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Case Study 5-2
	According to Benefield and Higbee, “Frailty is the manifestation of changes in the physiological state of a person and the inability to maintain homeostasis. Comorbidity refers to the occurrence of two or more distinguishably different disease processes in a person. Disability relates to the inability to carry out activities of daily living.” (Benefield & Higbee, 2012). Frailty is considered a syndrome that “is characterized by a reduced functional reserve and impaired adaptive capacity resulting from cumulative decline of multiple subsystems, and causes increased vulnerability leading to adverse outcomes.” (Cherniack, Florez, & Troen, 2007, p. 246). Furthermore, frailty syndrome is defined and diagnosed with subjective reporting of three or more of the following complaints: “weakness, slow walking speed, self-reported exhaustion, low physical activity, and unintentional weight loss [of 10 pounds or more]” (Cherniack, Florez, & Troen, 2007, p. 246). Mrs. Gibson would score a 5 (or 15 depending on how the points were awarded) in the frailty assessment. Her deficiencies were in each category of unintentional weight loss of more than 10 pounds, lack of motivation following the death of her husband, loss of skeletal muscle strength due to failure to remain active, lethargy and dependance on a wheelchair for ambulation, and inactivity. (Benefield & Higbee, 2012). 	Comment by Mary: Actual score would be 3
	According to Benefield and Higbee, “[p]rimary frailty has no underlying, pathological causative factors, whereas secondary frailty originates from underlying, pathological causative factors.” (Benefield & Higbee, 2012). The six risk factors most commonly associated with frailty syndrome are physiologic, medical illness, comorbidities, sociodemographic, psychological, and disability related. (Espinoza & Fried, 2012). Sociodemographic and psychological risk factors include being female, low socioeconomic status, race or ethnicity, and depression. (Espinoza & Fried, 2012). Like many other factors that affect a person’s well-being, it appears that sociodemographic and psychological factors, once again, play an important role in the development of frailty syndrome. Espinoza and Fried state that ” it appears that low income and education are predictive of frailty at 3-year followup, but this association is attenuated (although it persists) after adjustment for BMI, ethnicity, tobacco use, alcohol use, self-reported health, and comorbid conditions, suggesting that differences in health status and risk factors may explain at least part of the increased risk for frailty.” (Espinoza & Fried, 2012, p. 42). Of all of these factors, gender, economic status, and race/ethnicity would not be modifiable. 	Comment by Mary: Pg nu
	Carotenoids would provide some antioxidative properties and may offer a certain degree of intervention in the older adult. Vitamin D would facilitate the uptake of calcium in the body and help strengthen bone mass thereby adding skeletal strength. Probiotics would introduce beneficial flora into the intestines and assist in bowel motility and nutrient uptake and absorption. “Tai chi is a slow and gentle exercise regime that involves both physical movement and meditation to improve balance and gait.” (Benefield & Higbee, 2012). 
	“Universal design is design for the comfort of everyone, not only those with disabilities and special needs. For example, everyone benefits from a stepless entryway whether you use a wheelchair, push a stroller, or are carrying groceries. Wider doorways can prevent cosmetic damage from moving and easier passage when multiple people use the space.” (Mace, 2012). Universal design incorporates items such as standard height commodes and toilets, door handle heights and widths, standard countertop heights, etc. The goal of universal design is to make facilities and homes user friendly to as wide of a population as possible. 
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