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Case Study Four: Frailty
	1.  According to Fried, Ferrucci, Darer, Williamson, and Anderson, as cited in Benefield, and Higbee,(2007, para. 3) the definition of frailty is “a state of high vulnerability for adverse health outcomes, including disability, dependency, falls, need for long-term care, and mortality.  Frailty typically involves alteration in multiple, not individual, body systems.” According to Morley, Kim, Haren, Kevorkian, & Banks as cited in Benefield and Higbee,(2007, para. 3) it “includes both physical and functional decline and is commonly used to describe older persons at increased risk for morbidity and mortality.”  According to Fried, Ferrucci, Darer, Williamson, and Anderson as cited in Benefield, and Higbee, (2007, para. 2) “the terms frailty, disability, and comorbidity interrelate and over-lap. 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.”  According to Rockwood, Hogan, & MacKnight as cited in Benefield, and Higbee, (2007, para. 2) “disability can arise from dysfunction of a single system or from many systems, but frailty always implies multisystem dysfunction. Disability need not be associated with instability, whereas frailty necessarily is.”
	2. Frailty is considered a syndrome because it has signs and symptoms, it can be screened for, and according to Bartali et al. as cited in in Benefield, and Higbee, (2007, para. 3) it is “associated with reduced functional reserve, impairment in multiple physiological systems, and reduced ability to regain physiological homeostasis.”
	3. Mrs. Gibson would get one point for losing 14 pounds over the past year, another point for lack of energy, another point for loss of physical robustness and skeletal muscle soundness, another point for slowness, and a fifth point for low physical activity.  So all together she has 5 points, which assesses her as being frail. 
 Mrs. Gibson’s score on the frailty assessment tool is a “3” as she has experienced a weight loss of 14 lbs, has the presence of fatigue, low physical activity and no longer can ambulate.
	
4. According to Fried, Ferrucci, Darer, Williamson, and Anderson as cited in Benefield, and Higbee, (2007, para. 5) “primary frailty has no underlying, pathological causative factors, whereas secondary frailty originates from underlying, pathological causative factors.”
	5. The six physiologic-based risk factor for frailty are activated inflammation, immune system dysfunction, anemia, endocrine system alteration, underweight or overweight, and age (Espinoza, & Fried, 2007).	
	6. The sociodemographic and psychological risk factors in the article are female gender, low socioeconomic status, race/ethnicity, and depression.  Research has shown that more women than men suffer from frailty and it is believed to be due to the fact that aged men have more muscle mass then women.  Studies have also shown that people of lower socioeconomic status have a higher prevalence of frailty, but it is believed not to necessarily be because of lower socioeconomic status, but because of lifestyle behaviors that exist within socioeconomic status.  In other words, those of lower socioeconomic status not only are more likely to be frail, but are more likely to have an unhealthy BMI, use tobacco and alcohol, and have other self-reported health and comorbid conditions.  These other things initiated by unhealthy lifestyle and choices is the reason for frailty, and not simply because they have less money or less education.  The same is true for ethnicity.  Some ethnicities make less healthy lifestyle choices, and have access to healthcare than other ethnicities; that is what leads to their frailty, and not the color of their skin.  It is believed that the reason depressed individuals are more likely to become frail being because depressed individuals are likely to lose weight from not eating, are less active, which leads to loss of muscle mass, strength, and exercise tolerance; this makes them more prone to acute illness, and to an increase
of circulating inflammatory cytokines.
	7. Some of the risk factors leading to frailty than are not modifiable are activated inflammation, immune system dysfunction, endocrine system alteration, age, arthritis, chronic obstructive pulmonary disease, and cognitive impairment/cerebral changes.  If you have activity of daily living disability you are likely to be frail, and that may not be modifiable; but if you modify your behaviors to reduce having ADL disability then you are able to make that modifiable.  Being female to a degree is modifiable in that if the female stays active and keeps her muscle mass from deteriorating she is less likely to become frail.  To a degree cardiovascular disease, diabetes, stroke, and depression can be modifiable in that they these disease can be treated or managed with positive lifestyle changes and possibly medication. While you cannot change your race, as said earlier, it is not specifically the color of your skin that makes you prone to frailty, but the lifestyle behaviors that are common among race that causes it.  So, while you cannot change your race, you can modify your lifestyle to prevent frailty. 
	8. a, b, d, e 
[bookmark: _GoBack]	9. Tai chi may be an appropriate intervention because it is easy to do and has a low risk for harming the older person (Cheniak, & Forez, 2007).  It is believed that tai chi may address the three components of frailty, which are weakness, slow walking speed, and low physical activity.  Tai chi improves strength, flexibility, and balance, which will help the individual reduce their risk of falling.  
	10. Some examples of things used in facilities to implement universal design are grab bars, walk in showers with shower seats, counter and cabinet height adjustments, wide doorways, contrasting colors of counters, floors, walls, and dishes, non-slip surfaces, ramps, proper lighting, and emergency call systems (Benefield, & Higbee, 2007).
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