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Introduction 

eople is in continues aging worldwide. In 2012, 8% (or 562 million) 

of people were aged 65 and over. In 2015, 3 years later, the 

proportion of the older population reached 8.5 % of the total population. The 

next 10 years will witness an increase of about 236 million people aged 65 

years and older all over the world (He et al., 2015).  

United Nations reported that by 2050, one-fifth of the world‘s population 

will be over 60 years of age (Safarpour et al., 2018).  

In Egypt, the percent of population above the age of 60 years was 6.7 

percent of Egypt population in 2017. This percent represents around six 

million citizens, according to Central Agency for Public Mobilization and 

Statistics (CAPMAS) (CAPMAS, 2017). 

This aging of the population will increase the prevalence of chronic diseases 

and functional impairment. This expected increase will also lead to increase 

utilization of the health care system (Senn et al., 2015). 

 Frailty is a common ageing problem that increases the risk of getting 

adverse health outcomes in elderly (Setiati et al., 2017).  It is a condition of 

vulnerability to poor resolution of homoeostasis after a stressor event. It is 

an outcome of cumulative decrease in many physiological systems during a 

lifetime. This cumulative decline depletes homoeostatic reserves until minor 

stressor causes disproportionate changes in health status (Clegg et al., 

2013). It can be considered as state of diminished physiological reserve over 

multiple organ systems (Partridge et al., 2012).

  

P 
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Physical frailty can be defined as a medical syndrome with many causes and 

contributors and it is characterized by diminished strength, endurance, and 

reduced physiologic function which increases an individual's vulnerability to 

develop increased dependency and/or death‖ (Morley et al., 2013). 

Pre-frailty defined as a multi-factorial and multi-dimensional syndrome 

which is associated with social isolation, functional, sensory and 

physiological impairment. Pre-frailty was also characterized by weakness, 

fatigue, tiredness, being slowed up or tired all the time. It could be 

considered as the first stage towards developing frailty or as a reversible 

stage before frailty (Sezgin et al., 2020). 

The term geriatric syndromes (GS) has been used to describe common 

conditions in the elderly, although not characterized as diseases, but they can 

lead to disability and death. GS were announced by Bernard Isaacs (1969), 

who called them ‗Giants of Geriatric Medicine‘ and included cognitive 

incapacity, postural instability, immobility, urinary incontinence and 

iatrogenesis (poly-pharmacy) (Closs et al., 2016). 

These "chronic" geriatric syndromes differ from "chronic disease" in the 

sense that they have multiple underlying factors and involve multiple organ 

systems and their impact on quality of life and disability is considerable. 

However, if recognized early, preventative measures can be initiated to 

reduce part of the burden notably by decreasing the risk of hospitalization 

and institutionalization and improving the quality of life (QOL) of elderly 

patients (Senn et al., 2015). 

Geriatric syndromes can't be treated by medication, but well-planned care 

can prevent their progression (Kozaki et al., 2013). 
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There is a greater chance of the elderly becoming frail as the number of 

geriatric syndromes accumulates. Frail elders also have an increased risk of 

developing other geriatric syndromes. Knowing this dynamic can assist in 

interventions to prevent the development of geriatric syndromes that may 

lead elderly persons to an increased risk of frailty (Closs et al., 2016). 

Mild Cognitive Impaired (MCI) is defined as a transitional stage from 

normal to dementia. Patients affected with this condition have a higher 

possibility to develop Alzheimer′s disease (AD) with the average rate of 10–

15% annually over 5 year (Da Silva. 2015). A number of studies have 

reported that frailty increases the risk of future cognitive decline and this 

cognitive impairment increases the risk of frailty which suggests that 

cognition and frailty interact within a cycle of decline associated with ageing 

(Robertson et al., 2013).  

Polypharmacy was defined as the use of multiple drugs more than are 

medically necessary (Maher et al., 2014), or the administration of more 

medications than are clinically indicated, representing 

unnecessary/unwanted drug use (Dagli et al., 2014). Other studies used 

Numerical definitions. The most used numerical definition is ≥ 5 drugs  

(Masnoon et al., 2017). It was reported that older frail people are 

significantly more likely to be exposed to high‐risk prescribing than robust 

older people, and that exposure to high‐risk medications was significantly 

associated with the development of frailty (Gnjidic, et al., 2012). 

Postural instability (falls) was considered the third frequent syndrome 

among the elderly and alterations in balance were more frequent among the 

frail elderly (Closs et al., 2016). It can lead to changes in gait (which is a 

frailty criteria) and increases the risk of falls (Coimbra et al., 2010). Falls 


