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Case Study 5.2 Frailty 
1. Frailty, comorbidity, and disability are terms that often used interchangeably, but each have there own meaning. “Frailty is perceived as a general decline in the physical function of older adults that can increase vulnerability to illness and decline” (Mauk, 2010, p. 304). Frailty can also be defined as "a state of high vulnerability for adverse health outcomes, including disability, dependency, falls, need for long-term care, and mortality" (Anderson, Darer, Fried, Ferrucci, & Williamson, 2004). “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” (Anderson, Darer, Fried, Ferrucci, & Williamson, 2004). “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” (Hogan, MacKnight, & Rockwood, 2000). 	Comment by Mary: Page number	Comment by Mary: Page number	Comment by Mary: Page number
2. A syndrome has many identifiable features or signs that can be observed. Frailty has many signs or characteristics that define it, which is why it is considered a syndrome. “Defining characteristics include unintentional weight loss of more than 10% in the prior year, feelings of exhaustion, grip strength weakest 20% for age, walking speed in the lowest 20% for age, and low caloric expenditure (<270 kcal) per week on physical activity” (Mauk, 2010, p. 304). “Frailty is a syndrome associated with reduced functional reserve, impairment in multiple physiological systems, and reduced ability to regain physiological homeostasis” (Bartali et al., 2006). 	Comment by Mary: Page number with direct quote
3. According to the frailty assessment tool Mrs. Gibson’s actual score is three. If a person has three or more of the components they are considered frail. 
4. “Primary frailty has no underlying, pathological causative factors, whereas secondary frailty originates from underlying, pathological causative factors” (Anderson, Darer, Fried, Ferrucci, & Williamson, 2004).   	Comment by Mary: Page number
5. The criteria that comprise the six physiological- based risk factors for frailty are activated inflammation, immune system dysfunction, anemia, endocrine system alteration, underweight or overweight, and age (Espinoza & Fried, 2007, p. 39).
6. The sociodemographic and psychological risk factors that are presented in the article are female gender, low socioeconomic status, race and ethnicity, and depression. Women are more likely to be considered frail then men (Espinoza & Fried, 2007, p. 42). People who are not well educated or have a low income are also more inclined to be frail when compared to others who are better educated and have a higher income (Espinoza & Fried, 2007, p. 42). It has been shown through research that older non-white individuals are at a higher risk for frailty (Espinoza & Fried, 2007, p. 43). “The hypothesis that depression or the presence of depressive symptoms leads to frailty is biologically plausible, given that individuals with depression often lose weight, become less active, and can therefore lose muscle mass, strength, and exercise tolerance, and may be more prone to acute illness” (Espinoza & Fried, 2007, p. 43). 
7. The risk factors that would not be modifiable could be physiologic- based, psychological, or sociodemographic related. Unless they are currently taking medications to reduce inflammation and correct anemia these would not be modifiable. People also do not have control over their age, ethnicity, or race and in turn cannot be altered. It may also not be plausible to believe that elderly adults can change their education or income levels. They may be able to ask family to help them financially but otherwise their personal annual income is not going to change significantly. Depression may not be modifiable unless they are seeing a psychiatrist or prescribed medications to help.  
8. Nutritional supplements as an alternative medicine intervention for frailty include carotenoids, vitamin D, and dehydroepiandrosterone (DHEA) (Cherniack, Florez, & Troen, 2007). 
A, B, D, and E.
9. Tai chi may be an appropriate intervention for frail elderly adults. “Tai chi is a 
slow and gentle exercise regime that involves both physical movement and 
meditation to improve balance and gait” (Adler & Roberts, 2006). “Tai chi might directly or indirectly address three components of FS--weakness, slow walking speed, and low physical activity. By improving strength and balance, it provides potential benefit for those with reduced ambulatory capacity or a tendency to fall.” (Cherniack, Florez, & Troen, 2007).  These could benefit elderly adults greatly by reducing their frailty and decreasing their fall risk. The article also stated that, “while a growing body of literature has suggested tai chi confers many health benefits, including greater balance and reduced falls, there are serious limitations to the studies, including small numbers of subjects, differing outcome measures, and lack of blinding, appropriate controls, standardization of tai chi exercise, and measurements of compliance” (Cherniack, Florez, & Toren, 2007). 	Comment by Mary: Pg nu	Comment by Mary: Pg nu	Comment by Mary: Pg nu
10. Universal design is a design that creates a more comfortable environment for all people. “Environments that reflect universal design sensitive to older adult needs”(Benefield & Higbee, 2007). The article by Benefield and Higbee (2007)gives us insight on how institutions and agencies will convey universal design for elderly adults. This design will benefit older adults specifically by creating them an environment where they feel comfortable, safe and user friendly for the elderly. 	Comment by Mary: Pg nu
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