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Housekeeping

• In case of emergency please exit via the doors at the back 
of the room and proceed down the stairs to the front of 
the hotel.

• Toilets are located across the foyer
• WIFI password is: mercureconf
• Phones
• Recording



• “I am not frail” 
campaign to 
increase awareness 
of healthy ageing 

Primary Sense
Frailty Report 

• BUnyAH (Bond 
Uni) 

• Mungalli
• Painwise

• Commissioned 
Bollen Health

• Data informed 
facilitated QI activity

• RACGP clinical audit 
for GP’s

• Frailty screening tool Quality 
Improvement 

Commissioned 
Service 

Providers

Health 
Promotion

Frailty Flag 
Validation



GP Reflection
“We have changed our adult 

health assessments so that we 
now do a Frailty screening test 
as well as other checks such as 

grip strength, walking speed 
etc. Upon making a diagnosis 

of frailty, or pre frailty, we now 
manage accordingly with aged 
care assessments, review my 

dietician and exercise 
physiologist.”

“Ensure bone 
scans are done 

as this was poor 
previously.”

“I have now incorporated the 
Frailty Screening Tool into my 
annual health assessments of 

patients. I am addressing this issue 
specifically with individuals, 

engaging patients where I can, and 
if they are not interested in a 

formal balance and strengthening 
program, I am advising on some 

simple home exercises, and I have 
witnessed improvements.”



Introducing

Dr. Chris Bollen 
MBBS MBA FRACGP FACHSM 

MAICD

Jane Bollen RN Cert 
(Crit Care) 
CertIVTAE dip. Acct GAICD



https://www.yo
utube.com/wat
ch?v=Fj_9HG_T
WEM&t=5s

Do you have a Mrs Andrews in your practice?

https://www.youtube.com/watch?v=Fj_9HG_TWEM&t=5s
https://www.youtube.com/watch?v=Fj_9HG_TWEM&t=5s
https://www.youtube.com/watch?v=Fj_9HG_TWEM&t=5s
https://www.youtube.com/watch?v=Fj_9HG_TWEM&t=5s


Why do we need to be here?

• Number of people in Australia aged over 65 (12% in 2016 and 16% 2021)
• 1 in 6 Queenslanders are aged 65 and over (16.1%)
• Gold Coast overall 17.7% 2021 (16.5% 2016)
• Gold Coast North 23.7% 2021
• Fastest rising group are men aged 70-74

• Multimorbidity 
• What’s the impact at a practice level?

https://www.aihw.gov.au/reports/older-people/older-australia-at-a-glance/contents/demographics-of-older-australians

https://www.aihw.gov.au/reports/older-people/older-australia-at-a-glance/contents/demographics-of-older-australians


Why do we need to be here?

• Rates of Chronic Disease and Multimorbidity increasing

• 50% people aged 75+ on 8+ meds

• 40% people aged 75+ will have eGFR <60 (Chronic Kidney Disease)

• Multiple prescribers with single disease/organ focus

• Rarely is deprescribing occurring



Why do we need to be here?

"Frailty is the most significant challenge to “ageing well' in Australia. 
More than 20% of people become frail as they age”
Professor Ruth Hubbard, Geriatrician

…………….What does this all mean for your practice?





Can it be done differently?



Can it be done differently?







“Barriers to doing what matters-keeping 
older people well and at home……
……….Why frailty is not recognised in 
Australian General Practice”
AAG Conference Gold Coast 2023

Dr Chris Bollen MBBS MBA FRACGP FACHSM
Director Bollen Health





Remember the 
FRAIL scale

Fatigue-are you feeling fatigued? (yes 1 point)

Resistance- Difficulty walking a flight of stairs? (yes 1 point)

Ambulation- difficulty walking around the block? (yes 1 point)

Illnesses- 5 or more chronic conditions? (yes 1 point)

Loss of weight of 5% or more over past 12 months? (yes 1 point)

If the older person scores 1- 2, they are pre-frail, 3+ indicates they are frail and 
would benefit with:

• physical activity
• polypharmacy review
• address fatigue
• protein/calorie supplementation
• vitamin D



Dr Chris BollenLearning 
objectives

• … a person living with frailtyRecognise

• … to use  evidence-based screening tools to 
recognise people with, or at risk of frailtyLearn

• …the treatment options/referral pathways for 
frailty which can assist with reducing further 
decline

Understand

• … your patients by creating the concept of 
“Muscle Health Checks“ to support a proactive 
approach to Healthy Ageing

Engage



Overview

Why this session?

What is Frailty?

Why recognise frailty?

How to recognise Frailty…… screening tools

Sarcopenia assessment

Case Study

Now I have identified frailty...what do I do?

Frailty Quality Improvement



What is frailty?



Definition of Frailty: 
Frailty Phenotype (Dr Linda Fried 2001)

 
Operationally defined as:
 “A clinical syndrome in which three or more of the following are 

present: 
Ø unintentional weight loss (>4.5kgs in last year)
Ø self-reported exhaustion
Ø weakness (grip strength)
Ø slow walking speed
Ø low physical activity”





Rockwood’s 
deficit model 

of frailty







Who is at 
risk?









Why Worry?



Why 
recognize 
frailty?

Fit                 à prevent the onset of frailty!

Mild frailty  à reverse it!

Moderate    à  stabilize to prevent deterioration!

Severe…………?

The Asia-Pacific Clinical Practice Guidelines for 
the  Management of Frailty 2017



Frailty Clinical Practice Guidelines
The Asia-Pacific Clinical Practice Guidelines for the Management of Frailty

Recommendations:

• Strong:
• Use a validated measurement tool to identify frailty
• Prescribe physical activity with a resistance training component
• Address polypharmacy

• Conditional
• Screen for, and address, fatigue
• Address weight loss with protein/calorie supplementation if appropriate
• Prescribe Vitamin D if Vit D deficient



What can be changed?

Potentially reversible areas:
•Weakness, 
• Slowness,
• Low energy expenditure

Cameron, Kurrle et al 2015  à intervention reduced frailty and 
improved mobility BUT……



75+ 
5Ms 3Ds 1F

§ What Matters?

§ Mobility

§ Medicines

§ Mentation
• Depression
• Dementia
• Delirium

§ Malnutrition

§FRAIL





Identifying 
Frailty



RACGP 
Guides



Easy to 
recognise??



Marathon aged 85 and 102!



How to identify? 



What would be useful in a screening tool?

• Quick
• Easy to use
• Easy to understand for patient, doctor and nurse
• Could be used in waiting room or before visit
• Validated
• Can then act on it as the evidence is compelling
• The tool helps describe what is next required



Remember the 
FRAIL scale

Fatigue-are you feeling fatigued? (yes 1 point)

Resistance- Difficulty walking a flight of stairs? (yes 1 point)

Ambulation- difficulty walking around the block? (yes 1 point)

Illnesses- 5 or more chronic conditions? (yes 1 point)

Loss of weight of 5% or more over past 12 months? (yes 1 point)

If the older person scores 1- 2, they are pre-frail, 3+ indicates they are frail and 
would benefit with:

• physical activity
• polypharmacy review
• address fatigue
• protein/calorie supplementation
• vitamin D



/FRAIL



Assessing 
Sarcopenia



Sarcopenia engagement tool! Loss of  MASS and 
FUNCTION
Engage your 
patients by 
creating the 
concept of 
“Muscle Health 
Checks“ to 
support a 
proactive 
approach to 
Healthy Ageing









4m Walking Test



Grip strength



Timed Up and Go







Playtime!



Our own healthy ageing and sarcopenia!



“Now I have 
identified Frailty, 
what can I offer our 
patients?”



Gold Coast Frailty Management Tool- Primary Care







Social Prescribing

Social prescribing is the practice where health professionals, 
including GPs and Nurses, have the resources and infrastructure 
to link patients with social services – or even social groups in a 
bid to address the social determinants contributing to poor health 
and stave off the epidemic of loneliness and social isolation 
(Consumers Health Forum of Australia)



Social Prescribing

• Councils (social connections, friendship clubs)
• Health Pathways
• COTA Strength for Life
• Seniors Organisation in your area
• Aqua Fitness, Dance and Music, yoga, pilates, tai chi, Zumba)
• Parkrun, Walking Netball
• Community bus
• Community Gardens



Health Care 
Neighbourhood

Pharmacists

Podiatrist

Physiotherapist

Exercise Physiologist

Dietitian

Psychologist

Community Care Coordinators

Community Nursing

Specialists- Geriatrician

Palliative Care



Sarcopenia engagement tools!

Improve 
FUNCTION





6
6



MiniNutritional 
Assessment (MNA)
Screening and Assessment tool for the 
identification of malnutrition in the elderly



Frailty Management -  Protein



How much 
protein?
• Recommended          0.8gm/kg /day

• WHO for Frailty       1.25gm/kg/day

• RACF                     1.2-1.5 gm/kg/day

• Eg    65kg person needs 
                         98 gms protein/ day  

•  I cup milk =    8 gms protein





Referral options on the Gold Coast



GCPHN Healthy Ageing 
Funded Programs

BUnyAH Interprofessional Healthy Lifestyle Program

This is a 12-week intensive active lifestyle program developed by Bond University Allied Health 
Professionals, specialising in occupational therapy, exercise science, physiotherapy, and nutrition 
and dietetics.

Under this program, patients engage in health education and exercise 
sessions twice a week, collaborating with Allied Health students and 
their supervisors.  

The program uniquely includes a free gym membership at the 
centrally located Avanti Health Centre in Southport.

Follow-up care is offered at Bond University Institute of Health and 
Sport.



GCPHN Healthy Ageing 
Funded Programs

Frailty Care in the Community Program

This program offers up to six personalised support sessions over a four-to-six-month 
period, including home visits for high-risk participants. 

An individually tailored program provides access to psychologists, physiotherapists, and 
other healthcare professionals. 

There is a choice between individual and group sessions, or a mixture 
of both, to improve access to community health services and reduce 
isolation. 

Ongoing support is available after the program finishes.



GCPHN Healthy Ageing 
Funded Programs

Mungulli Yarn and Walk Program

The Yarn and Walk program is a great way for Aboriginal and Torres Strait Islanders 
aged 18 and over to join an education-packed physical activity program.

Under the guidance of an expert team including 
an Aboriginal and Torres Strait health worker, 
physiotherapist, clinical nurse, dietician, pharmacist and nurse 
navigator, weekly sessions explore cultural activities, healthy eating 
and health information combined with light exercise and walks.

This program is exclusively for Aboriginal and Torres Strait Islander 
peoples aged over 18 years old.



GCPHN Healthy Ageing 
Funded Programs



Summary and 
take home 
messages 

Recognise frailty as a long term condition rather 
than responding “you are just getting old”

Use a screening tool at every interaction with older 
people 

Referral for multi disciplinary team care can make a 
difference, but only if the older person sets goals

Dignity in the care of older people is vital

“You can’t turn back the clock but you can wind it 
up”



Can it be done differently?



Summary: Frailty Clinical Practice Guidelines
The Asia-Pacific Clinical Practice Guidelines for the Management of Frailty

Recommendations:
• Strong:

• Use a validated measurement tool to identify frailty
• Prescribe physical activity with a resistance training component
• Address polypharmacy

• Conditional
• Screen for, and address, fatigue
• Address weight loss with protein/calorie supplementation if appropriate
• Prescribe Vit D if Vit D deficient



75+ 
5Ms 3Ds 1F

§ What Matters?

§ Mobility

§ Medicines

§ Mentation
• Depression
• Dementia
• Delirium

§ Malnutrition

§FRAIL



Remember the FRAIL scale
Fatigue-are you feeling fatigued? (yes 1 point)

Resistance- Difficulty walking a flight of stairs? (yes 1 point)

Ambulation- difficulty walking around the block? (yes 1 point)

Illnesses- 5 or more chronic conditions? (yes 1 point)

Loss of weight of 5% or more over past 12 months? (yes 1 point)

If the older person scores 1- 2, they are pre-frail, 3+ indicates they are frail and would 
benefit with:

• physical activity
• polypharmacy review
• address fatigue
• protein/calorie supplementation
• vitamin D



Exercise assessment and prescription……



Decreased 
mood

Depression

Increased 
perception of 

pain

Anger, 
anxiety, fear, 
distress etc.

Progressive 
deconditioning 

Pain with 
decreasing 

activity

Further 
activity 

avoidance

Activity 
avoidance

Physical Vicious 
Circle

Psychological 
Vicious Circle

PAIN

Adapted from Cooper, Booker & Spanswick (2003)

The Pain Cycle



Frailty Quality 
Improvement 
Project



Frailty Quality 
Improvement 
Project



The Quality Improvement Project next steps……

• The practice visits
• Review Primary Sense Data
• 75+ health assessment audit
• Define your practice goal!
• What do you need to do to 

incorporate frailty assessment into 
everyday encounters?



Audit Learning Objectives

1. Review practice data for people aged 75+ to better identify patients 
appropriate for a health assessment which includes a frailty assessment.  

2. Recognise gaps in care for the patients aged 75+ 
3. Determine potential practice system improvements for the care of people 

aged 75+
4. Implement and use an evidence-based screening tool to recognise older 

people with or at risk of frailty. 
5. Implement strategies to increase awareness and participation rates for 

75+ Health Assessments in the practice population.



Step 2 – Identify best practice guidelines or standards and criteria



 

 

 
 
 

“Building one world class health system for the Gold Coast”  
For more information or support please contact the QI Team on:  
Email: practicesupport@gcphn.com.au | Phone: 5612 5408 

000 

 

  

 

 

Project Measures – Clinical audit meeting #2 (July 2023)  
Total Patient Population = 9850 

No.  % 
(within relevant age 

group) 
Variation from 
baseline (May 

2023) 
1. Number and % of patients in the practice aged 65-74  1084 11.8% -0.6% 
2. Number and % of patients in the practice aged 75+ 801 10.5% -0.5% 
3. Number and % of patients aged over 65 who have had an influenza vaccination in past 15 months 1002 56.1% -3.0% 
4. Number and % of patients aged 75+ who have had a pneumococcal vaccine (either 23 or 13)  23 35.1% 2.1% 
5. Number and % of patients aged 75+ who have had a shingles vaccine  22 35.0% 0.1% 
6. Number and % of patients aged 75+ who have had a medication review in past 2 years 54 0.2% 0.1% 
7. Number and % of patients aged 75+ who have had a health assessment in the past 15 months 153 30.8% 5.3% 
8. Number and % of patients aged 75+ with weight recorded in past 12 months and a height record 752 61.0% 4.2% 
9. Number and % of patients aged over 75+ with a frailty diagnosis  0 0.0% 0.0% 
10. Number and % of patients aged 75+ with a diagnosis of dementia 2 0.5% 0.5% 
11. Number and % of patients aged 75+ with a diagnosis of CKD  56 0.5% 0.1% 
12. Number and % of people aged 65+ yrs with a GPMP in past 15 months. 

Please note: All data is based on the RACGP “active” patient definition 

26 30.3% 0.6% 

XXXXXXX Medical Centre – Healthy Ageing Project (Clinical Audit) 

           TIPS  
 

ü Check if your 75+ Health assessment template includes: 

• Frail scale assessment 

• Walking speed test (4m)  

• Grip strength measurement  
ü Consider a mini nutrition assessment if a risk factor for undernutrition exists. 
ü Review medications, consider de-prescribing and refer for a Home Medicine Review 

(HMR) where applicable. 
 

NEXT STEPS FOR THE CLINICAL AUDIT 
 

1. Prepare a list of patients by using the practice’s clinical software, run a search and identify active 
patients, filtered by participating GP (if possible) on: 
• Patients aged 75+ that have been billed an MBS item 701, 703, 705 or 707 and seen by specific 

GP in the last 15months. 
• Patients with a health assessment billed between given dates (previous 15 months). 

 
2. From this list, each GP will need to identify 15 of their patients to include in the audit. See 

document titled “Clinical audit procedure HA 75+” 



CPD Hours-Self Logged

• For GPs , RNs and PMs involved in the Quality Improvement program, the 
following CPD hours can be self-logged/claimed if participation occurs.

• Workshop attendance: 2.5 hours total 
• “Education Activity” 1.5 hours and “Reviewing Performance” 1 hour.

• Practice onboarding visits: 0.5 EA and 0.5 RP
• QI Huddles: 0.5 hour reviewing performance and 0.5 measuring outcomes 
• 75+ health assessment audit: 4 hrs MO + 5.5hrs RP

• 3 virtual meetings + review 15 patients x 2 + review practice data

• Practice work: Allocate as “reviewing performance” for practice discussions.
• Total: 13 hours: 2 hrs EA, 7 hours RP, 4 hours MO (plus any practice discussions on 

improvement)



Questions and Evaluation



Thank you!

chris@bollenhealth.com.au
0412952043

jane@bollenhealth.com
0412771482

mailto:chris@bollenhealth.com.au
mailto:jane@bollenhealth.com

