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Abstract
Objective: To evaluate the association between sociodemographic, economic, clinical, and 
behavioral characteristics and the degree of frailty of old people treated in secondary 
health care. Method: Cross-sectional, analytical study carried out between May and 
September, 2018 with 376 old people treated at a Center of Medical Specialties of Belo 
Horizonte (MG, Brazil) selected by the random systematic sampling method. Data was 
collected by interviews and tests to assess the frailty phenotype, being analyzed using 
descriptive statistics, bivariate, and multivariate analysis using the Proportional Odds 
Model. Results: The prevalence of frailty was 25.3%. The variables significantly related 
to the greater chance of presence of frailty in the old people were female gender, low 
education, hospitalization and falls in the last 12 months, use of walking aid and absence 
of physical activity. Conclusion: The knowledge on the factors associated with frailty allows 
to improve the planning of health actions and to intervene in the modifiable factors 
related to frailty, thus preventing its onset, the occurrence of negative events resulting 
from this syndrome, or even reversing its stage. The results demonstrate the importance 
of managers of the secondary health care services implementing a methodology to 
identify frailties in old people, as well as a health care model for the fragile old person 
to follow and monitor their clinical conditions.
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INTRODUC TION

Frailty among old people has emerged as an 
important concept in gerontology and geriatrics. 
However, there is no consensus on its definition in the 
literature, nor standard diagnostic criteria to be used 
in clinical practice and in epidemiological research1.

The most common definition in the literature2 
and which is a reference for the present study is 
in line with the model implemented by Fried et 
al3 conceptualizing frailty as a geriatric clinical 
syndrome involving a physiological state of increased 
vulnerability to stressors, being supported by a triad 
of alterations related to the human aging process: 
sarcopenia, dysregulation of the neuroendocrine 
system, and dysfunction of the immune system3. 

Frailty is a worrying condition because it is related 
to negative health outcomes for the old person4. 
Regarding the factors associated with the frailty 
syndrome, the most frequent ones pointed out 
by national and international literature are falls4, 
comorbidities5, medication intake6, hospitalization4, 
loss of functional capacity4, and old age7. 

The early identification of the predictive 
characteristics defining the frailty syndrome is 
important for the development of health care policies, 
implementation of appropriate interventions aimed at 
treating or even reversing the onset of the syndrome, 
thus reflecting on improvement in the quality of 
life of the old person and on prevention of adverse 
events caused by frailty8.

Studies addressing the prevalence and factors 
associated with frailty carried out in different contexts, 
such as the basic health unit,9, hospitals10, long-
term institutions11 and in geriatric and gerontology 
outpatient clinics12-13 were observed in the Brazilian 
literature, which allows understanding the health 
conditions of a variety of old people in different 
contexts ref lecting percentages of individuals 
considered fragile14. However, there is a scarcity of 
studies with old people in the context of secondary 
health care, especially in services which do not offer 
specific care to the old person. 

In view of the results found in the national 
literature, there is a high prevalence of frailty in the 

old population treated in geriatric and gerontology 
outpatient clinics - between 20.0% to 56.0%12-13,15-

16-, which explained the need to expand the study 
of prevalence and associated factors in a specialty 
outpatient clinic not offering specific care to the 
old population. 

In addit ion to the scarcity of scient if ic 
publications and the high prevalence of frailty in 
geriatric and gerontology outpatient clinics, it is 
observed that health care professionals who work 
in reference services of secondary health care are 
unaware of specific assessment instruments to treat 
the old person. Thus, it is expected that the present 
study can contribute to promote changes in the 
assistance for old people in need of care in secondary 
health care units for the treatment of different 
comorbidities. The professional practice shows 
that the old person is often seen in these services 
without any more specific geriatric assessment., 
which somehow ends up not revealing the health 
problems extremely specific to aging, such as the 
condition of fragility.

Given this context, the question is, “what is the 
prevalence of frailty in old people and the factors 
associated with this syndrome in an outpatient clinic 
in Minas Gerais (MG), Brazil?” The hypothesis of 
the present study is based on the following issue: 
The prevalence of frail old people seen in a specialty 
outpatient clinic in Minas Gerais is similar to the 
prevalence of frailty found in old people seen in 
geriatric and gerontology outpatient clinics, as well 
as the factors associated with frailty related to falls, 
comorbidities, medication intake, hospitalization, 
loss of functional capacity, and old age. 

Therefore, the objective of the present study is to 
evaluate the association between sociodemographic, 
economic, clinical, and behavioral characteristics 
and the degree of frailty of old people seen in the 
context of secondary health care.

METHOD

This is a cross-sectional and analytical study 
carried out in a Medical Specialties Center (CEM) 
of a large philanthropic hospital in Belo Horizonte 
(MG, Brazil) which has its own management and a 
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contract with the Municipal Health Department of 
Belo Horizonte (MG, Brazil).

This outpatient clinic was opened in 2007 and 
aims to offer interdisciplinary care to users of the 
Unified Health System (SUS) referred by the Basic 
Health Units of Belo Horizonte and by the Health 
Departments of municipalities in Minas Gerais, in 
addition to post-discharge patients from the main 
Hospital of which the outpatient clinic is part.

Around 6,000 people circulate there daily, 
including users, caregivers, and health professionals. 
The institution offers 31 medical specialties, in 
addition to the multi-professional team comprising 
nursing, psychology, nutrition, social work, speech 
therapy, physiotherapy, and dentistry. It also offers 
18 types of exams and small outpatient surgeries 
and laboratory care.

The individuals who participated in the study 
were aged 60 years or over, from Belo Horizonte or 
other cities in Minas Gerais, treated at CEM from 
May to September 2018, and with cognitive ability 
identified by the cut-off points of the Mini Mental 
State Examination (MMSE), according to Bertolucci 
et al17. Individuals with neurological diseases 
preventing them to answer questionnaires, carry out 
the tests, and who presented any complications on 
the day of the appointment or exam were excluded.

The sample was defined by the systematic random 
sampling method. Thus, at the end of each day, the 
information on all the old people scheduled for the 
following day was listed to avoid absences of users in 
the first appointments referred by the Appointment 
Central, Municipal Oncology Commission, and the 
Hospitalization Center, since they send the list of 
users scheduled for the following day on a daily basis.

The old people were included in a list, numbered 
according to the time of the appointment or exam, 
and were selected following the sampling interval, 
which defines the interval between a selected 
individual and the next individual to be included in 
the study. To define the sample size, an observational 
study was carried out at the institution to account 
for the number of users who met the necessary 
requirements for carrying out the research.

Therefore, the population size (N) equal to 17,620 
old people, a proportion (p) of 50% for frailty in 
a specialty outpatient clinic, a 95% confidence 
interval expressed by Z2 α/2=1.96, and a maximum 
tolerable sampling error of estimation ε=0.05 were 
considered. Thus, the measured sample had a total 
of 376 individuals.

The interviews were carried out by three 
researchers previously trained in the place where 
the old person waited for treatment after explaining 
the research objectives, benefits, and harms, reading 
and signing two copies of the Informed Consent 
Form (ICF).

Data was collected using a specific questionnaire 
for this study. The instruments used were the 
MMSE17, Katz Scale18, Lawton and Brody Scale19. 

The cognitive screening was evaluated by the 
MMSE, which is widely used and validated in Brazil. 
This questionnaire comprises questions grouped 
into categories and represented by groups of specific 
cognitive functions, such as temporal and spatial 
orientation, immediate memory, attention and 
calculation, evocation memory, language, and visual 
constructive capacity. A total score is derived from 
the sum of the scores of the categories17.

The Katz Scale assesses six basic activities 
related to self-care: bathing, dressing, going to toilet, 
transferring, feeding, and continence. The final score 
gives the individual’s degree of dependence. Old 
people who were independent in the six activities 
were classified as independent, old people who were 
dependent on one to five activities were classified as 
partially dependent, and those who were dependent 
on the six items evaluated were considered as totally 
dependent18.

The Lawton and Brody Scale comprises more 
complex items in daily living, and independence in 
carrying them out is directly related to the ability of 
living an independent community life. Based on this 
scale, the old people were classified as independent 
when they scored above 27 points, those with a 
maximum score of 26 points were classified as 
dependent19.
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To assess the presence of the frailty syndrome, 
tests and questions were carried out to identify the 
five items described as components of the frailty 
phenotype proposed by Fried et al.,3 being them 
unintentional weight loss, decreased muscle strength, 
self-reported fatigue and/or exhaustion, slow gait 
speed, and low level of physical activity.

It was considered unintentional weight loss when 
the old person declared weight loss greater than or 
equal to 4.5kg in the last 12 months. The decrease 
in muscle strength was verified by the hand grip 
strength obtained with the test of the hydraulic 
dynamometer Saehan, model 5001, where the old 
person grasped it three times. The highest value 
was considered, adjusted according to the gender 
and body mass index, and old people presenting a 
score below the expected value above fulfilled the 
criterion for frailty syndrome.

Fatigue and/or exhaustion was measured using 
two questions from the Brazilian version of the 
depression scale of the Center for Epidemiological Studies 
- Depression CES-D17. “Feeling the need to make an 
effort to carry out usual tasks” and “Unable to finish 
tasks”. The score was given as (0) never/rarely, (1) 
sometimes, (2) often, (3) always. Old people who 
chose numbers 2 or 3 in any of the questions met 
the criterion for frailty20.

The slowness in gait speed was calculated by 
the time spent to walk 4.6 meters, with three 
measurements being taken and considering the 
average value adjusted according to gender and 
height21.

The low level of physical activity was assessed 
by the reduced version of the instrument Minnesota 
Leisure Time Activity Questionnaire, which was 
translated and adapted for Brazill22. The instrument 
estimates the weekly caloric expenditure from the 
report of the old person regarding physical activities 
performed in the last two weeks prior to the 
assessment. The cut-off value was adjusted by gender, 
with women scoring for frailty with expenditure 
<270 kcal, and men with expenditure <383 kcal3.

Those old people who scored positive on three, 
four or five items were considered frail, those who 

scored positive on one or two items were pre-frail, and 
those who did not score on any item were not frail3.

The data obtained was tabulated, grouped, and 
analyzed by descriptive statistics, and the frequency 
of each of the items of the frailty phenotype in the 
study sample was calculated based on that. A bivariate 
analysis was carried out to assess the association 
between independent variables and frailty using the 
Pearson’s Chi-Square Test and the Fisher’s Exact Test.

The variables that were associated with the 
dependent variable in the bivariate analysis presenting 
p-value ≤0.20 were considered significant, thus 
included in the ordinal logistic regression model as 
independent variables. Some of these variables were 
grouped for a better analysis of the model.

The Proportional Odds Model (POM) was used 
for the multivariate analysis since the frailty response 
variable comes from continuous variables that were 
subsequently grouped.

The study complied with the ethical and legal 
precepts guiding research involving human beings 
set out in Resolution No. 466/2012 of the National 
Health Council, and No. 510/2016 of the National 
Health Council of the Ministry of Health, being 
approved by the Research Ethics Committee of 
Universidade Federal de Minas Gerais under Opinion 
No. 2,689,601 and by the Ethics Committee of Santa 
Casa de Belo Horizonte under Opinion No. 2.833.608.

RESULTS

The sample comprised 376 old people, with 
62.0% being females. The mean age was 69.88 years 
(standard deviation +7.38), with a predominance of 
old women aged 60 to 64 years, accounting for 29.2%. 
Regarding education, 48.2% had between one and 
four years of study, and 18.6% were illiterate.

The most frequent morbidity groups were 
cardiovascular with 32.0%, and metabolic/hormonal 
with 14.4% of old women. Regarding the number 
of morbidities, 71.5% had one to four morbidities.

Regarding the use of medication, 45.2% of old 
women made use of polypharmacy, with medication 
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acting on the cardiovascular system were 46.6%, on 
the digestive system and metabolism were 17.3%, 
and on the nervous system were 12.5%, the most 
frequent ones.

Regarding hospitalization in the last 12 months, 
the prevalence was 33.2%, ranging from one to ten 
hospitalizations. The average number of falls was 
2.4, with 23.7% of the old women having at least 
one fall in the last 12 months. Of the old women 
interviewed, 11.2% used some kind of walking aid, 
with the cane being the most prevalent one.

Regarding the practice of physical activity, only 
33.5% of the old people performed some kind of 
physical activity, with 21.3% having a frequency of 
two to six times a week.

Regarding the functional capacity of the 
participants, 96.6% were independent for the basic 
activities of daily living. It was found that among 
the six variables evaluated, continence was the one 
with the highest percentage of partially or totally 
dependent old people, with 38.0% of old people, and 
the feeding variable was the one with the highest 
percentage of independent old people, with 100.0% 
of the sample. 

Regarding instrumental activities of daily 
living, it was observed that 68.6% of old people 
presented partial dependence. The variable in 
which the participants had the highest percentage 
of dependence (partial or total) was travel, with 
48.4% of old people, while the variable with the 
highest percentage of independence was the use of 
the telephone, with 90.1%. 

The prevalence of frailty according to the 
frailty phenotype was 25.3%, among pre-frail 

old people it was 59.0%, and among the non-frail 
people it was 15.7%.

Regarding the prevalence of each component of 
the frailty phenotype, it was observed that the low 
level of physical activity was the variable in which 
more old people scored for frailty, accounting for 
59.0% of them, followed by low muscle strength with 
50.5%, self-reported fatigue and/or exhaustion with 
30.3%, slow gait speed with 20.2%, and unintentional 
weight loss in the last 12 months was the least 
prevalent variable among the five with 18.6%.

T here  was  an assoc i at ion bet ween 
sociodemographic, economic, clinical-behavioral 
variables and frailty, as shown in the Table below 
(Table 1). 

The variables that were shown to be associated 
with frailty in the multivariate analysis, being 
possible predictors of it, were gender, education, 
hospitalization and falls in the last 12 months, use of 
a walking aid device, and physical activity (Table 2).

The chance of an old woman belonging to a 
group of greater frailty is approximately 1.9 times 
greater compared to old men.

The old person who does not have education is 
2.9 times more likely to belong to a class of greater 
frailty, and old people with one to four years of 
education have 2.0 times more chance compared 
to those old people who have more than five years 
of education.

The chance of an old person who does not 
practice physical activity to belong to a group of 
greater frailty is approximately 7.1 times greater than 
that of old people who practice physical activity.
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to be continued

Table 1. Distribution of old people according to the frailty phenotype and the sociodemographic, economic, 
clinical, and behavioral factors and functional capacity analyzed (n=376). Belo Horizonte, MG, 2018.     

Variables

Frailty Phenotype
Frail
(n = 95)

Pre-Frail
(N=222)

Not Frail
(n = 59)

p-value

n (%) n (%) n (%)
Gender
Female 69 (72.6) 133 (59.9) 31 (52.5) 0.027*
Male 26 (27.4) 89 (40.1) 28 (47.5)
Age group (years)
60-69 51 (53.7) 112 (50.4) 41 (69.5) 0.000*
70-79 23 (24.2) 87 (39.2) 17 (28.8)
80 and over 21 (22.1) 23 (10.4) 1 (1.7)
Place of Birth
Countryside of Minas Gerais 64 (67.4) 157 (70.7) 45 (76.3) 0.273**
Belo Horizonte and the metropolitan region 17 (17.9)  48 (21.6)  9 (15.2)
Others 14 (14.7) 17 (7.7) 5 (8.5)
City of residence
Belo Horizonte and the metropolitan region 76 (80.0) 182 (82.0) 49 (83.0) 0.875**
Countryside of Minas Gerais 19 (20.0)  40 (18.0) 10 (17.0)
Race/color
Brown 62 (65.3) 121 (54.5) 32 (53.4)
White 17 (17.9)  69 (31.1) 19 (32.8) 0.016*
Black 16 (16.8)  32 (14.4)  8 (13.8)
Marital status
Married/common-law marriage 32 (33.7) 100 (45.1) 35 (59.3)
Widow/er 36 (37.9)  72 (32.4)  9 (15.2) 0.013*
Divorced / Single 27 (28.4)  50 (22.5) 15 (25.5)
Home arrangement
Lives with family 83 (87.4) 179 (80.6) 52 (88.1) 0.194*
Lives alone 12 (12.6)  43 (19.4)  7 (11.9)
Religion
Catholic 63 (66.0) 138 (62.2) 43 (72.9) 0.291**
Evangelic 27 (28.7) 64 (28.8) 15 (25.4)
Others 5 (5.3) 20 (9.0) 7 (1.7)
Education (years)
Zero 27 (28.4)  34 (15.3) 9 (15.3)
1-4 51 (53.7) 106 (47.8) 24 (40.7) 0.001*
≥ 5 17 (17.9)  82 (36.9) 26 (44.0)
Retirement
Yes 64 (67.4) 168 (75.7) 45 (76.3) 0.271*
No 31 (32.6) 54 (24.3) 14 (23.7)
Pensioner
Yes 25 (26.3) 44 (19.8) 7 (11.9) 0.422*
No 70 (73.7) 178 (80.2) 52 (88.1)
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Variables

Frailty Phenotype
Frail
(n = 95)

Pre-Frail
(N=222)

Not Frail
(n = 59)

p-value

n (%) n (%) n (%)
Currently working
Yes 9 (9.5)   42 (18.9) 11 (18.6) 0.103*
No 86 (90.5) 180 (81.1) 48 (81.4)
Individual income (minimum wage)
< 1 11 (11.6) 26 (11.7) 7 (11.9)
1-3 82 (86.3) 192 (86.5) 49 (83.0) 0.681**
≥ 4 2 (2.1) 4 (1.8) 3 (5.1)
Morbidity
Yes 95 (100.0) 219 (98.7) 59 (100.0) 0.735**
No 0 (0.0) 3 (1.3) 0 (0.0)
Number of morbidities
Zero 0 (0.0)  3 (1.4) 0 (0.0)
1-4 56 (59.0) 161 (72.5) 52 (88.1) 0.001**
≥ 5 39 (41.0)  58 (26.1) 7 (11.9)
Use of medication
Yes 90 (94.7) 198 (89.2) 56 (94.9) 0.159*
No 5 (5.3)  24 (10.8) 3 (5.1)
Number of medications
Zero 5 (5.3) 24 (10.8) 3 (5.1)
1-4 36 (37.9) 105 (47.3) 33 (55.9) 0.041*
≥ 5 54 (56.8) 93 (41.9) 23 (39.0)
Body mass index (Kg/m2)
< 22 17 (17.9) 32 (14.4)  6 (10.2)
≥ 22 e ≤ 27 28 (29.5) 96 (43.2) 28 (47.4) 0.128*
> 27 50 (52.6) 94 (42.4) 25 (42.4)
Hospitalization (last 12 months)
Yes 49 (51.6) 64 (28.8) 12 (20.3) <0.000*
No 46 (48.4) 158 (71.2) 47 (79.7)
Number of hospitalizations (last 12 months)
Zero 46 (48.4) 158 (71.2) 47 (79.7)
1-5 48 (50.5) 63 (28.4) 12 (20.3) <0.000**
6-10 1 (1.1) 1 (0.4)  0 (0.0)
Falls (last 12 months)
Yes 31 (32.6)  51 (23.0)  7 (11.9) 0.021*
No 64 (67.4) 171 (77.0) 52 (88.1)
Number of falls (last 12 months)
Zero 64 (67.4) 171 (77.0) 52 (88.1)
1-4 29 (30.5)  47 (21.2) 7 (11.9) 0.048**
≥ 5 2 (2.1) 4 (1.8) 0 (0.0)

Continuation of Table 1

to be continued
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Variables

Frailty Phenotype
Frail
(n = 95)

Pre-Frail
(N=222)

Not Frail
(n = 59)

p-value

n (%) n (%) n (%)
Uses walking aid device
Yes 32 (33.7) 10 (4.5) 0 (0.0) <0.000**
No 63 (66.3) 212 (95.5) 59 (100.0)
Walking aid device
Does not use 63 (66.3) 212 (95.4) 59 (100.0)
Cane 11 (11.6) 5 (2.3) 0 (0.0) <0.000**
Others 21 (22.1) 5 (2.3) 0 (0.0)
Alcohol consumption
Never drank 43 (45.2) 94 (42.4) 21 (35.6)
Had already drank 41 (43.2) 76 (34.2) 22 (37.3) 0.093*
Currently drinks 11 (11.6) 52 (23.4) 16 (27.1)
Frequency of alcohol consumption
No 43 (45.2) 94 (42.3) 21 (35.6)
Rarely 29 (30.5) 53 (23.9) 17 (28.8) 0.358*
1-7 x/week 23 (24.2) 75 (33.8) 21 (35.6)
Volume of alcohol consumption (glasses)
Zero 43 (45.3) 94 (42.3) 21 (35.6)
1-3 36 (37.9) 73 (32.9) 24 (40.7) 0.442*
≥ 4 16 (16.8) 55 (24.8) 14 (23.7)
Smoking
No 53 (55.8) 110 (49.6) 24 (40.7)
Ex-smoker 32 (33.7)  89 (40.1) 32 (54.2) 0.137*
Current smoker 10 (10.5)  23 (10.3) 3 (5.1)
Cigarette consumption/day
Zero 53 (55.8) 110 (49.6) 24 (40.7)
< 10 15 (15.8)  43 (19.3) 14 (23.7) 0.353*
≥ 10 27 (28.4)  69 (31.1) 21 (35.6)
Years of tobacco consumption
Zero 53 (55.8) 110 (49.6) 24 (40.7)
1-10 7 (7.4) 22 (9.9)  8 (13.6) 0.432**
> 10 35 (36.8)  90 (40.5) 27 (45.7)
Physical activity
Yes 9 (9.5)  72 (32.4) 45 (76.3) 0.000*
No 86 (90.5) 150 (67.6) 14 (23.7)
Frequency of physical activity (x/week)
Zero  86 (90.5) 150 (67.6) 14 (23.7)
1 5 (5.3) 8 (3.6) 2 (3.4) <0.000**
2-7  4 (4.2) 64 (28.8) 43 (72.9)

Continuation of Table 1

to be continued
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Variables

Frailty Phenotype
Frail
(n = 95)

Pre-Frail
(N=222)

Not Frail
(n = 59)

p-value

n (%) n (%) n (%)
Katz Scale Classification
Independence 83 (87.4) 221 (99.5) 59 (100.0)
Partial dependence 10 (10.5) 1 (0.5) 0 (0.0) 0.000**
Important dependence 2 (2.1)  0 (0.0) 0 (0.0)
Lawton and Brody Scale Classification
Independence 13 (13.7) 80 (36.0) 24 (40.7)
Partial dependence 81 (85.2)     142 (64.0) 35 (59.3) 0.000**
Total dependence 1 (1.1) 0 (0.0) 0 (0.0)

Source: Data from a Medical Specialties Center in Belo Horizonte developed for research purposes; the Minimum Wage in 2018 was R$954.00; 
Significant tests at 0.05; *Chi-square test; **Fisher’s exact test.

Continuation of Table 1

Table 2. Ordinal logistic regression model of proportional chances, with frailty as the answer (n=376). Belo 
Horizonte, MG, 2018.

Covariate Β OR Wald test
(p-value)

Score Test 
(p-value)

Gender
Male 1.00
Female -0.62 0.54 7.02 (0.008)
Education (in years)
Zero -1.05 0.35 10.48 (0.001)
1 to 4 -0.72 0.49 8.17 (0.004)
 ≥ 5 1.00
Hospitalization in the last 12 months
Yes 1.00
No 0.77 2.16 9.92 (0.002) 9.81 (0.200)
Fall in recent months
Yes 1.00
No 0.54 1.72 4.17 (0.041)
Walking Aid Device
Yes 1.00
No 2.33 10.28 30.69 (0.000)
Physical activity
Yes 1.00
No -2.00 0.14 51.88 (0.000)

Source: Data from a Medical Specialties Center in Belo Horizonte developed for research purposes; OR: Odds Ratio; Deviance Test (p-value=0.547).
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DISCUSSION

National studies carried out in geriatric and 
gerontology outpatient clinics showed similar results 
to those found in the present research (25.3% of frail 
old people) as in Belém (PA), where the prevalence 
was 23.0%12, Juiz de Fora (MG) with 20.0%13, Porto 
Alegre (RS) with 31.0%16. In a study carried out in 
an outpatient clinic in Campinas (SP), the prevalence 
of frailty was higher, with 56.0%15. 

Among the three classifications proposed by 
Fried et al.3, the highest prevalence observed in the 
present study was of pre-frail old people with 59.0% 
of the total respondents, as well as most studies 
carried out in outpatient clinics. 

A longitudinal study using the database of 
the Health, Well-Being and Aging (SABE) Study 
followed 1,399 old people who comprised the 
sample after four years with the aim of evaluating 
the progression of the frailty syndrome. It showed 
that almost 51.0% of the old people who were frail 
at the study onset progressed to the condition of 
pre-frailty. Among pre-frail old people at the study 
onset, most remained in this condition, but about 
28.0% became non-frail, not scoring in any other 
component of the syndrome8. 

The frailty syndrome is preventable and 
reversible23. Therefore, it is important that health care 
teams assess the physical and functional conditions 
of the old people identifying the condition of pre-
frailty or even the syndrome already installed. In 
view of the result of these assessments, they shall 
plan health actions aimed at this population group 
to maintain autonomy and independence24. 

Secondary health care plays an essential role 
in resolving and comprehensively providing care, 
expanding access to specialized appointments and 
procedures, articulating the points of the Health 
Care Network25.

Public health care services need to adapt to 
the aging population, considering the specific 
characteristics and needs of the old person26, and 
have a new perspective no longer on the disease 
but on the functionality and identification of the 
risks of frailty. 

Several studies carried out in different contexts and 
countries bring the association of frailty with gender, 
with the syndrome being more prevalent in women3,5. 
Regarding the physiological aspect, women are more 
prone to the development of sarcopenia, which is an 
intrinsic risk to the development of frailty, and to 
presenting less muscle strength compared to men3.

The present study showed a significant association 
between frailty and education, with most frail old 
people having no or low education (one to four years). 
Other authors emphasize the significant influence 
of education on the frailty syndrome3,27.

According to the Brazilian Institute of Geography 
and Statistics, old people are the segment of 
population with the lowest level of education and 
the highest rate of illiteracy. The different educational 
levels are related to different health habits and 
opportunities for social mobility, among others28. 
Health professionals need to identify the educational 
level of the old person and adapt the measures of 
guidance and education for self-care according to 
the level of understanding of this population29.

The present study and others were also associated 
frailty with hospitalization in the last 12 months 
30. Hospitalization predisposes old people to 
exposure to other diseases and adverse events that 
can further weaken their health. Therefore, it is of 
utmost importance to carry out strategies to prevent 
the frailty syndrome or to reverse it, which could 
decrease the likelihood of the old person being 
hospitalized and the other negative consequences 
that hospitalization can cause.

According to the reference used3, frailty is 
associated with falls of the old person. A systematic 
review covered 19 studies with a population of 40 to 
6,724 old people, aimed to analyze the prevalence of 
falls and the frailty syndrome, and the association 
between them. The prevalence of falls of the frail old 
person varied between 6.7% and 44.0%, and there 
was evidence that falling is associated with frailty, 
with an association of 1.8 (95% CI, 1.51-2.13)31.   

In addition to the physical consequences and 
increased likelihood of hospitalizations, falling of old 
people brings repercussions on their functionality 
and autonomy. It is important that health care 
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professionals, especially those working in primary 
and secondary care, discuss measures to prevent 
falls with the old people and their families to avoid 
it and its consequences.

Another factor associated with frailty addressed 
in some studies is the use of a walking aid device. 
A longitudinal study carried out with 5,450 old 
people in which frailty was identified according to 
the criteria of Fried et. al.3 found that 93.0% of frail 
individuals had mobility difficulties versus 58.0% 
of non-frail individuals. Among those with mobility 
difficulties, 71.0% of frail old people and 31.0% of 
non-frail old people said they have had some help. 
Of those with difficulties, 63.0% of frail and 20.0% 
of non-frail individuals used a cane; the use of other 
aid devices was uncommon32. 

The difficulty to walk and the need for a walking 
aid device are factors directly related to the physical 
dimension of frailty, such as sarcopenia, and it is 
possible that frail old people report difficulties 
to walk and the need for a walking aid device for 
locomotion33.

In the present study, the relation between frailty 
and lower frequency of physical activity was observed. 
According to a study, the sedentary behavior was a 
significant predictor of frailty development, with the 
risk of progressing to physical frailty increasing by 
36.0% for each additional hour in sedentary habit34.

It is observed that at the level of the primary 
health care, there is a greater incentive for actions 
aimed at preventing and promoting health such as 
practicing physical activities, compared to secondary 
health care. In addition, patients who are treated at 
this level of care have a more complex health profile 
with greater limitations, a fact that can contribute 
to a less incentive to practice physical activity by 
professionals.

Knowing the factors associated with frailty in 
old people allows actions to be taken to prevent 
or minimize the negative effects of the syndrome, 
although there are some factors that cannot be 
modified30. The study showed some weaknesses 
regarding the care of old person in the scope of 
secondary health care, which has a significant volume 
of treatment at SUS in the entire state of Minas 

Gerais, especially regarding the specific competences 
for the care of the old person. The results presented 
showed a prevalence of frailty and significant pre-
frailty, and some factors associated with frailty that 
can be modified if they are approached by trained 
professionals, which was little known in this type 
of service. 

Investments, planning, and implementation 
of a model of care for the fragile person and the 
identification of fragility in secondary health care 
services are necessary. Users of services at this level 
of health care already have some comorbidity, and 
therefore it is important that they are monitored to 
minimize the condition of fragility and the various 
negative impacts on the old person, their family 
members, and the health system.

The fact of results referring only to the context in 
which they were carried out are a possible limitation 
to the study. We strongly emphasize the approach 
of a population treated at a service comprising the 
secondary health care with an expressive volume 
of care.

CONCLUSION

Among the sociodemographic, economic, clinical, 
and behavioral characteristics analyzed, it was found 
that the variables female gender, low education, 
hospitalization and falls in the last 12 months, use 
of a walking aid device, and absence of physical 
activity were associated with fragility.

The identification of factors associated with 
frailty is important to support the planning of health 
actions at all levels of care, seeking to guarantee the 
integrality and continuity of care, intervening in the 
modifiable factors that are related to frailty to prevent 
its installation, the occurrence of negative events 
resulting from this syndrome or even reverse its stage.

Secondary health care is responsible for early 
diagnosis, control of modifiable factors related to 
frailty, and monitoring of negative events resulting 
from this syndrome.

This study demonstrated a high prevalence 
of frail and pre-frail old people, accounting for 
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84.3%. Considering some factors associated with 
frailty that can be modified, in addition to the 
consequences that the frailty syndrome can bring to 
the old person, their family, and the health system, 
it is necessary that these aspects are addressed in 
secondary health care, which plays an essential role 
in the care of the individual.

The results presented demonstrate the importance 
of managers of the secondary health care services 
implementing a methodology to identify frailties 
in old people, as well as a health care models for 
the fragile old person to follow and monitor their 
clinical conditions.  

Thus, the relevance of the development of 
assistance models at this level of care is emphasized, 
with the insertion of multidimensional assessment 
instruments for the old people, which can be 
incorporated to the early detection of old people in 
conditions of pre-frailty and fragility.  We believe 
that the results of the present study may raise new 
questions about care for the old person in the context 
of secondary health care, with the perspective of 
expanding gerontic-geriatric care, as well as the 
development of longitudinal studies to assess 
significant outcomes related to frailty. 

Edited by: Ana Carolina Lima Cavaletti
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