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ABSTRACT 

 
In recent years, there has been much focus on functional decline associated with aging, but not many studies have 

examined how functional decline can be effectively evaluated and detected at earlier stages of the aging process. Early 

detection of functional decline helps to intervene much earlier to avoid many of negative consequences of functional 

decline and frailty. Late identification of functional decline is problematic to the individuals and the healthcare systems 

considering that the percentage of the world population represented by people over the age of 65 is increasing rapidly 

worldwide. The aim of this review was to investigate the most important considerations in the assessment of functional 

decline in the population of seniors, and to explore relevant literature to provide a ground for an effective functional 

assessment for this population. Comprehensive literature search of the English-language articles for people aged 65 and 

over were conducted by searching MEDLINE and PubMed. The literature describes two main segments of elderly 

population with functional decline that should be assessed in different ways: Hospitalized and community-dwelling elders. 

When working with elderly clients, it is significantly important to identify all the factors that may contribute to the clinical 

picture of the client. Identification of risk factors, such as inability to do basic activities of daily living, social isolation, or 

lack of resources may help healthcare providers to intervene on time to avoid many catastrophic changes that affect 

seniors' health-related quality of life. 
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Introduction 

 

 

The older population continues to grow rapidly 

worldwide. Today, international reports suggest that 8.5 

percent (or 617 million) of the world’s population are 

aged 65 and over, and this number is anticipated to jump 

to about 17% (or 1.6 billion) by 2050 according to “An 

Aging World: 2015” report [1]. In Canada, in 2012, nearly 

14.4% of Canadians (or 5.1 million) were aged 65 years or 

older, and by 2061 the number is expected to reach 25.5% 

of the total population [2,3]. As the population ages, the 

focus of health care providers is to understand, and 

identify the older people who are at high risk, and to 

effectively intervene to stop or delay health and functional 

decline associated with the aging process. Frailty 

syndrome has been introduced in literature to represent 

such risk, especially the elevated vulnerability to stressors 

such as diseases and injuries which are associated with 

aging [4,5].Unfortunately, there is no concrete definition 

of what frailty means, and there is a big debate over what  

is the best way to assess it. However, there are many  
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operational definitions to differentiate between frail and 

non-frail elders [6]. These definitions are based on 

different perspectives (e.g., geriatricians, rehabilitation 

professionals, psychologists, sociologists …etc.), and vary 

in their conceptual backgrounds, domains and assessment 

measures [7, 8, 6, 9]. There is a general agreement in 

literature that the operational definitions of frailty should 

be “multi-dimensional; exclusive of disability and, 

possibly, of comorbidity; dynamic; predictively valid for 

adverse outcomes; and feasible. Frailty is characterized by 

a decrease in functional decline and the development of 

disability.  Functional decline is defined as “The decrease 

in ability to perform the tasks of everyday living because 

of a decrement in physical, psychological and/or cognitive 

functioning” [10]. Functional decline is usually episodic 

and is associated with a high risk of general health 

decline. There are a variety of terms used in literature to 

describe functional decline (e.g., loss of function in ADL, 

loss of independence, ADL decline, new disabilities, and 

functional impairment). Functional decline is associated 

with disability and high mortality rates [11]. It is also 

associated with increased rates of adverse outcomes, such 

as hospitalization, nursing home admissions, and need of 

formal and informal caregivers [12], and utilisation of 
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health care resources [13]. Interventions that prevent or 

delay functional decline have potential to significantly 

decrease health care costs, and improve seniors’ quality of 

life by enhancing their physical, emotional, and social 

conditions [14]. The first step to prevent functional 

decline is identifying older people who are truly at high 

risk. Since functional decline is not just a medical 

condition, because it has many dimensions (e.g., social, 

psychological, economic) and diversity of confounding 

factors (e.g., personal and contextual), it is necessary to 

include all these factors in a multi-dimensional functional 

comprehensive assessment of everyday life activities of 

the elderly in different contexts. The aim of this review 

was to investigate the most important considerations in 

the assessment of functional decline in the population of 

seniors, and to explore relevant literature to provide a 

ground for an effective functional assessment for this 

important population.  

 

Normal aging 

Unlike other age groups, elders may 

experience a great diversity in their health and wellbeing. 

While some older people remain healthy and physically 

active in their seventies and beyond, others may 

experience increasing levels of health issues and 

functional limitations much earlier. In other words, two 

elders at the same age may experience completely 

different health, functional, and cognitive statuses. 

Normal aging is not a disease, but it is related to a series 

of changes that may cause disability and mortality. 

However, not all age-related changes involve mortality. 

For instance, hair turns to gray with aging, but this change 

does not influence the functional performance or 

decreases expected life period. In contrast, other 

progressive changes may cause functional limitations and 

disability overtime. For example, as blood vessels age, 

they lose their elasticity and become hard, and this 

condition is called arteriosclerosis. Over time, 

arteriosclerosis can increase the risk of stroke or heart 

disease. These pathologies are highly disabling and have 

many negative outcomes on seniors [15]. 

Over time, many theories have emerged to 

explain the process of aging and to answer the questions: 

why do we age? And how does everything happen? Many 

aging theories have old origins, however, researchers 

started seriously looking for explanations of the aging 

process in 1960’s [16]. Most aging theories face the same 

difficulties in studying the aging process in humans. 

Ethical issues, financial resources, lack of time, and lack 

of adequate models, make it difficult to test these theories 

in real life. Also, interpreting the results and 

distinguishing between causes and effects in the elderly 

population is often controversial. Therefore, there is no 

consensus over the determinants of aging and what makes 

our bodies get older, or what exactly happens in the 

human body from the ages of 20 to 90 to increase the risk 

of functional, cognitive, and overall health declines.  In 

the absence of understanding, theories are prone to 

proliferate. About 25 years ago, Russian geneticist Zhores 

Medvedev [17] conducted a study to categorize the 

existing theories of aging. He identified more than 300 

theories in literature starting from Weismann’s first 

evolutionary theory in 1882 to more molecular theories 

such as Orgel’s error catastrophe theory which proposed a 

positive feedback of errors in protein synthesis led to 

organismal deterioration [17].  Bengtson [18] argues that 

we have learned more about the biology of aging after 

Medvedev’s paper than we had before, so we might 

expect more theories than ever before. The major problem 

in developing a coherent theory of aging is separating 

causes from effects. In the language of statistics, 

“correlation does not mean causation” because in two 

processes parallel to each other, we cannot imply a causal 

relation in any direction. Therefore, it is very difficult to 

predict which theory of aging is correct [18].To sum up, 

normal aging involves physical, social, psychological and 

cognitive changes which may influence motor skills, 

coordination, mobility and balance, sensory skills, vision, 

hearing, and mental functions. Moreover, aging brings a 

risk of developing chronic diseases and other age-related 

diseases such as dementia. Research shows that the rate of 

aging varies between individuals. Many factors such as 

genetic codes, behavior, physical and social environments 

may influence the aging rate.Elderly persons usually 

transit between dependent and independent states in basic 

and instrumental daily activities through their life period. 

Observational studies show that most disability episodes 

last from 1-2 months and that they increase the risk of 

recurrent or progressive functional decline [19]. This 

fluctuation makes the prevention and intervention to stop 

or delay functional decline is challenging and 

complicated.  

 

Theoretical approach 

 

In 2001, World Health Organization (WHO) presented a 

new framework called “the International Classification of 

Functioning, Disability and health”(ICF). The ICF model 

introduces health changes in a dynamic way in which 

health condition and contextual factors interact between 

each other. In the ICF model, like in its root model “the 

bio-psycho-social model”, health is defined in line with 

the three elements, the body, the person and the 

environment. In each element, ICF model describes three 

domains of functioning (structure and function) and 

related domains of disability (impairments, limitations, 

and restrictions). For instance: The difference between 

body function and structure may be indirect. The muscle 

is a biological structure and its function is to contract. 

Thus, both atrophied muscle tissue and decreased muscle 

strength could be considered “impairments”. Likewise, the 
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difference between activity and participation is indirect. 

Activity is commonly defined in literature as “the ability 

of the person to perform a specific task”, regardless of 

whether he/she will do it normally, whereas, participation 

is whether the person will choose to do this task or not, 

and how he/she will achieve it. ICF model is an ideal 

guide for functional assessment in elderly population. 

Recently, it has been the starting point for many research 

projects to measure functional status for individuals. 

Disability in ICF is not “all or none” concept, rather than 

it is evaluated according to the client’s functioning in 

different life domains. According to WHO, one of the 

stated intents of the ICF is “to provide a scientific basis 

for understanding and studying health and health-related 

states, outcomes and determinants” [20]. Therefore, ICF 

will be used to guide this review.  

 

Methods 

 

The objective of this review is to provide an updated 

literature search on empirical studies in European 

database (PubMed), and North American database 

(Medline) that provided any type of functional assessment 

to seniors regardless of the context. The search 

process and inclusion/exclusion criteria are illustrated in 

(Figure 1).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: The search process 

Medline Search PubMed Search 

Search Terms 

Elderly Functional decline Frailty 
Geriatrics 

assessment 

This search identified 210studies were done by North American and European authors 

Inclusion criteria: articles were included if they are empirical studies, conducted on 

elderly people, and the intervention was a geriatric assessment 

Exclusion criteria: articles were excluded if they are reviews or discussion papers, or 

the population wasn’t seniors (65+) 
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Functional Decline Syndrome 

 

Functional decline is one of the most common clinical 

syndromes associated with aging. Many terms have been 

used in literature to describe functional decline, such as 

going off syndrome, senility, decreased vitality, 

unexplained decline, failure to thrive, loss of function, 

ADL status decline, and functional impairment [21]. 

Functional decline can be defined as “restrictions in 

fundamental physical and mental actions. In turn, these 

may lead to disability, which is experienced difficulty 

doing activities in any domain of life, including ADL and 

IADL” [22].Activities of daily living (ADL) are those 

activities that are essential for living and individuals 

perform them daily. They include self-care tasks such as 

eating, bathing, dressing, grooming, walking and 

continence [23]. Whereas instrumental activities of daily 

living (IADL) are those activities that allow the person to 

live in the community independently, such as managing 

finances, using transport, shopping, housekeeping, using 

telephone, taking medications and preparing meals. 

Functional decline is associated with decreased 

functioning, social isolation and decreased quality of life 

[10]. Research shows that functional decline is a predictor 

of mortality, hospital admissions, and prolonged 

hospitalization, repeat emergency visits, and need for 

home care [24,25]. Therefore, early detection of 

functional decline by suitable assessment tools may help 

seniors to improve their quality of life. 

Assessing Functional Status in Seniors 

 

Functional performance in elderly people is traditionally 

categorized into two types: Basic Activities of Daily 

Living (ADL) and Instrumental Activities of Daily Living 

(IADL). As people age, many physical, psychosocial, and 

mental changes occur. These changes often negatively 

affect the functional status and cause functional decline 

and dependence. To evaluate the level of dependence and 

to conceptualize a picture of the future needs and further 

interventions, it is necessary to perform a functional 

assessment. There are many definitions of functional 

assessments in literature, but in this review, functional 

assessment is conceptualized as comprehensive 

assessment of the functional abilities required by the 

elderly to remain independent in his or her environment. 

The assessment process means collecting information by 

using qualitative and quantitative methods to evaluate and 

to make estimations and judgements about functional 

activity and social participation of the elderly. Social 

participation has a great value to older people because it 

gives meaning to their life. It is also essential determinant 

of health and wellbeing [26]. Another important 

consideration in functional status assessment is person’s 

values, beliefs and preferences. To take client’s values, 

beliefs and preferences into account, elderly healthcare 

should be a client-centered practice. Client-centered 

practice has been defined as “A partnership between the 

client and the therapist that empowers the client to engage 

in functional performance and fulfill his or her…roles in a 

variety of environments. The client participates actively in 

negotiating goals, which are given priority and are at the 

centre of assessment, intervention and evaluation. 

Throughout the process the therapist listens to and 

respects the client’s values, adapts the interventions to 

meet the client’s needs and enables the client to make 

informed decisions” [27]. 

The aim of the assessment is to make sure that 

all activities that a senior need to, or want to, or expected to 

do are identified and the reasons for any limitations are 

recognised. Conceptual frameworks are essential to help the 

therapist and the client to understand the goal of the 

assessment and which measures to use. Assessment tools or 

instruments should meet basic psychometric criteria, 

reliability and validity. Reliability is defined as the degree 

to which an assessment tool provides consistent and stable 

results. It is commonly reported as inter-rater reliability and 

intra-rater reliability. Validity refers to how well an 

assessment measures what it is supposed to measure. There 

are numerous assessment tools have been developed to be 

used in different contexts and populations, but the major 

barrier to successful implementation of such tools was the 

lack of standardization and validity to detect persons who 

are truly frail and at high risk of further functional 

deterioration [5].In occupational therapy practice, the 

assessment process is a combine set of procedures and 

thoughts. The procedures include interviews, ADL 

assessment, and hands-on tests to evaluate the client’s skills, 

such as muscle strength and range of motion. The 

evaluation thought process is a mental set of observations 

and interpretation of client’s behaviour to get a clear picture 

of his or her problems, needs, and helpful interventions. It is 

very important for the occupational therapist to create a 

connection between the assessment, theories and his or her 

frame of reference. Frame of reference may be unique to 

every one; it may be a collection of ideas drawn from 

different theories and frames of reference that fit together 

logically to guide the assessment process, and to help the 

clinician in making informative and effective decisions. 

According to Neistadt [28], occupational therapy evaluation 

and intervention will be more effective and efficient when 

using client-centred approach and narrative reasoning to 

make a client’s life story and to think first of all about 

working with a person, not a set of problems [28]. 

1) Functional decline in hospitalized elderly patients 

In hospitals, elderly patients represent a 

significant proportion of inpatients. In 1992, about 37% of 

hospitalized patients are over 65 years old, while in 2011, 

they accounted about 50% [29]. Research shows that 

about 30% to 60% of senior patients experience functional 

decline during or after hospitalization [30]. Hirsch et al. 

[31] conducted a study in Stanford University Hospital on 

71 hospitalized elders, and reported a statistically 

significant deterioration in all functional scores for 

mobility, transfer, toileting, incontinence, feeding and 
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grooming before, and after hospitalization [31]. Similarly, 

Mcvey et al. [32] conducted a randomised controlled trail 

on elders aged 75 years and over, and observed that about 

one-third of participants developed at least one new 

disability in ADL after admission to a veteran’s hospital 

[32].  

During hospitalization, the elderly people 

develop functional decline due to reduced mobility and 

activity levels [33]. There are other recognized factors that 

contribute to the development of functional decline during 

hospitalization and are related to bed rest besides 

immobility, includes rapid bone loss, dehydration, 

malnutrition, delirium, sensory deprivation, isolation, 

sheering forces on the skin, and incontinence [34]. 

Because of functional decline, the patients lose part of 

their independence in basic activities of daily living 

(ADL) [35]. This decline may increase the risk of 

readmission, nursing home placement or death [36,37]. 

The first step in prevention or delay of deterioration in 

health-related quality of life and autonomy during or after 

hospitalization is identifying the patients who are at risk. 

Health condition before admission and functional status 

are widely cited in literature as strong predictors of further 

deterioration in functional status during hospitalization. 

Other risk factor associated with further functional decline 

during hospital stay is preadmission use of mobility 

assistive devices, such as canes and walkers. In a study 

was conducted on 1,212 hospitalized elderly patients (70 

years and older) reported that the use of mobility assistive 

technology at baseline was a predictor of functional 

decline during hospitalization. Elderly people who have 

been used walkers before hospital admission were at 2.8 

times higher risk for ADL limitation by the time of 

discharge compared to non-walker users. Additionally, 3 

months after discharge, seniors who had used a mobility 

device before hospitalization were more likely to 

experience functional decline in both ADL and IADL 

statuses [38].Other factors that may contribute to the 

development of functional decline in hospitalized seniors 

include pre-admission physical, social and cognitive 

statuses of the patient [39], comorbidity and 

polymedication [40], having had a hospitalization or 

emergency visit during the last 12 months [41], and 

iatrogenic conditions. Iatrogenic disability is defined as 

“avoidable dependence which often occurs during the 

course of care” [42].   

Yet, functional dependence of elderly people is not 

an unavoidable result of hospitalization. There is a 

growing Evidence supporting the effectiveness of early 

interventions in the prevention or delay of functional 

deterioration of hospitalized elders [43]. Comprehensive 

geriatric assessments to identify patients who are at risk, 

structured geriatric care models, dedicated hospital units 

for acute care of the elderly, and the use of specific 

resources to enhance care for the hospitalized seniors are 

beneficial interventions in reducing functional decline 

during hospitalization [44].  

2) Functional decline in community-dwelling seniors 

Research shows that about 10% of community-

dwelling seniors who aged 75 and older, and who are not 

suffering from functional disability, experience functional 

decline and dependence in basic activities of daily living 

(ADL) each year. In a cross-sectional study was done in 

Netherland by Laan et al [45] documented that 71% of 

female elderly and 40% of male elderly who have 

multiple morbidities and live in the community had a 

decline in activities of daily living, as assessed with the 

modified Katz ADL scale. They also found, by 

multivariate modelling, that several diseases were 

independently associated with modified Katz ADL scale. 

The most significant factor in women was psychiatric 

disorders, while in men was cerebrovascular diseases [45]. 

In a systematic review conducted by Vermeulen and 

colleagues [46], showed that slow gait speed and low 

physical activity seem to be the most important predictors 

of ADL disability in community-dwelling elderly people 

followed by weight loss, lower extremity function, 

balance, and muscle strength. Taking these indicators into 

account when assessing community-dwelling seniors may 

be beneficial for elderly people who are at risk of 

functional decline. These people can be the target for any 

intervention aims to prevent or delay ADL disability in 

elders living in the community [46]. Additionally, for 

community-dwelling seniors, cognitive impairment was 

considered the highest risk factor for development of 

functional decline [47], followed by depression [48]. 

There are also other clinical factors associated with 

functional decline, such as disease burden [49], vision and 

hearing impairments [50],and functional limitations [51]. 

Sociodemographic factors, such as age,gender, ethnicity, 

and education, are considered contributing factors to 

functional decline and are potentially important in 

detection of people who are at risk for future medical and 

social interventions [49]. 

 

Discussion 

 

According to ICF model, successful assessment and 

treatment of elderly person with functional decline should 

take in consideration, not only physical condition, but also 

the patient’s personality, the environment and his or her 

coping skills. Before conducting any functional 

assessments for elderly individuals, there are very 

important questions we should ask: 

1) Who is the client? 

When health care professionals are working 

with seniors, these clients are expected to communicate 

with the therapist effectively and to participate in decision 

making process. This situation changes with individuals 

with communication disorders, cognitive impairments, or 

have mental problems. Often, therapists discuss the 

functional abilities, preferences, interests, and values with 

their caregivers, family members or friends instead to get 
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all the data they need. However, it is more important to 

engage the client into a client-centred approach.  

2) What to assess? 

When people grow older, their life roles, 

responsibilities, and activities in which they participate 

will change as well. They usually do not go to work 

anymore, and in some countries they must retire at a 

certain age. Some people do volunteer work, while others 

prefer to do other leisure activities.As a person ages, the 

leisure time increases significantly. Thus, it is necessary, 

not only to assess ADLs and IADLs, but also to evaluate 

functional and community mobility, productivity and 

leisure. There are many functional performance 

assessments that cover a broad area of functional 

performance can be considered [52].  

3) What are significant clinical considerations 

related to functional assessments? 

There are number of factors are specific to 

functional assessments in elderly population. These 

factors include assessment of lower limb function, sensory 

and motor functions, and the presence of a chronic 

condition. Any changes in lower limb functions (e.g., 

walking speed or distance), changes in sensory functions 

(e.g., hearing or vision impairments), or aging with 

chronic disability or illness, should be considered when 

assessing functional status in elderly populations. In 

addition to the medical (biological) factors discussed in 

the previous section, there are number of factors related to 

functional assessment that are essential when conducting 

functional evaluations in elderly population: personal 

factors (demographic characteristics), and environmental 

factors (contextual factors). 

 

1) Demographic Characteristics 

1. Age 

Age is believed to be an important 

consideration in the assessment of functional decline. It is 

important to take the client’s age into account, because 

age, for seniors, doesn’t mean only the number of years 

since birth, but it also a powerful social and psychological 

dimension in their lives. As people age, the percentage of 

being dependant increases. For hospitalized elderly 

patients, the majority of studies reported that age is a 

principal element and independent risk factor for 

functional decline during hospitalization [35, 41, 53], and 

after discharge [54, 55]. For community-dwelling seniors, 

chronological age is considered the most important 

demographic risk factor for functional decline. For each 

10-year increase in age, there is a relative risk of about 2.0 

in functional status.The crucial period of experiencing 

functional decline seems to occur in the 70-75 years old 

[49].  

2. Gender 

Before 1950, the male population outnumbered 

the female population. In 1950, the trend has reversed. 

Now, the majority of elderly population (55%) in all 

nations are women [56]. The higher disability prevalence 

among women can be explained by the fact that women 

live longer than men [57]. Campbell et al (2005) argue 

that gender is sometimes mentioned in literature as a 

demographic factor related to functional decline, but it 

doesn’t seem to have a meaningful importance 

[58].However, there are important differences between 

genders in terms of different tasks assigned to women and 

men. These differences should be taken into account when 

assessing functional status. Laundry and cooking are 

typically female duties, while gardening and house work 

are purely male tasks. 

3. Cultural background 

Culture, the word is everywhere around us 

today. We hear terms like, culture shock, culture contact, 

culture conflict quite often. All these concepts refer to 

explanations of human behaviour and human 

misunderstanding. although we are overwhelmed by 

similar terms and concepts, however, we are not always 

sure about how we should behave. Countries like Canada, 

United States and, to a lesser extent, United Kingdom, are 

multicultural populations. In everyday life events people 

face situations in which cultural backgrounds are 

completely different, and they have to exchange ideas, 

interpret outcomes, and take decisions. In health care 

practice, we require to handle ourselves in a cross cultural 

situation. To improve health care delivery, it is important 

for health care professionals to learn skills that help to 

identify cultural values, beliefs and practices and to 

integrate all these factors into a more effective and 

successful interventions [59]. In elderly health assessment 

practice, healthcare providers should obtain complete, 

accurate and comprehensive information about the client. 

This information should include description of cultural 

characteristics. 

 Traditionally, interviews and standardized 

assessments are used to obtain and measure the attributes 

of interests. Biological assessments, cognitive 

assessments, the ability to communicate, the ability to 

dress, to bath, or to participate in social and cultural 

activities are usually administered to obtain certain 

information about the clients physical or functional status. 

As long as culture is factored into the assessment process, 

many issues arise in the use of these different assessments. 

A frequent issue is the perceived relationship between the 

client and the therapist. Clients commonly recognize 

themselves as dependant on therapists or clinicians, 

therefor they probably give information that they think it 

is important to the therapist. They also may hide their real 

feeling because of “fear of abandonment”. Economic and 

status differences can significantly affect their 

comfortability with the therapist. Thus, health care 

provider may fail to make accurate assumptions about his 

or her client [44]. 

Another cultural issue in relationship between 

the client and the therapist is gender difference. Not only 

cultures differ in the way they assign gender 

responsibilities, but also vary in their attitude of the 
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appropriate relationship with a therapist of the same or 

different gender. Within some cultures, it is not 

appropriately to ask certain questions from a man to a 

woman or the opposite. For instance, in Mexican culture, 

the man has the power to take all decisions on behave of 

all his family members. A mother may take her child to a 

physician, but she must defer any decisions to her 

husband, even though these decisions must be taken 

immediately, she doesn’t have the right to take any 

decisions without approval from her husband [59].In 

multicultural societies, standardized assessments are 

highly problematic. Even those objective assessments, like 

range of motion tests or manual muscle tests, have cultural 

errors. Using a professional terminology such as “Is your 

range of motion limited?” or “Do you limit your activities 

because of fear of falling?” may cause misunderstand by 

the client, especially the elderly. Certain terms like “range 

of motion” or “fear of falling” are difficult to understand 

by seniors. Culturally relevant assessments can be applied 

by using qualitative approaches. Although there are some 

difficulties, mainly time consuming, qualitative methods 

can provide meaningful information about the health 

condition of the client in relation to his or her cultural 

background.   

4. Language abilities 

Another factor related to functional assessment 

and is very important to consider when assessing elderly 

people are language proficiency. If the client’s first 

language is different from the language of the assessors or 

the assessment itself, then difficulties in performance may 

be related to the understanding of the instructions than to 

actual functional problems [52]. For instance, Spanish 

language which is spoken in Mexico and that which is the 

official language of Spain is slightly different, and 

similarly, English language of United Kingdom is slightly 

different from Canadian English. If the assessment is in 

written format (written language or numeric work), it is 

essential to make sure that the client understands the 

literacy level of the assessment and responds to the 

questions correctly.  

5. Economic resources 

There is well established relation between low 

income and poor health status. Elderly people who have 

low income are most likely to experience social and 

psychological conditions that may have bad impacts on 

their overall health [60]. Low income Seniors who are 

aging with disabilities or chronic conditions are 

possessing fewer economic resources to manage these 

circumstances [61]. Low income may have direct effects 

on health and wellbeing in terms of inability to pay for 

medications, assistive devices, or inadequate housing and 

sanitation.  

6. Emotional health 

Depression is common among elderly people 

with chronic conditions. Research shows that chronic 

diseases and frailty have negative impact on emotional 

health. This negative effect of chronic illnesses on 

function is higher when there is depression. Carful 

assessment of depression by using validated instruments 

and using antidepressant medications can improve 

functional performance and quality of life of seniors 

suffering from depression. Cognition and mood disorders, 

inability to engage in self-care activities, resistiveness to 

care, and lack of motivation to rehabilitation also 

contribute to the deterioration of functional status of 

elderly people [56]. 

2) The Environmental Factors 

1. Social environment 

                      Social components that are important to 

physical and mental health of the aging population include 

those related to safety, violence, and social disorders. 

There are more specific factors related to the type, quality, 

and stability of social connections, such as social 

participation, social cohesion, social capital, and the 

collective efficacy of the neighborhood environment [62]. 

Social participation and integration in the immediate 

social environment appear to be important to both 

physical and mental health [63]. Moreover, stability of 

social connections appears to be also important in terms of 

the availability of stable and supportive local social 

environments in which people live and participate. 

Seeman et al. [64] documented that elderly people receive 

more emotional support from social context especially 

among those who have low frequency of instrumental 

support had a significant impact on functional 

performance [64]. 

2. Physical environment 

Research suggests that physical environment 

may has a negative influence on functional status of 

elderly people. The physical environment is defined as 

“the objective and perceived characteristics of the 

physical context in which people spend their time (e.g. 

home, neighborhood), including aspects of urban design 

(e.g. presence of side- walks), traffic density and speed, 

distance to and design of venues (e.g. parks), crime and 

safety” [65]. Home physical environment is a very 

important factor to consider during the assessment of 

functional disability. It is essential to look inward, and to 

examine the internal settings of home environments as a 

key focal point of functional status evaluation. Gitlin [66] 

suggested a future research direction on home 

environments of elderly people, because the home 

environment offers a new understanding of person-

environment relationship [66]. 

3. Geographic location 

Place of residence or geographic location is 

another important factor in understanding the experience 

of the senior in his or her place and the quality of that 

particular place. The environment has the potential to 

facilitate or complicate activities of the seniors and 

consequently it may maintain or deteriorate their health. 

In literature, there is evidence of a strong link between the 

type of place in which the senior lives and his or her 

health (e.g., rural, semi-rural, or urban). Seniors form a 
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strong informal support networks in rural areas. There are 

several places like the grocery stores, banks, post offices, 

and so forth where elders can meet, communicate, and 

support each other. Informal networks are useful for 

maintaining health and providing care for those who are 

ill [15]. Thus, considering the geographic location in a 

comprehensive functional assessment may provide 

important barriers and facilitators to active aging of 

elderly people.  

 

Conclusion 

 

Health care practices have achieved a great 

advancement over the last decades. Consequently, life 

expectancy has increased significantly especially in 

developed countries. This progress, unfortunately, did not 

include elderly care as it should be. Geriatrics care costs 

almost half of the annual health care expenditure in USA 

and Canada. There are many reasons why seniors seek 

health care quiet often. Chronic diseases such as arthritis, 

heart diseases, and the natural aging process are all 

together represent risk factors that could adversely 

influence health condition of the elderly. Unlike younger 

ages, when older clients experience health crisis or 

disability, it is more likely to encounter a significant 

functional decline and become progressively more 

disabled over a short period of time, because the 

physiological, behavioral, or social compensatory 

strategies are less common in older age. When working 

with elderly clients, it is significantly important to identify 

all of the factors that may contribute to the clinical picture 

of the client. Powerful predictors of health and wellbeing 

include the availability of social support, mental health, 

positive attitude, and the availability of resources to 

provide alternative coping strategies when needed. 

Identification of risk factors, such as inability to do ADL 

or IDAL, difficulty with driving at night, social isolation 

or cognitive impairments needs to be addressed. Also, 

screening and detection of problems, such as cancer, heart 

diseases, dementia, depression or visual and hearing 

losses is essential. Early identification of all these risk 

factors may help the senior to avoid many catastrophic 

changes in health and wellbeing in near future.  
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