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Background and objectives

General practitioners (GPs) are uniquely positioned to
support frailty identification and management. However,
awareness of frailty and its treatment remains an
emergent concept for many. Consequently, our aim was
to explore GPs’ perceptions, attitudes and experiences
of frailty and frailty screening.

Methods

A qualitative focus group study was conducted with
22 South Australian GPs. GPs were recruited through
a combination of purposive, convenience and snowball
sampling. Data were analysed using a thematic
analysis approach.

Results

GPs saw frailty as a cycle of worsening decline punctuated
by experience of negative outcomes. Participants largely
felt that they already knew who their frail patients were
without the need for formal screening. Consequently, there
was varied support for formal screening, largely dependent
on its intended purpose. Few GPs had actively intervened
to prevent the onset or progression of frailty, with most
strategies aimed at stabilisation and management.

Discussion

This study suggests that Australian GPs may be open to
a proactive approach to frailty assessment and treatment,
given appropriate training and resources.
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FRAILTY is a clinical syndrome heightening an individual’s vulnerability
to risk of adverse health outcomes when exposed to stressors.>? It
is highly prevalent among older people® and associated with many
negative health outcomes, including increased risk of premature death,
falls, hospitalisation, dependence and physical limitation.* Despite
these negative consequences, frailty is often under-treated by health
service providers, especially within the context of single disease-
focused, non-person centric and fragmented healthcare systems.>®
This shortcoming is especially pertinent given evidence suggests that
frailty is treatable through appropriate and well-timed intervention.”*!
While the aetiology of frailty is not completely established, there
is increasing understanding of the contribution that the clinical
manifestations of frailty make to the worsening of the frailty cycle; for
example, how undernutrition may lead to increasing loss of muscle mass,
and thus to declines in walking speed, increased exhaustion, and so
on.’? The emerging evidence suggests that some of these causal factors
may be reversible,'® leading to the reversal of frailty status itself,'* and
thus that proactive identification of frailty and its components offers an
opportunity to delay or avert negative outcomes.!>16

Screening for frailty has been promoted as one means to address
widespread under-recognition of frail older adults within primary
care.! Historically, health system responses to frailty have tended to be
reactive and have occurred at the acute end of the spectrum.® Given a
global emphasis on reorienting the health system towards integrated and
person-centred care for older people,'”* some have argued that general
practitioners (GPs) should play a central part in frailty identification
and management.?**! Within the UK, this view has been reflected in
the development of the GP contract that requires GPs to detect and
treat all patients aged =65 years with moderate-to-severe frailty.?>
However, addressing frailty within primary care settings has been
labelled both ‘an emerging concept’ and ‘a topic in its infancy’.2* Despite
increasing attention being given to the concept of frailty within the past
decade,?>?¢ only a small number of studies have specifically addressed
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GP perceptions and attitudes towards
frailty,?»?® and to our knowledge none have
explored attitudes to screening outside
of the context of specific interventions.?
Consequently, many unanswered
questions remain.

In this study, we aimed to explore the
perceptions, experiences and attitudes
of South Australian GPs as a foundation
to understand the context for frailty
screening implementation within
Australia. Our research questions were:
What are GPs’ perceptions, attitudes
and experiences towards the concept
of 1) frailty and 2) frailty screening?

Methods
This project is part of a broader research
program exploring perspectives on
frailty and frailty screening among key
stakeholders within Australia.*® We
adopted a qualitative descriptive design
using a focus group methodology. Focus
groups are a ‘data collection technique
that capitalises on the interaction within
a group to elicit rich experiential data’.332
Within the context of this study, the
dynamic nature of the focus groups
allowed for the drawing out of a wider
range of perspectives than would be
achieved through other methods, such as
individual interviews or a survey design.
We obtained ethical approval through
the Torrens University Higher Research
Ethics Committee (HREC Reference
number: H10/17). All participants
received written information and
signed consent forms. Participants were
reimbursed commensurately for their time.

Setting

The study was conducted in Adelaide,
South Australia, between September
and December 2016.

Participants and recruitment

We adopted a stratified, purposeful
scheme combining purposive, convenience
and snowball sampling to recruit GPs,
seeking to obtain moderately homogenous
sub-groups.®® The key principle guiding
our sampling was to provide a baseline
exploration of Australian GPs' perspectives
and to illustrate a range of views on
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the topic. Sub-group stratification was
intended to generate theoretically
meaningful comparative detail, with
urban/rural location and age being key
considerations. We based this decision
on widely observed disparities between
Australian urban and rural areas, especially
with respect to service accessibility®43¢
and health status®®%” and to prior research
showing that GPs' age may have a strong
influence on clinical practice style, work
practices and quality of care.384°

Consequently, we deliberately sought
to recruit GPs to participate in at least
three focus groups comprising between
six and nine participants in each:*° one
urban ‘older group’ (focus group [FG] 1;
GPs aged 40 years and over); one urban
‘younger group’ (FG2; GPs aged under
40 years); and one rural group (FG3;
GPs of any age). A local senior GP led
the recruitment effort; we additionally
requested that recruited participants
invite their contacts to join the groups.
In a number of cases, we also contacted
practices directly to request expressions
of interest.

Data collection

We developed a semi-structured interview
guide on the basis of our research
questions (Appendix 1). A practising GP
reviewed and provided feedback on the
topic guide. An experienced academic
GP (JB) conducted the focus groups with
support from members of the research
team. Focus groups were audio-recorded
using a password-encrypted mobile
device and securely video-recorded
using the Zoom software platform, with
the exception of the rural focus group,
which was both audio-recorded and
video-recorded using Zoom. The mean
duration of each focus group was 101
minutes (range: 76-123 minutes). All
sessions were transcribed verbatim by

a professional transcription service.

Analysis

Data analysis progressed through several
stages as the research group worked to
identify an analytic process appropriate
for the complex nature of the focus group
data. In the first stage, RA conducted

an inductive line-by-line coding of

transcripts within NVivo (v.11 Pro). Codes
were generated on the basis of several
readings of the transcripts. These codes
and a number of preliminary emergent
themes were discussed in consultation
with a second researcher (MA). However,
because of a shared sense that the coding
was taking place at too granular a level

to appropriately address the research
questions, a second round of coding

and analysis was determined.

In the second phase, a framework
analysis (FA) approach?*! was applied
within NVivo and Microsoft Excel. FA
is an approach suited to research with
specific questions, limited time frames,

a particular sample population and a
prioriissues for exploration.*>** One
analyst (RA) developed a preliminary
coding framework on the basis of her
familiarity with the data. This framework
was subsequently refined by a team of
experienced qualitative researchers and

a second member of the research team
(PDM), after which the final category
refinements were made. Segments of text
were coded to the framework categories
and charted for each participant within
the framework matrix. Two research team
members (RA and ML) subsequently
analysed the summaries independently
for meaning.

Lastly, a final inductive recoding of all
transcripts was conducted by RA, using
a combination of Microsoft Word and
OneNote. Although the initial two phases
of analysis informed the overall approach,
and the emergent codes at each stage
were compared, the final themes were
developed during this phase. Throughout
the process, two research team members
(MA and ML) were consulted to discuss
conceptualisation of the emerging themes,
with RA making the final decisions on
theme and sub-theme formulation.

Results

Demographic characteristics of
participants are shown in Table 1.

Broad themes identified were ‘frailty

as a worsening cycle of decline’, ‘rapid,
intuitive screening based on visual cues’,
‘support for formal screening depends on
its purpose and context’ and ‘frailty action
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as stabilisation rather than improvement’.
These themes are summarised in Table 2,
along with corresponding sub-themes.

1. Frailty as a worsening cycle of decline
Participants generally understood frailty
as a worsening cycle of decline over time,
characterised by a series of negative
outcomes. Two variations on the ‘cycle
of decline’ concept were described, with
one reflecting a ‘past’ orientation of
advanced decline, and the other a ‘future’
orientation of prospective risk. The degree
to which each perspective was held by
participants tended to vary systematically
across focus groups, with the ‘Older urban’
group almost exclusively holding the first
perspective and the ‘Younger urban’ group
almost exclusively the latter. The ‘Rural’
group held mixed views across the two
perspectives, although views held tended
to align similarly with the age cohort of
individual GPs.

The first view conceptualised frailty as
an increased risk of negative outcomes,
in which participants described patients
as having a significantly elevated
risk for negative outcomes including
hospitalisation, falls, fractures,
institutionalisation, illness, disease and
malnutrition. Similarly, the consequences
of adverse health events were also
perceived as elevated because of patients’
frailty status. Some described the
outcomes as having a more intensive
effect than usual because of the patient’s
increased vulnerability, as one GP noted:

[1t’s] more of a vulnerable kind of state ...
that ... leads to greater consequence in terms
of illness and disease. (Female GP, FG2)

The second conceptualisation of frailty
discussed was of frailty as a progressive
loss of functional ability, suggestive of a
state of increasing disability. Participants
described a recognisable pattern
characterised by diminishing function that
typically leads to declining independence,
increasing limitation in activities of daily
living and, ultimately, reduced quality of
life. As described by one GP:

Somebody becomes frail when they don’t
do what they used to be able to do, at the
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same time, in the same fashion, in the
same activity ... (Male GP, FG1)

Regardless of their orientations towards
either position, participants generally
described this worsening progression of
frailty as initiated by a major trigger event,
representing a view of frail patients as
crossing some type of threshold. This was
likened by one GP to falling off a tightrope:

A lot of them ... to me seem like they are
walking a tightrope ... only something
small has to happen, and ... they’ll become
frail old people. (Male GP, FG1)

Trigger events identified by participants
were commonly of two types: a significant
health event such as a fall, fracture, illness
(eg pneumonia), diagnosis of disease

(eg ischaemic myopathy, neuropathy)

or hospitalisation; or a significant life
change, such as grief/loss (eg widowhood),
retirement or loss of licence.

According to participants, trigger events
were followed by further compounding
events or factors considered to worsen
frailty. As one GP stated:

Ithink it’s probably a bit self-perpetuating
aswell ... it ... can start with one major
issue, and then it just seems like everything
on top of that, it takes so much less to bring
on... (Female GP, FG2).

In particular, GPs agreed that hospitalisation
was a critical period during which a patient’s
condition might worsen, in part because of
reduced mobility. No participants described
frailty as being multidirectional (ie can
both improve and worsen) or reversible
unless prompted by the interviewer.

GPs frequently emphasised the
‘multifactorial’ nature of frailty. As
one participant said:

I'think of it as a combination of multiple
components ... many factors that in
combination make a person frail, rather than
Jjust one or two of them. (Female GP, FG2)

This multifactorial nature of frailty
was considered to apply across three
key aspects of frailty: trigger events,
compounding factors and impacts of

frailty. For example, social isolation was
seen to be an example of all three, in the
sense that it could act as an initiator, a
compounder and an impact of frailty.
Some GPs commented on the
perceived rate of decline of their patients
when discussing the progression of
frailty. GPs differed with respect to how
quickly they perceived the general rate
of decline to be, although there was
no systematic variation across focus
groups. While some described frailty as
‘slow gradual decline’, others reported
noticing ‘sudden’ change. GPs in FG1
acknowledged that this perception was
likely related to how frequently they saw
the patients, reinforcing the importance
of continuity of care. For example, one
GP observed that:

... it depends how frequently you see them.
Ifyow’re seeing them once every couple

of weeks ... It might be a gradual decline,
but if you see them - like, I might see them
every two or three months, it’s dramatic
decline. (Male GP, FG1)

Table 1. Participant characteristics
(n=22)

Characteristic n %
Sex

Male 9 40.9
Female 13 59.1
Age (years)

<35 12 54.5
35-59 5 22.7
=60 5 22.7

Professional experience (years)

<5 3 13.6
5-10 9 40.9
11-20 1 4.6
>20 9 40.9
Location

Metropolitan 15 68.2
Non-metropolitan 7 31.8
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2. Rapid, intuitive screening based

on visual cues

None of the participants in the sample
used formal screening instruments to
detect frailty, but most regularly applied
atype of rapid, intuitive screening when
interacting with older patients. GPs
repeatedly warranted their informal,
intuitive screening practices (ie performing
screening ‘in their heads’) by characterising
frailty as ‘obvious’ and, often, ‘visual’. This
viewpoint was exemplified by one GP,

who said:

I think ... you know, you can assess people’s
[frailty within four seconds of looking at
them, really ... (Male GP, FG3).

There was a prevailing view among
participants that they already knew who
their frail patients were on the basis
of frequent contact with them and,
consequently, they could potentially
readily choose them from a list without
the need for formal tools.

GPs described relying on a number
of typical warning signs - ‘red flags’ - as
alerting them to the possibility that a
patient might be frail. Examples included
non-mobility related warning signs such
as frequent and /or recurrent presentations
to the GP, depression, hearing decline,
polypharmacy, emergency room visits,

weight loss and decline in hygiene/
self-care. However, for most participants,
the best means of identifying frailty was
simply observing patients’ movements;
examples included walking down a
corridor, getting in and out of chairs, and
getting up onto an operating table or a bed.
One GP stated:

... within the first couple of seconds you
know what’s going on; you can see how
long it takes them to get up, you can see if
they use the armrest, you see if they don’t
need to do that, if they’ve got a walker or
a frame or a stick, or if someone’s helping
them, if they’re stooped over, their pace
within the room. (Male GP, FG3)

However, some GPs acknowledged that
recognising frailty subjectively on the basis
of visible physical indicators might result
in missed opportunities to address frailty
earlier. The sense of missed opportunity
was mentioned in relation to a greater time
lag between the onset of frailty and patient
presentation to the GP, where identifying
frailty was dependent on the GP noticing
it. As one participant stated:

... [by] the time they present, and you
notice it, you wonder what else has been
happening before that. Six months, 12
months before that ... (Male GP, FG1)

Table 2. Participant themes and sub-themes

Theme

Sub-theme

Frailty as a worsening cycle
of decline

Frailty as increased risk of negative outcomes
Frailty as progressive loss of functional ability

Trigger events and frailty threshold

Compounding factors worsening frailty

Frailty as multifactorial

Sudden versus gradual rate of decline

Rapid, intuitive screening based
on visual cues

Frailty as obvious and visual

Red flags (typical signs of frailty)

Missed opportunities to identify frailty earlier

Support for formal screening
depends on its purpose and
context

Universal screening as pre-emptive risk profiling

Targeted screening as case-finding

Frailty action as stabilisation
rather than improvement

Frailty prevention as theoretical rather than practised

Frailty management as stabilisation

Patient motivation as key determinant of success
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GPs who expressed this sentiment also
expressed a sense of frustration that they
may have been able to prevent the onset of
frailty if appropriate intervention had been
employed earlier.

3. Support for formal screening
depends on its purpose and context
Participants varied in terms of their degree
of support for the introduction of formal
screening, although this variation was

not systematic among the groups. While
many felt that frailty screening would be
(theoretically) useful in the sense of risk
profiling, some were concerned that, in
practice, screening might translate to a
perfunctory exercise that would not be
sufficiently person-centred. There was
also a strong sense that GPs were already
overwhelmed with the demands of a busy
work environment, so that the rationale for
introducing additional screening would
need to be made clear to practitioners

and patients. Consequently, support for
screening tended to be contingent on its
intended purpose and context. As a result,
GDPs distinguished between universal and
targeted screening (case-finding), and
their respective aims, as described by one
GP, who stated:

One is detecting at risk ... versus one
already with a condition. ... That’s more
an assessment of how bad it is; the other
oneis ... a predictive value about where this
may be going ... (Male GP, FG1)

The possibility of universal screening - in
the sense of making screening available
to everyone of a certain age - was viewed
by some as potentially useful in predicting
risk of frailty before its onset. Perceived
advantages included the ability to avert
negative outcomes, the ability to screen
infrequent attendees at the practice, the
ability to identify patients at risk of frailty
who otherwise appeared well and the
possibility of using screening results as a
means of patient motivation. As one GP
observed:

... ifyou say, ‘Well you’re at risk of negative
consequences of ageing, ... it’s a really good
opportunity to ... kick into their purpose
and what they want from life, so that it
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turns it into a really good conversation and
then you can link change in their life into
what they want. (Male GP, FG2)

However, there was no consensus
regarding when universal screening should
start, with the broad age range proposed
being 50-75 years. Participants proposing
the age of 75 years generally rationalised
this by linking it to the 75+ health
assessment (a free annual health check),**
but others thought that this was too late.
Some GPs felt that targeted screening
in the sense of case-finding for patients
who were already frail might also prove
useful. Targeted screening was generally
viewed as a more intensive exercise that
echoed the typical signs mentioned by
GPs in recognising frailty. Such activity
was viewed as potentially more time
intensive by the GPs, and so integration
with existing care plans, along with the
involvement of practice nurses, was a
commonly proposed solution. However, a
number of GPs in FG2, many of whom had
recently graduated, seemed less willing
to delegate this task to nurses. As one
GP said:

... I think it’s good to ... do it yourself so
that you know exactly what you’re doing
... or else you lose track of what’s actually
in the plan. I'd worry about signing off
on things that you won’t know what
happened. (Female GP, FG2)

4. Frailty action as stabilisation
rather than improvement

In reflecting on their experiences with
older patients, few GPs reported having
actively intervened to prevent the onset
of frailty. When questioned by the
interviewer on this point, GPs described
hypothetical scenarios in which they
possibly could have applied measures to
address frailty, but did not - that is, they
spoke in terms of what could be done
rather than what had been tried. Possible
strategies raised by GPs to prevent frailty
included resistance training, medication
management, nutrition interventions and
proactive referral to specialist services
such as allied health services and chronic
disease clinics. In this way, there was
significant crossover between frailty
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prevention and frailty management
strategies, as commented on by one GP:

A lot of our answers are more about how
we manage frailty when it’s obviously in
front of us ... and so I don’t really know
how to prevent frailty ... (Female GP,
FG3)

GPs spoke more readily about their
experiences of frailty management.

For most GPs, frailty management was
focused on stabilising the patient at their
current point of frailty progression to
maximise their independence and avoid
further decline. Strategies reflected a type
of ‘GP as gateway’ (and, by extension,
‘practice as gateway’) model, wherein

the GP and their team worked to identify
key patient issues and then refer to other
services accordingly. Management
strategies raised by GPs centred on
modifying key patient lifestyle behaviours
to improve aspects of the patient’s
condition. These included encouraging
physical activity, resistance training and
healthy nutrition; addressing falls and
balance; and managing medications.
Strategies addressing social isolation
were seen as particularly useful. Key
services identified for referral included
exercise physiologists, physiotherapists,
Falls and Balance Clinics and community
programs. Referral was commonly
presented as a practical solution to the
problem of personally motivating patients
or supervising a program of activity, which
some GPs said that they did not have the
time or skill set to do, as one GP noted:

I encourage a lot of people to go to the

gym but they just ... they just don’t do it.
They ... find it too boring or they just can’t
be bothered. So, I think having someone
supervise a program for them is probably
more critical; it’s not something as GPs
we’ve got time to do. (Male GP, FG3)

Patient motivation was frequently identified
by GPs as being a key determinant

of whether frailty intervention (and

also frailty screening) was likely to be
successful or not. Participants often
portrayed their discussions with frail older
patients about issues relating to frailty and

ageing as challenging because of high
levels of patient resistance. As one GP
commented:

Ithink we all feel the sense that it’s very
difficult to motivate people once they’re
already down the slippery route.” (Female
GP,FG2)

GPs gave examples of patients refusing
to discuss treatment options, opting

not to pursue recommended referrals
and refusing to take up the 75+ health
assessment. Many participants perceived
patients as having their own agendas
when they came to the practice, with any
deviation from this agenda viewed as

an unwelcome intrusion by the patient.
To counter this resistance, some GPs
discussed invoking ‘scare tactics’ (eg risk
of losing driver’s licence) as a strategy
where motivation proved difficult, but
there was an acknowledgement that this
did not work for all patients. However,
these issues were largely discussed in
relation to patients who are already frail.
Some GPs felt that people in the younger
age groups (those now in their 50s or
60s, and even younger) might be more
receptive to the idea of screening, as
reflected by this exchange between two
male GPs in FG1:

... in 40 years’ time, they’ll probably do all
this self-screening at home and say present
... with ‘I think I'm, you know... at risk for
this; or something ...

That’s what they do now, the younger ones.
They come in with their print-out.

Discussion

Summary of findings

The aim of this study was to explore the
perceptions, attitudes and experiences

of Australian GPs towards the concept

of frailty and frailty screening. GPs
expressed a conceptualisation of frailty as
a cycle of worsening decline punctuated
by experience of negative outcomes,

and characterised either by a view of
frailty as a state of heightened risk or as
increasing functional decline. Participants
generally felt that they already knew
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who their frail patients were, describing
an informal type of screening practice
based on the presence of typical warning
signs, although some GPs acknowledged
that this may mean they are missing
opportunities to act earlier. Consequently,
there was varied support for screening,
largely dependent on its intended
purpose. Universal screening, while seen
as potentially useful by some GPs, was
regarded as resource-intensive. Targeted
screening, akin to case-finding, was
viewed as more practically incorporated
within existing practice workflows. Few
GPs reported having actively intervened
to prevent the onset or progression of
frailty, with most strategies described
aimed at stabilising the patient and
maintaining their independence for as
long as possible. Frailty management was
widely practised and largely consisted

of referral to other services, with patient
motivation seen as a key determinant of
the ultimate outcome.

Strengths and limitations

This study is among the first we are aware
of to explore the issue of GP perceptions,
attitudes and experiences towards

frailty and frailty screening, and the

first in the Australian context. As such,

the findings provide useful contextual
information for current policy efforts
towards improving frailty identification
and management within primary care.

In addition, the deliberate purposive
sampling strategy allowed for a range

of ages and professional experience to

be represented, potentially revealing
important generational differences in GP
attitudes. However, there were also several
limitations. The recruitment strategy
meant that there was a higher degree of
acquaintance between group members
than may have been obtained through
random sampling, signifying that the study
may have attracted GPs who shared similar
underlying values and work practices.
Secondly, the presence of senior academic
GPs either as members of the research
team or as participants may have led to a
degree of social desirability bias among
others. Lastly, there was no representation
among older female GPs within rural areas
because of recruitment difficulties.
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Comparison with existing literature
GPs’ conceptualisation of frailty in this
study accorded very closely with results
from a previous survey of Canadian
healthcare professionals,*>*¢ inclusive of
the distinction between a risk orientation
versus a disability orientation towards
frailty. Half of the respondents (n = 356)
in the Canadian study indicated that

they felt frailty incorporated some aspect
of functional loss akin to disability.**
Similarly, a recent study by Korenvain and
colleagues?® indicated that GPs commonly
reference functional considerations in
developing their clinical impressions of
frail older patients. Furthermore, there is
some evidence that consumers also tend
to equate frailty with disability.*” This is
despite a current general consensus held
by many frailty experts that frailty is a
concept distinct from disability,*® although
causally related,**$4° and perhaps reflects
that contrasting opinions on this matter
still proliferate.*® The fact that the GPs
holding this view frequently saw patients
in the advanced stages of frailty lends
support for a notion of frailty as a kind

of ‘early stage of disability’ as asserted

by some,*® rather than as a separate
phenomenon altogether.

The ‘cycle of decline’ view of frailty
suggests an assumption among GPs
of frailty as unidirectional rather than
reversible, despite emerging evidence
from the field indicating that reversibility
is achievable.”* Such a perspective
reflects previous research finding a
knowledge gap in general clinician
awareness of frailty** along with similar
findings among consumers.*” Although
arecent meta-synthesis found that
some healthcare providers do see frailty
as malleable in its earlier stages, there
was also an expressed belief that this
malleability stopped at a certain point,
beyond which it would not be useful
to intervene.> In some respects, this
belief may explain why GPs in our study
were mostly attempting to manage and
stabilise frailty progression, rather than
to reverse it.

Many GPs in our study felt that they
already knew which of their patients
were frail without the need for formal
tests, reflecting the results of a previous

study suggesting that in the absence

of appropriate screening tools, GPs
commonly employ a type of ‘clinical
gestalt’ technique, or intuition, to identify
frail patients.?® Further, the description
of frailty as being obvious and highly
visible suggests a possibility that this
recognition is occurring at a relatively
advanced stage of frailty progression.
This issue is important because it may
act as a potential barrier in addressing
frailty more effectively within primary
care.?? In addition, the ability of GPs

to ‘eyeball’ frailty effectively has not

been well established. Few studies have
explicitly evaluated GP impression of
frailty against a reference standard,*5%*
and the supporting evidence for the
validity of this approach in identifying
frailty is inconclusive. Although a number
of studies have reported moderate-to-
high levels of GP accuracy in identifying
frailty,?%°%%54 there are significant design
limitations associated with each that
have implications for the generalisability
of results, including pre-training of GPs,
inclusion of screening test elements and/
or unusually high frailty prevalence.

Implications for general practice
Primary care settings are ideally suited

to identify and manage frailty.*® In the
UK, this position has been translated

into policy in terms of the GP contract on
frailty.2* However, our study suggests that
more work is needed before proactive,
person-centred frailty identification and
management becomes an everyday reality.
There is great potential for the concept of
frailty to act as an organising pivot around
which person-centred care of older people
could operate,?>*%% but this shift cannot

- and should not - be undertaken by GPs
in isolation. Our study shows that GPs are
open to thinking about and addressing
frailty in a different way, but that they

will need to be supported with the right
teams, tools, processes and systems
(including policy and funding support)

to enact change effectively. More effort
needs to be devoted towards GP research
and training on frailty, both at the medical
curriculum level and as part of ongoing GP
professional education. Further, greater
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public and provider awareness about
frailty will likely be critical in advancing
frailty prevention and treatment on a
global scale.5¢

Authors

Rachel C Ambagtsheer BA (Hons), MInfSt, Research
Fellow and PhD Candidate, Torrens University
Australia, Adelaide, SA; NHMRC CRE for Trans-
Disciplinary Frailty Research to Achieve Healthy
Ageing, Adelaide, SA. rambagtsheer@laureate.net.au
Mandy M Archibald BScN, PhD, CIHR Research
Fellow, NHMRC Postdoctoral Research Officer,
Flinders University, Adelaide, SA; NHMRC CRE for
Trans-Disciplinary Frailty Research to Achieve Healthy
Ageing, Adelaide, SA

Michael Lawless BPsych (Hons), PhD, Postdoctoral
Research Fellow, Flinders University, Adelaide, SA;
NHMRC CRE for Trans-Disciplinary Frailty Research
to Achieve Healthy Ageing, Adelaide, SA

David Mills MD, FRACGP, Adjunct Associate
Professor, Adelaide Rural Clinical School, University
of Adelaide, SA

Solomon Yu PhD, FRACP, MBBS, Clinical Deputy
Director, Aged and Extended Care Services,

Central Adelaide Local Health Network and Clinical
Associate Professor, Adelaide Geriatrics Training and
Research with Aged Care (GTRAC) Centre, Adelaide
Medical School, University of Adelaide, SA; NHMRC
CRE for Trans-Disciplinary Frailty Research to Achieve
Healthy Ageing, Adelaide, SA

Justin J Beilby MBBS, FRACGP, MD, MPH, DA
DRCOG, Vice-Chancellor, Torrens University
Australia, Adelaide, SA; NHMRC CRE for Trans-
Disciplinary Frailty Research to Achieve Healthy
Ageing, Adelaide, SA

Competing interests: None.

Appendix 1. Interview guide

What is your understanding of the
concept of frailty? How would you define
it from a clinical perspective?
- When would you say that someone
is frail?
- What is your understanding of how
frailty develops? How does it progress?
- What, if anything, can be done to
prevent people from becoming frail?
What can be done once a person
is frail?

+ What can general practitioners (and other
healthcare professionals) do to improve
care of pre-frail and frail persons?

+ Can you describe your attitude towards
the concept of frailty screening? Under
what circumstances, if any, do you feel it
would be useful?

- At which time points and in what
settings would it be most useful?

What would make a screening tool most
feasible for use within the context of a
standard general practice consult?
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