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INTRODUCTION 

In 2019, the United Nations "World Population 

Prospects" (World Population Prospects, 2019) revealed 

that the global population will increase by 2 billion in the 

next 30 years, and it is expected to reach an incredible 

9.7 billion by 2050, approaching the threshold of 10 

billion. to 11 billion. Due to longer life expectancy and 

lower global birth rates, the number of countries with 

declining populations will increase substantially, and the 

global population will age more severely. By 2050, one 

out of every six people in the global population will be 

over 65 years old, accounting for 16% of the total 

population. Currently, one out of every 11 people is over 

65 years old, accounting for 9% of the total population. 
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ABSTRACT 

Background: The age structure of the elderly population is rapidly aging in Taiwan. It is estimated that Taiwan 

will enter a super-aged society in 2025 and increase to 27.4% in 2070. Long-term care ten-year plan 2.0 for the care 

of frail groups, increase the service items of preventing disability or delaying disability, providing muscle 

strengthening exercises and reablementn care for the elderly training. Purpose: The purpose of this study was to 

explore the basic attributes of the research object and the current situation of the degree of frailty; the correlation 

between the basic attributes of the research object and the degree of frailty and the factors that affect the degree of 

frailty. Method: Purposive sampling method, the total sample size was 30 in a day care center in central area, 

Using the questionnaire and interview method of "Chinese version of the Kihon Checklist (KCL)" as a research 

tool. The SPSS 22.0 software was used for t-test, one-way ANOVA and correlation analysis.t-test and correlation 

analysis. Results: The research subjects were 19 females (63.3%), aged between 63-94 years old, with an average 

age of 81.10 years old, with an education level of less than 11 (36.7%) in elementary school; 29 (96.7%) are 

married, and 29 are living with family members (3-5) (96.7%); exercise 26 (86.7%); smoke 3 (10.0%); drink 1 

(3.3%); have hearing problems at 9 (30.0%), sleep well at most 15 ;13 (14.9%) had hypertension, diabetes by 11 

(12.6%); 6 (46.1%) had low back pain. In the analysis of frail risk groups, 17 people (56.7%) with a total score of 

more than 10 points (inclusive) (high risk group for frailty), 11 people (64.7%) are women, and 5 people (39.5%) 

are 75-84 years old. Among the potential risk groups, 17 (56.7%) were the top two with motor function risk of 3 or 

more, and 13 (43.3%) had oral function risk of 2 or more. The top two groups of frailty risk groups were 25 

(83.3%) with cognitive function risk 1 point, 13 (43.3%) with oral function risk 2 point and 13 (43.3%) with social 

function risk 2 point. The risk of independent living was positively correlated with total frailty screening; the risk 

of motor function was positively correlated with total frailty screening; the risk of oral function was negatively 

correlated with chronic diseases; the risk of social functioning was positively correlated with total frailty screening; 

Frailty screening was positively correlated overall and negatively correlated with age. Personal attributes of 

"education level", "exercise status" and "smoking status" items have significant differences in the risk of frailty, 

and different education levels have significant differences in the risk of social function (t = 2.29, p < .05), 

elementary school score higher than illiterate; there was a significant difference in risk of nutritional status with or 

without exercise status (t = 2.81, p < .05), with exercise scored higher than without exercise; with or without 

smoking status was significantly different in risk of nutritional status (t = .03), p < .05), the score of non-smoking 

was higher than that of smoking. Conclusion: A reliable and valid screening tool to assess frailty in the elderly, can 

identify high-risk groups, and can understand the degree of frailty and influencing factors, it is recommended to 

provide muscle strengthening exercise, oral health care, dietary nutrition, cognitive promotion and social 

participation to prevent disability or defer reference to disabled services. Frailty assessment is meaningful for the 

health risk assessment level of the elderly population, and should be extended to elderly care centers or long-term 

care institutions, so as to develop relevant preventive plans and strategies. 
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In addition, by 2050, the population over the age of 80 

will increase from the current 143 million to 426 million. 

Population aging has become a problem that the world 

must face together.
[1]

 Taiwan has become an aging 

society in 1993, and it will become an aging society in 

2018. It is estimated that it will enter a super-aging 

society in 2025. The age structure of the elderly 

population is rapidly aging. In 2021, the super-aged 

(over 85 years old) population will account for 10.5% of 

the elderly population, and it will increase to 27.4% in 

2070.
[2]

 

 

In response to the resulting long-term care needs, the 

Ten-Year Long-Term Care Plan 2.0 expands service 

targets and projects, with the main purpose of preventing 

the elderly from becoming caregivers and improving the 

quality of life of caregivers. In order to prevent and delay 

the disability or dementia caused by the aging 

process,the Ministry of Health and Welfare launched the 

"Prevention and Delay of Disability Care Plan" in 2017, 

mainly serving the frail elderly and mildly or moderately 

disabled persons objects,through medical and related 

professional groups, plan six major preventive care 

themes, including muscle strengthening exercises, life 

function reconstruction training, social participation, oral 

health care, dietary nutrition and cognitive 

promotion,etc., provide single or compound care 

programs, and combine community local resources and, 

and through the lively, interesting and purposeful 

leadership of instructors, prevent frail elderly from 

industry-government-university cooperation jointly 

promote, introduce appropriate intervention programs 

becoming disabled or demented, and delay the rapid 

deterioration of disabled or demented elderly, increasing 

It is healthy for the rest of their lives, and allows the 

elderly to live with dignity and happiness. This 

characteristic research project selects 30 elders from Day 

Care Center for research on frailty assessment, life 

function reconstruction training and muscle strength 

strengthening exercise, including three sub-projects, 

project 1.Research on the frailty assessment and its 

influencing factors of the elderly ; Project 2.The effect of 

life rehabilitation training based on the use of assistive 

devices in the day care center; Project 3.The impact of 

the circular fun game program on the cognition, muscle 

strength, body composition,body function performance 

and quality of life of the elderly. 

 

Frailty of definition 

The care for the frail group is mainly to increase services 

for preventing or delaying disability, providing muscle 

strengthening exercises, life functional reconstruction 

training, dietary nutrition, oral health care, cognitive 

promotion and other services.
[3,4]

 Frailty can be said to be 

a precursor to functional degeneration in the elderly 

group, and it is also the beginning of a vicious cycle of 

many geriatric syndromes. As the age increases, the 

physiological system gradually degenerates, and the 

ability of various organ systems in the body to resist 

stress and maintain stability also decreases. These 

phenomena These include: tiredness, decreased appetite, 

weight loss, muscle loss, abnormal gait balance, bone 

loss, etc. The sequelae caused by frailty syndrome 

include: decreased physical and mental function and 

activity, repeated hospital admissions, which can lead to 

bone loss and increase the risk of falls.
[5]

 Fried et al. 

(2001)
[6]

 believed that frailty refers to the progressive 

decline of physiological function in multiple systems of 

the body, which has the risk of loss of function, 

increased disease, death, fall, disability and other adverse 

health outcomes. Frailty refers to the following 

conditions: Three or more operational definitions of 

frailty included indicators of unintentional weight loss, 

self-reported exhaustion, weakness, slow walking speed, 

and low physical activity. Frailty is the precursor of the 

elderly's disability tendency and functional degradation, 

and it is also an intermediate stage between independent 

life and death. The frailty of the elderly is an important 

public health problem that urgently needs to be 

addressed. If there is a reliable and valid tool for 

screening and evaluating the frailty of the elderly,which 

can identify high-risk groups and provide appropriate 

preventive measures and services early, it will be even 

more distributed Therefore, frailty assessment is one of 

the most important and urgent tasks in the prevention and 

treatment of frailty in the elderly. 

 

Prevalence of debilitating 

The prevalence of frailty among the elderly in foreign 

communities accounts for about 10%, and prefrail 

accounts for about one-third to half; tendency about 28 to 

44%. The prevalence of frailty increases with age, 

ranging from 20 to 30% for those over 75 years of age, 

and as high as 30% for those over 90 years of age.
[7,8]

 

Frailty and early frailty increase the risk of negative 

health outcomes. A meta-analysis found that the risk of 

death was 1.8 to 2.3 times, and the fourth-level object 

was "late frailty": obvious frailty, poor resistance to 

injury, and decreased vitality, leading to disability. The 

five-level object is "end-stage frailty": severe frailty, low 

cholesterol, weight loss, poor vitality, dependence, and 

high mortality within one year
[9]

; the risk of loss of 

activities of daily living (ADL) is 1.6 to 2.0 times the 

risk of hospitalization; 1.2 to 1.8 times the risk of 

hospitalization; 1.5 to 2.6 times the risk of physical 

limitation; and 1.2 to 2.8 times the risk of falls and 

fractures7. Due to population ageing, frailty has become 

a fundamental concept as it identifies older persons at 

higher risk of adverse outcomes such as disability, 

institutionalization, reduced quality of life and premature 

death.
[10]

 More than half of residents in long-term care 

facilities are frail. The older you are, the greater the 

chance of frailty, and the prevalence of frailty in people 

over the age of 85 can reach a quarter.
[11]

 The results of 

the study by Lupon et al.
[12] 

found that the rate of 

debilitation in outpatient heart failure patients was 

39.9%).
[12]

 Lu et al. (2010)
[13]

 also found that the rate of 

frailty among the elderly with chronic diseases in 

outpatient clinics was 19%, both of which showed that 

the rate of frailty among outpatients was high; and found 
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that the rate of frailty among the elderly with chronic 

diseases in outpatient clinics was much higher than that 

of Fried et al. (2001).
[6]

 The frailty rate of the elderly is 

6.9%.
[6,13] 

Taiwan Chen et al. (2021)
[14]

 conducted a 

survey with a custom-made screening tool and found that 

the prevalence of frailty and frailty tendency were 4.9% 

and 40.0% among the community elderly over 65 years 

old in Taiwan.
[14]

 The prevalence of inpatients, 

outpatients, and community frailty in Taiwan is different. 

The prevalence of inpatient frailty in a southern medical 

center was 88.7%; the prevalence of frailty in the elderly 

in family medicine outpatient clinics was 19%.
[9]

 

 

The Taiwan government has promoted the long-term 

care 2.0 plan since 2017. For the prevention and delay of 

disability care plans, it will invest annually from 2017 to 

2018 NT$600-700 million
[3]

 is for the initial and 

secondary prevention in the three-stage five-level 

prevention strategy. In order to analyze domestic frail 

care policies, the three-stage and five-level prevention 

model of disease is used as the basis, and the strong and 

weak crisis model (SWOT) is used for policy analysis 

and policy advice.
[9]

 

 

Demographic background associated with frailty 

Many studies have pointed out that women are more 

socially frail than men High, van Oostrom et al. 

considered that women had a lower risk of social frailty. 

Freid et al. (2001)
[6] 

and Mello et al. (2014)
[16]

 found that 

there were more elderly women in the frailty group.
[6,15-

17]
 The older

[18-25]
; low educational attainment

[1519,21,25]
; 

single, divorced or widowed
[26,27]

; the research results 

show that the proportion of living alone is higher than 

that of Freid et al. (2001)
[6]

 and Wu et al. (2011)
[28]

 the 

frailty group showed a positive correlation with living 

alone
[28]

; in terms of lifestyle, there was a lack of 

physical activity or exercise
[15,24,29]

, smoking
[26]

, 

drinking
[19,29]

, hearing problems
[29,30]

, excessive sleep, 

daytime sleepiness
[15,18]

, chronic disease or multiple 

diseases
[24,30]

, malnutrition
[24,30]

, higher levels of pain.
[31]

 

 

Results of prevention and delay disability care 

program  

The Ministry of Health and Welfare (2017)
[3]

 reported 

the implementation results of the national prevention and 

delay disability care plan, with a total of 17,117 people 

participating planned services, the average age is 76 

years old, the male to female ratio is about 1:3, and the 

frail elderly account for about 67%. The results found 

that the scores of the participants in independent living, 

exercise, nutrition, oral cavity, social interaction, 

dementia, depression and comprehensive potential 

nursing risks were significantly improved compared with 

those before participating in the activity
[32,33]

, the total 

score is 25 points, and the overall progress is 2.3 

points.
[34]

 According to the 2017 Taiwan Elderly Status 

Survey Report, 17.52% of the 3 frailty assessment items 

have 1 to 2 pre-frail people, and they are in the for those 

in the frailty period (equal to 3 items), 1.46% were 65-69 

years old, 4.46% were 75-79 years old, and 5.43% were 

over 80 years old. In Taiwan, the rate of frailty over the 

age of 55 increases with age, and the elderly aged 75 to 

79 are the age group with obvious decline.
[32]

 The KCL-

C scale has good judgment and is easy to answer And 

convenience, it can be used as a rapid screening tool for 

frailty in the elderly. 

 

MATERIALS AND METHODS  

The research framework is shown in Figure 1. This study 

is a cross-sectional study with intentional sampling 

method. The subjects of this study are 30 elderly people 

in a day care center in central China. The researcher 

personally explained the purpose of the study and the 

sequence of procedures to the elders in the day care 

center, and after obtaining the consent of the elders, the 

Kihon Checklist (KCL) questionnaire and interview 

could be conducted. The inclusion criteria were as 

follows: able to communicate and follow instructions to 

complete the assessment, and the exclusion criteria were 

as follows: dementia, mental illness. The SPSS 22.0 

software was used for t test, single factor analysis of 

variance and correlation analysis. 

 

 
Figure 1: Research framework. 

 

Research Ethical Considerations 

Before the study was conducted, it was approved by the 

Review Board (IRB) of a hospital in Central Taiwan 

(REC111-32). In order to respect the willingness of the 

subjects to participate in this study, the purpose and 

process of the study were explained to the subjects 
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before the study. And its basic rights, oral questionnaire 

survey after soliciting the subject's independent consent, 

this questionnaire is for purely academic research 

purposes, adopts a secret anonymous method, the 

information obtained is for academic reference only, the 

options filled in are not right or wrong, personal 

information will not be disclosed to the public. If there is 

any discomfort during the participation in this research, 

the subject has the right to decide to participate or refuse 

all research records at any time, which will be properly 

stored and kept confidential in a file cabinet, and the 

retention period is until the end of the research. After 3 

years, and destroyed after the end of the retention period. 

RESULTS 

Distribution of demographic background information 

19 of the research subjects were women (63.3%), the age 

group was 63-94 years old, the average age was 81.10 

years old, and the education level was mostly elementary 

school for 11 (36.7%); the marriage was married at most 

29 (96.7%) 29 people (96.7%) live with family members 

with 3~5; 26 people (86.7%) exercise; 3 people smoke 

(10.0%); 1 person (3.3%) drinks alcohol; 15 people 

(50.0%) had good sleep conditions, 13 people (17.3%) 

had high blood pressure, followed by diabetes 11 people 

(14.7%); 6 people had low back pain (50.3%).  

 

Table 1: Distribution of demographic background (N=30) 

Variable Name category number of people percentage (%) 

sex 
male 11 36.7 

female 19 63.3 

age 

63-64 1 3.3 

65-74 5 16.7 

75-84 12 40.0 

85-89 12 40.0 

education level 

 

illiterate 8 26.5 

elementary school 11 36.6 

middle school 2 6.7 

high school 2 6.7 

junior college 1 3.3 

university or above 6 20.2 

marriage 

Married 29 96.7 

unmarried 1 3.3 

divorce 0 0.0 

reside 
live with family 29 96.7 

living alone 1 3.3 

exercise 
yes 26 86.7 

no 4 13.3 

smoking 
yes 3 10.0 

no 27 90.0 

drinking 
yes 1 3.3 

no 29 96.7 

hearing problems 
yes 9 30.0 

no 21 70.0 

sleep status 

very good 9 30.0 

good 15 50.0 

not good 6 20.0 

very bad 0 0.0 

chronic disease 

(multiple choice) 

(Total number of diseases: 75) 

no 1 3.3 

yes 29 96.7 

cancer 1 1.3 

Parkinson's disease 3 4.0 

depression 5 6.7 

hypertension 13 17.3 

heart disease 6 8.0 

stroke 4 5.3 

enlarged prostate 5 6.7 

bone and joint injury 8 10.6 

diabetes 11 14.7 

eye problems 2 2.7 

kidney disease 5 6.7 
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dizzy 3 4.0 

liver problems 2 2.7 

thyroid 2 2.7 

hyperlipidemia 4 5.3 

chronic obstructive pulmonary disease 1 1.3 

body pain problem 

(multiple choice) 

(Total number of diseases:14) 

yes 17 56.7 

no 13 43.3 

hand 3 21.4 

legs 1 7.1 

hemodialysis wound 1 7.1 

low back pain 6 50.3 

sore throat 1 7.1 

groin injury 1 7.1 

 

The distribution of the seven aspects of frailty 

According to the analysis of the frailty screening scale, 

the total score of frailty screening was 325 points (10.8 ± 

0.7 points), with the highest score for independent living 

risk, the average score was 95 points (3.2 ± 0.3), and the 

lowest score for nutritional status risk was 9 points ( 0.3 

± 0.1) (Table 2). Analysis of frailty risk groups, with a 

total score of 10 or more (inclusive) (frail high-risk 

group) 17 people (56.7%), among potential risk groups, 

17 people (56.7%) had motor function risk of 3 points or 

more, and nutritional status risk of 2 points More than 2 

people (6.7%), oral function risk of more than 2 points 

accounted for 13 people (43.3%), psychological function 

risk of more than 2 points accounted for 9 people 

(30.0%) (Table 3). Analysis of frailty risk groups showed 

that 8 people (26.7%) had an independent living risk of 5 

points, 11 people (36.7%) had a motor function risk of 3 

points, 2 people (6.7%) had a nutritional status risk of 2 

points, and 2 people (6.7%) had an oral function risk of 2 

points. 13 people (43.3%), social function risk score 2 

accounted for 13 people (43.3%), cognitive function risk 

score 1 accounted for 25 people (83.3%), psychological 

function risk score 5 accounted for 1 person (3.3%) 

(Table 3). Analysis of frail high-risk groups with a total 

score of 10 or more showed that 11 (64.7%) were 

females, and 5 (29.4%) were females aged 75-84 years 

old (Table 4). 

 

Table 2 Analysis of the overall and each aspect of the frailty screening scale (N=30) 

Variable Name Total score Average Score Standard Deviation Rank 

Total of frailty screening 325 10.8 0.7  

independent Living Risks 95 3.2 0.3 1 

motor function risk 63 2.1 0.2 2 

nutritional status risk 9 0.3 0.1 6 

oral function risk 44 1.5 0.1 3 

social function risk 37 1.2 0.1 5 

cognitive Risk 42 1.4 0.1 4 

mental function risk 35 1.2 0.2 5 

 

Table 3 Analysis of frailty risk groups (N=30) 

Variable Name Number of People Percentage (%) 

Frail High-Risk Groups 

A total score of 10 points or more (inclusive) 
17 56.7 

Potential Risk Groups (N=30)   

Motor function risk 3 points or more 11 36.7 

Nutritional status risk score 2 or more 2 6.7 

Oral function risk more than 2 points 13 43.3 

Psychological function risk 2 points or more 9 30.0 

Frailty Risk Group (N=30)   

Independent living risk 5 points 8 26.7 

Motor function risk 3 points 11 36.7 

Nutritional status risk 2 points 2 6.7 

Oral function risk 2 points 13 43.3 

Social functioning risk 2 points 13 43.3 

Cognitive risk 1 point 25 83.3 

Psychological function risk 5 points 1 3.3 
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Table 4: Analysis table for frail high-risk groups with a total score of 10 or more (N=17). 

Frail high-risk groups with a total score of 

10 or more (inclusive)/Variable 
Variable 
category 

Number of 

People 
Percentage 

(%) 

Sex 
Male 6 35.3 
Female 11 64.7 

Age 

63-64 
Male 1 5.9 
Female 0 0.0 

65-74 
Male 0 0.0 
Female 3 17.6 

75-84 
Male 2 11.9 
Female 5 29.4 

85-89 
Male 3 17.6 
Female 3 17.6 

 

In terms of independent living risk, the highest total 

score of 24 is "Do you usually go out by yourself by 

public transportation (such as MRT, bus, 

streetcar)?"(M=0.80); the lowest total score of 9 is "Do 

you become a family member or Is it a friend’s 

complaint or counseling object?”(M=0.30). In terms of 

motor function risk, the highest total score of 18 points is 

"Have you ever fallen in the past year?", "Are you very 

worried about falling?"(M=0.60); the lowest total score 

is 5 points Can anything stand up from sitting in a 

chair?"(M=0.77). In terms of nutritional status risk, the 

highest total score of 6 points is "Have you lost more 

than 2-3kg in 6 months?"(M=0.20); the lowest total score 

is 3 points "Is your BMI less than 18.5?"(M=0.30 ). In 

terms of oral function risk, the highest total score of 24 

points is "Compared with six months ago, are you less 

able to eat hard things?" (M=0.60); the lowest total score 

is 12 points "Do you often feel thirsty?"(M =0.40). In 

terms of social function risk, the highest total score of 19 

points is "Has the number of outings decreased compared 

to last year?"(M=0.63); the lowest total score of 18 is 

"Does the person go out at least once a 

week?"(M=0.60).In terms of cognitive function risk, the 

highest total score of 15 points is "Do you check the 

phone number and make a call yourself?"(M=0.50); the 

lowest total score of 13 points is "Has there ever been a 

situation where you don't know what day it is? 

"(M=0.43). In terms of psychological function risk, the 

highest total score of 11 points is "in the past two weeks, 

have you felt tired or burnt out for no reason?"(M=0.37); 

the lowest total score is 4 points "in the past two weeks, 

have you Things started to feel boring and 

tedious?(M=0.13) (table data not show). 

 

Correlation of the seven aspects of frailty 

Independent living risk was positively associated with 

frailty screening total (r = .66, p = .01); motor function 

risk was positively associated with frailty screening total 

(r = .48, p = .01), age (r = .47, p = .05) was positively 

correlated; oral function risk was negatively correlated 

with chronic disease (r = -.39, p = .05); social 

functioning risk was positively correlated with frailty 

screening total (r = .61, p = .001); Risk for cognitive 

function was positively associated with risk for mental 

function (r = .41, p = .05), total frailty screening (r = .58, 

p = .051), and negatively associated with age (r = .45, p 

= .05) (Table 5). 
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Table 5: Correlation analysis of the seven aspects of frailty (N=30). 

Aspects 

aspects 
 

Independent 

Living Risks 
R value 

Motor 

function 

risk 
R value 

Nutritional 

status risk 
R value 

Oral 

function 

risk 
R value 

Social 

function 

risk 
R value 

Cognitive 

Risk 
R value 

Mental 

function 

risk 
R value 

Total of 

Frailty 

Screening 
R Value 

Chronic 

Disease 
R Value 

Body 

Pain 

Problem 
R Value 

 
Age 
R 

Value 
Independent 

Living Risks 
1 0.13 0.09 0.04 0.33 0.15 0.17 0.66

** 0.09 -0.18 -0.09 

Motor Function 

Risk 
0.13 1 0.32 -0.01 0.29 -0.13 0.03 0.48

** -0.13 -0.02 0.47
** 

Nutritional Status 

Risk 
0.19 0.32 1 0.12 0.14 0.09 -0.10 0.35 0.25 -0.22 0.23 

Oral Function 

Risk 
0.04 -0.01 0.12 1 0.25 -0.03 -0.04 0.29 -0.40

* -0.16 0.04 

Social Function 

Risk 
0.33 0.29 0.14 0.25 1 -0.04 0.25 0.61** 0.32 -0.18 0.17 

Cognitive Risk 0.15 -0.13 0.09 -0.03 -0.04 1 0.41
* 0.41

* 0.11 0.06 -0.32 

 

Mental 

Function Risk 
0.17 0.03 -0.10 -0.04 0.25 0.41

* 1 0.58
** 0.19 0.28 -0.45

* 

Total of 

Frailty 

Screening 
0.66

** 0.48** 0.35 0.29 0.61** 0.41
* 0.58

* 1 0.19 -0.07 -0.05 

Chronic Disease 0.09 0.13 0.25 -0.39* 0.32 0.11 0.19 0.19 1 -0.08 -0.11 
Body Pain 

Problem 
-0.18 -0.02 -0.22 -0.16 -0.18 0.06 0.28 -0.07 -0.09 1 -0.16 

Age -0.09 0.47
* 0.23 0.04 0.17 -0.32 -0.45

* -0.05 -0.11 -0.16 1 
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Relationship between demographic background and 

frailty 

There was a significant difference in the risk of social 

function with different education levels (t = 2.29, p < 

.05), and the score of elementary school was higher than 

that of illiteracy; there was a significant difference in the 

risk of nutritional status with or without exercise status (t 

= 2.81, p < .05), The score of exercise was higher than 

that of no exercise; there was a significant difference in 

the risk of nutritional status between smoking status (t = 

0.03, p < .05), and the score of no smoking was higher 

than that of smoking (Table 6). 

 

Table 6: Analysis of differences between demographic background and frailty (N=30) 

Variable 

Nutritional Status Risk Oral Function Risk Social Function Risk 

Number 

of People 
M±SD F/t M±SD F/t M±SD F/t 

education level 

illiterate 8 0.63±0.92 

1.46 

1.88±0.99 

2.02 

1.38±0.74 

2.29* 

elementary school 

> illiterate 

elementary school 11 0.09±0.30 1.09±0.83 1.55±0.82 

middle school.high 

school. 

junior college 

5 0.40±0.55 1.20±0.45 1.20±0.45 

university or above 6 0.17±0.41 1.83±0.75  0.50±0.55 

exercise       

yes 26 0.35±0.63 2.81* 

yes 

>no 

1.46±0.91 

-0.08 

1.23±0.77 

-0.05 
no 4 0.00±0.00 1.50±0.58 1.25±0.96 

smoking      

yes 3 0.00±0.00 0.03* 

no 

>yes 

1.67±0.58 

0.42 

1.00±1.00 

-0.54 
no 27 0.33±0.62 1.44±0.89 1.26±0.76 

good 15 0.40±0.63 

1.78 

1.60±0.83 

0.53 

1.07±0.80 

0.72 not good. 

very bad 
6 0.50±0.84 1.17±0.98 1.33±0.82 

*p＜.05 **p＜.01 ***p＜.001 

 

DISCUSSION 

Most of the subjects in this study are women (63.3%). 

The Ministry of Health and Welfare (2017)
[3] 

reported 

the National Prevention and Delay Disability Care Plan. 

As a result of the implementation, a total of 17,117 

people participated in the project services, and the male 

to female ratio was about 1:3; in this study, 17 people 

(56.7%) with a total score of 10 or above were among 

the frail high-risk groups, and 11 people (64.7%) were 

mostly female, 75-84 years old women accounted for the 

majority of 5 people (29.4%), Freid et al. (2001)
[6] 

and 

Mello et al. (2014)
[16]

 research results showed that there 

were more elderly women in the frail group .
[5,6,10,13,16]

 

The age of the subjects in this research is between 63-94 

years old, with an average age of 81.10 years old. 

According to the implementation results of the National 

Prevention and Delay Disability Care Plan conducted by 

the Ministry of Health and Welfare (2017)
[32]

, the 

average age is 76 years old, and the elderly aged 75-79 

are obviously declining similar age groups.
[32]

 In this 

study, 20% of the subjects were elderly people over the 

age of 85. The older they are, the greater the chance of 

frailty, and the prevalence of frailty among the elderly 

over 85 years old can reach a quarter.
[11]

 Analysis of 

frailty risk groups, with a total score of 10 or more 

(inclusive) (high-risk frailty group) 17 people (56.7%), 

the prevalence of frailty among the community elderly 

over 65 years old in Taiwan was 4.9%, and the frailty 

tendency was 40.0%.
[ 14]

 The research results of Lupon et 

al. found that the frailty rate of outpatients with heart 

failure was 39.9%
[12]

, which was higher than the research 

results of some scholars. 

 

According to the analysis of the Frailty Screening Scale, 

the total score of frailty screening is 325 points (10.8 ± 

0.7), and the independent living risk score is the highest, 

indicating high risk. Do you go out by bus, tram)?"; "Do 

you buy daily necessities by yourself ?; Do you go to the 

bank to deposit and withdraw money by yourself?", so 

muscle strengthening exercises are the top priority.The 

top three in the potential risk group: the first is the motor 

function risk of 3 points or more, accounting for 17 

people (56.7%), the second is the oral function risk of 2 

points or more, accounting for 13 people (43.3%), and 

the third is the psychological function risk of 2 points 

More than 9 people (30.0%). The top three frailty risk 

groups: the first is cognitive function risk score 1, 

accounting for 25 people (83.3%), followed by social 

function risk score 2, accounting for 13 people (43.3%) 

and oral function risk score 2, accounting for 13 people 

(43.3%) % ), the third was motor function risk 3 points, 

accounting for 11 people (36.7%). Plan the theme of 

preventive care, including muscle strengthening 

exercises, oral health care, dietary nutrition, cognitive 

promotion and social participation, etc., to prevent the 

frail elderly from becoming disabled or demented, and 
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delay the rapid deterioration of the disabled or demented 

elderly.
[32]

 

 

Independent living risk was positively correlated with the 

sum of frailty screenings (r = .66, p = .01), with the 

highest mean for independent living risk being "whether 

one usually travels alone by public transportation (e.g. 

MRT, bus, tram) "(M=0.80); the risk of motor function 

was positively correlated with the total frailty screening 

(r = .48, p = .01). In terms of risk of motor function, the 

highest total score of 18 was divided into "whether there 

was a fall in the past year or not?" Ever?", "Are you very 

worried about falling?" (M=0.60); 26 people (86.7%) 

exercised to prevent falls caused by sarcopenia; risk of 

motor function and age (r = .47, p = .05 ) was positively 

correlated, older age, higher risk of motor function, the 

research results are the same as some scholars
[18-25]

; Oral 

function risk and chronic disease (r = - .39, p = . 05) was 

negatively correlated. Among the chronic diseases in this 

study, 13 (14.9%) had high blood pressure, 11 (12.6%) 

had diabetes, and 6 (46.1%) had low back pain. Chronic 

diseases or multiple diseases can also cause oral High 

functional risk.
[24,30]

 In terms of oral function risk, the 

highest average was "Compared with six months ago, are 

you less able to eat hard things?", "Have you ever lost 

more than 2-3kg in weight within 6 months" accounted 

for 6 people (20.0%); The lowest average was "BMI less 

than 18.5", accounting for 3 people (10.0%); the risk of 

oral function can lead to malnutrition.
[24,30] 

The Ministry 

of Health and Welfare (2017)
[32] 

reported the 

implementation results of the National Prevention and 

Delay Disability Care Program. A total of 17,117 people 

participated in the program services. The average age 

was 76 years old, and the frail elderly accounted for 

about 67%. The results found that the scores of the 

participants in independent living, exercise, nutrition, 

oral cavity, social interaction, dementia, depression and 

comprehensive potential nursing risks were significantly 

improved compared with those before participating in the 

activity
[32,33]

, risk of social functioning was positively 

associated with frailty screening summaries (r = .61, p = 

.001), with higher social participation associated with 

slower onset of frailty. Cognitive function risk was 

positively correlated with psychological function risk (r 

= .41, p = .05). In terms of psychological function risk, 

the highest total score was "in the past two weeks, have 

you felt tired or burnt out for no reason?" and the 

occurrence of depression Case ratios are high.
[24,29,30]

 

with partially the same results. Cognitive risk was 

positively associated with frailty screening totals (r = .58, 

p = .051), and cognitive risk was inversely associated 

with age (r = .45, p = .05). The older you are, the greater 

the chance of cognitive frailty, and the prevalence of 

frailty in people over the age of 85 can reach a quarter.
[11]

 

 

The results of different personal background influencing 

factors in this study: "Educational level", "Exercise 

status" and "Smoking status" items have significant 

differences in the risk of frailty. There is a significant 

difference in the risk of motor function with different 

education levels (t = 2.29, p < .05), and the score of 

elementary school is higher than that of illiteracy; in this 

study, the education level of elementary school is 11 

(36.7%), which is the same as the research results of 

some scholars.
[15,19,21,25]

 Whether there is a significant 

difference in the risk of nutritional status with or without 

exercise status (t = 2.81, p <.05), the score with exercise 

is higher than that without exercise, and scholars have 

studied the lack of physical activity or exercise in terms 

of life style, the more frailty occurs. Nutritional status is 

at high risk.
[15,24,29]

 There was a significant difference in 

the risk of nutritional status with or without smoking 

status (t = 0.03, p < .05), and the score of non-smokers 

was higher than that of smokers. In this study, 3 smokers 

(10.0%), the results of the study were consistent with 

those of Teo et al. (2017)
[26]

 are the same. 

 

CONCLUSIONS 

According to the analysis of the frailty risk group based 

on the research results, there are 17 people (56.7%) with 

a total score of 10 points or more (high-risk frailty 

group), 11 of whom are women (64.7%), and women 

aged 75-84 account for 5 People (29.4%). Among the 

potential risk groups, the top two were motor function 

risk of 3 points or more, accounting for 17 people 

(56.7%), and oral function risk of 2 points or more, 

accounting for 13 people (43.3%). The risk of 

independent living was positively correlated with the 

sum of frailty screening; the risk of motor function was 

positively correlated with the sum of frailty screening; 

the risk of oral function was negatively correlated with 

the sum of chronic disease; the risk of social function 

was positively correlated with the sum of frailty 

screening; Frailty screening was positively associated 

total and negatively associated with age. Personal 

background: The items of "education level", "exercise 

status" and "smoking status" had significant differences 

in the risk of frailty. A reliable and valid tool for 

screening and assessing the frailty of the elderly, can 

identify high-risk groups, and promote "prevention and 

delay of disability care programs", including muscle 

strengthening exercises, oral health care, dietary 

nutrition, cognitive promotion and social participation 

Such care programs can prevent the frail elderly from 

becoming disabled or demented. Frailty assessment is 

meaningful for the health risk assessment level of the 

elderly group. It should be extended to elderly care 

centers or long-term care institutions, and then related 

preventive plans and strategies can be developed. 
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