL independent

Happiness Contact with family and
Good Cognition friends Physical active

Mental Health Semes of purpose Better self-rated health
Optimism / hopefulness Social support and

Positive Emotion connectedness

(Macleod et al., 2016)
U
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At risk elderly

The Frail Elderly (community)

(a label at
hospital)

Timely identification for
preventive, proactive care
and shared decision
making

Present late (e.g. Fall)

Hospital-based: episodic,
fragmented and
disjointed

Coordinated Person-
centered care
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Professional training materials of Cadenza Training programme

e CTPOO2: Promoting Psychosocial and Spiritual Well-being of Older
People
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