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INTRODUCTION

Frailty is a syndrome of decreased reserves and resistance to stress,
causing vulnerability to adverse events (Fried et al., 2001). One of the
factors that may be related to frailty is impaired nutritional status, which

Table 1. Demographic and Clinical Characteristics of Elderly Patients with

Cancer (n=200).
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Fig. 1. A and B - Percentage of Patients Categorized by Mini Nutritional Assessment- Specificity

RESULTS

We studied 200 patients with mean age of 72.5 years (£5.3). Tumors of
the digestive system were the most frequent, followed by respiratory
system, oral cavity and pharynx. Most of the participants were
diagnosed at the initial stage of cancer. There was a higher frequency of
elderly patients during treatment. The majority of patients were
classified as risk of undernutrition or undernutrition. Prevalence of
prefrail was 57.5% and frail patients was 18.5%. About the components
of the FP, it can be observed that the most frequent was weight loss. The
FP score had a negative association with MNA-SF (r=-0.419, P<0.001),
and this tool was not accurate enough to identify frailty elderly
(ROC=0.657,P=0.003).
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Short Form (MAN-SF) and by Frailty. C - Number of Patients Categorized by Frailty

Components (n=200).

CONCLUSION

The findings are clinically important and are based on the proposal of the
incorporation of MNA-SF and FP into the practice of care for elderly
cancer patients, since these tools provide information that can be used in
the selection of treatment and in the adaptation of therapeutic
interventions to groups with impaired nutritional status or some degree
of frailty. It is concluded that MNA-SF does not substitute the FP and the
application of both tools may contribute to the development of
individualized and more effective therapeutic plans. It is suggested that
new studies with elderly cancer patients on the subject in question be

performed.

H
SUS
||

MINISTERIO DA

SAUDE



