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Abstract

Purpose To compare the perception of the quality of life
(QOL) of community-dwelling older adults with the phe-
notype of frailty.

Methods Cross-sectional analysis of baseline data of the
“Cohort of Obesity, Sarcopenia and Frailty of Mexican
Older Adults” (COSFOMA). Operationalization of frailty
was carried out using the phenotype as follows: weight
loss, self-report of exhaustion, low physical activity, slow
gait, and weakness. QOL was measured using two scales:
World Health Organization Quality of Life of Older Adults
(WHOQOL-OLD), which is a specific instrument for the
elderly population, and Short Form-36 Health Survey (SF-
36), a generic instrument to evaluate the QOL related to
health. One-way analyses of variance were conducted to
assess the differences among the three phenotypes of frailty
and QOL perception.

Results There were 1252 older adult participants who were
analyzed; 11.2% (n = 140) had frailty, 50.3% (n = 630)
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pre-frailty and 38.5% (n = 482) were not frail. The mean
(£SD) total score of the WHOQOL-OLD according to the
phenotype of frailty was 60.3 (13.9) for those with frailty,
67.4 (12.7) pre-frailty and 72.4 (11.2) not frail (ANOVA,
p < 0.001). The mean (£SD) of the SF-36 of the physical
and mental component measures the sum, 38.9 (9.9) and
41.9 (11.3) with frailty, 45.7 (9.1) and 46.6 (9.8) pre-
frailty, and 49.6 (7.3) and 49.4 (7.9) not frail, respectively
(ANOVA, p < 0.001).

Conclusions Frailty is observed in 1/10 community-
dwelling older adults. Those with frailty and pre-frailty had
a lower perception of QOL compared with those who were
not frail.
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Introduction

Frailty is a health problem that may be present in elderly
subjects. It has been conceptualized as a biological syn-
drome characterized by loss of physiologic reserve and
resistance to stressors that involves multiple physical,
mental, and emotional deficits [1, 2]. The gradual loss of
functional capacity related to age gradually changes the
type and amount of activities that the elderly do. As frailty
advances, vulnerability to dependence increases, which
causes the need for long-term medical and social care.
Studies in different populations have documented that
frailty phenotype, from the stages of pre-frail and frail, is
an important risk factor for adverse health outcomes and
increased mortality rate of the elderly [2, 3]. Likewise,
frailty has been linked to a low perception of quality of life
(QOL) and has been considered a priority for public health
policies, particularly aimed at strengthening healthy aging
[4-T7].

QOL is a broad concept, sensitive to changes in physical
health, social relationships and the psychological state of
the individual and in relation to goals, expectations, stan-
dards, and concerns. QOL has been defined by the WHO as
“the individual’s perception of his position in life in the
cultural context and value system” [8]. QOL is a multidi-
mensional construct where different systems and/or
domains interact [3, 9, 10]. This helps explain its close
relationship with the health of the elderly, their functional
capacity and the state of a set of psychological and social
conditions that help maintain self-care and the role of the
elderly in family and social life. These components of
everyday life can have a negative influence of different
magnitudes on different areas of QOL [4, 11]. Mexico is a
country with a collectivist culture as other latin america
countries, where an high proportion of older living with
family members, conserving friends and having a social
support system, issues that would change the perception of
quality of life and selfperception of phenotype frailty. The
Aging Mexican population could be considered as a living
example of an environment that promotes the quality of life
and decrease the impacts of the frailty.

The findings on the relationship between frailty and
QOL of the elderly present major challenges for analysis
due to cultural differences that affect how subjects perceive
the QOL as well as their relationship to negative health
events [12, 13]. There is a particularly strong relationship
with changes in physical and mental functions due to the
weight of the scales of QOL in these areas and may be an
explanation for a low perception of QOL in the presence of
frailty. However, socioeconomic and health disparities that
limit the autonomy of the elderly could change, to a greater
extent, the overall perception of QOL of the elderly. For

@ Springer

this reason, it is advisable to analyze the different domains
or components of the scales used [14]. This provides more
information on the perception of the elderly in different
domains or components of QOL scales in relation to the
presence of frailty.

Currently, only the scale WHO Quality of Life of Older
Adults (WHOQOL-OLD) includes aspects related to
environment and autonomy of the elderly, among others
[15]. Use of this scale to assess the impact of frailty on
QOL is still scarce. Consequently, it is relevant to deter-
mine how frailty changes, according to the QOL, relevant
health aspects of community-dwelling older adults; this
study was the first approach to analyze of frailty and
quality of life comparing SF36 and WHOQOL-OLD on
Mexican community-dwelling older adults. Therefore, the
objective of the present study was to compare the percep-
tion of the quality of life (QOL) of community-dwelling
older adults with the phenotype of frailty.

Methods
Recruitment of participants

The cross-sectional analysis was obtained through baseline
assessment “Cohort of Obesity, Sarcopenia and Frailty of
Older Mexican Adults” (COSFOMA) conducted between
April and September 2014 in Mexico City. For this study, a
simple random selection of records of adults 60 years of
age and older affiliated with 48 primary health care called
Family Medicine Units (FMU) from Mexico City and
belonging to the Mexican Institute of Social Security
(IMSS in Spanish) was performed. The sample size was
calculated under the assumption that 14.1% of community-
dwelling elderly subjects would present frailty [16], with
an accuracy of the expected proportion of the phenomenon
of £2% and a confidence level of 95%. The minimum
sample size was 1164 older adults.

The participation rate was 80.9% (n = 1252) of 1547
older adults contacted and invited to the COSFOMA.
Written informed consent was requested prior to data col-
lection. COSFOMA protocol was approved by the National
Commission for Scientific Research of the IMSS (Regis-
tration No. 2012-785-067).

It is noteworthy that the IMSS is the social security
institution in Mexico that confers protection to employed
persons and their families with preventive medical and
curative services, along with economic benefits of dis-
ability pension or retirement. The beneficiaries of this
institution are affiliated with a FMU based on their home
address. The IMSS covers 36.5% of the population of
Mexico City and ~50.9% of older adults [17, 18].
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Measurements

Data collection was performed by healthcare professionals
from April-September 2014 and was obtained via a ques-
tionnaire and evaluation scales to determine the sociode-
mographic characteristics (gender, age, marital status,
education, paid employment, living alone), consumption of
tobacco or alcohol, nutritional status (BMI) [19], comor-
bidity (chronic diseases diagnosed by a physician), cogni-
tive impairment (Mini-Mental State Examination, MMSE)
[20, 21], major depression (Center for Epidemiologic
Studies Depression Scale-Revised (CESD-R) [22, 23], and
polypharmacy (>3 drugs).

Measurement of frailty phenotype

Operationalization of the frailty phenotype was performed
using the five criteria proposed by Fried et al. [2]: weight
loss, exhaustion, low physical activity [24], slowness and
weakness. The criteria for low physical activity, slowness
and weakness were adapted for the study population
(Table 1). Subjects were classified as non-frail (score 0),
pre-frail (score 1-2), and frail (score 3-5).

Instruments for assessing QOL

With a strategy to evaluate the QOL of the elderly in a
more comprehensive way [25, 26], the use of two scales
was considered: (1) WHO Quality of Life of Older Adults
(WHOQOL-OLD), which is a specific instrument for the
elderly population [15] and (2) Short Form-36 Health
Survey (SF-36), which is a generic tool for assessing QOL
related to health in different populations [25].

The WHOQOL-OLD is a scale that assesses relevant
aspects of the QOL of older adults [15, 27]. This scale
consists of 24 items with a Likert-type response. The scale
comprises six dimensions: (a) sensory abilities, sensory
impairment that affects daily life and overall functioning;
(b) autonomy, ability to make their own decisions, to feel
in control of their own future and to engage in the activities
of their choice; (c) activities (past, present, and future),
satisfaction scale with past and future achievements and
recognition of accomplishments; (d) social participation,
satisfaction in the various activities in which they partici-
pate; (e) death and dying, degree of concern toward death
and dying; (f) intimacy, opportunity to love and be loved
[15]. These dimensions are grouped in turn in a summary
measure called total score of WHOQOL-OLD. It is note-
worthy to mention that the scores of each facet or domain
have a positive direction, i.e., the higher the score, the
better the QOL. The score for the six dimensions and total
score has a range of 0-100.

SF-36 assesses the level of QOL related to health,
conceptually based on a two-dimensional model of physi-
cal and mental health [25, 28]. It consists of 36 items
grouped into eight dimensions: (a) physical functioning,
(b) physical role, (c) bodily pain, (d) general health,
(e) vitality, (f) social functioning, (g) emotional role, and
(h) mental health. The eight dimensions are grouped into
two summary measures: Physical Fitness Component
(PFC) and Mental Health Component (MHC). The score
for the eight dimensions and the two summary measures
(PFC and MHC) have a range of 0-100. For both the
WHOQOL-OLD and SF-36, a score close to 100 represents
the best QOL.

Statistical analysis

The frequency and distribution of the characteristics of the
study population according to the frailty phenotype was
determined. y* test was used to evaluate specific differ-
ences in the study population (e.g., male vs. female, etc.),
into groups according to the frailty phenotype.

The comparison beetween each independently criterion
of frailty phenotype and the total score and each dimen-
sions of WHOQOL-OLD and SF36 were analized with
Student ¢ test. Likewise, the differences between mean
scores (total and subscals) of the WHOQOL-OLD and SF-
36 by frailty categories were also identified using One-way
analysis of variance (ANOVA) and Post hoc Bonferroni
test, with statistically significant differences (p < 0.050).

Results

The sample was comprised of 1252 older adults with an
average age of 68.5 £ 7.2 years; 59.9% (n = 750) were
women and 40.1% (n = 502) were men with an average
age of 68.7 £ 7.4 years and 68.2 £ 6.8 years, respec-
tively. The frequency of each of the operational criteria of
the frailty phenotype was determined: 9.9% (n = 124) with
weight loss, 32.3% (n = 405) exhaustion, 25.8%
(n = 323) low physical activity, 14.7% (n = 184) slow-
ness and 22.7% (n = 284) weakness.

The prevalence of frailty was 11.2% (n = 140) and pre-
frail 50.3% (n = 630), 38.5% (n = 482) were robust (non-
frail). In Table 2, the frequency and distribution of the
characteristics of the study population according to the
frailty phenotype is presented. It is observed that the fre-
quency and distribution of frailty phenotypes are different
for the studied variables of gender, age, marital status,
education, and alcohol consumption (p < 0.050), whereas
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Table 1 Criteria and operational definition for the phenotype of frailty

Criterion

Operational definition

Weight loss

Self-reported exhaustion

Calculated as the difference between weight in the previous year and current weight. Subjects with weight loss
>10 1b. (4.5 kg) in that period were classified as positive for the criterion of weight loss

Two questions were used from the revised version of the Center for Epidemiologic Studies Depression Scale (CESD-

R) adapted to older Mexicans to determine the criterion of exhaustion [22]. Items considered were: “I felt that
everything I did was with effort” and “I could not go on.” It was considered as positive for the judgment if the
participant answered: “for 5-7 days in the last week” or “almost every day for 2 weeks”

Low physical activity®

The level of physical activity in the last week was assessed using the Physical Activity Scale for the Elderly (PASE)

including labor, home, and leisure self-reported [24] activities. Low physical activity <58.6 points for men and
<56.4 points for women (lowest quartile PASE score by sex) was considered

Walking distance®
Male Cutoff point
Height < 163 cm > 7.0 s
Height > 163 cm > 6.5 s
Female Cutoff point
Height < 151 cm > 8.7 s
Height > 151 cm > 7.0 s

Weakness (low grip
strength)®

Male Cutoff point

BMI < 24 <220 kg
BMI 24.1-26.7 < 23.0 kg
BMI 26.8-29.4 < 24.0 kg
BMI > 29.5 <272 kg
Female Cutoff point

BMI < 24.6 < 11.0 kg
BMI 24.7-27.7 < 13.0 kg
BMI 27.8-31.3 < 14.0 kg
BMI > 31.4 < 14.0 kg

The Walking speed was evaluated by the time it takes to travel 15 feet (4.5 m), stratified by sex and height

Evaluated using dynamometry in hand grip strength (Takei TKK 5001, Takei Scientific Instruments Co. Ltd., Tokyo,
Japan) of the nondominant hand with values stratified by gender and body mass index (BMI) quartiles

# Operational definition adapted for the study population

groups were homogeneous in relation to living alone,
tobacco consumption and nutritional status (p > 0.050).

It is worth noting that women had a higher proportion of
frailty in comparison with men (13.3 vs 8%); however, the
men had a higher proportion of not frail (42.4 vs 35.9%).
Subjects who were pre-frail were distributed more frequently
between 60 and 69 years old, whereas frail subjects were
concentrated between 70 and 79 years old. Lack of education
was higher in pre-frail and frail groups. The number of
subjects who answered “yes” to alcohol consumption was
higher in the non-frail group. Finally, comorbidity, cognitive
impairment, depression, and polypharmacy had the highest
percentage in frail subjects followed by pre-frail subjects.

Table 3 shows the average size scales of QOL in
contrast to each operational criterion of the frail pheno-
types. For each dimension of the WHOQOL-OLD, we
identified a statistically significant difference (p < 0.050)
with scores in regard to presence versus absence of
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weight loss related to sensory capacity, activities (past,
present, and future), and total score. For the presence
versus absence of exhaustion, it was observed that there
was a statistically significant difference (p < 0.050) in
the means of the six dimensions and total score. Corre-
sponding to physical activity, it was determined that
there was a difference between the presence versus
absence in the means of sensory capacity, autonomy,
activities (past, present, and future), social participation,
privacy, and total score (p < 0.050). It was determined
that there was a statistically significant difference in the
presence versus absence of exhaustion in the means of
sensory capacity, autonomy, activities (past, present and
future), social participation and total score (p < 0.050).
Similarly, a difference was observed between the pres-
ence versus absence of weakness in the means of sensory
capacity, autonomy, activities (past, present, and future),
social participation, privacy, and total score (p < 0.050).
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sth(l;;/epzo pgﬂlaé iﬁtiﬁiﬂf&ﬁ; the Total Not frail ~ Pre-frail ~Frail p*
the phenotype of frailty % @ % ) % % (v
100 (1252) 38.5 (482) 50.3 (630) 11.2 (140)
Gender
Female 100 (750) 35.9 (269) 50.8 (381) 13.3 (100) 0.004
Male 100 (502) 424 (213)  49.6 (249) 8.0 (40)
Age (years)
>80 100 (119) 10.1 (12) 58.8 (70) 31.1 37) <0.001
70-79 100 (332) 33.1 (110) 50.0 (166) 16.9 (56)
60-69 100 (801) 44.9 (360)  49.2 (394) 5.9 47)
Maritial status
Single 100 (508) 34.6 (176) 50.4 (256) 15.0 (76) 0.001
Married/free union 100 (744) 41.1 (3006) 50.3 (374) 8.6 (64)
Education
None 100 (51) 21.6 (11) 49.0 (25) 29.4 (15) <0.001
1-6 years 100 (409) 26.9 (110) 54.8 (224) 18.3 (75)
7 and higher 100 (792) 45.6 (361)  48.1 (381) 6.3 (50)
Paid employment
Yes 100 (439) 424 (186)  49.2 (216) 8.4 (37) 0.025
No 100 (813) 36.4 (296) 50.9 (414) 12.7 (103)
Living alone
Yes 100 (126) 38.9 (49) 50.8 (64) 10.3 (13) 0.949
No 100 (1126) 38.5 (433) 50.3 (566) 11.3 (127)
Tobacco consumption
Yes 100 (117) 39.3 (46) 50.4 (59) 10.3 (12) 0.941
No 100 (1135) 38.4 (436) 50.3 (571) 11.3 (128)
Alcohol consumption
Yes 100 (311) 46.3 (144)  47.6 (148) 6.1 (19) <0.001
No 100 (941) 35.9 (338) 51.2 (482) 12.9 (121)
Nutritional status
Overweight/obesity (BMI > 30) 100 (361) 37.7 (136)  47.9 (173) 14.4 (52) 0.062
Underweight (BMI < 21.9) 100 (123) 31.7 (39) 55.3 (68) 13.0 (16)
Normal weight (BMI 22.0-29.9) 100 (768) 40.0 (307) 50.7 (389) 9.4 (72)
Comorbidity
>3 100 (58) 24.1 (14) 53.4 (31) 22.4 (13) <0.001
1-2 100 (420) 34.0 (143) 51.2 (215) 14.8 (62)
0 100 (774) 42.0 (325)  49.6 (384) 8.4 (65)
Cognitive impairment
Yes 100 (304) 24.7 (75) 52.3 (159) 23.0 (70) <0.001
No 100 (948) 42.9 (407)  49.7 (471) 7.4 (70)
Major depression
Yes 100 (53) 1.9 (1) 54.7 (29) 43.4 (23) <0.001
No 100 (1199)  40.1 (481) 50.1 (601) 9.8 (117)
Polypharmacy
Yes 100 (565) 33.1 (187) 51.2 (289) 15.8 (89) <0.001
No 100 (687) 429 (295)  49.6 (341) 74 (51)

Row percentage, * Chi square test
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Likewise, we identified a statistically significant differ-
ence (p < 0.050) in the scores of the eight dimensions and
summations of PFC and MFC measures of QOL related to
health with the SF-36 between presence versus absence of
each one of the criteria for determining the frailty pheno-
type, except for weight loss in the dimensions of physical
role, emotional role, and CSM SF-36, where the difference
between the means was not statistically significant
(p > 0.050).

The scores obtained in each of the dimensions of quality
of life were compared with presence or absence of each
criterion of frailty, for this, we considered the dimensions
with significant differences and greater loss related to the
mean value of each criterion of frailty. For WHOQOL
OLD, four of five operational criteria of frailty are related
to intimacy, sensory abilities, and activities (present, past,
and future).

While for the SF36 all components of frailty were
related to physical performance. The three components of
physical activity, low handgrip strength, and low gait speed
had relation with the same parameters: physical function-
ing, physical role, and emotional role.

Finally, in Table 4, the total score and average of the six
dimensions of WHOQOL-OLD are presented as well as the
eight dimensions and measure summations of PFC and
MFC SF-36 for each of the frailty phenotypes in older
adults. We can see that the means are higher in non-frail
older adults followed by pre-frail adults and lower in frail
adults in the total score and the six dimensions of WHO-
QOL-OLD as well as the dimensions and measures of PFC
and MFC SF-36.

We observe that the lowest scores belong to the frail
group, both the total score and six dimensions of WHO-
QOL-OLD and in dimensions and measures of PFC and
MFC SF-36 (p < 0.001). Meanwhile, the facet of death
and dying was similar among the three phenotypes
(p > 0.050).

Discussion

According to the results of this study, for older adults
whose phenotype indicates frailty, the perception of QOL
is significantly lower compared with older adults identified
as pre-frail and non-frail. These differences in QOL are
consistent using both generic and specific instruments for
measuring the QOL.

Our results confirm the same pattern as previous evidence.
Systematic reviews and meta-analyses [14, 29] on studies
carried out predominantly in European or Asian countries
[30] with high incomes such as Italy, Netherlands, and the

UK [31-33] pointed out that the inverse association occurs
between the frailty condition of the elderly and their QOL,
particularly with the physical phenotype [34]. Research in
other cultural contexts indicates that older Mexican—Amer-
ican adults report lower scores on the QOL in the presence of
both frailty and pre-frailty [4]. In Latin America, the study of
the perception of the quality of life among frail older com-
munity-dwelling adults is limited. We have made an effort to
expand the information about specific methods of frailty
assessment with Mexican older adults and comparison of
scales of quality of life, in order to incentive the study of the
quality of life as a topic of high relevance that could be
applied in interventions focused on reducing frailty.

In the present study, the behavior of the operational
components of the frailty phenotype in relation to the score
obtained on scales of QOL in community-dwelling elderly
subjects in a cultural and social context as dominant in a
country like Mexico was determined. This could represent
a means to identify the gradual erosion in the QOL affected
according to the frailty phenotype present in each indi-
vidual [26, 35].

In this study, a prevalence of 11.2% of frail older
community-dwelling adults was observed in accordance
with the criteria adapted for the study population of Mexico
City. The prevalence reported in the international literature
fluctuates between 4.0 and 59.1% [29]. In Latin America,
prevalences of frailty between 26.7 and 42.6% [36, 37]
have been reported. Moreover, studies in the adult Mexican
population reported prevalences of frailty between 14.1 and
39.5% [16, 36-38]. This wide fluctuation of the prevalence
reported in the literature may be due more to the different
diagnostic criteria used to determine the frailty, than the
sociocultural context among countries itself, where the
influence could be the resources available to minimize the
effects of frailty. There is also a significant difference when
trying to determine their impact on functional aspects and
QOL of the elderly; therefore, it was of special interest to
compare frailty with a specific instrument such as the
WHOQOL-OLD [39].

In relation to this scale, it was found that the frail elderly
have a decrease in all their dimensions and their overall
score compared to those without frailty. With the exception
of the facet that refers to the degree of concern toward
death and dying where no statistically significant difference
was observed, the trend continues being lower among frail
subjects. It has been reported that frailty and even the pre-
frail condition have negative consequences on the QOL of
the elderly [4, 35, 40]. Its differential impact on different
components of the frailty phenotype is still little studied,
especially with specific scales for older adults that capture
the peculiarities that characterize this age group in relation
to the rest of the population [41].
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lT.If'b}e 4 g.e“i“’fl‘]l q“}j"“yt"f ‘ Total Not frail* Pre-frail® Frail® p
1e according {0 the phenotypes Mean (SD)  Mean (SD) Mean (SD) Mean (SD)

of frailty in older adults

(WHOQOL-OLD and SF36)

Quality of life (WHOQOL-OLD)

Sensorial capacity 70.1 (19.4) 744 (18.0)>  69.6 (18.8)* 57.3 (21.0)*°  <0.001
Autonomy 653 (18.2)  68.6 (17.2)>° 644 (18.0*° 583 (19.8)*°  <0.001
Past/present/future activities ~ 70.8 (16.9)  75.0 (14.49>°  69.2 (17.3)*  63.8 (19.3)**  <0.001
Social participation 69.6 (16.9)  73.4 (14.6)> 685 (17.3)*  61.9 (19.0*>  <0.001
Death and dying 72.5 (25.0)  74.0 (24.0) 72.1 (25.2) 69.2 (27.1) 0.117
Privacy 62.6 (23.8)  68.7 (19.6)°° 604 (24.9*¢ 51.7 26.7)*°  <0.001
Total score 68.5 (12.8) 724 (112> 674 (127  60.3 (13.9*"  <0.001
Quality of life related to health (SF-36)

Physical functioning 744 (27.4) 849 (18.4)>° 723 (27.5)*°  48.0 (32.1)*°  <0.001
Physical role 65.1 (40.9) 763 (35.4)>° 627 (41.5)*°  37.3 (41.3)*°  <0.001
Body ache 74.8 (22.4)  80.6 (19.3)>°  73.6 22.1)*°  59.8 (25.5*°  <0.001
General health 60.5 (19.8)  65.4 (18.7)> 587 (19.4)* 519 21.4*®  <0.001
Vitality 63.8 (20.3) 703 (17.6)>  61.2 (20.3)*  53.0 2L.4™  <0.001
Social functioning 81.5(22.6)  86.9 (189>  81.1 2L.7)*  65.0 (29.0*°  <0.001
Emotional role 754 (37.9)  85.1 (29.5™°  73.6 (39.0)*°  50.2 (45.5*"  <0.001
Mental health 67.8 (16.7) 720 (14.6)>°  66.6 (16.9* 585 (18.1)*®  <0.001
Physical health component ~ 46.4 (9.2)  49.6 (7.3)>¢ 457 (9.D™ 389 (9.9*°  <0.001
Mental health component 47.1 (9.6) 494 (7.9°°  46.6 (9.8)*  41.9 (11.3)*®  <0.001

* One-way analysis of variance (ANOVA)

ab< Bonferroni post hoc tests p < 0.001

Results of studies to measure QOL using the WHO-
QOL-OLD in an elderly population outside the Mexican
context as in the case study of Varela et al. [42] in frail
elderly in Sao Paulo, Brazil, a mean total score of WHO-
QOL-OLD of 57.6 was reported. In our study, we observed
a total score of WHOQOL-OLD of 60.3 in community-
dwelling older adults, results that are similar probably due
to the context that it is closer to the Mexican elderly than
their counterparts in countries with a higher level of
development [29, 33, 43]. Previous studies reported that
frailty has negative consequences on the QOL of the
elderly [4, 35, 40] regardless of cultural differences that
may exist in the conception of QOL. This may be reflected
in a different relationship between frailty and QOL of the
elderly in different populations, which must be considered
in the development of public policies and intervention
actions in health promotion and prevention of disability
[12, 13, 42].

It should be noted that the measurement of QOL related
to health is useful not only to measure the results of
interventions but also can be used as evidence of the QOL
in different populations, which identifies those populations
with low QOL and proposes strategies focused on
improvement. This is important because previous studies
have found that QOL can be an important predictor of life
expentancy based on individual estimators and the

@ Springer

perception of physical, psychological or social limitations
as well as aimed at decreasing opportunities due to the
disease, its consequences or treatment [44]. Special rele-
vance is a fundamental variable to the study of adverse
modifying conditions as well as assessing the impact of
different strategies of medical and social care aimed at this
population. Understanding and knowledge of the QOL of
the population drives precisely the development of policies
for healthy aging. Due to the extent that factors related to
the deterioration of the elderly can influence perception of
QOL, specific programs can be designed to address the
burden of disease and the higher dependence of older
adults [18].

The findings of our study allowed us to observe that the
presence of frailty is reflected in lower scores of QOL
according to specific components measured by the WHO-
QOL-OLD and the eight dimensions and measures sum-
mations of CSF and CSM SF-36. This is related to a
previous study in older Mexican—American adults [4] and
also observed in other populations [30, 31, 33, 45-47].
Likewise, the relationship between frailty and components
of quality of life emphasized the dimensions of the
WHOQOL OLD questionnaire related with frailty criteria
were intimacy, sensory ability, and past and future activi-
ties, a sensitive landscape for older adults and little
advertised, focused on giving and receiving love, being
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able to perform daily activities and their capacity to per-
form activities, elements that we consider fundamental to
maximize a self-perception of the quality of life of the
elderly through the interventions that generate a double
effect on the frailty and quality of life. For the SF36, the
relationship between quality of life and frailty focused on
physical functioning, expected effect of the questionnaire.
We consider that when it is required to evaluate the quality
of life on frail elderly, WHOQOL OLD could provide more
information about dimensions of high impact in the life of
the elderly than other questionnaires of its kind.

It may be concluded that our research is important to
document the perception of the QOL of older Mexican
adults with and without frailty. We understand that this
study also has limitations. One limitation is that the
selected epidemiological design does not establish a causal
relationship between frailty and QOL in the elderly.
However, the results support the need to continue the
research into longitudinal studies evaluating both the
presence of frailty and its effect on the QOL throughout the
aging process in addition to establish the exposure-effect
relationship between frailty and QOL in older adults in
order to attempt to clarify to what extent the poor QOL that
frail or pre-frail older adults perceive is influenced by
adverse events that change health [32].

Finally, we can conclude from our results that one in ten
community-dwelling older adults suffers from frailty. QOL
in frail older adults is lower compared to those without
frailty. Therefore, it is essential to detect frailty in the
context of primary health care in order to ensure the dignity
and QOL of community-dwelling older adults, although the
frequency mild cognitive impairment was of 24.3% among
older adults, the study did not have information bias,
especially for having staff for field work extensively
trained that facilitates the understanding of the all questions
in a cordial and respectful environment for all elderly
participants.
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