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INTRODUCTION 

       

 Frailty is often conceptualized by health care providers as 

a state of late life decline and vulnerability characterized by 

weakness and decreased physiologic reserve. Frail older adults 

are less able to adapt to stressors such as acute illness or 

trauma. Their increased vulnerability leads to adverse outcomes 

including falls, institutionalization, disability, and death (Fried 

et al; 2001). 

Most medical practitioners who care for older adults have 

noted a subset of patients who are clearly in a state of rapid 

decline, seemingly unrelated to a specific disease state. Other 

patients who are frail have more subtle signs and symptoms that 

can be easily overlooked. Old age, itself, does not define frailty. 

Some patients, despite advanced age, may experience 

temporary disability related to illness or trauma, but rebound 

after recovery and return to their baseline. Others may appear 

robust but tolerate medical stress poorly, and never regain full 

function following illness or hospitalization. Still others are 

noted to have gradual but unrelenting functional decline in the 

absence of apparent stress factors (Walston et al; 2010). 

With aging, cardiovascular (CV) diseases become more 

frequent and complicated. They are usually not isolated, but are 
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associated with other medical problems and they continue to be 

the most important cause of morbidity and mortality in the 

elderly. More than 15% of deaths in the world are due to CV 

diseases for both women and men >65 years of age (Ozturk & 

Kutlu, 2010). 

            With the emergence of evidence showing the prognostic 

value of frailty in elderly patients with CVD, ongoing efforts 

are being directed toward incorporating frailty into existing and 

novel risk prediction models. (Afilalo 2011). 

           Various authors have highlighted the frequent 

association between osteoporosis and frailty. Osteoporosis 

appears to be a good marker of frailty. It is a sign of 

vulnerability. Hip fracture is the major complication 

confronting elderly subjects and this too is a major public health 

problem. Frail subjects seem to be particularly exposed to this 

complication. (Crepaldi et al 2005) 

         It is important to understand the links between frailty, 

osteoporosis as the therapeutic approaches may be different or 

complementary. The efficacy, cost and adverse effects of a 

purely pharmacological approach aiming to increase BMD or of 

a multidisciplinary approach aimed at countering the factors 

associated with frailty may be very different in a frail or a 

robust aged population. (Rolland et al 2008) 
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AIM OF THE STUDY 

 

To compare frail & healthy elderly regarding Bone mineral 

density, carotid circulation and serum levels of Homocysteine, 

coronary risk factors and CRP. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Review of Literature 

4 

FRAILTY 

       

Definitions of frailty 

          There is no single best definition of frailty; it does not fit 

easily with the typical organ specific model of disease. Frailty 

is theoretically defined as a clinically recognizable state of 

increased vulnerability, resulting from aging-associated decline 

in reserve and function across multiple physiologic systems 

such that the ability to cope with every day or acute stressors is 

compromised (Xue; 2011). 

            Several factors complicate the formulation of a 

definition for frailty. Older adults come from heterogeneous 

medical, environmental, educational, and psychological 

backgrounds, so that considerable variation is present in 

baseline status. Additionally, frailty exists on a spectrum, 

further increasing the complexity of defining the condition 

(Hamerman; 1999). 

           Fried et al defined frailty as: ―A physiologic syndrome 

characterized by decreased reserve and resistance to stressors, 

resulting from cumulative decline across multiple physiologic 

systems, and causing vulnerability to adverse outcomes‖ (Fried 

& Walston 2003). 


