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Abstract

Frailty is a significant public health issue which is experienced by homeless and other vulnerable

adults; to date, a frailty framework has not been proposed to guide researchers who study this

hard-to-reach population. The Frailty Framework among Homeless and other Vulnerable

Populations (FFHVP) has been developed from empirical research and consultation with frailty

experts in an effort to characterize antecedents, i.e. situational, health-related, behavioral, resource,

biological, and environmental factors which contribute to physical, psychological and social frailty

domains and impact adverse outcomes. As vulnerable populations continue to age, a greater

understanding of frailty will enable the development of nursing interventions.

Introduction

The domestic and international population is aging; by 2050, 25% of the population will be

65 and older while those over 85 will triple 1. The number of older homeless adults is

expected to increase as well 2-4. Homeless service agencies report that nearly 33% of

chronic homeless persons are over age 55 4; in Los Angeles County (LAC) alone, there were
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approximately 51,340 homeless adults in 2011 and nearly one quarter (23%) were 55 to 61

years of age 5.

Aging trends among vulnerable populations prompt several areas of research, one of which

is identification of frailty; defined as a state which affects an individual who experiences an

accumulation of deficits 6,7 in physical, psychological, and social domains, leading to

adverse outcomes such as disability and mortality 8,9. There is a dearth of literature on

frailty among homeless populations and based on the operational measure used, rates have

differed. One study among a Canadian sample found that 7.2% of the population was frail at

baseline, while another study among a Mexican-American sample found that found that

37.1% of the population was frail, 33.3% of the population was pre frail and 29.6% of the

population was not frail 10 Among homeless populations, in one Boston-based homeless

sample, aged 50-69, the prevalence of frailty was 16 percent 11. The purpose of this

manuscript is to derive the Frailty Framework among Vulnerable Populations (FFVP),

which is an adaptation of the Integrated Conceptual Model of Frailty 9, the Working

Framework for Understanding Frailty 12, and vulnerable populations conceptual model 13.

Previous Frailty Models and Limitations

For over six decades, frailty has been debated in the literature and models have been devised

to explain the physiological, biological and molecular pathways of the syndrome 12,14

without specific attention being paid to populations at significant risk (e.g. homeless).

Previous biologic models of frailty have described the clinical pathways of frailty, such as

underlying alterations, clinical features and adverse outcomes 14. Models likewise showcase

age-related physiologic changes which include sarcopenia, neuroendocrine dysregulation,

and immune dysfunction 14.

Bergman et al. (2004) developed a working framework for understanding frailty.

Antecedents to frailty included biological, psychological, social, societal, and environmental

factors; further, disease and a decline in physiologic reserve were conceptualized to lead to

weight loss, under nutrition, weakness, decreased endurance and physical activity, slowness,

cognitive decline, and depressive symptoms 15. Thus, frailty was described as leading to

adverse outcomes, namely disability, morbidity, hospitalization, institutionalization and

death 15. One of the major limitations of this model includes the fact that frailty is not

divided into three respective components, namely physical, psychological or social. In

addition, life span determinants are not specifically identified as they relate to vulnerable

populations.

Gobbens et al. (2010) adapted the Bergman et al. (2004) Working Framework Model,

labeling it the Integral Conceptual Frailty Model and apportioning frailty into physical,

psychological and social domains. The Integral Conceptual Model of Frailty (ICMF)

includes antecedents, such as sociodemographics (e.g. age, education, income, sex, and

marital status), lifestyle, life events and biological factors 9. The limitations of the ICMF

model, the Working Framework in Development Model 12 and biological models 14 are that

they do not identify the difference between vulnerable populations in terms of significant

behavioral factors, such as drug and alcohol use; biological factors, such as telomere
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shortening and heightened immune activation; environmental factors, which may include the

built environment; type of lifestyle which may include gang membership, and certain life

events such as incarceration and homelessness which may place them at greater risk for

frailty. Further, these models do not take into account macro-level variables which may

influence individual, situational, behavioral and health-related risk factors. In terms of the

vulnerable populations conceptual model, the concept of frailty is not identified, which is

similarly a limitation.

Vulnerability Defined

Vulnerable populations are defined as groups who have an increased relative risk, and

decreased societal and environmental resources which lead to poor health status increasing

the morbidity and mortality 13. These authors contend that resource availability can be

socioeconomic and environmental; whereas, relative risk is exposure to risk factors which

may include lifestyle, behaviors and choices. Data suggest that socially disenfranchised

groups are at higher risk for negative health outcomes, including premature aging and

mortality relative to the general population 16,17. Populations who may fall under the

category of vulnerability include those on parole, probation, homeless and those who display

high levels of relative risk. Vulnerability may place one at risk for frailty; however,

vulnerable populations are not all frail. In an effort to begin to disentangle frailty and

vulnerability, we need to identify specific antecedents which may place vulnerable

populations at risk for frailty.

Risk Factors for Frailty across the Lifespan

Across the lifespan, homeless and otherwise vulnerable populations may have life events

such as a fragmented childhood, adolescence, possible histories of incarceration and

recidivism, foster placement, as well as behavioral factors, such as illicit drug use which

may place them at greater risk for frailty. Early childhood events such as a disruptive and

abusive home environment may curtail normalcy and encourage running away from home.

Once on the street, a significant set of risk factors become avenues for physical, sexual

abuse and victimization. A study among homeless men and women found that a higher rate

of victimization was found among those who had a diagnosis of mania, drug dependence

and of both alcohol and drug dependence 18.

Data reveal the drug and alcohol dependence may perpetuate incarceration and recidivism;

in fact, one federal report found that 32% of State prisoners and 22% for Federal prisoners

had used drugs at the time of the offense 19. For homeless female ex-offenders, challenges

abound when reintegrating into society 20. In this qualitative, descriptive study among

homeless female parolees (N=14), challenges which these women faced included challenges

to accessing health care, moving forward, preventing relapse and program seeking 20.

As individuals age, they are more likely to be frail 21-23. Additionally, women with limited

education, lower socioeconomic status and minority status are more likely to be frail 24-26.

Data suggest that frail older adults who have been exposed to a lifetime of health inequities

are vulnerable and are at increased risk for frailty. Based on the aforementioned empirical
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data, both frailty and homelessness make individuals more likely to be vulnerable to poor

health care outcomes, premature morbidity and mortality.

Proposed Research Model

The FFVP is a modification of the Integral Conceptual Model of Frailty (ICMF) 8,9, the

Working Frailty Framework model 12and the vulnerable populations model 13. The Frailty

Framework among Vulnerable Populations (FFVP) has evolved from empirical research and

consultation with frailty experts (R. Gobbens, personal communication, September 23,

2012; J. Morley, personal communication, December 7, 2011). The FFVP was developed to

guide researchers who work with vulnerable populations, such as homeless adults, a hard-to-

reach population. In order to build the model, we have explored empirical research in order

to construct factors which we feel underlie micro-level relationships which affect the frailty

triad and lead to the adverse events cascade. One vulnerable population which will serve as

an exemplar will be homeless persons; we will delve into this literature throughout the

manuscript providing the reader with an exemplar.

FFVP Assumptions

Figure 1 depicts the multidimensional FFVP framework designed to understand individual-

level, situational, health-related, behavioral, resource, biological and environmental

predictors which are conceptualized to affect frailty and adverse outcomes over the life

course. It is important to note that some of these assumptions can be hypotheses and

statistically tested:

1. Frailty occurs across the life continuum, regardless of age.

2. Vulnerability and frailty are distinct concepts. Both can represent an accumulation

of a different set of deficits. Frailty is an accumulation of deficits in physical, social

and psychological spheres. Whereas, vulnerability is an accumulation of deficits in

relative risk and poor resources.

3. Individual, situational, health-related, behavioral, resource, biological and

environmental factors may influence frailty.

4. Frailty domains form a triad: (a) physical, (b) psychological, and (c) social and the

presence of all three render an individual frail and at risk for adverse events.

5. Frailty leads to disability, increased health care utilization, hospitalization, health

care dependency and death.

6. There is an opportunity for health promotion/prevention and clinical case

management across this life continuum.

In the model, we have identified several variables which fall under relative risk and

influence frailty. These include individual-level factors, situational, health-related,

behavioral, resource, biological and environmental factors).
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Macro-level variables

In the model, we have identified several macro – level variables which serve as external

influences. For instance, both national and local policies may affect micro-level variables by

leading to homelessness, increased health care utilization, and higher densities of fast food

restaurants. In addition, the political climate of the nation may similarly affect these

variables.

Risk Factors for Frailty

Factors which we feel place individuals at greater risk for frailty include individual-level,

situational, health-related, behavioral, resource, biological, and environmental.

Individual-Level Factors

Individual-level factors include race/ethnicity, gender, income, education. Being a part of a

specific race or ethnicity may result in similarities regarding geographic origin, ethnic

origin, or sociocultural group. In addition, income or the amount of monetary currency

exchanged for types of services rendered is an important situational variable. Some evidence

suggests that African Americans, those with lower education and income are more likely to

be frail compared to those who do not have these characteristics (p<.001) 27. In terms of

gender, women are more likely to be frail when compared to men 29.

Life Events

Physical, sexual or verbal victimization can be defined as having experienced i.e. shootings,

beatings, stabbings, battery, assault, and gang violence, sexual assault or verbal

victimization during childhood or in adulthood. Certain life experiences, in particular,

incarceration, a state of being confined, or being on probation or parole may lead to physical

trauma. Both conditions represent being conditionally released as a prisoner without having

served a complete sentence 30,31. One of the main undercurrents of incarceration is violence;

behind bars data suggest that individuals are exposed to rape 32-34, beatings, stabbings which

may affect health-related factors and contribute to frailty.

Another significant issue is homelessness, defined as an individual who lacks a fixed,

regular, and adequate nighttime residence, and who has a primary nighttime residence that is

a supervised publicly or privately operated shelter designed to provide temporary living

accommodations (United States Department of Housing and Urban Development

[USDHUD], 1995). In 2011, Brown et al. studied older homeless adults (N=247) at risk for

geriatric syndromes and found the prevalence of frailty was 16 percent 11.

Health-Related Factors

Health-related factors are defined as self-reported health conditions and nutritional

deficiencies. In one study, nearly 85% of homeless adults over 50 years of age reported

having at least one chronic health condition 35. Data suggest that correlates of frailty may

include chronic kidney disease 36, diabetes mellitus 37, cognitive impairment 38-40,

Salem et al. Page 5

ANS Adv Nurs Sci. Author manuscript; available in PMC 2015 January 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



obesity 41 and human immunodeficiency virus (HIV) 42,43; these represent some, but not all

of the significant health factors in this population.

Nutritional deficiencies are also a significant issue. While food is usually acquired in soup

kitchens or other charitable programs; it is likely that food may also be acquired by other

means, i.e. theft, sex trade work, selling items, or paid employment. In one cross sectional

study in Germany, 29% of the homeless population sampled (N=75, 19-62) was

malnourished and data suggest it was related to drug use and other chronic disease

problems 44. Among older adults, malnutrition is similarly a significant issue; some authors

have indicated that there is a malnutrition-sarcopenia syndrome which leads to lean body

mass loss, strength and functionality 45.

Behavioral Factors

Certain behavioral factors which may be significant among this population, i.e. alcohol,

drug use, smoking, violence and health care utilization, may affect health-related factors and

may be influenced by biological factors and the environmental factors. Alcohol and illicit

drugs include opioids, psychedelics, psycho-stimulants, general central nervous system

depressants, and a combination of other drugs 46. Researchers have detailed that alcohol and

illicit drug use are commonly used by homeless adults 47,48, and may influence

homelessness 28.

Riley et al. (2007) found that among homeless adults (N=324), men were more likely to

report crack cocaine in the last 30 days, heroin, methamphetamine and heavy alcohol use

when compared to women. In particular, among women, 27% of the population reported

crack cocaine use compared to 34% of men, while 7% of women reported heroin use when

compared to 16% of men 28. In terms of heavy alcohol use, approximately 53% of women

reported such use in the last 30 days compared to 58% of men 28. Data suggest that for both

men and women, individuals who smoked heavily were more likely to have higher frailty

scores 49. Among homeless adults, smoking is a considerable challenge 50; in fact, one study

found that nearly 80% of chronically homeless adults (n=754) were current cigarette

smokers 51.

Health care utilization is a significant issue among both frail adults 52 and homeless

adults 53,54. Unmanaged chronic conditions increase hospital expenditures and care. Hahn et

al. (2006) found that for homeless populations emergency department visits were prevalent.

Resource Factors

Resource factors such as resilience, coping and positive social networks may be protective

over the life course; in fact, higher levels of resilience may encourage stress reduction. A

study among homeless youth (N=47) found that increased time living on the street may

affect resilience and increase psychological distress; however, perceived resilience may be

related to lower suicidal ideation and lower psychological distress 55.While resilience may

be a key resource,, this relationship has not been explicated among homeless adults and is

not well understood in terms of its relationship with frailty.
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Social support can be both formal and informal and have multiple dimensions which

encompass type, source, perceptions of support 56, and cognitive/perceived, behavioral/

received support 57. Social support can be further deconstructed to include emotional,

financial and instrumental support 57. Poor social support has been associated with increased

stress and poor coping among homeless populations 58. In a study of homeless youth, those

who used problem-focused coping were more likely to decrease alcohol, when compared to

those who used emotion-focused coping 59. In particular, instrumental social support was

significantly correlated with problem-focused coping (p<.0005), emotional social support

(p<.05), social isolation (p<.05) 59. Likewise, social isolation was significantly related to

emotion-focused coping (p<.005), and stress (p<.05) 59.

Biological Factors

Biologic factors are modifiable risk factors which may be composed of generalized

inflammation, oxidative DNA damage and telomere shortening. Generalized inflammation

includes the presence of inflammatory cytokines, i.e. interleukin- 6, interleukin IB, and

tumor necrosis factor (TNF). Biological factors caused by changes in gene expression and

oxidative DNA damage may affect situational factors and health-related factors. In

particular, decreased oxidative DNA damage leads to the decreased ability to build

macromolecules, decreased protein synthesis, and decreased lean body mass, which may

lead to a decrease in muscle function, strength and oxygen consumption 14. Telomeres,

known as biomarkers of cellular senescence have been studied in relation to frailty. While

one study found no correlation between telomere length, age and sex among community

dwelling older adults 60 this has not been studied among homeless populations and may be a

promising area for future exploration

Environmental Factors

The built environment is composed of the physical environment which may encompass

broken windows and crime, lack of proper sanitation, pollution, and high density of fast food

restaurants. In fact, broken windows of neighborhoods may be an indication of lack of

safety and poor economic conditions. The built environment may have a positive or negative

affect on health 61,62. Further, improper sanitation may have adverse effects on health;

namely transmission of communicable diseases, i.e. Hepatitis A virus infection 63,64 which

may affect biological systems, along with health-related factors. Additionally, excess fast

food restaurants and lack of supermarkets make it challenging to obtain appropriate

nutrition, ultimately affecting and leading to health related factors, such as comorbid and

multi morbid conditions.

Frailty Domains

Frailty encompasses physical, psychological and social domains. Characterized by a decline

in physical functioning, walking speed, and grip strength, physical frailty may be

influenced by psychological and social frailty. Physical functioning is closely tied to

mobility and research findings reveal that homeless populations are at risk for impairments

in this domain 11. One study found that among homeless adults (N=247) impaired mobility

affected 41% (102/247) of homeless adults over 50 11. Further, 37% (90/247) of older
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homeless adults reported difficulty with balance 11 and over half of the population reported

that they had fallen in the previous year 11. Decreased grip strength may be closely related

with disability, morbidity, mortality and frailty; in a cross-sectional study among men

(n=411) and women (n=306) between 64-74 years of age, findings revealed that grip

strength may be a more accurate predictor of frailty than chronological age 65.

Composed of depression and a decline in cognition, psychological frailty may affect

physical, as well as, social frailty. Investigators have found that frail individuals who have

cognitive impairment are less likely to rebound 66. A study among a community dwelling

sample of older adults in Dublin, found that both pre-frail and frail elderly were more likely

to have both anxiety and depression when compared to those who were robust 67. Among

homeless populations, data suggest that depression is similarly a significant issue; in

particular, Brown et al. (2011) found that 39% of the homeless population experienced

depressed feelings for more than seven days.

A decline in social support may influence physical and psychological frailty; social frailty
may predict increasing frailty, and for homeless adults, this may be a significant antecedent.

One study investigated social determinants of frailty among a Chinese cohort of men

(n=999) and women (n=1033) 68. Data reveal that women had a higher frailty index when

compared to men 68. Number of relatives and neighbors, and frequency of participation in

helping others all influence frailty scores; in fact, authors argue that individuals who have

more social support similarly have lower frailty 68.

Adverse Outcomes

Adverse outcomes of frailty may include disability, hospitalization, health care dependency

and death. Defined as having a physical and/or mental impairment, a disability limits daily

activities which may include mobility, cognitive, hearing, and visual or speech

impairments 69. While disability is not synonymous with frailty 70 both homelessness and

frailty may place individuals at risk for disability. Homelessness may exacerbate physical

disabilities or place individuals at high risk for acquiring a disability. In a study with

homeless adults, both impairment with activities of daily living (ADL) and independent

activities of daily living (IADL) were pronounced; in particular, approximately 30%

(74/247) of the population reported an impairment with ADLs while 57% (140/247)

reported difficulties with IADLs 11. Fried & Walston (2003) contend that disability can be

an outcome of frailty or even a contributor to the condition. According to LAHSA (2011),

approximately 22% of those surveyed suffer from physical disabilities.

Being hospitalized in a hospital for a physical, medical or emotional problem can be a

significant issue for both frail adults 71,72 along with homeless adults who utilize larger

percentages of health care resources 53. A nationally representative study among currently

homeless populations (N=2974), found that nearly 63% had one or more ambulatory visits,

32% an emergency department visit and 23% had been hospitalized 73. Hahn et al. (2006)

studied 14-year trends in homelessness and found that emergency department visits (p<.01),

staying overnight in a hospital (p<.001) and mental health hospitalization (p<.001) increased

from 1996 to 2003.
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Defined as being dependent on an institution for nursing or long term care, health care
dependency may be a significant issue. For frail adults who stay for extended periods in an

institution servicing health care needs, i.e. hospital, nursing home or long term care facility,

health care dependency may be a critical issue. Frail adults are at high risk for

hospitalizations 52,71 and institutionalization 74. Frail adults are similarly at higher risk for

death, which may be defined as the end of one's physical life on earth.

Synthesis

The FFVP is a framework which enables a greater understanding of unique antecedents

which may be of significant issue to vulnerable populations. We believe that this framework

extends to multiple populations; in this manuscript, we have drawn upon the homeless

literature to apply the model itself. However, we similarly believe this is relevant among

other vulnerable populations such as those incarcerated, rural populations, and those

afflicted with HIV/AIDS.

Individual-level factors such as race/ethnicity, gender, income and education can influence

situational factors (e.g. life events, parole/probation, foster home and homelessness).

Further, life events (e.g. homelessness, incarceration, being on parole or probation) may

similarly affect and be affected by behavioral factors which may include alcohol and illicit

drug use-which have been empirically demonstrated to affect one another.

Behavioral factors may affect health-related factors and in consequence be affected by them.

For vulnerable populations, chronic diseases and multi-morbid conditions affect health care

utilization. Individuals who frequently live in shelters may not be able to manage chronic

diseases. Equally important, increased stressors may similarly lead to generalized

inflammation and oxidative stress. Immediate environmental factors may affect biological

factors, health related factors, and situational factors. It is important to recognize that

resource factors (e.g. coping, resilience and positive social support) aid in alleviating some

of these factors. Frailty domains are interrelated; in particular, physical frailty and lack of

mobility or strength may affect social frailty and lead to increased depressive states.

Homeless populations can be socially isolated, which often predisposes them to serious

health problems and while not studied and may exacerbate frailty. Hwang et al. (2009)

studied multidimensional social support among homeless adults (N=544) and found that

only seven percent of participants were able to be accompanied to a health care provider by

a family or friend. Data reveal that this population may have high needs, however, a low

amount of received social support57 all of which may have implications for healthcare.

Adverse events are predicted by frailty; in particular, behavioral factors, such as engaging in

violence and having a history of incarceration may place one at greater risk for disability due

to experience with fights, shootings, beatings, stabbings. These activities may lead to

hospitalization and over the life span, lead to increased health care dependency and

ultimately premature mortality. As a starting point, we believe that this model will be useful

to help us to better understand frailty among vulnerable populations, identify unique frailty

components, and unique antecedents in an effort to identify areas of intervention.
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A Research-Driven Conceptual Framework and Application

As an exploratory model, the FFVP serves several purposes; first, it will help academicians

move beyond overlapping concepts of frailty and vulnerability. In particular, not all

homeless or vulnerable populations are frail; we believe that both are distinct concepts that

place populations at greater risk for frailty and adverse outcomes. Second, the FFVP adapted

framework will assist with identifying unique life span predictors which may place specific

populations at greater risk for frailty which will encourage primary screening in an effort to

identify worsening adverse events. For instance, if psychological and social frailty are both

present; yet, physical frailty is not yet present; it may necessitate intervention in those areas

to avoid adverse outcomes. In fact, for service agencies, it may be necessary to develop

critical time point interventions which delay adverse events through screening. According to

Bergman et al. (2004), development of interventions should be aimed at secondary

prevention for chronic conditions. This can be equally true among vulnerable populations,

but, it is important to move beyond screening, but rather chronic disease self-management.

The Potential for Clinical Application—This FFVP framework provides context and a

foundation for service agencies and providers to identify areas of intervention and screen for

frailty. In fact, it may delay the onset of adverse outcomes if clinicians and service providers

can intervene. The following case study provides an exemplar:

Ms. Johnson is a 64-year-old woman who recently was released from county jail

and has been in and out of homelessness for the last several years; she completed

the eighth grade and has not had a job in the last decade. Currently, she is

frequenting shelters in order to meet basic necessities which include food, water

and clothing. She recently found out she has type II diabetes; however, the shelter

which she sleeps in does not have the ability to dispense medications. She is the

only remaining member of her family and does not indicate she has any close

friends or relatives. Recently, she has been spending time in the emergency

department because of her inability to move around.

Ms. Johnson has several risk factors which place her at greater risk for frailty and

subsequent adverse events. Due to her parole conditions, cyclical homelessness and limited

education and job skills, the inability to meet basic challenges encouraged both recidivism

and problems reintegrating into society. Ms. Johnson's current diagnosis of type II diabetes

presents further challenges with the need for her to learn to manage diet and exercise in a

shelter which leaves little control over diet. For the clinician's plan of care, it is imperative

that they work with the participant and understand the environmental challenges of

managing care. Further, linking clients into social support networks, temporary and

permanent housing is essential to allay adverse outcomes. Equally important, it is important

to understand the reasons for cyclical patterns of incarceration and homelessness and assess

causes with a greater understanding that this leads to adverse outcomes.

Proposed Opportunities for Testing Nursing Interventions—Although the FFVP

is an exploratory model, some areas of intervention can be identified. For the academician,

this model can serve as a roadmap to better understanding areas for interventions,
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identifying relevant interventions and testing interventions in order to identify ways in

which to reduce frailty and subsequent adverse outcomes.

For clinicians and service providers, several opportunities for intervention may include

identifying if someone is on parole or probation, at risk of homelessness or homeless,

linking clients into housing and healthcare services. If behavioral factors are identified, it's

important to encourage anger management classes, smoking reduction and cessation, and

identify frequent users of health care services, reasons and causes of such utilization. In

terms of comorbid and multi-morbid conditions, it is equally important to institute chronic

disease self-management programs and understand the environmental challenges which

create challenges for managing disease conditions. Further, for those with poor resources, it

is important to understand the importance of teaching coping skills and encouraging positive

social support networks. It is presumed that effective interventions would encompass health

promotion, prevention, case management and wraparound health services.

The FFVP framework is designed to provide a greater understanding of how these

intervening variables impact the health outcomes of vulnerable populations in order to

develop effective interventions. The FFVP provide a context in order to implement frailty

diagnostic criteria in clinics and community settings while designing cost effective nurse-led

interventions which will reduce the progression of the syndrome.

Implications for Theory Testing and Advancement of Nursing Practice

For the discipline of nursing, understanding frailty among vulnerable populations is

necessary in order to create and sustain targeted clinical interventions. As the vulnerable

populations continue to age, it will become increasingly necessary to focus on identification

of frailty. Research related to predictors, mediators and adverse outcomes of frailty among

homeless adults are not well understood. Developing targeted interventions to prevent

exacerbations of frailty necessitates a clear understanding of these antecedents and

outcomes. Also, it is imperative not to assume that frailty is part of vulnerability and vice

versa; not all vulnerable populations are frail.

Nurses are the vanguard of caring for vulnerable populations and this necessitates a need for

awareness, particularly based on the unique needs of this graying population. As trusted

healthcare clinicians, nurses will continue to care for chronic and episodically homeless

older adults and otherwise vulnerable populations and experience the complexity of the

population shift commensurate with a greater burden of disease. There is a need for further

exploration and strategies to institute frailty prevention programs, efforts and greater

services.
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Figure 1. Frailty Framework among Vulnerable Populations
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