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Question 1
	The definitions of frailty, disability, and comorbidity are interconnected (Benefield, & Higbee, 2007).  Frailty occurs with changes in the physiological condition of a person and their body is not able to maintain homeostasis.  Frailty occurs with both physical and cognitive function.  When a person is frail they have a high risk for adverse health outcomes.  Comorbidity is when two different diseases occur in a person.  Disability is when a person cannot conduct activities of daily living.
Question 2
	A syndrome is “the combination of signs and symptoms associated with a particular morbid process, which together constitutes the picture of a disease” (Dirckx, 2012, p. 1638).  Frailty is a syndrome because it is associated with different signs and symptoms.  These include a decline in several body systems, reduced function, and inability to maintain homeostasis (Benefield, & Higbee, 2007).    
Question 3
	Mrs. Gibson has at least three of the five components, which puts her at a score of three (Benefield, & Higbee, 2007).  A score of three means she is frail.  Mrs. Gibson has lost over 10 pounds in the past year.  She has increased fatigue with physical activity and decreased strength as she is no longer able to ambulate on her own.  From the case study, there was not enough information to determine if she had the other two components.  However, it is very likely that since she requires a wheelchair for mobility that she has an unsteady gait and decreased activity. 
 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 

Question 4

	The difference between primary frailty and secondary frailty is the cause.  Primary frailty does not have a pathological cause and secondary frailty has a pathological cause (Benefield, & Higbee, 2007).  Usually a disease process leads to secondary frailty.
Question 5
	The six physiologic-based risk factors for frailty are as follows: activated inflammation, immune system dysfunction, anemia, endocrine system alteration, underweight/overweight, and age (Espinoza, & Fried, 2007).  Frail individuals have an increased level of C-reactive proteins, which is a marker for inflammation.  This means that frail adults often have chronic inflammation.  Also, frail individuals have a decreased immune system and may be anemic.  These can both cause an increase in inflammation.  Weight loss is a common marker for frailty; however, Espinoza and Fried (2007) found that a decrease in lean body mass can increase the risk for frailty even when a person is obese.  There is also an increased risk for frailty with increased age.    
Question 6
	The sociodemographic and psychological risk factors include the following: female gender, low socioeconomic status, race/ethnicity, and depression (Espinoza, & Fried, 2007).  Women may have a higher risk for frailty because women have less muscle mass than men.  Low socioeconomic status does not necessarily mean an increased risk for frailty; however, lifestyle factors that are associated with frailty are often linked to low socioeconomic status.  Also, non-white individuals have displayed a higher rate of frailty.  Mental health has been closely connected to an individual’s overall health.  Depression often leads to weight loss and inactivity, which can increase the risk of frailty in older adults.    
Question 7
	The sociodemographic risk factors including gender, socioeconomic status, and race would not be modifiable.  Also, a person’s age is not modifiable.  
Question 8
	Nutritional supplements as an alternative medicine intervention for frailty includes the following: carotenoids, vitamin D, creatine, and dehydroepiandrosterone (DHEA) (Cheniak, Forez, & Troen, 2007).  Carotenoids improve walking speed and increase strength.  Vitamin D improves balance and increases strength, which can decrease the amount of falls and fractures.  Creatine and DHEA also increase strength.
Question 9
	Tai chi can be linked to improving weakness, slow walking speed, and low physical activity, which are three components of frailty syndrome (Cheniak, Forez, & Troen, 2007).  Tai chi may provide great health benefits such as greater balance and decreased number of falls.  In general, older adults who practice tai chi have better balance than those who do not.  Tai chi may also increase mobility in patients with specific disorders such as heart failure and osteoarthritis.
Question 10
	Universal design allows for products to be used by all people without the need for accomadation (Crews, & Zavotka, 2006).  There are many examples of universal design.  In the bathroom these include walk-in/roll-in shower, grab bars in shower and next to toilet, adjustable showerhead, temperature limiting devices, no slip flooring, and proper height toilet.  In the kitchen, universal design includes variety of surface heights, items at shoulder or elbow height, and single lever faucets.  In facilities, it is important to have wide doorways (i.e., 32-36”), lever door handles, low level carpet, non-slip hard surface, easy access entryway, and handrails on both sides of stairs.
 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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