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Componentes da Sindrome da Fragilidade

Fonte Mobilidade Forca  Equilibrio Cogniciio Nutricio Resisténcia  Atividade Fisica Processo Motor
Winograd X X X X
Ory X X X X X
Pedergast X X X X
Rockwood X
Tinetti X X
Gill X X
Campbell X X X X X X
Dayhoff X
Strawbridge X X X
Chin X
Vellas X X X X
Brown X X X X
Fried X X X X
Saliba X

’ L]
Ferrucci L, Guralnik JM, Studenski S, et al. Designing Randomized, Controlled Trials aimed at preventing or delaying functional decline and disability in frail, older person: a consensus report. ] Am Ger So. 2004; 52:625-634.
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Figure 4. Survival curve estimates (unadjusted) over 72 months of follow-up by frailty status at baseline: Frail {3 or more criteria present); In-
termediate (1 or 2 criteria present }; Not frail {0 criteria present ). (Data are from both cohorts, |

Frailty in Older Adults: Evidence for a Phenotype. Fried e Col. Journal of Gerontology: Medical Sciences.2001. 53(3)
M146-M156



Condicoes de Base

Doencga — Fisiopatologia
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Molecular & Disease Impaired Physiological Clinical
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Figure 1. Overview of hypothesized molecular, physiological, and clinical pathway to frailty.” This modal pathway illustrates possible
ot probable connections between molecular, physiological, and functional decline that were discussed at the meeting. Arrows pointing
in hoth directions illustrate potential interactions between systems.

Research Agend for Frailty in Older Adults: Toward a Better Understanding o Physiology and Etiology: Summary
from the Amercian Geriatrics Siciety/National Institute on Aging Research Conference on Fraitly in Older Adults.
JAGS 54:991-1001;2006.
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Untagling the Concepts of frailty, disability and Comorbidity. J Gerontol. A
Biol. Sci. Med. Sci. 2004 59:3, 255-263




Diagrama de Venn hipotéticodemostrando a
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Indicators:
Depression
Malnutrition
Cognitive impairment-
Functional impairment
idecreased mobility)

) l Limited laboratory tests and
Failure to thrive radiologic survey
MMSE ADL and 1ADL scales
“Up and Go Test”™

Investigation ———————————u Geriatric Depression Scale
Mutritional assessment

Medication review
Chronic disease evaluation
Environmental assessment

l l l l

Depression: Malnutrition: Cagnitive impairment: Functional impairment:
Psychotherapy Speech therapy evaluation Optimize living Physical therapy
Antidepressants Treat oral pathology. conditions. Occupational therapy
Modify Review dietary restrictions. Treat depression, Modify environment,

enviranment, Increase frequency Treat malnutrition,
of feedings. Treat infection.
Mutritional supplements Administer dementia-

‘ delaying medications.

l

If response 15 positive, continue to treat.*

If no or minimal response, conduct conference
with patient, patient's family, and caregivers.

|

Repeat evaluations, if appropriate.
Consider discussion of end-of-life and hospice options.

*—A positive response is defined as achisvemnent of set pretreatment goals, as determined by the
patient, the patient’s family, and participating caregivers.™

Russel et. al. GeriatricFailure to Thrive. AmericanFamilyPhysician. 2004, julho, 15;70 (2): 343-350
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Association between physical frailty and risk of mild cognitive impairment (MCI) for a typical
participant with a low level of physical frailty (solid line, 10th percentile, score=—0.81)
versus one with a high level of physical frailty (dotted line, 90th percentile, score=0.61).

Journal of the American Geriatrics Society
Volume 58, Issue 2, pages 248-255, February 2010




TREATMENT

Is there something to be done?

frail older people benefit from multidisciplinary
multifactorial interventions particularly for falls,
delirium and functional decline.



THETREATMENTTHAT HAS BEEN
SHOWN TO IMPROVE MARKERS OF
FRAILTY IS

muscle-strengtheningexercises

Fragilina? Fragilometro?







