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ABSTRACT
Objective: Identifying prevalence of frailty in elderly caregivers inserted in a high social vulnerability context and its correlation 
with sociodemographic and health aspects. Method: Descriptive, correlational and cross-sectional study. Forty elderly caregivers 
were evaluated with: questionnaire for caregiver characterization, Mini Mental State Examination, Katz Index, Lawton instrumental 
activities of daily living scale, Geriatric Depression Scale and the frailty phenotype proposed by Fried. Interviews were conducted 
at their residences and scheduled in advance. All ethical precautions were observed. Data were analyzed with the Stata statistical 
program version 11.0. Results: 10% of elderly caregivers were frail. There was a signifi cant correlation between frailty and sex, 
instrumental activities of daily living and cognition. Conclusion: Female caregivers, partially dependent individuals regarding 
instrumental activities of daily living and with worse cognitive state deserve a special attention from health services. 
Descriptors: Caregivers; Fragile Elderly; Geriatric Nursing; Social Vulnerability; Family Health.

RESUMO
Objetivo: Identifi car a prevalência de fragilidade em cuidadores idosos inseridos em contexto de alta vulnerabilidade social 
e sua correlação com aspectos sociodemográfi cos e de saúde. Método: Estudo descritivo, correlacional, transversal. Foram 
avaliados 40 cuidadores idosos utilizando-se: questionário para caracterização do cuidador, Mini Exame do Estado Mental, 
Índice de Katz, Escala de atividades instrumentais de vida diária de Lawton, Escala de Depressão Geriátrica e o fenótipo de 
fragilidade proposto por Fried. As entrevistas foram realizadas no domicílio, sendo previamente agendadas. Todos os cuidados 
éticos foram observados. Os dados foram analisados com apoio do pacote estatístico Stata versão 11.0. Resultados: 10,0% 
dos cuidadores idosos eram frágeis. Houve correlação signifi cativa entre fragilidade e: sexo, atividades instrumentais de vida 
diária e cognição. Conclusão: Cuidadoras do sexo feminino, indivíduos parcialmente dependentes em relação às atividades 
instrumentais de vida diária e com pior estado cognitivo merecem especial atenção dos serviços de saúde. 
Descritores: Cuidadores; Idoso Fragilizado; Enfermagem Geriátrica; Vulnerabilidade Social; Saúde da Família.

RESUMEN
Objetivo: Identifi car la existencia de la fragilidad en ancianos cuidadores en un contexto de elevada vulnerabilidad social y su 
correlación con aspectos sociodemográfi cos y sanitarios. Método: Estudio descriptivo, correlacional, transversal. Se evaluaron 
a cuarenta ancianos cuidadores empleando: un cuestionario para conocer el cuidador, el Miniexamen del Estado Mental, el 
Índice de Katz, la Escala de actividades instrumentales de la vida diaria de Lawton, la Escala de depresión geriátrica y el fenotipo 
de fragilidad, de Fried. Se realizaron las entrevistas en las residencias con fecha y horario agendado. Se observaron todos los 
cuidados éticos. Se evaluaron los datos mediante el software Stata, versión 11. Resultados: Un 10% de los cuidadores se los 
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INTRODUCTION

Longevous elderly with chronic illnesses and who dem-
onstrate damage on their functional capacity are dependent 
on a caregiver(1). In Brazil, considering the increase in the 
number of elderly people who take care of other elderly 
people, it becomes important that older caregivers are able 
to provide good quality care and have their cognitive and 
physical health preserved(1-2).

Regarding the specific case of elderly caregivers inserted 
in high social vulnerability contexts, conditions for the care 
are even more critical. This is because social vulnerability 
means the support absence or difficulty of social security 
institutions, creating situations that complicate or deny the 
exercise of social rights of each individual, affecting their 
social cohesion as well as the ability to respond to adverse 
situations. In contexts of high social vulnerability, therefore, 
the risk of illness is higher, which makes damage on qual-
ity of life and welfare of individuals greater(3). In addition, 
in these contexts, comorbidities may be aggravated, and the 
health of these caregivers could be more fragile(4).

Frailty is a multi-dimensional syndrome that involves in-
teraction among biological, psychological and social factors 
in the course of an individual’s life, resulting in a state of 
higher vulnerability(5). It can be considered a public health 
problem, considering the impact of this syndrome on older 
people’s quality of life as well as the increase in health service 
expenses due to adverse events. Therefore, it is necessary to 
investigate its prevalence and associated factors. Such analysis 
is necessary for early detection and implementation of appro-
priate interventions. With this attitude, it is possible to avoid 
the weakening of more older people and provide a health im-
provement of those who are already fragile(6).

In the literature, we found some research that verified 
frailty prevalence among the elderly and its associated fac-
tors. A study conducted in Montes Claros (MG) with 511 old-
er people aimed to verify prevalence and factors associated 
with frailty in non-institutionalized older people. As a result, 
a 41.3% frailty prevalence was obtained. Associated factors 
with frailty were: female sex, advanced age, low educational 
level, presence of a caregiver, fall in the last year, diabetes 
mellitus, heart disease and osteoarticular disease(7).

A study carried out in the USA with 7.439 elderly aged 65 or 
older found a 15% prevalence of frailty, and the main risk fac-
tors were: advanced age, female sex, low income, racial/ethnic 
minorities and the presence of multiple chronic diseases(8).

It is worth mentioning that research that investigated preva-
lence of frailty and its correlation with sociodemographic and 
health aspects regarding elderly caregivers was not found, 

which justifies the conduction of this study. It is expected that 
the results can help fill this gap in the Brazilian scientific lit-
erature, subsidizing health services in the planning of a qual-
ity assistance. Thus, older caregivers (especially the ones who 
live in a context of high social vulnerability) can also main-
tain their physical and cognitive health preserved and provide 
good quality care. 

Therefore, this study aimed to identify prevalence of frailty in 
older caregivers inserted in a high social vulnerability context 
and its correlation with sociodemographic and health aspects. 

METHOD

Ethical aspects
All ethical precautions that rule research with human be-

ings were observed and respected, according to Resolution 
466/2012, regulated by the Brazilian National Health Coun-
cil. The study was approved by the Research Ethics Committee 
on June 9th, 2015. 

Study design, location and period
This is a descriptive, correlational and cross-sectional study, 

based on the investigation quantitative method. It was held in 
São Carlos, SP, from September to October 2015.

Sample, inclusion and exclusion criteria
The population was formed by people aged 60 or older, 

enrolled and residents in the reach urban area of the Family 
Health Units (FHU) of the city that assist the elderly. We in-
terviewed all caregivers (n = 40) who attended the following 
inclusion criteria: aged 60 or older; being registered in a FHU 
inserted in a context of high and very high social vulnerability 
(São Paulo Social Vulnerability Index 5 and 6 ), belonging to 
the urban area; being the primary caregiver of an older per-
son residing in the same house; understanding the questions 
of the interview; accepting to participate and signing the in-
formed consent form. The exclusion criteria were: severe hear-
ing or vision declines that would impair communication; be-
ing registered in a FHU belonging to the rural area. 

Study protocol
Data collection began after reading and signing of the in-

formed consent form and were held at a single occasion. The 
elderly underwent demographic and health characterization 
as well as functional capacity, depressive symptoms, cognitive 
state and frailty state measures.

Demographic and health data were collected through a 
questionnaire previously built by the researchers, comprising 
the following information: sex, age, marital status, education, 
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consideraron frágiles. Fue significativa la correlación entre fragilidad y género, fragilidad y actividades instrumentales de la 
vida diaria y fragilidad y cognición. Conclusión: Las cuidadoras fueron parcialmente dependientes en relación a las actividades 
instrumentales de la vida diaria y tuvieron un peor estado cognitivo, por lo que necesitan una asistencia sanitaria especial.
Descriptores: Cuidadores; Anciano Frágil; Enfermería Geriátrica; Vulnerabilidad Social; Salud de la Familia.
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answer was yes, the older person received a point for 
frailty in this criterion.

5.	Slow gait – indicated by the average time spent to go 
through 4.6 m distance, with adjustments according to 
sex and height. Three measurements of the gait speed 
were carried out by using the arithmetic mean, as pro-
posed by Fried(13).

The presence of three or more of the five characteristics of 
a frail older person indicates phenotype; one or two means 
that the elderly lies in the State of pre-frailty; and none of these 
features indicate a robust or not fragile older person(13).

Data analysis
Data were coded and typed into a digital spreadsheet and 

analyzed with the support of the Stata version 11.0 statisti-
cal program. They were analyzed with descriptive statistics 
and presented on a frequency table, with absolute values (n) 
and percentage (%) for the categorical variables, and with 
measures of location and dispersion (mean, standard devia-
tion, median, minimum and maximum values) for continuous 
variables. Due to the non-adherence to the variables’ normal 
distribution as verified by the Shapiro-Wilk test, we chose 
the non-parametric tests. The t-test and the Fisher’s Exact Test 
were carried out to estimate differences between the groups. 
The significance level adopted was 5% (p ≤ 0.05).

RESULTS

Regarding caregivers’ frailty, 50% were pre-frail; 40% not 
frail; and 10% frail. Considering the IADL, 52.5% were inde-
pendent; and 47.5%, partially dependent. Regarding BADL, 
72.5% were independent, and 27.5% presented moderate 
dependence. The predominant characteristics of the forty 
older caregivers who took part in this research are described 
on Table 1.

Most older caregivers, 92.5% (n = 37), showed no signs of 
cognitive deficit. Among these, 43.2% were considered not 
frail; 51.4%, pre-frail; and 5.4%, frail. Regarding older care-
givers who showed signs of cognitive changes, none were 
considered not frail, 33.3% were considered pre-frail, and 
66.7%, frail.

According to the t-test, there was a statistically significant 
difference between the means of points in the MMSE accord-
ing to the frailty. Frail individuals presented 19.80 points at 
the MMSE, while not frail individuals presented 23.82. This 
means frail individuals showed worse cognitive state when 
compared with not frail individuals. Table 2 shows the differ-
ence between the means of points in the MMSE according to 
frailty, in such a way that frail and pre-frail older people were 
grouped in the same category.

Through the Fisher’s Exact Test, correlation was found be-
tween level of frailty and the variables sex and IADL. We ob-
served that among the frail older people, the highest percentage 
corresponds to women and partly dependent individuals regard-
ing the IADL (Table 3). The results of the correlation between 
variables of interest and frailty are presented on Table 3. 

family, current work arrangement, retirement, income, health 
insurance, health perception, presence of hypertension, smok-
ing and alcoholism.

To assess the functional capacity, the Katz index for basic 
activities of daily living(9) and the Lawton instrumental activi-
ties of daily living scale(10) were used. Regarding basic activi-
ties of daily living, there are three possible scores for each of 
the items evaluated, according to the dependence level of the 
patient: independent, needs assistance and dependent. The 
score can vary between zero and six points according to the 
dependence level. The older person can be classified as inde-
pendent, with moderate or severe dependence. Considering 
the instrumental activities of daily living, the final score can 
vary between 7 and 21 points, 7 points meaning total depen-
dence, 8 to 20 points indicating partial dependence and 21 
points being independence. 

To keep track of depressive symptoms, the Geriatric De-
pression Scale, 15-item version was used. In the end, the sum 
of the score obtained is carried out so that a result between 0 
and 5 points means there is no evidence of depressive symp-
toms, and between 6 and 15 points indicates the presence of 
symptoms(11). 

Aiming to verify the cognitive state, the tracking test named 
Mini Mental State Examination was used. The minimum pass-
ing scores considered were: 17 for illiterate older people; 22 
for the ones with one to four years of education; 24 for those 
with five to eight years of education; and 26 for those with 
nine years of education or more(12). 

Aiming to assess frailty, the definition proposed by Linda 
Fried(13) was adopted, although adapted for this study. The syn-
drome or the frailty phenotype operational definition has five 
elements: 

1.	Unintentional weight loss – the following question was 
asked to caregivers: “Over the past 12 months, do you 
think you lost weight without being on a diet?” If so, 
whether this loss of weight is equal to or higher than 4.5 
kg or 5% of the body weight in the previous year, the 
older person scored for frailty in this criterion.

2.	Fatigue – assessed through self-report obtained by two 
questions of the Center for Epidemiological Studies De-
pression (CES-D) (a scale for depression tracking): 7– 
“How often in the last week did you feel that everything 
you have done required a big effort?”; and 20 – “How 
often in the last week did you feel you could not carry 
out your tasks?”. Older people who answered “always” 
or “mostly” for either of these two questions received a 
point for frailty in this criterion. 

3.	Palm prehension low strength – it was measured with a 
portable hydraulic dynamometer in the dominant hand. 
Three consecutive measures of palm prehension force 
were carried out using the arithmetic mean. To fill the 
criterion, the result was adjusted according to the sex 
and the Body Mass Index (BMI), according to Fried(13). 

4.	Low level of caloric expenditure (adapted) – assessed 
through self-report obtained through the question “Do 
you do less physical activity than 12 months ago?” If the 
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Table 2 –	 Correlation between the means of points on the Mini Mental State Examination according to frailty, São Carlos, São 
Paulo, Brazil, 2015 (n = 40)

Frailty n Mean Standard error S-D* CI† p value

Not frail 17 23.82 0.86 3.55 21.99-25.65 0.003‡

Frail 23 19.80 1.01 4.87 17.67-21.89

Note: *S-D = standard deviation; †CI = confidence interval; ‡ p < 0.05 according to the t-test.

Table 1 – Distribution of the predominant characteristics of the elderly caregivers, São Carlos, São Paulo, Brazil, 2015 (n = 40)

Questions Categories n (%*) Mean (SD) [Min-Max] Median

Sex Female 27 67.5

Age (years) 70.1 (8.2) [60-98] 68.5

Age group 60–69 years old 22 55.0

Marital status Married 35 87.5

Family arrangement Live with spouse 37 92.5

Years of education 1.8 (2.3) [0-12] 1.0

Educational level One to four years 16 40.0

Currently have a job No 33 82.5

Retirement Yes 29 72.5

Income (dollars) 781.2 (382.0) [0-2000] 780.0

Health plan No 36 90.0

Health perception Reasonable 19 47.5

Arterial Hypertension Yes 25 62.5

Smoking Never smoked 17 42.5

Alcoholism No 36 90.0

IADL Independence 21 52.5

BADL Independence 29 72.5

GDS Score 4.5 (2.8) [0-9] 4.0

GDS No signs of depression 23 57.5

MMSE Score 21.5 (4.7) [9-29] 22.0

MMSE Result Without evidence of changes 37 92.5

Level of frailty Pre-frail 20 50.0

Note: SD – standard deviation; IADL – Instrumental Activities of Daily Living; BADL – Basic Activities of Daily Living; GDS – Geriatric Depression Scale; MMSE – 
Mini Mental State Examination. 
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DISCUSSION

In this study, there was a statistically significant correlation 
between frailty and sex. Women showed to be more frail than 
men. These data were corroborated by other studies present in 
the literature(13-15).

An American study was conducted with 5.317 American 
older people (≥ 65 years old). As results, they achieved a 6.3% 
frailty prevalence (7.3% women and 4.9% men), 48.3% frailty 
and 45.3% pre-frailty. There was a significant association be-
tween frailty and the variables sex and age. The highest frailty 
prevalence was noticed on advanced age people and women(13). 

Living conditions marked by sexual differences, such as 
performance of house chores, lack of economic indepen-
dence and restricted social life are factors that can explain the 
highest frailty prevalence among women(16).

In addition, surveys indicate that muscle strength and the 
amount of lean body mass is lower on females when compared 
with males, considering the same age group. Furthermore, 
women may be more exposed to extrinsic factors (e.g., inad-
equate nutritional ingestion) that cause the sarcopenia, which 
could explain the higher incidence of frailty among women(17).

Other authors report that the highest prevalence of frailty in the 
females is due to the greater longevity of women compared with 
men. In this context, there is an increase in female predisposition 
to chronic diseases, since with the aging process there are physi-
ological and functional modifications that make the elderly more 
susceptible to diseases. Appearing of diseases can cause physical 
limitations, turning elderly into more frailer people, in addition to 
increase the risk of adverse situations to health(14). 

In this research, there was a significant statistically correlation 
between frailty and instrumental activities of daily living. We ob-
served that among frail older people, the highest percentage corre-
sponds to partly dependent individuals regarding the IADL. There 
are studies in the literature that corroborate these findings(13,15,18-19). 

An investigation was carried out with 117 older people 
(70.1±7.3 age mean), of whom mostly were women, with 
low income and low education. The results showed that 
51.3% of the elderly were pre-frail, followed by the frail ones 
and a minority of non-frail ones. Regarding the Lawton index, 
there was a predominance of independent older people in the 
IADL. There was a significant association between frailty and 
the IADL. Frail older people showed worse functional perfor-
mance when compared with the non-frail ones. The authors 
concluded that these findings reinforce the assumption that 
frailty compromises the functionality of the elderly(18). 

In the Netherlands, a research was conducted with 8.684 older 
people who lived in the community. The obtained results were 
the following: 63.2% of the participants were not frail, 28.1% 
were pre-frail and 8.7% were frail. Frail older people had more 
problems with the performance of the IADL when compared with 
non-frail individuals, and this association was significant(15). 

In Mexico, 558 older people formed a sample of a cross-
sectional study in order to estimate prevalence of frailty in older 
people from rural areas who lived in social vulnerability situa-
tions. As results, the authors found that 8.6% were frail, 52.9% 
pre-frail and 38.5% not frail. Illiteracy and inability in daily living 

Table 3 –	 Correlation between levels of frailty and variables of 
interest, São Carlos, São Paulo, Brazil, 2015 (n = 40)

Questions Not frail (%) Frail (%) p value

Sex 0.044**

Female 47.1 78.3

Male 52.9 21.7

Age group 0.677

60 to 74 years old 88.2 78.3

75 years old or older 11.8 21.7

Marital status 0.197

Married 94.1 82.6

Single 5.9 0.0

Divorced 0.0 4.4

Widower 0.0 13.0

Health self-perception 0.598

Excellent 5.9 4.4

Good 23.5 30.4

Moderate 58.8 39.1

Bad 11.8 26.1

Arterial hypertension 0.107

Yes 47.0 73.9

No 53.0 26.1

Geriatric Depression Scale 0.202

No signs of depression 70.6 47.8

Signs of depression 29.4 52.2

Smoking 0.912

Currently smokes 17.6 17.4

Used to be a smoker 35.3 43.5

Never smoked 47.1 39.1

Alcoholism 1.000

Yes 11.8 8.7

No 88.2 91.3

IADL 0.002**

Independence 82.3 30.4

Partial dependence 17.7 69.6

BADL 0.626

Independence 76.5 69.6

Moderate depend-
ence

23.5 21.7

Severe dependence 0.0 8.7

Health plan 1.000

Yes 11.8 8.7

No 88.2 91.3

Currently have a job 0.432

Yes 23.5 13.0

No 76.5 87.0

Retirement 0.730

Yes 76.5 69.6

No 23.5 30.4

Note: IADL – Instrumental Activities of Daily Living; BADL – Basic Activities of 
Daily Living. *Fisher’s Exact Test; **p < 0.05. 
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activities increase the probability of older people becoming frail, 
while high socioeconomic level reduces this probability(19).

It is noteworthy the presence of frailty does not necessarily 
mean that the elderly will be dependent in relation to activi-
ties of daily living. Researchers claim that, when the elderly 
person becomes dependent and frail, more complex activities 
are the first to be affected, and then and in a smaller propor-
tion, the simplest activities of the routine(17). Limitations in per-
formance of daily living activities have a negative impact on 
older people’s quality of life, raising the risk for dependency, 
institutionalization and death(20). 

Functional independence is strongly influenced by mobil-
ity of older people. With aging, decrease in muscle mass and 
strength can affect the lower limbs, compromising the functional 
capacity(20). 

Maintaining functionality of the elderly can cause implica-
tions for quality of life and autonomy, by making these older 
people remain in the community, enjoying their indepen-
dence and company of the family. Decline in performance of 
daily living activities can lead to increased risk of incidence of 
chronic diseases or weakness(18).

In this study, there was a statistically significant correlation 
between frailty and sex. Researchers claim that this relation-
ship in the elderly who do not have dementia is complex and 
is named cognitive weakness. It is a medical condition char-
acterized by the simultaneous occurrence between frailty and 
cognitive impairment and absence of dementia diagnosis or 
other neurological impairment(21).

In the literature, other studies have also detected an as-
sociation between cognitive impairment and frailty, which 
were carried out at different contexts, such as: United States of 
America(22); Brazil(23); Canada(24) and Mexico(25). 

A Finnish study was conducted with 654 older people, being 
82 the average age. As results, the authors found that 48% of them 
were pre-frail; 38%, not frail; and 14%, frail. From all of the older 
people, 26% presented cognitive changes; and among the frail 
ones, 64% presented them. Frail older people were eight times 
more likely to develop cognitive changes, four times more likely 
to develop Alzheimer’s disease and six times more likely for vas-
cular dementia. When compared with the pre-frail and not frail 
elderly, frail individuals were older, had more chronic diseases 
and were more dependent in activities of daily living(26).

Elderly people in Belém (Pará, Brazil) and Ermelino Mata-
razzo (São Paulo, Brazil) (n = 878) formed a sample research, 
derived from the FIBRA Study (Frailty in the Brazilian Elderly), 
which identified 50% pre-frail elderly; 42% not frail; and 8%, 
frail. There was a statistically significant difference between 
the MMSE scores for frail, pre-frail and not frail older people. 
Frail older people had worse functional performance in the 
MMSE when compared with the non-frail ones.

A longitudinal work was conducted with 207 older people 
in order to evaluate the association between frailty and cog-
nitive decline and the incidence of cognitive change, in 12 
months. The results showed that 54.1% of the elderly were 
pre-frail; 23.2% were frail; and 22.7% were not frail. Approxi-
mately 6% of the non-frail elderly, 25% of the pre-frail ones 
and 58.3% of the frail ones presented cognitive impairment. 

Frailty was associated with a subsequent decline of the cogni-
tive function in 12 months when measured by the MMSE (p = 
0.005; Relative Risk = 4.6; 95% CI 1.93-11.2). Incidence of 
cognitive changes was 4.9% for the non-frail elderly, 8.9% for 
the pre-frail ones and 13.3% for the frail ones(23).

A cross-sectional study carried out with 273 Japanese women 
who lived in the community aimed to determine whether frailty 
and pre-frailty would be associated with cognitive decline and 
sarcopenia. Frail older people were more likely to develop cog-
nitive decline and sarcopenia when compared with non-frail 
ones. Pre-frailty was only associated with sarcopenia(28). 

Literature points out some factors that are associated with 
both frailty and low cognitive performance. Among them, 
highlights include advanced age, female gender, low socio-
economic status, dependence in activities of daily living, pres-
ence of comorbidities and depressive symptoms(23,26-27,29).

Scholars claim that there seem to be a biological association 
between cognitive decline and frailty, and that these two condi-
tions may share the same physiopathological mechanisms. Both 
conditions involve inflammatory processes, neuroendocrine de-
regulation, and oxidative stress(30). Chronic inflammation carries 
out a fundamental role in the pathogenesis of frailty, and steep 
levels of inflammatory cytosines were also associated with cog-
nitive impairment. In addition, neuroendocrine deregulation is 
involved with both frailty and cognitive impairment(31). 

Other researchers suggest that lifestyle can display common 
risk factors for both frailty and cognitive decline, such as seden-
tarism, smoking, presence of comorbidities, which contribute si-
multaneously to both conditions. Hence, it is possible that such 
factors interact with each other, leaving uncertain the causal as-
sociation between frailty and cognitive decline(28).

However, it is believed that those are not the only factors that 
would explain the relationship between frailty and cognitive de-
cline, as it is about complex conditions, in such a way that other 
factors are probably also involved(23). In this sense, more studies 
are needed to elucidate this association, since not all patients 
with cognitive changes become frail and vice versa. 

It is worth highlighting that the combination of frailty and 
cognitive changes can enhance vulnerability of the elderly and 
influence the subsequent cognitive decline(23). Recent surveys 
reinforce that cognition is an important factor to be considered 
regarding the phenotype of the frailty syndrome, which would 
increase the measurement capacity of such syndrome(28). Older 
people with cognitive decline may have more difficulties when 
it comes to feeding and practice of physical activity, which may 
lose weight and suffer losses in motor function, favoring the be-
ginning and progression of the syndrome(17).

Whereas elderly caregivers who took part in this research 
were inserted in a context of high social vulnerability, it is 
worth mentioning that worse economic condition has been 
associated with higher prevalence of frailty. A group of re-
searchers from the United Kingdom, for example, using data 
from the Cohort Study Hertfordshire, showed that frailty is 
partly determined by social inequality(32).

Thus, results found in this research deserves further attention 
by representing the condition of vulnerable caregivers not only by 
age, but also by the adverse social environment in which they live. 
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The aforementioned studies reflect research with elderly 
people, not necessarily elderly caregivers. The gap in the lit-
erature when it comes to the association between frailty and 
cognition of elderly caregivers, unfortunately limits further 
discussion of the findings of this research.

This research had strengths, including the original character 
of the topic, the fact that the elderly caregivers were residents in 
the community who were not selected based on cognitive im-
pairment or frailty state. Besides, frailty validated measures were 
identical to those used in the definition proposed by Linda Fried. 

Studies on cognition and frailty of elderly caregivers must 
be performed, considering the existent small number in both 
national and international literature. In this sense, longitudinal 
research must be considered in order to assign causality be-
tween the variables of interest.

Limitations of the study
The limitation of this study is the small sample size, which 

may introduce an inference error, reduce power of analysis 
and limit generalization. 

Contributions to the fields of nursing, public health or 
public policy
Regarding contributions, the results observed may alert health 

professionals, specially nurses, to early identification of frailty, 

through a global evaluation of the older person aiming at the im-
plementation of a care plan for prevention or reversion of the syn-
drome. It is worth emphasizing the growing tendency of demand 
for care for the elderly and that this demand is mostly assisted by 
family caregivers, also often elders. In this sense, the observed 
results can guide reformulation of public policies for the elderly in 
order to fully embrace health of caregivers. 

CONCLUSION

Older frail caregivers assessed are female, with partial depen-
dence regarding IADL and with cognitive impairment. Knowing 
these characteristics can help the orientation of specific actions 
for prevention of frailty. In addition, these findings may bring 
contributions to the implementation of a policy of attention to 
elderly caregivers within the Family Health Strategy.

On those results, it becomes essential for nurses to provide 
caregivers adequate support. Support groups can be formed 
to ensure monitoring of these caregivers, meet their demands 
and improve their quality of life.
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