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Abstract This study aimed to associate frailty
with sociodemographic profile and cognition of
elderly people living in highly socially vulnerable contexts registered at a Social Assistance Referral Centers in a city of inland São Paulo. This
is a cross-sectional and quantitative study with
48 elderly. Data was collected with a sociodemographic interview, the Edmonton Frail Scale
and the Montreal Cognitive Assessment, and was
analyzed with the Jonckheere-Terpstra test, Spearman’s correlation and logistic regression (α =
5.0%). This study was approved under Opinion
Nº 72182. Of the 48 elderly interviewed, 33.4%
were non-frail, 20.8% were apparently vulnerable
and 45.8% were frail at some level (mild, moderate or severe). Women (OR = 4.64) and nonwhites
(OR = 3.99) were more likely of being frail. The
realms with the greatest influence in the determination of frailty were cognition, independence
and functional performance, general health and
mood, although gender (p = 0.0373) and ethnicity (p = 0.0284) had a significant association.
Worth highlighting is that considering the frailty
profile of the elderly warrants the development of
specific care strategies for this segment of the population in a vulnerable area, preventing futures
complications.
Key words Frail elderly, Primary health care, Elderly health, Social vulnerability
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Introduction
Ageing is a multidimensional and multidetermined process associated with the natural decline of
physiological functions that directly affect the experiencing individual. The decline of the various
physiological systems can make the elderly vulnerable to the maintenance of homeostasis in the
face of stressors, which is not inherent to ageing,
called the frailty syndrome1, whose incidence increases with age2-4.
A US study reveals that in the age 65-75 years age group, three to seven percent of the elderly are frail. In the 80-90 years age group, this
proportion ranges from 20 to 26%, and 32% of
people aged 90 years and over suffer from this
syndrome5.
A study carried out in the Brazilian Northeast showed a prevalence of 17.1% of frailty
syndrome, and associated factors were advanced
age, comorbidities, dependence on basic and instrumental activities of daily living and negative
perception of health status6. Similar results were
found in a survey conducted in the United States
with 7,439 elderly people aged 65 years and over,
whose frailty prevalence was 15%, and the main
risk factors were advanced age, female gender,
low income, racial/ethnic minorities and multiple chronic diseases7.
Considering the impact of this syndrome on
the quality of life of the elderly, families, caregivers, as well as on health care and social systems, it is a subject of public interest, increasingly
addressed by researchers in several parts of the
world.
It is worth emphasizing that individuals living in highly socially vulnerable contexts, with
poorer financial conditions, lower levels of schooling, less access to health services and lack of
social support tend to have a frailer health condition8. Social vulnerability is multidimensional
because it affects individuals in different ways
and intensities. Social vulnerability reflects the
sociocultural environment of the individual and
denotes lack or difficulty of support from institutions, which hampers citizens’ right to exercise
their social rights, affecting the ability to react to
adverse situations. Thus, in highly socially vulnerable contexts, the risk of illness and harm to
the quality of life and well-being of the elderly is
greater9-10.
The investigation of the characteristics that
may influence the establishment of this syndrome is required for the early detection and implementation of appropriate interventions and

strategies in order to delay the condition, in addition to improving the situation of those who
are already frail11. Studies in the context of social
vulnerability gain particular relevance when they
consider the multidimensionality of social factors that can aggravate frailty and other ailments
of the elderly9. Thus, this study aimed to associate frailty with the sociodemographic profile and
cognition of elderly residents in a highly socially
vulnerable context enrolled in a Social Assistance
Referral Centers in a municipality of inland São
Paulo.

Methods
This is a descriptive, cross-sectional study based
on the quantitative research method. Forty-eight
elderly people aged 60 years and over, enrolled in
a Social Assistance Referral Centers (CRAS) in São
Carlos, São Paulo (SP), located in a socially vulnerable urban area participated in this research.
The context of housing in which the elderly
were interviewed corresponded to highly socially
vulnerable areas, according to the Foundation
Educational Data Analysis System (SEADE),
which classifies census tracts in the State of São
Paulo, according to the São Paulo Social Vulnerability Index (IPVS). The IPVS considers socioeconomic and demographic dimensions, so that
the first realm includes the head of household’s
schooling and income and the second realm covers the head of household’s age and number
of children from zero to four years living in the
household12.
In the research region, according to IPVS,
the region belongs to Group 5, high vulnerability, which includes 12.9% of the population of
the municipality - 221,950 people. The average
nominal income of households does not exceed
one-half minimum wage per capita. With regard
to demographic indicators, the average age of the
heads of households is 42 years. Among female
heads of household, 22.1% are under 30 years of
age, and the proportion of children under six is
10.5% of the total population of this group12.
The inclusion criteria of participants in the
study were to be elderly, 60 years old or older and
enrolled in the CRAS. Exclusion criteria were having serious language or comprehension impairments, which could interfere with the veracity of
answers.
Collection proceeded as follows: firstly, data
was collected and consisted of access to all available printed medical records where families were
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Data was stored in Microsoft Office Excel
software (2010) and analyzed in the “The SAS
System for Windows” version 9.2, 2008 in a descriptive and univariate manner. To describe the
profile of the sample, we performed descriptive
statistics with position and dispersion measurements (mean, standard deviation, minimum and
maximum values and coefficient of variation) for
continuous variables; and, for categorical variables, absolute (n) and percentage (%) values.
The non-parametric Jonckheere-Terpstra test
was used to study the relationship between frailty
and categorical variables. Spearman’s correlation
test was used to study the relationship between
frailty and continuous variables (age and schooling), due to the lack of normal distribution of
most variables. The main component analysis
techniques and univariate regression including
sociodemographic variables and frailty level were
used. The significance level adopted for the statistical tests was 5% (α < 0.05).
All ethical precepts governing research on
human beings have been observed and respected,
according to Resolution 466/2012 respecting the
Declaration of Helsinki. The study was approved
by the Research Ethics Committee of the Federal
University of São Carlos, on August 14, 2012.

Results
Participants were mostly women (70.8%), had a
mean age of 70.3 years (SD = 6.9, minimum 60
and maximum 92 years), 3.2 years of schooling
(SD = 2.9), were married (41.7%) or widowed
(41.7%), white (62.5%) and retired (41.6%).
In relation to frailty, 33.4% of the elderly were
non-frail, 20.8% were apparently vulnerable and
45.8% had frailty at some level, as follows: 25%
mild frailty, 10.4% moderate frailty and 10.4%
severe frailty.
The association between frailty and sociodemographic profile was verified using the
Jonckheere-Terpstra test, which found an association between frailty and gender (p = 0.0237)
and current occupation, which is housewife (p =
0.0127). There was no association between frailty and religion (p = 0.5632), marital status (p =
0.7252) and retirement (p = 0.0978).
In the univariate logistic regression analysis,
there was a significant association between frailty
and gender (p = 0.0373) and race (p = 0.0284).
Calculation of odds ratio revealed that women
were 4.64 times more likely to be frail compared to men, and non-white individuals were 3.99
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registered in the service. Four hundred thirtythree medical records that included elderly members were identified. We decided not to perform a
sample calculation and to carry out the research
with all the registered elderly. The residences of
all registered elderly were located and were visited by researchers from August 2012 to March
2013.
Of the registered, 385 were not evaluated because there was no one at home at the time of the
research in 27% of the residences, 19% refused to
participate, 17% had moved, in 10% the address
was inexistent, 10% of homes were under construction or rented, 7% were elderly individuals
who did not understand the research and were
alone, 5% were not at home at the time of the
visit and 5% had died. Residences in which no
one was found were visited twice by researchers,
at different days and hours.
Following previous training on the application of research tools and objectives and ethical
aspects, evaluators visited the homes of the elderly and, after consent, started the individual
interview at the participant’s own home. The
average time of each interview was 45 minutes.
Interviews were held from monday through saturday during business hours.
We used a sociodemographic characterization tool, Edmonton Frail Scale (EFS)13 and the
Montreal Cognitive Assessment (MoCA)14. The
sociodemographic characterization tool was
previously prepared by the researchers with the
following issues: gender, schooling, marital status, race and current and previous occupation.
The Edmonton Frail Scale evaluated nine
realms, namely: cognition (clock drawing test),
functional independence, general health status,
social support, medication use, nutrition, mood,
continence, and functional performance. According to the answers, the final score indicated the
condition of frailty in five categories, that is, nonfrail, apparently vulnerable and mild, moderate
or severe frailty13.
The Montreal Cognitive Assessment (MoCA)
tool facilitated the screening of possible cognitive
impairment through visual-spatial, executive, naming, memory, attention, language, abstraction,
late remembrance and orientation tests. It shows
a total score of 30 points and a cutoff score of 26,
so that obtaining a score below the cutoff point
indicates possible cognitive deficit and the need
for further investigation. According to the application instructions of the tool and the schooling
of less than 12 years evidenced by respondents, a
point was added to the final score of all of them14.
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times more likely to be frail when compared to
white individuals. There was no association between frailty and previous occupation, current
occupation, retirement, religion and marital status, as can be seen in Table 1.
Correlation between frailty and the numerical variables was performed and the Spearman’s
correlation coefficient found that there was no
statistically significant difference of frailty with
age (r = 1.000, p = -0.357) and schooling (r =
0.371; p = -0.132).
Regarding the comparison of frailty and cognition, verified using the MoCA tool, 70% of
the elderly evidenced a cognitive decline, with a
mean of 15.11 (SD = 5.33) points, and the most
affected realms were attention, abstraction, visual-spatial function and late remembrance. The
correlation of the numerical variables age and
schooling in relation to cognition was made and
returned no correlation and statistically significant difference with age (r = 0.0, p = 1.0) and
schooling (r = 0.013, p = -0.357).
The association between frailty and cognition
obtained was p = 0.0968 and was not statistically
significant. For the univariate regression between frailty and MoCA realms, only the attention
realm had a significant association with those individuals with a maximal score (p = 0.002) and r2
= 0.1121, according to Table 2.

Discussion
In this study, a higher prevalence of women was
observed, data that corroborate with both national15 and international literature16, which reflects
the greater female longevity, a phenomenon

Table 1. Univariate logistic regression analysis for the
categorical variables, compared to frailty. São Carlos,
SP, 2013.
Variable
Gender
Previous
occupation
Current occupation
Retirement
Race
Religion
Marital status

p-value OR*
CI 95%**
0,0254 4,644 1,095-19,701
0,7958 1,106 0,517-2,363
0,1022
0,4268
0,0239
0,5305
0,8303

0,459 0,092-2,280
0,229 0,021-2,501
3,999 1,158-13,814
1,511 0,412-5,540
0,600 0,112-3,214

Odds Ratio (OR) – odds ratio for higher score/ **Confidence
interval of 95% (CI 95%).

*

known as feminization of old age. This is due to
the lower exposure to certain occupational risk
factors, the greater female concern with their
own health and self-care, and the frequent use of
health services in search of care. In addition, there is a lower prevalence of smoking and alcohol
consumption among women and lower exposure
to mortality due to external causes when compared to men16.
The prevalence of older adults shows that
ageing in the national setting is recent, unlike developed countries, in which there is a larger proportion of older adults16. Statistics for developed
countries vary with regard to the age of the frail
elderly5.
There was a preponderance of low schooling
among the participants in this study. Previously,
there was no appreciation of formal education
and socioeconomic conditions were poor, reflecting the difficulty of access to schools17. Low
schooling may influence cognitive deficit, that is,
the elderly with low educational level may show a
greater cognitive deficit in comparison with older
people with more schooling3, besides being associated with negative outcomes such as mental
health problems, chronic conditions and frailty16.
We highlight that, in the context of high social vulnerability, factors such as low schooling
may affect the elderly’s lifestyle and health. Social
vulnerability is associated with factors related to
financial conditions, schooling, access to health
services and may be an outcome for frailty. Thus,
frail elderly in situations of vulnerability must
receive life protection to sustain their integrality,
human dignity and autonomy7.
Most of the elderly were frail (45.8%),
followed by non-frail (33.4%) and apparently
vulnerable (20.8%). A study carried out in Ribeirão Preto, São Paulo, Brazil, aimed to characterize the sociodemographic profile of the elderly
and verify the levels of frailty by gender, functional independence and instrumental activities of
daily living. As a result, authors found that 36.3%
were non-frail, 24.6% were apparently vulnerable and 39.1% had different levels of frailty, with
predominance of female elderly among those
with higher levels of frailty14. Another study with
128 elderly people attended in the Family Health Strategy in Embu das Artes, São Paulo, Brazil
found that 30.1% of the elderly were frail, also
with women being affected the most18.
In a study carried out in inland São Paulo
with elderly people in a context of highly socially
vulnerable context, frailty was assessed according
to Fried’s phenotype and obtained that 27.3% of

3051

Realms
Attention

Orientation

Naming

Language

Score
0
1
2
3
4
5
6
2
3
4
5
6
0
1
2
3
0
1
2
3

Beta (EP)
1.13937 (1.23654)
-0.11111 (1.12830)
0.02564 (1.12841)
-0.12558 (1.44167)
-0.79535 (1.43702)
2.93182 (1.53380)
-3.02381 (1.25490)
0.71739 (2.20154)
-0.06818 (1.59352)
-1.34043 (3.07737)
-0.09375 (0.93420)
-0.15734 (0.88364)
1.76087 (2.18874)
-0.07500 (1.18176)
0.36555 (0.96749)
-0.80952 (0.87977)
0.97059 (0.95836)
0.22500 (1.18134)
-0.39279 (0.91909)
-1.88095 (1.30255)

the elderly evaluated were frail19. Studies in the
area of social vulnerability are especially relevant
when it is necessary to stop the concrete situation
of the frail elderly and the context in which they
are found, and the environmental context is key
to understanding health and disease, since literature still has gaps regarding studies with elderly
people in socially vulnerable areas20. The divergence found in relation to the prevalence of the
frailty syndrome can be explained by the lack of
a consensual definition about this syndrome and
by the use of different methodologies among the
studies. Some of them choose frailty parameters
proposed by Fried or Rockwood or apply subjective scales, using all realms or only some of them
that evaluate domains of mood, cognition and
social support. In addition, it is necessary to consider the different population characteristics that
may influence the elderly frailty process21.
Frailty was more prevalent among women
when compared to men. In this study, women
were 4.64 times more likely to be frail compared
to men if they were frail, a fact observed in national14,18,22 and international studies16,23. The greater
prevalence of frailty among women is influenced
by the conditions of life marked by gender differences, such as the performance of domestic chores, little economic independence and restricted

p-value
0.3616
0.9220
0.9820
0.9310
0.5826
0.0622
0.0200
0.7460
0.9661
0.6652
0.9205
0.8595
0.4252
0.9497
0.7073
0.3623
0.3165
0.8498
0.6711
0.1555

R2
0.0181
0.0002
0.0000
0.0002
0.0066
0.0736
0.1121
0.0023
0.0000
0.0041
0.0002
0.0007
0.0139
0.0001
0.0031
0.0181
0.0218
0.0008
0.0040
0.0434

social life21. In addition, it is worth mentioning
their greater longevity and the higher prevalence
of chronic diseases when compared to men. Another hypothesis that may explain the higher prevalence is the greater physiological loss of muscle
mass with advancing age, making them more
prone to the development of sarcopenia24.
In this study, frailty was associated with non
-white race/ethnicity, black elderly individuals
were four times more likely to show frailty, which is in agreement with findings from the literature7,24,25, since black people are commonly in a
highly disadvantageous position when compared
to whites, so that the racial issue is a factor that
conditions health states22. A Brazilian study indicated that the black race is an indicator of low
socioeconomic level and poor health, associated
to the high risk of mortality26, contributing factors for the direct or indirect installation of the
syndrome. There is also a theory indicating that
the black race has an influential genetic marker
for the emergence of frailty27.
The identification of frailty characteristics
is necessary, considering the high prevalence in
the population, besides negatively affecting the
ageing process, the increase in the use and costs
of health services19. Due to the incipient amount
of specialized geriatrics and gerontology profes-
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Table 2. Univariate analysis between frailty and realms of the Montreal Cognitive Assessment. São Carlos, SP,
2013.
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sionals and the growing number of frail elderly,
care is sought in PHC and early diagnosis becomes necessary for the proper handling and management of the cases11, as well as for the planning and development of preventive activities.
In this study, the realms that obtained the
greatest influence in determining the frailty situation were cognition, functional independence
in daily life activities, general health status, mood
and functional mobility.
The association between cognition and frailty
has been identified in several studies, such as Brazilian28,29, North American30, Polish31, Canadian32
and Mexican33 works, highlighting cognition as
an important factor in the composition of the
frailty syndrome phenotype34. Older people with
cognitive alterations may show greater difficulty
in eating and physical activity, with consequent
weight loss and impairment of motor functions,
favoring the onset and progression of the syndrome24.
Regarding functional independence, it is worth emphasizing that being frail does not necessarily translate into functional dependence. When
the elderly become dependent, the syndrome
can first affect the more complex activities and,
to a lesser extent, the simplest and mere routine
activities24. Elderly people with limitations in activities of daily living have a negative impact on
quality of life with increased risk for dependence,
institutionalization and death18.
Functional independence is strongly influenced by elderly’s mobility. Ageing brings in sarcopenia, that is, a decrease in muscle mass, which
can result in reduced muscle strength, affecting
the lower limbs and compromising functional
capacity18.
There appears to be a relationship between
depressive symptoms and worse self-perception
of health, with a higher prevalence among women18, a fact evidenced in this study, in which the
elderly who reported more frequent depressive
symptoms scored for frailty. The increasing trend
of association between depressive symptoms and
levels of frailty among the elderly may be related to the overlapping coexisting characteristics
in such health conditions, such as inactivity, exhaustion and reduced physical activities27,35,36.
In view of the above, it is essential to identify early the frailty syndrome and related factors.
PHC workers should identify frailty through
quick and easy-to-use tools to generate robust
evidence in order to avoid late interventions.
Providing care to the elderly must build on care
and case management, considering the basic so-

cial protection service of CRAS, emphasizing the
need for the facility to redirect its actions, intensifying them through the Comprehensive Family
Care Program (PAIF) guidelines to family members37.
The Edmonton Frail Scale in this study detected the frailty profile of the elderly users of a
primary welfare care service, and proved to be
easy to handle and apply.
This research has some limitations. The
cross-sectional contour did not allow the attribution of causality among the variables. The sample size may limit the generalization of results;
however, a high number of losses in active search
research is expected. In addition, results should
be considered preliminary because of the small
sample size, which may limit its generalization.

Conclusion
There was a predominance of women and young
adults with low schooling in the sample of this
study. The realms of the Edmonton Scale with
the greatest influence on the occurrence of the
frailty syndrome were cognition, functional independence, general health status, mood and
functional performance. Frailty was significantly associated with gender and race/ethnicity and
current occupation.
Knowing the frailty of the elderly in a highly socially vulnerable context may help in the
management and implementation of actions by
public social services directed to this segment.
Protection and primary care services represent,
in most cases, the closest contact with the population and, therefore, have potential for the early
diagnosis of elderly’s frailty, enabling the planning and intervention of long-term care, avoiding adverse effects that may negatively affect both
the quality of life of individuals and the costs of
medium and high complexity services later.
Due to the systematic interaction of different factors that contribute to the determination
of the frailty situation, it is evident that interventions are also promoted in an integrated way
between health care services and social. The identified frailty items themselves show the need to
expand the network of support to frail elderly
through integration, given the multidimensional
nature.
The development of new studies in this
theme is necessary in view of the importance of
early detection of the frailty syndrome to avoid
late interventions and subsidize planning and
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treatment aiming at promotion and prevention
to provide a better quality of life for the elderly.
In addition, discussions and implementation in
public policies and services aimed at serving this
public may be encouraged to adopt integrated
and continuous strategies aimed at caring for the
elderly in a socially vulnerable context.

Collaborations
Araújo Júnior FB and Machado ITJ participated in the data collection. Machado ITJ, Araújo
Júnior FB, Santos-Orlandi AA and Pergola-Marconato AM participated in the data interpretation and writing of the article. Pavarini SCI and
Zazzetta MS conducted the study design and
treatment and analysis of the data. All authors
performed critical review and approval of the final version of the article.

Acknowledgments
National Council for Scientific and Technological Development (CNPq) Division of Basic Social Protection of the Municipality of São Carlos.

Araújo Júnior FB et al.

3054

References
1.

2.

3.

4.

5.

6.

7.

8.

9.
10.

11.

12.

13.

14.

15.

16.

Clegg A, Young J, Iliffe S, Rickkert MO, Rockwood K.
Frailty in elderly people. Lancet 2013; 381(9868):752762.
Sousa ACPA, Dias RC, Maciel ACC, Guerra RO. Frailty
syndrome and associated factors in community-dwelling elderly in Northeast Brazil. Arch Gerontol Geriatrics
2012; 54(2):95-101.
Morley JE, Vellas B, Van Kan GA, Anker SD, Bauer JM,
Bernabei R, Fried LP. Frailty consensus: a call to action. J Am Med Dir Assoc 2013; 14(6):392-397.
Cesari M, Gutierrez-Robledo LM, Morley JE, Rodrígues-Mañas L. Frailty: an emerging public health
priority. JAMDA 2016; 17(3):188-192.
Fried LP, Tangen CM, Walston J, Newman AB, Hirsch
C, Gottdiener J, Seeman T, Tracy R, Kop WJ, Burke
G, Mc Burnie MA. Frailty in older adults: evidence
for a phenotype. J Gerontol A Biol Sci Med Sci 2001;
56(3):M146-156.
Almeida RS, Alvarenga MRM, Amendola F, Silva
TMR, Yamashita CH, Oliveira MAC. Vulnerabilidade
de famílias de idosos assistidos pela Estratégia Saúde
da Família. Rev. Bras. Enferm 2015; 68(2)244-252.
Gutierrez-Robledo JM, Ávila-Funes JA. How to include the social factor for determining frailty? J Frailty
Aging 2012; 1(1):13-17.
Bandeen-Roche K, Seplaki CL, Huang J, Buta B, Kalyani RR, Varadhan R, Xue QL, Walston JD, Kasper JD.
Frailty in older adults: a nationally representative profile in the United States. J Gerontol A Biol Sci Med Sci
2015; 70(11):1427-1434.
Andrew K. Frailty and Social Vulnerability. Frailty in
Aging 2015; 41:186-195.
Lacas A, Rockwood K. Frailty in primary care: a review of its conceptualization and implication for
pratice. BMC Medicine 2012; 10:4.
Memória CM, Yassuda MS, Nakano Ey, Forlenza OV.
Brief screening for mild cognitive impairment: validation of the Brazilian version of the Montreal cognitive
assessment. Int J Geriatr Psychiatry 2013; 28(1):34-40.
Fundação Seade. Distribuição da população, segundo
grupos do Índice Paulista de Vulnerabilidade Social.
São Paulo: Fundação Seade; 2010.
Fabrício-Wehbe SCC, Schiaveto FV, Vendrusculo TRP,
Haas VJ, Dantas RAS, Rodrigues RAP. Cross-cultural
adaptation and validity of the “Edmonton Frail Scale
– EFS” in a brazilian elderly sample. Rev Latino-Am
Enfermagem 2009; 17(6):117-123.
Rolfson DB, Wilcock G, Mitnitki A, King E, Jagger CA,
Rockwood K, Fallah N, Searle SD. An assessment of
neurocognitive speed in relation to frailty. Age Ageing
2013; 42(2):191-196.
Fhon JRS, Diniz MA, Leonardo KC, Kusumota L,
Haas VJ, Rodrigues RAP. Frailty syndrome related
to disability in the elderly. Acta Paul Enferm 2012;
25(4):589-594.
Fernandez-Martinez B, Prieto-Flores ME, Forjaz
MJ, Fernandez-Mayoralas G, Rojo-Perez F, Martinez-Martin P. Self-perceived health status in older
adults: regional and sociodemographic inequalities in
Spain. Rev Saude Publica 2012; 46(2):310-319.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Del Duca GF, Silva SG, Thumé E, Santos IS, Hallal
PC. Predictive factors for institutionalization of the
elderly: a case-control study. Rev Saude Publica 2012;
46(1):147-153.
Santos-Orland AA, Brito TRP, Otavianni AC, Rossetti
E, Zazzetta MS, Gratão AC, Orlandi FS, Pavarini SC.
Perfil de idosos que cuidam de outros idosos em contexto de alta vulnerabilidade social. Rev Esc Anna Nery
2017; 1(21):8.
Zazzetta MS, Gomes GAO, Orlandi FS, Gratão ACM,
Vasilceac FA, Gramani-Say K. Identifying frailty levels and associated factors in a population living in the
context of poverty and social vulnerability. J Frailty
Aging 2017; 6(1):29-32.
Andrew MK, Keef J. Social vulnerability from a social
ecology perspective: a cohort study of older adults
from the National Population Health Survey of Canada. BMC Geriatrics 2014; 14(1):90.
Fernandes HCL, Gaspar JC, Yamashita CH, Amendola
F, Alvarenga MRM, Oliveira MAC. Frailty assessment
in the elderly assisted at a family health unit. Texto
Contexto Enferm 2013; 22(2):423-431.
Graham MM, Diane Galbraith MS, Deirdre O’Neill
MD, Darryl B. Rolfson MD, Candace Dando BN, Colleen MNM. Frailty and outcome in elderly patients
with acute coronary syndrome. Can J Cardiol 2013;
9(12):1610-1615.
Vieira RA, Guerra RO, Giacomin KC, Vasconcelos
KSS, Andrade ACS, Pereira LSM, Dias JMD, Dias RC.
Prevalence of frailty and associated factors in communitiy-dwelling elderly in Belo Horizonte, Minas Gerais
State, Brazil: data from the FIBRA study. Cad Saude
Publica 2013; 29(8):1631-1643.
Duarte MCS, Fernandes MGM, Rodrigues RAP,
Nóbrega MML. Prevalence and sociodemographic
factors associated with frailty in elderly women. Rev
Bras Enferm 2013; 66(6):901-906.
Mello AC, Engstrom EM, Alves LC. Health related and
sociodemographic factors associated with frailty in
the elderly: a systematic literature review. Cad Saude
Publica 2014; 30(6):1-25.
Szanton SL, Seplaki CL, Thorpe RJ, Allen JK, Fried LP.
Socioeconomic status is associated with frailty: the
Women’s Health and Aging Studies. J Epidemiol Community Health 2010; 64(1):63-67.
Varela-Pinedo L, Ortiz-Saavedra PJ. Frailty syndrome
in community elderly people of Lima Metropolitana.
Rev Soc Peru Med Interna 2008; 21(1):11-15.
Alencar MA, Dias JMD, Figueiredo LC, Dias RC.
Frailty and cognitive impairment among community-dwelling elderly. Arq Neuropsiquiatr 2013;
71(6):362-367.
Leonardo KC, Talmelli LFS, Diniz MA, Fhon JRS, Fabrício-Wehbe SCC, Rodrigues RAP. Avaliação do estado cognitivo e fragilidade em idosos mais velhos, residentes no domicílio. Ciência, Cuidado e Saúde 2014;
13(1):120-127.
Gray SL, Anderson AM, Hubbard AR, LaCroix A,
Crane PK, McCormick W, Bowen JD, McCurry SM,
Larson EB. Frailty and incident dementia. J Gerontol
A Biol Sci Med Sci 2013; 68(9):1083-1090.

3055

32.

33.

34.

35.

36.

37.

Matusik P, Tomaszewski K, Chmielowska K, Nowak
J, Nowak W, Parnicka A, Dubiel M, GAsowski J,
Grodzicki T. Severe frailty and cognitive impairment
are related to higher mortality in 12-month follow-up
of nursing home residents. Arch Gerontol Geriatr
2012; 55(1):22-24.
Alcalá MVC, Puime ÁO, Santos MTS, Barral AG,
Montalvo JIG, Zunzunegui MV. Prevalence of frailty
in an elderly Spanish urban population. Relationship
with comorbidity and disability. Aten Primaria 2010;
42(10):520-527.
Sánchez-García S, Sánchez-Arenas R, García-Peña
C, Rosas-Carrasco O, Avila-Funes JA, Ruiz-Arregui
L, Juárez-Cedillo T. Frailty among community dwelling elderly Mexican people: prevalence and association with sociodemographic characteristics, health
state and the use of health services. Geriatr Gerontol
Int 2014; 14(2):395-402.
Pilotto A, Rengo F, Marchionni N, Sancarlo D, Fontana A, Panza F, Ferrucci L. Comparing the prognostic
accuracy for all-cause mortality of frailty instruments:
a multicenter 1- year follow-up in hospitalized older
patients. Plos One [serial on the Internet]. 2012 Jan
[cited 2017 Aug 9];7(1): [about 9 p.]. Available from:
http://journals.plos.org/plosone/article/file?id
=
10.1371/journal.pone.0029090&type = printable
Ebrahimi Z, Wilhelmson K, Eklund K, Moore CD, Jakobsson A. Health despite frailty: exploring influences
on frail older adults’ experiences of health. Geriatr
Nurs 2013; 34(4):289-294.
Lakey SL, LaCroix AZ, Gray SL, Borson S, Williams CD,
Calhoun D, Goveas JS, Smoller JW, Ockene JK, Masaki
KH, Coday M, Rosal MC, Madeiras NF. Antidepressant use, depressive symptoms, and incident frailty in
women aged 65 and older from the Women’s Health
Initiative Observational Study. J Am Geriatr Soc 2012;
60(5):854-861.
Peixoto Veras R, Pereira Caldas C, Branco da Motta
L, Costa de Lima K, Carreño RS, Rodrigues RTSV,
Lima ACLC. Integração e continuidade do cuidado
em modelos de rede de atenção à saúde para idosos
frágeis. Rev Saude Publica 2014; 48(2):357-365.

Article submitted 09/08/2017
Approved 28/11/2017
Final version submitted 30/11/2017

CC

BY

This is an Open Access article distributed under the terms of the Creative Commons Attribution License

Ciência & Saúde Coletiva, 24(8):3047-3055, 2019

31.

