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ABSTRACT
Objectives: to analyze the sociodemographic and clinical factors associated with frailty in 
the elderly with Parkinson’s disease in the context of a Specialized Health Care Service for 
the Elderly. Methods: documentary, analytical, correlational, cross-sectional study carried 
out with 230 elderly people with Parkinson’s. The medical records of the patients were 
evaluated with a focus on two instruments: Clinical-Functional Vulnerability Index – 20; and the 
Multidimensional Assessment Care Plan. Results: predominance of elderly people between 
80 and 89 years old; women; with low education; classified as fragile. There was a correlation 
between frailty and the variables: sex; age; age group; schooling; motor manifestations; 
non-motor manifestations; Hoehn and Yahr staging and time to diagnosis. Conclusions: 
high simultaneity of frailty conditions and Parkinson’s disease was observed. It is believed 
that the results will be able to help the structuring of protocols for nursing performance in 
a systematic way in the promotion of self-care of these individuals.
Descriptors: Parkinson Disease; Aged; Health Vulnerability; Frailty; Nursing.

RESUMO
Objetivos: analisar os fatores sociodemográficos e clínicos associados à fragilidade em idosos 
com doença de Parkinson no contexto de um Serviço de Atenção Especializada em Saúde do 
Idoso. Métodos: estudo documental, analítico, correlacional, de corte transversal, realizado 
com 230 idosos com Parkinson. Foram avaliados os prontuários dos pacientes com enfoque em 
dois instrumentos: Índice de Vulnerabilidade Clínico-Funcional – 20; e o Plano de Cuidados da 
avaliação multidimensional. Resultados: predomínio de idosos entre 80 e 89 anos; sexo feminino; 
com baixa escolaridade; classificados como frágeis. Houve correlação entre a fragilidade e as 
variáveis: sexo; idade; faixa etária; escolaridade; manifestações motoras; manifestações não 
motoras; estadiamento de Hoehn e Yahr e tempo de diagnóstico. Conclusões: constatou-se 
alta simultaneidade das condições de fragilidade e doença de Parkinson. Acredita-se que os 
resultados poderão auxiliar a estruturação de protocolos para atuação da enfermagem de 
forma sistematizada na promoção do autocuidado desses indivíduos.
Descritores: Doença de Parkinson; Idoso; Vulnerabilidade em Saúde; Fragilidade; Enfermagem.

RESUMEN
Objetivos: analizar factores sociodemográficos y clínicos relacionados a la fragilidad en ancianos 
con enfermedad de Parkinson en el contexto de un Servicio de Atención Especializada en Salud 
del Anciano. Métodos: estudio documental, analítico, correlacional, de cohorte transversal, 
realizado con 230 ancianos con Parkinson. Fueron evaluados prontuarios de los pacientes 
basados en dos instrumentos: Índice de Vulnerabilidad Clínico-Funcional – 20; y el Plan de 
Cuidados de la evaluación multidimensional. Resultados: predominio de ancianos entre 80 
y 89 años; sexo femenino; con baja escolaridad; clasificados como frágiles. Hubo correlación 
entre la fragilidad y las variables: sexo; edad; franja etaria; escolaridad; manifestaciones motoras; 
manifestaciones no motoras; estadios de Hoehn y Yahr y tiempo de diagnóstico. Conclusiones: 
constatado alta simultaneidad de las condiciones de fragilidad y enfermedad de Parkinson. 
Considerado que los resultados podrán auxiliar la estructuración de protocolos para actuación 
de la enfermería de manera sistematizada en la promoción del autocuidado de eses indivíduos.
Descriptores: Enfermedad de Parkinson; Anciano; Vulnerabilidad en Salud; Fragilidad; 
Enfermería.
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INTRODUCTION

Among the chronic-degenerative and disabling diseases, Par-
kinson’s disease (PD) stands out, as it is the second most common 
of this group in the elderly population, behind only Alzheimer’s 
disease(1). It affects about 1% of the population over 65 years of 
age and may reach more than 8 million people in 2030(1-2). It is 
defined as a degenerative and progressive pathology that affects 
the central nervous system, in which the degeneration of neu-
rons located in the so-called “black substance” occurs, causing a 
decrease in the production of the neurotransmitter dopamine(2-3). 

In PD, motor disorders such as resting tremor, rigidity, bradykinin, 
and postural instability are observed, in addition to autonomic 
dysfunctions such as hypotension, constipation and sleep disorders, 
the latter three being associated with a decrease in catecholamines 
and serotonin. The progression of the disease differs between 
patients, and in advanced stages it can affect the neocortex and, 
consequently, cause cognitive disorders and dementia(2-3). 

Therefore, PD patients may be physically and socially vulner-
able, since their functionality may be affected(4). Functionality is 
expressed by functional capacity (FC), the main health indicator in 
the elderly population, defined as the ability to take care of one’s 
life autonomously and independently. Activities of daily living 
(ADL) are tasks related to caring for the environment and the body, 
performed daily and that can characterize the individual’s FC(5).

Increasingly prevalent and bothersome non-motor symptoms 
and treatment-resistant motor complications, such as freezing 
of gait, postural instability, and recurrent falls, account for a con-
siderable part of the progressive disability in Parkinson’s disease, 
contributing to functional impairment and the worsening of the 
quality of life of these patients(6-7). The reduction in the functional 
capacity of the elderly with Parkinson’s disease can trigger the 
development of frailty, defined as a geriatric clinical syndrome, 
with a multidimensional character(8-9).

Fragility syndrome involves a physiological state that increases 
the vulnerability to stressors by decreasing physiological reserves 
and deregulation of multiple systems; This is associated with the 
highest occurrence of adverse outcomes as a decline in func-
tional capacity, greater risk of complications, falls, hospitalization, 
institutionalization and even death, and increases the costs of 
health care(8-10).

There is a diversity of conceptual and operational models 
for frailty(10). Among them, three stand out: the reduction in 
functional reserve, which involves multiple organic systems and 
whose most used scale to implement this definition is composed 
of items that assess nutritional status, energy expenditure, physi-
cal activity, mobility and muscle strength(11); the second model 
is the accumulation of deficits, based on the sum of limitations 
and diseases, with emphasis on the number of these disorders 
rather than their nature(12); and the third conceptual model is 
the multidimensional one, characterized as a dynamic state of 
loss that affects one or more areas such as cognition, physical 
aspects and social domain(13).

In the present study, the third model is adopted, which includes 
the concept of Moraes et al.(14), who consider the reduction of the 
homeostatic reserve or the ability to adapt to biopsychosocial ag-
gressions as multidimensional fragility, which leads to an increase in 

vulnerability to functional decline and its consequences. It has the 
Clinical-Functional Vulnerability Index (IVCF-20) as a frailty screen-
ing instrument, which consists of a questionnaire that includes 
multidimensional aspects of the health condition of the elderly(9).

The frailty syndrome should be recognized as a target for 
investigations and interventions, given the impact on elderly 
individuals with Parkinson’s disease, their families and society 
as a whole. Thus, the early identification of the characteristics of 
different elderly people with PD and their association with frailty 
can help to delay the progression of functional decline, through 
care programs and the adequacy of health services to the new 
demands of this specific population(15).

In this sense, the nurse plays an important role in this process, 
since, considering the individual’s ability to self-care based on the 
frailty profile and factors associated with functional impairment, 
he can motivate and enable the sick individual and his family to 
become protagonists in the management of their health problems 
and in the adoption of self-care actions.

The literature still does not present studies and significant 
evidence on the interaction between comorbidities and frailty, 
especially regarding PD. This gap needs to be filled by carrying out 
scientific investigations that seek to contribute to the identification 
of frailty and associated factors in PD. This is important because 
of its potential for building public health policies involving the 
planning of preventive, diagnostic and therapeutic actions, aimed 
at maintaining physical and mental health, functional capacity, 
quality of life for this population and even serve to avoid unfa-
vorable outcomes such as institutionalization, hospitalization, 
and early death(16).

PD and frailty are two conditions that become increasingly 
common with advancing age, but little is known about the 
relationship between them(17). Frailty, considered a geriatric 
syndrome associated with important adverse health outcomes, 
has received little attention in studies on PD. The literature on 
frailty in PD is extremely limited, with few studies evaluating its 
frequency and clinical features(6,18).

Thus, it is increasingly necessary to assess the prevalence of 
frailty and understand which factors have been most associ-
ated with limitations in the functionality of elderly people with 
PD. With this, health programs can be organized with the main 
purpose of promoting self-care, aiming at maintaining, delaying 
the decline and/or increasing functional capacity.

OBJECTIVES

To analyze the sociodemographic and clinical factors associated 
with frailty in the elderly with Parkinson’s disease in the context 
of a Specialized Health Care Service for the Elderly. 

METHODS

Ethical aspects

The project complied with the recommendations of Resolutions 
n. 466/2012 and no. 510/2016 of the National Health Council, 
which regulate research involving human beings in Brazil(19-20). 
This study is linked to the macro-project entitled “Effect of nursing 
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interventions in the perspective of sup-
ported self-care in elderly people with 
Parkinson’s disease: Randomized Clinical 
Trial” and was approved by the Research 
Ethics Committee of the Federal Univer-
sity of Minas Gerais.

Design, study location and period 

This is an analytical, correlational, 
cross-sectional, and retrospective study. 
A secondary analysis of data from medi-
cal records and care plans for the elderly 
was performed, considering the time 
frame for the years 2018 and 2019. A 
convenience sample was used, consisting of elderly people 
with Parkinson’s disease treated at a Reference Center for Elderly 
Health — Belo Horizonte, state of Minas Gerais (MG), Brazil — 
which provides care to elderly people referred by Primary Health 
Care (PHC) units.

These patients are attended by a specialized geriatric-geron-
tological team, composed of geriatricians, gerontological nurses, 
pharmacists, nutritionists, social workers, and rehabilitation pro-
fessionals, such as physical therapists, occupational therapists, 
and speech therapists.

In this study, the medical records were analyzed, initially from 
the first care for the elderly performed by professionals trained 
in the application of broad geriatric assessment, through the 
instruments Clinical-Functional Vulnerability Index-20 (IVCF-20) 
and Care Plan, which contain a summary of the assessment of the 
elderly based on standardized scales and instruments for use in 
the global assessment of the elderly. The data from the medical 
records were collected from October to December 2020 and 
refer to the consultations carried out in the years 2018 and 2019, 
and this work was carried out by the first author, who works at 
the aforementioned Reference Center, and by two bursars from 
properly trained scientific initiation.

Sample; inclusion and exclusion criteria

During this period, 10,399 patients underwent a multidimen-
sional assessment, of which 9,202 had the care plan prepared for 
this assessment completed and counter-referred via email to the 
PHC. The care plan consists of a set of diagnoses and interven-
tions, defined individually, and shared with Primary Care, which 
is responsible for implementing the care plan in less complex 
cases. The elderly people with greater complexity are followed 
up by the geriatrics and gerontology service of Secondary Care. 

To compose the sample of this study, the medical records that 
met the eligibility criteria were selected: patients with clinically 
confirmed Parkinson’s disease diagnosis record and complete 
completion of the IVCF-20 instrument. The medical records of 
patients with a record of parkinsonism who were not classified as 
Parkinson’s disease or who were still being followed up to define 
the cause of parkinsonism were excluded. Based on these criteria, 
the study sample consisted of 230 patients with PD.

Follows Flowchart with final sample of the study.

Study protocol

For data collection, the Care Plan was used, developed for all the 
elderly referred for multidimensional evaluation in the geriatrics 
and gerontology service of the aforementioned Specialized Care 
Center. The Care Plan is the strategy used for the organization 
of care, in which the health problems of the elderly are defined, 
the interventions with the justifications for the most appropriate 
changes to improve their health and which health professionals 
and equipment necessary are used for the implementation of 
these interventions(21). 

The Care Plan contains all the essential information for the 
planning and implementation of the actions necessary for the 
maintenance or recovery of the health of the evaluated elderly 
and presents the main sociodemographic data for identifying 
the elderly, the risk stratification based on the clinical-functional 
classification, with the Frailty score and markers indicated in 
the Clinical-Functional Vulnerability Index (IVCF-20), a visual 
scale of frailty, diagnosis of acute and/or mainly chronic health 
conditions, proposed interventions, translated into therapeutic 
goals(21).

To track frailty in the assessment of the elderly, the Clinical-
Functional Vulnerability Index (IVCF-20) instrument is initially 
adopted, as it is an interdisciplinary screening instrument, 
which includes multidimensional aspects of the health condi-
tion of individuals aged 60 years old. or more. Subsequently, 
the Comprehensive Geriatric Assessment (CGA) is applied 
with all its instruments and scales. The IVCF-20 is multidimen-
sional, designed considering the conceptual basis of frailty as 
a multidimensional syndrome; and consists of 20 questions 
distributed in eight sections that cover predictive conditions 
of clinical-functional decline in the elderly (age, self-perception 
of health, functional disabilities, cognition, mood, mobility, 
communication and multiple comorbidities)(9,22). 

The score ranges from 0 to 40; and the higher the IVCF-20 
score, the worse the functional clinical condition of the elderly 
person will be. The classification of the clinical-functional condi-
tion of the elderly is based on the following criteria: score from 
0 to 6, the elderly are considered robust; 7 to 14, the elderly 
are considered at risk of frailty; and values equal to or above 
15 points, the elderly person is considered to be in a fragile 
condition(9,22). 

Figure 1 – Final study sample
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Analysis of results and statistics

The data obtained from the care plans/medical records were 
typed and stored in an electronic spreadsheet in the Microsoft 
Office Excel® 2010 program, according to the coding determined 
for each of the variables of interest in the study. In the construction 
of the database, the technique of validation by double entry was 
chosen, that is, double typing that detects possible inconsisten-
cies. After validation of the databases, the data were exported to 
the R software, version 4.0.0, for processing the analyzes.

The variables used in this study are related to sociodemographic, 
clinical and clinical-functional vulnerability issues (frailty): age 
(years and age group); sex; schooling; motor manifestations; 
non-motor manifestations; motor staging of Parkinson’s disease 
(Hoehn and Yahr); time of PD diagnosis (years); antiparkinsonian 
medication; clinical-functional classification (frailty), which was 
categorized into frail (IVCF-20 score ≥ 15) and non-frail (robust 
and risk of frailty – IVCF-20 score from 0 to 14).

Qualitative variables were presented in tables with abso-
lute and relative frequencies. Quantitative variables passed 
the Shapiro-Wilk normality test and indicated non-normality. 
Therefore, the results are presented as median and quartiles. 
For associations, the chi-square test and Fisher’s exact test were 
performed for qualitative variables; and the nonparametric 
Mann-Whitney test for quantitative variables (two categories). 
Estimates were presented considering a significance level of 
5% (p < 0.05) in all analytical procedures(23). The results were 
described and presented in tables.

RESULTS

In the evaluation of the care plans / medical records of the 
elderly analyzed in the years 2018 and 2019, a total of 546 elderly 
people were initially selected with the report of the presence 
of parkinsonism, corresponding to a prevalence of 5.93% with 
such characteristics in the evaluated population. Of these, 230 
elderly people had the diagnosis of PD clinically confirmed and 
recorded in the medical records, 
which corresponds to a prevalence 
of 2.50% of PD in that population. 

According to the results present-
ed in Table 1, of the 230 individuals 
with PD evaluated, 74.3% were clas-
sified as frail and 25.7% as non-frail 
(strong or at risk of frailty). The score 
in the Clinical-Functional Vulner-
ability Index instrument (IVCF-20) 
obtained a median of 20.

Table 2 shows the frequency 
of sociodemographic variables 
(gender, age group and education) 
related to the clinical-functional 
classification of the elderly with 
PD. The median age of the elderly 
people with PD found in the study 
was 80 years old, with the first 
quartile being 73 years old and 

the third quartile being 85 years old. There was a predominance 
of individuals aged between 80 and 89 years, female and with 
low education (one to four years of study).

Based on the inferential statistics of the sociodemographic 
variables associated with the clinical-functional classification 
of the elderly with PD, a statistically significant association was 
found with the variables “age”, “age group”, “sex” and “education”. 

Table 3 presents the distribution and analysis of the inferential 
statistics of the variables of the sets “motor manifestations” and 
“non-motor manifestations” associated with the frailty of the 
elderly with PD.

Table 1 – Score on the Clinical-Functional Vulnerability Index (IVCF-20) 
and distribution of the clinical-functional classification of the elderly with 
Parkinson’s disease treated at Centro Mais Vida, Belo Horizonte, Minas 
Gerais, Brazil, 2021

IVCF-20 Score
Median

20
(Q1 - Q3)*
(14 - 26)

n %

Clinical-functional classification
Robust
Risk of frailty
Frail

19
40

171

8.3
17.4
74.3

Total 230 100.0

* Q1 - Q3: first quartile - third quartile.

Table 2 – Distribution of sociodemographic variables according to the clinical-functional classification of 
the elderly with Parkinson’s disease treated at Centro Mais Vida, Belo Horizonte, Minas Gerais, Brazil, 2021

Clinical-functional 
variables/classification

 Frailty 
p value*Not frail (n = 59) Frail (n = 171) Total (n = 230)

n % n % n %

Age group
60 to 69 years 16 27.1 17 9.9 33 14.3

0.003***70 to 79 years 22 37.3 54 31.6 76 33.0
80 to 89 years 18 30.5 84 49.1 102 44.3
90 years or older 3 5.1 16 9.4 19 8.4

Median age (Q1 - Q3)** 76 (68 - 82) 81 (75 - 86) 80 (73 - 85) 0.000***
Sex

Male 34 57.6 72 42.1 106 46.1 0.039***Female 25 42.4 99 57.9 124 53.9
Educational level

Did not study 2 3.5 45 26.3 47 20.4

0.007***
1 to 4 years 42 70.1 92 53.9 134 58.2
5 to 8 years 5 8.8 14 8.4 19 8.3
9 to 11 years 8 14 14 8.4 22 9.6
more than 11 years 2 3.5 6 3 8 3.5

* Chi-square test; ** Mann-Whitney test; *** significant p value.

According to the p values in Table 3, there is a significant cor-
relation between frailty and the motor variables “tremor”, “stiff-
ness”, “postural instability”, “speech/conversation” and “chewing/
swallowing”; and the non-motor variables “cognitive disorder”, 
“mood disorder/depression”, “hallucinations/delusions”, “apathy” 
and “urinary disorder”.

The description in Table 4 provides the profile of study par-
ticipants according to the degree of disability based on the 
staging of Hoehn and Yahr disease, time of disease diagnosis and 
pharmacological treatment. It also presents the results obtained 
from the analysis of the association of these variables with the 
clinical-functional classification of the elderly with PD.
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Table 4 – Distribution of clinical variables according to the clinical-functional classification of the 
elderly with Parkinson’s disease treated at Centro Mais Vida, Belo Horizonte, Minas Gerais, Brazil, 2021

Clinical-functional
variables/classification

Frailty
p value*Not frail Frail Total

n % n % n %

Staging  
Light 29 50.0% 16 9.5% 45 19.8%

0.000***Moderate 25 43.1% 62 36.7% 87 38.3%
Serious 4 6.9% 91 53.8% 95 41.9%

Diagnosis time
Median (Q1 - Q3)** 2 (0 - 6.5) 4 (1 - 9) 4 (0 - 8) 0.034***

Makes use of prolopa
No 1 1.9% 8 5.1% 9 4.2%       0.312
Yes 53 98.1% 150 94.9% 203 95.8%  

Take another medication
antiparkinsonian

No 44 81.5% 125 79.1% 169 79.7% 0.709Yes 10 18.5% 33 20.9% 43 20.3%
Type of other Antiparkinsonian’s 
medication

Pramipexol 5 50.0% 16 48.5% 21 48.8%

0.693
Entacapone 2 20.0% 10 30.3% 12 27.9%
Amantadina 2 20.0% 2 6.1% 4 9.3%
Pramipexol + entacapone 1 10.0% 4 12.1% 5 11.6%
Pramipexol + amantadina 0 0.0% 1 3.0% 1 2.3%

* Chi-square test; ** Mann Whitney test; *** significant p value.

According to these data (Table 4), there is a higher prevalence 
of severe disease (Grade 4 and 5), followed by the moderate stage 
(Grade 3). The study sample consisted mainly of elderly people 
with PD in more advanced stages of disability. The median time 
since diagnosis was four years, and a high prevalence of treatment 
with levodopa was observed. There is a significant association 
between frailty and the variables “Hoehn and Yahr staging” (most 
non-frail are classified as mild; and, among the frail, most are 

classified as severe) and “time since 
diagnosis of the disease” (frail elderly 
people have a longer diagnosis time).

DISCUSSION

In Brazil, epidemiological studies 
on the incidence and prevalence of 
parkinsonism and PD are still scarce. 
An important population-based cross-
sectional study with assessment of the 
prevalence of PD and parkinsonism 
carried out in Brazil was the Bambuí 
study(24), which showed, in the popula-
tion over 64 years of age, a prevalence 
of parkinsonism of 7.2%, being the 
most common cause of frequent PD, 
with 3.3% of the total sample.

The findings of the majority of the 
female elderly with PD and with low 
schooling corroborate those of some 
studies(25-28). However, other studies(4,29) 
found a predominance of males in their 
samples.

It is observed, in this study, in relation 
to the distribution of the sample accord-
ing to age, that there is a predominance 
of PD in the older age groups. This result 
converges with a study(30) and diverges 
from others(4,25) that found a predomi-
nance of PD in the younger age groups 
from 60 to 69 years old. 

The prevalence of frailty in the sam-
ple studied was very high (74.3%), con-
firming studies in which the prevalence 
of frailty in PD is high. A systematic 
review shows that few studies have 
quantified the prevalence of frailty 
in PD, but those that have done so 
suggest a high simultaneity of these 
two conditions, with a prevalence of 
frailty in PD ranging from 29% to 67% 
being pointed out in the review(17). In 
another cohort study, the prevalence of 
frailty was 35.6% in individuals with PD 
from a tertiary care center and 22.2% 
in a sample of PD in the community(6).

In this study, the factors that were 
significantly associated with the frailty 

of the elderly with PD were: gender; age; age group; schooling; 
motor manifestations (tremor; rigidity; postural instability; speech/
speech and chewing/swallowing); non-motor manifestations 
(cognitive disorder; mood disorder/depression; hallucinations/
delusions; apathy and urinary disorder) and clinical variables 
(Hoehn and Yahr staging and time to diagnosis).

One of the most affected dimensions in PD is the functionality 
that is expressed by the functional capacity. In an investigation 

Table 3 – Distribution of motor and non-motor manifestations according to the functional clinical 
classification of the elderly with Parkinson’s disease treated at Centro Mais Vida, Belo Horizonte, 
Minas Gerais, Brazil, 2021

Clinical-functional
variables/classification

Frailty 
p value*Not frail Frail Total

n % n % n %

Motor Manifestations
Tremors 41 87.2% 99 71.7% 140 75.7% 0.032***
Stiffness 25 53.2% 107 77.5% 132 71.4% 0.001***
Bradykinesia 34 72.3% 101 73.2% 135 73.0%   0.910
Freezing (freezing) 1 1.9% 16 10.5% 17 8.3%   0.054
Postural Instability 33 55.9% 134 78.4% 167 72.6% 0.001***
Speech/conversation 11 18.6% 60 35.1% 71 30.9% 0.018***
Excess of salivation 2 3.4% 14 8.2% 16 7.0%   0.212
Chewing/swallowing 6 10.2% 59 34.5% 65 28.3%   0.000***
Writing (micrograph) 1 1.7% 2 1.2% 3 1.3%   0.759

Non-Motor Manifestations
Cognitive Disorder 11 18.6% 104 60.8% 115 50.0% 0.000***
Mood Disorder/Depression 31 52.5% 128 74.9% 159 69.1% 0.001***
Hallucinations and delusions  3 5.1% 41 24.0% 44 19.1% 0.001***
Anxiety 14 23.7% 31 18.1% 45 19.6%   0.350
Apathy 2 3.4% 28 16.4% 30 13.0% 0.011***
Fatigue 3 5.1% 15 8.8% 18 7.8%   0.363
Sleep disorder 28 50.9% 99 61.5% 127 58.8%   0.169
Urinary disorder 29 49.2% 132 77.2% 161 70.0% 0.000***
Postural hypotension 11 18.6% 27 15.8% 38 16.5%   0.611
Cold 18 30.5% 72 42.1% 90 39.1%   0.116
Pain 11 18.6% 46 26.9% 57 24.8%   0.205

* Chi-square test; *** significant p value.
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carried out in Curitiba, it was observed that, in addition to age, low 
education and widowhood are factors related to the functional 
decline of elderly people with PD and, consequently, lead to the 
frailty of this population(4). 

The result of an observational cohort study carried out in 
São Paulo shows that there is a positive correlation between 
the increase in frailty in PD with older age and lower schooling 
of individuals, with non-motor manifestations of the disease, 
impaired cognition, gait speed, staging of Hoehn and Yahr and 
increasing scores obtained on the Unified Parkinsons Disease 
Rating Scale (UPDRS), which measures the severity and evolu-
tion of PD. Physical activity was observed as a protective effect 
for the development of frailty(16).

Advanced age and worse motor severity of PD were con-
sidered predictors of frailty in PD(18). In another study, frailty 
was significantly associated with advanced age, longer disease 
duration, decreased handgrip strength and gait speed, which 
indicate sarcopenia; greater motor impairment on the UPDRS 
scale; higher Hoehn and Yahr stages; decreased quality of life; 
greater frequency of falls; greater burden of non-motor symptoms 
(cognitive impairment, dementia, fatigue and hallucinations); 
as well as institutionalization, worse quality of life and greater 
demand for care in patients with PD(6).

Frailty is associated with clinical features of advanced PD, in 
particular: longer disease duration, higher Hoehn and Yahr stages, 
greater motor impairment and non-motor burden including de-
mentia, falls, reduced quality of life, as well as institutionalization. 
This is in agreement with findings in the literature that evaluated 
frailty in patients with PD(6,16).

Altered neuromuscular control resulting in gait difficulties, 
lower gait speed and falls has been described in patients with 
PD and is also associated with sarcopenia and frailty. A high fre-
quency of falls was more commonly reported by individuals with 
PD who had sarcopenia and frailty compared to those without 
these last two conditions, which reinforces the importance of 
tracking postural instability and falls in PD(6).

Progressive disability in PD is driven by the evolution of 
treatment-resistant motor symptoms, such as freezing of gait, 
postural instability, and recurrent falls, as well as increasingly 
prevalent and uncomfortable non-motor symptoms, which are 
an important determinant of quality of life and quality of institu-
tionalization(6). Non-motor symptoms and motor complications 
are responsible for a considerable part of disability in Parkinson’s 
disease, so they must be identified and treated(7).

Despite the existence of numerous advances in the treatment 
of symptoms presented by patients, PD generates a compromise 
in functionality with observation of progressive clinical deteriora-
tion, which occurs in parallel with advancing age and, associated 
with other factors, causes the determination of frailty(31-32).

The diagnosis of frailty in the early stages of PD can contribute 
to improving the efficiency of therapeutic intervention propos-
als and with actions to promote the maintenance of functional 
capacity or delay possible declines, since frailty is recognized as 
a modifier of risks and benefits the treatment of chronic diseases 
such as PD(31-32). 

It is known that the neuromuscular degenerative changes 
caused by PD, when associated with frailty, result in an exacerbation 

of the disease’s motor manifestations; this further compromises 
the functional capacity of individuals, who manifest even more 
exhaustion due to greater muscle fatigue in these situations, 
generating increasing needs for both physical and cognitive 
effort to perform the same functions over time(31).

The early identification of frailty in individuals with PD could 
improve the prognosis of the disease, as it would allow the 
identification of signs and symptoms that are treatable and even 
preventable. This confirms the therapeutic value of identifying 
frailty in these individuals, considering that, when associated with 
PD, it further compromises quality of life, functional capacity and 
can even lead to early death(16,31-32). 

The need for integrated and continuous care for the elderly 
diagnosed with PD stands out, which must be done in an in-
tegrated way in the health network through the sharing of 
actions in PHC and in the secondary service of specialized care. 
Multi-professional and interdisciplinary work is fundamental in 
this process, with the development of actions to maintain and/
or rehabilitate functionality, through health promotion and 
prevention of clinical and functional vulnerability, delaying the 
development of frailty and complications.

Study limitations

It is important to consider some limitations of this study, 
among which, the performance of a cross-sectional study of 
document analysis, with investigation in a single sample group, 
consisting of patients in more advanced stages of the disease 
from a specialized care center. Therefore, prevalence rates and 
demographic and clinical associations are representative for PD 
patients in secondary centers, in more advanced stages of the 
disease, and may not be generalizable to the general population 
with PD. The cross-sectional nature of the present study did not 
allow a prospective assessment of risk factors for frailty in PD.

Contributions to the area of nursing, health, or public policy

Significant contributions to the knowledge of nursing in ger-
ontology are pointed out, specifically in the approach to frailty 
in populations with neurodegenerative diseases of the central 
nervous system. The occurrence of frailty in people with PD im-
plies a greater demand for nursing care and the need for greater 
participation of the family/caregivers in the care relationship. It 
is believed that the results of the study may help the structur-
ing of protocols for nursing performance in a systematic way in 
the promotion of self-care, focusing on the functional capacity 
of elderly people affected by PD, contributing to increase the 
quality of life of sick individuals and their families.

CONCLUSIONS

The present study demonstrated a high prevalence of frailty 
in elderly people with PD. The relationship of frailty with the 
variables is highlighted: sex; age; age group; schooling; motor 
manifestations (tremor; rigidity; postural instability; speech/
speech and chewing/swallowing); non-motor manifestations 
(cognitive disorder; mood disorder/depression; hallucinations/
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delusions; apathy and urinary disorder) and clinical variables 
(Hoehn and Yahr staging and time to diagnosis).

The typical alterations of PD, such as non-motor manifestations 
and motor complications, which can cause functional changes 
in the individual, making him more dependent and with greater 
need for care, need to be identified and treated. In this sense, 
the need to evaluate and monitor these changes is emphasized, 
together with the variables associated with fragility in the care of 
individuals with PD, since they can interfere with the worsening 

of the functional capacity and, consequently, of the quality of 
life of this population.

The contribution of studies that evaluate possible associations 
between sociodemographic and clinical factors as determinants 
in understanding the development of frailty in individuals with 
PD is highlighted. These studies allow the early and effective 
identification of individuals who are at greater risk of developing 
unfavorable outcomes such as institutionalization, hospitaliza-
tion, and even early death.
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