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* Frailty = > vulnerability, {,
reserve

* 29% prevalence NI (NICOLA)
vs 15% ROI (TILDA)

* Early intervention could
delay/reverse decline




Fraiity Syndromes

Q Delirium
ﬂ Incontinence
Medication
side-effects
e Falls
@ Immobility

Pain

Strength

Opioids or falls risk meds
BMI

Smoking
Cognition

Mental Health
Nutrition & Water
Poly Pharmacy
Alcohol
Loneliness



Clinical Frailty Scale
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Role of First contact PlWSIIIIlIEI‘ﬂIlISlS

* Direct access in primary care
* Skilled in functional testing & exercise
* |deal to bridge screening - action
e What specific training did we have??



Our aim was simple —

test whether a 12-week, FCP-led functional strength programme for
identified mildly frail older adults was feasible, safe, and beneficial in
real-world primary care




Methods:
design &
Participants

* Direct access in primary care
— coming with an MSK issue

 Skilled in functional testing
& exercise

* |deal to bridge screening -
action
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* 6 functional strength
exercises

o 2x/week, 12 weeks

e Reviews at weeks 4 & 8
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 Mean age 74.5 (+6.9)
* 62% CFS 4

e Adherence: 92% median




*5xSTS: —4.17s (p=0.006)
*TUG: -1.17s (p=0.048)

*Grip +1.33 kg (NS)



*EQ-5D Index +0.123
(p=0.050)

* No adverse events



DIScussion:
Key Points

* Clinically meaningful
functional gains

e Safe & high
adherence

* Fits within existing
FCP capacity




e Strengths: Real-
world delivery,
validated tests, high
adherence and +ve
feedback

* Limits: Small sample,
no control group,
short follow-up
timeframe.



& Next Steps

* FCP can participate in
frailty management

e Utilise tech — future
projects?

* Wider discussions with
services particularly the
wider frailty network and
create/maximise links
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Thankyou...
Questions?




