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Consequences| Consequences

Background

b £ L & &

Older adults

Older adults

Pre-frailty T Reduced
Activity participation

limitation Frequent

hospitalization

Frailty is defined as a reduction
in strength and physiologic
functioning, increasing one’s
risk of “dependency,
vulnerability, and death”

» The prevalence of frailty in community-living older adults
= approximately 3.5%-27% in the Asia-Pacific region
= > 50% in the underdeveloped countries
* |n Singapore, the prevalence of frailty and pre-frailty is 6.2% and 37%, respectively.

(Fried et al., 2002; Dent et al., 2017)
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Development of the Say No To Frailty Program

say No To Frailty

A Multi-Component Frailty Management Program for Community-iving Older Aduits

L] L]
Program objectives
o RERE
Session1 | Introduction, personal sharing &  |[Balance & strength exercises
-1 goal setting FESSII1YI%
WEEM, MASFSEHREE ) .
Session2 | Common chronic disease and [Balance &strength exercises / I m rove h S I Ca I fu nCtIOnS
8=t management [E 8 5M %
FREHHSEE
Session3 | Medication management [Balance & strength exercises
B=F HYEE SIS
Session 4 Fall prevention (1) [Balance &strength exercises /
Pl e ncrease self-confidence
Session5 | Community independent living (1)~ [Balance &strength exercises
BEF RIHREFE (=) [EHS IS
Session6 | Mid-point review [Balance & strength exercises . . . .
BAE FUYE SIS /
ncrease community participation
BtF 4 R acd IWINES
Session 8 Fall prevention (11} [Balance & strength exercises
BND FBiE (2) [FHSMIIYIS
Session 9 Energy conservation lBalance & strength exercises / - .
At |wenee I mprove quali o7 lite
Session10 | Community independent living (1) [Balance & strength exercises
B+¥ RIUHREF (D) [FH 5%
Session11 | Active lifestyle IBalance & strength exercises
BT |FREFHR FE8 SR Y%
e Eraton e educe falls
=¥ |E351Hu [ L
1-mth Booster session
Followup [ 324k
3-mth Phone call
Followup | BiAfR#
Versionll | 2019 Tim xu@Singaporetech edu sg

(Bandura, 1997)
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Testing the Effects of a Multicomponent Frailty Management
Program for Community-Dwelling Older Adults in Singapore:
A Feasibility Study

Tianma Xu,' Ting-Ting Yeh,? Kidman Yi Jer Ng," Nicole Wen Ru Wong,' and Verna Sock Juen Koh'
"Health & Social Sciences Cluster, Singapore Institute of Technology, Singapore; ?Master Degree Program in Healthcare Industry,
College of Medicine, Chang Gung University, Taoyuan, Taiwan

Frailty in later life is often associated with functional declines and reduced quality of life. A multicomponent frailty management
b

program (mFMP) is lacking in Singapore. This study aimed to determine the fez

frailty and increasi ion among frail ity-li

ility and effects of an mFMP in reducing

ing older adults. Pre- and postassessments at three time points were

conducted to compare the differences in body functions between the mFMP (experimental group [EG]) and a fitness program
(control group [CG]). Recruitment, dropouts, and fall data were collected. Weekly field notes and semistructured interviews
postintervention were thematically analyzed. Sixteen out of 23 participants (EG: eight; CG: eight) completed the 12-week
interventions with reduced frailty immediately postintervention. At 3-month postintervention, 10 participants (EG: five; CG:
five) being followed up had a sustained level of frailty (p <.05). The EG and CG reported zero and two falls, respectively. The
mFMP demonstrated its feasibility and exhibited a trend to facilitate personal behavioral changes postintervention.

Keywords: falls, active aging, physical function, group intervention

The population aged 65 years and older is growing faster than
all other age groups worldwide, and the prevalence of frailty is
likely to rise. The pi of frailty in ity-dwelii
older adults is approximately 3.5%-27% in the Asia-Pacific region
and above 50% in underdeveloped countries (Dent et al., 2017). In
Singapore, the prevalence of prefrailty and frailty among commu-
nity-dwelling older adults was 37% and 6.2%, respectively
(Merchant et al., 2017).

The definition of frailty is still inconsistent in the literature due

condition that results in problems at any of three different levels
—the body’s physiological functions and anatomical structure,
limitation in activities of daily living , and restriction of community
icil (World Health O ization, 2001). Disability, partic-
ularly in mobility, has been shown to be predictive of Ilmnatmm
in performing selfcare activities (Fried et al., 2004), wi
further restrict people’s participation in the community (Fa rhull
Sherrington, et al., 2011). The presence of disability in frail older
ndu[Ls complicates frailty status, which places a greater burden on

frail indivi their family members, healthcare professionals, and

Effective interventions are needed to reverse frailty status

to the lack nf on and diagnosis. ding to
the Association of G and Geriatrics Frailty lhe heallh system.
Consensus, frallly is defined as a reduction in strength and physio-
logic functi ing one’s risk of “ . vulnerabil-

ity, and death” (Dent et al., 2017). The frailty phenotype, the most
s frail if he/she
1 symptoms: weight loss, exhaustion,
weak grip strength, slow walking speed, and low physical activity
(Fried etal., 2001). Another widely used frailty assessment tool is the
Clinical Frailty Scale (CFS), where scoring is based on clinical
judgment without the need for a physician for administration
(Rockwood et al., 2005). Alternatively, the frailty index measures
cognition, mood, and psychosocial components to define frailty
(Rockwood et al., 2005). This multidimensional nature of frailty is
an accumulation of multiple deficits (Rockwood & Mitnitski, 2007)
that result in a complexity of healthcare needs. As a result, frailty
places individuals at a higher risk of many adverse health-related
outcomes, such as falls, frequent hospitalization, institutionalization,
dl\;\hlhly. and mortality (Merchant et al., 2017). A recent systematic
review showed that frail individuals are more likely to develop or
face worsening disabilities compared to nonfrail individuals
(Kojima, 2017). Disability is a multidimensional progressive

Xu (tim. edu.sg) is author, (hty d.org/
0000-0002-9969-8976

since frailty is potentially reversible, with studies reporting rever-
sion rates of 13%-32% among prefrail and mildly frail older adults
(Lim et al., 2019). Many practice guidelines in frailty management
(Dent et al., 2017; Fairhall, Langron, et al., 2011) have suggested
that include (a) identification of
ment tool; (b) targeting the modlﬁ-
); (©)
: and (d) exercise prescrip-
sistance training component. Furthermore, the Asia-
Pacific Clinical Practice Guideline for the Management of Frailty
specifically suggests targeting the modifiable factors through life-
style modification and including family members and caregivers
during the intervention phase (Dent et al., 2017).

Many other frailty management programs focused on different
individual components, such as nutrition (Kim & Lee, 2013;
Smoliner et al., 2008) and physical functions (Fiatarone et al.,
1994; Ng et al., 2015). Most of the local programs in Singapore
mainly target the physical dimension of frailty as the literature
suggested the effectiveness of physical exercises in frailty man-
agement (Theou et al., 2011). For instance, Gym Tonic, a strength
training program, has demonstrated its effectiveness in reversing
frailty status in one out of four community-dwelling older adults
(Lien Foundation, 2017). There are also a growing number of

1

some common recommendatis
frailty using a validated
able factors (c.g.,

(Xu et al., 2023)

SINGAPORE
INSTITUTE OF
TECHNOLOGY

2019 Feasibility study

Key findings

* |t’s feasible to run the SNTF program in
community settings

* The program had positive effects in
facilitating behavioural changes in older
adults with frailty and pre-frailty.

* Positive outcome in fall reduction




Methodology - Study Design

FI.SEVIER

Contents listz available at ScienceDirect

Contemporary Clinical Trials

joumal homepage: www.elsevier.comiocate/condlintrial

"

Clinical effectiveness and cost-effectiveness of a multicomponent frailty

management program “Say No To Frailty” in Singapore: A
cluster-randomized controlled trial protocol

Tianma Xu , Shawn Leng Hsien Soh, Chern-Pin Chua, Jutasompakorn Pearpilai,
Shiou Liang Wee

Health and Social Schences Chuster, Singapore Irsange of Technology, Sisgapore
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2022 2023 2024 2025

|Package | June|July [Aug [Sep [Oct [Nov [Dec [dan [Feb [Mar [Ape [May [sune|siy [Aug [Sep [0t [Nov [Dec [dan [Feb [Mar [apr [May [sune]siy Jaug [Sep [Oct [Nov [Dec [uan [Feb
Ctr1-A | Intervention A (3-mth follow up |6-month follow up

Ctr2-8 Intervention B |3-mth follow up |6-month follow up

Ctr3-A Intervention A |3-mth follow up [6-month follow up

|

Ctra-A Intervention A _|3-mth follow up |6-month follow up

Ctr5-8 Intervention B |3-mth follow up |6-month follow up

Ctr6-C Control 3-mth follow up |6-month follow up

[

Ctr7-B Intervention A [3-mth follow up |6-month follow up

Ctr8-C Control 3-mth follow up |6-month follow up

Ctr9-C Control 3-mth follow up |6-month follow up

T

Ctr10-A Intervention B [3-mth follow up [6-month follow up

Ctr11-B Intervention B [3-mth follow up [6-month follow up

Ctr12-C Control 3-mth follow up |6-month follow up

(One-year study period per centre)
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(2022-2025) Cluster-RCT study design

T. Xuetal Contemporary Clinical Trials 142 (2024) 107546
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Fig. 2. Study Flow Diagram.

(Xu et al., 2024)
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Methodology - Participants Efdﬁ%ﬁ%‘%’éﬁw

Inclusion criteria ‘ gt \

" Age 65 years old or above | °"

= Clinical Frailty Scale (CFS) scored between 4 and 6 f‘ et

= Able to communicate verbally and understand e 03 e
Instructions ﬁ et e vl Bt 200 . e

= Able to walk with/without a walking aid for a short
distance independently

= No severe cognitive impairment - Abbreviated Mental
Test (AMT) > 5*

*Accompanied by a caregiver/family member
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mmm Primary outcome measure

e The Clinical Frailty Scale will be used to assess the frailty status.

mmm Secondary outcome measuresinclude the following:

e Hand dynamometer to assess handgrip strength;

e Short Physical Performance Battery (SPPB) to evaluate the changesin physical
functions;

e Falls-Efficacy Scale International (FES- I) to assess the level of self-efficacy or
fear of falling in performing self-care activities;

e Life-space Assessment (LSA) to assess the extent of mobility; Monthly

e Goal Attainment Scale (GAS) to evaluate the degree of goal achievements in
community participation;

e EQ-5D-5L to detect any changes in self-perceived quality of life.




Results

Total number of participating

centres: 11
= Total number of participants: 116

3 Groups

4 Groups

Enrolled 37 38 41

Followed-up 30

SINGAPORE
INSTITUTE OF
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AHP (n=37) Non-AHP (n=38) Control (n=41) P-value
Age, mean (SD) 76.4 (6.5) 76.2 (6.4) 78.3 (7.5) 0.248
Gender - Female, n (%) 32 (84) 30 (79) 32(78) 0.19
Gender - Male, n (%) 6 (16) 8(21) 9(22)
Ethnicity - Chinese,n (%) 37 (97.37) 32 (84.2) 36 (87.80) 0.19
Ethnicity - Malay, n (%) 0(0) 1(2.6) 3(7.317)
Ethnicity - Indian, n (%) 1(2.63) 3(7.9) 2 (4.88)
Ethnicity - Others, n (%) 0(0) 2(5.2) 0(0)
No. of current health issues, 3.05 (1.47) 3.08 (1.62) 2.44(0.98) 0.067
mean (SD)
Polypharmacy, n (%) 7 (18.9) 7(18.4) 11 (26.8) 0.59
Living alone, n (%) 8(21L1) 9(23.7) 10 (244) <.0.001
Living with family, n (%) 30 (79) 29 (76.3) 18 (43.9)
Living with others, n (%) 0 0 13 (31.7)
History of falls (past 6 10 (27.0) 9(23.7) 5(12.5) 0.236
months), n (%)
Abletowalk>10m,n (%) 37 (100) 38 (100) 40 (97.6) 0.390
Clinical Frailty Scale, mean 4.4 (0.55) 4.4 (0.55) 4.6 (0.59) 0.352
(SD)
Abbreviated Mental Test, 9.2 (1.2) 9.5 (0.8) 9.3 (1.0) 0.986
mean (SD)
Modified Barthel Index, 98.7 (2.4) 99.0 (2.8) 98.2 (4.2) 0.648

mean (SD)
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Long-term effectiveness of a multicomponent frailty management program
in Singapore: One-year preliminary findings of a cluster-randomised
controlled trial

Tianma Xu @, Rhin Tok, Yan Ying Tay, Shi Ting Lai, Grace Hui Ling Tan

Heaakh and Sockl Sciemces Chuster, Stpepore Institule of Technology, Singepare

ARTICLEINFO ABSTRACT

Keywards: The prevalence of frailty is increasing with the rapidly ageing population in Singapore. A 12-week mudticom

Praclty manage=ant ponent frailty managesent program, “Say No to Frailty™ (SNTF) showed its feagibility and dessosstrased positive

Chlor alele outcomes. This study almed to evaluate the loog-tem: dlinical effectiveness of the SNTF program on varicus

’:‘“ﬁ:’, health outcomes in comeenity-dwelling older adults with pre-frailty and frailty in Singapoce. As part of the

ot A ORI larger cluster-randomised controlled trial (¢-RCT), participants from three Intervention groups were included.
Two groups were led by Allled Healtheare Professicnals (AHPs) (n — 19) and coe group was led by a noo-AHP (n
= 8). Assessments oo frailty starus (Clisscal Prailty Scale), physical functicos (Shoet Physical Performance Baniery
and hand grip strength), seif-efficacy (Falls Efficacy Scale - International), pasticipation (Life Space Assessment
and Goal Amainment Scale), and quality of life (EQ-5D-5 L) were conductad at basedine, 3 months, 6 months and
12 months. Data were analysed using mized ANOVA to compare the changes between and within groups.
Moathly fall data were collected and analysed. Statistically significant impeovessents in all health cuscomes at
12-moath follow-up were cbserved in all intervention groups. These was no significant difference found in most
outrome measures between groups across all time polnts. Fall reduction post-intervention was chserved. SNTF
demosstrated potential long-term effectiveness in impeoving frailty status, physical functions, self-efficacy,
community participation, quality of life and fall redection in the community-dwelling older adults with pee-
frailry and frailry in Singapore, regardless of the training background of the program facilitatoes.

The SNTF program had positive effects in
improving physical functions, self-efficacy,
community participation, and quality of life.

Statistical analysis: mixed ANOVA
- Functional changes within and between groups

Table 2
Qutcome measures at four timepoints across AHP-led and non-AHP-led
AHP-led Non-AHP-led iroup
intervention group  intervention group M SD Group | Time X
(n =19) n=7 ime
Clinical Frailty Scale (CFS)* 775 001* . p79
Baseline 4.5(0.70) 4.5(0.76) 45 0.70
3-month 3.8(0.85) 4.0 (0.93) 39 0.86
6-month 3.7(0.89) 4.0 (0.93) 3.8 0.89
12-month 33i(1:37 3.6 (0.92) 34 1.24
Handgrip strength, right (kg) 744 |<.001*%  pO1
Baseline 16.82 (4.60) 18.10 (4.25) 1720 446
3-month 18.29 (4.64) 20.21 (4.70) 18.86 4.66
6-month 18.19 (4.26) 19.29 (4.02) 18.51 4.15
12-month 18.95 (4.81) 19.58 (4.23) 19.14 458
Handgrip strength, left (kg) 764 110 pd4
Baseline 15.26 (4.08) 16.07 (4.43) 15.50 4.11
3-month 16.12 (4.07) 16.43 (3.73) 16.21 3.91
6-month 15.54 (4.20) 1742 (3.14) 16.10 3.95
12-month 16.26 (4.91) 17.33 (3.34) 16.58  4.47
Fall cacy Scale - International (FES-I)* 479 .001%* D79
Baseline 37.21 (9.86) 29.12 (6.03) 34.81 9.56
3-month 26.68 (8.69) 27.13 (12.03) 26.81 9.55
6-month 26.42(9.32) 29.75 (14.05) 2741 10.76
12-month 26.37(11.43) 23.25(7.69) 2544 1042
Short Physical Performance Battery (SPPB) 817 |<.001*  .(J04*
Baseline 7.47(2.34) 9.38 (1.85) 8.04 234
3-month 9.42(2.29) 9.25 (2.60) 9.37 234
6-month 9.58(2.36) 9.13 (2.85) 9.44 2.47
12-month 10.47 (2.25) 9.25 (2.25) 10.11 2.28
Life-Space Assessment (LSA) 656 |<.001*  .§70
Baseline 64.74 (20.82) 54.63 (25.68) 61.74 2235
3-month 80.45(22.47) 67.94 (28.72) 76.74 2461
6-month 81.74(24.33) 71.44 (34.21) 78.69 2735
12-month 74.05 (25.46) 74.94 (19.42) 7431 2346
Goal Attainment Scale (GAS) 577 |<.001* 28
Baseline 34.12(5.14) 37.63 (0.79) 4.60
3-month 55.13(12.69) 50.73 (11.32) 12.26
6-month 56.80(14.22) 50.87 (14.83) 14.38
12-month 59.74 (12.75) 54.28 (12.38) 12.66
EQ-5D-5L Index Score 650 |<.001*%  .pO5
Baseline .80 (.15) .79 (.19) .80 .16
3-month .92(.09) .85 (.25) 90 .16
6-month .93 (.09) .86 (.26) 91 .16
12-month .93 (.09) 88 (.17) 92 12
EQ-5D-5L Health Score 558 .009* p55
Baseline 73.79(17.18) 71.88 (20.69) 73.22 17.90
3-month 85.32(9.53) 73.75 (24.31) 81.89 1584
6-month 79.74 (10.20) 73.75 (26.02) 7796  16.19 \ )
12-month 80.53 (10.66) 80 (24.34) 8037 1544

Note . Data presented in mean (SD)
* Inverted scoring
*p <.05

scales where a lower score indicates a better outcomes
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Table 2
Outcome measures at four timepoints across AHP-led and non-AHP-led

) Al [!’—IC(l' ) \on—.‘\.lll’-I-cd Y (infup ( \ ( \
intervention group  intervention group M SD Group | Time X . .
Pt Allied Health Non-Allied Health

Clinical Frailty Scale (CFS)* SIS 001*% 679 I e e a O n I e e a

Baseline 4.5(0.70) 4.5(0.76) 4.5 0.70 . .

s 38(0.85) 1009 39 086 Professional-led V Professional-led

6-month 3.7(0.89) 4.0 (0.93) 3.8 0.89

12-month 3.3(1.37) 3.6 (0.92) 34 1.24 . . . .
Handgrip strength, right (kg) 744 [<001* 501 I nte rve nt I O n S I nte rve nt I O n

Baseline 16.82 (4.60) 18.10 (4.25) 1720 446 *

3-month 18.29 (4.64) 20.21 (4.70) 18.86 4.66 —_ 1 9 —_ 7

6-month 18.19 (4.26) 19.29 (4.02) 18.51 4.15 ( n - ) ( n - )

12-month 18.95 (4.81) 19.58 (4.23) 19.14 4.58 \ j K j
Handgrip strength, left (kg) 764 110 544

Baseline 15.26 (4.08) 16.07 (4.43) 15.50 4.11

3-month 16.12 (4.07) 1643 (3.73) 16.21 3.91

6-month 15.54 (4.20) 1742 (3.14) 16.10 3.95

12-month 16.26 (4.91) 17.33 (3.34) 16.58  4.47
Fall Efficacy Scale - International (FES-I)* 479 L001%* 079

Baseline 37.21(9.86) 29.12(6.03) 34.81 9.56

3-month 26.68 (8.69) 27.13(1203) 2681 9.55 : M
6-month 26.42(9.32) 29.75 (14.05) 2741 10.76 O I I l e rve I I I O n S a n O

12-month 26.37(11.43) 23.25(7.69) 2544 10.42
Short Physical Performance Battery (SPPB) 817 [<001*  .004*
Baseline 7.47 (2.34) 9.38 (1.85) 8.04 2.34 . L . [ . . .
3-month 9.42(229) 9.25 (2.60) 937 234 S I n Ifl Ca nt d Iffe re n Ce I n C | I n I Ca I
6-month 9.58(2.36) 9.13 (2.85) 9.44 2.47
12-month 10.47 (2.25) 9.25(2.25) 10.11 2.28
Life-Space Assessment (LSA) 656 001* 470 .
Baseline 6742082 463 (2568) 6174 effe Ct I Ve n e SS re a rd I e SS Of t h e
3-month 80.45(22.47) 67.94 (28.72) 76.74 g
6-month 81.74 (24.33) 71.44 (34.21) 78.69

12-month 74.05(25.46) 74.94 (19.42) 7431 23.
- RO _ J ) [N K] ’ [} [}
Goal Attainment Scale (GAS) Sy 001% 128
program facilitator’s training
3-month 13(12.69) 50.73 (11.32) 53.82 12.26
6-month 56.80(14.22) 50.87 (14.83) 55.04 1438
12-month 59.74 (12.75 54.28 (12.38) 58.12 12.66
& e . | backeround (AHP or non-AHP
Baseline 80(.15) 79(.19) 80 16 *
3-month .92(.09) .85 (.25) 90 .16
6-month .93 (.09) .86 (.26) 91 16
12-month .93 (.09) .88 (.17) 92 A2
EQ-5D-5L Health Score 558 .009* 355
Baseline 73.79(17.18) 71.88 (20.69) 73.22 17.9(
3-month 85.32(9.53) 73.75 (24.31) 81.89 15.84 a A 8= £ d ANO VA
6-month 79.74 (10.20) 73.75 (26.02) 77.96 16.19\ ) Statlstl Ca I a n a IySIS . m'xe
12-month 80.53 (10.66) 80 (24.34) 80.37 15.44

- Functional changes within and between groups

*p <.05
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Table 2. Means of Outcome Measures at Different Time Points, Between-group and Within-group Changes at 3-months, 6-months, and 12-months Post-intervention Follow-up.
Timeline Within-group changes Between-group changes
(p-value) (p-value)
3-months 6-months 12-months
Baseline 3 months 6 months 12months TOvs TOvs TOvs Control Control AHPvs Control Control AHPvs Control Control AHP
(T0) (T1) (T2) (T3) Tl j v T3 vsAHP wvsNon- Non- vsAHP vsNon- Non- vsAHP vsNon- vs
AHP  AHP AHP  AHP AHP  Non-
AHP
Clinical frailty Scale (CFS)! 0072 0088 [0998) 0330 0064 [0684) 0001* 0011° [0.787 o o
AHP 45:058  336:081 348:071 3.04¢1.19 [ 0000* 000* 0.00° SNTF Partic Ipants had
Non-AHP 445:0.57  338:097  326:096  323:081 | 000* 000* 0.00* . o .
Control 456:0.59  3.89:098  3.82+¢1.00 397081 | 0004* 0002* 0.016* S Ig N Ifl cantim p rovement
Right Handgrip Strength (kg) 0511 052 100 | 099 0359 0429 0681 0048* [o0328 . h . | f ti | f
AHP 17.74£4.53 19455442 18263394 1855:430 0479 0972 0910 =
Non-AHP 19.1845.50 19.454535 2020:541 20774478 0969 0770 0.54] In physical Tunctions, s€
Control 18955508 17.89+608 18213620 17.39:590 0853 0947  0.647 . .
Left Handgrip Strength (kg) 0938 100 Jo9s6| 0814 0708 Jo400| 0920 0370 |0.653 Effl CaCy, commun Ity
AHP 16555417  17.934375  17.5543.69 18.144395 0574 0785 0.469 . . . .
Non-AHP 1803£5.53  17.50:4.06 1941:376 19.5:356 099 0543 0510 pa rticl p ation, an d qua | |ty
Control 18.5546.19 17474647 18354629 17612646 0877 0999 0918
Short Physical Performance Battery (SPPB) 0.003* 0058 J0591| 0034* 0077 [0964 | 0002 0076 [0.477 Of | |fe
AHP 842,55 10£2.02 1004£195 1065:1.58 (L0,004* 0003 0000 J .
Non-AHP 886290  921:230 983:242  9.73:233 0914 0432  0.527 v
Control 7715294  7.5:349 812362  8£.14:330 0993 0951 0942 AHP-led groups > non-
Fall Efficacy Scale - International (FES-I)' 0.194 0570 0793 o0052* 0165 |0897| 0018+ 0060 o918
AHP 36£10.14 24084692 2436+7.13  24.57:9.55 L0,00° __000* _ 0.00°* AHP- | e d groups
Non-AHP 31.83+11.72 25714835 256541102 25.59+8.17 0.132  0.133  0.133
Control 2795:9.18  28.03+10.00 30.65:11.18 31.06:854 100 0632 0504
Life Space Assessment (LSA) 0.000* 0019* Joa72| 000* 0007 0291 | 0001* 0004* [0.885
AHP 61.46+20.16 79.06+18.55 79.38:22.17 7663+2332| 0.016* 0.014* 0057 .
Non-AHP 553612645 683312289 70.17:2124 73.45:2655| 0.140 0082  0.026° Control groups.
Control 482241634 534542063 52.40:20.10 53.46+19.25 \o: - . . .
EQ-SD-5L Mobility
AHP 1714081 124050 1124033 1174049  0.008* 0002* 0006* 0363 100 Jo04s2| 0408 0921 Jo281| 0023* 0235 o622 Ha d a sign Ifl cant
Non-AHP 1452063  1.42:072 135057  136:058 0993 0913 0944 . .
Control 1666062 1426064 129:058 1674083 0400 0095 1.00 improvement in CFS ONLY
EQ-5D-5L Health Score 0019* 0895 0013 0140 0133 [0998| 0813 0888 ]0.597
AHP 72.93+1830 84.76£10.74 7820£1126 79.35:1059 0.009* 0482 0326
Non-AHP 68.62+17.37 726341729 7849+1360 75417.53 0776 0133 0482
Control 69.6317.08 74.34+15.08 70.88+1690 7689+15.74 0572 0987 0209

Note: ' Inverted scoring scales, where a lower score indicates a better outcome, * denotes significance difference using ANOVA and Tukey's post-hoc test.
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Figure 2. Outcome Measures at Baseline, S-mtl‘mths, 6-months, and 12-months post-
intervention follow-ups
) ™
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) w =)
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Clinical effects of the SNTF program 5 Polaa] Fooees
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=
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Note: Data 1s presented in Mean=SD

€FS = Clinical Frailty Scale, FES-I = Falls Efficacy Scale-International, SPPB = Short Phy=ical Parformance Battary;
LSA =Life Space Assessment

! Inverted scoring scales, where a lower score indicates a better outcome
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Results — Other findings ﬁ?ﬁ’é‘%ﬁ%‘%’é&

Better physical functions + Greater confidence + Reduced knee pain

N 30%

Personal goal achievements Community volunteers
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Results - Fall Rate (All 4 Phases) Efdﬁ%ﬁ%‘%’é&

6-mth before

Study arms study 0-3 month 4-6 month 7-9 month 10-12 month
AHP-led program (n=35) 18 5 6 2 1
Non-AHP program (n=34) 14 1 5 5 2
Usual Care (n=38) 7 5 12 5 2

Fall rate per 100 person-year

150.0
/1029 N\
100.0 82.4
63.2
50.0 40 35.3 36.8 .
. L [ L

UH P-led program (n=35) Non-AHP program (n=34) j Usual Care (n=38)

B 6-mth before study W one-year study period
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Results - Prevalence of falls (4 phases) INSTITUTE oF

Number of fallers

6-mth One year
before study
Study Arms study period
AHP-led program (n=35) 11 9
Prevalence of fall
Non-AHP program (n=34) 7 11
70%
/63% \ Usual Care (n=38) 6 16
60%
50%
41% 42%
40%
32% 32%
30% 26%
20%
10%

0%
W-Ied program (n=35) Non-AHP program (n=34)/ Usual Care (n=38)

W 6-mth before study One year study period
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Discussion

= Say No To Frailty — addresses frallty and falls.

= Self-efficacy was addressed in the SNTF program to
encourage active participation in the community
(Clemson et al, 2004; Clark et al, 2012)

= Personal life goal setting and reviews
= Competency skills of program facilitators are essential in

facilitating participants’ behavioural
changes for long-lasting effects

= Group discussion
= Weekly homework reviews, etc
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Say 'No’ To Frailty "
“Professional-led &

5 I B
— & 8;] 5
Layperson-led” f < Improved physical functions ' :Tm e
i . ol o
Main hea Ith '@ Better self-confidence L T e e e e e
580% SDESENT .
e | O I <
— *) |ncreased community participation o] ——2 %
the cluster- L i]

702 25
g 0 Bascline  3-month  6-month  12-month g ’ Baseline 3-month  6-month  12-month
R CT St u d /) & l(:‘: b b by ~O= Sample population
y 7 Reduced falls 51 A e

Bascline  3-month  6month  12-month

Note. Outcome measures at baseline, 3-month, 6-month and 12-month follow-ups
e, Data presented in mean + SD
& Q e CFS = Clinical Frailty Scale, SPPB = Short Physical Performance Battery, LSA = Life-Space
[ B ette r q u a I Ity Of | Ife Assessment, FES-1 = Fall Efficacy Scale-International, GAS = Goal Attainment Scale
‘jr’} 2 Inverted scoring scales where a lower score indicates a better outcome
— 00 ** p <.0083 in accordance with Bonferroni correction
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Program facilitator training TECHNOLOGY

Master trainer: Dr Tim Xu
Fees: Heavily subsidized by Skills Future Funding
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Connect With Us

Home  Courses Health and Social Sciences | Programme Facilitator Training for Community-based Programmes in Falls Prevention

Programme Facilitator Training for
Community-based Programmes in
Falls Prevention and Frailty
Management

Learn t

inister and lead community programmes for older adults in Singapore - focusing on falls, frailty prevention, an

Visit our website to find out
more about the course
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