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 CLINICAL DEFINITION: “a state of increased vulnerability to stressors due to age-
related declines in physiologic reserve across neuromuscular, metabolic and 
immune systems” (Walston, Hadley et al. 2006)

 CELLULAR DEFINITION: Homeostenosis – decreased physiologic reserves to meet 
the challenges to homeostasis.(Resnick and Marcantonio 1997)

 Thus: excess demand on a reduced capacity (Ahmed, Mandel et al. 2007)



 Disability – inability to perform ADL’s

 Disability does not affect body across multiple organ systems

 Frailty can lead to disability and vice versa, but they are distinct entities.

(Ahmed, Mandel et al. 2007)



 Age, chronic conditions and disability do not establish the diagnosis (Walston 
2017)

 It’s a spectrum biological disorder

 Robust – pre-frail – frail –failure to thrive (advanced/end-stage)-death  (Ahmed, Mandel et 
al. 2007)

Advanced 
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FrailRobust Prefrail Death



 Difficult to determine due to different definitions used in studies.

 Physical frailty definitions – 9.9% for frailty and 44.2% for pre-frailty (Collard, Boter et al. 
2012)

 Cardiovascular health study – 6.9%

 Broad phenotype definitions – 13.6% 

 Women more than men (9.2% vs 5.2%)

 SA rural population - 7%

 Tanzania (community dwelling) – 19.1%





 Older age

 Current smoker

 Lower education level

 Current use of HRT (Fugate Woods, LaCroix et al. 2005)

 Depression or use of anti-depressants (Lakey, LaCroix et al. 2012)

 Intellectual disability

 Not married

 Poor nutritional status and decreased protein intake (Beasley et al 2010; Bollwein et al 
2013)

 Alzheimer’s disease pathology
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2.Comprehensive Frailty Assessment Instrument 

– CFAI
 Self-reporting

 Domains – physical, psychological, social and environmental, (cognitive)

 Helps towards a more holistic approach to frailty and appropriate interventions



3.Linda Fried – cardiovascular health study –

Fried Frailty Index (FFI)
 Weight loss (>5% of body weight in the last year)

 Exhaustion (positive response to the question regarding effort required for activity)

 Weakness (decreased grip strength)

 Slow walking speed (>6-7 seconds to walk 15feet (3m))

 Decreased physical activity (kcals spent per week – males <383 kcals; females <270kcal)



4.Study for osteoporotic fractures frailty tool
 Weight loss of >5% in last year

 Inability to rise from chair five times without use of arms

 “No” response to “do you feel full of energy”

5.Rockwood/CSHA study
 Cumulative deficit

 92 problems – the more you have, the higher risk for frailty



5. FRAIL scale

 F – Are you fatigued?

 R – Resistance (can you climb a flight of stairs?)

 A – Activity (can you walk around the block?)

 I – Number of Illnesses (≥5)

 L – Loss of weight (>5% in 6 months)



 Depression

 Malignancy

 Rheumatologic disease (PMR, vasculitis)

 Endocrine disease (DM, thyroid)

 Cardiovascular disease

 Renal disease

 Hematologic disease

 Nutritional deficits

 Neurologic disease



 FBC

 Urea/creat and electrolytes

 Calcium and albumin

 Basic liver enzymes

 Vit B12

 Vit D

 TSH



 In community:
 Hospitalization

 Institutionalisation

 Death

 Depression

 Impaired cognition 

 Falls risk (and increased risk of hip fractures)

 In hospital:
 Predicts surgical outcome 

 20x less likely to go home

 2.5x more complications

 Increased risk of developing disabilities (7x)

 Early re-admission

 Impaired mobility
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 In specific illnesses/conditions:

 Coronary artery disease – increased mortality

 Worse clinical outcomes with chemotherapy

 HIV accelerated immune-function deterioration



Identify the goal of 
care



 Routine testosterone replacement

 Growth hormone/GHRF supplementation

 DHEA-S

N Engl J Med 2002;347:1068-74



 Comprehensive Geriatric Assessment 

 Exercise – especially resistance training (Chan et al 2012)

 Nutritional supplementation 
 vit D 800-1000 IU daily in deficient patients

 Avoid weight loss – caloric and protein supplementation

 Mediterranean diet (Talegawkar SA et al 2012)

 Medication review
 Stop unnecessary drugs

 Consider side-effects as a potential cause for a new symptom

 Consider non-pharmacologic approaches

 Substitute with safer alternatives

 Reduce the dose

 Use beneficial therapies when indicated

 Palliative care



 Frailty = a biological syndrome with low reserve and therefore low resistance to 
stressors

 It is due to cumulative decline across multiple physiological systems

 It leads to increased vulnerability to adverse outcomes …disability, poor quality of 
life and death

 It is important to identify it before it is too late

Clegg, A., et al., Frailty in elderly people. The Lancet, 2013. 381(9868): p. 752-762.


