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ABSTRACT 
	Aims: This study aimed to evaluate the functional, clinical, and cognitive profiles of hospitalized older adults in a general hospital in the Brazilian Amazon, contributing to understanding the relationship between frailty, cognitive decline, and functionality during hospitalization.
Study design: Prospective and analytical cohort study.
Place and Duration of Study: Conducted at Hospital Jean Bitar, Belém, Pará, Brazil, from March to June 2023.
Methodology: The study included 45 patients aged 65 years or older, assessed within 48 hours of admission using validated instruments such as the Clinical Frailty Scale (CFS), 10-Point Cognitive Screener (10-CS), Katz Index for Basic Activities of Daily Living (BADL), and Lawton Scale for Instrumental Activities of Daily Living (IADL). Statistical analyses were performed using BioEstat® 5.4, applying G and Chi-Square tests (α = 0.05).
Results: The mean age was 76.3 years, with a slight predominance of females (51.1%, p = 0.8815). The most frequent admission diagnoses were gastrointestinal bleeding (24.4%) and consumptive syndrome (22.2%). A statistically significant association was found between sex and cognitive impairment (p = 0.0030; Cramer’s V = 0.42), with females showing a higher prevalence of probable cognitive impairment (73.9%). The 10-CS revealed a significant difference across cognitive categories (p = 0.0006; V = 0.51). The CFS demonstrated a significant association with mortality risk (p = 0.0282), where higher frailty scores correlated with greater mortality probability.
Conclusion: Functional dependence and cognitive decline were prevalent among hospitalized older adults, particularly among females, with significant associations between frailty, cognition, and mortality. These findings reinforce the need for comprehensive geriatric assessments to guide care strategies and improve quality of life in this population.
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1. INTRODUCTION
With the aging of the population and the rapid demographic transition observed in countries around the world, health care for older adults has become an increasing challenge. Health systems that were originally structured to serve predominantly young and generally healthy adults, only occasionally affected by acute conditions, have become ineffective and are now under pressure due to the specific demands associated with aging. Chronic diseases, multimorbidity, polypharmacy, atypical presentations of illness, and cognitive and functional changes are only a few of the issues that take center stage in this context (Cassel, 2009).
Moreover, the aging process is heterogeneous, determined by genetic factors, lifestyle habits, access to health care, and social support networks, among others. As a result, different demands and individual characteristics combine to confer high complexity to the clinical assessment of older adults. “The Comprehensive Geriatric Assessment (CGA) represents an essential strategy to address this complexity and to facilitate the design of personalized and integrated care plans for this population” (Ellis et al., 2011).
The CGA is a multidimensional diagnostic instrument grounded in a global view of the health of older adults. It was first conceived by Marjory Warren during her work in the rehabilitation of disabled patients at a London hospital in the first half of the 20th century. Warren demonstrated that a broad and standardized evaluation of her patients focused on the identification of problems and the development of therapeutic plans resulted in improved clinical outcomes, including functional recovery and hospital discharge rates.
Over the past decades, randomized controlled trials have confirmed the positive impact of CGA on clinical outcomes in older adults, and the role of multidimensional instruments based on it has become particularly relevant in hospital settings (Avelino et al., 2014). Rubinstein et al. were the first to demonstrate, in a randomized clinical trial involving 123 hospitalized older adults, that CGA could improve outcomes such as length of hospital stay and post-discharge functionality. Subsequent studies and systematic reviews confirmed similar benefits among older adults hospitalized for acute clinical conditions, as well as in surgical and oncological patients (Partridge et al., 2014). These analyses suggest that the use of CGA may assist in prognostic assessment and therapeutic planning for hospitalized older adults, contributing to the maintenance of physical and cognitive capacity, while also reducing the risk of mortality and post-discharge institutionalization (Ellis & Langhorne, 2005). Importantly, CGA is capable of identifying prognostic information often missed by traditional risk models, which are typically based on sociodemographic data, comorbidities, and disease-specific criteria (Pilotto et al., 2018).
More recently, Pilotto et al. developed the Multidimensional Prognostic Index (MPI), a CGA-based tool that has been used in several studies and assesses eight health domains: functionality, cognition, comorbidity burden, nutritional status, risk of pressure ulcers, polypharmacy, and social support. Robust evidence suggests that the MPI is useful for predicting mortality among older adults hospitalized for acute conditions such as pneumonia and decompensated heart failure. However, its use in busy and resource-limited healthcare environments is restricted, as its application is time-consuming and relies on complex scales requiring specialized geriatric training (Pilotto et al., 2008).
As with the MPI, the excessive time required for administration and the lack of adequately trained healthcare professionals are limitations that hinder the implementation of other CGA-based models in clinical practice (Conroy et al., 2011). In an effort to preserve the multidimensional concept of assessment while providing a faster and easier-to-train alternative, Aliberti et al. developed and validated the 10-Minute Geriatric Assessment (10-TaGA). The 10-TaGA is a brief multidimensional assessment tool encompassing 10 essential domains of older adults’ health: social support, healthcare utilization, risk of falls, number of medications in use, functionality, cognition, self-rated health, depressive symptoms, nutritional status, and gait speed. 
[bookmark: _GoBack]This new instrument proved to be practical (rapid and feasible even with limited resources) and capable of distinguishing between different risk categories for adverse outcomes (functional decline, hospitalization, mortality) in samples of older adults evaluated in a geriatric day hospital and an outpatient clinic. Although its results were promising, “the 10-TaGA was developed for older adults with health characteristics and care settings that differ from those of hospitalized patients, and therefore its performance in hospital environments remains uncertain” (Aliberti et al., 2019; Angleman et al., 2015).
A detailed description of the 10-TaGA can be found in the literature. The original instrument evaluates the following domains: social support (living arrangements and availability of a caregiver); recent use of the healthcare system (emergency visits or hospitalizations within the past six months); number of falls in the previous year; number of medications used; functionality in basic activities of daily living (BADLs; Katz Index); cognitive screening (10-point Cognitive Screener); self-rated health; depressive symptoms (4-item Geriatric Depression Scale); nutritional status (weight loss over the past year, body mass index); and gait speed. Each parameter is rated on three levels (normal = 0 points, mild impairment = 0.5 points, severe impairment = 1 point), and the score is calculated as the mean of the deficits identified across the 10 domains. The final score ranges from 0 (no impairment) to 1 (maximum impairment), classifying individuals into low-, medium-, or high-risk categories for adverse outcomes (Apolinario et al., 2016).
The CHANGE Project (Creating a Hospital Assessment Network in Geriatrics) is a multicenter study initiated at Hospital das Clínicas in São Paulo that aims to develop a brief multidimensional assessment model for hospitalized older adults by adapting and validating the 10-TaGA for the hospital environment. The domains described above will be maintained in the adapted instrument, referred to as TaGA-Hosp. Considering the particularities of the hospital setting and existing evidence on predictors of adverse outcomes among hospitalized older adults, TaGA-Hosp will additionally assess parameters related to social support through the presence of caregivers during hospitalization, as well as the presence of delirium using the Confusion Assessment Method. This approach could represent an ideal method for optimizing geriatric hospital care, even in time- and resource-constrained settings. The MPI, mentioned earlier, will serve as the reference model for comprehensive geriatric assessment validation of the TaGA-Hosp (Silva et al., 2009).
Based on the above, the present study aims to evaluate older adults aged 65 years and over in terms of their functional, clinical, and cognitive profiles during hospitalization in the Internal Medicine Ward of Hospital Jean Bitar, located in the municipality of Belém, in the State of Pará, within the Brazilian Amazon region. Conducting studies in the Amazon region is of great importance due to its unique geographic, social, and epidemiological characteristics, which differ significantly from those of other Brazilian regions. The Amazon faces particular challenges related to access to healthcare, socioeconomic disparities, and environmental conditions that directly impact the health and aging process of its population. Therefore, developing research in this region contributes to a better understanding of local health determinants, supports the formulation of context-specific public policies, and promotes equity in healthcare for older adults living in this vast and diverse territory.

2. methodology

The present study is a branch of the multicenter CHANGE Project (Creating a Hospital Assessment Network in Geriatrics). It is a prospective, cohort and analytical study including individuals aged ≥65 years who were hospitalized at Hospital Jean Bitar, in Belém, Pará, Brazil. The sample consisted of 45 patients, and data collection was conducted between March and June 2023.
For inclusion, candidates were required to be hospitalized in the Internal Medicine Ward, with baseline assessments performed within the first 48 hours of admission. Only individuals who provided informed consent were included in the study, in accordance with the Informed Consent Form (ICF). Participants with an admission score of nine on the Clinical Frailty Scale (CFS) indicating terminal illness under exclusive palliative care were excluded due to limited life expectancy, as well as those who remained hospitalized for ≤48 hours, whether due to death, transfer, or hospital discharge.
Clinical, functional, and cognitive characteristics, as well as sex, age, and physical examination findings at admission, were collected for all participants. At the end of hospitalization, additional information regarding the hospital stay, including new diagnoses and complications, was recorded. All data were entered into standardized electronic forms developed and managed using the Research Electronic Data Capture (REDCap) platform. Investigators were trained through periodic meetings, online educational seminars, and instructional videos and handbooks related to both the platform and the assessment scales used.
The baseline evaluations included: eligibility screening; obtaining informed consent; patient identification data; anamnesis; application of the TaGA-Hosp and MPI instruments; assessment of frailty and intrinsic capacity (using the Frail Scale and the CFS); source of admission (e.g., emergency department, outpatient clinic); initial diagnostic hypotheses; and initial management. Basic Activities of Daily Living (BADLs) and Instrumental Activities of Daily Living (IADLs) were analyzed using the Katz Index and Lawton Scale, respectively.
The discharge evaluations were performed at the end of hospitalization and included: date and type of outcome (discharge, transfer, or death); post-discharge destination; length of hospital stay; major in-hospital events and diagnoses; functionality; and cognition. Discharge assessments were conducted through review of the electronic medical records and by consulting the attending physician regarding the estimated probability of death among patients who were discharged.
Sample characterization data were organized and entered into Microsoft® Excel® 2016 spreadsheets. Descriptive statistics were presented in tables and graphs. Analytical or inferential statistics were applied to assess the results of sample variables using the G Test and Chi-Square Goodness-of-Fit Test for univariate tables. Descriptive and analytical statistical analyses were performed using the BioEstat® 5.4 software. The level of statistical significance was set at α = 0.05 (5%), with significant values marked by an asterisk (*).
All collected clinical data were analyzed in a manner ensuring full confidentiality of participants’ identities and any information not relevant to the research objectives, in order to protect the moral integrity of the patients. The study protocol was submitted to and approved by the Research Ethics Committee of Hospital Ophir Loyola, under approval number CAAE 75023723.0.0000.5550, and data collection commenced only after the ethics approval was granted.
All data collected during the study were compiled into electronic spreadsheets, and the results were presented in descriptive text, tables, and/or quantitative charts. The data will remain securely stored for five (5) years to safeguard participants’ personal information, in ccordance with Resolution CNS 466/12. After this five-year period, the data will be permanently deleted or destroyed.
3. results and discussion
The sample consisted of 45 patients, with no statistically significant difference (p = 0.8815) between the proportions of females (51.1%) and males (48.9%). Patient age ranged from 65 to 107 years, with a mean of 76.3 years. The age group of 70–79 years was the most frequent (51.1%), showing a statistically significant difference compared with the other age ranges. The length of hospital stay varied from 1 to 65 days, with a mean of 20.8 days. The most frequent duration of hospitalization was between 10 and 19 days (35.6%). A statistically significant majority of patients (p < 0.0001) were admitted through the Emergency Department (57.8%), as shown in Table 1. 

Table 1. Profile of the Study Participants – Jean Bitar Hospital (HJB), 2023.
	Variables
	N
	%
	p- value

	Sex
	 
	 
	0.8815

	Female
	23
	51.1%
	 

	Male
	22
	48.9%
	 

	Age group*
	 
	 
	0.0408*

	65 a 69
	11
	24.4%
	 

	70 a 79
	23
	51.1%
	 

	> = 80
	11
	24.4%
	 

	Minimum / Mean / Maximum
	65 / 76.3 / 107 years

	Length of hospital stay
	 
	 
	0.0730

	< 10
	11
	24.4%
	 

	10 a 19
	16
	35.6%
	 

	20 a 29
	7
	15.6%
	 

	30 a 39
	6
	13.3%
	 

	> = 40
	5
	11.1%
	 

	Minimum / Mean / Maximum
	01 / 20.8 / 55 days

	Admission source*
	 
	 
	< 0.0001**

	
Emergency Department
	37
	82.2%
	 

	
	
	
	 

	Outpatient Clinic / Consultation
	5
	11.1%
	 

	Intensive Care Unit (ICU)
	3
	6.7%
	 


      Source: Applied protocol; *Chi-square Goodness-of-Fit Test; **G Test of Goodness-of-Fit.

At the time of hospital admission, patients presented a variety of complaints. The most frequent were dyspnea (22.2%), hematemesis and weakness (both 17.8%), followed by abdominal pain (15.6%) and diarrhea (11.1%), as shown in Table 2.
                   


Table 2. Main Admission Complaints – Jean Bitar Hospital (HJB), 2023.
	Admission Complaint
	N
	%

	Dyspnea
	10
	22,2%

	Hematemesis
	8
	17,8%

	Weakness
	8
	17,8%

	Abdominal pain
	7
	15,6%

	Diarrhea
	5
	11,1%

	Cough
	4
	8,9%

	Knee pain
	2
	4,4%

	Fever
	2
	4,4%

	Melena
	2
	4,4%

	Others
	10
	22,2%


                    Source: Applied protocol. p < 0.0001 (G Test for Goodness-of-Fit).
At admission, all patients underwent clinical stabilization (100.0%), followed by etiological investigation (93.3%). Antibiotic therapy was also administered in 40.0% of the patients.

Admission diagnoses varied widely, with gastrointestinal bleeding (24.4%) and consumptive syndrome (22.2%) being the most frequent. Other diagnoses included decompensated heart failure (15.6%), chronic obstructive pulmonary disease (COPD, 13.3%), and infection (13.3%), as shown in Table 3.

Table 3. Clinical Management and Admission Diagnoses – Jean Bitar Hospital (HJB), 2023
	Variables
	N
	%

	Admission Management
	
	

	Clinical stabilization*
	45
	100.0%

	Etiological investigation*
	42
	93.3%

	Antibiotic therapy
	18
	40.0%

	Admission Diagnosis
	
	

	Gastrointestinal bleeding
	11
	24.4%

	Consumptive syndrome
	10
	22.2%

	Decompensated heart failure
	7
	15.6%

	COPD
	6
	13.3%

	Infection
	6
	13.3%

	Stroke
	3
	6.7%

	Myocardial infarction
	1
	2.2%

	Acute renal failure
	1
	2.2%

	Acute arterial occlusion
	1
	2.2%

	No information
	14
	31.1%


       Source: Applied protocol; p < 0.0001 (G Test for Goodness-of-Fit).

Regarding the Clinical Frailty Scale (CFS), a statistically significant difference was observed among the proportions of the classifications (p = 0.0282). The most frequent categories were “Regular” (28.9%) and “Moderately frail” (22.2%), whereas only two patients (4.4%) were classified as “Very fit.”
The probability of death, as assessed by the attending physician, was most frequently rated as “Moderate” (37.8%) and “Low” (35.6%), with a statistically significant difference between classification categories (p < 0.0001).

The most common post-discharge destination was transfer to another facility (42.8%), followed by referral to outpatient follow-up (35%), with the difference being statistically significant (p = 0.0023). The mortality rate was the lowest proportion in the study population (10.0%), as shown in Table 4.

Table 4: Profile in relation to functionality and outcome of hospitalization, HJB, 2023.
	Variables
	N
	%
	p- value

	Clinical Frailty Scale (CFS)
	 
	 
	0.0282**

	Very fit
	2
	4,4%
	 

	Fit
	6
	13,3%
	 

	Regular
	13
	28,9%
	 

		



	Vulnerable



	6
	13,3%
	 

		



	Slightly frail



	3
	6,7%
	 

	Moderately frail
	10
	22,2%
	 

		



	Very frail



	5
	11,1%
	 

	Physician-assessed Probability of Death**
	 
	< 0.0001**

	Very low
	8
	17,8%
	 

	Low
	16
	35,6%
	 

	Moderate
	17
	37,8%
	 

		



	High



	3
	6,7%
	 

	Very high
	1
	2,2%
	 

	Post-Discharge Destination**
	 
	 
	0.0023*

	Transfer
	34
	42,8%
	 

	Outpatient / Ambulatory Care
	25
	35,0%
	 

		



	Discharge home



	10
	12,2%
	 

	Death
	9
	10,0%
	 


 ___________________________________________________________________________
Source: Applied protocol; *Chi-square Goodness-of-Fit Test; **G Test for Goodness-of-Fit.

The application of the 10-Point Cognitive Screener (10-CS) to assess patient cognition revealed a statistically significant proportion (p = 0.0006) of participants with Probable Cognitive Impairment (60.0%), while the lowest proportion corresponded to those classified as Normal (15.6%).
When comparing results between sexes, a statistically significant difference was observed (p = 0.0030). Females showed a higher proportion of probable cognitive impairment (73.9%) with no participants classified as Normal (0.0%). Among males, the second highest proportion corresponded to participants classified as Normal (31.8%), as shown in Table 5 and Figure 1.
Table 5. 10-Point Cognitive Screener (10-CS) Classification, Overall and by Sex – Jean Bitar Hospital (HJB), 2023
	10-CS Classification
	Sex *
	TOTAL

	
	Female
	Male
	N
	%

	Probable cognitive impairment**
	17
	73.9%
	10
	45.5%
	27
	60.0%

	Possible cognitive impairment
	6
	26.1%
	5
	22.7%
	11
	24.4%

	Normal
	0
	0.0%
	7
	31.8%
	7
	15.6%


     Source: Applied protocol; *p = 0.0030 (G Test for Independence); *p = 0.0006 (Chi-square Goodness-of-Fit).


Figure 1. Graph showing the 10-Point Cognitive Screener (10-CS) Classification, Overall and by Sex – Jean Bitar Hospital (HJB), 2023
[image: Uma imagem contendo Gráfico
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Source: Applied protocol; *p = 0.0030 (G Test for Independence); *p = 0.0006 (Chi-square Goodness-of-Fit).

The results of the ADL (Activities of Daily Living) and IADL (Instrumental Activities of Daily Living) scales showed that all participants exhibited some degree of dependence in daily activities. The mean score for most patients was approximately 4.0 points for ADLs and 3.5 points for IADLs, as illustrated in Table 6.

Table 6. Descriptive Statistics for ADL and IADL Scales – Jean Bitar Hospital (HJB), 2023
	Scale
	Statistic
	Value
	

	ADL
	     Median
	4.0
	

	
	     Mean
	3.8
	

	
	     ± SD
	± 2.0
	

	IADL
	   Median
	3.0
	

	
	   Mean
	3.5
	

	
	   ± SD
	± 2.9
	


                    Source: Applied protocol; *Paired Student’s t-test.

The mean age of participants in this study was 76.3 years, with a slight predominance of females (51.1%). This finding aligns with Pereira et al. (2014), who reported a mean age of 71.32 years and a predominance of females (60.64%). In contrast, Costa et al. (2020) observed a higher proportion of males (56.8%) with a mean age of 71.9 years. This illustrates minor differences in gender prevalence among studies involving hospitalized older adults. Some gerontologists describe this phenomenon as the feminization of aging, i.e., the predominance of women in the elderly population, especially at advanced ages (Silva et al., 2019).
According to Costa et al. (2020), the most prevalent reasons for hospitalization were cardiovascular diseases (54.8%), decompensated hypertension (41.6%), and diabetes mellitus (35.2%). Pereira et al. (2014) reported cardiovascular diseases (67.02%), digestive system diseases (54.26%), and endocrine/metabolic disorders (50%) as leading causes. In the present study, the main admission diagnoses were gastrointestinal bleeding (24.4%) and consumptive syndrome (22.2%), followed by decompensated heart failure (15.6%), COPD (13.3%), and infections (13.3%), mainly urinary tract infections and pneumonia. These differences may reflect local epidemiological variations, although digestive system diseases were common between this study and Pereira et al. (2014).
Carvalho et al. (2018) reported a mean hospital stay of 5.3 ± 3.2 days, whereas in the present study, the mean hospitalization duration was 20.8 days, likely reflecting longer times needed for clinical stabilization, completion of in-hospital diagnostic tests, and local resource limitations.
Regarding frailty, the Clinical Frailty Scale (CFS) showed the most frequent classification as “Regular” (CFS-3, 28.9%), followed by “Moderately frail” (CFS-6, 22.2%), with only two patients (4.4%) classified as “Very fit” (CFS-1). According to the attending physicians, the probability of death was highest in the “Moderate” (37.8%) and “Low” (35.6%) categories, consistent with Pinheiro et al. (2021), who found no deaths among patients classified as CFS 1 or 2. A direct relationship between frailty and mortality was observed, where higher CFS scores were associated with increased mortality. Similar to this study, most admissions were for clinical reasons (96.7%), and frailty prevalence was 61.7% (CFS-5), associated with female sex, living alone, advanced cancer, acute stroke or TIA, dementia or delirium at admission, and prior hospitalizations, including ICU stays.
Frailty is recognized as a risk factor for functional decline, hospitalization, and mortality among community-dwelling and hospitalized older adults (Carvalho et al., 2018). Gregorevic et al. (2016) also demonstrated that frail older adults, as measured by CFS, have an increased risk of functional loss, corroborating the present study where lower functional reserve was linked to higher mortality.
Regarding cognitive assessment, scales must be reliable and minimally influenced by depression, delirium, low education, or hearing impairment (Martins et al., 2019). In this study, the 10-Point Cognitive Screener (10-CS) was used for its practicality and ease of application. Aguiar et al. (2019) reported cognitive decline in 79.2% of patients using the Clock Drawing Test (TDR), while in this study, the 10-CS identified 60% with probable cognitive impairment and 15.6% classified as normal. No previous study compared cognitive decline between male and female hospitalized older adults. Here, 74% of females had probable cognitive impairment and 26.1% possible cognitive impairment, with none classified as normal. Among males, 45.5% had probable cognitive impairment, while 32% showed no cognitive deficits.
Despite differences in cognitive assessment methods, most studies show a high prevalence of cognitive deficits among older adults. Cognitive decline increases with age, highlighting the need to improve care to preserve functional capacity and autonomy, thereby enhancing quality of life. Gender differences likely reflect comorbidities, as females have higher prevalence of conditions such as depression, anxiety, and dementia, which contribute to cognitive decline.
Common causes of functional decline among hospitalized older adults include advanced age, admission diagnosis, performance status, reduced mobility due to prolonged bed rest, medical procedures, polypharmacy, cognitive deficits, and malnutrition (Carvalho et al., 2018).
In the present study, all participants exhibited some degree of dependence in both basic (ADLs) and instrumental activities of daily living (IADLs). The mean ADL score was 4, indicating independence in at least four functions (Katz/Barthel). For IADLs, a modified Lawton scale was used, scoring 1 for “yes” (able) and 0 for “no” (unable), with a mean score of 3.5, indicating dependence in more than half of instrumental activities. Pereira et al. (2014) found similar results, with most older adults semi-dependent or dependent for ADLs and IADLs, and decline occurring mainly during the first days of hospitalization. Chang et al. (2010) reported 68.8% and 78.7% dependence for ADLs and IADLs, respectively, while Aguiar et al. (2019) found 21.4% ADL incapacity and 78.3% IADL incapacity, consistent with the present findings. These results confirm that functional dependence increases with age, directly impacting quality of life (Silva et al., 2019). 
From a regional perspective, the findings of this study provide valuable contributions to understanding the health of older adults in the Brazilian Amazon, a region characterized by vast geographic distances, socioeconomic inequalities, and limited access to specialized healthcare services. These systemic challenges often delay diagnosis and treatment, prolong hospital stays, and increase the risk of complications and mortality among elderly patients. Furthermore, social vulnerability, low educational attainment, and environmental factors such as high humidity and prevalence of infectious diseases may exacerbate frailty and cognitive decline in this population. 
Therefore, the results underscore the urgent need for regional public health policies that prioritize geriatric care, strengthen primary healthcare networks, and improve the training of multidisciplinary teams in hospitals throughout the Amazon. Clinically, early frailty screening, functional rehabilitation programs, and integrated management of chronic diseases should be implemented to reduce preventable hospitalizations and enhance recovery outcomes. Overall, promoting studies in the Amazon region is essential not only for advancing scientific understanding of aging in diverse contexts but also for guiding evidence-based interventions that ensure equitable and culturally sensitive healthcare for its aging population.
4. Conclusion
In this study, which included 45 participants, the majority were female, with a mean age of approximately 76 years. These patients were hospitalized for about 21 days, and most were admitted through the emergency and urgent care services. At the time of admission, the most frequent complaints were dyspnea, hematemesis, and weakness. The main diagnoses upon admission to the medical ward were gastrointestinal bleeding and consumptive syndrome, followed by decompensated congestive heart failure (CHF), chronic obstructive pulmonary disease (COPD), and infection.

The Clinical Frailty Scale (CFS) revealed that most older adults presented some degree of frailty, being classified as “Regular” (28.9%), followed by “Moderately frail” (22.2%), while a minority were classified as “Very active.” In relation to this, the likelihood of post-discharge death, according to the attending physician, was considered moderate to low. Therefore, it can be inferred that the greater the degree of frailty, the higher the probability of mortality. Most of the studied population were discharged either by transfer to another facility or referred to outpatient follow-up.

Regarding cognition, most patients showed some degree of cognitive decline, with women representing the highest percentage within this classification. The Basic Activities of Daily Living (BADL) and Instrumental Activities of Daily Living (IADL) scales revealed that all patients presented some level of functional decline, confirming the hypothesis that the more advanced the age, the lower the cognitive and functional capacity of the elderly individual.

From this study, it can be concluded that it is essential to promote improvements in elderly care, since the decline in functionality and cognition is directly related to quality of life. It is important to develop strategies to maintain, as much as possible, the autonomy of this population in performing essential activities, or at least to provide maximum comfort during this stage of life. This can be achieved through the prevention of complications during hospitalization, mitigation of functional capacity deterioration, and attention to factors that may positively or negatively influence their quality of life.
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