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Case Study 5
1.) Compare and contrast the definitions for frailty, disability, and comorbidity.  
	According to Benefield and Higbee (2007), the term of frailty is often confused with disability and comorbidity.  However, there are differences between the three terms.  Frailty is changes in the overall physiological state of the person and the body is unable to maintain equilibrium.  Comorbidity is the presence of more than one disease process.  Disability refers to a person no longer being able to perform activities of daily living.  Disability can come about from one or more of the body systems no longer function properly.  Benefield and Higbee go on to say that disability can come about from one system not working properly or from multiple systems. Frailty involves multiple systems not working properly. 
2.) Explain why frailty is considered a syndrome?
	Frailty is a syndrome that deals with less functional reserve.  Different systems of the body are affected by frailty and impaired as a result. The body is less able to obtain equilibrium.   (Benefield  & Higbee, 2007).
A syndrome involves a set of symptoms occurring together. In the case of frailty,
the syndrome entails reduced functional reserve, impairment in multiple physiological
systems, and reduced ability to regain physiological homeostasis
3.) View the frailty assessment tool and determine Mrs. Gibson’s actual score.
	The frailty assessment tool is used to identify a person whom has frailty.  There are a few different scores.  A score of zero indicates that the person is healthy.  A score of one or two means that the person is pre-frail while a score of three means that the person is frail.  The different symptoms and signs that are looked for include weight loss of more than ten pounds that is not intentional, exhaustion, changes in strength, changes in gait, and physical inactivity.  Mrs. Gibson’s score is that of a three.  She had lost fourteen pounds unintentionally.  Physical activity of any sort was making her fatigued.  She also requires a wheelchair for mobility now when before she had no problems with moving (Benefield & Higbee, 2007).
4.) Differentiate between primary versus secondary frailty.
	Primary frailty differs from secondary frailty.  Primary frailty has no causative factors.  Secondary frailty occurs as a result of underlying and pathological factors (Benefield & Higbee, 2007).
5.) What criteria comprise the six physiologic-based risk factors for frailty?
	There are a number of risk factors that are physiologically based for frailty.  They include activated inflammation, immune system dysfunction, anemia, alterations in the endocrine system, being underweight or overweight, and age.  Those who are frail often have an increase in the level of the c-reactive protein.  This is a good marker for inflammation.  This puts the individual at more risk for coagulation.  Changes in the immune system are often seen in frailty and may lead to changes in inflammation as well.  Anemia may result from the inflammation that is activated.  The frail individuals may also have changes in the amount of insulin-like growth factors I and changes to DHEAS.  The alterations to the endocrine system lead to less of both.  Frailty has been shown to affect both those who are underweight and those who are overweight.  Obesity changes the metabolism of glucose and the insensitivity of insulin which have both been associated with the frailty syndrome.  As one ages, many changes take place to mechanisms of the body. Once a person reaches the ages of 70 to 79, there is an increased risk for becoming frail at a 3 year follow up (Espinoza & Fried, 2007).
6.) Discuss the sociodemographic and psychological risk factors presented in the article.
	The article mentions different sociodemographic and psychological risk factors for frailty.  They include female gender as females are more likely than males to have frailty syndrome.  A lower socioeconomic class has also been associated with frailty.  This is as a result of the lifestyle factors that commonly occur with someone of this class such as the use of tobacco and the use of alcohol.  Race and ethnicity also are risk factors frailty.  Frailty is seen more in people who are non-white.  Psychological well- being goes hand-in-hand with how one ages.  Studies have indicated that depression may be associated with frailty (Espinoza & Fried, 2007). 
7.) Which of the risk factors for frailty would not be modifiable?
	There are risk factors that a person cannot change.  The risk factor of age cannot be modified.  As one ages, the processes of the body change very much.  Frailty can result from reaching a threshold of several systems becoming unregulated.  Oxidative stress occurs as one ages.  Race is another factor that cannot be changed.  Gender is also a risk factor that cannot be changed.  Frailty is more often seen in women and this may be a result of women having less muscle mass than men of the same age (Espinoza & Fried, 2007).(also socioeconomic status)
8.) Nutritional supplements as an alternative medicine intervention for frailty include the following:
A. Carotenoids
B. Vitamin D
D. Creatine
E. Dehydroepiandrosterone (DHEA)
(Cheniak & Forez & Troen, 2007).
9. Using the same internet source, discuss how tai chi may be an appropriate intervention.
	Tai chi may benefit the elder adult with frailty.  This is because of it being low risk and likely for the person to be able to comply with.  When the adult with frailty syndrome participates in such an activity, they are likely to see benefits ( Cheniak & Forez & Troen, 2007).
(also slow walking and low physical activity )
10. What are specific examples used in facilities/agencies which implement universal design?
	Universal design allows access to a building for people with disabilities and those without.  It can include entrances that have no stairs.  It may also include wide hallways, ramp access, closed captioning for televisions, and appropriate lighting.
Installing standard electrical receptacles higher than usual above the floor, so they
are in easy reach of everyone;
• Selecting wider doors, along with wider hallways;
• Making flat entrances;
• Installing handles for doors and drawers that require no gripping or twisting to
operate—such as louver or loop handles;
• Provide storage spaces within reach of both short and tall people;
• Minimize the need for staircases;
• Any and all procedures, equipment, and strategies promoting safety to avoid
falls or injuries
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