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Abstract

Objective: To present a care algorithm for Frailty Syndrome in older adults.

Methods: A quantitative, descriptive, cross-sectional study with 820 people aged 60 years or more living in the rural area of the city of
Pelotas in the state of Rio Grande do Sul, Brazil. Data was collected from July to October 2014, using a semi-structured form. To assess frailty
a self-reported instrument was used to obtain information from the older adult or their assistant/substitution respondent. Multiple Poisson
Regression was used to analyze the associated factors. Through the identification of the associated factors, the care algorithm for the Frailty
Syndrome was constructed.

Results: 43.4% of the older adults presented frailty. The factors associated with the frailty syndrome were low education level (PR:1.45;
p<0.001); obesity (PR: 1.89, p=0.001), no physical activity practice (PR: 1.93, p<0.001); presence of cognitive deficit (PR: 2.07; p=0.002);
bad health self-perception (PR: 8.21; p<0.001); fall in the last 12 months (PR: 1.70; p<0.001) and presence of disease and morbidity (PR:
2.22, p<0.014). These factors led to the elaboration of the care algorithm, which was structured in care for the non-frail, pre-frail and frail
older adults.

Conclusion: The importance of health professionals, especially nurses, in the identification of the profile and lifestyle of the older adults is
highlighted. They are expected to intervene in the problems associated with frailty, using the frailty care algorithm as a guide to delay and
prevent the progression of the syndrome.

Resumo

Objetivo: Apresentar algoritmo de cuidados para Sindrome de Fragilidade no Idoso.

Métodos: Estudo de abordagem quantitativa, descritiva, com delineamento de corte transversal, com 820 pessoas com idade igual ou
superior a 60 anos, residentes na zona rural do Municipio de Pelotas/Rio Grande do Sul, Brasil. A coleta de dados ocorreu no periodo de
julho a outubro de 2014, com uso de um formulario semiestruturado. Para avaliar a fragilidade utilizou-se o instrumento autorreferido obtido
por meio de informagdes relatadas pelo idoso ou por seu respondente substituto/auxiliar. Utilizou-se Regresséo de Poisson Multipla para a
andlise dos fatores associados. Mediante a identificaco dos fatores associados, elaborou-se o Algoritmo de cuidados para a Sindrome de
Fragilidade.

Resultados: Constatou-se que 43,4% dos idosos apresentaram fragilidade. Os fatores associados a sindrome da fragilidade foram baixa
escolaridade (RP: 1,45; p<0,001); obesidade (RP: 1,89; p=0,001), ndo realizagéo de atividade fisica (RP: 1,93; p<0,001); apresentar déficit
cognitivo (RP: 2,07; p=0,002); autopercepgdo de satde ruim (RP: 8,21; p<0,001), queda nos ultimos 12 meses (RP: 1,70; p<0,001) e
presenga de doenca morbidade (RP: 2,22; p<0,014). Esses fatores direcionaram a elaboragéo do algoritmo de cuidados, que foi estruturado
em cuidados para idosos ndo frageis e pré-frageis/frageis.

Conclus@o: Percebe-se a importancia dos profissionais de sadde, em destaque os enfermeiros, na identificagao do perfil e estilo de vida dos
idosos, a fim de intervir nos problemas associados a fragilidade, tendo o algoritmo de cuidados a fragilidade como um guia para a tomada de
decisdo, visando postergar e prevenir a progressao da sindrome.

'Universidade Federal de Pelotas, Pelotas, RS, Brazil.
Conflicts of interest: there are no conflicts to declare.



Introduction

Increasing life expectancy and an accelerated aging
process are factors that affect the work of health profes-
sionals, especially nurses, when regarding health issues
of older adults, such as the Frailty Syndrome (ES).

Frailty is a multifactorial clinical syndrome char-
acterized by a decrease in energy reserves and an
increase in vulnerability, reducing the capacity for
homeostasis. Changes resulting from the aging pro-
cess can lead to sarcopenia, neuroendocrine dysregu-
lation and immune disorder, factors that predispose
older adults to loss of muscle mass and chronic in-
flammatory state, which, along with diseases, immo-
bility, and decreased food intake, lead to an energy
reduction cycle.” This internal and progressive pro-
cess can be manifested by a phenotype composed of
five measurable components: unintentional weight
loss, fatigue, decreased strength, decreased walking
speed, and low physical activity level.

According to Fried et al., older adults with three
or more of these components are considered frail
and are more vulnerable to falls, functional impair-
ment, dependence, hospitalizations, institutional-
ization and early death.”

A study revealed that frail older adults were of old-
er age, had lower educational level, chronic diseases,
were under continuous medication, had suffered falls,
had few social relationships and had been institution-
alized. Therefore, it is necessary to develop guidelines
for health promotion and disease prevention for these
older adults, aiming to modify adverse outcomes,
considering that FS is complex and requires isolated
actions to prevent, delay or stop its progression.®?

This issue has been more explored among ur-
ban older adults, leaving a gap regarding older
adults living in rural areas, therefore, and once
again in the history of society, this locality is un-
derexplored. It is necessary to assess FS among
people aged 60 years or more residing in rural
areas, so that health professionals, in particular
nurses, can act early and provide care to the el-
derly on frailty process.

It should be noted that rural older adults have
some cultural, social and ethnic particularities.
They usually have a healthier lifestyle, with a more
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active behavior incorporated into their daily ac-
tivities, such as farming, gardening, hiking and
fishing. Sometimes they can have healthier eating
habits, since they usually eat fruits and vegetables
every day. However, they usually eat too much fat
and sweet. In addition to life habits, rural older
adults face difhiculties to access health services,
due to long distances and transport difficulties.
Given this context, there is a need to offer greater
effectiveness in the health care provided to this
specific population.

Considering older adults in their multiple contexts
is essential in order to properly manage care, improve
their quality of life and promote active aging. Thus, a
broader view of nursing is required, including measures
such as frailty screening, which would help to identify
and correct associated factors early and to prevent or
minimize the occurrence of undesirable events, such as
disability and worsening of health conditions.”

Nurses must seek strategies to promote autono-
my and independence among older adults, provid-
ing an individualized care, especially to those who
are frail or at risk of developing frailty.®) In order
to systematize a care plan for frailty, an algorithm
consisting of a finite sequence of well-defined in-
structions that can be performed in order and guide
the nursing care is suggested.

Within a broader approach to nursing work
regarding frailty and aiming to guide the care
provided to older adults in this process, an algo-
rithm for the care of frail older adults was pro-
posed. A systematic care that considers the par-
ticularities of rural older adults is aimed at pre-
venting frailty and minimizing the worsening of
preliminary stages of this syndrome, secking to
promote autonomy, functionality and improve-
ments in the quality of life.

The objective of this study was to present a care
algorithm for Frailty Syndrome in older adults.

Methods

A quantitative, descriptive, cross-sectional study
with 820 people aged 60 years or more, registered
in Basic Health Units (BHU) with Family Health
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Strategy (FHS), living in the rural area of the city of
Pelotas/Rio Grande do Sul, Brazil.

Inclusion criteria were: being 60 years old or
older; living in the rural area of Pelotas/RS, Brazil;
being selected in the draft made by the researchers;
and agreeing to the disclosure of the data. Older
adults who were traveling at the time of the inter-
view, or who were deprived of liberty by judicial
decision, living in Long-Term Institutions or hos-
pitalized during the period of data collection were
excluded from the study.

The referred city has 12 Basic Health Units lo-
cated in the rural areas. Of these, ten have Family
Health Strategy, and the older adults registered
in it participated in the research. The selection of
the participants was by random draw of their res-
idences. After the randomization, the name, age
and address of the older adults residing in rural
areas were listed, in order to reach the required
number of participants per FHS. The number of
participants selected in each BHU was propor-
tional to the number of older adults registered
in the BHU. All the selected participants were
contacted, informed about the study and, upon
agreement, their consent was obtained in writing
and signed in two copies.

For the sample size calculation, the following
parameters and estimates were used: population
of 328,275 people in the city of Pelotas (IBGE,
2010), 95% confidence level, estimated prevalence
of frailty in older adults of 19.9%, and acceptable
error of 3%. With these parameters, the initial cal-
culation basis for the older adults was 680, then
including 10% for losses and refusals and 10% for
control of confounding factors, which totaled 823
older adults. For this research, 834 older adults
were randomly selected, of whom nine refused
to participate and five were not found after three
attempts on different days and times. Therefore,
820 older adults were effectively interviewed. The
nurses and community agents helped organizing
the list by areas in order to facilitate the visits and
accompanied the visits to residences that were dif-
ficult to access. These mediators were essential in
this process.
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Data was collected from July to October 2014,
through the application of a standardized form
in the participant’s home or in group meetings at
the BHU. In order to collect the data, a team of
ten people (undergraduate and graduate students
of the School of Nursing/UFPel) was trained and
guided by an instruction manual for each question
of the instrument. After that, a pilot test was con-
ducted with ten older adults from the rural area of
Pelotas, who were not part of the final sample for
data collection.

The time spent to apply the questionnaire
ranged from 40 minutes to one hour and 15
minutes. The instrument contained questions
regarding socio-demographic variables such as
age, gender, skin color, living conditions (living
along, living in small space), income, level of ed-
ucation, cognitive decline and FS and followed
the theoretical framework proposed by Llano
2015.7

To assess frailty, a self-reported instrument®
was used to obtain information from the older
adults or their substitution respondents. The ques-
tions assessed were: unintentional weight loss, low
physical activity level, decreased walking speed,
decreased strength and fatigue (Chart 1). Older
adults who did not present any component were
classified as robust; those with 1 or 2 components
were classified as pre-frail; and those with 3 or
more components as frail. The frailty process was
also assessed among those classified as pre-frail or
frail (Nunes et al., 2015).®

The data were double-typed by independent
researchers in the Epi Info® 7.0 software and then
transferred to STATA® 11.1. The variables were de-
scribed through simple or mean frequencies and
standard deviation. The Pearson’s chi-squared test
of homogeneity was used for nominal data and the
trend test was used for ordinal data. A multiple
Poisson analysis was used to analyze the factors as-
sociated with frailty.

The research followed Resolution 466/2012 and
was approved by the Research Ethics Committee
of the Federal University of Pelotas under number

649.802, from May 19, 2014.



Chart 1. Components of FS self-reported assessment
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Frailty component

Questions and answers

Weight loss (In this component, older adults who reported a loss of > 3 kg received a positive
Score)

In the last 12 months, did you lose weight without going on any diet? If yes, how many kilograms
did you lose? Between 1 kg and 3 kg

More than 3 kg

No

Decreased strength

In the last 12 months (last year), do you feel weaker or think your strength has decreased?
Yes
No

Decreased walking speed

Do you think that you are walking more slowly than you did 12 months ago (a year ago)?
Yes
No

Low physical activity level

Do you think that you are currently performing less physical activity than you did 12 months ago
(a year ago)?

Yes

No

Fatigue reported (Older adults who responded “sometimes” or “most of the time” to at least one
of these questions received a positive score)

In the past week, how often did you feel that you could not perform daily activities (you started
something but could not finish)?

Never or rarely (less than 1 day)

A few times (1 - 2 days)

Sometimes (3 - 4 days)

Most of the time

In the past week, how often did the performance of your routine activities require a major effort?
Never or rarely (less than 1 day)

A few times (1 - 2 days)

Sometimes (3 - 4 days)

Most of the time

Source: Nunes et al., 2015

Results

Of the 820 older adults interviewed, the majority an-
swered their own questionnaire (95.5%) and a minority
required an assistant or substitution respondent (3.8%
and 0.7%, respectively). The majority of the older adults
were female (56.1%), were between 60 and 69 years old
(54.9%), lived with other people (90.9%), earned up
to 2 minimum wages (80.7%), were classified as over-
weight (40%) and reported a chronic disease (95.2%).

Regarding frailty, 19.5% (n=160) were robust,
37.1% (n=304) were pre-frail and 43.4% (n=356)
were frail. Regarding the “frailty process”, that is, the
elderly classified as pre-frail and frail, they represent-
ed 80.5% (n=660). The highest proportions of frail-
ty were found among older adults who did not per-
form physical activity (55.5%), were obese (51.0%),
had low education level (52.2%), presented cogni-
tive decline (46.1%), self-assessed their health as
poor or bad (78.2%), suffered a fall (52.8%) and
had a chronic disease (44.2%) (Table 1).

The factors associated with the frailty syndrome
were low education level (PR: 1.45; p<0.001); obe-
sity (PR: 1.89, p=0.001), no physical activity (RP:
1.93; p<0.001); presence of cognitive deficit (PR:
2.07; p=0.002); bad health self-perception (PR:

8.21, p<0.001), fall in the last 12 months (PR: 1.70,
p<0.001) and presence of disease (PR: 2.22, p<0.014).

Discussion

The prevalence of frailty found in this study was
43%, higher than that reported in the literature.
A study conducted in Sio Paulo found a 37%
rate of frail older adults. Another study, carried
out with 240 older adults living in the city of
Ribeirao Preto/Sio Paulo, found that 39.1% of
them had different levels of frailty: 18.3% pre-
sented mild frail, 11.3% moderate frail and 9.6%
severe frail.® And a study carried out with 139
older adults enrolled in a Family Health Strategy
of the Municipality of Jequié/BA found the rates
of 16.9% frail older adults, 61.8% pre-frail and
21.3% not frail.”

The increase in FS rates can be explained by the
fact that the older adults in this study were still in-
volved in productive activities, were mostly in the
age group between 60 and 69 years and worked in
agriculture, with an active lifestyle; however, they
were already suffering the effects of the physiolog-
ical changes of aging. Because it is a self-reported
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Table 1. Distribution (%) of older adults living in rural areas according to socioeconomic, demographic, health and frailty conditions.
Pelotas, RS, 2014(n=820).

Frailty
Variables Total p-value
Robust (n=160) Pre-frail(n=304) Frail (n=356)

Age* 0.147
60-69 years 86(19.1) 157(34.9) 207(46.0) 450
70-79 years 57(21.2) 97(36.1) 115(42.7) 269
80 years or more 16(16.0) 50(50.0) 34(34.0) 100

Gender 0.313
Male 76(21.1) 138(38.3) 146(40.6) 360
Female 84(18.3) 166(36.1) 210(45.6) 460

Skin color 0.918
Caucasian 157(19.6) 296(37.1) 346(43.3) 799
Non-Caucasian 3(14.3) 8(38.1) 10(47.6) 21

Lives alone 0,232
No 140(18.8) 279(37.4) 327(43.8) 746
Yes 20(27.0) 25(33.8) 29(39.2) 74

Lives in small space 0.860
No 152(19.7) 287(37.1) 334(43.2) 773
Yes 8(17.0) 17(36.2) 22(46.8) 47

Income™** 0.461
Up to 2 MW 127(19.2) 251(37.9) 284(42.9) 662
More than 2 MW 33(21.6) 50(32.7) 70(45.7) 153

Low education level* <0.001
No 95(22.0) 181(41.9) 156(36.1) 432
Yes 60(15.8) 122(32.0) 199(52.2) 381

Nutritional status 0.001
Low weight* 4(33.3) 4(33.3) 4(33.4) 12
Normal weight 47(17.9) 122(46.6) 93(35.5) 262
Overweight 73(22.3) 103(31.4) 152(46.3) 328
Obesity 33(17.0) 62(32.0) 99(51.0) 194

Physical activity* <0.001
No 24(11.6) 68(32.9) 115(55.5) 207
Yes 135(22.1) 236(38.6) 240(39.3) 611

Cognitive deficit 0.002
No 30(23.1) 62(47.7) 38(29.2) 130
Yes 130(18.8) 242(35.1) 318(46.1) 690

Health self-assessment* <0.001
Poor or bad 3(3.3) 17(18.5) 72(78.2) 92
Regular 30(9.6) 124(39.7) 158(50.7) 312
Good or great 124(30.2) 161(39.3) 125(30.5) 410

Basic activities of daily living 0.139
Independent 126(18.8) 244(36.4) 301(44.8) 671
Partially dependent 32(25.4) 50(39.7) 44(34.9) 126
Totally dependent 2(8.7) 10(43.5) 11(47.8) 23

Instrumental activities of daily living 0.161
Independent 90(20.1) 161(35.9) 197(44.0) 448
Partially dependent 58(18.7) 112(36.0) 141(45.3) 31
Totally dependent 12(19.7) 31(50.8) 18(29.5) 61

Falls in the past 12 months 0.002
No 128(21.7) 228(38.6) 235(39.7) 591
Yes 32(14.0) 76(33.2) 121(52.8) 229

Presence of disease* 0.014
No 16(42.1) 12(31.6) 10(26.3) 38
Yes 144(19.5) 291(37.3) 346(44.2) 781

Total 19.5 3741 434

*Variables containing Missing (lack of data of some participants); **Low education level defined as zero to 3 years of study; ***Nutritional status according to the World Health Organization Body Mass Index (BMI): Low weight
>18.5 Kg/m2, normal weight 18.5 a 24.9 Kg/m2, overweight 25.0 a 29.9 Kg/m2 and obesity >30.0 Kg/m?; *Minimum wage' in July 2014: R$ 724,00 (Source: Ministry of Labour, 2014).

The minimum wage, payed per month in Brazil, corresponds, nowadays, to R$ 937,00 reais or U$ 286,23 American dollars according to the Central Bank of Brazil on November 1%, 2017.
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frailty instrument, it can be inferred that these older
adults perceived the changes more easily, since agri-
cultural activities are more demanding and require
more strength and movement in the daily activities.

These results indicate the importance and need
for interventions aimed at preventing that pre-frail
conditions evolve to frail, thus avoiding adverse
outcomes and providing a more active life for older
adults in different contexts.

The prevalence of low education levels was above
50.0% among frail older adults, while the majority
of the robust older adult (22.0%) did not have a
low education level. This fact indicates that low ed-
ucation is a predisposing factor to FS, as evidenced
in others studies.*'? Education is an accurate in-
dicator of the socioeconomic level of a population,
since it is related to access to jobs, income, use of
health services and receptivity to educational and
health programs.

The conditions of frailty and pre-frailty should
be highlighted in the preventive and intervention-
al measures implemented to delay and attenuate
functional decline, aiming to promote an active ag-
ing and improve quality of life.”” The education of
this population is a factor that must be considered,
since this may contribute to targeting strategies to
be used for health education. In this perspective,
the nurse becomes an essential professional to guide
the orientation on FS and the preventive measures,
aiming to avoid the progression of the syndrome, as
well as to stimulate the older adults to participate
in their health care and engage in educational and
preventive programs.

Regarding the nutritional status, the association
of frailty with overweight and obesity can be high-
lighted. In this issue, it is possible to identify the
role of sarcopenic obesity in the frailty process. Sar-
copenic obesity is characterized by the combination
of excess body fat and reduction of lean body mass,
including muscles and bones. There is a decrease in
the quantity and quality of muscles, with reduction
in the number and size of muscle fibers, mitochon-
drial function and muscle protein synthesis. >'9
All these changes in body composition have clinical
importance in the functionality of the older adult,
since they lead to a significant muscle reduction and
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increase of total body fat, making the older adult
more susceptible to mobility limitations.!?

The problems associated with the nutritional
status can accelerate the development of frailty
and vulnerabilities, hindering the recovery and
significantly reducing life span, especially in the
presence of chronic diseases. Thus, the nutrition-
al status should be assessed on the nursing con-
sultation, aiming to prevent problems related to
nutritional deficiencies."?

Considering that the nutritional problems that
affect the elderly population can accelerate the de-
velopment of frailty and vulnerabilities, nurses need
to assess the context in which the older adults are
inserted, evaluating their physical and socioeco-
nomic conditions in order to provide education on
healthy eating habits and the possible complications
that inappropriate eating habits can cause. With the
increase in population aging, it is essential to plan
and develop healthcare measures that can improve
quality of life for older adults, such as emphasizing
the recommendations of the Brazilian Ministry of
Health healthy eating manual for the older adults,
refer them for nutritional counseling, provide in-
formation on public health policies and the several
professionals who can assist in the care of the FS.

Regarding the subject of physical activity, the
older adults who did not engage in any physical ac-
tivity were more frail. However, this data may con-
tain a reverse causality bias, since the older adult
may be more frail because of not performing phys-
ical activity or they might not be able to perform
physical activity for being frail. Physical activity
is also seen as a protective factor, good for health;
among the older adults who performed physical ac-
tivity, the number of robust participants doubled.
Several factors could lead to the reduction in phys-
ical activity practices. Frailty components included
are reduced mobility, muscle weakness, abnormal
walking, decreased exercise tolerance, balance insta-
bility, and sarcopenia."”

In addition, the study points to the impor-
tance of maintaining an adequate level of muscu-
lar strength during the aging process, which helps
completing daily activities and, consequently, can
increase functional autonomy of older adults.

Acta Paul Enferm. 2017; 30(5):520-30. m
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Therefore, physical activity programs for older
adults including resistance training are an interest-
ing intervention, not only because they can increase
strength, but also because they can have positive ef-
fects on risk factors for loss of autonomy. The data
presented indicated that the evaluation of muscle
strength is a measure that should be incorporated
into routine clinical evaluations of older adults.!®
In addition, it is necessary to invest in strategies to
increase the levels of physical activity among older
adults, as well as in public policies (improvement
of sidewalks, lighting, security and others) and in
actions to raise awareness on the health benefits of
being active.!?

Exercise prescription can be an import-
ant intervention to minimize the loss of muscle
strength, which commonly occurs with advancing
age. The exercises should be directed to the chang-
es caused by aging, aiming to avoid, minimize or
reverse many of the physical, psychological and/
or social declines.

The FS also had a significant association with
a subsequent cognitive decline. Cognitive deficit is
negative for frailty, since age-related decline of cog-
nitive functions is associated with external, behav-
ioral, environmental and social factors. These factors
are responsible for the onset of several pathological
processes, increasing disability and predisposing to
Frailty Syndrome."” Another Brazilian study found
the interesting fact that a considerable number
of frail and pre-frail older adults remained active
and participative throughout their life, even with
the losses resulting from the aging process, such as
functional and cognitive impairment."?

Nurses have an important role, since they can
assess and stimulate cognitive function and en-
courage active participation of the older adults in
economic activities, in order to reduce their decline
and predisposition to the syndrome. The older
adult with cognitive deficit lacks the mental capac-
ity needed to understand and solve daily problems
and faces difficulties to perform basic activities of
daily living (BADLs) and instrumental activities of
daily living (IADLs). Thus, it is necessary to stim-
ulate older adults to perform BADLs and IADLs

in order to achieve a greater physical and cognitive
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performance. In addition, it is necessary to advise
the family/caregiver on the importance of function-
ality and cognition to maintain autonomy and a
more active life.

This study found that half of the older adult
had good or excellent health perception, but those
who were frailer perceived themselves in worse
health condition. Self-perception of health worsens
according to the prevalence of frailty. Also, it was
possible to observe that in the rural population the
younger elderly considered any natural alteration of
the aging process as negative, especially the indica-
tors of frailty associated with physiological aging,
such as weak handgrip strength and slow walking
speed. These older adults had a negative perception
of their current performance when comparing with
their status a few years before, even while still re-
maining active.

The fact that the older adults consider them-
selves frail is also related to the assessment through
a self-reported instrument. They could perceive
the alterations more easily because they were still
performing their productive activities, and some
changes compromised their daily tasks, especially
the components such as decreased walking speed,
decreased strength and fatigue.

The health self-assessment can be used as a tool
to improve health conditions and increase access
to health services regardless of social status. Ac-
tions that address the main determinant factors of
self-perceived health can significantly contribute to
the promotion of health, well-being and quality of
life to the older adult."”

Regarding the occurrence of falls, there is a pos-
sibility of reverse causality bias, since it is possible
that those who are frail fall more often or that the
fall had an influence in the frailty process. On the
other hand, the occurrence of falls can be explained
by the fact that frailty gradually increases with age,
and aging leads to a reduction of visual acuity, body
balance, muscular strength, mobility and physical
function, which all predispose to falls and immobil-
ity among frail older adults."”?” Thus, fall preven-
tion measures are indispensable and fall screening
tools are useful measures to predict the future risk
of falls and to coordinate clinical and community



fall prevention initiatives.?" Therefore, the nurse
must be prepared to assist in the prevention of falls,
to use fall screening tools and to orient the patient
to maintain a safe environment and correctly take
their medications.

The sample in the present study also showed as-
sociation between frailty and presence of disease. The
pathological processes already cause damages and dif-
ficulties on their own, however, the greatest losses are
in functional limitations and inability to perform so-
cial daily activities. This set of aspects, which involves
several aging processes, leads to the frailty syndrome
and the consequent weight loss, decreased strength,
fatigue, anorexia and low physical activity level, as
well as sarcopenia, osteopenia, balance abnormalities,
malnutrition and low walking speed.***)

A study conducted with older adults in China
demonstrated a relationship between sarcopenia and
cardiovascular risk factors and concluded that the pre-
vention and treatment of these factors, mainly diabetes
and hypertension, may be useful to prevent and delay
the onset of sarcopenia.”? Another relevant fact is the
significant increase in Chronic Noncommunicable
Diseases (NCDs), which affect mainly the older adults
population. The association of NCDs with the aging
process can affect the functional capacity of the older
adults, leaving them vulnerable and dependent on care,
and consequently making them frail."¥

The evaluation of the health status of older adults
has the main objective of developing intervention strat-
egies to prevent, treat or rehabilitate the patient."¥ In
this context, preventive measures should be taken, as
well as early detection of signs and symptoms of chron-
ic noncommunicable diseases, in order to prevent the
Frailty Syndrome in older adults.

Besides that, the occurrence of diseases leads to
an increase in the use of medication, and the super-
vision of medication is the responsibility of nursing
professionals, even for functionally independent
older adults. This reinforces the need to prevent
worsening and aggravations of existing diseases,
which can lead to permanent functional disabilities.
The nurse must have knowledge of pharmacolo-
gy and be able to detect iatrogenic complications
and use of polypharmacy in the elderly population

through multidimensional evaluations."?

Llano PM, Lange C, Nunes DP, Pastore CA, Pinto AH, Casagranda LP

It is worth highlighting the high prevalence of
the FS in the female population. Women are as-
sociated with an intrinsic frailty, due to the fact
that they have lower lean mass and less muscular
strength than men, and also because they are more
vulnerable to the effects of frailty, such as sarco-
penia.’) Furthermore, the fact that women live
longer than men increases their predisposition to
chronic diseases, since the physiological and func-
tional modifications inherent to the aging process
make the elderly more susceptible to these diseas-
es. It is also important to highlight the need to
include the family in the context of frailty and the
importance of the nursing professionals in giving
the support necessary for the family to provide an
effective care.

In possession of the knowledge of the profile of
the older adults and the variables associated with
ES, a more specific planning can be developed to
attend to their real needs, providing a care to older
adults with FS focused on preventive aspects and
immediate assistance after the occurrence of the
syndrome.

The development and implementation of pro-
tocols/algorithms is consistent with the perspective
of life promotion, comfort, and dialogue, consid-
ering the subject as an active collaborator in the
health/disease process. Those protocols aim to im-
prove assistance, since they are theoretical-practical
support tools that enhance care planning and, con-
sequently, contribute to the quality of individual
and collective care.©®

Thus, it is necessary to have a broader view of
nursing, using instruments capable of recognizing
ES and tools that guide the care provided to the frail
older adult. A care algorithm for FS is suggested,
which allows a better decision-making process that
considers the particularities of each older adult,
preventing frailty or progression of the syndrome
already installed.

From the results, a care algorithm for FS was
developed (Figure 1).

One possible limitation of the study is the fact
that the participants are enrolled in a FHS. This
situation can influence a different health condition
than of those who are not enrolled in a FHS, both

Acta Paul Enferm. 2017; 30(5):520-30.
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Frailty Syndrome

Non-frail

Pre-frail

Frail

Health promotion

Prevention of worsening
and reversal of frailty

Rehabilitation

!

!

- Apply instrument with frailty indicators
periodically;

- Encourage participation in education
and prevention programs;

- Assess cognitive function (apply the
Mini-Mental State Examination);

- Offer cognitive stimulation;

- Provide guidance on autonomy and
stimulate the performance of activities
of daily living;

- Assess BADLs and IADLs;

- Screen for depression (Geriatric
Depression Scale);

- Evaluate the context in which the older
adult is inserted;

- Stimulate social interaction;

- Provide guidance to the
family/caregiver on the importance of
functionality and cognition;

- Stimulate an active participation in
economic activities.

- Provide guidance on disease
prevention;

- Assist the patient on abstinence from
tobacco and alcohol;

- Promote early detection of signs and
symptoms of chronic noncommunicable
diseases;

- Guide the use of medication;

- Nutrition counseling and education
provided by a nutritionist to the patient
and family/caregivers, aiming at
improving nutritional status and
preventing worsening of general
conditions;

- Stimulate the development of manual
skills;

- Encourage participation in family and
community life;

- Refer the patient to another health
professional when necessary;

- Orient the older adult and family/
caregiver on prevention of falls and
apply fall screening tools;

- Teach and stimulate cognitive
EXErcises;

- Monitor weight and waist and hip
measures;

- Assess health self-perception;

- Provide guidance on measures to
prevent falls.

- Provide orientation on palliative
treatment for some pathologies;

- Encourage participation in the care for
their own health;

- Refer the patient for treatment against
tobacco and alcohol use;

- Orient the elderly and caregiver
regarding a safe environment;

- Refer to a nutritionist for intervention, in
order to evaluate the need for oral or
parenteral nutritional support;

- Provide quality care for older adults
with dementia and other cognitive and
neurological problems;

- Prevent iatrogenic complications and
use of polypharmacy;

- Stimulate social interaction;

- Provide guidance to the family/caregiv-
er on the importance of functionality
and cognition;

- Observe for cutaneous lesions and
minimize pressure on bone prominenc-
es;

- Teach and stimulate cognitive
exercises;

- Monitor weight and waist and hip
measures;

- Assess health self-perception;

- Provide guidance on measures to
prevent falls.

!

!

Make a multidimensional evaluation;
Give orientations on lifestyle;
Perform nutritional assessment;

Maintain healthy eating (reduce salt and animal fat, increase fruits and vegetables and maintain moderate intake of red

meat and soy);

Emphasize the recommendations of the Brazilian Ministry of Health healthy eating manual for the elderly;

Maintain adequate water intake;

Maintain regular physical activity, targeted at the changes brought by aging;
Provide emotional support for the older adult and the family/caregiver;
Watch for signs of depression such as chronic sadness
Respect cultural, religious and contextual influences of the older adult when planning their care;

Conduct the nursing process;
Orient on access to health services.

Source: Llano, Patricia Mirapalheta Pereira “Prevalence and factors associated with the frailty syndrome in the elderly.” [thesis]. Pelotas; Universisade Federal de Pelotas. 2014.

Figure 1. FS care algorithm
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due to the inverse care law and to the priority of
implementation of Basic Health Units in areas of
greatest vulnerability. Another limitation of the
study is related to the cross-sectional design, which
does not allow grasping the temporal and causal re-
lationship between the independent variables and
the outcome.

However, in the various contexts, the care for the
frail older adult, as well as for those in pre-frail or
robust condition, lacks nurses capable of identifying
the profile and lifestyle of these patients. In order to
early intervene in the problems associated with frail-
ty, the FS care algorithm can be applied, aiming at
seeking for autonomy, functionality and contribut-
ing to the improvement of health conditions.

Conclusion

It was revealed that 43.4% of the participants pre-
sented FS. When studying the profile of frail, pre-
frail and robust older adults, the variables that were
associated with FS were low education level, obesi-
ty, lack of physical activity, cognitive deficit, poor
health self-perception, falls in the prior 12 months
and morbidity, which guided the construction of
the FS care algorithm.

This study contributes to nursing since it indi-
cates the need to make a multidimensional evalua-
tion of older adults and to implement specific care
actions to minimize the effects of frailty and prevent
the consequences of the syndrome.

Finally, it is expected that the care algorithm for
the treatment of frailty in older adults can support a
nursing care planning focused on the new demands
related to aging, contributing to the promotion,
prevention, treatment and rehabilitation of older
adults and aiming to achieve their physical, mental
and social well-being.
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