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Analysis of knowledge, attitudes, and practices of physicians and 
nurses regarding the experiences of family caregivers of older adults 
with dementia: a KAP study

Monique Maira Maciel1

Annelita Almeida Oliveira Reiners1

Carla Rafaela Teixeira Cunha1

Rosemeiry Capriata de Souza Azevedo1

Joana Darc Chaves Cardoso1

Amanda Cristina de Souza Andrade2

Abstract
Objective: To analyze the Knowledge, Attitudes, and Practices (KAP) of healthcare 
professionals during the care of older individuals living with dementia, concerning 
the caregiving situations experienced by informal caregivers, and its association with 
sociodemographic and professional factors. Method: A cross-sectional analytical KAP study 
was conducted in the municipality of Tangará da Serra, Mato Grosso, with 20 nurses and 
20 physicians from Family Health Units. Data were collected through interviews using 
an instrument developed based on the available literature on KAP studies. Descriptive 
analysis and bivariate analysis of the association between the knowledge, attitudes, and 
practices of healthcare professionals and sociodemographic and professional variables 
were performed using the Fisher's exact test, with a significance level of 5%. Results: 
Healthcare professionals demonstrated satisfactory knowledge and favorable attitudes 
towards caregiving situations experienced by informal caregivers of older individuals living 
with dementia. However, 65% of professionals exhibited insufficient practices directed 
at caregivers, including guidance, support groups, and health education. No significant 
association was found between knowledge, attitudes, practices, and sociodemographic or 
professional variables. Conclusion: Despite healthcare professionals possessing satisfactory 
knowledge of caregiving situations and positive attitudes towards informal caregivers, 
their practices are inadequate in meeting their needs. This deficiency does not contribute 
to enabling caregivers to cope with the various challenges that arise during the course 
of the disease for both the older individual and the caregivers themselves.

1 Universidade Federal do Mato Grosso (UFMT), Faculdade de Enfermagem, Programa de Pós- Graduação 
em Enfermagem. Cuiabá, MT, Brasil.
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INTRODUC TION

Dementia affects 55 million people worldwide1. 
Projections indicate that by 2030, this number 
will rise to 78 million, and by 2050, it will reach 
139 million individuals living with some form of 
dementia1. However, it is estimated that approximately 
75% of individuals with dementia globally remain 
undiagnosed2. In Brazil, it is believed that there 
are two million people living with some form of 
dementia; nevertheless, underdiagnosis remains a 
significant issue3.

As dementias, being progressive and irreversible 
conditions, impact the ability of older individuals 
to carry out Activities of Daily Living (ADLs). 
Over time, elderly individuals become increasingly 
dependent, necessitating care4. Typically, family 
members, particularly wives, daughters, and 
daughters-in-law, assume this role, and they are 
referred to as informal caregivers (ICs)5,6.

Over time, the continuous caregiving demands, 
coupled with increased domestic responsibilities, 
family reconfiguration, changes in the health status 
of the older individual living with dementia (OILD), 
and shifts in the personal and work life of the 
caregiver, often lead to various consequences. These 
consequences encompass physical, mental, social, 
and emotional repercussions, including physical 
exhaustion, burden, depression, anxiety, and social 
isolation, which can even affect the caregiver's 
self-care7.

Researchers, organizations, and institutions have 
recommended that healthcare professionals involved 
in dementia care not only provide care for the older 
individual with living with dementia but also extend 
their attention to the caregivers. This approach 
aims to offer assistance and support for the various 
caregiving-related issues1,8. In this regard, there is a 
growing body of research focusing on OILDs and 
their caregivers9-11.

Nevertheless, regarding the relationship between 
healthcare professionals and caregivers of OILDs, 
the evidence remains limited. Studies conducted 
with healthcare professionals indicate that they 
acknowledge the burden experienced by caregivers 
and their need for care. However, assistance may not 

always be readily available to them6,12. Consequently, 
there is a recognized need to allocate more time for 
the care of OILDs and their ICs.

Following searches in various databases, it 
was observed that there is a paucity of studies in 
the literature that have aimed to investigate the 
knowledge, attitudes, and practices of healthcare 
professionals regarding the caregiving situations 
experienced by ICs. In this context, the objective 
of this investigation was to analyze the knowledge, 
attitudes, and practices of healthcare professionals 
while providing care to OILDs concerning the 
caregiving situations experienced by ICs and to 
assess their association with sociodemographic and 
professional factors.

METHODS

This is a cross-sectional analytical study of the 
Knowledge, Attitudes, and Practices (KAP) type. 
Such studies are commonly employed in health 
sciences, especially in public health, aiming to 
provide insights into knowledge, beliefs, perceptions, 
and health-related behaviors14. The fundamental 
stages of this type of study encompass identifying 
the research topic, selecting the target population, 
formulating KAP questions, providing response 
options, devising a scoring system for the instrument, 
and instrument validation14.

The study was conducted in the municipality of 
Tangará da Serra, located in the state of Mato Grosso 
(MT), Brazil, situated approximately 232 km from the 
capital, Cuiabá. As of 2021, the estimated population 
of Tangará da Serra was 107,631 inhabitants15. This 
location was chosen due to its status as a state hub 
for healthcare professional training. Currently, the 
municipality has 22 Family Health Units (Unidades 
de Saúde da Família, USF), each staffed with at least a 
physician, nurse, nursing technician and/or assistant, 
and community health agent (Agente Comunitário 
de Saúde, ACS).

During the research period, there were 53 
healthcare professionals with higher education 
working in the units, and the research population 
consisted of all of them. In the study, 43 professionals 
were included, comprising 21 nurses and 22 physicians 
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who reported providing healthcare to OILDs in the 
USF. The final sample, after accounting for dropouts, 
consisted of 40 participants.

Data collection took place in the months of 
February and March 2022. Once the professional 
agreed to participate, a day and time were scheduled 
according to their availability for conducting the 
interview at the Family Health Unit, while adhering 
to the biosafety guidelines to prevent covid-19. After 
reading and signing the Informed Consent Form 
(ICF), a copy was provided to the research participant.

The interview was conducted using an instrument 
consisting of questions related to the healthcare 

professional's sociodemographic and professional 
information, as well as questions formulated based 
on the available literature regarding the knowledge, 
attitudes, and practices of professionals in relation to 
caregiving situations experienced by ICs of OILDs5,16,17 
(Chart 1). For the Knowledge questions, professionals 
had three response options (correct; incorrect; I don't 
know), and for the Attitudes questions, they had 
three options (agree; disagree; undecided). As for the 
Practices questions, they had three response options 
(yes; no; sometimes) for six practice options presented. 
Furthermore, professionals were asked to provide 
reasons for not implementing the practices or for 
only occasionally doing so (Chart 1).

Chart 1. Questions regarding the knowledge, attitudes, and practices of professionals in relation to caregiving 
situations experienced by informal caregivers of OILDs included in the data collection instrument.

1. KNOWLEDGE ABOUT INFORMAL CAREGIVERS OF OLDER ADULTS WITH DEMENTIA
Regarding informal caregivers of older adults with dementia, respond to the following statements:
1. Typically, caregivers have sufficient knowledge about what dementia is.
2. Caregivers can experience loneliness and a sense of familial abandonment.
3. Due to caregiving, caregivers may suffer physical consequences such as body pain and insomnia.
4. Commonly, caregivers have insufficient knowledge about dementia treatments.
5. Because of caregiving, caregivers may experience mental and/or emotional consequences such as anxiety, stress, and 
depression.
6. In general, caregivers are adequately trained to care for individuals with dementia.
7. As a result of caregiving, caregivers may face social consequences such as job loss, decreased income, and social isolation.
8. Generally, caregivers do not have difficulties in self-care.
9. It is common for caregivers to have difficulties in caring for the older individual with dementia (e.g., not knowing how 
to handle the behavioral changes of the older individual).
2. ATTITUDES TOWARDS INFORMAL CAREGIVERS OF OLDER ADULTS WITH DEMENTIA
Regarding informal caregivers of older adults with dementia:
1. I believe that, in general, they have sufficient knowledge about what dementia is.
2. I think caregivers have insufficient knowledge about dementia treatments.
3. I consider that, due to caregiving, caregivers may suffer physical consequences such as body pain and insomnia.
4. I assume that, because of caregiving, caregivers may experience mental and/or emotional consequences such as anxiety, 
stress, and depression.
5. I believe that, as a consequence of caregiving, caregivers may face social consequences such as job loss, decreased 
income, and social isolation.
6. I believe that, in general, caregivers are not adequately trained to care for individuals with dementia.
7. I consider that caregivers often have difficulties in self-care.
8. I suppose that the healthcare professional attending to the older individual with dementia should provide caregivers 
with information about the disease, care, and support services.
9. I believe it is important to support and guide caregivers regarding dementia and care for the older individual.

to be continued
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Continuation of Chart 1

10. I think that, in the care of older individuals with dementia, it is necessary for the healthcare professional to allocate 
time to listen to the caregiver's needs.
11. I believe that healthcare professionals should also be concerned about the caregiver during the care of the older 
individual with dementia.
12. I believe that healthcare professionals should expect caregivers to reach out because they are responsible for seeking help.
13. I believe it is common for caregivers to have difficulties in caring for the older individual with dementia (e.g., not 
knowing how to handle the behavioral changes of the older individual).
3. HEALTHCARE PROFESSIONAL PRACTICES REGARDING THE ATTENTION TO CAREGIVERS 
OF OLDER ADULTS WITH DEMENTIA
In my practice of caring for older individuals with dementia, I carry out certain actions with caregivers:
1. Home visits;
2. Team training;
3. Support groups;
4. Health education;
5. Caregiver consultations;
6. Providing information and/or guidance.
Reasons for not implementing these practices or doing them only occasionally:
1. Time constraints;
2. Communication difficulties;
3. Difficulty in managing family issues associated with dementia;
4. Struggles to meet family expectations;
5. Lack of training in providing care to OILDs and their caregivers;
6. Insufficient knowledge about support services for OILDs and their caregivers.

 Source: Authors, 2022.

To accurately assess the studied phenomenon, 
the instrument was subjected to a committee of 17 
judges selected based on predetermined criteria to 
validate its reliability and suitability, as recommended 
in the literature18. The Content Validity Index (CVI) 
of the instrument was 0.96.

To assess the applicability of the instrument and 
identify any unforeseen operational issues, a pilot 
test was conducted in a neighboring municipality 
with six healthcare professionals who met the 
inclusion criteria of the research. The questionnaire 
proved to be suitable for achieving the study's 
objectives.

The dependent variables in this study were 
knowledge, attitudes, and practices. The definitions 
of knowledge and att itudes were based on 
Kaliyaperumal6,12,19. The definition of practices 
was formulated by the authors, drawing from the 
relevant literature on the subject4,12,16,17.

The cutoff points for each variable were 
established arbitrarily, given the absence of specific 
criteria in the literature.

• Knowledge - the healthcare professional's 
understanding of caregiving situat ions 
experienced by ICs of OILDs. The variable was 
classified as satisfactory or unsatisfactory. It was 
considered that the professional had satisfactory 
knowledge when they answered correctly to at 
least six out of the nine questionnaire questions.

• Attitudes - the preconceived ideas, opinions, 
feelings, predispositions, and beliefs of healthcare 
professionals regarding ICs of OILDs that positively 
or negatively influence the professional's behavior 
or practice in relation to the caregiver. The variable 
was classified as favorable or unfavorable. An 
attitude was considered favorable if the professional 
answered in line with the expected response to at 
least eight out of the 13 questionnaire questions.
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• Practices - healthcare professionals' actions directed 
towards caregivers of OILDs, such as guidance, 
support services, and health education. The 
variable was classified as sufficient or insufficient. 
A practice was considered sufficient when the 
professional responded with "yes" to at least four 
out of the six practices listed in the questionnaire. 
The option "sometimes" was grouped with "no" 
because the practice was not carried out routinely.

The independent va r i ables  i nc luded 
sociodemographic factors: age, gender, and 
professional factors: occupation, years since 
graduation, highest degree earned, primary area of 
practice, training in geriatrics or gerontology, length 
of employment in the unit, receipt of content related 
to dementia and caregivers, types of content received, 
dementia training, and type of training received.

A descriptive analysis was conducted and presented 
in tables with absolute and relative frequencies for 
each variable. To assess the association between the 
dependent variables and the sociodemographic and 
professional variables, the Fisher's exact test was 
employed, with a significance level of 5%.

This research adhered to all ethical principles and 
was approved by the Research Ethics Committee 
in Health at the Universidade Federal do Mato 
Grosso (UFMT) under opinion number 5.057.043 
and Certificate of Presentation of Ethical Appraisal 
(Certificado de Apresentação de Apreciação Ética - 
CAAE) number 47143021.5.0000.8124.

DATA AVAIL ABIL IT Y

The entire dataset supporting the results of this 
study is available upon request to the corresponding 
author, Monique Maira Maciel.

RESULTS

Among the 40 participants in this study, half of 
them are nurses, with 90% of them being female, 
and 40% falling into the age group between 40 and 
50 years. As for the physicians, 65.5% of them are 
female and fall within the age group between 30 
and 34 years.

Regarding academic qualifications, 70% of nurses 
have nine to 17 years of undergraduate education, 
while 75% of physicians have two to eight years. Of 
the nurses, 80% have postgraduate degrees, while 
55% of physicians hold such qualifications. Only 
one physician (5%) has training in geriatrics and 
gerontology, and no nurses (0%) have training in 
gerontology. A significant portion of nurses (85%) 
and physicians (95%) received content related to 
dementia through classroom-based instruction. 
Moreover, 90% of nurses and 95% of physicians 
did not receive content related to caregivers. The 
majority of nurses (90%) and physicians (60%) did 
not receive training on dementia after completing 
their education.

Regarding their work, the majority of nurses 
(70%) and physicians (85%) have worked longer in 
Primary Care. Furthermore, 80% of nurses and 90% 
of physicians have been employed in the same unit 
for less than three years.

In the classification of healthcare professionals' 
knowledge, attitudes, and practices regarding 
caregiving situations experienced by ICs of OILDs, 
according to the criteria established for this study, 
100% of the healthcare professionals have satisfactory 
knowledge and favorable attitudes. As for practices, 
the vast majority (92.5%) have insufficient practices 
related to these situations (Table 1).
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Regarding healthcare professionals' knowledge 
about caregiving situations experienced by ICs 
of OILDs, 90% of the participants believe that 
caregivers lack sufficient knowledge about what 
dementia is and its treatments (95%). Additionally, 
all professionals believe that caregivers can suffer 
physical consequences such as body pain and 
insomnia due to caregiving, as well as mental and/
or emotional repercussions like anxiety, stress, and 
depression. Furthermore, 97.5% believe that there 
are social consequences for caregivers, including job 
loss, reduced income, and social isolation, and they 
may also experience loneliness and a sense of familial 
abandonment. Of the professionals in the study, 95% 
responded that caregivers are not adequately trained 
to care for individuals with dementia, 87.5% believe 
that caregivers have difficulties in self-care, and all 
are aware that it is common for caregivers to face 
difficulties in caring for individuals with dementia.

About healthcare professionals' attitudes toward 
caregiving situations experienced by ICs of OILDs, 
the majority believe that caregivers have insufficient 
knowledge about what dementia is (92.5%) and its 
treatments (97.5%). All professionals believe that 
as a result of caregiving, caregivers may experience 
physical and mental and/or emotional consequences, 
and 95% believe they may face social consequences. 
Overall, 97.5% believe that caregivers are not 

adequately trained to care for individuals with 
dementia and that it is common for them to face 
difficulties in caring for OILDs. All professionals 
believe that healthcare professionals who provide 
care to OILDs should provide caregivers with 
information about the disease, care, and support 
services. They consider it important to support 
and guide caregivers about dementia and care for 
the elderly. They also believe that during the care 
of OILDs with dementia, healthcare professionals 
should take the time to listen to the needs of the 
caregiver and be concerned about them during 
the care of OILDs with dementia. Approximately 
82.5% of professionals believe that caregivers have 
difficulties in self-care, and only 15% believe that 
caregivers are responsible for seeking help, while 
the rest believe that it is the responsibility of the 
healthcare professional to wait for this demand.

Concerning the healthcare professionals' practices 
in relation to caregiving situations experienced 
by ICs of OILDs, as shown in Table 2, 67.5% of 
professionals responded that they occasionally 
provide information or guidance to caregivers, 
65% occasionally conduct home visits, 82.5% do not 
provide team training, 72.5% do not provide health 
education, 50% sometimes conduct consultations 
with caregivers, and none of the professionals provide 
caregiver support groups.

Table 1. Distribution of healthcare professionals according to the classification of knowledge, attitudes, and 
practices regarding informal caregivers of OILDs. Tangará da Serra - MT, 2022 (N=40).

Variable n (%)
Knowledge
Satisfactory 40 (100.0)
Unsatisfactory 0 (0.0)
Attitude
Favourable 40 (100.0)
Unfavorable 0 (0.0)
Pratice
Sufficient 3 (7.5)
Insufficient 37 (92.5)

Source: Authors, 2022.
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As for the information/guidance provided by 
healthcare professionals to caregivers, Table 2 also 
shows that 52.5% of professionals occasionally 
provide information about the disease, 67.5% do not 
inform about the diagnosis, 45% occasionally provide 
information about treatment, 75% do not inform about 
support services, 57.5% sometimes provide information 

about caregiving for OILDs, and 82.5% do not 
recommend sources of information about dementia.

The reasons why healthcare professionals do not 
provide or only occasionally provide information/
guidance and do not perform or only occasionally 
perform actions for caregivers are shown in Image 1.

Table 2. Types and frequency of actions performed by healthcare professionals during the care of OILDs and types 
of information/guidance provided to caregivers by healthcare professionals. Tangará da Serra - MT, 2022 (N=40).

Type of action
Yes No Sometimes
n (%) n (%) n (%)

Information/guidance 12 (30.0) 1 (2.5) 27 (67.5)
Home visits 8 (20.0) 6 (15.0) 26 (65.0)
Team qualification 1 (2.5) 33 (82.5) 6 (15.0)
Support group 0 (0.0) 40 (100.0) 0 (0.0)
Health education 3 (7.5) 29 (72.5) 8 (20.0)
Consultation with the caregiver 4 (10.0) 16 (40.0) 20 (50.0)

Type of information/guidence
Yes No Sometimes
n (%) n (%) n (%)

About the disease 10 (25.0) 9 (22.5) 21 (52.5)
About diagnosis 3 (7.5) 27 (67.5) 10 (25.0)
About treatment 8 (20.0) 14 (35.0) 18 (45.0)
About support services 10 (25.0) 30 (75.0) 0 (0.0)
About caregiving for OILD 12 (30.0) 5 (12.5) 23 (57.5)
About books, websites, papers on dementia 4 (10.0) 33 (82.5) 3 (7.5)

Source: Authors, 2022.

Figure 1. Reasons why healthcare professionals do not provide or only occasionally provide information/guidance 
and do not perform or only occasionally perform actions for caregivers. Tangará da Serra - MT, 2022.

Source: Authors, 2022.
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Table 3. Percentage distribution of the classification of healthcare professionals' practices regarding informal 
caregivers of older adults with dementia, according to personal and professional data. Tangará da Serra, MT, 
2022 (N=40).

Variable
Unsatisfactory Practice Satisfactory Practice
n (%) n (%) Value of p¹

Age (in Years) 0.218
26 - 29 4 (10.8) 0 (0.0)
30 - 34 17 (46.0) 1 (33.3)
35 - 39 6 (16.2) 2 (66.7)
< 40 10 (27.0) 0 (0.0)
Sex 0.455
Female 28 (75.7) 3 (100.0)
Male 9 (24.3) 0 (0.0)
Profession 0.500
Nurse 19 (51.3) 1 (33.3)
Physician 18 (48.7) 2 (66.7)
Years of education (in Years) 0.538
2 - 8 19 (51.3) 2 (66.7)
9 - 17 18 (48.7) 1 (33.3)
Highest degree 0.704
Graduation 12 (32.4) 1 (33.3)
Postgraduate diploma 25 (67.6) 2 (66.7)
Area where they worked the most 0.455
Primary Care 28 (75.7) 3 (100.0)
Others 9 (24.3) 0 (0.0)
Education in geriatrics and gerontology / gerontology   0.925
Yes 1 (2.7) 0 (0.0)
No 36 (97.3) 3 (100.0)
Years working in the unit 0.394
Up to 3 32 (86.5) 2 (66.7)
More than 3 5 (13.5) 1 (33.3)
Received content on dementia 0.723
Yes 33 (89.2) 3 (100.0)
No 4 (10.8) 0 (0.0)
Received content on caregivers   0.786
Yes 3 (8.1) 0 (0.0)
No 34 (91.9) 3 (100.0)
Participated in dementia training 0.149
Yes 8 (21.6) 2 (66.7)
No 29 (78.4) 1 (33.3)

1Fisher’s exact test. Source: Authors, 2022.
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Due to the lack of variability in the responses to 
the questions related to the dependent variables of 
knowledge and attitudes, as 100% of the participants 
met the classification criteria for the answers 
established, bivariate analysis between the dependent 
and independent variables was only conducted with the 
dependent variable "Practices." As a result, it can be 
observed in Table 3 that after bivariate analysis, there 
was no significant association between the practices of 
healthcare professionals regarding informal caregivers 
of older adults with dementia and the personal and 
work characteristics of the professionals.

DISCUSSION

According to the literature review conducted, 
no studies were found that aimed to investigate 
the knowledge, attitudes, and practices (KAP) of 
healthcare professionals regarding the care situations 
experienced by caregivers of older individual living 
with dementia (OILD). From what is known in the 
literature, there are several studies using the KAP 
methodology, but the focus is on the knowledge, 
attitudes, and practices of healthcare professionals 
regarding dementia or OILD20,21. In this sense, 
there is a scarcity of studies that allow for result 
comparisons. However, examining related literature, 
some conjectures can be made regarding the results.

The main result of this study shows that healthcare 
professionals, in their relationship with ICs during 
the care of OILD, have satisfactory knowledge 
and favorable attitudes but insufficient practices 
regarding caregivers and the care situations they 
experience.

Regarding knowledge, there is evidence from 
research that highlights a lack of knowledge among 
healthcare professionals regarding dementia16,17, 
diagnoses, and treatment. Studies indicate that 
professionals report deficiencies in content and 
training related to dementia during their education, 
which hampers their ability to care for patients with 
this condition. A systematic review of 19 studies 
found a significant deficit in the knowledge of nurses 
regarding care for OILDs21. Similarly, an integrative 
review of 38 studies revealed that the knowledge 

of healthcare professionals about dementia, both in 
developed and developing countries, is moderate. 
This is linked to limited professional training and 
inadequate education22. This information aligns with 
the educational background of the participants in 
this study, who reported having limited education 
on dementia.

In this context, the finding that professionals 
have satisfactory knowledge about caregivers and the 
caregiving situations they experience is noteworthy. 
A comprehensive education on dementia should 
encompass not only disease-related content but 
all aspects of the experiences of individuals living 
with it. This way, healthcare professionals would 
theoretically understand the caregiving conditions 
for OILDs.

One possible explanation for the findings in this 
study is that the knowledge professionals claim to 
have about caregivers may come from their practical 
experience in caring for OILDs. This is supported 
by a study conducted in Beijing, where physicians 
and nurses stated that they gained experience in 
dementia care through clinical practice, books, and 
the internet17. Similarly, in another study in England, 
healthcare professionals reported ambivalence about 
the value of their dementia education as part of 
their professional qualification. They expressed that 
learning through experience and from their peers was 
more beneficial than relying solely on their formal 
education, suggesting that formal education could be 
either beneficial or not, as they learned more from 
practical experience and colleagues than from it23.

Likely, listening to caregivers' demands during 
healthcare encounters may have provided professionals 
with knowledge about their situation. This was 
observed in a study conducted in France on the 
clinical practices of physicians in dementia care. In 
that study, physicians reported that they perceived 
that families of patients felt helpless, isolated, and 
distressed, and they heard them talk about family 
loneliness, feelings of abandonment, and frustration in 
trying to understand social services24. Furthermore, in 
another study, healthcare professionals stated that they 
were aware that among the various burdens caregivers 
bear, the psychological burden is the most severe6.
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Certainly, over time, experience provides several 
opportunities to get to know PWD and their 
caregivers, especially in Primary Care, where there 
are more chances for regular encounters between 
professionals and them, whether at the healthcare 
facility or during home visits. However, knowledge 
acquired solely through experience brings a lot of 
subjectivity, resulting in uncertainty, insecurity, 
delays, or a lack of problem resolution. The literature 
demonstrates that many of the caregivers' needs 
are not taken into account or are not addressed by 
professionals, and caregivers expect this from those 
who assist them22,25.

In light of this, it is advocated that healthcare 
professionals, instead of solely acquiring knowledge 
about dementia and individuals living with the 
disease through experience, seek scientific knowledge 
through training, education, specialized literature, 
and reputable organizations' websites to enhance the 
quality of their care for these individuals.

Regarding the finding of this study that healthcare 
professionals have favorable attitudes towards the 
situation of ICs providing care for OILDs, there are 
studies in the literature on healthcare professionals' 
attitudes towards dementia care that indicate they 
have positive attitudes towards caregivers.

Findings consistent with favorable attitudes 
demonstrate that healthcare professionals express 
empathetic attitudes in their communication with 
the patient and the caregiver and are concerned about 
the caregiver's suffering and burden arising from 
caring for OILDs6,16,26,27. According to the literature, 
professionals believe that caregivers need support and 
counseling20; they consider it important to dedicate 
time not only to the patient but also to the caregiver, 
assisting them in coping with the consequences of 
the disease16. Furthermore, professionals think they 
should provide knowledge about the disease to help 
caregivers deal with the condition's consequences13.

The result that the professionals in this study 
have favorable attitudes indicates that they may hold 
positive attitudes toward caregivers of OILDs. This 
is important because it contributes to the quality of 
care provided by physicians and nurses in dementia. 
Nevertheless, considering that the literature shows 
negative attitudes toward caregivers5,12,13,16,26,27, it 

is essential that training programs include in their 
curricula not only content about dementia but also 
focus on educating professionals capable of having 
positive attitudes toward those living with the disease 
and its consequences.

The result of this study, indicating that the 
healthcare professionals' practices concerning 
the situation of ICs providing care to OILDs 
are insufficient, reveals a paradox between the 
knowledge and attitudes of the participants in this 
study regarding caregivers and their actual practices. 
These practices are not aligned with the needs 
identified in these caregivers and those that the 
professionals believe they have.

The finding of insufficient practices among 
healthcare professionals is consistent with the existing 
literature, particularly concerning information, 
guidance, and support. Studies involving professionals 
have shown that they offer little to no information or 
education about dementia to caregivers12,17,25, provide 
limited psychological help12,17 and support, and offer 
some form of counseling20.

Similarly, there are studies in which caregivers 
report not receiving as much information as they 
would like12 and receiving little to no information28. 
Furthermore, studies indicate that the information 
provided about the disease is not very clear11 and that 
professionals tend to focus more on medications than 
on dementia, its implications, and care practices5.

When it was observed that both nurses and 
physicians are failing to perform essential practices, 
primarily related to providing information and 
guidance, as well as support and health education, 
it highlights a deficiency in the attention given 
by primary healthcare professionals to caregivers 
of OILDs. The inadequacy of these practices 
contributes to caregivers experiencing not only 
physical burden but also psychosocial distress. The 
literature underscores that caregivers express that 
the lack of attention from healthcare professionals 
leads to anxiety and stress11, confusion, tension, and 
uncertainty9.

Similarly, studies demonstrate that the more 
knowledge the caregiver has about the disease, 
the lower the burden they experience29, and that 
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providing information and guidance to caregivers 
of patients with dementia about the symptoms, 
disease progression, and treatment can improve 
depression and burden30.

In this regard, healthcare professionals and 
services, especially those in Primary Care, can rely 
on a body of scientific evidence that supports best 
practices in the care of OILDs and their caregivers30,31. 
These are studies that demonstrate the effectiveness 
of support groups for caregivers to better cope with 
the disease and its consequences.

Similarly, with the advent of technology, studies 
have demonstrated new possibilities for supporting 
these caregivers through the use of websites, videos, 
and apps28. For example, a meta-analysis aimed at 
examining the effect of web-based interventions 
focused on caregivers indicated positive effects on 
caregiver self-efficacy, self-esteem, and caregiver 
stress10. Additionally, another study that provided 
professional support to caregivers of OILDs via 
telephone showed an improvement in caregiver 
burden, depression, and caregiver self-efficacy32.

Furthermore, to provide more and better 
information, healthcare professionals can use tools 
and resources to assist caregivers such as brochures, 
books, and instructional materials5. Professionals can 
also consider the use of electronic resources, such 
as the internet, media, and smartphones, as sources 
of health information25.

Regarding the reasons presented by healthcare 
professionals in this study for not taking actions 
directed at caregivers, studies have shown similar 
reasons. These reasons include lack of time5,17,27,33, 
communication difficulties27, and challenges in 
managing family issues associated with dementia33 

and also family expectations16. Additionally, limited 
training on caring for OILDs patients and their 
caregivers16,17,22,26,33, as well as insufficient knowledge 
about support services5,27, contribute to these 
challenges.

It's evident that these reasons encompass 
both personal factors related to the professionals 
themselves, such as knowledge gaps and difficulties 
in managing familial issues associated with dementia, 

as well as systemic factors connected to the healthcare 
services and institutions where they work, including 
time constraints and inadequate training on caring for 
OILDs patients and their caregivers. These combined 
challenges underscore the need for comprehensive 
support and interventions for both professionals 
and the services they provide.

Absolutely, addressing these barriers is crucial to 
improving the care provided to both caregivers and 
OILD patients. Educational institutions should focus 
on better preparing nurses and physicians to meet the 
needs of these individuals, and healthcare services 
should invest in ongoing professional development 
for their staff. Initiatives like establishing support 
groups have been recommended as a cost-effective 
means of assisting caregivers and OILD patients, as 
they offer opportunities for learning and interaction 
while keeping financial costs low31.

The lack of association between the "practices" 
variable and the independent variables may indeed 
be influenced by the sample size and its homogeneity 
in terms of the professional and sociodemographic 
characteristics of the participants.

Furthermore, the fact that 100% of the 
professionals in the study demonstrated knowledge 
and favorable attitudes towards caregivers may suggest 
that the instrument used for this research had limited 
discriminatory power, despite the validation process 
it underwent. The explanation for all professionals in 
this study having knowledge and favorable attitudes 
towards caregivers may be related to their experience 
in providing care to OILDs. However, it's possible that 
there was a courtesy bias in this study, where people 
“tend to provide responses they believe are correct, 
acceptable, and appreciated when faced with a research 
question”34. Additionally, considering that attitudes 
are a construct that involves cognitive and affective 
components and a tendency to act35, and that they are 
"a relatively enduring belief system about a subject, 
object, or concept that predisposes a person to respond 
in a preferential way"14, it's possible that professionals 
made their attitude statements regarding caregivers in 
an effort to respond to the researcher in a manner that 
aligns with socially desirable responses. To reduce this 
type of bias in future research, it's recommended that 
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data collection be conducted through self-administered 
online or printed questionnaires.

CONCLUSION

This study identified that the knowledge of 
healthcare professionals is satisfactory, their 
attitudes are favorable, and their practices are 
insufficient. The insufficient practices of physicians 
and nurses directly impact the lives of informal 
caregivers and the care of elderly individuals living 
with dementia. Therefore, there is a need to invest in 
the training and continuing education of healthcare 
professionals, particularly nurses and physicians, 
to improve their attention to both caregivers and 
elderly individuals living with dementia.

This research has some limitations. The first 
is related to the data collection instrument, which 
showed limited discriminatory power, even though 
it was validated by experts. The second pertains 
to the courtesy bias, which occurs when people 
provide responses they believe are correct or socially 
acceptable. The findings also provide insights for 
primary healthcare professionals to reconsider their 
caregiving practices, aiming to provide greater 
support to informal caregivers of elderly individuals 
living with dementia through home visits, caregiver 
consultations, and support group formation. A 
suggestive question for future studies is the need 
for interventions that promote better healthcare 
practices for this population.
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Acceptability of a home-based multicomponent exercise program 
(Vivifrail®) for the oldest-old via videoconferencing during the 
Covid-19 pandemic
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Abstract
Objective: To investigate the acceptability and adequacy of a multicomponent exercise 
program via videoconferencing for the oldest-old in Porto Alegre, a city in southern 
Brazil. Method: This is a quasi-experimental study. Fourteen participants were enrolled 
in the multicomponent exercise program Vivifrail® for 12 weeks, 5 days a week, with 
weekly video calls for assessment of acceptability and adequacy. The acceptability and 
adequacy questionnaire was based on 6 barriers that older adults face when engaging in 
physical exercise. Responses were measured using a 5-point Likert scale ranging from 0 to 
4 points, with a maximum score of 24 points (maximum acceptability). Results: Fourteen 
participants (89.07±6.30 years) concluded the protocol, with an acceptability rate of 70%. 
Internal consistency was moderate, with a Cronbach’s coefficient alpha of 0.7. Participants 
showed an overall increase in acceptability and adequacy (from 17.8±3.51 points in the 
first week to 22.0±2.94 in the 12th week). Four participants (28.6%) required some 
modification to the exercise protocol. Conclusion: The Vivifrail® protocol, together with 
weekly follow-up via videoconferencing, was well accepted and adequate. It could be an 
important tool for promoting quality of life, especially in the oldest-old with difficulty 
leaving home. The acceptability questionnaire was able to detect exercise barriers and 
suggest possible modifications to the training program and could be presented as a 
suggestion for the evaluation of intervention protocols in the oldest-old population. 
Therefore, the Vivifrail® protocol, with weekly follow-up via videoconferencing, could 
be a new field of intervention for health professionals.
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INTRODUC TION

Aging is a natural, slow, and gradual process that 
induces biological changes throughout the body, 
manifested by a progressive reduction in functional 
capacity, which is particularly evident in the oldest-
old1,2. Physical inactivity, combined with chronic 
conditions prevalent in this age group, can lead to a 
higher risk of adverse health outcomes. Studies show 
that inactive older adults have an increased risk of 
falls (39%), mortality (31%), loss of independence 
(50%), frailty (48%), hospitalization (15%), and 
institutionalization (21%) compared with physically 
active counterparts3-5.Annually, physical inactivity 
is estimated to incur $53 million in public health 
expenses globally6. 

Physical exercise is crucial for the promotion of 
a healthy phenotype in older adults, and its main 
benefits include the improvement of functional 
capacity and the preservation of autonomy and 
independence for longer7. Benefits have been reported 
for different exercise modalities, such as resistance 
training, aerobic training, pilates, among others8-10. 

However, choosing the right type of exercise is 
extremely important.

According to the World Health Organization 
(WHO) 11, for older individuals to obtain significant 
gains, they should adhere to exercise programs 
that promote the development of physical fitness 
components such as aerobic capacity, muscular 
endurance, balance, and f lexibil ity, that is, 
multicomponent training. However, physical exercise 
interventions in the oldest-old have not been reported 
as frequently as in the youngest-old12. Likewise, little 
is known about the acceptability and adequacy of 
a multicomponent physical exercise program for 
the oldest-old. Biehl-Printes et al.13 reported that 
lack of interest was the main reason for the oldest-
old not participating in physical exercise programs. 
Krug Lopes & Mazo12 also mentioned reasons such 
as physical limitations, poor disposition, excessive 
care from family members, and inadequate exercises 
(insufficient or very intense). 

Promoting healthy practices and behaviors among 
older individuals is crucial, especially during periods 
such as the Covid-19 pandemic, in which containment 

strategies such as the lockdown negatively impacted 
the health of the population14. On the other hand, 
the lockdown made older adults more familiar with 
technologies such as videoconferecing15. Therefore, 
home-based exercise programs via videoconferencing 
can be an alternative to improve or maintain 
functional capacity in this population14, and may also 
be well received in periods other than the pandemic, 
as home exercises had already been proven to benefit 
older adults long before Covid-1916,17. 

In this context, Vivifrail® was developed as a 
multicomponent home exercise program to improve 
the functional capacity of older adults18. The program 
proposes different exercise protocols based on the 
participant’s functional capacity, ranging from frail 
to robust states. However, to date, no study has 
investigated the acceptability and adequacy of this 
type of intervention in the oldest-old. Therefore, 
this study aims to investigate the acceptability and 
adequacy of a home-based multicomponent exercise 
program via videoconferencing among the oldest-old 
in Porto Alegre, a city in southern Brazil. 

METHODS 

This is a quasi-experimental study with a repeated 
measures design, involving weekly monitoring of 
exercise acceptability. Participants were recruited 
from follow-up studies of nonagenarians previously 
enrolled in home-based research and healthy 
volunteers who signed up for projects at the 
Pontifícia Universidade Católica do Rio Grande 
do Sul (PUCRS). Participants were selected by 
convenience sampling through telephone calls in 
which the researcher explained the study to the 
participant, who agreed to participate or not. 

The study was approved by the institutional 
Resea rch  Et h ics  Com m it tee  (nu mber 
21628419.9.0000.5336) and was conducted in 
accordance with the Declaration of Helsinki19. 

The inclusion criteria were patients aged ≥ 80 
years previously enrolled in PUCRS projects. The 
exclusion criteria were not having a smartphone 
for videoconferencing, not having a companion 
available during the evaluation and practice of the 
proposed exercises, and inability to respond to verbal 
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commands, in addition to the exclusion criteria 
defined by the Vivifrail® protocol18. 

Initially, the study was presented to potential 
participants or their caregivers by phone, and a video 
call was schedule for the initial evaluation. The lead 
researcher emphasized the importance of a caregiver 
or family member being present during the assessment 
and explained about the Informed Consent Form 
(ICF), which was sent by mail for signature.

After the participant signed the ICF, the trained 
researcher conducted the physical assessment and 
administered the comprehensive questionnaire on 
sociodemographic and clinical conditions at the 
initial, intermediate (6 weeks), and final (12 weeks) 
assessments via videoconferencing. The instrument 
on sociodemographic and clinical conditions 
collected information on the presence of symptoms 
and illnesses related to exclusion criteria or that could 
interfere with the acceptance of exercise practices 
(joint pains, depression, or dizziness). It also inquired 
about physical exercise routines, falls, ease or difficulty 
in performing functional activities, cognition, and 
memory (Geriatric Depression Scale and Mini-
Mental State Examination). Physical evaluation was 
conducted according to Vivifrail® recommendations 
to determine the best exercise passport based on the 
participant’s functional capacity and risk of falls18. 
Functional capacity was assessed using the Short 
Physical Performance Battery (SPPB) and the risk 
of falls was assessed using a 4-step protocol. The 
assessment was described in full by Izquierdo et al.18 

Chart 1 shows the best exercise passport according 
to the functional assessment score (SPPB).

The exercise program took place from October to 
December 2020, 5 times a week, totaling 60 sessions 

over 12 weeks. Each participant received an exercise 
passport (protocol manual) by mail and performed 
the exercises at home with the presence of an adult 
caregiver. The researcher contacted the participants 
weekly via videoconferencing to monitor the exercises, 
clarify any potential questions or issues, and evaluate 
acceptability of exercises, as described below. 

Each passport contains movement illustrations 
with descriptions of initial position, performance, 
final position, risks, and contraindications. All 
passports should be executed in a daily routine lasting 
30 to 45 minutes, from Monday to Friday, over 12 
weeks. In addition, each passport includes an activity 
diary for participants to track their progress. During 
“circuit” sessions, participants should perform all 
circuit exercises, and during “walking” sessions, 
participants should only walk. Patients considered at 
risk of falls received a passport marked with a plus 
(+) sign (B+ and C+). The exercise passports were 
published by Izquierdo et al.20 and are available at: 
https://vivifrail.com.  

The main outcomes measured were the 
acceptability and adequacy of the exercise program 
over 12 weeks. As there were no instruments available 
that could adequately assess patient progress in the 
setting of our study, we constructed a questionnaire 
to understand the difficulties and acceptability of 
the exercises by the participants. The questionnaire 
was not validated. Questions were based on the 6 
barriers that older adults face when trying to engage 
in physical activity described by González et al.21 
The questionnaire was administered weekly by 
the researcher via videoconferencing over the 12 
weeks of the exercise protocol, and responses were 
measured using a 5-point Likert scale.

Chart 1. Classification of the Vivifrail® passport according to the functional assessment score, Porto Alegre/
RS, 2021.

SPPB score Classification
0-3 A: Disabled
4-6 B: Frail
7-9 C: Prefrail
10-12 D: Robust

Source: Izquierdo et al.18.
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Participants were asked about (1) the importance 
they attributed to engaging in physical exercise 
(none/very little [0 points] to extremely important 
[4 points]), (2) their acceptability and satisfaction 
of the exercises (none/very little [0 points] to 
very high [4 points]), (3) the discomfort they felt 
during the exercises (none/very little [4]; mild [3]; 
indifferent/moderate [2]; very bad [1]; severe [0]), 
(4) how challenging it was to perform the exercises 
(none/very little [4]; little [3]; indifferent/moderate 
[2]; very challenging [1]; extremely challenging 
[0]), (5) exercise duration (very little/none [0]; little 
[2]; indifferent/sufficient [4]; a lot/extremely high 
[2]; too much [0]), and (6) whether the exercises 
could assist in activities of daily living (very little/
insignificant [0 points] to extremely important 
[4 points]). Participants had to justify all their 
answers, allowing the researcher to understand the 
difficulties and discomforts they experienced and, 
when necessary, adapt some exercises according to 
individual needs and limitations.

The score ranges from 0 to 24 points, with 
higher scores indicating greater acceptability. 
Internal consistency assessment was performed using 
Cronbach’s alpha, which estimates the reliability of 
a questionnaire constructed for research projects22. 
Freitas and Rodrigues23 suggest using the following 
ranges to rate reliability according to Cronbach’s 
alpha: (A) a £ 0.30 – Very low; (B) 0,30 < a £ 0.60 
– Low; (C) 0.60 < a  0.75 – Moderate; (D) 0.75 < a 
£ 0.90 – High; and (E) a > 0.90 – Very high.

At the end of each session, an acceptability score 
was calculated for each participant. Pearson’s linear 
correlation was used to assess the correlation between 
the degree of acceptability in each assessment and 
the follow-up time. A p-value <0.05 was considered 
statistically significant.

DATA AVAIL ABIL IT Y

The dataset supporting the results of this study is 
available upon request to the corresponding author 
Ana Paula Tiecker (ana.tiecker96@edu.pucrs.br).

RESULTS

Of 20 participants initially evaluated, 14 (70%), 
with a mean age of 89,07±6,30 years completed the 
study. Reasons for dropping out included osteoarticular 
disease in 2 (33%) and a lack of will to continue in 
4 (67%). Five (83%) of those who dropped out were 
women and 1 (17%) was a man, with a mean age of 
93.8±3.96 years. Figure 1 shows a progressive increase 
in exercise acceptability over the 12-week period. 
Pearson’s linear correlation showed, with a 95% 
correlation, a 0.323-point increase in acceptability per 
week. At the end of the 12-week period, participants 
had an increase of 4.2 points (from 17.8±3.51 to 
22±2.94), with a statically significant correlation (p 
<0.001 and a sample power >0.99). Statistical power 
was calculated using the G*Power software, assuming 
an alpha of 0.001, a sample size of 14, and an effect 
size of 50 (the maximum allowed by the program).

Source: The authors, 2022. Notes: R2 = correlation coefficient.

Figure 1. Exercise acceptability over the 12-week intervention period, Porto Alegre/RS, 2021.
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Acceptability was not improved in only 2 
participants due to pain or lack of commitment. 
Four (28.6%) required some exercise modifications, 
including a participant suffering from pain and 
discomfort due to osteoarticular disease that required 
an almost complete passport change. Another 
participant required temporary modifications 
because of knee inflammation, with interruption 
of 2 exercises: sitting and standing, and climbing 
and descending stairs. Two participants needed to 
increase rest intervals during walking because of 
extreme fatigue. 

Internal consistency analysis of the acceptability 
questionnaire yielded a consistency of 66% when 
including all questions. After removal of question 4, 
as all participants responded that exercise duration 
was adequate over the 12-week period, internal 
consistency increased to 70%. Both consistency 
levels are considered moderate.

Acceptability of the exercises proposed by 
Vivifrail® was improved in most participants, as 
shown in Figure 1. In the subjective assessment, 
participants were asked about the reasons behind 
their responses. The most representative responses 
are shown in Table 2. 

Regarding the importance of performing the 
proposed exercises, 12 (85%) participants found it 
important or extremely important because exercise 
makes them more energetic, helps reduce pain, can 
help in the performance of daily activities, and because 
the body needs to stay healthy. Their perception did 
not change over the 12-week intervention period. 
The other 2 (15%) changed their perception from not 
important to little important and from not important 
to very important.

When asked about satisfaction with the proposed 
exercises, 13 (93%) participants were satisfied from 
the first week. Only 1 (7%) participant responded 
“indifferent” because they had difficulty performing 
the exercises. As the weeks passed, the satisfaction 
of the 13 participants further improved, while the 
other participant remained dissatisfied during the 
follow-up weeks because they only liked to walk and 
were more involved in a hobby (fixing furniture). 
After some adjustments, the participant became 

more motivated but remained dissatisfied. At the 
end of the 12-week period, participants, in general, 
were very satisfied with the exercises. 

Regarding discomfort, 10 (71%) participants felt 
some discomfort in the first week, including fatigue 
and pain during or after exercise. At the beginning 
of the program, 2 participants felt pain during a 
specific upper limb stretch, and another developed 
knee pain. After some adjustments (interruption 
or reduction of exercises that could aggravate 
symptoms), pain reduced and acceptability increased 
in these patients. After 6 weeks, 6 (42%) participants 
still experienced fatigue, and pain was reduced in 
those who reported it at the beginning of the study. 
Only 1 participant started experiencing pain during 
the follow-up weeks as a result of osteoarticular 
disease, which was aggravated by the exercises. The 
rest of the participants no longer experienced any 
discomfort. At the end of the 12-week program, 2 
(14%) participants continued to experience some 
discomfort: one due to fatigue from walking, which 
had significantly decreased since the beginning 
of the program, and the other due to pain from 
osteoarticular disease. 

Seven (50%) participants found it very or 
extremely difficult to perform the proposed exercises 
in the first week, mainly due to the time they had been 
without exercising. The exercise that participants 
found most challenging was walking within the time 
proposed by the passport, and some experienced 
difficulty even after implementation of rest intervals. 
Upper limb stretching was also challenging for 2 
participants. The difficulty decreased with exercise 
adjustments, longer rest intervals, and replacement 
of the stretching exercise. With each passing week, 
participants experienced less difficulty and improved 
physical condition. Ten (71%) participants reported 
feeling very little or little difficulty at the end of the 
12 weeks. 

Regarding duration, all participants found it 
adequate since the first week. Ten (71%) participants 
reported that exercise could help in daily activities. 
As the weeks passed, not only participants but also 
caregivers and family members reported physical 
improvements and greater ease for participants in 
performing their daily activities.
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Chart 2. Subjective assessment of responses to the acceptability questionnaire in the follow-up weeks, Porto 
Alegre-(RS), 2022.

End of 1st week End of 6th week End of 12th week
Importance of 
performing the 
proposed exercises

Most participants found it 
important:
“Because exercise makes you 
feel more energetic”; “It helps 
reduce pain, it can help with my 
daily activities”; “Because the 
body needs to stay healthy.”

The vast majority continued 
to report the same level of 
importance, while others 
began to see it as more 
important. 

The vast majority reported that 
the proposed exercises were very 
important: 
 “My physical condition 
improved after exercising, my 
movements are better. I think 
it’s extremely important”; “I can 
walk more easily and steadily.”

Satisfaction in 
performing the 
exercises

The vast majority of 
participants were satisfied from 
the first week. Reasons included 
the following: “Because I feel 
better”; “Because I can do them 
all”; “Because it’s helping with 
my pain.” Only 1 participant 
responded “indifferent”, 
as he was having difficulty 
performing the exercises, which 
were adjusted over the weeks.

Most participants were 
satisfied with the exercises. 
Only 1 participant was not 
satisfied and did not adhere to 
the exercise program because, 
according to him, he did not 
like exercising, he just liked 
walking. We made some 
adjustments to the exercise 
program and encouraged him 
to do as many times a week as 
possible (up to 5 times).

Participants were very satisfied 
with the exercises: “I'm satisfied 
because my physical condition 
has improved a lot. I am 
walking more easily and that 
makes me happy”; “Because in 
those 12 weeks I enjoyed it. I 
hoped to improve a little and I 
did.” The participant who was 
not satisfied and did not adhere 
to the exercise program did not 
change his perception, as he did 
not like exercising.

Discomfort when 
performing the 
exercises

The vast majority felt some 
type of discomfort, including 
fatigue and pain during or 
after exercise. Pain during 
exercise was observed in 2 
participants and, for both, 
it was related to upper limb 
stretching; we made some 
modifications to the exercise to 
improve acceptability. Another 
participant had pain due to 
knee inflammation. To improve 
acceptability, we made some 
adjustments to the exercises 
that could aggravate symptoms.

Some participants continued 
to experience fatigue, while 
pain decreased for most who 
reported it. One participant 
began to experience pain 
during the follow-up weeks 
due to osteoarticular disease; 
according to the participant, 
some exercises aggravated 
the pain. Some changes were 
made to allow participants 
to continue in the exercise 
program.

At the end of the 12 weeks, only 
2 participants continued to feel 
discomfort during exercise. One 
was due to fatigue from walking 
and the other was due to pain 
from osteoarticular disease.

 

Difficulty 
performing the 
exercises

Half of participants found it 
a little difficult or extremely 
difficult to perform the 
proposed exercises in the first 
week. Some of the reasons 
included: “I haven’t exercised 
for a long time”; “I don’t do 
anything anymore. I don’t even 
leave the house anymore.” 
Walking was considered the 
most challenging exercise. 
Two participants needed to 
increase their rest interval 
during the walk.

Each week, participants who 
reported difficulty said it got 
easier and that they felt better 
and more energetic.
Only 2 participants reported 
some difficulty  during the 
follow-up period: one because 
he still felt very tired while 
walking and the other because 
of pain due to osteoarticular 
disease. 

Only 2 participants continued 
to experience difficulty: one 
due to fatigue from walking, 
but which was related to a very 
reduced functional capacity, and 
the other because of pain due to 
osteoarticular disease. Both said 
it got better over the 12-week 
period.

to be continued
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DISCUSSION 

The main study findings demonstrate that a 
12-week home-based multicomponent exercise 
program, supported by weekly follow=up via 
videoconferencing, was well-received by participants. 
Acceptability progressively increased over the 12-week 
period, with subjective reports of improvement by the 
participants. Weekly follow-up with application of 
the acceptability questionnaire via videoconferencing 
revealed a good acceptability rate of the exercises 
proposed by Vivifrail®. Moreover, the program 
proved to be adequate for this population of older 
individuals, especially during the Covid-19 pandemic, 
as it offered support during this challenging time.

Acceptability is crucial for treatment adherence 
and outcomes24, particularly among the oldest-old, 
who are less inclined to engage in physical activity13,25. 
Lopes et al.25 showed that the place where physical 
activity is performed has a significant impact on 
acceptability by the oldest-old. Appropriate places 

facilitate engagement for both active and inactive 
older individuals, especially if closer to home, as 
they (especially women) find it more difficult to 
leave their homes25,26. Additionally, participants 
were in lockdown due to the Covid-19 pandemic, 
consequently leading to a reduction in physical 
exercise despite health authorities’ encouragement14,27. 
Thus, home-based activities might be better suited 
for these individuals.

Other factors affecting acceptability are the belief 
that an intervention will be effective (ie, outcome 
expectation) and adherence to the intervention (ie, 
efficacy expectation) 25,28. By conducting weekly 
follow-up via videoconferencing, we allowed 
participants to self-evaluate and report difficulties 
and improvements, which in turn allowed us to better 
adapt the exercises when necessary, contributing to 
a better acceptability rate. The literature has also 
shown that, before initiating an exercise program, it 
is important that participants receive a detailed verbal 
and written description of the program that informs 

Continuation of Chart 2

End of 1st week End of 6th week End of 12th week
Duration of 
exercises

All participants found exercise 
duration adequate.

It remained adequate for 
everyone.

It remained adequate for 
everyone.

Can physical 
activity help with 
activities of daily 
living?

Participants described the 
following expectations: “I think 
exercise will help me walk 
better”; “It will give me more 
strength to do the tasks here at 
home”; “I feel like it will help 
me a lot, I feel stronger now”; 
"When the pandemic is over, I 
want to be well so I can do the 
same activities as before, and 
exercise can help me with that."

With each passing week, 
the reports changed. The 
vast majority reported 
improvement in physical 
capacity, such as walking 
better and carrying out 
activities of daily living with 
more ease. 

At the end of the 12 weeks, 
participants as well as caregivers 
and family members reported 
improvements in the physical 
condition of participants: “I have 
been able to feed myself every 
day, I feel more capable”; “I feel 
like I have more energy, I can do 
more activities throughout the 
day than before”; “Caregiver: 
She can get out of bed without 
much help and get dressed 
too”; “Participant’s daughter: 
I no longer need to help him 
get up from the chair, he takes 
the walker and gets up on his 
own”; “I’m walking without a 
walker, now I just use a cane, I’m 
stronger”; “It has improved my 
mobility and ability to do things 
with my arms and hands.”; “After 
I started exercising, I no longer 
felt any pain in my legs.”
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the frequency, intensity, duration, modality, load, and 
progression of the exercise29. A clear description of 
the program promotes motivation and adherence 
among participants, as was observed in this study. 
To the best of our knowledge, data on acceptability 
of exercise protocols among the oldest-old are scarce, 
making this the first study to evaluate such outcomes 
in this population. 

Participants’ acceptability of the exercise program 
is crucial for achieving successful outcomes. Recent 
studies have suggested strategies to minimize the 
effects of social isolation in older people, considering 
the significant repercussions of physical inactivity 
in this population15,30. Chaabene et al.16 conducted 
a meta-analysis to evaluate the effects of online 
home-based exercise programs on the physical fitness 
of healthy older people. They showed that home 
exercises can improve physical fitness and functional 
health aspects such as strength, muscular endurance, 
and balance. In Brazil, one of the few studies using 
an online intervention during the pandemic reported 
the experience of only one participant, an older adult. 
The online experience was positive both in terms of 
organization and execution, and the patient positively 
adhered to the program31. Therefore, physical exercise 
programs via videoconferencing, when well accepted 
by the participants, are an important alternative to 
reduce the effects of a sedentary lifestyle. 

Given the paucity of studies investigating the 
acceptability of home-based physical exercise 
protocols, we sought to support our findings with 
different studies evaluating acceptability. Bower et al.32 
evaluated, among other outcomes, the acceptability 
of an exercise program based on interactive gaming 
technology. As in this study, the authors observed 
a good acceptability rate among most participants 
(92.5%), as well as increasing acceptability as 
modifications were made to the interactive games. 
This suggests that acceptability involves various 
aspects of human behavior and is directly linked to 
adherence and continued engagement in physical 
exercise programs. Bacha et al.33 evaluated postural 
control in older patients using Kinect Adventures 
versus conventional physical therapy in a controlled 
randomized study, assessing treatment acceptability 
and adherence. In terms of acceptability, both groups 

were satisfied with the interventions, with a 91% 
adherence rate. This highlights that acceptability 
improves engagement in proposed activities. 

In our study, multicomponent exercises were 
successfully administered via videoconferencing 
without in-person monitoring. The recent literature 
shows that exercises performed at home with minimal 
supervision produce significant health benefits for 
older patients32. A recent meta-analysis by Kis et 
al.34 showed that minimally supervised home-based 
physical training is a safe, effective, and cost-efficient 
option to increase lower body muscle strength in 
older individuals with different health conditions. 

This study has some limitations. The small 
sample size, lack of randomization, absence of a 
control group, and mandatory smartphone use 
might limit the generalization of results with higher 
evidence levels. However, mandatory smartphone 
use was not a major restriction on participation 
in this study. Another limitation is the lack of a 
validated acceptability questionnaire, and the fact 
that the proposed questionnaire had a moderate 
internal consistency. In addition, the results may 
have been influenced by the fact that the researcher 
who applied the acceptability questionnaire was the 
same person who guided the proposed intervention. 
The research setting, in which participants had a 
prior and trusting relationship with the researcher, 
and the fact that they were contacted and monitored 
during a period of psychological vulnerability, may 
have favored the positive results.

Nevertheless, a trust-based relat ionship 
should exist between patients and all health care 
professionals, and we believe a similar environment 
could be reproduced in other health care settings. 
It is important to note that, to the best of our 
knowledge, this is the first Brazilian study to assess 
the acceptability of the multimodal exercise protocol 
Vivifrail® during lockdown via videoconferencing. 
Although the lack of in-person meetings with 
participants presented many challenges, we were able 
to overcome them. From a practical perspective, our 
findings suggest good acceptability and adequacy of 
a low-cost, easy-to-follow, and monitorable exercise 
intervention aiming to improve functional capacity 
in the oldest-old, particularly during lockdown. 
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Home-based programs like Vivifrail® seem to 
be a useful strategy to promote physical activity 
among older individuals, particularly the oldest-old, 
reducing adverse effects associated with sedentary 
behavior in this population. 

CONCLUSION

In this study, a multicomponent and individualized 
home training program, with weekly monitoring 
via videoconferencing for 12 weeks, was well 
accepted and adequate for a population of oldest-
old individuals during lockdown in Porto Alegre, 
Brazil. The acceptability questionnaire was effective 
in detecting barriers to exercises and suggesting 
possible modifications to the training program; less 
than a third of participants required adjustments to 
the initially proposed program. The questionnaire 
constructed for this study can be used to evaluate 
the acceptability of exercise programs by oldest-old 
individuals. However, it still requires validation in 
future studies.

This study was able to overcome challenges not 
presented in other studies, transforming an unusual 
situation (lockdown due to Covid-19) into a potential 
new field of intervention for health professionals. 
In fact, some study researchers, after observing the 
acceptability of the program, started to apply Vivifrail® 
to their patients during online care. Considering 

that the multicomponent exercise program can be 
performed efficiently via videoconferencing, future 
intervention projects with an adequate sample size 
and control group, using the same methodology, may 
provide the benefits suggested in this study. 
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Preventive behavior against covid-19 and its relationship with the 
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Abstract
Objective: To delineate the profile of preventive behavior against covid-19 adopted by older 
adults and investigate its correlation with social and health conditions. Method: A cross-
sectional and analytical study conducted with 72 individuals (≥ 60 years) enrolled in an 
Open University for Older Adults in the municipality of Campinas, São Paulo, Brazil. 
Participants were contacted via telephone from November 2020 to June 2021. A total of 
11 preventive measures were scrutinized to identify the behaviors adopted by older adults 
against covid-19. Data analysis employed principal component analysis, Pearson's chi-
square tests, and Fisher's exact tests, with a confidence level of 95%. Results: The adoption 
of preventive behaviors was assessed through activities such as hand hygiene with soap 
and water, use of hand sanitizer, wearing facial masks, and practicing social distancing. 
The majority of individuals reported the adoption of preventive behaviors (79.2%), and 
it was observed that those with incomes below four minimum wages exhibited higher 
proportions of compliance (87.5%) compared to individuals with incomes exceeding 10 
minimum wages (46.2%) (p=0.038). Conclusion: Preventive measures against covid-19 
were embraced by the older adults, influenced by income. The findings underscore the 
significance of educational strategies for fostering health preventive behaviors, taking 
into account the social context.
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INTRODUC TION

Coronavirus Disease (covid-19) affects the 
respiratory system, leading to severe acute respiratory 
syndrome (SARS). The epicenter of this disease 
was the capital Wuhan in the Hubei province of 
China, which reported cases since December 2019, 
attempting to contain the pathogenesis1. However, 
covid-19 rapidly spread worldwide and was declared a 
pandemic by the World Health Organization (WHO) 
on March 11, 20202.

In Brazil, as of September 8, 2023, the cumulative 
number of infected individuals was 37,783,855, 
with 705,172 reported deaths3. Notably, among 
the fatalities, there is a higher prevalence among 
older adults, classified as a high-risk group. This 
demographic exhibit increased vulnerabil ity 
due to immunosenescence and the presence of 
multiple chronic conditions such as hypertension, 
cardiovascular diseases, and chronic respiratory 
illnesses, which exacerbate the severity of covid-194.

In this context, the adoption of preventive 
measures has become paramount, including hand 
hygiene, the use of hand sanitizer, wearing facial 
masks, practicing social distancing, and avoiding 
gatherings in public places or home events, with 
the purpose of mitigating the spread of covid-19. 
These measures remained crucial until the disease 
was brought under control, especially prior to the 
widespread implementation of vaccination4.

All these precautions are deemed significant given 
the coronavirus's high propensity for mutations, 
leading to the emergence of new strains with varying 
degrees of virulence, potentially increasing the 
proportion of severe or lethal cases4. Furthermore, 
akin to the Influenza virus, it is believed that SARS-
CoV-2 will persist within the population, causing 
sporadic outbreaks, possibly during seasonal periods5.

The adoption of new behaviors takes into 
consideration the cultural context and individual 
characteristics that are intertwined with a specific 
community6. Studies have indicated a high 
adherence to preventive behaviors among the older 
population7,8. This adherence can be attributed to a 
preventive attitude stemming from the susceptibility 
and severity of the disease, as well as the influence 

of family, friends, and media9-11. Other conditions 
may indirectly influence health behavior adoption, 
including demographic, psychosocial, and structural 
factors11. One study demonstrated a greater adoption 
of preventive measures in older women with higher 
levels of education compared to men12. Additionally, 
a correlation was found between the fear of 
acquiring the pathogen and an increase in protective 
behaviors, particularly among older individuals with 
multimorbidity12,13.

Given that the adoption of preventive measures 
against the virus spread is influenced by individual, 
familial, and social contexts, this study focused on 
investigating older adults participating in the Open 
University Program for the Older Adults (OUPOA). 
This cohort was selected as the research subject 
owing to their active social engagement, which 
implies a higher likelihood of embracing preventive 
behaviors.

This study will be pertinent to understanding 
the adoption of health behaviors among older 
adults and will also guide healthcare professionals 
in formulating effective educational strategies 
for enhanced adherence to health behaviors, 
demystifying beliefs and misconceptions regarding 
covid-19 protection measures.

Thus, the aim of this study was to delineate 
the profile of preventive behavior against covid-19 
adopted by older adults and examine its correlation 
with social and health conditions.

METHOD

This is a cross-sectional and analytical study 
conducted with participants from an OUPOA in 
Campinas (SP). The OUPOA is a social program 
aimed at providing individuals (aged >50 years) 
from the university and municipal community 
with retirement preparation through the biannual 
provision of workshops, experiences, and lectures. 
The selection of this group is justified by their 
engagement in activities fostering health knowledge, 
the expansion of social connections for an improved 
quality of life, and the redefinition of the role of 
older adults in the community.
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For sample size calculation, the G*Power 3.1.9.2 
software was employed, assuming a significance 
level of 5%, test power of 80%, effect size of 0.15, 
and a 20% increment to account for potential losses, 
resulting in a minimum number of 66 participants. 
The inclusion criterion was an age equal to or greater 
than 60 years. Older adults who could not be reached 
by phone after three attempts on different days and 
times were excluded.

Data collection occurred through telephone 
calls between November 2020 and June 2021. 
A questionnaire comprising inquiries about 
demographic and socioeconomic aspects, health 
conditions, and topics related to covid-19 was 
administered during these calls. Trained interviewers 
conducted the interviews, which ranged in duration 
from 30 to 60 minutes.

During the data collection period, individuals 
were in social isolation, although there had been 
relaxations regarding the movement of people and 
businesses, as well as the commencement of covid-19 
vaccination in January 202114.

The evaluated preventive measures against 
covid-19 included handwashing, avoiding social 
gatherings, wearing a facial mask, practicing 
social distancing, using hand sanitizer, avoiding 
supermarkets/pharmacies, practicing cough 
etiquette, exercising, avoiding going out/walking, 
coughing using a tissue, and wearing gloves. Each 
measure was described in terms of frequency (most 
of the time, sometimes, rarely, and never). Adoption 
of each measure was considered when the response 
was "most of the time," and non-adoption when 
responses were "sometimes," "rarely," or "never." 
Other variables in the study included:

• Sociodemographic characteristics: gender (female; 
male), age (<70 years; ≥70 years), living alone 
(yes; no), income (<4 minimum wages; 4 to 10 
minimum wages; >10 minimum wages), education 
(≤12 years; >12 years);

• Health conditions: multimorbidity (reporting two 
or more diseases: hypertension, asthma, bronchitis 
or emphysema, diabetes, cardiovascular diseases, 
stroke, osteoporosis, musculoskeletal diseases, 
cancer, psychiatric disorders); polypharmacy (the 

use of five or more continuously used medications 
- yes; no) and self-reported fear and anxiety; 

• covid-19 topics: exposure to covid-19 (suspected 
or confirmed case) and sources of information 
about the disease.

The data were entered into a virtual platform 
and analyzed using Stata software version 17.0 
(StataCorp, Col lege Stat ion, United States; 
serial number 401706357306). The preventive 
behaviors for covid-19 were subjected to a principal 
component analysis to explore interdependence in 
multivariate data.

The Kaiser criterion was employed to determine 
the number of factors to be extracted, involving the 
selection of components with eigenvalues exceeding 
1.00. To identify preventive behaviors, components 
with a factor loading greater than one and their 
explanatory variance were considered. Following 
component selection, only variables with factor 
loadings absolute values greater than 0.25 were 
included.

To test the association between covid-19 
protection behaviors and social and health conditions, 
the Pearson chi-square test and Fisher's exact test 
were employed at a significance level of 5%.

The project obtained approval from the Ethics 
Committee, and ethical principles were followed in 
accordance with Resolution number 520/2016, as 
per opinion number 4,152,788/2020. All participants 
provided verbal authorization to participate in the 
study, thus confirming the Informed Consent Form15.

DATA AVAIL ABIL IT Y

The entire dataset supporting the results of this 
study is available upon request to the corresponding 
author, Isabella Risi Dias.

RESULTS

A total of 72 part icipants were assessed, 
with the most widely implemented preventive 
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measures against covid-19 being handwashing 
(97.2%) and avoiding social gatherings (97.1%) 
(Figure 1).

The Table 1 indicates the eigenvalues, the 
percentage of variance that each of the components 
represents, and the cumulative of these percentages.

Figure 1. Distribution (%) of older adults according to the adoption of preventive measures (n=72). Campinas, 
São Paulo, 2020-2021.

Source: Authors. (2022).

Table 1. Eigenvalues and percentages of explained variance for the principal components (n=72). Campinas, 
São Paulo, 2020-2021.

Components Eigenvalues % Variance % Cumulative
1 3.02 27.48 27.48
2 1.39 12.66 40.14
3 1.34 12.16 52.30
4 1,08 9.91 62.20
5 1.04 9.48 71.68
6 0.82 7.51 79.19
7 0.78 7.12 86.31
8 0.69 6.24 92.55
9 0.56 5.11 97.66
10 0.19 1.75 99.41
11 0.06 0.59 100.00

Source: Authors (2022).
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Five components were considered for extraction 
due to their eigenvalues surpassing one. For each 
component, variables with factor loadings exceeding 
an absolute value of 0.25 were selected (Table 2). 
Subsequently, the following components were 
acknowledged:

• Component 1: Comprised f ive preventive 
behaviors, including handwashing, the use 
of hand sanitizer, facial mask usage, avoiding 
social gatherings and adherence to social 
distancing.

• Component 2: Encompassed the following 
preventive behaviors: handwashing, hand 
sanitizer use, facial mask usage, and avoiding 
social gatherings.

• Component 3: Enveloped four behaviors, 
namely handwashing, wear gloves, cough 
etiquette, and avoiding of supermarkets/
pharmacies.

• Component 4: Involved the fol lowing 
behaviors: hand sanit izer use, coughing 
using a tissue, wear gloves, promoting social 
distancing, avoiding going out, and engaging 
in walking.

• Component 5: Constituted by behaviors such as 
hand sanitizer use, coughing using a tissue, wear 
gloves, and advocating for social distancing.

Due to its variance, component 1 was selected 
for the analysis of adherence to preventive measures. 
Therefore, older adults who reported frequently 
engaging in behaviors such as handwashing, using 
hand sanitizer, wearing a facial mask, avoiding social 
gatherings, and practicing social distancing were 
considered to have exhibited preventive behaviors 
against covid-19, totaling 79.2% of the sample (Table 3).

The majority of participants were female (81.9%), 
aged between 60 and 69 years (66.7%), with an 
education level equal to or higher than 12 years 
(80.9%), and an income of less than or equal to 10 
minimum wages (80.9%). Regarding health, 50% 
of older adults reported having multimorbidity, and 
18.1% mentioned the use of polypharmacy. There 
was a significant relationship between income and 
preventive behavior against covid-19 (p=0.038). Older 
adults with an income below four minimum wages 
showed higher proportions of preventive behavior 
(87.5%) compared to individuals with an income 
exceeding 10 minimum wages (46.2%) (Table 3).

Table 2. Factor loadings, adequacy measure, and uniqueness of preventive behaviors against covid-19. Campinas, 
São Paulo, 2020-2021 (n=72).

Preventive behaviors against 
covid-19

Factor loadings of preventive measures 
in each component KMO per 

variable
Uniqueness 

measure
1 2 3 4 5

Handwashing 0.27 0.48 -0.31 0.08 -0.07 0.35 0.32
Hand sanitizer 0.28 -0.32 -0.15 0.38 0.35 0.34 0.30
Facial mask 0.42 -0.36 -0.03 0.12 -0.03 0,49 0.28
Cough etiquette 0.25 -0.06 0.42 0.21 0.12 0.59 0.50
Coughing using a tissue 0.04 0.40 0.25 -0.44 0.43 0.56 0.28
Wear gloves 0.05 0.18 0.36 0.28 -0.71 0.30 0.15
Avoiding social gatherings 0.52 0.26 -0.15 -0.16 -0.17 0.53 0.08
Social distancing 0.50 0.11 -0.23 -0.27 0.35 0.63 0.09
Avoid going out/ walking 0.16 0.06 0.30 0.46 -0.07 0.52 0.37
Avoid supermarkets/ pharmacies 0.24 0.06 0.53 -0.23 -0.01 0.60 0.37
Exercising 0.08 -0.22 0.24 -0.19 -0.08 0.60 0.36

Source: Authors (2022). * Kaiser-Meyer-Olkin (KMO) global test =0.51.
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Table 3. Distribution (%) of older adults according to sociodemographic characteristics, health-related factors, 
topics related to covid-19, and adoption of preventive behavior during the pandemic (n=72). Campinas, São 
Paulo, 2020-2021.

Characteristics Total
n (%)

Preventive behavior
p-valueYes

n(%)
No
n(%)

Gender 0.330
Female 59 (81.9) 48 (81.4) 11 (18.6)
Male 13 (18.1) 9 (69.2) 4 (30.8)
Age 0.218
< 70 years 48 (66.7) 40 (83.3) 8 (16.7)
≥ 70 years 24 (33.3) 17 (70.8) 7 (29.2)
Family structure 0.822
Single-person 27 (37.5) 21 (77.8) 6 (22.2)
Multiperson 45 (62.5) 36 (80.0) 9 (20.0)
Education (n=68) 0.400
≤ 12 years 13 (19.1) 9 (69.2) 4 (30.8)
> 12 years 55 (80.9) 44 (80) 11 (20)
Income (n=68) 0.038
< 4 minimum wages 24 (35.3) 21 (87.5) 3 (12.5)
4 a 10 minimum wages 31 (45.6) 26 (83.9) 5 (16.1)
>10 minimum wages 13 (19.1) 7 (46.2) 7 (53.8)
Multimorbidity 0.772
Yes 36 (50.0) 28 (77.8) 8 (22.2)
No 36 (50.0) 29 (80.6) 7 (19.4)
Polypharmacy 0.330
Yes 13 (18.1) 9 (69.2) 4 (30.8)
No 59 (81.9) 48 (81.4) 11 (18.6)
Anxiety (n=71) 0.257
Yes 35 (49.3) 30 (85.7) 5 (14.3)
No 36 (50.7) 27 (75) 9 (25.0)
Fear of covid-19 (n=71) 0.840
Yes 62 (87.3) 50 (80.7) 12 (19.3)
No 9 (12.7) 7 (77.8) 2 (22.20)
Total 57 (79.2) 15 (20.8)

Source: Authors (2022).

DISCUSSION 

This study aimed to establish connections between 
social and health characteristics, as well as preventive 
behaviors against covid-19, among participants in 
an Open University Program for the Older Adults 
(OUPOA). It is noteworthy that the majority of the 

older adults were female, in their sixties, with a high 
level of education and an income ranging from four 
to 10 minimum wages. This predominantly female 
profile aligns with other studies, emphasizing the 
feminization of old age and an increasing focus on 
this segment that ages differently in both biological 
and psychosocial aspects16-18.



7 of 11

Preventive behavior against covid-19 among older adults

Rev. Bras. Geriatr. Gerontol. 2024;27:e230088

Regarding education and income, the results 
presented diverge from those presented by the ELSI 
initiative, which encompasses a sample of older adults 
from the Brazilian population. Probably, because the 
older adults participating in the OUPOA program 
are likely to have higher education and incentives to 
engage in lifelong learning initiatives11,13, 19, 20.

Concerning health conditions, the majority of 
participants exhibited multimorbidity and fear of 
covid-19. These topics were prevalent in this population 
due to the perceived susceptibility to contracting the 
disease caused by the immunosenescence process7,8.

Additionally, there is the challenge of obtaining 
information and evidence regarding covid-19, 
particularly in the early stages of the pandemic12. 
Nevertheless, the OUPOA contribute to the 
maintenance of social participation among the older 
adult, potentially fostering a positive perception of 
well-being and health. Such initiatives also assist in 
building support networks and promoting individual 
integration, facilitating the adoption of preventive 
health behaviors21,22. Amid the covid-19 pandemic, 
the University established a support network for 
the older adult through telephone calls, enabling 
them to share their concerns and maintain an active 
support system. This program proved essential for 
health promotion and the strengthening of bonds 
with the older adult during the covid-19 period23.

In this study, the adoption of preventive behaviors 
was assessed through the reporting of care practices 
such as handwashing, avoiding social gatherings, 
wearing facial masks, practicing social distancing, and 
utilizing hand sanitizer. The modes of coronavirus 
transmission include person-to-person through 
infected droplets, saliva, or aerosols, as well as via 
contact with objects and surfaces contaminated with 
the virus24. Handwashing with soap and water, along 
with the use of hand sanitizer, are indispensable 
measures, as they not only prevent environmental 
contamination in case an individual is infected but 
also serve to prevent infection when coming into 
indirect contact with secretions/aerosols25. This 
strategy is easily comprehensible, has been extensively 
covered in major media outlets, and encourages the 
utilization of basic hygiene resources such as soap 
and water for its implementation.

Regarding the use of face masks, numerous 
studies have addressed their efficacy as a barrier 
method that prevents and reduces the dispersion of 
the virus in the environment, consequently lowering 
the incidence of cases in a pandemic and emergency 
situation. With the onset of the disease, there was an 
intense global demand for masks. In this context, in 
addition to surgical masks, cloth masks also emerged, 
varying in the number of layers. These had a direct 
impact on viral transmission, effectively slowing its 
dissemination26,27.

Another effective measure, social distancing, 
ensured greater isolation among people by creating 
physical barriers or establishing significant safety 
distances, thus mitigating virus transmission27. In 
Brazil, since the onset of covid-19, various forms 
of isolation have been implemented, ranging from 
the suspension of events and restrictions on public 
spaces to population-wide quarantine (lockdown). 
This isolation must be long enough to guarantee the 
desired epidemiological effect; the early adoption 
of distancing measures can lead to a relaxation that 
allows for new waves of infection, as observed in 
Brazil1,28. A study conducted in the United States 
showed that 62.2% of the sample used facial masks, 
and 87.7% avoided large gatherings24. Conversely, 
in Hong Kong, China, 94.2% used facial masks1,29.

These elevated adherence rates may indicate that 
the perception of the disease, based on knowledge 
and beliefs about it, as well as cultural and individual 
characteristics influencing the adoption or non-
adoption of protective behaviors, alters preventive 
behaviors in general across all age groups7,24.

Vaccination was not assessed as it was approved 
in the country after the commencement of this 
study. Several vaccines were developed during the 
pandemic, proving to be an effective preventive 
measure against coronavirus infection. Mass 
vaccination of the population establishes herd 
immunity and contains the spread of the pathogen30.

The engagement of older individuals in 
preventive behaviors can be triggered by a complex 
combination of constructs such as barriers, social 
contexts, scientific dissemination, and personal 
perceptions/beliefs4,7,19,29. The adoption of preventive 
behaviors related to covid-19 was approximately 
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80% in this study. Studies indicate that compliance 
with preventive behaviors is associated with the 
perception of susceptibility to contracting covid-19 
and its severity7,8,22,31,32.

A study conducted in Singapore, aiming to 
analyze the relationship between sociodemographic 
data and preventive behaviors, included a sample 
of 953 individuals, with 65.1% being female, 8.1% 
aged 60 or older. Approximately 97% adopted at 
least one preventive measure, with around 95% of 
women frequently washing their hands, while about 
80% of men did the same33. In Hong Kong, China, 
a study evaluated the community's efforts to adopt 
preventive behaviors in a sample of 765 individuals, 
where 18.7% were over 65 years old. Results showed 
that 97.4% used face masks, and 80.4% avoiding 
social gatherings29.

The perception of severity was high among older 
individuals, as they recognize their immune system 
as more compromised and the risks associated with 
age-related comorbidities, leading them to adopt 
preventive measures more actively8. Noteworthy 
among the participants is the reported high level 
of education. It is known that individuals with 
higher educational attainment tend to exhibit 
greater adherence to preventive behaviors34. This 
phenomenon can be justified by their access to and 
understanding of information about the disease and 
its severity, motivating the utilization of preventive 
measures for self-protection29.

In this study, a significant relationship was found 
between income and preventive behavior against 
covid-19. Individuals with an income exceeding 10 
minimum wages adopted fewer preventive behaviors 
(46.2%) compared to those with lower income. This 
finding is similar to a Chinese study that identified 
a significant interaction between average versus 
below-average family income and precautionary 
behaviors. The study observed that lower income 
was associated with higher adoption, as individuals 
had less information and more fear of contracting 
the disease9. Another hypothesis for this finding may 
be linked to the fact that older adults with higher 
incomes did not need to expose themselves by leaving 
home for work or travel, resulting in less use of 
personal protective equipment.

Among the limitations of this study is the fact 
that the data were self-reported, allowing for potential 
manipulation by the participants. During the pandemic, 
some studies acknowledged self-reported accounts 
of adopting preventive behaviors as a limitation, as 
individuals tend to conform to socially acceptable 
behavioral norms, potentially overestimating the 
adoption of preventive measures33,35.

However, it is important to note that the 
participants in this study are individuals with 
higher education and income who attend a 
university. Consequently, they may have easier 
access to information about covid-19 and non-
pharmacological behaviors to be adopted during 
this period. Additionally, the sample was specific 
to an OUPOA, which prevents the extrapolation 
of study findings to the older population in the 
municipality of Campinas. Further studies with 
probabilistic sampling are necessary to provide more 
generalizable insights.

CONCLUSION

The results of this study revealed that the older 
participants from the OUPOA adhered to preventive 
measures for covid-19. The majority reported 
engaging in behaviors such as hand hygiene with 
soap and water or hand sanitizer, wearing facial 
masks, practicing social distancing, and avoiding 
social gatherings.

Another noteworthy finding was the significant 
association between income and the adoption of these 
preventive behaviors. Individuals with incomes below 
four minimum wages showed higher proportions 
of adopting preventive measures, indicating that 
socioeconomic factors play a crucial role in adherence 
to these practices.

In light of the understanding that promoting 
preventive health behaviors depends not only on 
individual choices and characteristics but also on the 
social context in which these individuals are situated, 
this study reinforced that programs like this serve 
as potent social instruments for the socialization of 
older individuals, as well as for the dissemination 
of knowledge. Furthermore, it emphasizes the 
importance of directing educational and awareness 
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efforts toward higher-income groups, which may 
be less inclined to adhere to preventive measures.

Therefore, further research endeavors may prove 
crucial in seeking a heightened understanding of the 
factors influencing preventive behavior across diverse 
social and demographic groups. These studies can 
play a pivotal role in guiding public health strategies 
and educational initiatives for covid-19 prevention 
among the older population.
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Abstract
Objective: To assess health services utilization by older adults in urban and rural areas 
of Brazil. Method: A cross-sectional study was conducted analyzing data from the 2019 
National Health Survey on older adults (≥60 years) selected from households based on 
22,728 interviews (3,300 in rural and 19,426 in urban areas). For rural and urban areas, 
the prevalence of Family Health Strategy enrolment, time since last medical and dental 
visit, service use in past 2 weeks, and last blood pressure and blood glucose measurements 
were estimated. Also, the factors associated with medical and dental health services 
utilization in the past 12 months were explored. Results: Self-rated health of “Very good” 
or “Good” was greater in urban areas (47.32%), as was the proportion of older adults 
reporting a medical or dental visit within the last 12 months (90.54%). Rates of blood 
pressure (81.30%) and glucose (45.83%) monitoring were lower in rural areas. Older 
individuals that had low education, resided in rural areas, and the North region, had a 
lower likelihood of using health services. Conclusion: The older population living in rural 
areas had poorer health status compared with the urban population.
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INTRODUC TION

The older population has inherent specificities, 
such as a higher prevalence of chronic diseases and 
functional decline, and requires organized care 
provision that differs to other age groups, placing 
greater demands on health systems1–3. In response 
to this need, the National Health Policy for Older 
Adults (PNSPI)4 aims to provide the Brazilian older 
population with adequate quality health care. Thus, 
geriatric and gerontology services must address the 
specific needs of older adults, tailoring care to the 
peculiarities of this age group and adapting them 
to the sociocultural context of users.

This older patient group cites distance, waiting 
times and shortage of places as the main barriers 
to accessing health services, particularly in rural 
areas5–12 The literature shows that the way people 
perceive the availability of health services influences 
decisions on seeking them, where geographical, 
financial, organizational and cultural barriers, among 
others, facilitate or obstruct people ś ability to utilize 
health services13.

Health inequities in rural and urban populations 
are a global phenomena14,15. Rural populations 
exhibit, besides poorer access to health services, 
albeit medical or dental, poorer living conditions 
and health status compared to urban populations. 
Rural communities also have a greater proportion 
of low-income families, higher illiteracy rates, and a 
greater incidence of neglected diseases16–18.

Information on the use of health services by 
older individuals is important for planning and 
assessment, helping to inform the reformulation 
of public policies and actions toward maintaining 
functional capacity and well-being in later life. In 
addition, this knowledge can contribute to organizing 
care for older users which takes account of their needs 

and specificities according to the territory in which 
they reside, albeit urban or rural2,19. These factors 
warrant the present study investigating general health 
service utilization by older adults in urban and rural 
areas of Brazil.  

METHOD

A study was conducted which analyzed macrodata 
from the 2019 National Health Survey (PNS), a cross-
sectional population-based national survey carried out 
by the Brazilian Ministry of Health in collaboration 
with the Brazilian Institute of Geography and 
Statistics (IBGE). The PNS is representative of the 
Brazilian population, macroregions, Federal Units 
(States), capital cities and their metropolitan regions, 
and also provides a basis for estimates of urban and 
rural areas in the country20.

The sampling of the 2019 PNS was performed 
by conglomerate in three stages: census sectors, 
permanent private households, and one dweller aged 
≥15 years randomly selected from each household, 
while households located in special or sparsely 
populated census sectors were excluded20. The 
present study included all dwellers aged ≥60 years 
identified at the third stage of sample selection, based 
on a total of 22,728 interviews, comprising 3,300 
rural residents and 19,426 urban residents.

The variables analyzed included sociodemographic 
characteristics of the participants: age, sex, race/
skin color, literacy and years of formal education 
successfully completed. With regard to health 
services use, variables were selected from 3 blocks 
of questions on the PNS: modules B (Household 
Visits by Family Health Team and Endemic Agents), 
J (Health Service Utilization) and Q (Chronic 
Diseases), as outlined in Chart 1. 
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For each variable, mean values or prevalence 
rates were estimated for rural and urban areas, 
together with their respective 95% confidence 
intervals (95%CI), considering the sample design 
and sample weightings of the survey (svy command) 
The estimates of outcomes for self-rated health 
and health service use were compared for area of 
residence using 95%CI. Lastly, logistic regression 
analyses were performed to assess the association of 
residence situation with the health services utilization 

outcomes medical and dental health care in last 12 
months, estimating crude and adjusted odds ratios 
(OR) for the other covariables. All statistical analyses 
were carried out using the software package Stata 
SE, version 17.0, licensed to author Fernando José 
Herkrath. The level of significance adopted was 0.05.

The 2019 PNS was approved by the National 
Board of Research Ethics (permit no.3.529.326) and 
the microdata are available online for public access 
and use from https://www.ibge.gov.br/estatisticas/

Chart 1. Variables used for analysis, extracted from the 2019 National Health Survey (PNS).

Module Variable Response options
B – Household Visits by Family 
Health Team and Endemic 
Agents

B1. Is your household registered with the 
Family Health Unit?

1. Yes
2. No
3. Does not know

J - Health Services Utilization

J1 – Overall, how would you rate your 
health status?

1. Very good
2. Good
3. Fair
4. Poor
5. Very poor

J11a. When was the last time you saw a 
doctor?

1. < 1 year ago
2. 1-2 years ago
3.  2-3 years ago
4.  >3 years ago
5. Has never been to the doctors

J13a. When was the last time you saw a 
dentist?

1. < 1 year ago
2. 1-2 years ago
3.  2-3 years ago
4.  >3 years ago
5. Has never been to the dentists

J14. In the past 2 weeks, have you sought 
a health unit, service or professional for 
your own care?

1. Yes
2. No

J17a. During this first attempt to see a 
health profession for this problem in the 
past two weeks:

1. visit was scheduled for another day/place
2. I was not seen.
3. I was seen

Q – Chronic Diseases

Q1a. When was the last time you had 
your blood pressure taken?

1. <6 months ago
2. 6-12 months ago
3. 1-2 years ago
4. 2-3 years ago
5. > 3 years ago
6. never

Q29a. When was the last time you had a 
blood test to measure glucose level, i.e. 
blood sugar?

1. <6 months ago
2. 6-12 months ago
3. 1-2 years ago
4. 2-3 years ago
5. >3 years ago
6. never
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sociais/saude/29540-2013-pesquisa-nacional-de-
saude.html?edicao=9177&t=microdados.

DATA AVAIL ABIL IT Y

The complete dataset underpinning the results of 
the present study is available upon request from the 
corresponding author Gleica Soyan Barbosa Alves. 

RESULTS

The majority of the older respondents of the 
2019 PNS lived in urban areas (85.5%). Most of 
the rural population lived in the Northeast region, 

while the urban population was predominantly in the 
Southeast. A gender difference for area of residence 
was identified, with a predominance of males in rural 
areas and females in urban areas. No age difference 
for area of residence was evident, where mean age 
of older respondents was around 70 years. With 
regard to race/skin color, rural areas had a higher 
proportion of residents who self-identified as brown, 
whereas urban areas had a higher proportion of 
white and yellow individuals. There was also a higher 
proportion of illiterate individuals in rural areas, while 
the average number of formal years of education 
successfully completed was also lower in the rural 
region. The sociodemographic characteristics of 
the older population studied according to area of 
residence are outlined in Table 1. 

Table 1. Sociodemographic characteristics of older population interviewed in 2019 PNS, according to area of 
residence. 

Variables Rural Urban
Region of residence, % (95%CI)
North 9.19 (8.42-10.02) 5.56 (5.43-5.69)
Northeast 47.81 (45.98-49.65) 21.56 (21.23-21.89)
Southeast 21.08 (19.32-22.95) 50.75 (50.44-51.07)
South 17.00 (15.67-18.43) 15.52 (15.28-15.75)
Mid-West 4.92 (4.23-5.72) 6.62 (6.49-6.74)
Sex, % (95%CI)
Male 53.96 (52.07-55.86) 41.51 (41.19-41.83)
Female 46.04 (44.14-47.93) 58.49 (58.17-58.81)
Age, mean (95%CI) 70.28 (69.96-70.62) 69.78 (69.59-69.98)
Race/skin color, % (95%CI) 
White 36.76 (34.73-38.83) 52.85 (51.60-54.09) 
Black 10.74 (9.42-12.22) 10.20 (9.47-10.97) 
Yellow 0.38 (0.21-0.70) 1.43 (1.14-1.80) 
Brown 51.71 (49.43-53.98) 34.96 (33-82-36.11) 
Indigenous 0.40 (0.24-0.65) 0.56 (0.42-0.75) 
Ignored or not informed 0.01 (0.00-0.06) -
Can read and write, % (95%CI)
Yes 57.97 (55.82-60.09) 85.35 (84.46-86.19) 
No 42.03 (39.91-44. 17) 14.65 (13.81-15.54) 
Years of formal education, mean (95%CI) 3.11 (2.97-3.25) 7.31 (7.17-7.45)

95%CI, 95% confidence interval
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to be continued

The variables associated with health services 
use by the older population are presented in Table 
2. The proportion of respondents reporting Very 
good or Good self-rated health was greater in urban 
residents (49.1%; 95%CI=47.8-50.4) compared to 
rural residents (36.6%; 95%CI=34.5-38.8). Similarly, 
the proportion of respondents that reported a 
medical and dental visit within the last 12 months 
was also higher in the urban group. The percentage 
of respondents that reported never having seen 
a dentist was 5.8% (95%CI=4.7-7.2) in the rural 
population compared with 1.4% (95%CI=1.1-1.7) 
in urban residents. However, among respondents 
who had sought health care services within the past 
2 weeks, 77.1% (95%CI=73.5-80.4) of rural residents 
were able to see a health professional the same day 
versus 66.7% (95%CI=64.6-68.8).of urban patients.

Also, rates of blood pressure and blood glucose 
monitoring proved lower in rural areas. More 
specifically, 4.1% (95%CI=3.3-4.9) of rural respondents 
reported having blood pressure measured >3 years 

previous or never having measured it, compared 
with 2.4% (95%CI=2.1-2.8).of urban residents. This 
disparity was even greater for blood glucose testing, 
with rates of 17.5% (95%CI=16.0-19.1) in the rural 
area versus 7.5% (95%CI=6.9-8.1) in the urban area. 

The results of logistic regression analyses of 
factors associated with last medical and dental visits 
among the older population are presented in Tables 
3 and 4, respectively. Residing in a rural area and 
in the North region, being of male gender, having 
brown skin, lower educational level and better self-
rated health, were factors statistically associated 
with a lower likelihood of having seen a doctor in 
the 12 months leading up to interview. The factors 
significantly associated with lower likelihood of 
having seen a dentist within this same period were 
living in a rural area and in the North region (relative 
to Southeast, South or Mid-West regions), higher 
age, declaring as black, brown or indigenous, having 
lower educational level, household registered with 
the ESF, and not rating overall health as Very Good.  

Table 2. Aspects associated with self-rated health and health services use among older adults in Brazil, according 
to area of residence, 2019.

Variables Rural
 % (95%CI)

Urban
% (95CI%)

Household registered with ESF
Yes 78.81 (76.65-80.89) 58.96 (57.33-60.56)
No 13.43 (11.76-15.28) 30.86 (29.38-32.38)
Does not know 7.77 (6.44-9.33) 10.18 (9.40-11.01)
Self-rated health
Very good 3.65 (3.03-4.38) 8.67 (7.99-9.38)
Good 32.95 (30.93-35.03) 40.45 (39.22-41.68)
Fair 49.03 (46.87-51.18) 40.25 (39.00-41.51)
Poor 12.06 (10.70-13.55) 7.94 (7.36-8.56)
Very poor 2.31 (1.52-3.47) 2.69 (2.28-3.15)
Last medical consultation
<1 year ago 81.76 (80.20-83.21) 90.54 (89.86-91.18)
1-2 years ago 7.83 (6.96-8.80) 4.93 (4.46-5.43)
2-3 years ago 2.95 (2.36-3.67) 1.40 (1.17-1.67)
> 3 years ago 6.72 (5.74-7.84) 2.95 (2.59-3.34)
Never been to doctor 0.74 (0.50-1.08) 0.18 (0.11-0.26)
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Variables Rural
 % (95%CI)

Urban
% (95CI%)

Last dental consultation
<1 year ago 19.18 (17.65-20.79) 37.48 (36.15-38.82)
1-2 years ago 9.22 (8.04-10.56) 13.14 (12.37-13.95)
2-3 years ago 6.69 (5.72-7.79) 8.29 (7.65-8.97)
> 3 years ago 59.08 (56.79-61.33) 39.72 (38.39-41.05)
Never been to dentist 5.83 (4.73-7.15) 1.36 (1.11-1.67)
Sought health services in last 2 weeks
Yes 22.20 (20.38-24.11) 30.64 (29.51-31.77)
No 77.80 (75.88-79.62) 69.36 (68.22-70.48)
Outcome of health care services sought in last 2 weeks
Scheduled for another date/place 20.89 (17.72-24.45) 30.96 (28.90-33.08)
Was not seen 1.99 (1.18-3.33) 2.31 (1.81-2.93)
Was seen 77.12 (73.48-80.38) 66.73 (64.57-68.82)
Last blood pressure reading 
< 6 months 81.30 (79.54-82.93) 84.69 (83.77-85.55)
6 -12 months 8.62 (7.56-9.80) 8.40 (7.77-9.06)
1-2 years 4.64 (3.89-5.51) 3.54 (3.09-4.04)
2-3 years 1.37 (0.97-1.93) 0.96 (0.72-1.27)
> years 3.20 (2.56-3.98) 1.80 (1.53-2.12)
Never 0.87 (0.54-1.38) 0.62 (0.44-0.87)
Last blood glucose test
< 6 months 45.83 (43.61-48.06) 61.01 (59.85-62.15)
6 -12 months 18.26 (16.78-19.83) 19.04 (18.12-19.99)
1-2 years 13.38 (12.10-14.76) 9.46 (8.81-10.15)
2-3 years 5.05 (4.22-6.04) 3.03 (2.62-3.50)
>3 years 11.13 (9.99-12.38) 5.68 (5.17-6.22)
Never 6.34 (5.41-7.42) 1.78 (1.46-2.14)

95%CI, 95% confidence interval

Continuation of Table 2

Table 3. Factors associated with medical visit within last 12 months among older adults in Brazil, 2019.

Variable Crude OR (95%CI) Adjusted OR(95%CI)
Area of household (ref. Urban)
Rural 0.47 (0.41-0.53) *** 0.61 (0.53-0.70) ***
Region of residence (ref.: North)
Northeast 1.30 (1.09-1.54) ** 1.26 (1.05-1.51) *
Southeast 2.42 (2.00-2.94) *** 2.19 (1.79-2.69) ***
South 2.04 (1.64-2.53) *** 1.95 (1.53-2.47) ***
Mid-West 1.47 (1.17-1.86) ** 1.43 (1.12-1.82) **
Sex (ref.: Male)
Female 2.05 (1.81-2.33) *** 1.88 (1.65-2.14) ***
Age 1.03 (1.02-1.03) *** 1.03 (1.02-1.04) ***

to be continued
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Variable Crude OR (95%CI) Adjusted OR(95%CI)
Race/skin color (ref.: White)
Black 0.84 (0.67-1.04) 0.95 (0.74-1.21)
Yellow 1.49 (0.78-2.84) 1.46 (0.76-2.82)
Brown 0.68 (0.60-0.78) *** 0.85 (0.73-0.99) *
Indigenous 0.59 (0.29-1.22) 0.63 (0.31-1.30)
Can read and write (ref.: Yes)
No 0.68 (0.59-0.77) *** -
Years of formal education 1.03 (1.02-1.04) *** 1.04 (1.03-1.06) ***
Household registered with ESF (ref.: Yes)
No 1.16 (0.99-1.37) a 0.97 (0.82-1.16)
Does not know 0.88 (0.72-1.08) 0.81 (0.65-0.99) *
Self-rated health (ref.: Very good)
Good 1.22 (0.99-1.49) a 1.44 (1.16-1.79) *
Fair 2.05 (1.67-2.53) *** 2.91 (2.32-3.65) ***
Poor 3.77 (2.80-5.08) *** 5.81 (4.28-7.89) ***
Very poor 8.46 (4.91-14.57) *** 11.66 (6.70-20.27) ***

OR, odds ratio; 95%CI, 95% confidence interval a p<0.10; * p<0.05; ** p<0.01; *** p<0.001

Continuation of Table 3

Table 4. Factors associated with dental visit within last 12 months among older adults in Brazil, 2019.

Variable Crude OR 
(95%CI) Adjusted OR (95%CI)

Area of Household (ref.: Urban)
Rural 0.40 (0.35-0.44) *** 0.79 (0.69-0.89) ***
Region of residence (ref.: North)
Northeast 0.99 (0.86-1.14) 1.12 (0.96-1.31)
Southeast 2.29 (1.97-2.66) *** 1.59 (1.34-1.87) ***
South 1.97 (1.69-2.30) *** 1.55 (1.30-1.85) ***
Mid-West 1.50 (1.26-1.79) *** 1.23 (1.01-1.49) *
Sex (ref.: Male)
Female 1.00 (0.92-1.10) -
Age 0.96 (0.95-0.96) *** 0.97 (0.97-0.98) ***
Race/skin color (ref.: White)
Black 0.53 (0.44-0.64) *** 0.76 (0.62-0.93) **
Yellow 1.15 (0.73-1.81) 0.98 (0.62-1.54)
Brown 0.53 (0.48-0.59) *** 0.83 (0.74-0.94) **
Indigenous 0.31 (0.19-0.51) *** 0.44 (0.26-0.75) **
Can read and write (ref.: Yes)
No 0.25 (0.22-0.29) *** -
Years of formal education 1.17 (1.16-1.78) *** 1.13 (1.11-1.14) ***
Household registered with ESF (ref.: Yes)
No 2.02 (1.81-2.27) *** 1.26 (1.12-1.42) ***
Does not know 1.51 (1.29-1.76) *** 1.05 (0.89-1.23)

to be continued
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DISCUSSION

The study findings revealed that the older 
population living in rural areas of Brazil were 
disadvantaged with regard to the use of health services 
compared with their urban counterparts. Although 
the majority of households were registered with the 
Family Health Strategy (ESF) (Primary Care clinics), 
the proportion of older respondents that reported 
having seen a doctor or dentist in the 12 months 
leading up to interview was lower in rural areas. 
Similarly, the rate of blood pressure monitoring and 
blood glucose testing was also lower in the rural 
population. Despite the overall poorer self-rated 
health of rural residents, a lower proportion of this 
group reported seeking health services within the past 
2 weeks. However, a higher proportion of rural older 
adults that sought health services reported being seen 
the same day compared to patients from urban areas. 
Health service use was found to be associated with 
area of residence (rural/urban), region of residence, 
sex, age, race/skin color, years of formal education, 
registration with ESF, and self-rated health.

Negative self-rated health is a factor that appears 
to influence mortality risk5 with typically poorer 
ratings among low-educated individuals and those 
with a greater number of chronic diseases21. Evidence 
also suggests that people with fewer years of formal 
education make less use of health services, despite 
having a worse health status13. 

Occupational aspects, besides a higher prevalence 
of males and low-educated individuals in the rural 
population, might also explain this lower propensity 

to seek health services. Studies have shown that 
self-reported health status is worse among those 
living in rural than in urban settings, that men are 
less likely than women to seek health services, and 
that the behavior of seeking health services increases 
with higher educational level22,23. 

Geographic dispersion and socioeconomic 
vulnerability, together with a lack of or inadequate 
public health policies and shortage of resources 
dedicated to rural populations, have contributed 
to the situation of characteristic vulnerabilities of 
rural areas7,15,24,25. Health-service seeking behavior 
is lower in rural areas and the rise in rurality has 
reduced perceived unmet health needs, suggesting 
different expectations of use among users from rural 
and urban areas22,26. 

The distance between rural communities and 
health services, coupled with other barriers, leads 
rural residents to delay longer before seeking 
health compared to individual livings in urban 
area26,27. Moreover, lack of reliable transportation 
services is another factor often cited as a barrier 
to accessing services, where rural residents weigh 
up the transportation time, cost and risks, often 
resorting to community services to resolve health 
issues, irrespective of type of service offered7–9,27–30.    

The literature also reveals that health service use 
by older patients, in addition to being associated 
with greater educational level, is linked to the 
notion of needing to seek health services only for 
diseases, when falling sick or being diagnosed with a 
chronic disease31,32. For dental services, use is greater 

Variable Crude OR 
(95%CI) Adjusted OR (95%CI)

Self-rated health (ref.: Very good)
Good 0.57 (0.48-0.86) *** 0.74 (0.63-0.88) **
Fair 0.34 (0.29-0.41) *** 0.64 (0.54-0.77) ***
Poor 0.23 (0.18-0.29) *** 0.52 (0.41-0.66) ***
Very poor 0.23 (0.15-0.33) *** 0.52 (0.34-0.80) **

OR, odds ratio; 95%CI, 95% confidence interval; * p<0.05; ** p<0.01; *** p<0.001

Continuation of Table 4



9 of 11

Health services utilization by older adults in Brazil

Rev. Bras. Geriatr. Gerontol. 2024;27:e230121

among older individuals experiencing pain and who 
recognize the need for treatment and/or a dental 
prosthesis33. However, the lower availability of health 
services and professionals in rural areas, together 
with the greater barriers to access, explain the lower 
use of health services by older rural dwellers16,18. 
Data from the 2013 PNS revealed that, of the older 
citizens surveyed, 16.5% had not seen a doctor and 
only 28.9% had seen a dentist within the past year1. 
Despite an improvement in these rates in the 2019 
PNS (10.3% and 34.8%, respectively), a significantly 
lower proportion of consultations was evident among 
older adults from rural areas. 

Despite the apparent greater coverage by the ESF 
and the fact that most consultations were performed 
on the same day of seeking health services in the 
rural area, better health status and more frequent 
use of health services was found in the urban 
area. These findings underscore the importance 
of distinguishing coverage of primary care from 
the construct of access, which incorporates other 
dimensions, such as barriers encountered by older 
populations in seeking healthcare9,30.  

These findings also reveal the need to expand 
monitoring strategies for older adults with chronic 
conditions, especially among those living in rural 
areas, mainly to address the higher number of older 
patients seen at primary care services with systemic 
arterial hypertension and diabetes mellitus34. Studies 
show that rural communities have major problems 
involving health infrastructure and staff retention, 
particularly physicians, contributing to poor access to 
clinical diagnosis and lack of basic equipment such as 
sphygmomanometers to measure blood pressure7,35.

Evidence also suggests that older rural residents, 
despite having poorer health status, tend to delay 
seeking health services, navigating the numerous 
barriers to care only when there is a greater likelihood 
of being seen. This situation can lead to a worsening 
of the frailer health of the aged population16. A well 
organized primary health service can help attenuate 
inequities in access to health services between rural 
and urban populations18,35. A previous study found 
that, in remote rural towns, primary care services 
were the first port of call for users, and that it was 
not uncommon for nurses to provide the initial 

treatment at public primary care clinics due to a 
shortage of doctors at these facilities35. 

In this context, some specific target groups 
for priority actions can be elected, such as less-
educated individuals and those living in rural areas 
in the North region of the country. Amid still low 
population coverage, an increase in the number of 
oral health teams in the ESF units, which are highly 
prevalent in these territories, can also help boost the 
use of oral health services.

This study has some limitations, such as the cross-
sectional design which limits the interpretation of the 
findings. Thus, the associations identified should be 
interpreted with caution. The distribution of variables 
between rural and urban areas may be influenced 
by a survival bias (Neyman bias), expressing the 
prevalence among survivors at the time of the study, 
leading to underestimation of the worse health 
outcomes and of health services use in rural areas. 
Information bias may also have been present, given 
that the information obtained in the survey were 
self-reported by the respondents. However, strengths 
include the fact that the study assessed representative 
data from a national household survey, identifying 
differences in outcomes of health services use by 
older adults from rural versus urban areas in Brazil. 

CONCLUSION

The study findings reveal that the older population 
living in rural areas of Brazil were disadvantaged with 
regard to the use of health services compared with 
their urban counterparts. Better self-rated health was 
found among older residents of urban areas, along 
with more regular visits to the doctor and dentist. 
Rurality was associated with lower likelihood of 
having seen a doctor or dentist in the 12 months 
leading up to interview, and also with living in 
the North region of the country and having a low 
educational level. Male gender was associated with a 
lower likelihood of medical visits. Older individuals 
had a greater probability of using medical services, 
but a lower 0chance of using dental services. Race/
skin color, registration with the ESF and self-rated 
health, were also associated with health services use. 
Strategies for reducing barriers to accessing health 
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services faced by the rural population in Brazil should 
be implemented that take account of the specificities 
of the different rural territories in which they live. 
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Abstract
Objective: To map national and international scientific evidence regarding driving by 
older adults. Method: Scope review based on the manual proposed by the Joanna Briggs 
Institute. Searches were conducted in the MEDLINE, Web of Science, Scopus, SciELO 
databases, and grey literature through Google Scholar. Results: Out of 1,194 studies 
identified, 189 papers meeting eligibility criteria were selected. Pioneering countries in 
publications were Australia and the United States, with the peak of research occurring 
between 2013 and 2014. Study participants included healthy older adults (63.49%, 120), 
followed by those with Alzheimer's disease (17.46%, 33), Mild Neurocognitive Disorder 
(11.11%, 21), Parkinson's disease (6.88%, 13), and other comorbidities (19.58%, 37). 
Various interventions were identified, with 94.02% (178) assessing the effectiveness of 
instruments measuring the fitness of older drivers. Conclusion: There was a prevalence of 
studies aimed at identifying assessment tools to measure the functionality of older drivers. 
This underscores the importance of standardized, validated, and economically viable 
assessments that contribute to identifying at-risk drivers. The need for interventions 
in geriatrics and gerontology was evident, emphasizing the necessity for actions to 
establish a specialized multidisciplinary team in vehicular driving. This approach 
seeks to align licensing guidelines with the specific needs of older drivers, taking into 
account social, economic, political, and educational aspects, particularly within the 
Brazilian traffic departments.
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INTRODUC TION

Driving is a complex instrumental activity of 
daily living, highly valued among older individuals 
and closely linked to the feelings of well-being, 
autonomy, and independence, as outlined in the 
official document Occupational Therapy Practice 
Framework: Domain and Process1. The cessation of 
driving hinders the fulfillment of tasks, potentially 
leading to social isolation and depressive symptoms2.

Driving licenses for older adults can vary based 
on the country, age, and the driver's health status. 
European countries implement different validity 
periods, ranging from indefinite licenses in Austria 
and Germany to restricted licenses renewed every 
three years in Greece and Ireland for drivers 
above 65 years old3. Regarding health aspects, 24 
federations in the United States and the District of 
Columbia have optional assessment policies, while 
in the remaining 26 states, mandatory mental tests 
assessing information interpretation and appropriate 
judgment are required4,5. In Brazil, Law number 
14,071 of 2020 states: "when there is evidence of 
physical or mental disability, or progressiveness of 
illness that may reduce the ability to drive the vehicle, 
the expected deadlines may be shortened", being the 
responsibility of the expert6.

According to guidelines published by the American 
Association of Motor Vehicle Administrators, aging 
is associated with a decline in functional abilities 
(sensory, physical, and cognitive), which can impact 
both the fitness and performance of older drivers, 
potentially resulting in an inability to drive7,8. Various 
factors compromise the motor competence of older 
drivers, including diminished visual and auditory 
acuity, musculoskeletal deficiencies (strength 
and flexibility), clinical condition, side effects of 
medications, and cognitive decline. The latter 
warrants attention to reaction time, processing speed, 
and attention, as they are crucial for the safety of 
the driving act9.

Cognitive declines are typically associated with 
neurodegenerative diseases, but there are individuals 
with these limitations who do not meet the diagnostic 
criteria for dementia. These individuals fall under 
the category of Mild Cognitive Impairment (MCI), 

currently referred to as Mild Neurocognitive Disorder 
(MNCD). Identifying older drivers with cognitive 
impairment poses a challenge for scholars in the field, 
necessitating assessments across various domains9.

It is essential to understand that discussions 
regarding driving competence are challenging and 
often give rise to significant family conflicts. The 
ethical considerations surrounding the decision 
to cease driving are delicate, thereby straining the 
physician/ patient relationship9. Consequently, a 
notable gap emerges in public safety and collective 
health, a concern that should not only be of interest 
to families but also to healthcare professionals, traffic 
authorities, and governmental bodies.

Thus, the importance of compiling research in 
this context is acknowledged, with the objective 
of mapping national and international scientific 
evidence regarding driving by older adults.

METHOD

This is a scope review based on the manual 
proposed by the Joanna Briggs Institute10, utilizing 
the Preferred Reporting Items for Systematic 
reviews and Meta-Analyses extension for Scoping 
Reviews (PRISMA-ScR)11. The review followed 
the five stages of development: 1 - identification 
of review questions; 2 - locating relevant studies; 
3 - study selection; 4 - data extraction; 5 - synthesis, 
summary, reporting of results to maintain the rigor 
of the review process12. The protocol for this scope 
review has been appropriately registered on the Open 
Science Framework (OSF) (https://osf.io/), with a 
DOI number: 10.17605/OSF.IO/86BNK.

The mnemonic strategy Population, Concept, 
and Context (PCC) was employed, where P = older 
adults; C = licensed older adults; C = assessment of 
vehicular driving globally. Accordingly, the guiding 
question was formulated: What are the national and 
international scientific evidences regarding vehicular 
driving by older adults?

The search strategy was developed using the 
indexers: Health Sciences Descriptors (Descritores 
Ciências da Saúde - DeCS) and Medical Subject 
Headings (MeSH), in conjunction with uncontrolled 
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language: "aged"; "automobile driver examination"; 
"neuropsychological test"; "geriatric assessment"; 
"cognition" and "occupational therapy". The 
Boolean operator AND was also employed to 
enhance sensitivity.

To conduct the searches, the following databases 
were accessed: Latin American and Caribbean Health 
Sciences Literature (LILACS) and Medical Literature 
Analysis and Retrieval System Online (MEDLINE) 
via the Virtual Health Library (Biblioteca Virtual 
de Saúde - BVS), Web of Science from the Institute 
for Scientific Information, Scopus and the Scientific 
Electronic Library Online (SciELO). Additionally, 
for grey literature, Google Scholar was utilized.

Full-text papers were included in the review if the 
population studied consisted of individuals aged 60 
years or older, in accordance with the older person's 
statute in Brazil13. Additionally, included were papers 
that addressed the guiding question. Exclusions 
comprised letters to the editor, pre-communications, 
editorials, experiential reports, works published in 
event proceedings, and book chapters. No temporal 
restrictions or language limits were applied.

The searches were conducted in January 2023, 
using a paired and blind approach. Following 
the removal of duplicate studies in the EndNote 
reference manager and data refinement through 
Rayyan QCRI, titles and abstracts were assessed 
by two independent reviewers (EAO and ASOR), 
adhering to the inclusion criteria. Any discrepancies 
or uncertainties were resolved through discussions 
until consensus was reached between the researchers. 
Reviewers then proceeded to read the full papers 
to identify publications aligned with the stated 
objective, and exclusions were duly justified. 
Persistent disagreements were resolved by a third 
reviewer (DFAM), who evaluated the inconsistencies.

For data extraction, the template "Source of 
evidence details, characteristics and results extraction 
instrument"10 from the Joanna Briggs Institute (JBI) 

was adapted and organized into a table with 10 items, 
divided into two chapters. The first chapter pertained 
to study characteristics (title, author, year, country, 
objective, and population), and the second focused 
on results extracted from the studies (method, type of 
intervention, outcome, and researchers' professions).

Regarding levels of evidence, the papers were 
analyzed and categorized based on the type of study, 
following the criteria outlined in the JBI Levels of 
Evidence14. Classifications were distributed across 
efficacy, diagnosis, prognosis, economic evaluations, 
and significance.

The data were organized into five categories: 
population (healthy older adults and those with 
comorbidities), types of intervention (educational 
and evaluative), country and year of the papers, and 
finally, the profession of researchers (authors of the 
papers and assessors of tests).

The information was stored in a database, aided 
by text editing programs and spreadsheets designed 
in statistical software to reorganize variables and 
facilitate the construction of graphical elements.

DATA AVAIL ABIL IT Y

All the datasets supporting the results of this study 
are available upon request from the corresponding 
author, Danielle Félix Arruda Mourão.

RESULTS

Identified 1,194 papers, removed 805 duplicates, 81 
after title and abstract analysis, and 119 after applying 
eligibility criteria (population below 60 years, not 
responding the guiding question, inaccessible, and 
also including letters to the editor, theses, and reports). 
Thus, 189 papers were included in this review, with 
the search and study selection process outlined in the 
flowchart (Figure 1. Supplementary File).

https://www.mybib.com/b/R3eMm0
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Figure 1. Flowchart of the research process, inclusion and exclusion of peer-reviewed studies for the evidence 
map and scoping review. Fortaleza, CE, 2023.

Source: Adapted from PRISMA-ScR11.
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The selected papers were produced in 21 
countries, distributed across the following continents: 
20.63% (39) in Europe (United Kingdom, Ireland, 
Belgium, Sweden, France, Portugal, Italy, Norway, 
Finland, Austria, Denmark, Netherlands, and 
Germany); 56.08% (106) in the Americas (United 
States, Canada, Argentina, and Brazil); 17.46% (33) 
in Oceania (Australia and New Zealand); and 5.82% 
(11) in Asia ( Japan and Iran).

When considering the year of publication of the 
papers, it was identified that they were published 
between 1991 and 2023. During this period, 
scientific productions were not detected in only 
four years. The precursors in 1991 were Australia 
and the United States, which, together with Canada, 
appeared most frequently in the publications, with 
68 (35.98%), 31 (16.40%), and 27 (14.29%) papers 
found, respectively.

In contrast, scientific productions in other 
countries did not exceed 10 papers, including Brazil, 
where nine (4.76%) were identified. It is worth noting 
that the decade from 2011 to 2021 was the period 

of greatest interest in the subject, resulting in a high 
number of publications, totaling 52.91% (100), with 
the peak occurring between 2013 and 2014 (Figure 2).

Interest in the theme emerged from various 
professional categories; however, physicians, 
psychologists, and occupat ional therapists 
stood out with a higher number of publications. 
Physicians (306) contributed to the authorship of 
117 papers, distributed across specialties: 183 general 
practitioners, 45 neurologists, 40 geriatricians, 15 
psychiatrists, 14 ophthalmologists, six physiatrists, 
one otolaryngologist, one cardiologist, and one 
orthopedist. Psychologists (192) were present in 
91 studies, and occupational therapists (185) in 84 
papers. In addition to authoring papers, these three 
professional categories were also prominent in test 
administration. However, in this role, occupational 
therapists took the lead, appearing in 44 studies, 
followed by psychologists in 20, and physicians 
in nine. It is noteworthy that other professional 
categories either did not administer tests, were not 
identified, or were classified as "other" due to an 
insignificant number of publications (Figure 3).

Figure 2. Scientific production on the vehicular driving of older adults by country and year of publication 
(1991-2023).

Source: Prepared by the authors.
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Figure 3. Number of scientific publications on older drivers categorized by professional status of the author or 
evaluator of tests. Fortaleza, CE, 2023.

Source: Prepared by the authors.

In papers8,15-18, it was identified that the evaluation 
process of motor competence is developed through 
interdisciplinary collaboration among healthcare 
professionals. The off-road (at clinic) assessment 
begins with a screening conducted by a social assistant, 
involving an interview on driving and psychosocial 
history, along with a nurse who investigates health 
history and variables influencing the decline of 
essential functions for driving. Physicians analyze 
clinical aspects affecting driving, when necessary, 
request diagnostic tests, and assess the effects of 
medications on driving. The psychologist performs 
mental screening, planning, and organization. This 
is followed by the administration of tests evaluating 
physical, sensory, and cognitive functions by an 
occupational therapist. The gold standard evaluation, 
on-road, is conducted by a driving instructor sitting 
in the passenger seat, providing instructions, 
analyzing rules, and ensuring safety in driving 
situations. Simultaneously, the occupational therapist 
in the back seat assesses qualitative aspects of the 

driver's behavior in terms of vigilance, confidence, 
distraction, and impulse control, and may also make 
vehicle adaptations and driving restrictions. After 
these procedures, the assessment team convenes 
to discuss performance, classify the driver, and 
make recommendations to be conveyed during the 
feedback meeting that the social assistant conducts 
with the driver and their family.

Regarding older drivers, it was observed that 
55.70% (127) were healthy older individuals, 14.47% 
(33) had Alzheimer's disease (AD), 9.21% (21) had 
Mild Neurocognitive Disorder (MNCD), 5.70% (13) 
had Parkinson's disease, and 14.91% (34) had other 
comorbidities. It is important to note that some 
studies were scored more than once due to their 
development with more than one type of participant 
and/or being conducted in more than one country.

Diverse types of interventions were identified 
and categorized according to their approach, being 
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evaluative and educational. Evaluative interventions 
accounted for 94.38% (185), further subdivided into 
79.59% (156) interventions assessing the effectiveness 
of instruments measuring the driving fitness of 
older adults; 8.16% (16) interventions evaluating the 
performance/procedures of healthcare professionals 
to assess the fitness of older drivers; 2.55% (5) 
interventions examining the behavior of family 
caregivers regarding older drivers; and 4.08% (8) 
interventions appraising licensing guidelines across 
various countries (Table 1).

The papers19,20 addressing intervent ions 
assessing the performance/procedures of healthcare 
professionals underscored the importance of 
identifying the extent to which they evaluate mental 
function for driving fitness in the face of diverse 
limitations, be they cognitive, physical, or sensory. 
The objectives of these investigations were centered 
on detecting strategies employed by professionals for 
ceasing driving in older individuals; quantifying the 
effectiveness and reliability of different assessors 
in categorizing driving behaviors in older adults 
for licensing authorities; and examining how to 

provide recommendations regarding licenses for 
older drivers.

Concerning educational interventions, 5.61% 
(11) were focused on: three on the education of 
older adults, six on raising awareness and training 
professionals for the assessment of older drivers, and 
two on guiding and supporting family caregivers. It 
is noteworthy that the intersection of intervention 
types with countries exceeds 100%, due to studies 
conducted in two or more countries (Table 1).

Upon analyzing the levels of evidence in the 
studies, 69.84% (132) were identified for Efficacy; 
15.87% (30) for Diagnosis; 9.52% (18) for 
Significance; 4.76% (9) for Prognosis, and no studies 
were identified for Economic Evaluations. Among 
the levels of evidence for Efficacy, observational 
studies without a control group of level 3E stood out. 
Regarding levels of evidence for Diagnosis, studies 
on test accuracy among non-consecutive patients of 
level 2B were prominent. As for Significance, the 
prevalence was of unique qualitative studies of level 
3. For Prognosis, initial cohort studies of level 1B 
were emphasized (Table 2).

Table 1. Participants and types of interventions identified in the 189 selected studies and distributed by country. 
Fortaleza, CE, 2023. 

Countries
USA Canada Australia Brazil Others

Participants n (%) n (%) n (%) n (%) n (%) Total %
HOP 46 (20.18) 22 (9.65) 17 (7.46) 9 (3.95) 33 (14.47) 55.70
PAD 17 (7.46) 3 (1.32) 5 (2.19) - 8 (3.51) 14.47
POCD 6 (2.63) 1 (0.44) 4 (1.75) - 10 (4.39) 9.21
PPD 6 (2.63) 1 (0.44) 3 (1.32) - 3 (1.32) 5.70
POD 17 (7.46) 2 (0.88) 7 (3.07) - 8 (3.51) 14.91
Total 92 (40.35) 29 (12.72) 36 (15.79) 9 (3.95) 62 (27.19) 100.00
Types of Interventions n (%) n (%) n (%) n (%) n (%) Total %
EDU 7 (3.57) 4 (2.04) - - - 5.61
IA 58 (29.59) 21 (10.71) 25 (12.76) 9 (4.59) 43 (21.94) 79.59
PA 7 (3.57) 1 (0.51) 3 (1.53) - 5 (2.55) 8.16
GA 2 (1.02) - 3 (1.53) - 3 (1.53) 4.08
FA 2 (1.02) - 1 (0.51) - 2 (1.02) 2.55
Total 76 (38.78) 26 (13.27) 32 (16.33) 9 (4.59) 53 (27.04) 100.00

HOP: Healthy Older Participants; PAD: Participants with Alzheimer's Disease; POCD: Participants with Other Cognitive Diseases; PPD: 
Participants with Parkinson's Disease; POD: Participants with Other Diseases; EDU: Educational; IA: Instrument Assessment; PA: Professional 
Assessment; GA: Guideline Assessment; FA: Family Assessment. Source: Prepared by the authors.
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Table 2. Classification of the level of evidence of the studies included in the review according to the Joanna 
Briggs Institute (2013).

CLASSIFICATION OF LEVELS OF EVIDENCE
Efficacy
Level 1A - Systematic review of controlled randomized controlled trials (RCTs) 2
Level 1B - Systematic review of RCT and other study designs 2
Level 1C - Randomized Controlled Trial 8
Level 1D - Pseudo-Randomized Controlled Trial 13
Level 3A - Systematic review of comparable cohort studies 3
Level 3B - Systematic review of comparable cohort studies and other lower-level study designs 3
Level 3C - Cohort study with a control group 7
Level 3D - Case-control study 13
Level 3E - Observational study without a control group 39
Level 4A - Systematic review of descriptive studies 1
Level 4B - Cross-sectional study 32
Level 4C - Case series 3
Level 4D - Case study 2
Level 5C - Bench research/ single expert opinion 4
Diagnosis

Level 2A - Systematic review of accuracy studies of tests among non-consecutive patients 1
Level 2B - Study of test accuracy among non-consecutive patients 22
Level 3B - Diagnostic case-control study 1
Level 4B - Individual diagnostic performance studies 6
Prognosis
Level 1B - Initial cohort study 5
Level 3B - Cohort study (or control arm of an RCT) 4
Significance
Level 3 - Single qualitative study 15
Level 5 - Single expert opinion 3

Source: Prepared by the authors.

DISCUSSION

Among the 21 countries distributed across four 
continents identified in this review, the prominence 
of the United States, Australia, and Canada can be 
explained by the concern for the safety of older 
drivers predating the 1990s. This is evidenced by a 
study conducted in 1988 in the United States, which 
mentioned the obligation for physicians to report to 
local licensing authorities when patients presented 
health issues21.

In this regard, researchers from these countries 
were motivated to develop programs linked to 

licensing authorities, comprising interviews with 
older drivers and their family members, clinical 
assessments, neurocognitive, physical, and sensory 
evaluations, in addition to on-road assessments, to 
facilitate the identification of drivers at risk.

In the United States, the DriveWise program 
addresses clinical concerns and emotional needs 
of drivers whose driving safety is in question; it is 
staffed by professionals specialized in the field of 
gerontology9.

In Australia, the Occupational Therapy Driver 
Off-Road Assessment Battery (OT-DORA) was 
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developed to assess driving performance using a 
series of standardized tests that should be used in 
conjunction with the licensing guidelines of the 
VicRoads project22.

In Canada, a program was developed in 
partnership with provincial and federal transportation 
agencies, called Candrive. The aim of Candrive is to 
create a valid screening tool to identify drivers who 
require comprehensive evaluation and to determine 
driving safety23.

In Brazil, the studies identified in this review 
focused on the following aspects: 1- characterization 
of older drivers24; 2- assessment of gait speed, grip 
strength, cognition, and frailty, associating them 
with results from physical and mental fitness 
exams conducted for vehicular licensing or with 
the number of traffic violations in different driving 
environments16,25-30; and 3- the search for instruments 
for evaluating older drivers31. However, educational, 
evaluative, and rehabilitative programs linked to traffic 
departments for older individuals, their families, and 
professionals involved in the (re)licensing process 
were not identified. This gap underscores the need for 
further research on the subject. It is noteworthy that 
the Brazilian Traffic Code6 provides for assessments 
and clinical exams for the general population and 
does not mandate specific evaluations for the (re)
licensing of individuals aged 60 or older.

The decade highlighted in the publications of 
this review spanned from 2011 to 2021, justified 
by two factors. The first factor underscores the 
unprecedented global growth of individuals aged 60 
and above during this decade, a trend not witnessed 
since the 195032. The second factor is linked to the 
establishment of the Decade of Action for Road Safety 
2011-2020, which contributes to the findings of the 
study. This global initiative prompted governmental 
institutions worldwide to adopt preventive measures 
against traffic accidents. It is noteworthy that during 
this period, traffic incidents held the eighth position 
among causes of death on a global scale33.

The professional category of the authors 
involved in the production of studies is a relatively 
underexplored aspect in the literature, yet it proves to 
be pertinent in uncovering the knowledge domains 
that have demonstrated interest in the subject 

matter and their respective needs. This exploration 
aims to propel advancements in scientific research 
and, consequently, in interventions targeted at the 
pertinent population. In this regard, it was observed 
that, despite physicians being the most prominent 
professional category in the authorship of papers, 
geriatricians did not emerge as the most prolific 
contributors on the subject, nor did professionals 
specializing in gerontology.

The "Clinician’s Guide to Assessing and 
Counseling Older Drivers"7 aligns with the findings 
by emphasizing that healthcare professionals should 
concentrate on a comprehensive driving assessment, 
encompassing both clinical evaluation and on-
road assessment. This evaluation should measure 
higher-order functions in executive domains such as 
decision-making, navigation, and problem-solving. 
The results should be utilized for informed judgment 
regarding the individual's likely driving capability.

The Austroads document34 underscores that 
actions of the multidisciplinary team should be 
grounded in the early identification of functional 
decline, investigation into the driver's daily routine, 
and optimization of their capacity. Emphasis is placed 
on the significance of counseling the driver and the 
close collaboration of healthcare professionals with 
licensing authorities. This collaboration involves 
issuing reports regarding health conditions, vehicle 
adaptations, rehabilitation, or driving restrictions.

It was observed that evaluative interventions 
were directed towards four approaches: the behavior 
of family caregivers concerning older drivers, the 
role of healthcare professionals, the effectiveness 
of assessment instruments, and licensing guidelines. 
Concerns related to these approaches are pertinent 
to numerous countries globally, including Brazil, 
as they encompass crucial objectives for older adult 
care in traffic and hold significance for the practice 
of geriatrics and gerontology.

Regarding interventions concerning the 
assessment of the effectiveness of instruments 
measuring the driving aptitude of older individuals, 
a common interest among researchers was identified 
in the search for programs, protocols, batteries, 
screening tools, screening measures, or even tests that 
serve as reliable predictors for assessing the motor 
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competence of this population. In the literature, 
other studies35,36 emphasize that the application of 
isolated tests is not conclusive in predicting the risks 
associated with driving among older drivers, whether 
or not they exhibit cognitive limitations.

Research4,37 on interventions assessing licensing 
guidelines in various countries converge on a 
systematic proposal that advocates for the use of 
assessment instruments based on a community-
referenced model. This model involves a three-tiered 
evaluation process, including: 1- a brief screening 
of skills, 2- a standard knowledge test along with 
perceptual response time, and 3- assessment by 
experts and/or on-road evaluation. Importantly, this 
model does not rely on age as a determining factor. 
These studies highlight the advantages of restrictive 
(re)licensing policies, incorporating a transitional stage 
of restricted driving. This approach avoids premature 
and often abrupt and traumatic cessation of driving, 
enabling individuals to remain on the road safely for 
as long as possible. In accordance, member countries 
of the Organization for Economic Cooperation and 
Development (OECD), in their 2001 report with 
projections for 2030, caution national governments 
to reconsider licensing policies and strategies. They 
advocate for collaboration with universities to work 
within research groups to develop programs aimed 
at assessing functional limitations that impede traffic 
safety. The report also emphasizes the identification of 
limitations that can be overcome, outlining effective 
rehabilitation options38.

Educational interventions, in turn, focused on 
the education of older individuals, awareness and 
training of professionals for the assessment of older 
drivers, as well as guidance and support for family/
caregivers.

Concerning the education of older drivers, the 
studies9,39 included in the review present educational 
programs designed to assist this demographic in 
maintaining safe driving practices. These programs 
involve practical interventions addressing safety 
content, behavioral changes, and adjustments for 
both the driver and the vehicle. The aim is to prevent 
traffic violations and accidents through education 
on safe driving practices. In agreement, a systematic 
review conducted in 202040 discusses the impact of 

interventions on the driving behavior of healthy older 
individuals. It points out that the benefits depend 
on the type of training conducted. For example, 
education-based training with widespread use has 
proven efficacy in increasing knowledge and self-
awareness among drivers. However, this isolated 
action is not sufficient to improve the ability to 
drive safely or reduce collisions. On the other hand, 
computer-based interventions indicated a reduction 
in the risk of involvement in accidents over time, 
proving to be a viable option. Mixed interventions 
also yielded positive results, as perceived by drivers, 
in terms of skills and positive behavioral changes 
upon returning to the road.

Regarding the awareness and training of 
professionals for the assessment of older drivers, 
the studies revealed data on gaps in the knowledge of 
these professionals. This situation engenders a sense 
of insecurity related to how to support patients as they 
approach the moment of ceasing driving or during 
the application of driving performance assessments41. 
Consistent with these findings, Scott et al.42 reported 
the difficulty that general clinicians face in managing 
conversations about ceasing driving with patients 
with dementia. They emphasized the importance 
of patients and their families understanding the 
impacts that dementia has on driving to facilitate 
the acceptance of discontinuing vehicular operation 
when the time comes.

Guidance and support for family/caregivers are 
crucial, considering that some spouses contribute 
to the continuation of unsafe driving by older 
individuals. For instance, Jett et al.43 mention the 
preference of wives to act as co-pilots for their spouses 
rather than assuming the responsibility of driving. 
They highlight the difficulty that family members/
caregivers face in convincing older drivers that driving 
has become unsafe. In alignment with this, Liddle et 
al.44 described strategies used by family members of 
drivers with dementia during the cessation process. 
These strategies include collaborative negotiation 
of driving cessation agreements, family members 
volunteering to drive, reducing the visibility of the 
car or related items, and restricting the routes and 
times of driving. The significance of support groups 
for caregivers is also emphasized.
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Regarding levels of evidence, 15.87% of the total 
search (189) was classified as level 1 for efficacy and 
prognosis ratings. A similar finding was evidenced 
in the systematic review conducted by Classen et 
al.45, highlighting the need for more continuous 
randomized clinical trials and level 1 studies. Well-
designed intervention studies provide valuable 
insights into the effectiveness of these actions and 
contribute to informed clinical decision-making.

It is noteworthy to add that, although expert 
opinion falls under level 5 in terms of evidence, 
this type of study enables researchers to understand 
the scenario related to vehicular driving from the 
perspectives of professionals, family members, and 
the drivers themselves. Regarding this, Neilson 
et al.46 emphasize the importance of such studies, 
noting the need for qualitative data to comprehend 
the challenges that healthcare professionals face in 
their daily practice.

Considering the complexity of the subject matter, 
it is believed that the limitations of this review 
manifested when elucidating the comorbidities that 
may impact vehicular control and in addressing the 
instruments employed in the assessment process 
of the drivers in question, which may have been 
superficially expounded upon.

CONCLUSION

This review has delineated scientific evidence 
regarding diverse perspectives on older individuals' 
vehicular operation within both national and 
international contexts. It has underscored that the 
United States, Australia, and Canada have undertaken 
a substantial body of research encompassing evaluative 
and educational interventions, thereby affording 
enhanced support to older drivers, their families, 
and healthcare professionals, in collaboration with 
governmental entities.

It further emphasized the imperative for new 
studies concerning the subject matter, given global 
projections indicating a rapid surge in the older 
population in the coming years. Additionally, it 
identified the significance of additional randomized 
clinical trials, characterized by methodological rigor, 
to facilitate effective interventions in geriatrics and 

gerontology. This approach aims to refine the profile 
of the older driver, engage in deliberations on and 
counsel regarding vehicular operation, and provide 
recommendations pertaining to driving restriction 
or cessation.

In Brazil, lacunae were observed concerning the 
productivity of studies, the utilization of specific 
assessments in the (re)licensing process, educational 
interventions for drivers and their families, and the 
training of a multidisciplinary team within traffic 
departments.

In this context, it is imperative for researchers 
in the fields of geriatrics, gerontology, and traffic 
specialists, in collaboration with traffic authorities, 
to conduct studies that provide specific assessments 
for older drivers. These studies should encompass 
rehabilitation when feasible, support for family/
caregivers, and preparation for cessation of driving, 
with a focus on enhancing the self-awareness of the 
older individual.

Finally, the adaptation of licensing guidelines 
that address the social, economic, political, and 
educational specificities of the older driver, and the 
pursuit of a standardized, validated, and economically 
viable assessment that contributes to the identification 
of at-risk drivers, are important requisites globally.
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Self-esteem and aesthetics in the perception of older adults from 
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Abstract
Objective: To analyze the perception of older adults regarding their body image and 
self-esteem. Method: A qualitative, exploratory, and descriptive study conducted with 28 
older adults in the Social Assistance Reference Centers of Araucária, Paraná, Brazil. A 
structured interview with a questionnaire comprising 10 questions addressing feelings 
about aesthetics in aging and its repercussions on self-esteem was administered. Data 
analysis was performed using the IRAMUTEQ® software. Results: The analysis of 
perception regarding aesthetics and self-esteem in aging resulted in 5 classes: Class 1 
(19.8%) "Self-esteem vs. self-image", Class 2 (20.7%) "Feelings and sensations experienced", 
Class 3 (20.7%) "Aspects beyond appearance influencing self-esteem", Class 4 (18.1%) 
"Reasons for engaging in aesthetic care", and Class 5 (20.7%) "Types of interventions 
and aesthetic care". Elevated self-esteem was found in an economically vulnerable 
population. Many older adults reported changes in how they are treated with aging; 
however, this was not solely perceived negatively. Conclusion: Despite societal promotion 
of a beauty standard, older adults can live satisfactorily with high self-esteem without 
being negatively influenced.
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INTRODUC TION

Aging is a natural process in which individuals 
are susceptible to bodily changes and the effects of 
socio-cultural influences, including predetermined 
aesthetic standards1. Among the influential factors, 
media and social networks play a significant role. 
These platforms filter life experiences, present, and 
impose an aesthetic ideal of youth and beauty, thereby 
rendering aging an invisible reality2.

Despite socially determined aesthetic standards, 
Adela Cortina3 asserts that "it can never be allowed 
for a group, no matter how minority, to restrict 
the individual freedoms of its members, forcing 
them to maintain a lifestyle they do not desire". 
The ability to resist socially determined aesthetic 
standards is associated with self-esteem. Self-esteem 
is understood as the consideration or feeling that the 
individual has about oneself, how one sees oneself, 
and how one feels4. Analyzing and discussing the 
relationship between self-esteem and the aesthetics 
of aging from the perspective of those who are aging 
is crucial, recognizing that aging is not experienced 
uniformly among older adults, as many reject it, 
feeling undervalued.

Among minority groups, those living in poverty 
stand out. According to data from the Brazilian 
Federal Government in 2020, 69% of older adults 
lived on an income of up to two minimum wages5. 
Poverty in this age group is a significant challenge, 
as fewer financial resources correlate with increased 
health fragility and dependency in older individuals. 
Poverty not only compromises material and financial 
needs but also encompasses other dimensions of older 
adults, including the social, cultural, and relational 
aspects in general. This can have repercussions on 
various levels, including the existential dimension, 
potentially leading to low self-esteem6. In this study, 
poverty is a reality for the participating population, 
with economically vulnerable older individuals being 
considered.

According to Adela Cortina7, full citizenship 
requires a connection with one's peers, an acceptance 
of differences, as it "integrates a legal status, a moral 
status, and an identity, through which a person knows 
and feels belonging to a society". The author further 

states that identity is not something given; rather, it 
is something negotiated through social struggles that 
make recognition a reality. However, mere recognition 
of the other is not sufficient; it is essential for the 
individual to choose and define their own identity8. 
In a modern society that aspires to equality among 
its members, each individual should be empowered 
to determine which affiliations they consider most 
defining. In this context, the aim of this study is to 
analyze the perception of older individuals regarding 
their body image and self-esteem.

METHOD

A qualitative, exploratory, and descriptive research 
was conducted with 28 older individuals registered 
at two Centers of Social Assistance Reference 
(Centros de Referência de Assistência Social - CRAS):  
Industrial and Califórnia, in Araucária, a municipality 
in the state of Paraná. The CRAS is a unit of the 
Unified Social Assistance System (Sistema Único de 
Assistência Social - SUAS) responsible for providing 
services, programs, and benefits aimed at preventing 
situations of risk and strengthening bonds in areas 
of social vulnerability.

The sample was established by convenience, 
a non-probabilistic and non-random sampling 
technique employed to create samples based on ease 
of access. Inclusion criteria encompassed individuals 
of advanced age, with a minimum age threshold of 60 
years and no specified maximum age limit, of both 
genders, affiliated with one of the CRAS facilities 
in Araucária. Exclusion criteria were applied to 
preclude individuals with any pre-existing cognitive 
limitations that might impede comprehension and 
response to the questionnaire. Forty older individuals 
were approached as they sought assistance or engaged 
in activities at the CRAS. Twelve individuals declined 
participation, culminating in a final sample size of 
twenty-eight.

The qualitat ive approach provides three 
possibilities: documentary research, case study, 
and ethnography9. This work employed what is 
known as a case study, as it adopts an exploratory 
and descriptive focus, aiming to demonstrate the 
multiplicity of dimensions present.
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Given the qualitative nature of the research, 
aimed at capturing the multiple dimensions of a 
phenomenon, the concept of saturation was not 
employed. Instead, the objective was to substantiate 
the research comprehensively and in-depth, thereby 
providing a thorough exploration. According to 
Minayo10, in qualitative research, the certainty of 
discovering the internal logic of the study's object 
– which is also a subject – should prevail in all its 
connections and interconnections.

The Consolidated Criteria for Reporting 
Qualitative Research (COREQ) guide, in its 
Brazilian version11, has been employed since the 
project's planning phase. This tool, created by the 
Pan American Health Organization (PAHO) and 
the Equator Network, aims to establish indicators 
for the planning, execution, and reporting of 
qualitative research. It comprises 32 items across 
three domains: characterization and qualification 
of the research team, study design, and analysis 
of results11.

The research technique employed was structured 
interviews with audio recording. The research 
instrument consisted of eight sociodemographic 
questions and an interview script comprising 10 
questions addressing feelings regarding aesthetics 

in aging and its repercussions on self-esteem. 
The interview script utilized for the interviews is 
presented in Chart 1. 

The interviews were conducted between July 
2022 and March 2023 by an auxiliary researcher who 
functions as a psychologist in the CRAS. The auxiliary 
interviewer underwent specific training to ensure the 
impartiality of responses and to adhere strictly to the 
predetermined script. Impartiality was monitored 
through the audio recordings of the interviews. The 
interviews took place in a private setting, with no 
individuals present other than the participant and 
the interviewer. The interview audio recordings were 
captured in MP4 format, with a duration ranging 
from 4 to 9 minutes. Subsequently, the interviews 
were transcribed in their entirety, and a cleaning 
process was undertaken, involving the correction 
of grammatical errors and the transformation of 
figurative language into textual form, all while 
preserving the content of the narratives. It was 
imperative to listen to the interviews at least three 
times to ensure comprehensive assimilation of all 
data for subsequent discussion. For data analysis, 
the open-source software IRAMUTEQ® (Interface 
de R pour les Analyses Multidimensionnelles de 
Textes et de Questionnaires) was employed, enabling 
statistical analyses on textual corpus12.

Chart 1. Structured interview script conducted. Araucária, Paraná, 2023

1) Share your thoughts on aesthetic interventions 
undertaken by individuals as they age (such as hair 
coloring, aesthetic treatments, cosmetic procedures, plastic 
surgery, etc.).

6) What aspects of your current appearance bother you the 
most, and what do you appreciate the most?

2) Do you engage in any form of self-care or aesthetic 
intervention? If affirmative, could you specify the nature 
of these practices?

7) Are there aesthetic practices you engage in because you 
feel obligated or demanded by others?

3) Do you believe that the aesthetic care practices you 
undertake for yourself are driven by personal preference or 
societal expectations?

8) How do you perceive yourself when looking in the 
mirror?

4) How do you currently perceive your appearance? Please 
elaborate on your feelings.

9) Would you describe yourself as confident in terms of 
your appearance? Please explain.

5) Does your appearance influence how you are treated by 
people (family, friends, strangers)? In what ways?

10) How do you perceive your self-esteem as you age? 
Please explain.

Source: Figueira, 2023.
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The data presented in the Descending 
Hierarchical Classification (DHC) are graphical 
outcomes generated by IRAMUTEQ® from all 
grouped interviews (textual corpus). In the DHC, 
various aspects are analyzed, including the number 
of texts, text segments, distinct forms, occurrence 
frequency, average frequency of forms, number of 
classes, and retention of text segments12. It delineates 
classes, with each class comprised of vocabulary that 
is both similar within itself and different from other 
classes. Distances and proximities are computed 
through chi-square tests (chi²). Based on this analysis, 
the software organizes the data into a dendrogram.

Participation authorization was secured through 
the Informed Consent Form (ICF) based on 
Resolutions 466/2012 and 510/2016 of the National 
Health Council13. The identity of participants was 
safeguarded, with names modified to initials (e.g., 
MLS). It was explicitly communicated that participants 
had the freedom to terminate the interview at any 
point or choose not to respond to specific questions 
without facing any inquiry from the interviewer. The 
research project received approval from the Research 
Ethics Committee under protocol number 5.445.753.

DATA AVAIL ABIL IT Y

The entire anonymized dataset supporting the 
findings of this study has been made available on 
OPENICPSR and can be accessed at https://www.
openicpsr.org/openicpsr/project/194962/version/
V2/view.

RESULTS AND DISCUSSION

As this study is qualitative in nature, results and 
discussion will be presented concomitantly.

Characterization and sociodemographic distribution of 
participants 

The sociodemographic characteristics of the 
participants are illustrated in Table 1.

According to Brazilian Institute of Geography 
and Statistics (Instituto Brasileiro de Geografia e 

Estatística - IBGE)14, the current population of 
Brazil is 203,062,512 people, and in the state of 
Paraná, 11,443,208 people reside, with 11% of this 
population comprising older adults. A population 
with low educational attainment was identified, as 
expected, given the prevalence of illiteracy, which 
currently affects 6% of the Brazilian population, 
particularly within economically vulnerable classes.

In this study, data congruent with what researchers 
refer to as the "Feminization of Aging"15 were 
identified. The reasons behind this phenomenon 
in the Brazilian population are not entirely clear; 
however, it is suggested that it may result from 
various factors, including a higher proportion of 
women in the Brazilian population and a longer life 
expectancy for women compared to men.

Regarding housing, 43% live with family, while 
46% live alone. The fact that a significant portion 
resides independently suggests that these older 
adults exhibit good autonomy and maintain their 
functionality. On the other hand, living with family 
does not necessarily imply a loss of autonomy.

Analysis of the perception of older adults regarding their self-
image and self-esteem

The IRAMUTEQ® software organized data and 
identified 278 texts (interviews from 28 participants, 
each comprising 10 questions, with two questions 
left unanswered), 327 segments of text (ST), and 
7,375 occurrences (words, terms, or expressions). 
These occurrences were further categorized into 
572 active forms, 118 supplementary forms, and 5 
class numbers. Of the 327 classified text segments, 
232 were deemed usable, corresponding to 70.95%.

From the ana lys is  conducted us ing 
IRAMUTEQ®, thematic groups of subtopics 
were formed, emerging from the statements of the 
interviewees that gave rise to the following classes: 
1. "Relationship between Self-Esteem and Self-
Image," 2. "Feelings and sensations experienced," 
3. "Aspects beyond appearance influencing self-
esteem," 4. "Reasons for engaging in aesthetic care," 
and 5. "Types of interventions and aesthetic care," 
as illustrated in Figure 1.
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Table 1. Sociodemographic characteristics of participants (N=28). Araucária, PR, 2023.

Variables Number Percentage
Gender
Female 25 89
Male 3 11
Age group (years)
60-64 7 25
65-69 13 46
70-74 6 21
75-79 1 4
80-89 1 4
90 and above 0 0
Living arrangements
Spouse 3 11
Family 12 43
Alone 13 46
Others 0 0
Marital status
Single 2 8
Married; common-law marriage 6 21
Separated; divorced 6 21
Widowed 14 50
Education
Illiterate 10 35
Incomplete Elementary Education 15 54
High School 3 11
Paid employment
Yes 4 14
No 24 86
Trabalho voluntário
Yes 3 11
No 25 89

Figure 1. Dendrogram of the Descending Hierarchical Classification

Class 1: Relationship between Self-esteem and self-image; Class 2: Feelings and sensations experienced; Class 3: Aspects beyond appearance 
that influence self-esteem; Class 4: Reasons for engaging in aesthetic care; Class 5: Types of interventions and aesthetic care.

Source: IRAMUTEQ® 7.2 Software, 2023.
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Class 1: Relationship between self-esteem and self-image

Authors describe that older adults may exhibit 
low self-esteem due to dissatisfaction with their 
bodies, linked to physical, functional, and social 
losses4,16,17. In this study, it was observed that 
older adults refer to their health as a significant 
determinant of self-esteem.

The connection between health and self-esteem 
became apparent in statements such as:

"I used to enjoy dressing up..., but not anymore; 
I am very ill, facing many health problems" 
(Question 01, Response 15);

"When I feel good, it's because I know I am in 
good health" (Question 09, Response 28);

"My self-esteem is good... I take medicine to 
sleep, and I don't need to take it" (Question 10, 
Response 08).

Self-image can interfere with self-esteem due to 
a stigmatizing and prejudiced view of the individual 
aging in relation to their own body18:

"I feel ugly; I look different after aging" (Question 
04, Response 15);

"I see that I don't have a good appearance; I am too 
old, I am worn out" (Question 04, Response 21).

The presence of physical and social problems 
generates insecurity, negatively impacting self-
esteem. Low educational attainment, prevalent in 
various regions of Brazil, compromises access to 
health education and social mobilization, thereby 
influencing the potential for improved quality of 
life and, conceivably, self-esteem19.

Twenty-one older adults were found to feel good 
about themselves, while only seven do not feel 
good about their appearance. Among these seven, 
statements such as the following were observed:

"I don't feel good; if I could, I would change" 
(Question 4, Response 09);

Despite the negative perception of some, the 
majority maintains a positive outlook:

"I feel good as I am, naturally" (Question 4, 
Response 02);

"I think I am beautiful; I am happy" (Question 
4, Response 05);

"I live very well with my age; I love myself a lot 
and enjoy dressing up" (Question 4, Response 06);

The majority of the interviewees reported feeling 
good (21 out of 28), as indicated by statements such as:

"My self-esteem is high; I don't let myself be 
discouraged" (Question 10, Response 02);

"My self-esteem is good; I find myself beautiful, 
and my body is also appropriate for my age" 
(Question 10, Response 04).

It can be observed that, regardless of age, a 
significant number of them feel good, acknowledging 
the aging process, with some expressing a desire 
or even undergoing aesthetic care, yet without 
attempting to conceal the aging. These individuals 
are aware of the passage of time, wrinkles, associated 
clinical comorbidities, and they confront them. This 
outcome aligns with findings from other studies 
reviewed by Yokomizo and Lopes20, where older 
adults seek not to victimize themselves in the face of 
the inevitability of aging and accept old age without 
bitterness over the end of youth.

However, older adults with impaired functionality 
tend to have low self-esteem:

"My self-esteem is not so good because I am 
becoming debilitated... I am slower" (Question 
10, Response 07).

Dissatisfaction with self-image was observed to 
be directly associated with the social and economic 
vulnerability profile of this population:

"I feel bad when I go out with other people; I 
want to eat in secret" (Question 10, Response 01);

"I don't have all my teeth, so I am ashamed to eat 
in front of others" (Question 06, Response 01).
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It is crucial to understand that every human 
being possesses a narrative identity, shaped by their 
history, the passage of years, and the accumulation 
of experiences. This implies that one cannot 
comprehend an individual without grasping their 
history, life stories, as these constitute the key to 
their worldview, context, and current state21. The 
marks of time and the aesthetics of aging are these 
stories, lived experiences, and encounters. When 
society imposes alterations to the appearance of 
older adults, it suggests an attempt to conceal their 
genuine life experiences.

Class 2: Experienced feelings and sensations

In the pursuit of comprehending the self-esteem 
of older adults, varied sentiments and sensations 
were observed. Distinct manifestations of coping 
mechanisms were discernible, a phenomenon 
delineated by the concept of emotional intelligence 
as the stress-coping methodology employed by each 
individual22.

Among the various strategies employed to 
cope with the aging process, diverse approaches 
to acceptance have been observed. Many older 
individuals establish a connection with religion, 
wherein their relationship with God assumes a 
pivotal role. In the described interaction with the 
divine (and/or God), numerous individuals express 
an acceptance of their current situation, attributing 
it to the divine will—a form of religious coping. 
Pargament23 has defined religious coping as the 
utilization of religious/spiritual strategies to navigate 
situations of stress and suffering.

Religious coping manifests in the discourse of 
some, as evidenced by their statements:

"I am old, and I feel that I am closer to God" 
(Question 04, Response 08);

"I feel beautiful because I am evangelical, and I feel 
beautiful before God" (Question 04, Response 26).

Sixteen older individuals were identified as 
perceiving a change in the treatment they receive 
based on their appearance, while twelve did not sense 

such a change. However, not all who observed the 
change regarded it as negative:

"My appearance changes how I am treated; I 
feel that I am viewed positively" (Question 5, 
Response 03);

"I receive compliments because of my age, and it 
makes me very happy" (Question 5, Response 06);

"I believe I am treated well because I am tidy and 
cheerful" (Question 5, Response 17).

Some perceive this change negatively:

"Some people say I am old, make jokes" (Question 
5, Response 08);

"It does change; people say I look worn out" 
(Question 5, Response 13).

Among the 12 older individuals who do not 
perceive any change in treatment, expressions such 
as the following can be noted:

"It doesn't change; people like me just the way I 
am" (Question 5, Response 12);

"It doesn't change; everyone treats me normally" 
(Question 5, Response 24);

"Everyone treats me well; no one cares about my 
appearance" (Question 5, Response 28).

Class 3: Aspects beyond appearance that influence 
self-esteem

The relationship between self-esteem and 
aesthetics was prominently highlighted. However, 
other significant factors for this population's self-
esteem were identified, such as family relationships 
and autonomy. In articulating their self-esteem, 
numerous older individuals addressed autonomy 
in two dimensions: functional autonomy and as a 
bioethical principle.

Functional autonomy was mentioned:

"I can still go out; I come to participate in 
activities" (Question 04, Response 02);
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"I am active, I do various tasks... I don't stay locked 
up at home" (Question 04, Response 25);

"I still have strength and autonomy; I feel well" 
(Question 06, Response 07).

Functional autonomy in older individuals 
is extensively discussed in the literature due to 
its paramount importance during this life stage. 
The significance of maintaining autonomy as a 
means to promote quality of life in aging has been 
well-established24, along with the preservation of 
functional capacity for healthy aging25. A study 
conducted in Fortaleza, with 821 individuals aged 60 
to 100 years, found that higher income is associated 
with a lower likelihood of illness19. Therefore, social 
and health inequalities require increased attention to 
achieve equity in care, ensuring that older individuals 
in economically vulnerable situations can maintain 
their functional autonomy19.

Autonomy as a bioethical principle is recognized 
as a right for older individuals, both under the Elderly 
Statute26 and the Universal Declaration on Bioethics 
and Human Rights (UDBHR), which stipulates that 
no one should be discriminated against or stigmatized 
for any reason, under penalty of "violation of human 
dignity, human rights, and fundamental freedoms"27.

The importance of preserving the decision-making 
regarding one's own life is evident in the statements:

"I do what I want and because I want to, not 
because I'm forced to" (Question 07, Response 22);

"I don't accept orders from anyone, not even from 
my children; I am the one in control of my life" 
(Question 07, Response 25);

"I don't like being told what to do; I don't like 
being told whether I can or cannot do something 
just because I am old" (Question 06, Response 24).

Another aspect valued by older individuals is the 
relationship with family:

"The children keep telling their mothers that they 
are old, and that's not nice... because mothers are 
aware that they are aging; there's no need to keep 
talking about it" (Question 05, Response 18).

It is understood that the way an older individual 
has built their relationships has a direct influence on 
how they will experience them in old age.

Class 4: Reasons for engaging in aesthetic care

The majority of the interviewees state that they 
do or do not undertake certain care based on their 
personal desires. This aligns with research conducted 
with 50 older women aiming to assess the motivation 
for undergoing aesthetic surgery, which observed 
that those who underwent surgery cited physical 
discomfort and dissatisfaction with self-image as 
the primary motivators28.

In the discourse on aesthetic interventions, 
several motives for engaging in aesthetic care can 
be identified:

"I think it's nice for those who don't want to 
show the signs of aging and to appear younger" 
(Question 01, Response 18);

"The aesthetic care I take for myself is because 
people expect it from me; if I don't groom myself, 
I don't feel good in the midst of others" (Question 
03, Response 01);

"People expect this from me; my boyfriend 
even said I should dye my hair" (Question 03, 
Response 15).

Exacerbated by societal pressure for beautification, 
those lacking financial resources may experience 
feelings of shame or guilt20:

"I feel too old; I wish I had the money to undergo 
plastic surgery" (Question 01, Response 21);

"I would like to change, but since I don't have 
the money, I have to stay this way" (Question 
04, Response 09).

Low self-esteem and social rejection may underlie 
the emergence of feelings of loneliness, which can 
be experienced with anguish. This is because older 
individuals may feel alone despite being surrounded 
by others, sensing a lack of support, particularly in 
the emotional realm29. 
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As a society, it must be understood that ethics 
opposes indifference, and an ethical society is 
obligated to care for older adults who are the most 
vulnerable. Although many older women feel free to 
choose their appearance, some authors suggest that 
the association of aging with illnesses has resulted 
in anti-aging practices for women as a constant 
construction of gender identity20.

In associating aging with illness, they seek 
aesthetic procedures with the aim of disguising age. 
Women appear to bear the stigma of aging more 
acutely, falling victim to the heightened concern 
for physical appearance, wherein the care for bodily 
aesthetics becomes synonymous with happiness, and 
the body is elevated to cultural, symbolic, social, and 
economic capital30.

Nevertheless, recent research has indicated that 
many older women, regardless of social class, perceive 
old age as a period of heightened freedom31. This 
enthusiasm may be one of the reasons why a segment 
of this population manages to break free from social 
impositions, expressing their aging in a manner that 
suits them.

Despite the stigma, there appears to be a shift 
in the perception of old age. As women break 
free from these impositions, they begin to find 
fulfil lment in the construction of l ife rather 
than appearance, and they start to occupy spaces 
that were previously vacant, such as cultural and 
recreational domains32:

"I have never liked to stretch my eyes, stretch my 
forehead, stretch my neck; I want to be who I am" 
(Question 03, Response 04);

"I like to be natural" (Question 03, Response 07).

Culture possesses a transformative force and 
establishes behaviors regulated by norms, sustained 
by a set of values that legitimize and render them 
comprehensible, institutionalized8. However, culture 
is not absolute; it is born, transforms, and can 
perish when it lacks the capacity to respond to new 
challenges presented by its surroundings8.

Category 5: Types of Interventions and Aesthetic Care

Aging wears a feminine face; women are 
more numerous and live longer33. For this reason, 
it is necessary to provide a social, community, 
and personal response of care, attention, and 
responsibility. Ethical consideration of older women 
necessitates contemplating care as a response.

Older women were more numerous in this study 
and were able to express their perception regarding the 
need to modify or accept aging. The premise is that the 
stereotype may not only be linked to prejudice but can 
also be understood as a widespread belief resistant to 
changes or new information about personal attributes 
of a group34. The majority of respondents reported 
coping well with these characteristics:

“Only face cream for me and never dye my hair” 
(Question 02, Response 05);

“I like makeup, painting my nails” (Question 02, 
Response 06);

Among the 28 interview participants, 19 affirmed 
not dyeing their hair. 

Older women placed significant importance on 
the use of cosmetics and makeup, even those who 
claimed not to dye their hair, indicating a concern 
for appearance that may not be directly linked to 
conveying youthfulness. Despite female aging being 
rooted in persistent patterns of inequality, there is 
an observable shift in the mindset of these women 
who take on the role of protagonists in their lives. 

In literature, philosophers have also liberated 
themselves from social constraints, matured in their 
works, and produced significant texts after the age 
of 60. At the age of 66, Immanuel Kant published 
Critique of Judgment and Religion within the Bounds of 
Bare Reason. After the age of 60, Plato produced 
significant works such as Sophist, Statesman, Timaeus, 
Crito and Philebus, the latter completed at the age 
of 74. Through their examples, they demonstrate 
the greatness that can be found in old age. Cicero 
also speaks of the 'art of aging,' as the skill to find 
pleasure in all stages of life.
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Given that this study employed a convenience 
sampling method, taking into account the availability 
of individuals to participate in the research, it is 
acknowledged that the participants and results may 
not necessarily represent a representative sample of 
the entire Brazilian population.

CONCLUSIONS

In this study, a high level of self-esteem was found 
within an economically vulnerable population. Many 
older individuals perceived changes in how they 
are treated due to aging. However, these changes 
are not solely perceived negatively. Some recognize 
benefits in appearing their age, such as respect and 
care from family and friends. A resilient population 
was observed, accepting aging and employing their 
resources to cope with it.

With the aging of the population, more studies on 
self-esteem and aesthetics in aging are necessary. To 
truly establish a just society where older individuals, 
have their citizenship respected, it is imperative to 
include them in the discussion.

This research identif ied an autonomous 
population of older individuals, aware of their 

achievements, and capable of coping with the losses 
and limitations associated with aging.
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Postural balance and associated factors with the fall risk assessed in 
older adults with type 2 diabetes mellitus
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Abstract
Objective: Identify clinical-functional factors associated to the risk of falls, assessed 
by Mini-BESTest in older adults with type 2 diabetes mellitus (T2DM). Method: This 
cross-sectional study. A total of 145 older adults aged ≥60 years were evaluated through 
sociodemographic variables (sex, age group, married, education level, general health 
status hearing and vision), Mini-BESTest, Mini-Mental State Examination (MMSE), 
Geriatric Depression Scale (GDS-15) and dual-task Timed Up and Go Test (TUG). 
Multiple logistic regression model was used. Results: The sensory orientation domain 
presented the highest average score, followed by the gait stability, anticipatory postural 
adjustments and postural responses domains. Factors associated to the risk of falls in 
older adults are: poor/very poor visual perception OR 3.40 (1.50-7.72); have respiratory 
diseases OR 8.00 (1.32-48.46); feeling dizzy OR 2.53 (1.10-5.80); and TUGT (dual task) 
time equal to or greater than 13.5 seconds OR 3.31 (1.03-10.64). Conclusion: Older adults 
in this study presented impaired postural balance, mainly in the postural responses 
domain. The knowledge of the factors associated with the risk of falls in older adults 
with T2DM allows for better guidance in prevention, assessment and intervention, in 
order to minimize the occurrence of falls and maintain or optimize postural balance. 
Several factors influenced this outcome, such as overweight, low physical activity and 
education, several comorbidities, polypharmacy, T2DM diagnosis for more than ten 
years, negative perception of general health and vision, and depressive symptoms.
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INTRODUC TION

Disability related to type 2 diabetes mellitus 
(T2DM) critically affects older adults and is 
recognized as an emerging health problem related to 
increased life expectancies worldwide. Also, T2DM 
can cause several complications and impair postural 
control (PC) due to decreased proprioception and 
strength and increased stiffness in ankle joints1. 

Individuals with T2DM present a higher fall 
risk than healthy individuals in the same age group. 
The prevalence of falls among older adults with and 
without diabetes was 25.0% 18.2%, respectively2. 
Older adults with T2DM may present balance 
impairments and falls due to impaired sensory 
systems (e.g., impaired proprioception in lower limbs 
due to neuropathy). The main cause of falls is the loss 
of balance due to impaired PC (e.g., impaired visual, 
somatosensory, auditory, and vestibular systems or 
mixed, motor and autonomic disorders)2.

Comorbidities related to complications of 
individuals with T2DM are common, such as 
hypertension, cardiovascular disease, vascular disease 
and the risk foot ulceration and/or lower extremity 
amputation3.

The use of a cutoff point to classify older 
adults at risk of falls can be a useful tool in early 
identification and targeted interventions to prevent 
falls and improve balance. Additionally, by providing 
detailed information on the domains of the Mini-
BESTest that were compromised, the study allows 
for a comprehensive understanding of balance 
impairment in this population.

These contributions help to contribute to the 
literature, in addition to providing valuable insights 
for healthcare professionals who work with older 
adults with T2DM, helping to identify and effectively 
treat balance problems and fall risk in this specific 
population.

This study aimed identify clinical-functional 
factors associated to the risk of falls, assessed by 
Mini-BESTest in older adults with type 2 diabetes 
mellitus (T2DM).

METHOD

We conducted a cross-sectional study (random 
sample) with older adults aged ≥60 years of both 
sexes and diagnosed with T2DM. The study included 
older adults diagnosed with T2DM by a physician, 
who provided their laboratory tests for evaluation.

We excluded older adults submitted to balance 
rehabilitation in the last six months; unable to 
understand or follow simple verbal commands or 
repeat movements; with severe visual or auditory 
impairment hampering to perform activities of 
daily living (even with corrective lenses or hearing 
aids); with lower limb amputations (regardless of 
the level); unable to independently walk; or walk 
using assistive devices.

The outpatient assessment was performed at the 
university hospital in Rio Grande do Norte, over the 
course of one year, starting in August 2015 and ending 
in August 2016, the evaluated patients were referred 
from the gerontology and endocrinology outpatient 
clinics of the Onofre Lopes University Hospital.

The BESTest is a clinical tool that assesses 
balance, fall risk, and domains that could be focused 
during rehabilitation5. This test comprises six systems 
that may impair balance: biomechanical constraints, 
stability limits, postural responses, anticipatory 
postural adjustments, sensory orientation, and 
stability in gait5.

The Mini-BESTest comprises 14 tests and 16 
items (bilateral assessment), completed between 
15-20 minutes. Scores range from 0 to 28 points7.8. 
The suggested cutoff point of the Mini-BESTest to 
identify older adults with history of falls was 20.5 of 
28 points, with 60% sensitivity and 71% specificity 
to identify changed postural responses6,7.

Questions are divided into four domains 
corresponding to the systems that maintain the PC:

1. Transit ions and anticipatory postural 
adjustments;

2. Postural responses to disturbance;
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3. Sensory orientation;

4. Stability in gait.

Each item is scored on an ordinal scale of 3 points 
(0 to 2); 0 is the worst performance and 2 is the best4. 
The dual-task TUG assesses the ability to perform 
two different tasks simultaneously. Older adults were 
asked to perform the TUG and simultaneously evoke 
as many animal names as they could remember. 
Older adults were seated with feet on the floor and 
back supported on the chair. After the evaluator 
commanded, older adults should stand up, walk 
three meters, turn around their axis and return to 
the starting position8. A chronometer measured the 
time to cover the distance, and older adults were 
encouraged to walk at their usual speed5. They were 
classified into two groups based on the test time: 
high fall risk (≥13.5 seconds)9,10.

We used a questionnaire to identify age, sex, 
marital status, education level, and, reported diseases, 
number of medications, perceived vision and hearing.

History of falls in the last 12 months and fear of 
falling were evaluated through the following questions: 
“did you fall in the last 12 months?”; “are you afraid 
of falling?” All older adults were asked about chronic 
dizziness (i.e., ≥ two months of dizziness). Dizziness 
was defined as the sensation of disturbed or impaired 
spatial orientation with no false or distorted sense 
of motion, not including vertiginous sensations11. 
Dizziness was assessed through the question "have 
you felt dizzy in the last two months?”

Older adults were also asked about the time of 
T2DM diagnosis, values of glycated hemoglobin 
(%) and fasting glucose (mg/dL) in the last six 
months and ongoing medication for diabetes (oral 
medication, insulin or both).

Regarding functional variables, height (m) was 
measured using a tape attached to the wall, and 
body mass (kg) was measured using a platform 
scale. Body mass index (BMI; kg/m2), also known 
as the Quételet index14,15, was based on the Nutrition 
Surveillance System (SISVAN) of the Brazilian 
Ministry of Health. Cutoff points were determined 
and classified as underweight (≤22), eutrophic (23 
to 26), and overweight (≥27)12,13. Regular physical 

activity was defined as ≥ three times a week for >30 
minutes during the last two weeks14. 

Muscle strength was assessed using a Saehan 
dynamometer and conducted according to the 
American Society of Hand Therapists15. During 
the handgrip strength test, the evaluator instructed 
the older adult to maintain the maximum strength. 
Three measures were collected, with an interval of 
one minute between each attempt. Results were 
obtained from the mean of the three measures (kg), 
and values were adjusted by sex and BMI16. 

Psycho-cognitive data were assessed using the 
Mini-Mental State Exam (MMSE) and Geriatric 
Depression Scale Abbreviated (GDS-15). The 
MMSE is widely used to assess cases of suspected 
cognitive deficits17,18 and its reliability and validity 
were considered satisfactory19. Cutoff points were 
adopted according to years of education: illiterate 
(20 points); one to four years (25 points); five to eight 
years (26 points); nine to eleven years (28 points); 
and for more than eleven years (29 points)20. 

The GDS-15 is a quick and easy-to-use tool 
that identifies depressive symptoms in older adults. 
This version comprises 15 questions with scores 
indicating no depression (0 to 4 points), mild to 
moderate depression (5 to 10 points) and severe or 
intense depression (11 to 15)21,22. 

We used the Kolmogorov-Smirnoff test verified 
data normality. Quantitative variables were described 
as descriptive measures. The analyzed independent 
variables were sociodemographic, clinical, functional 
and psycho-cognitive. Statistical significance was set 
at 5% (p<0.05) for all analyses.

In this study, the dependent variable was falls 
risk of the Mini BESTest, which was analyzed using 
the SPSS software version 17.0 for Windows. For 
inferential analysis, we verified the associations 
between the risk of fall determined by the cutoff 
points of the Mini BESTest according to age groups 
(25 points - 60 to 69 years; 23 points - 70 to 79 years; 
22 points 80 to 89 years)8. Falls risk (Mini-BESTest) 
(dependent variable) and the independent variables 
(sociodemographic and clinical functional) using a 
multivariate logistic regression analysis using the 
stepwise forward method.
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The variables that showed statistical significance 
(p<0.20) in the bivariate analysis were inserted into 
the adjusted model (sex, age group, educational level, 
number of illnesses, physical activity and falls in the 
last year), with those with p<0.05 being retained. 
Multicolinearity test using VIF was conducted. 
The final model met the assumption of absence of 
multicollinearity and the Hosmer and Lemeshow 
test (p=0.150) indicated that there are no significant 
differences between the results predicted by the 
model and the observed reality.

We hypothesized that the factors associated to the 
greater risk of falls in older adults with T2DM are 
female sex, lower educational level, greater number of 
diseases, use of insulin, negative perception of vision, 
complaints of dizziness and longer illness duration.

The project was approved by the Research 
Ethics Committee of the Federal University of Rio 
Grande do Norte (UFRN), under number CAAE: 
45183715.0.0000.5537.

DATA AVAIL ABIL IT Y

The entire dataset supporting the results of this 
study is available upon request from the corresponding 
principal investigator, Adriana Guedes Carlos. 

RESULTS

Six older adults were excluded due to lower limb 
amputations, five due to the use of walking aid 

devices and one due to severe visual impairment. 
Most older adults were female (64.8%). Also, most 
older adults were married (66.9%) and educational 
level was classified as incomplete elementary 
school / complete elementary school (34.5%) and 
elementary school / illiterate (65.5%). The age group 
was 60-69 years (62.0%), 70-79 years (29.0%) and 
80-89 years (9.0%). 

In this study, older adults with five or more 
diseases (39.3%), diseases of the cardiovascular 
system (78.6%), five or more medications (62.8%), 
vision poor or very poor (44.8%), hearing poor 
or very poor (27.6%), six or more years of T2DM 
diagnosis (71.0), T2DM medication oral (64.8%), 
handgrip strength low strength (the lowest quintile) 
(43.4%), none falls in the last year (62.1%), falls risk 
(Mini-BESTest) (52.4%), regular physical activity 
(26.2%), body mass index malnourished or normal 
weight (63.4%), glycated hemoglobin (n=108) up to 
8% (normal) (39.3%), fasting blood glucose (n=133) 
up to 130mg/dl (normal) (50.3%), pain in lower 
limbs (57.1%), dizziness complaint (44.1%), global 
cognition positive screening (42.1%), depressive 
symptoms (GDS-15) 6 or more (47.2%), falls risk 
(dual-task TUGT) (n=136) and 13.5 seconds or 
more (high) (77.2%). The sample characterization 
is shown in Table 1.

The mean total score of the Mini-BESTest 
was 80,8% ± 4.6% and 95% confidence interval 
(CI) 78.4-83.3. The average and their respective 
95% confidence interval (CI) of the Mini-BESTest 
domains are presented in Table 2.

Table 1. Characteristics of older adults with Type 2 Diabetes Mellitus followed up at a university hospital in 
northeastern Brazil in 2016 (N = 145).

Categories Occurrence Percent (%)
Number of diseases
1 – 4 88 60.7
5 or more 57 39.3
Category of diseases
Infectious and parasitic 0 0.0
Neoplastic (tumors) 10 6.9
Blood, organs, hemopoietic and/or immune disorders 42 29.0

to be continued
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to be continued

Continuation of Table 1

Categories Occurrence Percent (%)

Mental and/or behavioral disorders 7 4.8
Eye and annex 29 18.6
Nervous system 9 6.2
Cardiovascular system 114 78.6
Respiratory system 13 9.0
Digestive system 18 12.4
Skin and/or subcutaneous tissue 3 2.1
Musculoskeletal system and/or tissue 57 39.3
Genitourinary 27 18.6
Number of medications
0 – 4 2 2.4
5 or more 91 62.8
Vision
Poor / Very Poor 65 44.8
Hearing
Poor / Very Poor 40 27.6
Time of T2DM diagnosis
0 – 5 42 29.0
6 or more 103 71.0
T2DM Medication
Does not use 6 4.1
Oral 94 64.8
Oral insulin + 32 22.1
Insulin 13 9.0
Handgrip strength
Low strength (the lowest quintile) 63 43.4
Falls in the last year
None 90 62.1
One fall 27 18.6
Two or more falls 28 19.3
Falls risk (Mini-BESTest)
No 69 47.6
Yes 76 52.4
Regular physical activity
Yes 38 26.2
Body Mass Index
Malnourished or normal weight 92 63.4
Overweight 53 36.6
Glycated hemoglobin (n=108)
Up to 8% (normal) 57 39.3
Above 8,1% (altered) 51 35.2
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Categories Occurrence Percent (%)
Fasting blood glucose (n=133)
Up to 130mg/dl (normal) 73 50.3
131mg/dl or more (altered) 60 41.4
Pain in lower limbs
Yes 75 57.1
Dizziness complaint
Yes 64 44.1
Global cognition
Positive screening 61 42.1
Depressive symptoms (GDS-15)
6 or more 68 47.2
Falls risk (dual-task TUGT) (n=136)
13.5 seconds or more (high) 112 77.2
High (low) 24 16.6

T2DM: Type 2 Diabetes Mellitus; GDS: Geriatric Depression Scale; TUGT: Timed Up and Go Test; Mini-BESTest: Mini-Balance 
Evaluation Systems Test.

Table 2. Percentage of impairment in Mini-BESTest domains among older adults with Type 2 Diabetes Mellitus 
at a university hospital in northeastern Brazil in 2016 (N=145).

Mini-BESTest Domains Mean (±SD) in % 95% CI
Anticipatory postural adjustment (%) tasks
Total 78.2 (17.1) 75.3 to 81.1
Seated to standing 97.1 (14.4) 94.7 to 99.5
Stand on tiptoe 87.1 (25.7) 82.9 to 91.4
Standing on one leg 53.2 (27.6) 48.6 to 57.8
Postural responses (%) tasks
Total 64.1 (31.9) 58.7 to 69.4
Forward 71.5 (37.9) 65.2 to 77.9
Backward 65.0 (36.8) 58.9 to 71.1
Side 55.0 (39.0) 48.5 to 61.5
Sensory orientation (%) taks
Total 93.6 (13.5) 91.3 to 95.8
Solid surface 98.2 (9.3) 96.6 to 99.7
Foam Surface 86.7 (28.5) 82.0 to 91.5
Tilt 95.7 (14.0) 93.4 to 98.1
Stability in gait (%) taks
Total 84.7 (17.70 81.7 to 87.6
Speed 91.8 (19.5) 88.5 to 95.0
Head turn 80.3 (26.6) 75.9 to 84.8
Axis turn 91.8 (20.4) 88.4 to 95.2
Overcome obstacle 80.3 (29.8) 75.4 to 85.3
Timed Up and Go Test 77.5 (29.6) 72.5 to 82.4

*Data presented as average and their respective 95% confidence interval (CI).

Continuation of Table 1
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Table 3 present the interferential analysis between 
the variable “falls risk” of the Mini-BESTest and 
sociodemographic, clinical and functional variables. 
In the sociodemographic variables there was a 
significant association between the “falls risk” 
of Mini BESTest and sex, indicating that males, 
compared to females, had a worse result on the Mini-
BESTest the educational level, married age group 
no are associated with risk of falls.

In the functional-clinical variables there was a 
significant association between the “falls risk” of Mini 
BESTest and hearing and vision, indicating that both 
a negative perception of hearing and vision as "poor" 
or "very poor" are associated with a greater balance 
impairment. In the psycho-cognitive variables there 
was a significant association between the “falls risk” 
of Mini BESTest and GDS-15, indicating that a de 
"six or more" depressive symptoms are associated 
with a greater balance impairment. 

In the functional-clinical variables there was a 
significant association between the “falls risk” of 

Mini BESTest and disease of system respiratory, 
regular physical activity, dizziness complaint and 
falls risk (dual-task TUGT), as shown in Table 3.

The was not associated with other clinical-
funct ional and psycho-cognit ive variables 
related others diseases classifications, number of 
medications, T2DM medication, time of T2DM 
diagnosis, handgrip strength, glycated hemoglobin, 
fasting glucose, pain in lower limbs BMI and 
MMSE.

The “odds ratio” values estimated by the 
multivariate model are shown in Table 4. Older adults 
with poor/very poor visual perception have three 
times the chance of falling when compared to those 
with excellent/very good/good vision; the fact that 
older adults have respiratory diseases increases the 
likelihood of falls by eight times; having a feeling 
of dizziness increases the likelihood of falls twice; 
and when the TUGT (dual task) time is equal to or 
greater than 13.5 seconds, the likelihood of falls 
increases three times.

Table 3. Inferential analysis between the variable “falls risk” of the Mini-BESTest and sociodemographic, 
clinical-functional and psycho-cognitive variables of older adults with Type 2 Diabetes Mellitus at a university 
hospital in northeastern Brazil in 2016 (N=145).

Variables and Categories No Yes p-value
Sex
Male 34 (23.4%) 17 (11.7%) 0.001 *
Female 35 (24.1%) 59 (40.7%)
Vision
Excellent / very good / good 50 (34.5%) 30 (20.7%) <0.001 *
Poor / Very Poor 19 (13.1%) 46 (31.7%)
Hearing
Excellent / very good / good 57 (39.3%) 48 (33.1%) 0.010 *
Poor / Very Poor 12 (8.3%) 28 (19.3%)
Regular physical activity
Yes 25 (17.2%) 13 (9.0%) 0.013*
No 44 (30.3%) 63 (43.4%)
Number of diseases
1 – 4 50 (34.5%) 38 (26.2%) 0.007 *
5 or more 19 (13.1%) 38 (26.2%)
Respiratory system
Yes 2 (1.4%) 11 (7.6%) 0.019 *
No 67 (46.2%) 65 (44.8%)

to be continued
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DISCUSSION

The present study verified the associated between 
the risk of falls and sociodemographic, clinical, 
functional and psycho-cognitive in older adults 
with T2DM.

The results obtained indicated a greater likelihood 
of falls in older adults females, with a greater age range, 
with a greater number of diseases, with the presence of 
respiratory diseases and depressive symptoms, reports 
of falls in the last year and difficulty in performing 
exercise that requires dual task, when compared to the 

group with low likelihood of falls and consequently 
lower Mini-BESTest values.

The fact that females presented associated with risk 
of falls compared to males may be related to hormonal 
variations, body composition and self-care behaviors, 
as women tend to seek more medical assistance23.

T2DM is often associated with an increased 
likelihood of falls, as assessed by Mini-BESTest. 
Mini-BESTest averages may vary according to 
average age24. In this study, the average age and 
performance were 60 to 69 years (62.01%), 70 to 79 

Variables and Categories No Yes p-value
Falls in the last year
None 50 (34.5%) 40 (27.6%) 0.046 *
One fall 10 (6.9%) 17 11.7%)
Two or more falls 9 (6.2%) 19 (13.1%)
Dizziness complaint
Yes 20 (13.8%) 44 (30.3%) 0.001 *
No 49 (33.8%) 32 (22.1%)
Depressive symptoms (GDS-15)
6 or more 23 (16.0%) 45 (31.2%) 0.002 *
Up to 5 46 (31.9%) 30 (20.8%)
Falls risk (dual-task TUGT)
13.5 seconds or + 5 (3.7%) 19 (14.0%) 0.006 *
< 13.5 seconds 59 (43.4%) 53 (39.0%)

* Qui-quadrado Test; T2DM: Type 2 Diabetes Mellitus; GDS: Geriatric Depression Scale; TUGT: Timed Up and Go Test; Mini-BESTest: 
Mini-Balance Evaluation Systems Test.

Continuation of Table 3

Table 4. Binary logistic regression model for assessment of factors associated with risk of falls in older adults 
with Type 2 Diabetes Mellitus (N=145).

Predictor category OR (95% CI) p-value
Vision
Poor/very poor 3.40 (1.50 - 7.72) 0.003
Respiratory diseases
Yes 8.00 (1.32 - 48.46) 0.024
Dizziness complaint
Yes 2.53 (1.10 - 5.80) 0.028
Dual-task TUGT
13.5 seconds or more 3.31 (1.03 - 10.64) 0.045

Model adjusted by sex, age group, schooling, number of diseases, physical activity practice and falls in the last year. TUGT: Timed Up and Go 
Test; OR: odds ratio; CI 95%: 95% confidence interval. Hosmer and Lemeshow test (p=0.150).
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years (29.0%) and 80 to 89 years (9.0%). In a previous 
study, the average age and performance was 60 to 
69 years (14%), 70 to 79 years (33%) and 80 to 89 
years (34%)8, indicating that older adults with a lower 
age range had a higher Mini-BESTest resulting in a 
lower likelihood of falls. Older adults between the 
seventh and eighth decades of life showed a decrease 
in performance in the Mini-BESTest23.

PC to function efficiently, ensuring a low risk of 
falls, depends on the performance of three systems: 
visual, somatosensory, auditory and vestibular1.

The majority of older adults in the present study 
reported vision and hearing as poor or very poor. 
Visual deficit is common in the population of 
individuals with T2DM, increasing the likelihood 
of falls by up to 4 times. Worsening vision causes 
a series of problems such as self-administration of 
medications, in addition to difficulty adhering to 
treatment, which can lead to blindness or diabetic 
retinopathy25. These problems result in worsening 
balance, indicating a deficiency in the visual system, 
the system responsible for PC1.

It was observed that the increase in age in the 
older adults increases the occurrence of hearing loss, 
when added to T2DM, these individuals tend to the 
increased the likelihood of falls. Studies report that 
hearing loss is related to cognitive loss25. Common 
problems found in individuals with decompensated 
diabetes26.

A study shows that glucose metabolism 
influences the physiology of the inner ear, causing 
vestibular and auditory changes. Dizziness is one 
of the main symptoms reported by individuals who 
have vestibular dysfunction. There is an identified 
relationship between those who experience dizziness 
and the time taken to diagnose diabetes. In long-
lasting cases of the disease, there is generally an 
increase in blood glucose and glycated hemoglobin 
levels27. Therefore, older adults who report dizziness 
and have T2DM are twice as likely to fall.

Cognit ive impairment can hinder TUG 
performance in a simultaneous cognitive task, 
altering gait (e.g. reduced speed and long test 
duration)28. Furthermore, the history of falls was 
another critical piece of data. These falls were related 

to reduced balance and difficulty walking, which are 
even more compromised when the older adults are 
asked to perform the dual-task TUG24.

A previous study suggested an association 
between reduced cognitive function and depressive 
symptoms in older people with diabetes7. According 
to the GDS-15, the reduction in depressive 
symptoms in the older adults was related to increased 
performance in the Mini-BESTest. Furthermore, 
depressive symptoms can make it difficult to 
understand and perform on tests24.

Generally, those with T2DM have other associated 
diseases such as respiratory diseases, systemic arterial 
hypertension, obesity and dyslipidemia. Respiratory 
diseases, as well as T2DM, are classified as the main 
chronic non-communicable diseases29. According 
to our study, older adults with T2DM have an 8 
times the chance of falling. Previous studies report a 
positive association between a higher risk of falls in 
individuals with respiratory diseases, such as chronic 
obstructive pulmonary disease. This is explained by 
the breathing pattern that leads to changes in PC30.

Previous research suggests that hospitalization 
rates rise among older females as the age group 
increases, as well as for individuals with lower levels of 
education. Regarding clinical factors, it was observed 
that there is an increase in hospitalizations in the 
presence of multiple comorbidities. It was also found 
that one of the factors that precede hospitalization is 
the frequent occurrence of episodes of falls31.

Preventing the risk of falls is a public health 
challenge. The regular practice of physical activity, the 
correction of visual impairments, the management of 
respiratory disorders, the treatment of foot conditions, 
the modification of environmental risk factors at home 
and the education of the individual are crucial points 
that must be worked on. Physical exercise performed 
for at least 30 minutes three times a week is considered 
a factor in the prevention and treatment of various 
comorbidities that tend to arise with the aging process.

We hypothesized that the factors associated to 
the increased the likelihood of falls in older adults 
with DM2 were: being female; having less education, 
a greater number of illnesses, taking insulin, having 
a negative perception of vision, complaining of 
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dizziness, having impaired mobility and having a 
longer illness. The variables that were not significant 
in the hypothesis were: taking insulin and having 
a longer illness. 

Limitations of the research: many older adults 
were unaware of the disease. They did not know or 
remember when they were diagnosed with DM2 or 
what medications they were taking for diabetes, nor 
what basic care they should take.

CONCLUSION

The older adults in this study had impaired balance, 
especially in the domain of postural responses. Several 
factors might influence poor postural responses, such 
as excess weight, low physical activity and education, 
various comorbidities, polypharmacy, diagnosis of 
DM2 more than ten years ago, negative perception of 
general health and vision and depressive symptoms. 
Therefore, the results of this study are of clinical 
and scientific relevance. This research contributes 
to research in the field of geriatrics and gerontology, 
leading to the discovery of new future studies based 
on the research findings. In addition to assisting 
health professionals in the appropriate management 
of elderly patients with DM2, assisting in the accurate 
diagnosis of the general and functional status of the 
latter and providing guidance on the appropriate 
treatment plan.
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Social isolation amid the COVID-19 pandemic and mental health: 
perspectives of institutionalized older adults
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Abstract
Objective: To understand the impact of social isolation during the COVID-19 pandemic on 
the mental health of institutionalized older adults, from the perspective of these residents. 
Method: An exploratory-descriptive study with a qualitative approach was conducted 
in two LTCFs in the city of Divinópolis, Minas Gerais State, Brazil. A questionnaire 
was applied for identification, whereas for qualitative data analysis, a semi-structured 
script with guiding questions about self-perceptions of social isolation during the 
pandemic was employed. Content analysis was used, drawing on Dorothea Orem's theory. 
Results: Thirteen older adults participated and the following thematic categories were 
identified: Feelings of the residents about social isolation amid the pandemic; Actions 
by residents to preserve mental and physical health during pandemic social isolation; 
Social isolation and physical inactivity as part of the lives of residents; COVID-19 viewed 
as trivial. Conclusion: Social isolation caused by the pandemic had a negative impact on 
the mental health of the institutionalized older adults and revealed the fact that social 
isolation was already part of their daily lives.
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INTRODUC TION

The number of older adults is rising every year and 
represents a significant contingent of the population1. 
In this context, together with senescence, older 
individuals are more susceptible to complications 
due to chronic non-communicable diseases (NCDs)2, 
with a high prevalence of cardiovascular diseases. 
The high morbidity in older adults means chronic 
NCDs can be associated with loss of functioning and 
limitations in their activities of daily living (ADLs), 
rendering them more dependent for carrying out 
essential tasks. 

Initially, the burden of caring for dependent older 
individuals falls to family members2. However, in 
cases where the level of dependence requires care 
which exceeds the ability of family caregivers, the 
relationship with the family is strained, or no family 
support is available, the older individual may need 
to be institutionalized3.

Thus, shifts in family structures and difficulties 
faced in caring for older adults are some of the factors 
contributing to the rise in institutionalization. In this 
scenario, institutionalization can be accompanied 
by exclusion as a result of estrangement from the 
family, forcing the older individual to adapt to a new 
environment with new rules that is removed from 
the outside world4. Removal of material property 
is an aspect that contributes to the process of 
distancing, since social isolation and loneliness can 
be exacerbated by digital exclusion which may not 
have been experienced prior to residing in long-term 
care facilities (LTCFs)4,5.  

Resolution no. 502 of the Brazilian Health 
Surveillance Agency (ANVISA) 6 stipulates, among 
other conditions for operating LTCFs, the promotion 
of participation of family and community in the care 
of the institutionalized resident and the running of 
activities that promote autonomy and independence, 
reinforcing that close interpersonal contact represents 
a positive aspect in the quality of life of older adults7. 

During the Coronavirus Disease 2019 (COVID-19) 
pandemic, preventive measures were introduced for 
LTCFs to control the spread of the disease, such 
as lockdowns, restrictions on group activities and 
quarantining of professionals suspected of being 

contaminated by the infection8. These measures were 
especially important in LTCFs, given that the aging 
process involves greater susceptibility to infectious 
diseases and physical harm due to the less effective 
immune response, and lower capacity for tissue repair, 
an aggravating factor amid COVID-199. As a result, 
LTCFs that ran group activities and provided social 
interactions between the residents and their relatives 
were forced to implement protocols with restrictive 
measures to prevent the spread of COVID-1910, 
resulting in reduced contact among professionals, 
family members and residents.   

Evidence suggests these restrictive measures have 
negative impacts on LTCF residents, despite the use 
of strategies to try and combat social isolation, such 
as video calls. However, when residents resume close 
real interpersonal contacts, this has a positive impact 
on their well-being. Thus, personal interactions 
are essential activities for quality of life of aged 
individuals7. 

With regard to mental health, emotional 
vulnerabilities are an issue, where the pandemic 
and social isolation have led to an increase in 
psychological disorders such as anxiety, depression 
and loneliness11. Moreover, during the pandemic, a 
lack of self-care was another serious situation which 
emerged in older adults infected by COVID-19, 
favoring deleterious effects on physical and mental 
wellbeing of this population, besides a loss of 
independence for basic and instrumental ADLs, 
especially within the setting of LTCFs12.

Coping strategies to mitigate the social isolation 
of this population during the pandemic included the 
use of technologies for communication and support 
in managing care, art therapy, music and drawing 
workshops, and games in a bid to reduce anxiety of 
residents. Nevertheless, barriers included the level of 
knowledge held on technology and access to it at the 
facilities for adopting important measures that favor 
the autonomy and independence of the residents13,14. 

In this scenario, the strict health approach to 
institutionalized older adults was an aspect that may 
have negatively impacted the mental health of this 
population and should be carefully considered by 
health professionals in the context of care provided 
within these facilities. Against this backdrop, it is 



3 of 10

Social isolation amid the COVID-19 pandemic and mental health

Rev. Bras. Geriatr. Gerontol. 2024;27:e230172

vital to investigate the impact of social isolation on 
the mental health of institutionalized older adults 
amid the COVID-19 pandemic. Therefore, the 
objective of the present study was to understand 
the impact of social isolation on the mental health 
of institutionalized older adults amid the COVID-19 
pandemic from the perspective of these residents.

METHOD

An exploratory, descriptive study with a 
qualitative approach based on Orem ś Theory of 
Self-Care for guiding questions of the investigation 
and the discussion of results was conducted. This 
theory involves the autonomy and independence of 
the individual for maintaining life and wellbeing. 
When there is a lack of self-care, intervention of 
the caregiver for the provision of care is needed15. 
The methodological guidelines observed the 
Consolidated Criteria for Reporting Qualitative 
Research (COREQ)16 checklist as the framework 
underpinning the execution of this study.  

 The study took place at two philanthropic LTCFs 
in a city located in the Mid-West region of Minas 
Gerais State. These facilities ensured lockdown 
and the safety of residents during the COVID-19 
outbreak, particularly with respect to outside visitors 
and group activities within the facilities.

The study participants comprised older adults 
aged ≥60 years who were residents of the participating 
LTCFs and had sound orientation for time and place, 
as confirmed by the Mini-Mental State Exam17. 
Exclusion criteria were cognitive impairment due 
to pre-existing dementia and poor clinical health 
status precluding completion of the questionnaires. 
Recruitment of participants was performed by the 
researchers who visited the LTCFs and invited 
residents to take part in the study. 

Data collection was carried out via face-to-face 
interviews between September and October 2022, 
with application of the questionnaire gathering 
sociodemographic data and information on health 
status to characterize the profile of this population. 
Quantitative data analyses entailed conducting a 
scripted interview based on the following guiding 
questions: (1) How did you feel during the social 

isolation amid the COVID-19 pandemic?; (2) 
How did the social isolation amid the COVID-19 
pandemic affect your mental health?; (3) What 
did you do during the social isolation period amid 
the COVID-19 pandemic?;(4) How was your self-
care during the social isolation period amid the 
COVID-19 pandemic?  

Individual interviews were conducted in rooms 
reserved within the premises of the facilities to ensure 
privacy, confidentiality and secrecy of information. 
Interviews lasted an average of 20 minutes and were 
sound-recorded with the consent of participants after 
signing of a Free and Informed Consent form (either 
in written form or by fingerprint for participants 
unable to sign their name).   

For data ana lysis and t reatment , the 
interviews were transcribed by the researchers. 
The sociodemographics data and health status 
information were tabulated in the Excel software, 
free version from Microsoft 365. The analysis and 
interpretation of the data was based on content 
analysis according to Bardin18, conducted in three 
stages: (1) Pre-analysis: transcription of raw data 
and “floating reading” of data, providing an initial 
impression of the material; (2) Material exploration: 
with the aim of reducing the text to expressions 
and subsequently clustering data into categories; (3) 
Treatment, inference and interpretation of results: 
analysis of data based on theoretical material, done 
by independent reading of transcriptions by the 
researchers in the present study. Triangulation for 
treating data was adopted by the researchers, who 
stored recordings, transcriptions and notes in the 
cloud which were produced and assessed by both 
researchers. After “floating reading”, the researchers 
elected categories for later discussion. Two other 
researchers were involved in the data analysis, for a 
team of 4 researchers. In order to ensure anonymity 
and secrecy of the information, the phrases produced 
were labeled with the word “Resident”, followed by 
Arabic numerals in ascending order to reflect the 
order of participation in the study. 

This study was approved by the Ethics Committee 
for Human Research under the Certificate of 
Submission for Ethical Assessment (CAAE) 
57935622.6.0000.5545 and permit no. 5.407.900. All 
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of the participants signed the consent form and ethics 
aspects were followed and observed in accordance 
with Resolution 510/16.

AVAIL ABIL IT Y  OF DATA

The full dataset underpinning the results of this 
study are available from Mendeley Data and can be 
accessed at DOI:  10.17632/5d23cvn94y.1.

RESULTS AND DISCUSSION

The sample consisted of 13 institutionalized older 
adults, comprising 9 (69%) females and 4 (30%) 
males. Regarding participant age, 3 (23%) were in 
the 60-75 years age group, 9 (69%) in the 75-89 group 
and 1 (7%) in the ≥90 years group. For education, 
2 (15%) reported no formal education, 7 (53%) 
incomplete primary education, 3 (23%) complete 
primary education, and 1 (7%) complete secondary 
education. With regard to self-rated health status, 
7 (53%) rated their health as good, 4 (30%) fair, 1 
(7%) poor, and 1 (7%) as very poor. In response 
to the question on presence of chronic diseases, 
the majority (n=8, 61%) of participants reported 
at least one comorbidity, including hypertension, 
diabetes mellitus, thyroid disorder and Parkinson ś 
disease. Regarding the qualitative approach probing 
the impacts of social isolation on mental health of 
institutionalized participants during the pandemic, 
the thematic analysis of the interviews revealed 4 
categories, namely:  

Feelings of residents about social isolation amid the pandemic 

The participants reported their feelings, largely 
negative and apprehensive, including fear, sadness, 
concern, anguish, isolated and feeling cut off, and 
also feelings of agitation and being upset, as portrayed 
in the excerpts from the interviews below:

“I felt very sad, you know? And scared.. As each 
day went by the hospitals filled up with people.. 
right? It left us feeling down, you know? That 
was a lot.. a real downer. It seems to be getting a 
bit better now..that ś it.. it was bad for everyone, 
right? That pandemic was really sad, it was so 

sad, wasn t́ it? [...] We felt really worried about 
our family members out there. [...] It struck fear 
into us, you know? (Resident 1)

“I was really agitated and upset… I was really 
agitated and upset… It ś bad, you know .́ And 
there are people without a clue about it. How to 
deal with this. I knew nothing about it. So it hit 
me hard. You know? I already had my issues and 
suffered a lot. After, I was no longer worried about 
this.” (Resident 2) 

“Oh the isolation.. yep.. that business of us not.. 
not having a cell phone to see the family, right? 
To communicate. We become isolated[..] I felt 
really isolated, you know? Cut off, isolated…” 
(Resident 3)

“I didń t feel anything, except fear. [...]” (Resident 4)

These reports reveal that the need to establish 
social distancing measures which, while helping 
control spread of the coronavirus, rendered people 
more vulnerable to negative thoughts and changes 
in patterns of behavior, particularly among aged 
individuals. This took place mainly owing to fears 
and uncertainties surrounding the pandemic7.

Akin to the present study, other reports also 
showed that lockdowns promoted feelings in the 
older population of loneliness and being cut off, 
besides feelings of anguish and deep sadness, 
favoring mental health problems7,19,20. In this respect, 
the mounting concerns over the situation, themselves 
and the family, produced a heavy emotional burden in 
aged individuals, giving rise to depressive symptoms, 
insomnia, anxiety, stress, irritability, moodiness and 
low energy7.

In terms of self-care of older adults during the 
pandemic, it is important to emphasize that, with the 
increase in psychological symptoms, self-care became 
neglected by many older individuals, reducing the 
level of well-being and increasing perceived stress12. 

Furthermore, several factors such as the reduction 
or loss of social and family interaction, individual 
pre-disposition to mental health problems, and the 
risk of death experienced with the threat of the virus, 
played a role in promoting the onset of these negative 
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symptoms in older adults during the pandemic19. In 
addition, institutionalization alone also represents a 
factor that can lead to negative feelings and mental 
problems in residents4.

Another factor generating negative feelings 
during lockdown was the lack of access to 
technologies, as a result of having no cell phone. 
Given this means of communication can enable 
institutionalized residents to keep in touch with 
family and friends, its use constitutes an alternative 
allowing instant communication of older individuals 
with their loved ones.

Indeed, the social isolation of older adults could 
have been mitigated with the aid of technology as a 
coping strategy during the pandemic, since proper 
use of these devices can help maintain ties with 
family members and friends, and attenuate negative 
psychosocial effects of the pandemic. Consequently, 
negative sentiments can be reduced along with the 
feelings of being cut off and lonely 7 and use of 
technology, although no substitute for person-
to-person contact, can have a positive impact on 
wellbeing of this group. Digital inclusion of the 
older population, particularly institutionalized elders, 
warrants debate, given that the use of technologies as 
an occupational strategy can help ease the problems 
associated with social isolation21.

Contrasting with the negative feelings reported 
by participants, a feeling of protection against 
COVID-19 was also expressed, in as far as being 
safely confined in a controlled environment amid 
vulnerability to the infection. The discourse below 
illustrates this point:

“In my case I felt protected here, if I had been 
outside it may have been worse. In other words, 
protected from the pandemic. It ś because we stay 
here, isolated. Nobody left or entered. Nobody 
came in and nobody went out. Gradually, after 
vaccination you (visitors) began coming in, but no 
one would enter. After everyone here had been 
vaccinated, then yes.” (Resident 13) 

Despite the negative factors, the decrease in 
close interpersonal contact contributed to feelings 
of protection. In this sense, because the LTCFs are 

places of high risk for infection by the coronavirus, 
owing to the high number of older residents sharing 
the same space, most of whom present comorbidities 
and physical and cognitive disabilities, having strict 
lockdowns was construed as a positive factor for 
slowing transmission of the virus and paramount 
to protect the residents2,8,9,22.

Hence, there is clearly a host of different factors 
which contributed to the feelings and apprehensions 
among the institutionalized residents during the 
period of social isolation. It is noteworthy that this 
group is naturally more frail and vulnerable not 
only to COVID-19, but also to developing a range 
of mental problems. This creates a need to adopt 
strategies that minimize the negative impacts of social 
isolation on the mental health of this population7.

Actions by residents to preserve mental and physical heath 
during pandemic social isolation

 When probed about the coping strategies used 
during pandemic isolation to preserve mental health, 
the participants reported measures of being involved 
spirituality, domestic tasks, efforts to promote health 
and general wellbeing, such as praying, meal routine 
and sleep habits, personal hygiene measures (bathing) 
and use of prescribed medications, besides social 
distancing and use of face masks. This category can 
be exemplified by the views below:

“It ś just to pray, eat and sleep. And summon God 
to help eradicate this problem, yes? Ah, I had to 
pray, right? (Resident 1)

“Wow.. Did I summon God. I summoned God 
and pleaded with him to help me.” (Resident 2)

“It was sweeping up, taking care of the corner, 
taking care of this corners of the canteen, the 
refectory, you know? Taking showers, right?...” 
(Resident 3)

“I showered the same way, ate, but wouldn t́ go 
to the refectory the way I´m doing now, right?” 
(Resident 6)

“Yeh, when I went out, I had to wear a face mask, 
right?” (Resident 7)
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“I had a shower, took my medications, lunch, 
dinner and breakfast, I slept and got up.. [...] 
They said “going out, you have to take the face 
mask, right?... We protected ourselves like that..” 
(Resident 10)

Based on Orem ś theory of self-care, which 
considers the individual ability to carry out actions 
for one ś own health and wellbeing, routine self-care 
activities are highly pertinent for leading life15. Given 
the pandemic period, when loss of autonomy and 
therapeutic requirements intensified, stimulating 
autonomy is relevant in the context of LTCFs so that 
older individuals can remain healthy and independent, 
particularly for basic activities of daily living (BADLs), 
such as bathing and feeding, as outlined earlier, as 
well as care activities promoting health, such as sleep, 
taking medications and using masks.

Also from this perspective of self-care, evidence 
shows that, possessing the capacity for resilience in 
coping with the challenges posed by the pandemic, 
older individuals are better equipped to deal with 
the difficulties imposed by the pandemic, restoring 
balance more easily and aiding the recovery of 
physical and mental health12. 

With regard to the activities undertaken by the 
older population during this period, engagement 
in spiritual practices through religion stood out. 
The activities cited by the participants, particularly 
praying, corroborate the fact that stimulating the 
use of religion as a form of resilience in challenging 
times is highly beneficial. These practices favor 
preservation of mental health in older adults, where 
benefits conferred by spirituality include regulating 
stress hormone and, in turn, well-being23. 

Another strategy mentioned was performing 
instrumental activities of daily living (IADLs), 
such as cleaning communal areas of the facility and 
tending to planters/gardens. The act of carrying 
out these activities, particularly by institutionalized 
residents, favors cognitive and motor stimulation 
and, consequently, helps these individuals maintain 
autonomy and independence. Thus, given the risk of 
sedentarism within LTCFs, it is fitting to encourage 
these activities in this population24,25.

Social isolation and physical activit y as part of the lives of 
residents

 The interview revealed that social isolation 
and physical inactivity are part of the lives of 
institutionalized residents, irrespective of the 
pandemic and its social distancing rules. The fact that 
the residents showed they would normally remain 
isolated within the facilities, meant that many noted 
no differences between the lifestyle they led prior 
to and during the pandemic. Despite the biosafety 
measures adopted by the facilities, most notably 
rigorous lockdown and use of face masks, the routine 
within the facilities did not change greatly. This is 
evident in the narratives of the residents when asked 
about changes to their everyday routines during lock 
down amid the pandemic.

“Ah, I didn t́ do anything different at all. That was 
just it. Exactly the same.” (Resident 4)

“Well, same thing {…} So I felt no difference.” 
(Resident 6)

“No, didn t́ affect anything really. We were ok 
here.” (Resident 13)

“But, I was like this, the same state as I am today.  
[…] Just as I said, it came and went as if nothing 
had happened. We weren t́ affected here, so I 
have no comment to make about the event.. I 
don t́ know if it ś because of being isolated..” 
(Resident 11)

This category posed a major challenge that the 
older population typically face during the aging 
process: social isolation. This stage of life is often 
marked by a significant reduction in social interaction 
of the older individual with their family members, 
friends and/or society as a whole. Factors such as the 
presence of chronic diseases, social inequities and 
more restricted social network favor this isolation. 
However, ageism, characterized by stereotypes and 
prejudices against older adults, may explain the 
segregation of older citizens from society and their 
consequent social disengagement23. 

In the context of institutionalized older adults, 
allied with social stereotypes of aging, it follows that 
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institutionalization is accompanied by being more 
removed from the family and material things and 
social isolation even by LTCF workers4. 

Physical inactivity was another key point cited 
by the residents, with sedentary behavior within the 
facility, a ubiquitous feature of LTCF environments.

“I was doing nothing, because it’s true. As I did 
before, I didn t́ have loads of things to do. […] 
Because we don t́ do a lot anyway, sitting down 
all day.” (Resident 4)

“I did nothing. I hardly leave the room..[…]” 
(Resident 8)

This level of inactivity warrants attention given 
that, besides the fact that engaging in functional 
activit ies confers cognitive benefits in this 
population, it is also positive for strengthening 
the immune system, preserving musculature and 
regulating hormones24,26.

Besides stimulating autonomy, the use of 
occupational therapy is believed to improve mood, 
where exercise associated with social interaction, 
healthy diet and good sleep hygiene are recommended. 
However, reducing sedentary behavior hinges on 
other factors, such as the motivation to do so25,27. 

 

COVID viewed as trivial

 A number of participants demonstrated a lack 
of concern with the pandemic and, in some cases, 
no awareness of the seriousness of COVID-19, as 
illustrated in the statements below:

“I even said it, I said it was rubbish. We had to 
remain confined, right? I said: no, that ś nonsense. 
God calls the shots. Did God not come here and 
say this? It ś he who sorts it out, God calls the 
shots.” (Resident 5)

“Ah me.. No, I didn t́ like .. I didn t́ like, give it 
much thought [..] I said it ś God ś will, right?” 
(Resident 9)

These accounts pertain to older adults residing 
in LTCFs, places with a high concentration of 
aged individuals and a higher level of frailty who 
are exposed to the entry and exit of people and 
materials on a daily basis, with a consequent 
substantially greater risk of exposure to the virus 
in this population. Furthermore, on both a national 
and global scale, institutionalized older adults were 
the main target of COVID-19, with a high number of 
infected residents who died as a result of the disease8 

The findings for this category are consistent 
with a study of institutionalized older adults in a city 
located in Paraná State, where misinformation and a 
lack of interest regarding the impact of the pandemic 
were evident. These results highlighted that, although 
aware of the global crisis, little meaningful change 
was made in the daily routine of residents in response 
to the events involving COVID-19 outside the 
facilities. This poor response might be due to the 
low exposure to communication channels within 
the LTCFs28.  

Also, the COVID-19 “infodemic” to which 
the non-institutionalized older population was 
exposed meant they felt a much greater impact of 
the information conveyed, especially via social media 
platforms, triggering different negative psychological 
responses, such as depression, stress, anguish, 
anxiety, sadness and fear28.

In this sense, the lack of concern over the pandemic 
exhibited by the residents proved a protective factor 
for the psychological response cited above.  In these 
cases, religiosity served as a source of support amid 
the lack of concern with the disease and for coping 
with critical life events29. However, it is important 
to stress that there should be a balance between 
prophylaxis and lack of concern with the disease8.

CONCLUSION

The reports of residents revealed that social 
isolation had a negative impact on the mental health 
of the older adults studied, exacerbating feelings of 
sadness, fear, loneliness, anxiety, concern, agitation, 
and upset experienced by these individuals.   
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In this context, the study showed that the period 
of isolation during the pandemic served to highlight 
the challenge faced by institutionalized older adults 
of living isolated lives, irrespective of the occurrence 
of the pandemic.  

Amid this scenario, strategies for improving 
social interaction and preserving mental health 
were identified: engaging in spirituality, encouraging 
physical activity, ADLs and IADLs, digital inclusion 
of older adults, and practice of occupational therapy.

Limitations of this study include the fact that 
data collection was performed only for residents 
of two philanthropic LTCFs. This limitation 
precludes generalization of the study findings to 
other institutionalized older adults in the city. Future 
studies of this nature including private LTCFs are 
suggested.

Lastly, the results of the present study help further 
understanding on the impacts of social isolation 
on the lives and mental health of institutionalized 
older individuals. The findings also contribute to 

discussions and reflections on better strategies for 
managing the social and health needs arising from 
the pandemic.  In the context of gerontological 
nursing, the study underscores the importance of 
providing better strategies for addressing mental 
health and social interaction among LTCF residents 
to mitigate the consequences of social isolation in 
this population. 
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Development and content validation for a self-assessment instrument 
of care quality in long-term care facilities for older adults
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Abstract
Objective: To develop and validate the content of a self-assessment instrument for the 
quality of care in Long-Term Care Facilities for Older Adults (Instituições de Longa 
Permanência para Idosos - ILPIs), named QualificaILPI. Method: A methodological study 
conducted between March and December 2021. The instrument was developed based 
on a multidimensional quality model, Brazilian legislation, and literature research. It 
contains quality standards for self-assessment of ILPIs in the dimensions of environment, 
home, care, family and community involvement, work team, and management. Each 
standard is described and followed by a scale with parameters to classify the level of 
ILPI quality as incipient, intermediate, or consolidated. The modified Delphi Technique 
was employed for validation by a committee of 10 experts regarding the relevance of the 
standard for ILPI quality assessment, the appropriateness of objectives, the evaluation 
scale, and clarity, allowing for comments. The standard was retained when there was 
75% agreement among the experts. The instrument was also evaluated by the target 
audience, consisting of coordinators from 10 ILPIs selected for convenience. Results: In 
the first assessment cycle, three standards were excluded, and two new ones were created. 
In the second cycle, the dimension of one standard was changed, and two standards 
were combined. In the end, 29 standards remained, divided into six dimensions. The 
target audience, ILPI managers, suggested changes in the wording of some standards. 
There was a consensus of 80% or higher for all standards. Conclusion: QualificaILPI has 
the potential to contribute to monitoring ILPIs, promoting the improvement of care 
offered to residents.
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INTRODUC TION

The aging process may be accompanied by an 
increased need for assistance in daily activities. When 
families are unable to provide this support, Long-
Term Care Facilities for Older Adults (Instituições 
de Longa Permanência para Idosos - ILPIs) become 
alternatives to deliver such care. ILPIs are collective 
residential settings, whether governmental or private, 
that provide healthcare assistance and activities aimed 
at maintaining clinical and functional conditions¹. 
There is a global trend of an increase in this type of 
residence², with the number varying according to the 
country and local culture. The population residing 
in such institutions constitutes approximately 0.5% 
of the older population in Brazil, 9% in the United 
States, and 6% in France³.

Factors contributing to the use of these residences 
include the dependence of older individuals, financial 
difficulties within the family, absence of a caregiver 
at home, changes in family dynamics due to all family 
members working, and family conflicts4. As it is not 
a natural process, the transition to a collective living 
environment can negatively impact the lives and 
health of older individuals5. In this perspective, ILPIs 
should develop initiatives that promote the well-
being and quality of life of older adults, encouraging 
the maintenance of cognition, independence, and 
physical capacity6.

To ascertain whether these initiatives are being 
implemented, the assessment of ILPIs has become an 
encouraged and recognized practice in many countries, 
contributing to the implementation of social policies7. 
In Brazil, legislation regulates the operation of ILPIs, 
defining minimum standards for organization, human 
resources, infrastructure, operational processes, health, 
food, cleanliness, laundry, clothing processing, and 
storage8,9. The health surveillance conducts external 
evaluation processes with the objective of inspection, 
in accordance with established norms. However, 
systematic internal evaluation processes that facilitate 
the identification of issues, planning, and decision-
making by those involved in the daily care of older 
adults have not been identified9,10.

The assessment of ILPIs is a complex issue that 
must be theoretically conceptualized and guided. 

One of the many existing tools for evaluation, 
called "Observable Indicators of Nurse Home Care 
Quality", utilizes the Integrated Multidimensional 
Model of Quality and Person-Centered Care and 
contains seven quality dimensions10. However, for 
the most part, these tools either do not employ a 
conceptual model, are not specifically designed for 
ILPIs, or do not incorporate the perceptions of 
older adults, staff, managers, and family members 
in a comprehensive assessment10.

For a comprehensive evaluation, it is presupposed 
that tools supporting the assessment process should 
be utilized. This process should be conducted 
continuously by individuals closely associated with 
the ILPI to enable care planning and improvements 
in structure and work processes. In this context, 
the aim of this study was to develop and validate 
the content of a self-assessment instrument for 
care quality in ILPIs based on a multidimensional 
assessment model.

METHOD

This is a methodological study conducted between 
March and December 2021, aimed at creating and 
validating the content of a self-assessment instrument 
for care quality in ILPIs, named QualificaILPI. The 
stages of its development are illustrated in Figure 1. 
In its construction, models of care quality in ILPIs 
and Brazilian legislation were taken into account, in 
addition to a literature review.

The adopted conceptual models were the ILPI 
quality model developed by Figueiredo et al.¹¹ and 
the multidimensional quality model of care in ILPIs 
by Rantz et al.¹². Figueiredo et al.¹¹ defined ILPI 
quality as related to the environment, provided 
care, team and work processes, status, family, and 
community through qualitative research using 
unstructured interviews. According to Rantz et 
al.¹², care quality is multidimensional, encompassing 
aspects related to the team, care, family involvement, 
communication, environment, domicile, and cost. 
The theoretical model of Donabedian¹³ was also 
employed for health service evaluation to define 
the work process and structure to be assessed by 
the instrument. The structure involves material, 
human, and organizational resources that favor work 
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processes related to care activities¹³. These models 
were chosen based on a scoping review of existing 
models to guide ILPI care evaluation10. Additionally, 
the legal framework used was Resolution of the 

Collegiate Board, number 502, dated May 27, 2021 
(Resolução de Diretoria Colegiada - RDC 502/2021), 
from the National Health Surveillance Agency, which 
governs the operation of ILPIs8.

Figure 1. Stages of content validation for the self-assessment instrument of care quality in ILPIs (QualificaILPI). 
Belo Horizonte, MG, 2021.
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The instrument comprises quality standards, 
defined based on literature or legislation, related to 
the structure and work processes in the dimensions 
of environment, work team, care, home, family and 
community involvement, and management of the 
ILPI. The concepts of these dimensions are presented 
in Chart 1. For the assessment of each standard, there 
is a scale to indicate its level of quality, ranging from 
absent, incipient, intermediate to consolidated. This 

scale varies for each standard. The criteria used for 
constructing the scale were based on previous studies 
or referenced the Brazilian legal framework. Statistical 
criteria, quartiles, and terciles were employed when 
none of the conditions were available. The instrument 
was presented in a descriptive sheet containing the 
conceptualization of the assessed quality dimension, 
a description of each developed standard, objectives, 
justification, and a self-assessment scale.

Chart 1. Concepts of the dimensions evaluated by the self-assessment instrument of care quality in ILPIs. Belo 
Horizonte, MG, 2021.

Dimensions Concepts
Environment The concept of environmental docility was employed, referring to friendly spaces resulting from 

the provision of compensatory physical and psychosocial resources to promote the physical 
health, functionality, safety, residence identity, and psychological well-being of the resident. 
As the individual's abilities decline, and behavior becomes dependent on external factors, it 
becomes necessary to enhance the resident's environment to enable a more dignified, secure, 
and well-being-centered living experience7,14.

Work Team It pertains to the team of professionals involved in providing care to older adults residing in 
ILPIs. It is essential to consider the technical requirements for each professional category, 
ensure the minimum number of professionals, establish ongoing education, and enhance the 
work process to ensure professional satisfaction and, consequently, better meet the needs of 
the residents10,14,15.

Care Care encompasses any action aimed at meeting the basic needs of older adults, including promoting 
self-care, self-esteem, and self-appreciation. ILPIs should consistently care for older adults with 
respect and attentive listening, empathy, and encouragement of autonomy and independence 
whenever possible. Care is crucial for the quality of life and survival of older adults14,15.

Home Older adults residing in ILPIs should feel as if they are in their own homes. With a welcoming 
environment, ILPIs should preserve habits, autonomy, safe social interaction, hygiene, health, 
accessibility, and privacy. When this occurs, the older adults perceives the staff as friends and 
family, feeling at home, participating in ILPI activities with freedom and privacy14,16.

Family and 
Community 
Involvement

The ideal scenario is to maintain older adults in their own family environment, but if that is not 
possible, a collective home is an option. Nonetheless, it is essential to maintain involvement with 
family and the community, promoting autonomy and quality of life. This interaction helps to 
preserve mental health, satisfaction, and independence10,17.

ILPI Management The management of the ILPI encompasses administrative processes aimed at achieving outcomes, 
ensuring a better quality of life for older adults, based on regulations that must be followed and 
established by legislation10,18.

ILPI: Instituições de Longa Permanência para Idosos (Long-Term Care Facilities for Older Adults).
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The instrument was initially subjected to a pre-
test by four experts (faculty members in the field 
of geriatric health) to assess the adopted format, 
dimensions and their self-assessment standards, 
language, and potential inconsistencies.

A modified Delphi Technique14 was then used to 
validate the content of the self-assessment instrument, 
based on the Guidance on Conducting and Reporting 
Delphi Studies (CREDES)19. This technique involves 
an interactive consultation with experts who assess 
specific issues or subjects in evaluation cycles until 
consensus is reached. It was conducted through 
an anonymous structured group methodology, 
allowing the accumulation of contributions from 
experts with different experiences, ranging from 
research to frontline care for older adults. The experts 
were selected for their affinity with the topic and 
experience in elderly care14, including workers in 
ILPIs, researchers, or members of associations/
institutions related to the research or protection 
and assistance of the elderly: Brazilian Society of 
Geriatrics and Gerontology (1), National Health 
Surveillance Agency (1), nurse managers from 
the Municipal Health Department (2), university 
professors (2), workers from the State Older Adults 
Coordination (2), and caregivers of older adults in 
ILPIs: occupational therapist (1), nutritionist (1), 
lawyer (1), and physiotherapist (1).

The validation script allowed experts to assess 
each standard of the self-assessment instrument 
regarding its relevance:

1) "Is the standard relevant for evaluating the 
quality of the ILPI?"

2) "Is the standard relevant for evaluating the 
proposed dimension?"

To answer these two questions, the experts 
chose one of the following options: the standard 
is indispensable, necessary, or dispensable. The 
experts also provided their opinions on the following 
questions: "Is the wording of the standard suitable for 
understanding its content?"; "Is the objective of the 
standard adequately described?"; and "Is the proposed 
rating scale suitable for measuring different levels of 
ILPI quality in terms of the evaluated standard?" The 

experts selected one of the options: suitable, partially 
suitable, or unsuitable. Additionally, two open-ended 
questions allowed the experts to provide a wording 
suggestion to enhance clarity and understanding of 
the content or any other comments or suggestions 
regarding the standard.

The self-assessment instrument, validation script, 
and informed consent form were distributed to 
experts through an online Google Forms platform 
following their agreement to participate, which 
was previously confirmed through telephone 
contact. The obtained responses were analyzed 
and consolidated, generating an anonymous report 
provided in subsequent evaluation cycles, along 
with the self-assessment instrument revised based 
on received comments. Standards were retained 
in the instrument when a concordance rate of at 
least 75% among the experts was achieved20, for all 
evaluated aspects. The percentage was calculated by 
the frequency of experts who responded positively 
(answer options: indispensable + necessary or 
suitable + partially suitable) to the aspects evaluated 
for each standard, separately.

Following this stage, the Qual if icaILPI 
instrument was printed and sent to ten managers of 
ILPIs, selected conveniently from five philanthropic 
and five private ILPIs, as potential users of the 
instrument. They were asked to assess the clarity 
of the standards, the utility of self-assessment for 
the ILPI, and whether the scale was suitable for 
differentiating the level of care quality in the ILPI. 
To assess clarity and scale adequacy, the options 
were yes or no. For utility, managers chose one of 
the following response options: always, sometimes, 
rarely, or never. When managers negatively assessed 
any aspect, they were asked to provide a justification 
for that evaluation. Additionally, there was space for 
comments and suggestions. Similarly, the percentage 
of agreement among managers on these issues was 
obtained by the frequency of those who responded 
positively (yes or sometimes + always).

The study was approved by the UFMG Research 
Ethics Committee (CAAE: 17002519.4.0000.5149) 
and all experts recorded their acceptance to 
participate in the research after reading the informed 
consent form.
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The entire dataset supporting the results of this 
study is in another document, previously published 
and available at: http://hdl.handle.net/1843/47720²¹.

RESULTS

The initial version of the self-assessment 
instrument comprised 35 standards that assessed 
aspects of the structure and work process in six 
dimensions: environment, work team, care, home, 
family and community involvement, and management 
of the ILPI.

Two validation cycles were necessary to achieve 
consensus among experts regarding the proposed 
standards for the instrument. After the first cycle, 
one standard from the environmental dimension 
was excluded due to a concordance percentage 
<75%. The need for an ILPI-owned car for 
transporting older individuals, assessed by this 
excluded standard, was considered inappropriate 
by the experts. In the work team dimension, the 
presence of different categories of healthcare 
professionals, such as those employed in ILPIs, 
was deemed unnecessary and even inappropriate, 
as the perception is that the ILPI should be more 
like a home. Therefore, it was excluded, along with 
three standards related to medical, psychological, 
and dental care provided by the ILPI. If an older 
individual requires any of these professionals, an 
appointment should be scheduled, which can take 
place either outside or within the ILPI. A standard 
was created that encompasses oral health care, not 
just the provision of dental treatment. The standards 
on monitoring the health of the older person by 
the caregiver and the need for their records were 
modified and merged. Resident participation in 
decisions within the ILPI was moved to the Home 
dimension. The standard addressing the involvement 
of volunteers in home activities was transferred to 
the Community Involvement dimension and merged 
with the standard encouraging family presence 
in the ILPI. The standard on gardening was 
incorporated into the Environmental dimension's 
green area and garden. Changes in the wording of 
various standards were also made based on expert 
comments.

In the second validation cycle, the percentage 
of agreement among experts exceeded 75% for all 
standards. The experts also suggested including the 
evaluation of the caregiver's profile and the quality 
of the technical course for caregivers of older adults 
conducted by them. Additionally, they suggested 
changes related to the COVID-19 pandemic. 
However, these issues go beyond the objectives 
of the self-assessment instruments. Evaluating the 
caregiver's profile requires specific knowledge, and 
the quality of the caregiver course is independent 
of the ILPI, as it is regulated by the Ministry of 
Education. Moreover, it was recommended to 
consider the extraordinary situation of the pandemic 
and adopt necessary changes as long as needed. 
Other suggestions regarding wording and content 
were accepted and enhanced the standards. The 
percentages of agreement among experts for the 
content validation aspects of the standards are 
presented in Table 1.

In the evaluation of the instrument by the target 
audience, the percentage of agreement among 
managers was above 80% for all aspects assessed and 
all standards. Managers considered that Standard 5 
in Dimension 3 (Care) and Standard 3 in Dimension 
6 (Management) would be "rarely" useful for ILPIs. 
Standard 5 refers to the prevention of violence, 
starting from the care dimension. The justification 
provided for this response did not consider violence 
as an expected situation within the ILPI, but it is 
known to exist and requires attention. The other 
standard evaluates the participation of managers and 
professionals from the health unit near the ILPI in 
the elaboration of the health plan. It was argued that 
this does not happen in the ILPI's daily routine, but 
it is a requirement of Brazilian legislation and should 
be encouraged as it promotes integration between the 
ILPI and health units. Regarding the adequacy of the 
evaluation scale, all standards obtained agreement 
above 80% (Table 2).

The final self-assessment instrument included 
29 out of the initial 35 standards distributed across 
six dimensions (Table 3). The complete version of 
the QualificaILPI instrument, including scales and 
evaluation parameters, is available in the supplementary 
file: http://hdl.handle.net/1843/47720 2117.
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Table 1. Percentage of agreement among experts in the first and second validation cycles of standards in terms of 
relevance for assessing ILPI quality, relevance for dimension assessment, understanding, adequacy of the objective, 
and evaluation scale (number of experts in the first cycle: 11; in the second: 10). Belo Horizonte, MG, 2021.

Aspects evaluated by experts in the two validation cycles

Dimensions

Relevance of 
the standard for 
assessing the 
quality of long-
term care

Relevance 
of the 
standard for 
dimension 
assessment

Proper understanding

Proper 
description of 
the purpose of 
the pattern

Proper scale

Environment Cicle 1 Cicle 2 Cicle 1 Cicle 2 Cicle 1 Cicle 2 Cicle 1 Cicle 2 Cicle 1 Cicle 2

Standards

1 90.9 100 90.9 100 90.9 100 81.2 100 81.2 100

2 100 100 90 100 81,8 100 72.7* 100 63.6* 100

3† 100 90 100 90 100 100 100 100 100 100

4 100 100 100 100 100 100 100 100 100 100

5‡ 72.8* 72.8* 72.8* 81.8 72.8*

6 90.9 100 81.8 100 90.9 100 90.9 100 90.9 100

Work Team
Standards

1‡ 90.9 90.9 100 100

1 90.9 100 90.9 100 90.9 100 100 100 100 100

2 90.9 100 100 100 100 100 100 100 100 100

3 100 100 100 100 90.9 100 100 90 90.9 100

4 100 100 100 100 100 100 100 100 100 100

5 100 100 100 100 100 100 100 100 100 100

Care
Standards

1 100 100 100 100 100 100 100 100 100 100

2 100 100 100 100 100 100 100 100 100 100

3 90.9 100 90.9 90 90.9 100 90.9 100 100 100

4§ 100 100 100 100 100 100 100 100 100 100

5 100 100 100 100 100 100 100 100 100 100

6 100 100 100 100 100 100 100 100 100 100

7 90.1 100 90.1 90 100 100 100 100 100 100

8 100 100 90.1 100 100 100 100 100 100 100

9º § 90.1 81.8 90.1 100

10 || 100 90.1 100 100 100

9 81.8 100 81.8 90 199 100 100 100 100 90

11‡ 81.8 81.8 100 100 100

12‡ 90.1 90.1 100 100 100

13‡ 81.8 81.8 100 100 100

9 100 100 100 100 100

10 100 90 100 100 90
to be continued
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Aspects evaluated by experts in the two validation cycles

Dimensions

Relevance of 
the standard for 
assessing the 
quality of long-
term care

Relevance 
of the 
standard for 
dimension 
assessment

Proper understanding

Proper 
description of 
the purpose of 
the pattern

Proper scale

Environment Cicle 1 Cicle 2 Cicle 1 Cicle 2 Cicle 1 Cicle 2 Cicle 1 Cicle 2 Cicle 1 Cicle 2

Home
Standards

1 90.9 90 90.9 90 90.9 90 90.9 100 81.8 100

2 ** 100 90 100 90 100 100 100 100 100 100

3 || 90.9 90 90.9 90 100 100 100 100 100 100

4 81.8 81.8 100 100 100

3† 90 90 100 100 100

Family and Community 
Involvement
Standards

1 ** 81.8 100 81.8 100 100 100 100 100 100 100

2 90.9 100 90.9 100 100 100 100 100 100 100

ILPI Management
Standards

1 100 100 100 100 100 100 100 100 100 100

2 100 100 100 100 100 100 100 100 100 100

3 81.8 90 81.8 90 100 100 100 100 100 100

4 100 100 100 100 100 100 100 100 100 100
ILPI: Instituições de longa permanência para idosos (Long-Term Care Facilities for Older Adults); * Percentage of agreement among experts 
<75%; † Part of the standard moved to another dimension (3 to 3); ‡ Excluded standards; § Standards merged in the same dimension (4 and 9); 
|| Standard moved to another dimension (10 and 3); ** Standards combined in different dimensions (2 and 1).

Continuation of Table 1
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Table 2. Percentage of agreement among ILPI managers (n=10) regarding the clarity of standards, their usefulness 
for self-assessment, and the adequacy of the scale to differentiate the quality of care in the ILPI. Belo Horizonte, 
MG, 2021.

Aspects evaluated by managers

Standards
Clarity of 
standards
(%) Yes

Usefulness of self-assessment for ILPIs 
(% always and sometimes)

Adequacy of the instrument to 
differentiate the levels of quality of 
care in the ILPI
(% yes)

Dimension 1: Environment
Always Sometimes

1 100 100 90
2 100 100 80
3 90 100 100
4 100 80 20 100
5 100 80 20 90

Dimension 2: Work Team
1 100 100 100
2 100 90 10 100
3 100 90 10 80
4 100 90 10 100
5 100 90 10 90

Dimension 3: Care
1 100 90 10 90
2 100 90 10 100
3 100 80 20 90
4 100 90 10 100
5 100 80 20 90
6 100 90 10 100
7 100 80 20 100
8 90 90 10 90
9 100 90 10 100
10 100 80 20 100

Dimension 4: Home
1 100 90 10 100
2 100 80 20 90
3 100 70 30 90

Dimension 5: Community Family Involvement
1 100 80 20 100
2 100 80 20 90

Dimension 6: Management
1 100 70 30 80
2 100 70 30 80
3 90 70 30 80
4 100 80 20 100

ILPI: Instituições de Longa Permanência para Idosos (Long-Term Care Facilities for Older Adults).
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Table 3. Dimensions and aspects addressed by the quality standards of the self-assessment instrument for care 
quality in ILPI - QualificaILPI. Belo Horizonte, MG, 2021.

Standards Dimension 1: Environment
1 Mobility and safety issues
2 Adequacy of bedrooms
3 Common area, green area, internet access
4 Appropriate location for medications
5 Cleanliness and hygiene (presence of odors)
                                                   Dimension 2: Work Team
1 Adequate number of caregivers considering the resident's level of dependency

2 Technical supervisor
3 Caregivers with training courses
4 Continuous education
5 Team meetings
                                                   Dimensão 3: Care
1 Proper nutrition
2 Technical standards and routines for food processing
3 Medical care plan
4 Individualized resident registry
5 Prevention of violence
6 Physical activities
7 Recreational and cultural activities
8 Occupational activities
9 Daily dental care, including denture cleaning
10 Healthcare
                                                   Dimension 4: Home
1 Intergenerational activities
2 Consideration of resident preferences
3 Participation in household decisions
                                                   Dimension 5: Family and Community Involvement
1 Encouraging family and community participation
2 Integration with educational institutions
                                                   Dimension 6: Management
1 Use of indicators to monitor performance
2 Discussion of monitoring with collaborators
3 Public health participation in planning
4 Strategies to avoid professional turnover
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DISCUSSION

The QualificaILPI instrument demonstrated 
content validity, as confirmed by experts, and was 
deemed clear and useful by managers and professionals 
in contributing to the self-assessment process of the 
quality of care in long-term care facilities for older 
adults. The validation process involving both experts 
and the target audience contributed to enhancing the 
quality of the developed instrument20.

The number of experts involved and the 
validation cycles were conducted according to the 
description of the technique, recommending five to 
ten experts with a strong domain of the subject14. 
The consensus method allowed for the synthesis 
of information from experts who freely expressed 
their positions and impressions about the instrument 
under construction without the presence of others, 
reducing the risk of bias. Finally, modifications and 
necessary changes were suggested by all experts14,22.

The QualificaILPI innovates as a self-assessment 
instrument that includes standards related to the 
participation of older adults in ILPI activities; 
the existence of partnerships with educational 
institutions and the involvement of people of all 
ages in the routine of ILPI, enabling intergenerational 
interaction; the inclusion of oral health care, which 
can prevent health issues; and the prevention of 
violence21. The standards encompass important 
aspects for the health, well-being, and quality of 
life of older adults. The need for ILPI to resemble a 
home was taken into account, without forgetting the 
importance of meeting the health and stimulation 
needs of older adults for the maintenance and 
recovery of their health.

The environmental dimension encompasses 
structural aspects that allow privacy, space for 
socialization, comfort, and safety, preventing 
accidents and favoring work processes, as seen 
in other studies12,23. The work team dimension 
addresses ILPI workers, including caregivers, who 
must be trained and motivated, essential for quality 
care12,13,24. The care dimension evaluates aspects 
such as nutrition6,25, and physical activity, which is 
important for social interaction with other residents, 
maintaining health, and independence6,24,26,27. It also 
includes the assessment of individualized care plans3, 

preventing hospitalizations and maintaining oral 
health to avoid excess biofilm that may be related 
to respiratory pneumonia28. Additionally, it aims 
to prevent violence, which can lead to negative 
psychological consequences affecting health and 
well-being16.

The home dimension aims to assess whether the 
ILPI is as close as possible to a home, ensuring that 
residents participate in some decisions, preserving 
their habits and autonomy, promoting health and well-
being12,17. The fifth dimension, family and community 
involvement, evaluates whether these relationships 
are being encouraged and allowed in the broadest 
possible way for better mental health and quality of 
life. Partnerships with educational institutions to 
increase social interaction and cognitive and physical 
stimulation should also be considered16, along with 
contact with people from other generations29. The 
last dimension assesses management, which must 
be well-planned with adequate oversight for the 
functioning of the ILPI8,20,30,31.

There are some limitations to consider in this 
study. Firstly, the Delphi technique does not allow 
face-to-face or group interaction among participants, 
limiting the exchange of information, although 
it promotes greater freedom and autonomy in 
assessments. Additionally, the lengthy duration 
of the validation process, which can extend over 
several months until all responses are obtained, 
is a challenge32,33. Defining assessment scales was 
complex, as parameters for defining ILPI quality were 
not always available (in the literature or normative 
documents), and some were based on statistics. It is 
important to note that this study focuses exclusively 
on the content validation of the instrument by experts, 
while future research should evaluate its psychometric 
properties and dimensionality. Although differences 
in ILPIs in different contexts are acknowledged, 
the concepts adopted for defining quality can be 
broadly applicable, especially regarding elements 
such as family contact and the sense of belonging to 
a home. This self-assessment instrument, covering 
various dimensions, provides an opportunity for 
those responsible for the management and care 
of older adults to analyze various aspects of ILPI 
functioning and practices. This includes structural and 
management issues, teamwork, and the relationship 
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between ILPIs, older adults, and their families, as 
well as community involvement. The implementation 
of the self-assessment process allows for continuous 
monitoring of care quality, contributing to the well-
being of all involved, in line with World Health 
Organization (WHO) recommendations emphasizing 
the importance of ILPI assessment21,31,34,35.

CONCLUSION

The QualificaILPI self-assessment instrument 
demonstrated content validity and was deemed 
valuable for evaluating the level of care quality 
in ILPIs concerning multidimensional quality 
standards. This self-assessment tool stands as a potent 
and innovative resource that coordinators of ILPIs, 
managers, and professionals can deploy in various 
capacities. It facilitates ongoing monitoring of service 
quality within these institutions, serving as a guide in 
meetings with staff, managers, and residents, aiding 
in planning and decision-making. Self-assessment 
plays a pivotal role in contributing to continuous 
surveillance and monitoring. It can also highlight 
areas that could be enhanced to elevate the quality 
of care provided to older adults. The obtained results 
can be utilized for longitudinal comparisons over 
time, enabling an analysis of performance trends 
against established standards.
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The care of older adults in the process of frailty: challenges and 
emotions from the caregiver's perspective
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Josélia Oliveira Araújo Firmo1

Abstract
Objective: To comprehend the challenges and emotions within the caregiving process 
from the perspective of those who care for older adults in situations of frailty within 
their own homes. Method: A qualitative research approach rooted in the theoretical and 
methodological framework of Interpretative and Medical Anthropology was employed. 
Nine female caregivers and one male caregiver were interviewed within the homes of 
the elderly individuals they were caring for. Emic analysis was guided by the model of 
Signs, Meanings, and Actions. Results: Challenges manifest in the absence of caregiver 
training, constraints related to hygiene routines, the absence of compliance with 
labor rights, lack of accessibility and material resources, family relationships, and the 
interpretation of the actions of the care recipients as stubbornness. Emotions described 
by the interviewees include affection, satisfaction, fatigue, stress, burden, and fear of 
worsening and making mistakes. Conclusion: Caregivers revealed a deep and complex 
moral, ethical, and emotional involvement in their caregiving roles. They highlight 
a scenario where it is essential to recognize and acknowledge the work involved in 
caring for older adults in situations of frailty and to implement caregiving policies with 
community and cross-sector support actions.
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INTRODUC TION

The increase in longevity, when coupled with 
the multifactorial syndrome of frailty1,2, results in 
a greater demand for care3-8. The process of frailty 
is dynamic, encompassing individual, familial, and 
social factors, and requires an expansion of access 
to long-term care and informal and formal care 
networks9. It is well-known that caregivers play an 
essential role in empowering and caring for frail older 
adults1,10. However, the aging population is occurring 
with an insufficient number of individuals engaged 
in caregiving activities, limited support for families, 
and a lack of preparedness among professionals 
and services. This is further compounded by the 
inadequacy of public caregiving policies3-7,10,11.

In Brazil, the majority of caregivers have familial 
bonds and are over 50 years old2,3,5,9, and when 
professional assistance is present, it often involves 
individuals with limited training who work under 
precarious conditions3. Furthermore, aging with 
frailty reorients the family dynamic, primarily 
transforming women into full-time, solitary, and 
unpaid caregivers4,5,10. Both older adults and those who 
care for them are affected by individual, social, and 
programmatic vulnerabilities, leading to a deterioration 
in living and health conditions3,4. This situation 
renders them forgotten, undervalued, and invisible4,5. 
Therefore, there is a need to politicize caregiving on a 
global scale, moving beyond the distinction between 
formal and informal caregiving11,12.

Within the field of geriatrics and gerontology, it 
is considered crucial to comprehend how caregivers 
experience the intersubjective relationship with 
caregiving5-10, particularly within the context of 
frailty2. There is an interest in exploring the universe 
in which caregiving takes place and the complexity 
of this activity, in order to identify the strategies13 
used to generate information that aims to support10,14 
caregivers and inform public policies5. This is done 
with the backing of healthcare services4,8 to enhance 
the caregiving conditions2 for all individuals involved.

Otherwise, Anthropology inspires us to consider 
the circuits and various threads that weave the fabric 
of caregiving, encompassing the multiple forms of 
concrete work, sociocultural meanings, values, and 

emotions in its apprehension10. However, the analysis 
of caregiving from the perspective of caregivers of 
frail older adults1 is seldom explored. Furthermore, 
androcentric descriptions fail to comprehensively 
capture the multifaceted nature of caregiving, as 
society relies on those who provide care while 
denying them a place and visibility15. Thus, this paper 
aims to understand the challenges and emotions in 
the caregiving process from the perspective of those 
who care for frail older adults within their homes.

METHOD

This is a qualitative research anchored in the 
theoretical and methodological framework of 
Interpretative and Medical Anthropology16,17, which 
recognizes that it is through cultural patterns that 
humans find meaning, interpret, and guide their 
actions17. It unveils the social order metaphorically 
embedded in the biological and interprets the cultural 
process without being myopic to the social and political 
dimensions of illness, highlighting power dynamics, 
the relationship between capitalism and society, the 
struggle for human rights, and social justice16.

For participant selection, telephone contacts 
were made with elderly individuals from the baseline 
database of the FIBRA study in the Belo Horizonte 
area, Minas Gerais, Brazil18. Heterogeneity within 
the municipality's territory was sought. Interview 
appointments were made based on convenience. 
Individuals who agreed to participate in the research 
were included. Interviews were conducted at the 
homes of the care recipients, and their preferences 
to schedule the interviews in accordance with their 
caregiving routines were accommodated. Data 
collection occurred in two phases: from January 
to August 2016 with individuals identified as frail 
in the database, but due to difficulties in locating 
surviving individuals or changes in the provided phone 
numbers, data collection continued from January to 
May 2018 with individuals identified as pre-frail in 
the database. There were no refusals to participate. To 
access perceptions of caregiving in the frailty process, 
interviews were conducted using a semi-structured 
script, aiming to understand perceptions of health 
condition, aging, frailty, caregiving, the strategies 
employed (community and personal resources), the 
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difficulties faced in daily life, how they resolve or 
mitigate them, as well as inquiring about the existence 
of support from other individuals or institutions and 
exploring actions they undertake outside the caregiving 
sphere. The interviews were conducted by psychology 
and physiotherapy professionals specialized in human 
aging, lasting an average of 42 minutes. They were 
recorded and transcribed. The termination of the 
interviews was based on the quality, quantity, and 
intensity of the collected data, allowing for the 
elucidation of the complexity of the phenomenon and 
facilitating immersion in the sociocultural universe19.

Data analysis was grounded in the "signs, meanings, 
and actions" model, starting from actions to access 
the semantic level as a privileged pathway to cultural 
systems20. An emic perspective17 was employed. The 
analysis commenced with an in-depth reading of the 
collected material, involving successive readings to 
identify levels of signs, meanings, and actions related 
to the theme. Consequently, the content of each 
interview was segmented and organized, allowing 
access to interpretations, examination of relationships 
between the levels, and in-depth analysis, which was 
compiled into analytical categories.

This research is part of the project "Frailty in 
Older Adults: perceptions, cultural mediation, coping, 
and care," approved by the Ethics Committee of the 
René Rachou Institute - Fiocruz, under opinion 
number 2141038/15. Prior to the commencement 
of interviews, participants signed the informed 

consent form. Throughout the entire research, the 
guidelines of Resolutions number 466/2012 and 
number 510/2016 of the National Health Council 
were followed. To ensure confidentiality, caregivers 
were identified by the letter "C" followed by the 
interviewee's identification number.

DATA AVAIL ABIL IT Y

The entire dataset that supports the findings 
of this study is available upon request to the 
corresponding author, Gislaine Alves de Souza.

RESULTS

Nine female caregivers and one male caregiver 
were interviewed, as categorized in Table 1. Seven of 
the caregivers were single, and three were married 
(two were spouses, and one was a daughter). The 
presence of older adults engaged in caregiving 
activities was noted. Regarding support in caregiving, 
one family member mentioned daily rotation among 
children. The other family caregivers reported being 
responsible for the comprehensive daily management 
of care, with only occasional support from others. 
The professional caregivers described this family 
support in a heterogeneous manner: one family was 
actively involved, another was passive, and the third 
had no involvement, but they reported receiving 
support from other professionals.

Table 1. Characterization of the Interviewed Individuals in the Municipality of Belo Horizonte, MG, 2018.

Caregiver Sex Age Relationship Description Condition of the Care Recipient
C1 Fem. 49 Family** Daughter Diabetes.
C2 Fem. 24 Professional* Grandniece Three falls, fractures, and Parkinson's disease.
C3 Fem. 71 Family** Daughter Depression and bronchiectasis.
C4 Fem. 36 Professional* Caregiver Nine years on dialysis, eleven surgeries, and 

femur fracture.
C5 Fem. 65 Family** Daughter Alzheimer's disease.
C6 Fem. 33 Professional* Caregiver Alzheimer's disease.
C7 Mal. 92 Family** Husband Head buzzing, weak leg, and nerve issues.
C8 Fem. 68 Family** Daughter Shoulder fracture, back pain, hypertension, and 

high cholesterol.
C9 Fem. 53 Family** Daughter Alzheimer's disease.
C10 Fem. 86 Family** Wife Alzheimer's disease.

*Professional = reported receiving payment for caregiving activities, recognized in the literature9,12 as a formal caregiver. **Family caregivers 
are commonly referred to in the literature9,12 as informal caregivers.
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In the interviews, it was reported that all 
caregivers had been involved in caregiving for over 
a decade, except for the youngest caregiver. Various 
circumstances determined their engagement in 
this activity, including the worsening of the care 
recipient's health condition, other family members 
being employed, unemployment, inability to afford 
professional caregiving services, and cohabitation 
with the care recipient. Four caregivers had previous 
caregiving experiences. All of them resided with the 
care recipient, except for one professional caregiver.

In the studied scenario, it is observed that 
caregiving is provided to older adults with varying 
health conditions, and when asked about frailty, they 
contextualized it as follows:

"She (my mother) is becoming more fragile; it's 
a path we have to be more careful on, always 
watching, whether she wants to do things or 
not. She is more fragile. (...) I keep an eye on her, 
watching her all the time. (...) She needs a person 
like us to take care of her." (C1)

"I believe that (frailty) is the combination of several 
things (...) because they used to have an active life, 
had independence from others, but when they 
have to depend on someone else due to physical 
or psychological limitations to perform their daily 
activities, it makes them very fragile. Sometimes 
they become depressed because they don't feel 
useful anymore, you know, because they don't have 
that physical strength (...) their bones are not as 
strong as they used to be to support their body. So, 
it's this kind of physical and psychological frailty (...) 
there are various types of frailties, various aspects 
of care that you have to work on." (C2)

"Fragile elder? With the fragilities of life? (...) Oh, 
if they don't have perfect health, if they don't have 
family support, or if they don't have the financial 
means to help themselves, or if they don't have 
the spiritual support to keep them going (...) they 
can have these physical and mental fragilities (...) 
she (my mother) had certain fragilities, but she 
overcame many things. Life wasn't easy for her, 
especially after my father passed away, so financial 
fragility is one of the fragilities (...) she didn't give 
up, she didn't lose heart (...) Aunt M. was a winner; 
she buried many people and is still alive today, 
with all she has been through (...) so, one type of 
frailty is strength (laughs)." (C3)

It is evident that the perception of the frailty 
process occurs when, due to health conditions, 
a person needs the care of others to assist in 
performing basic activities and mobility, as well as 
the loss of previous independence, decreased energy, 
and the will to live. The daily caregiving is elucidated, 
respectively, in the narratives of a family caregiver 
and a professional caregiver, as seen below:

"Well, I have it all here. A bath? She is dependent. 
Medication times, lunch, I always have to be 
there (...) make it clear to her that she has me as 
a companion. (...) To be honest, I live for her (...) 
24 hours in here." (C5)

"She is completely dependent now. I'm the one 
who gives her baths, I'm the one who administers 
medication, as she can't see well, I help her with 
her meals (...) I put her in the wheelchair, and I 
take her to the doctor. (...) I spend 12 hours with 
her every day, I just don't stay overnight." (C6)

For an understanding of caregiving relationships, 
the analysis revealed two categories: "Challenges" 
and "Emotions."

Challenges

The majority reported challenges in caregiving 
that impact daily life:

"The time when we had a caregiver, unfortunately, 
we couldn't afford it, it's not cheap (...) I told them, 
there will come a point when it will fall on all of us: 
giving a bath, helping in the bathroom, changing 
a diaper. 'Oh, but we are men' (referring to the 
arguments of the children). So what? You are still 
children (...) The neurologist said, you need someone 
who can be more assertive with her: 'No means no.' 
So, when I say 'no,' she says, 'you are angry, you are 
angry with me'... (gets emotional) (...) Many times, if 
I go out nearby, there's someone else with her, but 
she immediately asks me: 'Why did you leave?'" (C5)

"I think the most interfering factor is that there's 
no room for error, you know!? Because it's a 
person, it's a life that depends on you (...) mobility 
is a challenge (...) I arrived at Hospital X, and there 
was no wheelchair there! (...) It's a hassle, a lack 
of commitment (...) I carry her in my arms." (C2)
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"I had to be with my mom practically 24/7 (...) 
Someone said, 'Wow! A 71-year-old woman 
taking care of a 90-year-old person! They are both 
elderly!' (...) I wanted to sleep at night, but she was 
awake (laughs) (...) one day, the house collapses, 
the chubby one falls (referring to herself ) (laughs) 
gets fat because she's very anxious, gains over 
twenty kilos, but one day, it breaks down!" (C3)

Being unable to afford care, needing to set 
boundaries, being unable to leave, needing to fight 
for proper treatment, falling ill, having to cope 
with the emotional impact of the care recipient, 
and dealing with the relationship with other family 
members are some of the challenges that require 
attention. A summary of the enumerated challenges 
is presented in Table 2.

Table 2. Summary of the challenges in caregiving from the perspective of those caring for frail older adults. 
Belo Horizonte, MG, 2018.

Compiled List of Challenges
Structural
• Limited financial resources (C3, C4, C5);
• Lack of accessibility (stairs) (C2, C6);
• Limited access to potential prognoses (communication failures by healthcare professionals) (C3);
• Need to fight for the elderly person to receive dignified treatment (C2, C3);
• Gender stereotypes (C3, C5);
• "Stubbornness" of the care recipient (ageism) (C1, C4, C8);
Sociofamilial
• Inability to care for the elderly person alone (C2, C3, C4, C5, C7);
• Limited involvement of other family members in caregiving (C3, C4);
• Changes in family relationships (C3, C8);
Adaptations
• Need for environmental adaptations for mobility and safety (C2, C4);
• Need for support in performing transfers (C2, C5, C6);
Neglect of Self-Care
• Limited time for oneself and for sleep (C3, C4, C5);
• Impact on one's own health (C3, C5);
• Postponement of personal projects (C1, C4, C5);
• Impact of the care recipient's emotions (C2, C3, C4, C5);
Distrust
• Embarrassment with exposing the body during hygiene activities (C4, C5);
• The care recipient lacks trust in another caregiver (C3, C4, C5);
Lack of Professionalism
• Lack of training (C2);
• Failures in complying with labor rights (C4, C6).

Emotions

In the face of these challenges, different emotions 
are expressed in the narratives of everyday actions 
that are seen as caregiving and are manifested 
throughout the interviews:

"Dad was diagnosed (with Alzheimer's) in 2008 
(...) there was a phase of paranoia, it was very 
difficult. (...) It's a loving and physical contact 

that I didn't have with him, and now I can 
have it." (C9)

"Oh, it weighs heavily (...) The fear, not of 
today, but usually I'm already thinking about 
tomorrow!? How will she wake up tomorrow? 
(...) Will I be able to handle it?" (C5)

"I think we have already formed a father-son bond 
(...) When Mr. A. is unwell, I feel like I'm unwell 
too (...) I've spent three months here without going 
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Table 3. Summary of Emotions Triggered in the Caregiving Relationship from the Perspective of Those Caring 
for Frail Older Adults. Belo Horizonte, MG, 2018.

Compiled List of Emotions
Emotions that Favor Care
• Affection, care, and satisfaction (C2, C3, C4, C6, C8, C9);
• Gratitude (C1, C8, C10);
• Patience, compassion (C2. C3, C4, C6);
Emotions that Sustain Care, but Intensity Hinders
• Excessive closeness; emotional dependence, symbiosis (C3, C4, C5);
• Being affected by the joys and sorrows of the care recipient (C2, C3, C4, C5);
• Feeling responsible for the life of the care recipient (C1, C3, C4, C5, C6);
Emotions that Burden Care
• Fear of the care recipient's death or what might happen (C2, C4, C5);
• Fear of making a mistake (C2, C5);
• Being frightened by behavioral changes or deteriorations in the care recipient's condition (C5, C10);
• Insecurity, anguish (C1, C2, C3, C4, C5);
• Helplessness, anger, and impatience (C5);
• Fatigue, anxiety, isolation, and stress (C3, C4, C5).

Figure 1. Challenges and emotions in the care process for those caring for older adults in a state of fragility. 
Belo Horizonte, MG, 2018.

to my own home because of him (...) his daughters 
say that if I leave, he will die (...) There was a time 
when I was at hemodialysis with Mr. A., and my 
brother had a heart attack and passed away (...) so 
I had to wait, I couldn't show it to Mr. A." (C4)

A summary of the emotions is presented in 
Table 3.

Figure 1 outlines the main findings of this paper.
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DISCUSSION

In this research, frailty is recognized by the 
caregivers in various ways: physical, mental, emotional, 
cognitive, familial/absence of a companion, financial, 
communicational, and spiritual. The individuals 
interviewed contribute to the understanding that 
those who provide care also feel frail when they 
find themselves unable to meet all the needs of the 
care recipient. Additionally, this perception of frailty 
does not exclude "fortility": the strength to sustain 
life and the caregiving process. However, in the 
researched literature, no studies were found that 
explore the process of frailty from the perspective 
of the caregiver.

In the literature, frailty is characterized as 
a complex, polysemic, multidimensional, and 
multicausal concept, inf luenced by biological, 
psychological, social and environmental factors21. 
Although there is no unanimity in the definition 
of frailty, it is generally associated with an increased 
likelihood of unfavorable clinical conditions, such 
as susceptibility to diseases, functional decline, 
dependence in activities of daily living, falls, 
hospitalization, and early death21. It also encompasses 
issues that go beyond the individual, including the 
environment and macro aspects that influence 
the quality of life22, pointing to social, subjective, 
political, and cultural causes.

Throughout the interviews, there were initially 
difficulties in naming the limitations of the care 
recipient, which were overcome after the establishment 
of a receptive listening space. Similarly, a study reports 
the initial denial of the caregiving burden, although 
the presence of physical, psychological, and financial 
burdens was evident23. In this research, it was also 
observed in the field that the interviewed group was 
concerned with demonstrating that they provide care 
in the best possible way.

During the interviews, they expressed challenges 
related to mobility and the need for assistance in 
taking care recipients to medical appointments, 
as well as barriers to accessibility, which have also 
been recognized in other studies23. Additionally, the 
caregiving responsibility redefines the existential 
project of the caregivers, affecting their personal, 

family, and professional projects7. This leads to 
physical and emotional exhaustion2,4,8, fatigue, 
burden, burnout, and a loss of freedom4. The 
caregivers stated that they were unable to sustain 
the necessary care alone, bearing an overwhelming 
responsibility for the life of the care recipient. 
Often, care is provided without social support and 
without recognition of the work being performed. 
The literature highlights the decreasing provision of 
care by the family and their inability to fulfill more 
than 50% of the care needs of dependent elderly 
individuals8. There is significant pressure on family 
caregivers, a lack of Public support23, and a demand 
for the regulation of these professionals6.

The difficulty of involving other family members 
in caregiving, especially men, highlights gender-
related issues and challenges the traditional notion that 
caregiving is exclusively a female task. The literature 
has devoted significant effort to this discussion12, 
recognizing that women still predominantly perform 
caregiving activities and that this role remains largely 
invisible4,5,13,23,24. Unpaid domestic labor continues 
to be associated with women25,26.

Another reflection of how society perceives 
old age is the interpretation of certain behaviors 
exhibited by the person being cared for, which can 
complicate the caregiving process. Expressions 
like "old people's quirks," "stubbornness," or 
"refusing to leave home" appear in the narratives of 
caregivers, whether they are professionals or family 
members. These interpretations reveal ageism, 
where stereotypes about old age are normalized 
and turned into an individual problem27. The ethics 
of caregiving present a challenge due to the power 
dynamics involved in continuous surveillance and 
the disciplining of actions11.

In the field, a wide range of caregiving relationships 
and resources are observed, including diverse family 
and community bonds, varying health conditions, the 
worsening and manifestation of behavioral symptoms. 
The constant efforts to access services and secure 
effective access to resources, including healthcare, 
conflict with physical inaccessibility, restrictions in 
accessing treatment, support, and education, as well 
as the vulnerability of the social condition. These 
aspects frequently present themselves as challenges 
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in the caregiving process, and they align with the 
findings in the existing literature7,14.

Furthermore, when caregiving is prolonged, 
intrafamily conflicts can arise8, and often the 
willingness to care is sustained at the expense of 
neglecting one's own Self-care8. The sense of lacking 
support from other family members is identified in 
this study and in various other researchs13,23.

All the interviewees mentioned experiencing 
impacts on their physical, mental, and emotional 
health. In line with other research, they faced 
repetitive, increasing, and varied demands; exhausting 
schedules with unrestricted dedication. One caregiver 
mentioned "breaking down," revealing that providing 
care has psychiatric and somatic consequences23,28,29, 
as well as repercussions on their overall health. 
Prolonged caregiving can cause overload13, and self-
care is reported as being challenging, although it is 
essential to continue providing care14.

Family and professional caregivers are willing 
to sacrifice their well-being to provide care7,23 and 
they have health disadvantages compared to non-
caregivers7. They experience different degrees of 
burden across various domains7 and scopes5,23 
(physical, emotional, social, mental, and financial) 
and have difficulties in preparing to provide care. 
Additionally, they report that the repetitive behavior, 
messiness, and aggressiveness28 of the care recipient 
can be tiring.

The interviewees mentioned that care recipients 
felt uncomfortable with other individuals assisting 
them in hygiene routines, which can lead to awkward 
situations14,29. Having to sleep in the hospital or 
being the one to provide care became evident in 
the interview when the care recipient does not accept 
support from others.

With the exception of one professional who works 
12 hours a day and a family member who, with social 
and economic resources, readjusted their life to 
maintain care, all other caregivers faced challenges 
in balancing the caregiving task with other aspects 
of their lives. All the interviewed professionals 
mentioned exceeding the eight-hour daily work limit. 
This overload and the precariousness of employment 
relationships are observed in other studies6.

Therefore, the results highlight that care should 
not remain hidden and needs support since one of the 
difficulties experienced is the reversal of roles when 
it is necessary to exert authority over parental figures 
or when the care recipient suffers due to the care 
received. Both forms of suffering have specificities 
within the field of geriatrics and gerontology.

The interviewed individuals described experiencing 
contradictory feelings and emotions2,5,6,9,24 in the 
context of care. Caring is redefined as an act of 
love; an opportunity for closeness and emotional 
connection; a circumstance to understand oneself 
as a person with virtues, investing daily to preserve 
someone's life. In the literature, caring for a family 
member who has lost autonomy reflects feelings 
such as gratitude, reciprocity, generosity, justice, 
dedication, ethical and moral responsibility4,5.

Two professional caregivers mentioned assuming 
the caregiving role "as a family member." Soares29 
discusses that care is considered to be done better 
when the dedication is similar to that of a family 
member. This is a relationship in which involvement 
and love are present, inevitable, essential, and 
positive, although they are often disregarded and 
invisible30. While caregiving involves a moral code 
of self-sacrifice that binds the caregiver to the 
care recipient6, sociocultural values attributed to 
caregiving by today's society30 expect a balance in 
the expression of emotions by caregivers. However, 
the entire group experienced changes in their 
lives due to the caregiving role and the emotional 
involvement, leading to complete dedication. The 
interviewees stated that they forget about themselves, 
and even symbiotic relationships, where there is 
mutual dependency6, were demonstrated, dedicated 
to caregiving.

Empathy with the other's pain, sadness in 
witnessing someone lose a function they used to 
perform, as well as joy in regaining mobility, were 
described by the caregivers. This responsibility 
for someone else's life is part of the ethics of 
care12 that requires ref lection and goes beyond 
mere prescriptions29. In this face-to-face work, the 
emotional expression of the individuals involved29 
affects the dynamics of care, and a significant 
amount of emotional work is done14,24,29. Caregivers 
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make efforts to ensure that the care recipient 
emotionally recognizes them as companions. The 
literature discusses that this compassionate love 
allows for the well-being of the elderly person, 
creating a beneficial emotional connection for those 
involved31 and for society31,32.

Nevertheless, other emotions permeate the 
statements of the interviewed individuals: dealing 
with the fear of failing in providing care5, of not 
being able to handle the care, and recognizing that 
the relationship dictated by caregiving is complex 
and tiring. Caregivers acknowledge the challenges 
of dealing with self-judgment and the judgment of 
others5, with irritability, and with feelings of loss 
and helplessness due to the worsening of the care 
recipient's condition8.

It is expected that knowledge about the care 
recipient's health issue, the longer duration of the 
relationship4, a positive relationship28, and the 
establishment of a trusting bond29 would provide 
more security in performing the caregiving role and 
reduce emotional labor. Conversely, in this research, 
the fluctuation or worsening of the care recipient's 
condition and the increasing complexity of demands 
destabilize this sense of security and require more 
emotional labor. There is a lack of information 
when facing new challenges2; there is doubt about 
whether the care being provided is correct, sufficient, 
in line with prescriptions, or suitable for the well-
being of the older adult. In addition, there is a lack 
of support, guidance, and care support actions in 
Brazil6-8. Ultimately, the study highlights the lack of 
literacy in caring for an older adult in a state of frailty.

Limitations of this research include the fact that 
it was conducted only with caregivers of participants 
from the baseline of the FIBRA study, which may 
have restricted its scope but provided insights into 
the experience of caring for older adults in a state of 
frailty. The choice to explore the caregiving universe 
where it takes place allowed for listening to the 
voices of both professional and family caregivers, 
considering their collisions and specificities. This 
presents a challenge in finding similar literature, 
but it also introduces the novelty of this research. 
The understanding that all care is labor33 underpins 

this construction, aiming to shed light on tacit 
knowledge that is culturally embedded and marked 
by sociopolitical factors that naturalize and render it 
invisible. It is considered that the issue of caregiving 
as employment is one that requires further regulation 
in the country.

CONCLUSION

In this research, among those who care for older 
adults in a state of frailty, caregiving is intense, 
forming a relationship that involves presence and 
dedication across multiple dimensions. It is a complex 
endeavor, as it requires various forms of support to 
assist someone experiencing the loss of their previous 
independence.

Caregivers revealed a moral commitment ("the 
person being cared for depends on me"), but also 
an ethical (of humanity, dedication) and emotional 
commitment (of interest, affection, and reciprocity), 
contributing valuable insights to the field of geriatrics 
and gerontology. Caregiving for caregivers is a subtle 
and complex relationship, filled with emotions and 
challenges. The lack of training for caregiving, as 
well as the lack of accessibility and material resources, 
is experienced by both family and professional 
caregivers. Thus, there is a need for public policies 
to alleviate these difficulties. In the same perspective, 
the absence of compliance with labor rights is striking 
for professional caregivers, while the invisibility of 
caregiving within the home setting as a form of work 
is notable for family caregivers. For all caregivers, it is 
evident that support is needed to continue caregiving 
without neglecting self-care.

Caring for older adults in a state of frailty is an 
essential task sustained by creations and coping. This 
implies understanding older adults in a state of frailty 
and those who care for them as individuals whose 
humanity and subjectivity must be recognized and 
respected. For this purpose, the presence and support 
of the social and family network are necessary, as 
well as the investment in public policies that offer 
community and intersectoral care actions, with the 
participation of all involved: the older adult, the 
caregiver, the family, society, and the state.
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Abstract
Objective: To discuss the promotion of health for older adults through intergenerationality, 
with an emphasis on intergenerational education within Intergenerational Programs, as 
a proposal for education fostering the protagonism of older adults and successful aging. 
Method: Theoretical essay, reflective in nature with a qualitative approach. Grounded in the 
examination of documents emphasizing the increase in longevity and the concern for health 
promotion among older adults in Brazil, the aim is to contemplate intergenerationality in 
health promotion and the utilization of intergenerational education to foster successful 
aging through Intergenerational Programs. Results: Organized into three topics: Health 
promotion for older adults: challenges for their protagonism; Understanding aging 
for intergenerational learning; Intergenerational program: protagonism for the health 
promotion of older adults. Conclusion: Successful experiences in health, specifically within 
the realms of Primary Health Care, still appear to be limited or insufficiently recognized 
for the development of transformative education in health promotion for older adults. The 
challenge lies in fostering scientific research so that professionals, through continuous 
education, can enhance health education moments through intergenerational education. 
Thus, the establishment and implementation of Intergenerational Programs may represent 
this promising possibility.
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INTRODUC TION

Aging is a sequential, natural, individual, 
irreversible, universal, cumulative, continuous, 
and non-pathological process of organic changes, 
involving progressive loss of functional and cognitive 
capacities, stemming from human senescence and 
senility. Understanding this concept is crucial for the 
older population to be active and reflective of their 
role in society, possessing rights and responsibilities, 
actively participating in decision-making processes 
related to health and illness. In essence, it involves 
being a true protagonist, empowered to contribute 
to health promotion1.

Considering the older adult beyond the biological 
realm is imperative, despite the prevailing, deeply 
rooted clinical practice, not only among medical 
professionals, which may marginalize the older adult 
from the planning of their care. Learning to think 
from the perspective of life cycles, without confining 
it solely to the processes of illness2, is a challenge 
for healthcare professionals and a necessity within 
the context of Primary Health Care. Recognizing 
the space for the voice and thoughts of older adults, 
as well as the potentiality of their oral narratives in 
constructing knowledge for health promotion, is 
essential.

Successful aging entails the prevention of 
harm and diseases through the identification of 
risk factors; the preservation of functional and 
cognitive capacities through a multidimensional 
assessment of the older adult; and the engagement 
and participation of these individuals in social and 
community activities. This involvement is crucial for 
the discussion, development, implementation, and 
realization of policies and programs that encompass 
health promotion2.

Therefore, within the perspective of the Family 
Health Strategy (FHS), professionals can provide 
such care, grounded in the essential attributes of 
Primary Health Care (PHC), acting as the first point 
of contact for health issues, promoting integrated, 
longitudinal, and coordinated actions3,4. These 
attributes can contribute to the strengthening of 
intergenerational relationships, expanding the 
possibilities of support and care that intertwine 

across generations, incorporating experiences and 
affective exchanges. This is facilitated through 
dialogue, respect, and information that contribute 
to meeting the needs of older adults. 

In this context, intergenerationality can serve as an 
initiative for the development of strategies, programs, 
and integrated, humanized health actions, founded 
on comprehensive care for vulnerable populations. 
Although being an older adult does not necessarily 
imply illness, with the advancement of chronological 
age, vulnerability becomes evident, associated with 
social, physical, and psychological demands5. It is, 
therefore, necessary to stimulate reflections on 
intergenerationality in the appreciation of health 
and successful aging throughout the entire lifespan, 
considering the power of intergenerational education 
in developing competencies and spaces for dialogue 
and communication. This is achieved through the 
sharing of knowledge, skills, and attitudes that 
value and transform different generations. Thus, 
Intergenerational Programs (IPs) can be understood 
as intentional, planned interactions between different 
age groups, facilitating the sharing of knowledge, 
skills, and emotions. Initially implemented through 
the initiative of the United Nations Educational, 
Scientific and Cultural Organization (UNESCO), 
with emphasis in Europe, these programs have 
evolved into spaces for learning exchanges among 
different generations. They represent strategies 
fundamental for enhancing social and health public 
policies to foster successful aging4,6.

In light of the foregoing, the objective of this 
theoretical-reflective essay is to discuss the promotion 
of health for older adults through intergenerationality, 
placing emphasis on intergenerational education 
within Intergenerational Programs. This is proposed 
as an educational approach to foster the protagonism 
of older adults and facilitate successful aging.

METHOD

This is a theoretical essay with a reflective and 
qualitative approach. It is grounded in readings of 
the National Elderly Policy (PNI), National Elderly 
Health Policy (PNSI), Elderly Person Statute, and 
National Health Policy for the Elderly (PNSPI), 
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as well as documents illustrating the increase in 
longevity, the imperative to ensure social rights, 
and the promotion of conditions for the active 
participation of the elderly in society. These policies 
were strengthened with the restoration of democracy, 
starting from the Citizen Constitution of 1988 and the 
establishment of the Unified Health System (SUS). 
There is a current commitment to strengthening 
Primary Health Care (PHC) to achieve its guidelines, 
aiming for comprehensive, universal, and equitable 
healthcare for older adults.

Subsequently, a search was conducted in national 
and international databases, including the Medical 
Literature Analysis and Retrieval System Online 
(MEDLINE), Latin American and Caribbean 
Health Sciences Literature (LILACS), the Virtual 
Health Library (BVS - Biblioteca Virtual da Saúde), 
and the Periodicals Portal of the Coordenação de 
Aperfeiçoamento de Pessoal de Nível Superior 
(CAPES). The search in these databases was 
carried out without temporal limitations, using 
descriptors related to the topic (Aging, Older Adults, 
Intergenerational Relationships, Health Promotion), 
interconnected by the Boolean operator AND, from 
September to December 2021. This was done to 
provide a foundation for the reflection and discussion 
on health promotion and successful aging through 
intergenerationality within the context of Primary 
Health Care.

The text has been organized into three 
sections: Health promotion for older adults and 
the challenges for their protagonism; Understanding 
aging for intergenerational learning: a strategy for 
transformative education; Intergenerational program: 
protagonism for the health promotion of older adults.

Ethical approval by a Research Ethics Committee 
is not required as this study is of a ref lective-
theoretical nature, in accordance with the guidelines 
outlined in Resolution 510/20167.

DATA AVAIL ABIL IT Y

All the datasets supporting the results of this 
study have been made available in the references.

Promotion of Health for Older Adults and Challenges for Their 
Protagonism

The definition of health promotion, upon which 
this essay is anchored, originates from Ottawa 
and is understood as "the process of enabling 
communities to increase control over their health 
and its determinants, thereby improving their quality 
of life (…)"8,19,20. Derived from this theoretical 
framework, it is crucial to comprehend and reflect 
upon the sought-after protagonism of individuals 
and the necessity for them to be "empowered". It is 
imperative that individuals collectively develop the 
ability and power to act for the benefit of their own 
quality of life, serving as active, individual, and/or 
collective agents in shaping health-promoting ideas 
for the world9.

Several reflections arise from this, as how is Brazil 
progressing to ensure or even provide protagonism 
for older population and future generations? Do 
the policies that document the legal-operational 
framework to operationalize health promotion 
strategies, with an emphasis on PHC, truly guarantee 
this protagonism? Or, on the contrary, do they still 
rely on verticalized programs, without the effective 
implementation of the health care continuum for 
older adults, primarily focusing on addressing 
chronic conditions and issues related to senility?

The political history for the health of older adults 
begins with the National Elderly Policy (PNI) in 
1994, amid the backdrop of the restoration of 
Brazilian democracy, the Citizen Constitution, the 
establishment of the SUS and the strengthening 
of the Family Health Program, with PHC and its 
principles taking center stage in the territories. 
Consequently, amidst challenges, aging finally 
becomes a focal point in Brazil. The theoretical, legal, 
and methodological foundations for addressing the 
needs and possibilities of promoting the protagonism 
of older adults were established in 2006 with the 
National Elderly Policy (PNPI). This reaffirms the 
commitment of the management to expand and 
enhance health promotion actions10,11.

Considering the guidelines of the PNPI in 
2006, the protagonism of older adults can be 
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built throughout the life cycles. This involves 
understanding that it should not be limited solely 
to the chronological age of 60 years and older, as 
stipulated by the Elderly Statute. Notably, item 3.1 
emphasizes the importance of valuing and respecting 
"old age" and the need to stimulate solidarity for 
this age group11.

The promotion of health, coupled with the 
concept that the individual should be empowered, 
encourages thinking about active participation 
in decisions regarding one's health and territory. 
However, the reflection on this concept revolves 
around how we are allowing older adults to empower 
themselves. The "empowered individual" comes 
into existence through community participation 
and involvement in the planning and execution of 
health actions.

In this context, it is essential for older adults to be 
this "empowered individual," actively participating 
in society for health promotion, strengthened by the 
collective efforts that involve multiple generations. 
To achieve this, the voices and thoughts of older 
adults, who are aware of their place in society, must 
resonate in intersectoral actions, social control, and 
other forums discussing the health/illness process 
and social determinants related to population aging.

Hence, there is a clear need to include older 
adults in the discussion process regarding the 
implementation of policies that promote health. 
Recognizing the potential of this group for active 
participation in society and their ability to transform 
their own reality are crucial premises for the 
development of effective policies aimed at promoting 
the health of these individuals12.

Reiterating the reflection, perceiving individuals 
aged 60 and older solely as carriers of chronic diseases 
and incapacitated by senility may overshadow actions 
aimed at curative and health recovery, as well as 
promotion and prevention. The imagery surrounding 
older adults, coupled with the perception of 
dependence on multi and interprofessional care, 
can lead to attitudes that emphasize medicalization 
and other measures strictly focused on the process 
of illness. It is imperative to advocate for the voice 
and thoughts of older adults in health promotion¹.

The challenges for the protagonism of older 
adults in consolidating successful health promotion 
strategies still lie in the gap within the care processes 
for these individuals. Despite successful experiences 
within the FHS, a disease-centered perspective 
appears to persist. Care focused on outpatient 
appointments based on "free demand," home visits 
restricted to the treatment of chronic diseases, and 
consultations for the monitoring of hypertension 
and diabetes, reinforced by the funding structure of 
Brazilian PHC, solidify curative practices12.

Actions, strategies, and programs that promote 
health for successful aging are indeed necessary, but 
above all, they must be led by the voices, thoughts, 
and ideas of the older adults served in the vibrant 
territory of PHC. This can occur in education and 
health groups, in conversational circles, in waiting 
rooms, and in various community spaces.

The protagonism of older adults will be 
achievable when professionals allow the occupation 
of thought and voice within the spaces for health 
promotion. Therefore, there is an urgent need to 
comprehend older adults, working on competencies 
and skills, putting them into practice, and creating 
spaces that enable their proactive and protagonistic 
involvement, allowing them to assume a voice to 
enhance themselves personally and socially.

Understanding Aging for Intergenerational Learning: 
A Strategy for Transformative Education

Aging is grounded in a concept that extends 
beyond the mere definition, as the authors have 
previously elucidated in this essay. From this 
perspective, it becomes essential to reflect on the 
discourse of active aging proposed by the World 
Health Organization and the European Union. These 
entities advocate that maintaining physical activity, 
adopting a healthy diet, among other individual 
behaviors, leads to increased longevity and the 
preservation of health13.

Nevertheless, the change must be collective, not 
stemming solely from individual responsibility. Thus, 
it is opportune to reflect on the responsibility for 
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achieving successful aging, as it involves preventing 
harm, early diagnosis of chronic conditions that may 
affect functionality and cognition, and maintaining 
an active presence in social and community life. 
The promotion of health for successful aging 
encompasses the organizational structures of society, 
the economy, health services, and their respective 
levels of assistance. It goes beyond an individual's 
inability to maintain health1,13.

Based on these considerations, the reflection 
on intergenerational learning requires a critical 
examinat ion of aging, far from imposing 
radicalization in thinking that has long been nurtured 
and has reinforced stigmas against older adults and 
gaps in formative processes in the health field. This 
mindset confines health promotion to quality of life, 
individual reach, and outcomes of efforts without 
interference from social determinants.

It is essential to consider the protagonism of 
older adults through intergenerational relationships, 
employing strategies that strengthen intergenerational 
solidarity. However, the voices and thoughts of older 
adults must be acknowledged, heard, and respected 
for collective empowerment.

In PHC, specif ica l ly with in the FHS, 
intergenerational relationships can be addressed 
through intergenerational education for health 
promotion. For instance, consider an experience 
involving a workshop with adolescents on pregnancy 
prevention using an intergenerational education 
approach. This initiative led to a roundtable 
discussion involving parents, grandparents, and 
adolescents in a municipality in the interior of Ceará, 
as part of the School Health Program (Programa 
Saúde na Escola - PSE). This activity aimed to 
demystify taboos and stimulate reflection on the 
importance of intergenerational understanding of 
pregnancy during adolescence. The perspective 
emphasized affection, dialogue, and trust between 
generations for intergenerational relationships and 
health prevention14.

The significance of this experience lies in the 
fact that the intergenerational theme is not part of 
the content of the PSE. Nevertheless, the authors 
mentioned above considered that it could be worked 
on in a cross-cutting and interdisciplinary manner. 

This strategy can bring benefits to the understanding 
of topics that require dialogue between generations, 
recognizing the importance of older adults for families 
and consolidating intergenerational solidarity.

Intergenerational education enhances the 
possibilities of active aging for individuals and 
populations by providing opportunities for 
participation in society and increasing knowledge, 
skills, and competencies within the four foundational 
pillars of lifelong education. It teaches individuals to 
live together, to know, to do, and to be13.

This should be understood as a measure that 
reinforces social and intergenerational relationships. 
Through exchanges of knowledge, information, 
thoughts, ideas, feelings, experiences, skills, attitudes, 
among other aspects, intergenerational education 
contributes to the transformation of the individual. 
In this cooperation and participation of different 
generations, societal transformation can occur13.

Intergenerationality involves creating and 
promoting opportunities that underpin the 
construction of intergenerational relationships 
and foster intergenerational education beyond 
institutional education spaces. It thus promotes 
solidarity, interdependence, reciprocity, knowledge 
sharing, and transformation among individuals, 
contributing collectively to the construction of a 
fairer and more compassionate societal model¹³.

Therefore, intergenerational relationships 
are inseparable from social, economic, political, 
and cultural dimensions, with the educational 
dimension being fundamental. Intergenerationality 
is not limited to specific activities or mere contact 
between generations. Educating and learning in an 
intergenerational context are based on the theoretical 
and methodological framework of transformative 
education, such as in Paulo Freire's Critical Pedagogy. 
In this way, meaningful learning can be achieved 
beyond institutional spaces, such as schools and 
universities15.

In Pau lo Frei re's Cr it ica l  Pedagogy, 
intergenerational education can find a foundation, 
contributing to the deschooling of education and the 
deinstitutionalization of older adults, as well as children 
and young people. It promotes intergenerational 
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citizenship and, through participatory and convivial 
experiences, contributes to a new public space for 
education. In this framework, teaching requires 
respecting autonomy, as per Freirean teachings, 
anchoring education between generations and 
bringing together different individuals who 
learn collectively. They are influenced by culture, 
history, or any chronological influences, allowing 
the reconstruction of concepts, information, and 
thoughts about individual and collective health 
promotion from an intergenerational perspective16.

Therefore, it is a challenge to provide strategies 
for intergenerational education in healthcare 
settings, emphasizing APS. Additionally, building 
intergenerational dialogue that facilitates individual 
and collective empowerment of older adults through 
active participation in the processes of knowledge 
construction and reconstruction is crucial.

Intergenerational Program: Protagonism for the Health 
Promotion of Older Adults

Based on the reflections presented earlier, what 
possibilities exist for creating intergenerational 
spaces to foster dialogue, thought, ideas, or even 
the deconstruction of prejudices and stigmas that 
support the protagonism of older adults, specifically 
in APS?

This topic begins with a question, acknowledging 
the complexity of building dialogic spaces, especially 
when involving different generations and the 
pandemic or post-pandemic context. However, it 
is a necessary and intriguing challenge, complex 
but feasible, to contemplate and reconsider health 
promotion for successful aging.

When ref lecting on successful aging, it is 
anchored in three crucial points. The first point 
emphasizes health education to guide lifestyle choices 
and identify risk factors such as obesity, smoking, and 
sedentary behavior over the years. The absence of 
diseases is not the sole priority. Therefore, the second 
point is the maintenance of functional and cognitive 
capacity through multidimensional assessment, for 
example. The third point is the active and effective 

participation of older adults in society, strengthening 
support networks to address their needs beyond 
illness. This latter point is a fundamental condition 
for considering the health promotion of older adults².

Therefore, for the development of an 
Intergenerational Program (IP), intergenerational 
relationships serve as the foundation for construction. 
These relationships can be understood as interactions 
between people from different generations, 
representing diverse life stages, historical, social, 
and cultural contexts. Such interactions allow for the 
exchange of experiences and content, contributing 
to the mutual growth and development of those 
involved. The generations interacting benefit when 
the perception of the need for interaction and the 
exchange of singularities in each individual's way of 
being, feeling, thinking, and wanting is felt through 
intergenerational encounters. These encounters are 
materialized by the intergenerational relationships 
established, whose main objective is the sharing 
of knowledge, the strengthening of relationships 
between younger and older individuals, and the 
inclusion of older adults in the teaching and learning 
process, especially when intergenerational education 
takes place in formal education spaces17.

In this way, IPs aim to build connections between 
these generations, fostering interaction and resulting 
in "intergenerational solidarity" that enhances the 
quality of life for both young and older individuals. 
Those participating in this generational exchange 
experience positive aspects in these new contacts, 
feeling more secure about themselves and the world, 
better coping with adversities, stress, and diseases18.

Among the benefits of IPs, discussions about 
ageism and overcoming stigmas related to aging are 
highlighted. This facilitates the restoration of self-
esteem among the older population and strengthens 
generational bonds. Sharing knowledge through 
narratives and affection between generations can 
enhance socialization, contributing to minimizing 
the marginalization of older adults in society. It also 
provides younger individuals, including children 
and adolescents, with an understanding of the 
aging process from a different perspective, breaking 
down prejudices and stigmas that still persist in our 
society17-19.



7 of 9

Intergenerationality and Health Promotion: Reflections and Challenges

Rev. Bras. Geriatr. Gerontol. 2024;27:e230093

Based on a theoretical review, several studies 
have emphasized the importance of encounters and 
methodologies that work with intergenerational 
approaches17, 20, 21. However, the documentation of 
IPs as a continuous methodology for discussions and 
actions related to health promotion is still limited 
in the health field15-22. It is crucial to highlight that, 
in the construction of care, spaces for dialogue 
in health promotion provide a pathway for the 
community. Academic knowledge adds strength 
and enables the deconstruction and reconstruction 
of knowledge, potentially leading to positive and 
transformative changes in stigmatized attitudes 
between generations22-23.

The development of an IP in PHC, specifically 
in the FHS, is innovative in experiencing initiatives 
that seek, through the methodology of encounters, 
qualified listening, welcoming, orality, humanization, 
and meaningful learning, not only health prevention 
but health education as well. Through cross-cutting 
themes identified by the IP group, participants 
become actors in the construction and reconstruction 
of concepts about life cycles and the importance 
of diverse knowledge for improving quality of life.

CONCLUSION

The intergenerational education, even though 
still timidly envisioned, is present in institutionalized 
spaces of formal education, whether in schools and/
or universities. However, successful experiences 
in health, specifically in spaces occupied by PHC, 
still appear limited or poorly visualized for the 

construction of transformative education for the 
promotion of elderly health.

The challenge is to encourage scientific research 
so that professionals, through continuous education, 
can enhance health education moments through 
intergenerational education. Thus, the construction 
and implementation of Intergenerational Programs 
can represent a possibility.
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Balance, falls, and risk of falls in COPD: systematic review of 
assessment instruments, measurement properties, and clinical utility

Ana Cristina Lamezon1

Bruna Luna Cavon1

Silvia Valderramas1

Abstract
Objectives: to identify balance assessment instruments, issues and risks of issues used in 
COPD, evaluate their measurement properties, quality of evidence and clinical utility. 
Method: A review was produced following the PRISMA and COSMIN guidelines, 
registered in PROSPERO: CRD42021235118. Searches were carried out from November 
2021 to September 2022 in the PubMed, LILACS, CINAHL, Embase, Web of Science 
and PEDro databases. Cross-sectional and cohort observational studies were included, 
without restrictions on language or year of publication, as long as they described clinical 
instruments for assessing balance, falls and risk of falls reporting at least one of the 
measurement properties: validity, reliability and responsiveness. Two reviewers will 
independently apply the eligibility criteria, travel risk by COSMIN, quality of evidence 
by the GRADE approach and assessment of clinical utility by the Tyson and Connell 
Scale. Results: 9,102 studies were selected and 21 included in the review, nine studies 
demonstrated adequate and sufficient measurement properties and 12 instruments were 
identified, of which six were evaluated for the quality of evidence. Conclusion: Systematic 
reviews of measurement properties require specialized reviewers and skills in qualitative 
analysis. With a recommendation GRADE of “A”, the Berg Balance Scale (BBS) and 
the Timed Up and Go (TUG) test were the most recommended instruments for COPD. 
By requiring the evaluation of the clinical utility of the result, the TUG demonstrates 
superiority to the BBS, proving to be a great tool for judging individuals who need a 
thorough assessment of balance, falls and risk of falls.
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INTRODUC TION

Chronic Obstructive Pulmonary Disease (COPD) 
is a common, preventable and treatable disease, 
characterized by persistent respiratory symptoms and 
the presence of airflow limitation1-4. The impairment 
of COPD is not limited to respiratory function4,5. 
People with COPD have impaired postural control 
when compared to healthy individuals in the same age 
group5-7. Deficits in function and mobility have been 
associated with a greater risk of falls in older adults7 
and have a negative impact on quality of life8-10. 

Studies suggest that COPD is one of the chronic 
diseases with the highest prevalence of falls1,5,6. 
In a study with a sample of 4,050 women, aged 
between 60 and 79 years, the prevalence of falls 
increased with the number of chronic diseases. The 
population attributable risk of having suffered at 
least one fall in the last 12 months estimated by 
adjustable models was 17.4% (10.4% to 23.9%) for 
arthritis, 9.4% (5.4% to 13.3%) for depression, 8% 
(3.3% to 12.4%) for COPD, 6.2% (1.6% to 10.5%) 
for circulatory diseases and 6.2% (2% to 10%) for 
coronary heart disease11. Falls are associated not only 
with mortality and morbidity, but also with loss of 
autonomy5,6,8. Physiological mechanisms, such as 
changes in muscle strength, proprioception, body 
sway and compromised balance, may be associated 
with a greater risk of falls in COPD and contribute 
to worsening health conditions7-13. Research has 
highlighted the importance of identifying risk 
factors for falls and promoting prevention14, 15. For 
prevention to be effective, it is necessary to identify 
the population at risk, introduce standardized and 
reliable assessment measures, and then establish 
specific multidimensional interventions focused on 
reducing the identified modifiable risk factors10, 13,14.

The instruments for assessing balance, falls 
and risk of falls when applied to COPD allow 
professionals to identify and quantify possible 
deficits found in balance, the presence of falls and 
the risk of a fall occurring. Such instruments allow 
monitoring of these changes and favor appropriate 
clinical decision-making aimed at better intervention. 
Instruments must be valid, reliable and responsive, 
otherwise there is a risk of obtaining results that 
could lead to erroneous conclusions and conduct6, 16,17.

Systematic reviews of outcome measurement 
instruments are important tools for selecting the 
most appropriate instrument for the construct 
of interest and providing an overview of quality 
through measurement properties16-20. Therefore, 
it is important to determine whether the available 
assessment instruments capture all dimensions 
related to the construct. A better understanding 
of measurement properties will help professionals 
select the most appropriate instruments to use in 
their clinical practice.

A wide variety of instruments to measure balance, 
falls, and fall risk can be used in COPD. Our objective 
was to identify instruments for assessing balance, 
falls and risk of falls used in COPD, evaluate their 
measurement properties, quality of evidence and 
clinical utility. 

METHOD

This systematic review complies with PRISMA 
and COSMIN guidance for systematic reviews 
of outcome measurement instruments and the 
protocol has been registered with PROSPERO: 
CRD42021235118. This review included cross-
sectional observational and cohort studies of adults 
aged 50 years or over, diagnosed with COPD, in 
accordance with international guidelines1,3, regardless 
of gender or level of disability. Studies that reported 
balance, falls and risk of falls instruments including 
tests, scales or questionnaires, methodological studies 
that developed the instruments and/or evaluated their 
measurement properties reporting the evaluation of 
at least one of the following measurement properties 
were eligible: validity, reliability and responsiveness. 
Case studies and series reports, study protocols, 
clinical trials and studies not available in their entirety 
were excluded. Classifications were agreed upon 
by consensus among the review team to reduce 
variability in interpretation. 

An extensive literary search was carried out 
in electronic databases from November 2021 to 
September 2022 in the PubMed, LILACS, CINAHL, 
Embase, Web of Science and PEDro databases. The 
search did not restrict language or year of publication. 
The search strategy was carried out for each database, 
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including controlled database vocabulary when 
available (MeSH, EMTREE and CINAHL Subjective 
Headings) and free terms with the combination of the 
words “Chronic Obstructive Pulmonary Disease”, 
“balance”, “falls”, “risk of falls”. Then the words 
“measurement properties”, “reliability”, “validity” 
and “reproducibility” were added with the purpose of 
increasing the sensitivity of the research and adapting 
it to the COSMIN methodology.  

Two reviewers (A.L. and B.L.) independently 
applied the eligibility criteria for the selection of studies, 
such as study objectives, population characteristics, 
clinical measure evaluated, measurement instruments, 
examiners, operationalization of measures and type 
of statistical analysis. Another reviewer (S.V.) was 
requested in case of disagreement or doubt. All 
collected data was allocated to the Mendelay reference 
management program and reference analysis was 
performed manually. After removal of duplicates, 
reviewers (A.L. and B.L.) independently screened 
titles and abstracts followed by full-text screening 
in a blinded manner using standardized electronic 
forms. Disagreements were resolved by consensus.

Two researchers independently (A.L. and B.L.) 
analyzed the quality of the included studies through 
the Consensus-based in COSMIN Risk of Bias tool to assess 
the quality of studies on reliability and measurement error of 
outcome measurement instrument 15-19. The COSMIN Risk 
of Bios tool tracks the risk of bias of the individual 
studies included and describes the elements that 
together assist us in constructing a research question 
and provides a comprehensive overview of the 
components of the outcome measure as well as 
the design requirements and preferred statistical 
methods regarding instrument measurement 
reliability and error.

The classification of instrument evidence was 
performed using the GRADE approach modified 
by COSMIN. 

Two independent researchers (A. L. and B. L.) 
evaluated the clinical utility of the measurement 
instruments found in the systematic review using 
the Tyson and Connell clinical utility scale20 which 
evaluates four items: instrument application time, 
data analysis and interpretation, cost, need for 
equipment and specific training, and portability. The 

final score quantifies whether a specific instrument 
can be used and recommended for clinical practice. 
For the instrument to be recommended, it must have 
a score greater than or equal to nine.

DATA AVAIL ABIL IT Y 

The entire dataset supporting the results of 
this study is available upon request from the 
corresponding author [Ana Cristina Lamezon]

RESULTS 

The search strategy identified 9,102 studies. 
The results of the database search and the selection 
process are detailed in Figure 1. Of this total, 21 
studies met the eligibility criteria and were included 
in this systematic review and 12 instruments for 
assessing balance, falls and risk of falling were found. 
Participant characteristics in the included studies are 
summarized in Table 1.

The instruments for assessing balance, falls and 
risk of falls found in this review were categorized 
into performance instruments (PerFORM): Berg 
Balance Scale (BBS), Balance Evaluation Systems Test 
(BESTest), MINI-BESTest, Brief-BESTest, Timed up 
and Go (TUG), Timed up and Go dual task (TUGDT), 
Single-Leg Stance (SLS), Tinetti get up and go test, Unipodal 
Stance Test (UST); Instruments with results reported 
by the evaluator, (ClinROM): Force platform or 
posturography; Self-report questionnaires (PROM): 
self-report of falls and the Elderly Falls Screening 
Test (EFST).

The risk of bias of the included studies according to 
COSMIN Risk of Bias checklist9-12 is presented in Table 
2. The main measurement properties evaluated were 
reliability, internal consistency and construct validity. 
Criterion validity was demonstrated only in one study 
where the abbreviated MiniBESTest instrument was 
validated from BESTest. Of the 21 studies included, 
nine presented measurement properties considered 
adequate and sufficient, five adequate and insufficient, 
one adequate and indeterminate, four studies were 
classified as doubtful and insufficient and one study 
classified as doubtful and indeterminate following 
the COSMIN methodology.
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Figure 1. Flowchart of study selection according to the  Preferred Reporting Items for systematic Reviews and MetaAnalyses. 
Curitiba, PR, Brazil, 2023.
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After consensus among the authors, we chose 
to analyze only the assessment instruments of the 
included studies that presented adequate and sufficient 
measurement properties. The reliability domain was 
the most addressed in these studies (five studies) and 
the quality of the evidence in these instruments was 
determined through the modified GRADE approach 
and characterized by the level of evidence in A, B 
or C. Instruments classified as “A” have sufficient 
evidence to recommend their use in COPD, “B” are 
not recommended and “C” require further studies 
for recommendation and are presented in Table 3.

The BBS and TUG instruments presented an “A” 
rating for quality of evidence, and are recommended 

for assessing balance and risk of falls in COPD. The 
BESTest, MiniBESTest, BriefBEST-test and UST 
instruments were classified as moderate “C” evidence 
and require further studies for recommendation. 
None of the instruments included in this review 
with measurement properties classified as adequate 
and sufficient were classified as “B”.

The Tyson and Connell Scale20 was applied to 
instruments that presented adequate and sufficient 
measurement properties according to the risk of 
bias and quality of evidence. We observed that most 
instruments obtained the maximum score (9/10 or 
10/10) in the assessment of clinical utility, as can be 
seen in Table 4.

Table 3. Quality of evidence according to modified GRADE. PR, Brazil, 2023

Instrument ICC Sample Quality of evidence Recommendation
BBS 0.82-0.93 106 High A

BESTest 0.87 46 Low C

MiniBESTest 0.88 46 Low C

TUG 0.91-0.95 237 High A

Brief-BESTTest 0.82 46 Low C

UST 0.91 60 Moderate C
BBS: Berg Balance Scale; BESTest: Balance Evaluation Systems Test, TUG: Timed up and Go; UST: Unipodal Stance Test; Variation-ICC: upper and lower 
limits of intraclass correlation; n: sample; A: recommended instrument; C: instruments with the possibility of recommendation.

Table 4. Clinical utility of measuring instruments. Curitiba, PR, Brasil, 2023.

Instrument Administration 
time

Total cost Equipment 
portability

Equipment 
training

Final score

BBS 2 3 2 2 9
BESTest 1 3 2 2 8
MiniBESTest 2 3 2 2 9
TUG 3 3 2 2 10
Brief-BESTTest 3 3 2 2 10
UST 3 3 2 2 10

 BBS: Berg Balance Scale; BESTest: Balance Evaluation Systems Test, TUG: Timed up and go; UST: Unipodal Stance Test.
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DISCUSSION

This systematic review was designed to determine 
the most appropriate balance, falls and fall risk 
assessment instruments for use in COPD and 
provide a comprehensive view of the properties of 
measurements found in the literature and provide 
support for recommendation in clinical practice with 
sufficient evidence. 

The selection of included instruments was 
based on evidence of the quality of the outcome 
of these measurement instruments (i.e. reliability, 
validity and responsiveness) as well as aspects of 
feasibility or clinical utility following the COSMIN 
initiative criteria and clinical utility scale by Tyson 
and Connell20. We identified the following balance, 
falls and risk of falls instruments used in COPD: (1) 
BBS - assesses functional balance and risk of falls; (2) 
BESTest, MiniBESTest and BriefBESTest - static and 
dynamic balance; (3) TUG and TUGDT - functional 
mobility and risk of falls, (4) SLS, Tinette Test, UST 
and posturography, assessment of static balance, 
(5) EFST and Self-report of falls - assessment of 
retrospective falls. Of the 12 instruments found, 
only six presented sufficient quality of evidence for 
some degree of recommendation in COPD. The 
quality of evidence was assessed only in instruments 
included in studies with at least adequate quality 
in the development of the study and sufficient 
reliability assessment15,16.

Every instrument must ref lect the internal 
structure of the construct, that is, the empirical 
structure of the instrument must ref lect the 
theoretical structure that must be covered by the 
measure. The assessment of the internal structure, 
which comprises structural validity, internal 
consistency, cultural validity, will only be relevant 
if the instrument is composed of multiple items and 
based on a reflective model, which assumes that all 
items of a scale or subscale are manifestations of an 
underlying construct14-19.

Regarding cross-cultural validity, although many 
original versions have been translated into other 
languages or adapted to other cultures, we identified 
only three studies that cited validations23, 31,35, that 
is, they did not evaluate such a measure and only 

in one study the property was evaluated and it was 
classified as adequate35. Such studies are necessary 
to assess whether measurements from a population 
of a given culture are equivalent to those from 
another population.

The most frequently found measurement 
property, and for which the instruments showed 
sufficient evidence, was the hypothesis test for 
construct validity, where only four studies presented 
doubtful classification. Authors often use the term 
criterion validity for studies in which an instrument is 
compared to others that measure a similar construct. 
In most cases, this would be considered evidence 
for construct validity, rather than criterion validity 
following the considerations of the COSMIN 
methodology. Its definitions and analyzes must be 
demonstrated in hypothesis testing for construct 
validity15-19.

Criterion validity is the degree to which an 
instrument's scores are a ref lection of a “gold 
standard”15-18. Based on the COSMIN guidelines, we 
agree that there is no gold standard for the identified 
instruments15,17,18, unless the instrument has a long 
and a short form. In this case, the full version of a 
measure is the “gold standard” of the short form11. 
In our study, criterion validity was only scored in the 
MiniBEST and BriefBESTest instruments, which 
are summarized versions of BESTest23,32.

The reliability domain through test-retest was 
evaluated in seven studies with adequate and 
sufficient measures22,27,28,31,32.  The measurement 
error was reported in only two studies and with 
insufficient data for an adequate classification22,31.

We identified that the BBS and TUG were the 
most appropriate instruments for COPD, with a 
recommendation grade of “A”, but in the clinical 
utility criterion20 the TUG stood out due to the 
shorter application time compared to the BBS, which 
proves to be useful for screening patients who will 
require a more in-depth balance assessment14,19. 
With recommendation grade B, the BESTest, 
MiniBESTest, BriefBESTest and UST instruments 
can be provisionally recommended until new studies 
are developed, mainly because in the studies found 
with adequate and sufficient evidence the number 
of participants was below 100, which according to 
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the Modified GRADE15 evaluation is enough to 
downgrade the evidence.

Broad, comprehensive and sensitive database 
research and the use of rigorous methodology are 
aspects to be highlighted in this review. The studies 
were independently reviewed, as recommended by 
COSMIN's best evidence, in accordance with the 
Cochrane methodology. Classifications were agreed 
upon by consensus among the review team to reduce 
variability in interpretation.

As an eligibility criterion, our study sought 
individuals diagnosed with COPD aged 50 years 
or older. Most of the included studies fully met this 
criterion, but in the study by Singh et al34 part of 
the recruited sample was aged over 40 years. It is 
possible that in a younger population with COPD, 
the recommendations of this study cannot be 
extrapolated. 

As there are currently no standards and criteria 
for content validity, face validity, which is a very 
subjective judgment about whether the content of 
the instrument really appears to be an adequate 
reflection of the construct being measured, the 
evaluation of this criterion by reviewers may suffer 
from interpretation bias. 

As no instrument was developed for COPD 
specifically, content validity was assumed and 
classified as adequate, since during the validation 
process for other diseases the instrument was 
analyzed and presents relevant, comprehensive and 
understandable items with regard to the construct 
of interest. It would be interesting that in future 
validation studies of measurement instruments 
for COPD, content validity is carried out for this 
specific population.

CONCLUSION

Systematic reviews of measurement properties 
are complex and involve reviewers with knowledge 
of the construct of interest, experience in the target 
population, and expertise in measurement properties 
and qualitative analysis. Researchers and professionals 

who are deciding on the most appropriate balance, 
falls, and fall risk measurement instrument for use in 
COPD can often find multiple instrument models, 
and the recommendations noted in this systematic 
review can assist in making the most appropriate 
clinical decision about the use of these instruments.

BBS and TUG were the instruments with the 
highest degree of recommendation for application 
in COPD, but in the clinical utility criterion, the 
TUG stood out due to the shorter application time.

This review identifies gaps in the presence of 
quality evidence in available measurement instruments 
and therefore provides a useful framework both for 
further evaluations of these instruments and for the 
development of new specific instruments to assess 
balance, falls and risk of falls in COPD. The results of 
this review will also help researchers and healthcare 
professionals make evidence-based decisions about 
the use of these measurement instruments.
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Health Learning?
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Abstract
Objective: To assess the applicability and effectiveness of a game incorporating Roleplaying 
Game (RPG) elements as a pedagogical tool for health education. Method: The study 
population comprised undergraduate and postgraduate students in the health field at 
the Universidade Federal do Rio Grande do Sul, Brazil. This qualitative research was 
conducted between April and June 2018 in two stages. Initially, the RPG was implemented 
with the involved classes, followed by Focus Group interviews conducted a week later 
to gather information, with volunteers from these classes who willingly participated in 
the research. Information analysis was grounded in aspects of Grounded Theory (GT). 
Results: The analysis yielded the following categories: 1) Game creation, 2) Impact of the 
experience on teaching and learning, 3) Reflection on the game. The results demonstrate 
that the use of RPG-influenced games holds significant untapped potential in the health 
education process. This innovative method remains underutilized within the health 
domain, necessitating adherence to specific premises for its potent application. Conclusion: 
In this context, it is understood that the game contributes to health education, enhancing 
knowledge and skills through a challenging and reality-connected experience.
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INTRODUC TION

Contemplating the university from a complex 
perspective necessitates breaking away from the 
hegemony of traditional education marked by 
specialization and the fragmentation between theory 
and practice1. Despite recent advances in teaching, one 
of the foremost challenges in this domain pertains to 
constructing effective and interprofessional learning 
that fosters reflection and attitudinal change. These 
factors are pivotal in the training of healthcare 
professionals, constituting a significant hurdle for 
the implementation and fortification of healthcare 
attention within the Unified Health System (Sistema 
Único de Saúde - SUS)2.

Certain institutions of higher education have 
invested in reshaping professional training by 
implementing the National Curricular Guidelines 
(Diretrizes Curriculares Nacionais - DCNs) for 
health courses from 2001, with integrality serving 
as a guiding axis for education3. The DCNs for health 
courses signify a significant advancement resulting 
from collective construction emerging from the 
Sanitary Reform movement4.

Resolution number 569/2017 from the National 
Health Council reaffirms the constitutional 
prerogative to regulate the training of healthcare 
professionals. Notably, clause VII emphasizes the use 
of teaching methodologies that foster collaborative 
and meaningful learning, as well as methodologies 
that prioritize student participation and autonomy, 
integration across curricular content, and educational 
proposals grounded in interdisciplinary practices5.

Within the Brazil ian context, a relevant 
yet frequently overlooked theme/content in 
undergraduate health courses pertains to population 
aging. Given the rapidity of this demographic shift, 
it brings forth crucial considerations for managers, 
researchers, and healthcare professionals6.

Considering the significance of the information 
addressed in the National Education Plan (2000) and 
the Resolution of the National Health Council (2017), 
it is imperative to develop and implement teaching 
approaches in line with contemporary needs and 
realities. Furthermore, assessing their effectiveness 
as tools for teaching and learning is essential.

Thus, one of these underexplored technologies 
is the utilization of games with Roleplaying Game 
(RPG) elements as a tool for health education. 
Particularly challenging is its directed application 
to learning associated with the development of 
empathy towards older individuals and their 
health issues. Immersive is a role-playing game, 
with its primary feature being interactivity and 
collaborative group work. This game was devised 
by incorporating certain features from a narrative 
RPG known as Fiasco7.

Immersive aims to narrate stories based on 
everyday scenarios, simulating complex themes and 
challenging decisions involving the health of the older 
population. Its objective is to generate a discussion 
from a participant's empathetic perspective. In this 
game, participants assume the persona of a character 
created within the game, complete with relationships 
and interests. The game unfolds through scenes 
and dialogues managed by randomly determined 
constructs employing a pre-established methodology, 
facilitated by the use of cards and dice to ensure 
unpredictability. This study aimed to propose and 
evaluate a game with Roleplaying Game (RPG) 
elements as a pedagogical tool for health education.

METHOD

This qualitative study used Grounded Theory 
(GT) method, with a Focus Groups (FG) approach8. 
It is an intervention study, commencing with the 
implementation of RPG with the involved classes, 
followed by FG interviews a week later to gather 
information, involving volunteers from these classes 
who willingly participated in the research. The study 
was conducted in two phases between the months 
of April and June 2018.

Participants in this study were undergraduate and 
postgraduate students in health-related courses at 
Federal University of Rio Grande do Sul (UFRGS), 
specifically those with content/disciplines related 
to older care/family health in their curricula. Prior 
contact was established with faculty members from 
the Dentistry, Public Health, and Speech-Language 
Pathology courses, wherein the study's objectives 
were explained.
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In the initial phase, the developed activity 
through the Immersive Elderly Health game was 
implemented as a pedagogical component of the 
courses. This cooperative game structure eliminates 
the presence of winners or losers, with each 
participant assuming a character in an imaginary 
adventure within a real physical setting. Participants 

take on the persona of a character crafted within 
the game, complete with relationships and interests. 
The game encompasses three character types: the 
healthcare professional, the user, and the older 
person. It also anticipates the involvement of 
a minimum of four participants, along with a 
facilitator.

Figure 1. Explanatory Flowchart of the Immersive Elderly Health Game. Porto Alegre, Rio Grande do Sul, 
2023. Source: Authors (2023)

There exists a rule system, and the creation of 
characters and the story occurs randomly through 
the utilization of six-sided dice (Figure 1). The faces 
refer to the six physical sides of a die, each inscribed 
with potential outcomes (commonly known as a six-
sided or six-faced die). These faces denote different 
result possibilities, ranging from one to six. The 
narratives for each character are shaped when the 
player simultaneously rolls their four dice. The faces 
of the dice symbolize the diverse possibilities for 
constructing outcomes.

The presence of a facilitator is deemed essential 
to stimulate participants and assist in resolving 
impasses or conflicts (Table 1). In the second 
stage, students were invited to partake in a FG 
conducted one week post-game application. 

The FG had a duration ranging from 45 to 60 
minutes; the discussions were recorded and stored 
in digital media. To instigate the discussion in the 
FG, a semi-structured script was devised. The FG 
interview was conducted by the researcher in a 
tranquil environment, allowing enough time for a 
preamble where participants could articulate their 
questions regarding the interview, its structure, 
and content before its commencement. The 
interview dynamics were mutually agreed upon 
beforehand between the researcher and the FG. 
Furthermore, all participants were assured that 
they could withdraw from the interview at any 
point without facing discomfort. Confidentiality 
of information was ensured, guaranteeing that any 
potential publications derived from this material 
would not involve the identification of participants.
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The FG interviews were transcribed in full 
by the principal researcher (ARR). In addition 
to information derived from the transcriptions, 
research diaries and memos, crafted by the principal 
researcher based on her experiences during the RPG 
interventions and FGs, were utilized. To facilitate the 
organization and analysis of information, transcripts 
were processed using Microsoft Office Word® 
software and imported into NVIVO® software.

The analysis of information was grounded in 
aspects of Grounded Theory. Constant comparison, 
the development of codes for organizing categories, 
the definition of thematic categories and their 
relationships, and the formulation of a theory based 
on evidence generated in the study were employed9.

For this study, saturation was determined as 
the point at which the FG interviews concluded. It 

became apparent, through the analysis of the fourth 
FG, that responses to the interview were becoming 
repetitive, and both the codes and categories were 
adequately explained based on the obtained and 
analyzed information.

DATA AVAIL ABIL IT Y

The dataset is not publicly accessible due to 
information that compromises the privacy of the 
research participants.

RESULTS AND DISCUSSION

The participants in this study comprised 58 
students from undergraduate programs (Dentistry - 
evening program, Speech–language pathology, Public 

Table 1. Explanatory Flowchart of the Immersive Elderly Health Game. Porto Alegre, Rio Grande do Sul, 2023.

1 - The facilitator introduces the dynamics and discusses the "Rule of Yes."
2 - Randomly distributes Character Cards to 3 to 5 individuals.
3 - Divides the remaining students into groups for each character.
Each group is further divided into 2, and each "side" receives a different Consciousness Card.
4 - Each character takes 4 dice (2 light and 2 dark) and rolls them in the center to generate various random results.
5 - The first player selects a die (result, color does not matter) and chooses a Relationship topic on the Relationship Banner.
Selects another character to be their relation.
The chosen character picks a new die and details the relationship on the list of possibilities for the chosen topic based 
on the selected die.
The facilitator encourages the creation of the story of the relationship between the characters by asking questions.
Repeat until all characters have two relationships with other characters.
6 - The first player chooses a new die (result, color does not matter) and selects a Need topic on the Needs Banner.
Chooses another die to detail their need on the list. The facilitator stimulates with questions to create the story of their 
need and how they will achieve it in the game.
Repeat until all characters have detailed their need.
7 - The first player selects another character to create the first scene and draws a Location Card where the scene will 
take place. He or she initiates the dialogue, attempting to meet their need through the relationships they have with the 
other character.
The consciences of each character involved in the conversation can and should provide ideas and help in the dialogue.
8 - When the facilitator believes the dialogue is well-developed, he/she asks the other consciences, excluding those of 
the character who initiated the scene, to throw either a light or dark die on the ground. If there are more light dice, the 
character achieved their need; if more dark, they did not.
9 - Each character takes turns initiating a scene. At the end of this round, everyone takes a break, and the facilitator turns 
over a Turn Card.
10 - Together, characters and consciences define how the story of their characters concludes, considering the turn.
11 - Once they reach a consensus, the facilitator concludes the activity and can begin the reflection on the scenes and 
dialogues that occurred.

Source: Authors (2023)
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Health) and postgraduate programs (Integrated 
Residency in Oral Health) at UFRGS that incorporate 
older people healthcare into their curricula. The focus 
groups involved the participation of 38 students 
(65% of participants). Those students who did not 
participate cited a lack of time or interest in joining 
the interview. The focus groups were conducted one 
week after the game application, as we believed that 
within this timeframe, students could reflect upon 
and evaluate the activity.

From the analysis of information and codifications, 
three analytical categories emerged, underpinning 
the theory termed "Utilizing the game as a tool."

Playful activities are still underexplored in health 
education, and the creation and implementation of 
the game allowed us to perceive how a different tool 
can stimulate student reflection and participation in 
the classroom. The results will be presented here, 
accompanied by excerpts from participant statements 
to illustrate the evidence provided by the study. The 
theories that facilitated the analysis of each category 
will be discussed within the context of the following 
paragraphs.

Starting to Play

The category Starting to Play outlines the 
development of the activity/pedagogical practice 
involving the use of "Immersive Elderly Health." 
The subcategory Identifying the peculiarities of 
the game is expressed through dialogues, wherein 
students articulate their unfamiliarity with RPG. 
This observation is evident in comments such as:

"I've heard of it, I've seen it, I've heard of it, I've 
never played..." (FG_3).

In the 1980s, the first RPGs circulated in Brazil, 
brought by young students engaged in exchange 
programs. Although there are specific events that 
gather thousands of enthusiasts, showcasing practical 
experiences of its functionalities10,11, RPG remains 
relatively unexplored and less widespread12,13.

In traditional RPG, the role of the master is 
indispensable12,13. However, in crafting the tool, we 

opted for the role of the facilitator – someone who 
did not take a stance in the discussion but assisted 
the group of students in navigating the experience. 
The following dialogue illustrates the importance 
of the facilitator:

"I understood well, like [...], as things progressed, 
someone was explaining well, [...], do this now, 
[...] this is what happens..." (FG_1).

In RPG games, a system of rules is established to 
facilitate gameplay. In the proposed game, the basic 
rules included the "rule of 'yes'," meaning that when 
a player said something about their character, all 
other players would accept it as truth in the narrative, 
without contradiction.

"What complicates the creation of the story the 
most, creating an unfolding that we never imagine, 
is the rule of 'yes'" (FG_2).

The rules have the ability to establish the context 
that will be experienced, imposing limits and 
possibilities on the players. The settings constructed 
by the game rules lead to diverse realities that require 
players to adapt to them11,13.

The construction of characters by the students 
took into consideration the characteristics of real 
people and examples observed in their everyday lives.

"I really embodied the character, you know? [...] 
I thought about stories; there are indeed people 
who go through this [...] I began to imagine all the 
possibilities of what I had experienced!" (FG_3)

The selection of characters was highly creative 
and playful. This is a crucial moment, as each student 
defines characteristics of their characters, fostering 
a greater sense of identity with the created personas. 
It is also the most time-consuming and challenging 
phase, involving the participants' expectations 
regarding the commencement of the game.

One of the objectives of the game was to expose 
the students to challenging situations that required 
decision-making, communication, and teamwork. 
This exercise is crucial for acquiring competencies 
and skills advocated in the DCNs for health courses.



6 of 10

Immersive RPG Elderly Health

Rev. Bras. Geriatr. Gerontol. 2024;27:e230214

The DCNs for health courses advocate for the 
development of a critical-reflexive professional, a 
transformative agent of social reality, and committed 
to public health. However, the curricular contents 
are often directly linked to the hegemony of the 
medical-curative care model, guiding professionals 
towards technicist, curative, and less dialogical 
practices, similar to those triggered during the use of 
"Immersive." In this context, the game proved to be 
potent in awakening students to actions that required 
them to reinterpret content and experiences15.

According to Prager16, the story is never complete. 
It will always transform based on the actions carried 
out by the players' characters. As was evident:

"It may be that I was the instigator, but I found 
it interesting because she died, but she spent the 
whole time saying: so I'm going to kill myself, so 
I'm going to kill myself, and no one did anything 
because she was just the annoying old lady who 
complained and... Damn, she killed herself!" 
(FG_2).

From the above dialogue, it is evident that the 
students can make analogies with practice and 
understand that often behind users' complaints lies 
a plea for help. In this context, the game "Immersive 
Elderly Health" can provide the teacher with insights 
into areas of weakness in training, such as patient 
care and person-centered approaches.

Any game comprises various mechanisms that 
serve as tools to guide the player through the 
experience designed for the game. Through these 
mechanisms, players make choices to solve micro-
problems with the aim of addressing a larger issue15.

Another relevant aspect was the randomness of 
the game, prompting participants to make choices 
and decisions under pressure, as often occurs in life. 
According to Morin (2011)17, we tend to position 
ourselves securely with our theories and ideas and 
struggle to embrace the new, the unexpected, that 
continually arises. It is necessary to unite various forms 
of knowledge that we have access to so that we can 
comprehend that the future remains unpredictable.

The game was designed for characters to 
experience difficult choices, demonstrating to the 

student that there are no optimal choices, but rather, 
choices. Decision-making doesn't always fit into 
protocols; it is influenced by the duality of rational/
irrational and objective/subjective elements. There 
are no correct answers for all the complex situations 
we encounter18.

The Impact of the Experience on Teaching and Learning

The impact of the experience on teaching and 
learning is expressed through dialogues, wherein 
students convey their surprise at the use of RPG 
in education and the reflections constructed from 
the experience.

There is a concern with teaching and learning 
methodologies as they are not uniform in terms of 
both theoretical and methodological assumptions. 
There are various models and strategies for their 
operationalization, each with different benefits and 
challenges19.

Building a professional profile that is free, 
secure, and cooperative is unattainable within a 
training program that induces alienation rather than 
reflection. Involvement in the game's plot allowed 
the exploration of unpleasant or unfavorable feelings 
seldom discussed in other situations. Students 
reflected on the character's situation, the game's 
outcome, and the importance of analyzing situations 
from various perspectives before making decisions:

"I think what sticks with us the most is that we 
spend so much time deciding whether to say yes 
or no, and in the end, there is no choice left, and 
the shocking ending" (FG_4).

"We deal with emotions every day, wanting to take 
actions that, if there were no reason, we would 
commit atrocities" (FG_3).

It is important to emphasize that content is not 
neutral; it has political implications20. The role of 
the educator is to encourage a critical reading of 
reality; one must recognize the principle of rational 
uncertainty: "rationality constantly runs the risk, 
unless it maintains vigilant self-criticism against 
falling into rationalizing illusion"7. 
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In the subcategory experiencing situations 
similar to those observed in everyday life, it 
became evident how the intervention was able to 
stimulate students toward critical thinking. When 
compared to a traditional lecture, the students made 
the following statements:

"We are used to it, we are in the 5th year, we are 
used to sitting and listening to someone lecturing, 
you know?" (FG_4).

"Suddenly, if a teacher were to present this on a 
slide, maybe we wouldn't even remember cases 
like that" (FG_3).

Based on the statements above, it is evident 
that the traditional teaching model prioritizes the 
transmission of information; students assume a 
passive role in receiving theories, and the teacher 
takes on the primary role. However, it is necessary 
for educators to explore new teaching methodologies 
that encourage student protagonism, foster autonomy, 
motivation, and the exercise of empathy.

The use of the game "Immersive" as a powerful 
teaching tool can be observed in the ease of recalling 
certain cases influenced by their complexity or tragic 
endings, as well as the consequences of players' 
actions. As evidenced in the statements below:

"And this reflection that we do afterward, it 
stays with us much more. After I left here, I was 
reflecting on what happened and situations of 
people that we know..." (FG_4).

Also noteworthy are the statements of the 
students regarding their unpreparedness to handle 
various situations encountered in daily life. It is 
apparent that our society has become increasingly 
complex in terms of knowledge production. Among 
other objectives, university education is linked to the 
exchange of knowledge and a focus on theoretical/
practical issues. However, what is observed is a 
significant difficulty in providing methodologies 
that foster such discussions and experiences:

"When we arrive, there are situations that we don't 
know how to handle, and there is no one to teach 
us, and we have to deal with it and figure out a 

way on our own to solve some problem or get out 
of some situation, you know?" (FG_1).

It is worth noting that one of the fundamental 
characteristics attributed to the game is the 
stimulation of decision-making skills. Each 
character has autonomy to make decisions they deem 
correct or convenient. The decision will depend on 
the ability to experience the story and the possible 
solutions envisioned.

"I found all the decisions difficult, even those 
of my classmates. I put myself in their shoes, if I 
were to make these decisions" (FG_1).

Furthermore, the stories constructed in each 
intervention had elements similar to those found 
in our daily lives. These elements allowed students 
to compare the story with real life.

"[...] We have to have a fictitious experience like 
we had in the game to then deal with real people. 
In reality, we can't do anything wrong in the 
moment" (FG_4).

The construction of the story involved elements 
such as vulnerability, trafficking, violence, loneliness, 
addiction, among others. By comparing with real 
situations, the students had the opportunity to 
approach situations similar to those experienced 
in practice.

"I think these experiences make us think about 
what we will encounter in health services [...]. 
And we, as healthcare workers, will deal with this 
sooner or later" (FG_3).

Reflection on the Game

This category addresses the main strengths and 
weaknesses of the game. It is interconnected with the 
others and highlights characteristics that make RPG 
a powerful pedagogical tool for health education.

The subcategory perceiving the strengths 
and weaknesses of the game addresses the 
perceptions experienced by the students throughout 
the intervention.
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Throughout the interventions, it was observed that 
the students initially showed surprise and difficulty in 
understanding, but in no group was there disinterest 
or discouragement. The majority became engaged 
with the story, as seen in the comment: 

"I think it's not easy not to get involved with the 
story; I saw few people staying out of it!" (FG_2).

One of the initial concerns was whether the 
intervention would be able to provoke reflection 
and learning while also being enjoyable. Throughout 
the activity, it was possible to observe that fun and 
learning can go hand in hand, as demonstrated below:

"I think I found it more interesting[...] at first, 
it seemed like just a themed group play, we were 
going to talk and everything, and then as we went 
along, we were building the character, you put that 
reflection of that person in your context, that I 
found amazing..." (FG_1).

Throughout the focus groups, through the 
students' statements, a criticism of the education 
system was identified, including the format in 
which classes are presented and a fear of expressing 
thoughts and positions.

"Our object of study is people, and we don't have 
people; we have slides and people lecturing in 
front of us." (FG_4).

The constant changes in our society have demanded 
changes in university education. It is necessary for 
the teacher to be willing to reflect on their practice, 
problematize it, and seek new knowledge in their field 
of expertise. Additionally, it is essential to investigate 
whether other factors may interfere, reducing the 
student's motivation to attend classes, such as daily 
fatigue, occasional health problems, pending tasks, 
and financial condition, among others21.

"And to say that we are in a night course[...] we 
see classes totally dark, the room, people almost 
sleeping, like... Very difficult..." (FG_2).

Despite all the difficulties, it is crucial for the 
teacher to use strategies and techniques complementary 

to traditional lectures, creating a motivating and 
stimulating environment. In this regard, the students 
highlighted the power of the game in terms of 
the possibility of visualizing various scenarios, 
practicing, and experiencing theory in practice, 
as seen in the following comments.

"It's the issue of praxis; you take all the theory 
that you've been bringing throughout the course, 
and here is the moment to apply it! It's in practice 
that you really..." (FG_3).

Complexity presupposes changes in the 
educat ion system, based on a discipl inary, 
fragmented curriculum that values hyper-
specialization. It does not provide a holistic view 
or dialogue between different fields of knowledge. 
Morin (2011)17 advocates for a new practice, which is 
transdisciplinarity. The debate on the relationships 
woven between disciplines should be constructed 
around a unified knowledge, guided by a holistic 
perspective and taking into consideration the 
aspects of the whole18,20.

It is observed in the highlighted excerpts below 
that the students approached one of the central skills 
sought through the game, which was the exercise of 
empathy and empathy with older person.

"The game, I think in this aspect, is a very positive 
point. It is much easier to be empathetic when 
we assume a reality or a story, put ourselves into 
it" (FG_1).

Based on the students' reports, it is evident 
that the game provided an experience of empathy 
towards the elderly person. According to Silva et 
al18, "Empathy presupposes the ability and, above 
all, the willingness to understand the other and put 
oneself in their place."

Regarding learning, it is necessary to reflect 
on the teaching practice offered in our training 
institutions: often, we work disconnected from 
previous experiences, making it meaningless. 
Reflecting on teaching methodologies in health, 
two important concepts stand out: autonomy and 
meaningful learning.
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In this sense, it is worth considering that no 
student is a blank page, especially when thinking 
about empathy and aging. Empathy should be 
developed/stimulated from an early age, and aging 
is intrinsic to human existence; we experience it in 
our families and social groups.

At the end of the games, a round of conversation 
was held to conclude the class. Perhaps this was the 
richest moment of the interventions. It became clear 
that the interventions deal with the unexpected, 
unpredictable, and chaotic, as there is no pre-
selection of themes but rather a commitment to 
the story created by the students.

In this context, the game can be seen as an 
innovative learning tool that stimulates the autonomy 
of the student and the coexistence with uncertainties, 
doubts, challenges, and improvisations. The success 
of the game is centered on dialogue, as each student 
confronts their values within certain worldviews19.

Among the limitations of this study, it is necessary 
to mention that the researcher who applied the game 
was the same one who conducted the interviews, 
which could generate bias in the analysis, as well 
as responses that corroborate with the researchers' 
expectations. The use of Grounded Theory and 
Focus Group interviews, due to the sensitivity of 
the method and the rigor with which they were 
employed, represents strengths in this study.

CONCLUSION

In this study, it was possible to observe limitations 
involved in the teaching-learning process about 

aging when using traditional teaching methods. 
The use of the game facilitated the learning process 
as participants engaged with alterity, developing 
empathy towards elderly individuals and their health 
problems by placing themselves in the shoes of the 
elderly person as the protagonist.

The use of games with RPG elements is a new 
perspective with important potential in health 
education. This game is an effective didactic-
pedagogical tool, based on experimentation, 
subjectivity and the capacity for experience of each 
player. Applications of this tool in practice involve 
its use in the teaching-learning process for teaching 
in the area of aging, as well as in other areas of the 
field of Health.

AUTHORSHIP

• Aline Rodrigues Reser - conception, design, 
analysis, and interpretation of data; responsible 
for all aspects of the work.

• Renato José De Marchi - conception and design, 
critical review, approval to be published.

• Aline Blaya Martins - conception and design, 
critical review.

• Julio Cesar de Matos - conception, analysis, and 
interpretation of data.

• Paula Suseli Silva de Bearzi - conception, analysis, 
and interpretation of data.

Edited by: Marquiony Marques dos Santos

REFERENCES

1. Broch C, Breschiliare FCT, Barbosa-Rinaldi IP. A 
expansão da educação superior no Brasil: notas sobre 
os desafios do trabalho docente. Avaliação Rev da 
Avaliação da Educ Super. 2020;25(2):257-274.

2. Prevedello A, Góes F, Cyrino E. Educação 
interprofessional na formação em saúde no Brasil: 
uma revisão de escopo. Rev Bras Educ Med. 
2022;46(3):1-10. 

3. Ferreira MJM, Ribeiro KG, Almeida MM, Sousa 
MS, Ribeiro MTM, Machado MMT, et al. Novas 
Diretrizes Curriculares Nacionais para os cursos 
de Medicina: oportunidades para ressignificar a 
formação. Interface (Botucatu). 2019; 23(Supl. 1):1-15

4. Brasil. Resolução CNE/ CES nº 4, de 07 de 
Novembro de 2001. Institui diretrizes curriculares 
nacionais do curso de graduação em medicina.Diário 
Oficial da União. 9 nov 2001.



10 of 10

Immersive RPG Elderly Health

Rev. Bras. Geriatr. Gerontol. 2024;27:e230214

5. Brasil. Lei 10.172, de 9 de janeiro de 2001. Aprova 
o Plano Nacional de Educação e dá outras 
providências. Diário Oficial da União. 10 jan 2001.

6. Rodrigues CC, Todaro MA, Batista CB. Saúde do 
Idoso: discursos e práticas educativas na formação 
médica. Educ em Rev. 2021;37:1-17.

7. Morningstar J. Fiasco. Chapel Hill: BullyPulpit 
Games, 2009.

8. Minayo MCS (Org.). Pesquisa Social: teoria, método 
e criatividade. Revista e atualizada. 25. ed. Petrópolis: 
Vozes; 2007.

9. Strauss A, Corbin J. Pesquisa qualitativa: técnicas 
e procedimentos para o desenvolvimento de teoria 
fundamentada. 2 ed. Porto Alegre: Artmed; 2008.

10. Kurutz YPF, Hülse L, Bonin JC. Folclore em forma 
de Role-Playing Game: criação de um jogo para 
utilização na educação infantil. Rev. Ext. em Foco. 
2023;8(1):131-151. 

11. De Sá CD, Paulucci L. Desenvolvimento de um 
sistema de RPG para o ensino de Física. Rev Bras 
Ensino Física. 2021;43:1-5.

12. Huizinga J. Homo Ludens: o jogo como elemento de 
cultura. São Paulo: Perspectivas; 2005.

13. Giacomini MP, Pereira NM(org.). Jogos e ensino 
de história. Porto Alegre: UFRGS, 2018.[acesso 
em 15 mai 2018]. Available at: https://lume.ufrgs.
br/bitstream/handle/10183/179347/001069221.
pdf?sequence=1

14. Oliveira CA, Amaral EM, Cyrino EG, Gianini RJ. 
Encontros e desencontros entre projetos pedagógicos 
de cursos de Medicina e diretrizes curriculares 
nacionais: percepções de professores. Interface 
(Botucatu). 2021; 25:1-15.

15. Bezerra INM, Nascimento JLdo, Vieira NRS, 
Silva RPCda, Monteiro VCM,Silvério ZR, et al. A 
utilização da aprendizagem baseada em problema 
(ABP) na formação em saúde: um relato de 
experiência. Rev Ciência Plur. 2020;6(1):102-118. 

16. Prager RHP. Exploring the Use of Role-playing Games 
in Education. Master Teach Res Journal. 2019;2:1-8.

17. Morin E. Os sete saberes necessários à educação do 
futuro.2.ed. São Paulo: Cortez; 2011.

18. Matos J. O Aprender Natural (ou jogos que criam 
condições de aprendizado)[Medium.com]; 05 nov 
2015. 2015.[ access on April 15, 2017]. Available at: 
https://medium.com/gamefica%C3%A7%C3%A3o-
brasil/o-aprender-natural-ou-jogos-que-criam-
condi%C3%A7%C3%B5es-de-aprendizado-
2b0a5a416c10

19. Freire P. Pedagogia do Oprimido. 42ed. Rio de 
Janeiro: Paz e Terra; 2005.

20. Silva JAC da, Massih CGPA, Valente DA, Souza DF 
de, Monteiro MRLDC, Rodrigues RM. Ensino da 
empatia em saúde: revisão integrativa. Rev Bioética. 
2022;30(4):715-24. 

21. Maciel JAC. Alunos-trabalhadores do curso noturno 
de Pedagogia da UFRJ: reflexões sobre suas vivências.
Rio de Janeiro.Trabalho de Conclusão de Curso 
[Licenciatura em Pedagogia] - Faculdade de Educação, 
Universidade Federal do Rio de Janeiro; 2020.



1 of 11

Or
igi

na
l A

rtic
les

Rev. Bras. Geriatr. Gerontol. 2024;27:e230204

http://dx.doi.org/10.1590/1981-22562024027.230204.en

Analysis of the trend of mortality from external causes in older adults 
in Brazil, 2000 to 2022

Danilo Erivelton Medeiros Dias1

Alycia Ágata da Silva Costa2

Kaio Dênnys de Lucena Martins2

Arthur Alexandrino3

Matheus Figueiredo Nogueira4

Cristiane da Silva Ramos Marinho1,2

Abstract
Objective: To analyze the trend of mortality due to external causes in older adults in 
Brazil within the temporal interval spanning from 2000 to 2022 and to identify the 
sociodemographic profile of mortality. Method: Ecological time-series study utilizing 
secondary data, encompassing mortality in older adults due to external causes in Brazil, 
spanning the period from 2000 to 2022. The data were collected from the databases of 
the Department of Informatics of the Unified Health System, population estimates, and 
census population data provided by the Brazilian Institute of Geography and Statistics. 
The absolute and relative frequency of the data were analyzed using Microsoft Excel 
2010 software. The analysis of trends in mortality rates and segmented linear regression 
was conducted using Joinpoint, with statistical significance assessed through the Monte 
Carlo test. Results: During the investigated period, 572,608 deaths due to external causes 
were identified in individuals aged 60 years or older. Regarding the mortality pattern due 
to external causes in older adults, an increasing trend in mortality rates was observed for 
the majority of the studied period (2000 to 2013) with an annual percent change (APC) 
of 1.86 (95% CI: 1.5–2.2). Conclusion: The results indicate a growing trend in mortality 
among older individuals due to external causes, highlighting the need for prioritizing 
public policies that address this issue.
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INTRODUC TION

The progressive increase in the older population 
should not be construed as a problem; rather, it is 
an achievement stemming from the processes of 
development and social advancement. Nevertheless, 
the physiological frailties and vulnerabilities resulting 
from the aging process in these individuals often 
render them victims, predominantly subjected to 
external causes such as violence and adverse health 
events. This phenomenon assumes exorbitant 
proportions in modern society, thus representing a 
significant public health issue1.

External causes constitute one of the primary 
reasons for deaths worldwide, accounting for 
approximately 10% of global mortality and standing 
as the third leading cause of mortality among 
Brazilians from 2002 to 20152. In Brazil, these events 
rank sixth among the causes of death in older adults, 
mainly due to injuries and/or trauma resulting from 
accidents such as pedestrian collisions and falls3. 

In this context, external causes, also referred 
to as accidents and violence, are considered events 
from the external environment that, through effects 
stemming from physical, chemical, or radioactive 
forces, can lead to damages with undesirable health 
consequences. They are closely associated with 
physical and neurological disabilities and can even 
result in the death of individuals when exposed to 
such events4. Linked to this, the aging process, along 
with diseases, renders this population segment more 
vulnerable, resulting in a decrease in quality of life, 
as well as disabilities, and often, mortality3.

In Brazil, between the years 2010 and 2022, 
3,239,168 recorded deaths due to external causes 
in the general population, of which 572,608 were 
individuals aged 60 or older. Notably, the study 
of mortality serves as a pertinent indicator for 
comprehending a society, as it can be considered a 
social and economic gauge, with the levels reflecting 
the degree of development within a region or country. 
Therefore, the execution of the present study is 
justified by the need to comprehend the patterns 
of mortality rates due to external causes in older 
adults and the profile of such deaths in the older 
adults. This aims to formulate hypotheses regarding 

the potential determinants of this mortality over 
the period, as well as to contemplate strategies that 
can be employed to mitigate such deaths. Thus, the 
findings of the study may consequently unveil the 
demand for specific policies and campaigns targeting 
at-risk population groups and their prevention1,5.

In light of the foregoing, the objective of this 
study is to analyze the trend of mortality due to 
external causes in older adults in Brazil and identify 
the sociodemographic profile of these deaths within 
the time frame spanning from 2000 to 2022.

METHOD

This is an ecological time-series study that 
employed secondary data to investigate mortality 
in older adults due to external causes in Brazil, 
covering the period from 2000 to 2022. The unit 
of analysis encompassed the national territory and 
its five regions. The study population consisted of 
individuals aged 60 or older residing in Brazil.

Data collection took place in November 2023 
using official public access databases from the 
Brazilian Ministry of Health, specifically from 
the Department of Informatics of the Unified 
Health System (Departamento de Informática do 
Sistema Único de Saúde - DATASUS), available 
through the Mortality Information System (Sistema 
de Informações sobre Mortalidade - SIM). This 
included preliminary mortality data for the year 2022. 
Furthermore, estimates of the resident population 
and census-based population data provided by the 
Brazilian Institute of Geography and Statistics 
(Instituto Brasileiro de Geografia e Estatística - 
IBGE) for census years were also utilized.

External causes were presented according to the 
International Classification of Diseases, 10th revision 
(ICD-10), categorized into nine groups: transport 
accidents (V01-V99), other external causes of accidental 
injuries (W00-X59), intentionally self-inflicted 
injuries (X60-X84), assaults (X85-Y09), events with 
undetermined intent (Y10-Y34), legal interventions 
and operations of war (Y35-Y36), complications of 
medical and surgical care (Y40-Y84), sequelae of 
external causes (Y85-Y89), and supplementary factors 
related to other causes (Y90-Y98)6.
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The study had a sample comprising a total of 
572,608 deaths due to external causes in older adults. 
The outcome variable was the mortality rate due to 
external causes in the older adults. Thus, for the 
analysis, mortality rates were calculated for the entire 
set of external causes. This calculation involved 
dividing the total number of deaths of older adults 
from all types of external causes during a specific 
period by the total number of older individuals’ 
residents in that period, multiplied by 100,000. The 
other independent variables addressed in the study 
included: types of external causes, gender, age group, 
race/ethnicity, educational level, marital status, year, 
and region. 

The data were statistically analyzed and presented 
in the form of tables and a graphical representation 
(figure), categorized and processed electronically 
using Microsoft Excel 2010 software. The analyses 
of trends in mortality rates among older adults 
due to external causes, spanning from 2000 to 
2022, were conducted using the statistical program 
Joinpoint, version 4.6.0 (http://surveillance.cancer.
gov/joinpoint/).

For this purpose, estimates of the annual 
percentage change (APC) were calculated using 
segmented linear regression (joinpoint regression), 
identifying potential points of inflection. The analysis 
considered a 95% Confidence Interval (CI95%) and 
a significance level of 5% for each detected trend. 
Statistical significance was assessed using the Monte 
Carlo permutation test, which adjusts the best-fit 
line for each segment.

Furthermore, as this study utilized publicly 
accessible, unrestricted, and non-identifiable data, 
it was exempt from review by the Research Ethics 

Committee, in accordance with Resolution number 
510/2016 of the National Health Council.

DATA AVAIL ABIL IT Y

The entire dataset supporting the results of this 
study has been made available on the Open Science 
Framework (OSF) and can be accessed at https://
doi.org/10.17605/OSF.IO/ZWC67.

RESULTS

During the investigated period, 572,608 deaths due 
to external causes were identified in older adults. Of 
these, nearly half, 194,423 (42.9%), were attributable 
to the group of causes titled "other external causes of 
accidental injuries" (W00-X59), which includes falls 
(W00-W19); exposure to inanimate mechanical forces 
(W20-W49); exposure to animate mechanical forces 
(W50-W64); accidental drowning and submersion 
(W65-W74); other accidental threats to breathing 
(W75/W84); exposure to electric current, radiation, 
and extreme environmental temperatures and 
pressures (W85-W99); exposure to smoke, fire, and 
flames (X00-X09); contact with hot substances or 
objects (X10-X19); contact with poisonous animals 
and plants (X20-X29); exposure to forces of nature 
(X30-X39); accidental poisoning by exposure to 
harmful substances (X40-X49); excessive exertion, 
travel, and deprivation (X50-X57); and accidental 
exposure to other and unspecified factors (X58-X59)6.

Regarding the mortality patterns due to external 
causes in older adults, the findings indicate an 
increasing trend for the majority of the studied period 
(2000-2013) (APC=1.86; CI95%: 1.5–2.2), p<0.001.

http://surveillance.cancer.gov/joinpoint/
http://surveillance.cancer.gov/joinpoint/
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Table 1. Distribution of the Mortality Rate due to External Causes in Older Adults, Joinpoint Location, and 
Annual Percentage Change (APC) (n=572,608). Brazil, 2000 to 2022.

Year Crude Rate Adjusted Rate APC Value (CI) Segment
2000 92.45 92.18 1.86* (1.5 - 2.2) 1
2001 95.11 93.9 1.86* (1.5 - 2.2) 1
2002 95.23 95.64 1.86* (1.5 - 2.2) 1
2003 97.23 97.42 1.86* (1.5 - 2.2) 1
2004 100.36 99.24 1.86* (1.5 - 2.2) 1
2005 101.74 101.09 1.86* (1.5 - 2.2) 1
2006 100.19 102.97 1.86* (1.5 - 2.2) 1
2007 102.32 104.89 1.86* (1.5 - 2.2) 1
2008 107.07 106.84 1.86* (1.5 - 2.2) 1
2009 107.00 108.83 1.86* (1.5 - 2.2) 1
2010 114.70 110.86 1.86* (1.5 - 2.2) 1
2011 114.10 112.92 1.86* (1.5 - 2.2) 1
2012 114.66 115.02 1.86* (1.5 - 2.2) 1
2013 115.85 117.16 Joinpoint 1 1 - 2
2014 117.77 117.39 0.20 ( -0.4 – 0.8) 2
2015 117.19 117.62 0.20 ( -0.4 – 0.8) 2
2016 119.92 117.85 0.20 ( -0.4 – 0.8) 2
2017 120.33 118.08 0.20 ( -0.4 – 0.8) 2
2018 119.34 118.31 0.20 ( -0.4 – 0.8) 2
2019 118.37 118.55 0.20 ( -0.4 – 0.8) 2
2020 110.97 118.78 0.20 ( -0.4 – 0.8) 2
2021 118.49 119.01 0.20 ( -0.4 – 0.8) 2
2022 124.02 119.24 0.20 ( -0.4 – 0.8) 2

APC = Annual Percentage Change; CI = Confidence Interval. *p<0.005, indicating statistical significance. Source: Research data, 2023.

Table 2 presents a specific analysis of the types of 
external causes of mortality by age group and gender, 
primary groups of external causes, race/ethnicity, 
educational level, and marital status. Among the 
groups of external causes, transport accidents 
(V01-V99) were identified as the leading cause of 
mortality in individuals aged 60 to 69 years, totaling 
67,004 (32.92%) deaths; and the second leading 
cause of mortality among individuals aged 70 to 79 
years, with 41,631 (25.29%) deaths, predominantly 
affecting males.

Otherwise, the group composed of other external 
causes of accidental injuries (W00-X59) was the 
primary contributor to mortality among individuals 
aged 70 to 79 years and 80 years or older, claiming 
the lives of 68,121 (41.39%) and 130,170 (62.20%) 
older individuals in both age groups, respectively, 

with variations in the predominant gender depending 
on the age range affected. 

Regarding race/ethnicity, it can be observed that 
white and mixed-race older adults combined were 
the most affected by external causes, accounting for 
nearly 90% of deaths across all age groups. In the 
groups of older adults aged 60 to 69 and 70 to 79, a 
predominance of male mortality, regardless of their 
race/ethnicity. However, among individuals aged 
80 years or older, females were the most affected.

About education, it was observed that over 75% 
of older adults who died from external causes had 
a maximum of seven years of education, regardless 
of age group. Regarding marital status, regardless of 
age group, the most prominent feature was deaths 
among married and male older individuals.
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to be continued

Table 2. Distribution of deaths due to external causes, race/ethnicity, education, and marital status of older adults, 
according to age group and gender (n=572,608). Brazil, 2000 to 2022. 

Variables

Age group

60 to 69 years old 70 a 79 years old 80 years or older

Female Male Total Female Male Total Female Male Total

n (%) n (%) n (%)

Types of External Causes

Traffic Accidents 14394 
(7.07)

52601 
(25.84)

67004 
(32.92)

12093 
(7.35)

29533 
(17.94)

41631 
(25.29)

6024 
(2.88)

13019
(6.22)

24321 
(11.62)

Other external causes of 
accidental injuries

14271 
(7.01)

42288 
(20.78)

56561 
(27.79

29046 
(17.65)

39064 
(23.73)

68121 
(41.39)

79197 
(37.84)

50962 
(24.35)

130170 
(62.20)

Intentional self-harm injuries 4252
(2.09)

16852
(8.28)

21104 
(10.37)

2182
(1.33)

9947
 (6.04)

12129 
(7.37) 

846
(0.40)

4569
(2.18)

5416 
(2.59)

Assaults 3286
(1.61)

25176 
(12.37)

28464 
(13.98)

1990
(1.21)

9945
(6.04)

11935 
(7.25)

1142
(0.55)

3538
(1.69)

4682 
(2.24)

Events of undetermined intent 5776
(2.84)

17660
(8.68)

23440 
(11.52)

8937
(5.43)

13098
(7.96)

22036 
(13.39)

21380 
(10.22)

13127
(6.27)

34512 
(16.49)

Legal interventions and military 
operations

8
(0.00)

46
(0.02)

54 
(0.03)

4
(0.00)

29
(0.02)

33 
(0.02)

14
(0.01)

21
(0.01)

35
(0.02)

Complications of medical and 
surgical care

2712
(1.33)

3037
(1.49)

5749 
(2.82)

3901
(2.37)

3695
(2.24)

7596 
(4.62)

5069
(2.42)

3023
(1.44)

8094 
(3.87)

Sequels of external causes 290
(0.14)

875
(0.43)

1166 
(0.57)

435
 (0.26)

675
 (0.41)

1110 
(0.67)

1334
(0.64)

721
(0.34)

2055 
(0.98)

Total 44989 
(22.10)

158535 
(77.89)

203542 
(100.00)

58588 
(35.60)

105986 
(64.39)

164591 
(100.00)

115006 
(54.95)

88980 
(42.52)

209285 
(100.00)

Race/Ethnicity

White 25353 
(12.43)

79312 
(38.88)

104666 
(51.31)

36585 
(22.23)

59595 
(36.21)

96181 
(58.44)

79040 
(38.74)

55923 
(27.41)

134966 
(66.16)

Mixed 14902 
(7.30)

62558 
(30.66)

77463 
(37.97)

15921 
(9.67)

35337 
(21.47)

51263 
(31.15)

25204 
(12.35)

24178 
(11.85)

49385 
(24.21)

Black 2575
(1.26)

9197
(4.51)

11772 
(5.77)

2848
(1.73)

5383
(3.27)

8231
(5.00)

4461
(2.19)

3656
(1.79)

8118 
(3.98)

Unspecified 1984
(0.97)

6521
(3.20)

8519 
(4.18)

2572
(1.56)

4443
(2.70)

7024
(4.27)

4874
(2.39)

3841
(1.88)

8732 
(4.28)

Asian 295
(0.14)

839
(0.41)

1134 
(0.56)

555
(0.34)

983
(0.60)

1540 
(0.94)

1260
(0.62)

1203
(0.59)

2464 
(1.21)

Indigenous ethnicity 125
(0.06)

327
(0.16)

452
(0.22)

107
(0.07)

245
(0.15)

352
(0.21)

167
(0.08)

179
(0.09)

346
(0.17)

Total 45234 
(22.17)

158754 
(77.82)

204006 
(100.00)

58588
(35.60)

105986 
(64.39)

164591 
(100.00)

115006 
(56.37)

88980 
(43.62)

204011 
(100.00)

Regarding the distribution of the proportionality 
of deaths in older adults due to external causes in 
males compared to females, it was observed that the 
group of causes represented by assaults (X85-Y09) 
was able to victimize six times more men than 

women. Subsequently, self-inflicted intentional 
injuries (X60-X84) were four times more fatal in 
men than in women. Nonetheless, complications of 
medical and surgical care (Y40-Y84) resulted in more 
deaths among women than men (0.84:1). 
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Continuation of Table 2

Variables

Age group

60 to 69 years old 70 a 79 years old 80 years or older

Female Male Total Female Male Total Female Male Total

n (%) n (%) n (%)

Educational level

No formal education 6030 
(4.16)

16728 
(11.55)

22759 
(15.72)

10396 
(8.80)

14498 
(12.27)

24895 
(21.08)

26372 
(17.33)

14755
(9.70)

41129 
(27.03)

1 to 3 years 9021
(6.23)

33111 
(22.87)

42133 
(29.10)

13141 
(11.13)

23697 
(20.06)

36841 
(31.19)

26772 
(17.60)

20910 
(13.74)

47683 
(31.34)

4 to 7 years 9191
(6.35)

34744 
(23.99)

43935 
(30.34)

11330 
(9.59)

21566 
(18.26)

32898 
(27.85)

19913 
(13.09)

16819 
(11.06)

36733 
(24.14)

8 to 11 years 5811
(4.01)

19814 
(13.68)

25626 
(17.70)

5448
(4.61)

10637
(9.01)

16085 
(13.62)

10049 
(6.61)

8174
(5.37)

18226 
(11.98)

12 years or more 2715
(1.88)

7629
(5.27)

10344 
(7.14)

2473
(2.09)

4920
(4.17)

7393 
(6.26)

3603
(2.37)

4765
(3.13)

8368 
(5.50)

Total 32768 
(22.63)

112026 
(77.37)

144797 
(100.00)

42788 
(36.23)

75318 
(63.77)

118112 
(100.00)

86709 
(56.99)

65423 
(43.00)

152139 
(100.00)

marital status

Single 10093 
(5.39)

33106 
(17.68)

43200 
(23.07)

10714 
(7.01)

16285 
(10.66)

27000 
(17.67)

17523 
(9.18)

10038
(5.26)

27563 
(14.44)

Married 16991 
(9.07)

80621 
(43.06)

97614 
(52.13)

15740 
(10.30)

56224 
(36.80)

71968 
(47.10)

12474 
(6.53)

39334 
(20.60)

51811 
(27.14)

Widower 10302 
(5.50)

10903
(5.82)

21205 
(11.33)

24539 
(16.06)

16157 
(10.57)

40698 
(26.64)

74518 
(39.03)

29061 
(15.22)

103584 
(54.26)

Legally separated 4185
(2.24)

16579
(8.85)

20765 
(11.09)

3531
(2.31)

7684
(5.03)

11215 
(7.34)

3064
(1.60)

3414
(1.79)

6478 
(3.39)

Other 544
(0.29)

3909
(2.09)

4453 
(2.38)

322
(0.21)

1586
(1.04)

1908 
(1.25)

337
(0.18)

1131
(0.59)

1468 
(0.77)

Total 42115 
(22.49)

145118 
(77.50)

187237 
(100.00)

54846 
(35.90)

97936 
(64.10)

152789 
(100.00)

107916 
(56.53)

82978 
(43.47)

190904 
(100.00)

* The excluded data were disregarded for all age groups. Source: Research data. 2023.

Table 3. Distribution of deaths by gender and proportional mortality of the male population compared to the 
female population due to external causes in older adults (n= 572,608). Brazil, 2000 to 2022.

Types of External Causes
Male Female Proportion

n (%) n (%) Male:
Female

Traffic accidents 95153 (16.63) 32511 (5.68) 2.93:1
Other external causes of accidental injuries 132314 (23.13) 122514 (21.42) 1.08:1
Self-inflicted injuries 31368 (5.48) 7280 (1.27) 4.31:1
Assaults 38659 (6.76) 6418 (1.12) 6.02:1
Events with undetermined intent 43885 (7.67) 36093 (6.31) 1.22:1
Legal interventions and military operations 96 (0.02) 26 (0.00) 3.69 :1
Complications of medical and surgical care 9755 (1.71) 11682 (2.04) 0.84:1
Sequels of external causes 2271 (0.40) 2059 (0.36) 1.10:1
Total 353501 (61.79) 218583 (38.21) 1.62:1

Source: Research data. 2023.
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According to Figure 1, during the analyzed 
period, the mortality rate due to external causes in 
older adults in Brazil varied from 92.45/100,000 
inhabitants in 2000 to 124.02/100,000 inhabitants in 
2022, corresponding to an Average Annual Percent 
Change (AAPC) (AAPC=1.2; CI95%: 0.9–1.5) (2000-
2022). Concerning the regions of Brazil, all of them 
showed an increase in their mortality rates due to 
external causes in older adults, with the central-west 
region registering the highest rates (AAPC=0.6; 
CI95%: 0.1–1.1) throughout the years, compared to 
the national average.

The northern region showed an average 
percentage increase of 44.39% in its mortality rates 
due to external causes in older adults during the 
period. Regarding the northeast region, although it 
achieved the lowest mortality rate due to external 
causes in older adults (70.26) in 2011, throughout 
the time series, it was the region with the highest 
annual percentage change in the country (APC=3.85; 
CI95%: 3.5–4.2), thus indicating the highest growth 
trend in mortality rates due to external causes in 
older adults compared to other regions of Brazil. 

The southeast region exhibited an apparent 
fluctuating pattern in its mortality rates due to 
external causes in older adults. However, a real 
growth trend from 2000 to 2011 (APC: 1.36; CI95%: 
0.7–2.0), followed by a non-significant reduction in 
the subsequent period. Among the Brazilian regions, 
the South had the lowest annual percentage change 
during the period (APC=0.89; CI95%: 0.7-1.1). 
However, for most of the study period, it recorded 
mortality rates due to external causes in older adults 
above the national average.

DISCUSSION

This study presented national data on mortality 
rates due to external causes in older adults, aged 60 
years and older, in Brazil, from 2000 to 2022. At 
this juncture, a temporal analysis of deaths due to 
external causes was conducted. Based on the findings, 
an increase in mortality rates due to external causes 
in the older population was observed until the year 
2013, followed by a possible stabilization, with a higher 
percentage of mortality among males and in the age 

Figure 1. Distribution of mortality rates due to external causes in older adults in Brazil and its regions (n=572,608). 
Brazil, 2000 to 2022.
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group between 60 and 69 years. Traffic accidents, 
other external causes of accidental injuries, and assaults 
were the main causes of deaths in this population.

External causes have shown an ascending trend 
across all age groups in Brazil, particularly in the older 
population. The increasing trend of mortality due to 
external causes in this demographic underscore the 
need for special attention to these types of injuries, 
given that the aging process tends to contribute to 
this phenomenon.

The study also revealed that the period from 2000 
to 2013 accounted for the highest annual percentage 
change in mortality rates due to external causes 
in older adults, representing an average annual 
growth of APC: 1.86%, with statistical significance. 
Subsequently (2014 to 2022), the mortality rates 
due to external causes in older adults exhibited an 
apparent stability, although the data for this period 
did not show statistical significance (APC=0.20; 
CI95%: -0.4–0.8). The increasing proportion of 
older adults in the population, coupled with social 
inequalities and low quality of life, places this group 
of individuals in a vulnerable situation for various 
causes of death, including external causes. 

According to Paiva and Fonseca7, in 2019, out of 
the 1,349,801 deaths recorded in Brazil, approximately 
142,800 (10.6%) were due to external causes, making 
it the 4th leading cause of total deaths. However, 
some government actions have been implemented. 
From the year 2000 onwards, with the establishment 
of policies for the prevention and control of these 
occurrences, notably the National Policy for the 
Reduction of Morbimortality from Accidents and 
Violence (2001), designed primarily to mitigate 
morbimortality resulting from accidents and violence 
in the country; and, in the realm of older adults, the 
inception of the Pact for Life and the National Policy 
on the Health of Older Adults (2006).

Despite the establishment of these policies, 
the generated indicators are insufficient to fully 
reflect the impact on the older adult population. 
This is due to a fracture in the comprehensiveness 
of care, underscoring the imperative need for the 
coordination of care networks, especially those 
pertaining to health promotion actions and the 
prevention of ailments7.

Concerning gender, it was evidenced that males 
were the most prevalent in mortality due to external 
causes among individuals aged 60 to 79 years and 
70 to 79 years, affirming that external causes, in 
addition to affecting young adult males, are also 
accountable for a considerable number of deaths 
among older men.

Regarding age group, individuals aged 80 years 
or older were the most significant victims of external 
causes, followed by those aged 60 to 69 years, with 
transport accidents identified as the primary causes 
responsible for these fatalities. This phenomenon 
can be explained by the fact that this demographic 
is more active compared to individuals of higher 
age, ensuring an active life with improved levels of 
independence and autonomy, and demonstrating 
greater social participation, thus potentially being 
more exposed to accidents and violence8.

According to the literature, the mobility of actively 
engaged older adults contributes to the occurrence 
of accidents within the urban areas of cities, thereby 
augmenting the vulnerability of this population to 
such incidents9. Moreover, the aging process, the 
prevalence of comorbidities, alcohol consumption, 
traffic dynamics, and structural challenges in spaces 
frequented by older individuals are risk factors that 
escalate vulnerability to traffic accidents10.

Consequently, older individuals classified as 
pedestrians, in addition to potential limitations 
arising from functional conditions, coupled with 
inadequate traffic infrastructure and the adoption 
of inappropriate behaviors in transit, such as 
imprudence on the part of car and motorcycle drivers, 
contribute to the susceptibility of older adults to 
transportation accidents. Another noteworthy aspect 
is the behavior of older adults in traffic, particularly 
during street crossings, wherein certain situations 
arise without due attention to the use of crosswalks 
and traffic signals10.

The group of causes denominated as other 
external causes of accidental injuries was the most 
prevalent among older adults due to external factors. 
It is crucial to emphasize that within this group, falls 
constituted the second most significant cause of 
fatalities resulting from external causes in the older 
population, particularly among individuals aged over 
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80, with the female demographic in this age bracket 
experiencing a higher incidence. Such an occurrence 
is justified by various intrinsic and extrinsic factors, 
such as polypharmacy, iatrogenic effects, and the 
decline in functional capacity, which contribute to 
the occurrence of minor injuries, fractures, cranial 
traumas, and hip fractures8,11.

In accordance with this, falls among older adults 
further compromise the aging process, constituting 
injuries to capabilities, impairing functionality, and 
predisposing individuals to subsequent episodes 
of falls. Furthermore, these events stem from the 
progression of chronological age, a consequence of 
the effects of age-related changes, pathologies, and 
the environment in which one resides, wherein, 
in many situations, adequate accessibility for older 
individuals is not ensured. A study on the analysis of 
mortality due to external causes in older adults across 
Brazilian capitals from 1996 to 2005 revealed that 
falls accounted for an average of 22.5% of fatalities12.

Despite not exhibiting a high prevalence in 
external cause-related deaths among older adults, 
complications from medical and surgical care were 
evident as causes of mortality across all age groups 
of older adults. This underscores the imperative for 
attention to this type of cause, considering that the 
various factors inherent to aging already render the 
older adults more vulnerable, thereby increasing the 
necessity for surgical procedures, especially in the 
context of falls. An epidemiological study conducted 
with older individuals following hip fracture 
occurrences at a teaching hospital in Rio de Janeiro 
revealed that out of 167 seniors who experienced falls, 
39 sustained hip fractures. These fractures, coupled 
with chronic illnesses, contributed to a postoperative 
mortality rate of 8.2%. This event occurred prior 
to hospital discharge, affecting predominantly the 
female population, which is more susceptible to falls 
and, consequently, more prone to experiencing hip 
fractures with higher prevalence13.

About the proportionality of deaths due to 
external causes between genders, the study identified 
assaults as the most prominent type of external cause 
of mortality. A ratio of six men to each woman 
was observed in deaths caused by assaults among 

older individuals. The literature suggests that men 
more frequently expose themselves to situations 
involving accidents and violence due to behaviors 
that reaffirm masculinity, demonstrating greater 
power and demanding virility and aggressiveness. 
These behaviors render them more susceptible to 
premature deaths from preventable causes1.

It is important to highlight that the increase 
in the number of older individuals contributes 
to a rise in issues related to this segment of the 
population, particularly those associated with 
aggression by caregivers in both familial and/or 
institutional settings. This is attributed to heightened 
financial, social, and psychological dependency. This 
circumstance results in a series of harms for older 
adults, encompassing both physical and mental 
consequences. These effects include psychosomatic 
illnesses, diminished physical defenses, alterations 
in activities of daily living, dehydration, changes in 
appetite patterns, malnutrition, depression, loss of 
identity, suicide attempts, and even death13.

According to a study published in 2018, Latin 
America was considered the region with the 
highest mortality rates due to assaults (19.9/100,000 
inhabitants), followed by the Caribbean (16.3/100,000), 
Africa (10.1/100,000), North America (5.6/100,000), 
Asia (2.1/100,000), Oceania (1.3/100,000), and 
Europe (1.2/100,000). According to the authors, 
the high mortality rates due to assaults in Brazilian 
regions are concentrated in the North, Northeast, and 
Midwest. However, the association between assaults 
and high mortality rates in older individuals may be 
related to pronounced social inequalities, low levels 
of education, among other factors1.

Another group of externally caused mortality 
with gender-relevant significance was represented by 
intentionally self-inflicted injuries, with a ratio of four 
men to one woman. The literature suggests that this 
occurrence stems from the aging process, wherein 
many men, upon aging, retire from professional 
life. This transition marks a new phase of life with 
the cessation of the traditional roles of economic 
provider and familial reference, leading to social 
repression. Consequently, a heightened risk of 
isolation, sadness, stress, and a desire to end one's 
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life. The situation of social isolation and loneliness 
becomes a risk factor for suicide14,15.

Regarding the distribution of mortality rates 
due to external causes in older individuals across 
regions of Brazil (2000-2022), the study observed 
an overall upward trend in deaths throughout the 
examined period and across all regions. However, 
mortality rates in the South, Southeast, and Midwest 
regions stood out as the highest in comparison to 
the country's average rate. 

Nonetheless, in some areas such as the North 
region, a pronounced underreporting regarding the 
registration of the cause of death due to external 
causes, often being confused with other reasons, 
particularly complications and hospital infections. 
Additionally, a scarcity of healthcare services offered 
to the older population, with a weakening of public 
policies due to various factors, primarily those related 
to mismanagement16.

In the Brazilian national scenario, a noteworthy 
upward trend across all regions, with particular 
emphasis on the North and Northeast, where a 
significant variation was observed. Conforming 
to Carmo et al.8 (2017), this regional difference is 
likely a result of local cultural and socioeconomic 
disparities, as the literature highlights a higher 
occurrence of accidents and violence among those 
less privileged individuals with low educational levels 
living in precarious conditions. Nevertheless, the 
South and Southeast regions exhibit lower rates of 
illiteracy and social inequalities. Additionally, most 
municipalities with good human development in 
Brazil are concentrated in these regions. 

Thus, the need for effective implementation of 
policies and programs directed towards the health 
of the older population is glaring. Among these 
initiatives is the National Health Policy for Older 
Adults, which, within the context of external causes, 
emphasizes the importance of undertaking preventive 
actions for accidents, violence, and avoidable factors.

A limitation of this study is the use of secondary 
data extracted from DATASUS, which may contain 
some underreported information. Nevertheless, the 
provided information is representative for Brazil, 
conferring external validity to the research.

CONCLUSION

In evaluating the situation of mortality due to 
external causes, in all its multiple aspects and within 
the temporal scope of this study, it was evidenced 
from the results a trend of increasing mortality 
among older individuals due to external causes.

Among the highlighted causes, traffic accidents, 
other external causes of accidental injuries, and 
assaults stood out. Concerning age group, a greater 
predominance among individuals aged 60 to 69 
years. The male gender was more affected among 
the causes, reaffirming gender as a risk factor for 
mortality among older individuals.

The findings of this research underscore the 
urgent need for the development of additional 
public health, safety, and social policies for the older 
population, as well as the reinforcement of existing 
policies. The older population deserves attention 
and care from society.

Thus, it is suggested that further studies be 
conducted on this topic to contribute to the 
refinement of public policies aimed at prevention 
and, consequently, the reduction of mortality rates 
influenced by external causes, which can and should 
be prevented. Alternatively, this study provides an 
overview of the current epidemiological situation 
regarding mortality due to external causes in older 
individuals.

AUTHORSHIP

• Danilo E. M. Dias - conception and design or 
analysis and interpretation of data, drafting the 
paper or critically revising it, approval of the 
version to be published.

• Alycia Á. S. Costa: drafting of the paper or critical 
revision.

• Kaio D. L. Martins: drafting of the paper or 
critical revision.

• Arthur Alexandrino: drafting of the paper or 
critical revision.



11 of 11

Analysis of the trend of mortality from external causes in older adults

Rev. Bras. Geriatr. Gerontol. 2024;27:e230204

• Matheus F. Nogueira: drafting of the paper or 
critical revision, approval of the version to be 
published.

• Cristiane S. R. Marinho: conception and design 
or analysis and interpretation of data, drafting of 

the paper or its critical revision, approval of the 
version to be published, and responsibility for 
all aspects of the work, ensuring issues related 
to accuracy or integrity of any part of the work.

Edited by: Marquiony Marques dos Santos

REFERENCES

1. Machado DR, Tavares RE, Tavares FG. 
Epidemiologia da mortalidade por agressões em 
idosos. Rev enferm UFPE on line. 2018;12(11):3015-
23. Available at: https://doi.org/10.5205/1981-8963-
v12i11a237176p3015-3014-2018

2. Cardoso S, Gaertner MHCN, Haritsch L, Henning 
E, Kropiwiec MV, Franco SC. Perfil e evolução da 
mortalidade por causas externas em Joinville (SC), 
2003 a 2016. Cad Saúde Colet. 2020;28(2):189–200. 
Available at: https://doi.org/10.1590/1414-
462X202028020115

3. Santos ACPO, Silva CA, Carvalho LS, Menezes MR. 
A construção da violência contra idosos. Rev Bras 
Geriatr Gerontol. 2007;10(1):115–27. Available at: 
https://doi.org/10.1590/1809-9823.2007.10019

4. Preis LC, Lessa G, Tourinho FSV, Santos JLG. 
Epidemiologia da mortalidade por causas externas 
no período de 2004 a 2013. Rev enferm UFPE on 
line. 2018;12(3):716-28. Available at: https://doi.
org/10.5205/1981-8963-v12i3a230886p716-728-2018

5. Política Nacional de Redução da Morbimortalidade 
por Acidentes e Violência. Rev Saúde Pública. 
2000;34(4):427–30. Available at: https://doi.
org/10.1590/S0034-89102000000400020

6. Monteiro YCM, Vieira MAS, Vitorino PVO, Queiroz 
SJ, Policena GM, Souza ACS. Trend of fall-related 
mortality among the elderly. Rev Esc Enferm 
USP. 2021;55:e20200069. Available at: https://doi.
org/10.1590/1980-220X-REEUSP-2020-0069

7. Paiva IL, Fonseca MRCC. Mortalidade por causas 
externas no estado de São Paulo: Uma análise 
epidemiológica do período de 2000 a 2018. Research, 
Society and Development. 2021;10(9):e15101018627. 
Available at: https://doi.org/10.33448/rsd-v10i10.18627

8. Carmo EA, Souza TS, Nery AA, Vilela ABA, 
Martins Filho IE. Trend of mortality from 
external causes in elderly. J Nurs UFPE on line. 
2017;11(Suppl.1):374–82. Available at: https://doi.
org/10.5205/1981-8963-v11i1a11918p374-382-2017

9. Duarte MB, Santos ABBV, Sobral FCM. Mortalidade 
por acidentes de trânsito em idosos nas regiões do 

Brasil no período de 2009 a 2018. Práticas e Cuidado: 
Revista de Saúde Coletiva. 2021;2(e10392):1-13. 
Available at: https://www.revistas.uneb.br/index.php/
saudecoletiva/article/view/10392/7525

10. Furtado BMASM, Lima ACB, Ferreira RCG. 
Acidentes de transporte terrestre envolvendo pessoas 
idosas: revisão integrativa. Rev Bras Geriatr Gerontol. 
2019;22(3):e190053. Available at: http://dx.doi.
org/10.1590/1981-22562019022.190053

11. Meirelles Junior RC, Castro JO, Faria L, Silva CLA, 
Alves WA. Notificações de óbitos por causas externas 
e violência contra idosos: uma realidade velada. 
Rev Bras Promoç Saúde. 2019;32:8685. Available at: 
https://doi.org/10.5020/18061230.2019.8685

12. Antes DL, Schneider IJC, d’Orsi E. Mortality caused 
by accidental falls among the elderly: a time series 
analysis. Rev. Bras. Geriat. Gerontol. 2015;18(4):769–
78. Available at: http://dx.doi.org/10.1590/1809-
9823.2015.14202

13. Souza CS, Bandeira LLB, Naspolini MM, Aguiar 
MC, Marcolla V, Souza Neto JD. Análise das taxas 
de internação e de mortalidade por agressão em 
pacientes com mais de 60 anos. Rev Soc Bras Clin 
Med. 2018;16(2)89-93. Available at: https://docs.
bvsalud.org/biblioref/2018/09/913365/16289-93.pdf

14. Santos EGO, Oliveira YOMC, Azevedo UN, Nunes 
ADS, Amador AE, Barbosa IR. Spatial temporal 
analysis of mortality by suicide among the elderly in 
Brazil. Rev Bras Geriatr Gerontol. 2017;20(6):845–55. 
Available at: http://dx.doi.org/10.1590/1981-
22562017020.170115

15. Ribeiro TS, Ramalho AA, Vasconcelos SP, Opitz SP, 
Koifman RJ. Tendência temporal da mortalidade em 
idosos em municípios no estado do Acre. Rev Bras 
Geriatr Gerontol. 2020;23(3):e200018. Available at: 
http://dx.doi.org/10.1590/1981-22562020023.200018

16. Fixina EB. O comportamento das mortes por 
causas externas, no Brasil [tese]. Natal: Universidade 
Federal do Rio Grande do Norte, Programa de Pós-
Graduação em Ciência da Saúde. 2015 [Accessed May 
12, 2023]. Available at: https://repositorio.ufrn.br/
handle/123456789/27729

https://doi.org/10.33448/rsd-v10i10.18627


1 of 10

Or
igi

na
l A

rtic
les

Rev. Bras. Geriatr. Gerontol. 2024;27:e230191

http://dx.doi.org/10.1590/1981-22562024027.230191.en

Polypharmacy, potentially inappropriate medications, and the 
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Abstract
Objective: To analyze the frequency of polypharmacy and the prescription of Potentially 
Inappropriate Medications (PIM) according to the Beers Criteria and CBMPI in older 
adults with clinical-functional vulnerability. Method: This is a cross-sectional study 
where the medical records of 496 participants aged 60 and older, seen in their first 
appointment at a Gerontological Polyclinic, were analyzed. Sociodemographic data, 
medications, the Clinical-Functional Vulnerability Index-20 (IVCF-20), and falls were 
extracted from the medical records. Polypharmacy was defined as the simultaneous use 
of five or more medications. Participants were classified into three groups: robust, at risk, 
and vulnerable. Results: The analysis revealed that 69 (13.91%) participants were using 
polypharmacy. Among polypharmacy users, 40 (57.97%) were using at least one PIM. 
The most commonly found PIM were glibenclamide and omeprazole, respectively. Older 
adults with vulnerability were three times more likely to have polypharmacy (OR 3.59; 
95% CI 2.109-6.092). Conclusion: The use of polypharmacy and PIM in this study was 
associated with the vulnerability of older adults, emphasizing the need for a thorough 
evaluation of medication prescriptions for this population.
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INTRODUC TION

Longevity is a reality in the global population, 
and demographic changes resulting from a decrease 
in fertility rates, an increase in life expectancy, as 
well as advancements in diagnostic techniques, are 
precursors to the rise in population aging1. Although 
the words "illness" and "aging" are not synonymous, 
the growth of older population implies an increased 
prevalence of chronic diseases, necessitating a greater 
demand for healthcare assistance and elevating the 
likelihood of medication prescriptions2,3.

Polypharmacy is defined as the simultaneous use 
of five or more medications, stemming from multiple 
comorbidities, consultations with different medical 
specialties, self-medication, and primarily the use of 
medications beyond those recommended in clinical 
care4. Polypharmacy increases the risk of consuming 
Potentially Inappropriate Medications (PIM)5.

PIM are defined as drugs for which the probability 
of causing adverse effects is greater than that of 
providing health benefits. If used over an extended 
period and in excess, they can lead to pharmacological 
interactions, resulting in health impairments such as 
physical dysfunction, intoxications6, hospitalizations7, 
dementia8, renal insufficiency9 and the frailty of 
older adults10.

Frailty is associated with the aging process and 
represents the degree of vulnerability of older adults to 
situations such as functional deficits, falls, fractures, 
hospitalizations, and even mortality11. Frailty has 
multifactorial causes that result in a reduction in 
resistance and muscle strength, leading to a state of 
physical, psychological, and social decline in older 
adults. This condition directly impacts the autonomy 
and functionality of the individual, increasing the 
risk of adverse outcomes. Older adults who use 
polypharmacy associated with PIM may exacerbate 
or develop greater clinical-functional vulnerability12.

In 2012, the American Geriatrics Society 
(AGS) developed a list of Potentially Inappropriate 
Medications (PIM) that should be avoided, known 
as the Beers Criteria, which was updated in March 
202313. This list is based on a consensus among 
professionals in the fields of geriatric care, clinical 
pharmacology, and psychopharmacology, aiming to 

enhance the quality of prescriptions by identifying 
high-risk medications that should be generally 
avoided and under specific conditions13,14. The 
Beers Criteria 2012 were validated and served as 
the basis for the elaboration of the 2016 Brazilian 
Consensus of Potentially Inappropriate Medications 
(CBMPI) 15. These national criteria classify PIM for 
older population, directing medication therapies and 
minimizing the risks of harmful adverse reactions 
for the Brazilian population.

Due to the health risks and impact on quality of 
life arising from the simultaneous use of medications, 
studies are necessary to investigate the association 
between polypharmacy and vulnerability in order to 
promote a risk-benefit analysis of usage, as well as the 
prescription of potentially inappropriate medications. 
The use of substances with greater safety helps avoid 
potential risks associated with PIM, thereby aiming 
to maintain functionality16,17.

This study aimed to analyze the frequency of 
polypharmacy and the prescription of potentially 
inappropriate medications according to the Beers 
Criteria and CBMPI in older adults with clinical-
functional vulnerability.

METHOD

This is a cross-sectional study. The medical 
records of individuals attended at the Gerontological 
Polyclinic of the Open University of the Third 
Age Foundation (FUnATI) in the city of Manaus, 
Amazonas, were accessed and analyzed. FUnATI is 
an institution that focuses on education, research, 
and assistance for older adults. It also offers courses 
and workshops for the elderly, trains professionals, 
and provides care through its own Gerontological 
Polyclinic18.

The sample was formed by convenience, and 
the completion of the medical records was carried 
out by the health team at FUnATI, consisting of 
nurses, during the participants' first consultation 
at the service. The medical records of individuals 
from the public healthcare system of both genders, 
aged 60 years or older, who sought care at the 
service (spontaneous demand) from January 2017 
to December 2019, were included. Participants with 
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medical records containing incomplete information 
were excluded from the study.

The following data were collected from the 
medical records: gender (male/female), age (60 to 70 
years/>70 years), and associated comorbidities. The 
medications collected from each medical record were 
those prescribed and used prior to the consultation 
at the polyclinic19.

Vulnerability was assessed using the Clinical-
Functional Vulnerability Index-20 (IVCF-20). The 
IVCF-20 is a reliable multidimensional assessment 
tool for evaluating the functionalities of older adults. 
This instrument covers questions related to age 
range, self-perception of health, activities of daily 
living, cognition, mood, mobility, communication, 
and multiple comorbidities. The questionnaire aims 
to identify the level of vulnerability in older adults, 
with a maximum score of 40 points. The scoring 
allows classification into three categories: robust, 
scoring 0 to 6 points; at risk of frailty if scoring 7 to 
14 points; or vulnerable if scoring 15 or more points20.

The presence of falls was assessed by the IVCF-
20 question, "Have you had two or more falls in 
the last year?", allowing the creation of the Falls 
variable (yes/no).

Polypharmacy was characterized as the 
simultaneous use of five or more medications4. The 
Beers Criteria (Version 2023) and CBMPI (Version 
2016) were employed to identify the presence and 
quantity of Potentially Inappropriate Medications 
(PIM) in the prescribed medications13,15. The use of 
PIM was considered when the medication was listed 
in either the AGS Beers 2023 or CBMPI 2016 criteria. 
The prescribed medications in the database were 
classified into therapeutic class and anatomical class 
according to the Anatomical Therapeutic Chemical 
(ATC) classification system for a better definition 
of their effects. The quantity of medications was 
analyzed to identify the presence or absence of 
polypharmacy, defined as the concomitant use of 

five or more medications by older adults21,22.

The frequency results were presented as 
percentages and analyzed using the chi-square test, 
considering a significant p-value < 0.05. The mean 
age among the groups was analyzed using a one-way 
Anova test, followed by the Tukey test.

The prevalence ratio (PR) was determined by the 
ratio between older adults with a prescription for 
polypharmacy and the total number of participants, 
with a 95% confidence interval23. 

The study was approved by the Research Ethics 
Committee of the Universidade Federal do Amazonas 
under the number 3,781,478.

DATA AVAIL ABIL IT Y

The dataset is not publicly available due to 
containing information that compromises the privacy 
of the research participants.

RESULTS

Among the 496 participants, 344 (69.3%) were 
women, with an average age of 69 ± 76.8 years. Table 
1 presents the sociodemographic characteristics of 
the participants. Hypertension was the most prevalent 
comorbidity among the participants (59.87%; n=297). 
Falls were more common among men compared to 
women (19.73%; n=30 versus 13.95%; n=48). The 
majority of participants were classified as robust 
(44.75%; n=222), followed by at risk of vulnerability 
(32.05%; n=159) and vulnerable (23.18%; n=115). 
The analysis revealed that 13.91% of older adults 
were using polypharmacy.

Table 2 presents the classification and frequency 
of the 298 prescribed medications. Gastrointestinal 
tract-acting medications (25.8%; n=77) and those 
affecting the nervous system (23.15%; n=69) were 
the most prevalent among older adults.
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Table 1. Sociodemographic Characteristics of Participants, Polypharmacy, and Falls (n=496). Manaus, AM, 
Amazonas, 2019.

Variables Women n(%) Men n(%) Total n(%)
Sex 344(69.35) 152(30.64) 496(100)
Age
60 to 70 years                              236(68.60) 99(65.13) 335(67.54)
>70 years                                  108(31.39) 53(34.86) 161(32.45)
Comorbidities
Hypertension 214(62.20) 83(54.60) 297(59.87)
Diabetes Mellitus                    87(25.29) 49(32.23) 136(27.41)
Arthritis 84(24.41) 22(14.47) 106(21.37)
Urinary incontinence       84(24.41) 20(13.15) 104(20.96)
Other 77(22.38) 109(71.71) 186(37.50)
Falls
Yes 48(13.95) 30(19,73) 78(15,72)
No 296(86.04) 122(80,26) 418(84,27)
Vulnerability
Robust       157(45.63) 65(42.76) 222(44.75)
At risk of vulnerability        110(31.97) 49(32.23) 159(32.05)
Vulnerable 77(22.38) 38(25.00) 115(23.18)
Polypharmacy 48(13.95) 21(13.81) 69(13.91)

Table 2. Classification and Frequency of Prescribed Medications. Manaus, AM, Amazonas, 2019.

Anatomical Group n(%)
Gastrointestinal tract and metabolism                                               77(25.83)
Nervous system 69(23.15)
Cardiovascular system 55(18.45)
Musculoskeletal system 38(12.75)
Blood and hematopoietic organs 19(6.37)
Anti-infectives for systemic use 9(3.02)
Systemic hormones (excluding sex hormones and insulins) 8(2.68)
Genitourinary System and Sex Hormones 8(2.68)
Respiratory system 7(2.34)
Antineoplastic Agents and Immunomodulating 4(1.34)
Organs of Senses 3(1.00)
Dermatological 1(0.33)
Total 298(100)
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As shown in Table 3, vulnerable older adults 
presented a more advanced age (71.10±7.35 years; 
p<0.001) compared to participants at risk of 
vulnerability (66.50±5.62) and robust individuals 
(67.03±5.65). The variable "falls" was more frequent 
in the at-risk group (41%; n=32) and the vulnerable 
group (42.3%; n=33) compared to the robust group 
(16.67%; n=13).

Among older adults not using polypharmacy, 
approximately 214 (50%) belonged to the robust group. 
In contrast, 46.5% (n=32) of vulnerable individuals 
were using polypharmacy. In the polypharmacy group, 

40 (57.97%) had at least 1 potentially inappropriate 
medication in their medical records. Of these, more 
than half 25 (62.5%; n=25) of the participants were 
vulnerable older adults (p<0.001). Older adults with 
vulnerability had a 3.59 times higher risk of having 
polypharmacy (PR 3.59; 95% CI 2.109-6.092).

Within the group of older adults with 
polypharmacy, the analysis revealed 27 medications 
potentially inappropriate according to the Beers and/
or CBMPI criteria, which are listed in Table 4. The 
most frequently encountered PIM was glibenclamide, 
followed by omeprazole and carvedilol.

Table 3. Association of Vulnerability with Potentially Inappropriate Medications and Falls. Manaus, AM, 
Amazonas, 2019.

Variable Robust 
(n=222)

At risk
(n=159)

Vulnerable
(n=115)                      

Total(%)
(n=496) p

Sex
Women 157(45.63) 110(31.97) 77(22.38) 344(69.35) 0.77
Men 65(42.76) 49(32.23) 38(25.00) 152(30.64)
Age (mean±SD) 67.03±5.65* 66.50±5.62* 71.10±7.35 71.10±6.20 <0.0001
Falls (%)    
Yes 13(16.67) 32(41.02) 33(42.31) 78(15.72) <0.0001
No 209(50.00) 127(30.38) 82(19.62) 418(84.27)
Polypharmacy (%)
No 214(50.11) 130(30.44) 83(19.43) 427(86.08) <0.0001
Yes 8(11.59) 29(42.03) 32(46.38) 69(13.91)
Polypharmacy with at least 1 PIM (%)
No 2(6.90) 19(65.52) 8(27.58) 29(42.03) 0.0027
Yes 6(15.00) 10(25.00) 25(62.50) 40(57.97)

Frequencies were analyzed using the chi-square test. The mean age between groups was analyzed using a one-way ANOVA, followed by the 
Tukey test. A p-value less than 0.05 was considered significant. *versus vulnerable, considering a significant p-value < 0.05.
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Table 4. Presentation and classification according to the Beers 2023 and CBMPI 2016 criteria of each Potentially 
Inappropriate Medication prescribed for the participants. Manaus, AM, Amazonas, 2019.

Name n Therapeutic Group According to ATC Criteria
Glibenclamide 
(sulfonylureas)

12 Digestive Tract and Metabolism CBMPI/BEERS

Omeprazole 8 Gastrointestinal Tract and Metabolism CBMPI/BEERS
Recommendation: Avoid scheduled use for >8 weeks

Carvedilol 8 Cardiovascular System CBMPI
In conditions of Chronic Obstructive Pulmonary 
Disease

Furosemide 5 Cardiovascular system CBMPI
Ranitidine 5 Gastrointestinal Tract and Metabolism CBMPI/BEERS

In clinical condition of Delirium
Pantoprazole 3 Gastrointestinal Tract and Metabolism CBMPI
Nifedipine 3 Gastrointestinal Tract and Metabolism CBMPI/BEERS
Aspirine 2 Blood and Hematopoietic Organs CBMPI/BEERS

In conditions of bleeding disorders
Sertraline 2 Nervous System CBMPI
Prednisone 2 Systemic Hormones CBMPI
Ibuprofen 2 Musculoskeletal System CBMPI/BEERS

In conditions of chronic kidney disease
Quetiapine 2 Nervous System CBMPI

In conditions of a history of falls
Fluoxetine 2 Nervous System CBMPI

In conditions of a history of falls
Enoxaparin 1 Blood and Hematopoietic Organs BEERS

In dosages >30ml
Meloxicam 1 Musculoskeletal System CBMPI/BEERS

In conditions of peptic ulcer
Pregabalin 1 Nervous System CBMPI/BEERS

In conditions of a history of falls
Citalopram 1 Nervous System CBMPI

In conditions of a history of falls
Escitalopram 1 Nervous System CBMPI

In conditions of a history of falls
Amitriptyline 1 Nervous System CBMPI/BEERS

In conditions of a history of falls
Gabapentin 1 Nervous System CBMPI/BEERS
Hydralazine 1 Blood and Hematopoietic Organs CBMPI

In conditions of postural hypertension
Spironolactone 1 Cardiovascular System CBMPI/BEERS
Digoxin 1 Cardiovascular System CBMPI/BEERS
Allopurinol 1 Blood and Hematopoietic Organs CBMPI
Aceclofenac 1 Musculoskeletal System CBMPI

In conditions of chronic kidney disease
Nimesulide 1 Musculoskeletal System CBMPI

In conditions of chronic kidney disease
Diclofenac 1 Musculoskeletal System CBMPI/BEERS

In conditions of chronic kidney disease
ATC: Anatomical Therapeutic Chemical Classification; CBMPI: Brazilian Consensus on Potentially Inappropriate Medications.
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DISCUSSION

This study aimed to analyze the frequency of 
polypharmacy and the prescription of potentially 
inappropriate medications in older adults with 
clinical-functional vulnerability. Polypharmacy was 
found in 46.5% of individuals with vulnerability. 
Furthermore, individuals with polypharmacy 
exhibited a higher frequency of at least one potentially 
inappropriate medication prescribed.

The aging process predisposes individuals to 
higher risks of comorbidities, functional decline, 
and health conditions, increasing the likelihood 
of multiple medication prescriptions in an attempt 
to maintain quality of life and life expectancy2,3. 
Medications are necessary therapeutic resources, 
and when prescribed correctly, they help maintain 
the quality of life of older adults and control chronic 
illnesses. However, the assessment of risk/benefit 
is always essential.

In this study, more than half of the older adults 
using polypharmacy had at least one PIM. In a 
retrospective chart analysis study (n=406) of older 
adults receiving care in the secondary care setting of 
a Reference Center for Elderly Health Care, it was 
found that 66.8% of participants had at least one 
PIM in the presence of polypharmacy20. According 
to Neves et al.9, who assessed individuals above 60 
years old hospitalized (n=187), a similar percentage 
of 66.7% of participants with polypharmacy and PIM 
was observed. In both studies, the drug omeprazole 
was among the most prevalent. This result was 
consistent with the present study, where omeprazole 
was the second most prescribed.

Also, polypharmacy and the use of PIM were 
associated with higher levels of vulnerability. In 
a cross-sectional study conducted with an older 
population residing in urban areas in Minas Gerais, 
it was found that 51% of vulnerable older adults 
used at least one PIM, and 33% of participants 
classified as at risk of vulnerability used some 
PIM22. Furthermore, in a study conducted with 
an institutionalized older population in a geriatric 
residence in Spain, polypharmacy with PIM was 
prevalent in 92% of vulnerable individuals10. These 
results suggest that the higher the consumption of 

PIM, the higher the prevalence of vulnerability and 
the risk of vulnerability in older adults.

Older adults at risk of frailty were 5 times more 
likely to use polypharmacy compared to robust 
participants. This risk increased to 7 times in 
vulnerable older adults. Similar results were found 
by Spekalski et al.24 among individuals aged 60 to 
85, residing in rural areas of Paraná. Potentially 
vulnerable or frail individuals had 3 times (3.73) more 
chances of using polypharmacy when compared to 
non-vulnerable ones24.

The previously mentioned finding can be explained 
by the physiological changes of senescence that result in 
irregular drug absorption. Consequently, modifications 
in pharmacodynamics and pharmacokinetics related 
to the simultaneous use of medications potentiate 
harmful drug interactions that directly affect the 
functionality of older adults5. Functional impairment 
and the presence of multiple chronic diseases lead 
to an increasingly complex drug treatment for the 
elderly, making them even more vulnerable to 
harmful drug interactions that alter systemic body 
metabolism, contributing to increased functional 
decline, decreased muscle strength, resistance, and 
power – characteristics of vulnerability in older 
adults23,25. Vulnerable older adults have impairments 
in postural adjustments, proprioception, and gait. 
These deficits increase the risks of imbalances and 
falls. Therefore, it is necessary to analyze the harms 
and benefits of medication prescriptions and the 
impact that potentially inappropriate medications 
(PIM) have on the health of older adults26.

All potentially inappropriate medications found 
in the medical records, such as glibenclamide and 
omeprazole, which act on the gastrointestinal 
system and metabolism, were the first and second 
most prescribed, respectively. Similar results were 
also found in a study conducted with elderly users 
of Primary Health Care, where the medication 
glibenclamide (25%) was the most prescribed 
among all potentially inappropriate medications, 
followed by omeprazole (23.4%)1. Glibenclamide 
is an oral hypoglycemic agent used in the treatment 
of diabetes mellitus27,28, but it can be harmful to 
older adults as it can cause prolonged lowering of 
blood glucose, posing risks to metabolic stability. 
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Omeprazole is commonly indicated for the treatment 
of gastrointestinal disorders related to stomach acid 
secretion7. According to CBMPI, this drug should 
not be recommended for older adults as its prolonged 
use can lead to osteoporosis, dementia, and renal 
failure. However, it is common for professionals 
to prescribe omeprazole incorrectly to treat side 
effects resulting from the simultaneous use of many 
medications established for older adults1,2,29.

In this study, 65.5% of older adults who exhibited 
polypharmacy and did not have any PIM were classified 
as at risk of frailty. This may be associated with the 
use of medications that act on the nervous system, 
as approximately 23% of all prescribed medications 
presented in Table 2 were agents affecting the nervous 
system. Central nervous system-acting cholinergic 
antidepressants are considered inappropriate due to 
their sedative effects, which increase the risk of falls 
and fractures in patients1. Benzodiazepines that act 
on the central nervous system have anxiolytic and 
anticonvulsant effects, and although suggested for 
anxiety and insomnia disorders—common issues 
faced by older adults—they may enhance the risks 
of falls, cognitive deficits, delirium, fractures, and 
further exacerbate the effects of depression8,9,30.

The limitation of this study was its exclusive focus 
on an institution catering to individuals aged 60 and 
older. Additionally, the study design employed does 
not allow for the identification of a causal relationship 
between variables. Therefore, further studies are 
needed that address this topic and involve an older 
population attended to in different institutions within 
the city and state.

CONCLUSION

The use of polypharmacy and Potentially 
Inappropriate Medications (PIM) has been associated 
with the vulnerability of older adults, emphasizing 
the need for a careful assessment of medication 
prescriptions for this population. Medications have 
a significant potential to improve the functionality 
of bodily systems, but they can also be harmful in 
equal measure.

The healthcare of older adults is highly complex, 
demanding a balance between the benefits and 
risks inherent in promoting care with the aim of 
enhancing and maintaining the life expectancy 
of older population. Patient safety must be a 
paramount consideration when recommending 
medications. Establishing therapeutic priorities 
and effectively managing the treatment of each 
health issue presented by elderly patients is crucial. 
A rational analysis is necessary to determine which 
interventions are more urgent and which can be 
addressed in the long term, thus avoiding the 
simultaneous use of many medications and reducing 
the risk of unnecessary harm.
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Contemporary care model for the aged: an imminent need

Renato Peixoto Veras1

Abstract
Is it possible to age with health and quality of life in Brazil? This article defers the 
answer through the proposition of a cost-effective care model, in line with what is most 
contemporary in comprehensive care for the elderly age group. The model presented 
here proposes to think, in an absolutely innovative way, the care that must be provided 
to this portion of the population. In this text, the theory and concepts that underlie 
the proposed model are presented. Basically, the text reports the need for emphasis on 
light instances of care; in other words, focus on coordination, prevention and customer 
monitoring, in order to minimize waste, offering better quality care and reduced costs. 
The epidemiological assessment instruments used and the step by step of all health 
professionals are also presented.
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INTRODUC TION

The increased life expectancy of Brazilians 
represents a major achievement. Live longer – 
grow old – this has become a reality in the last 
few decades and is set to become even more so in 
the future. However, citizens having the chance to 
live these extra years to the full, while maintaining 
functional capacity, health and quality of life, should 
also be a part of this advance. In recent years, a 
number of institutions and their research teams 
have investigated changes in the model of health 
service provision. Not only is this need imminent  
but, more importantly, feasible.

The health care of the older population can be 
restructured in the sector toward providing better 
care outcomes at a lower cost. But what is required 
for this to come about? That all actors in the sector 
take a lead in achieving the necessary changes and be 
open to innovation. In many instances, innovating 
may merely require returning to simpler care practices 
and recovering values lost amid the current national 
health system.

In today ś reality, living into one ś 80s, 90s 
or beyond has become relatively commonplace. 
Nevertheless, there are deep concerns over the 
current care model, since these additional years of 
life should not be marked by suffering, pain and 
high health-related costs.

Incorporating the knowledge, theory and 
application of these instruments into daily clinical 
routine is pivotal for this care logic to take root in 
Brazil and for both public and private health sectors 
to offer improved care to the older population - the 
fastest growing age group worldwide. Failure to 
change the care model for older adults could have 
dire consequences for the future.

Therefore, the primary objective of this article 
is to help further the design of more effective 
care models tailored to the specific settings and 
characteristics of the aged population. 

Demographic transition

All of the demographic predictions about growth 
of the older population made in the 1980s have 
materialized. If anything, these estimates have erred 
toward underestimating the trends, since figures are 
even greater than initially envisaged1-3. 

Increased longevity is a major triumph for 
mankind. Surviving into late-life used to be a rare 
privilege that, today, has become something of a 
norm in Brazil and likewise among many developing 
countries (according to the 2022 IBGE census, over 
37,814 Brazilians were 100 or older!). There has been 
a substantial improvement in the health parameters 
of the population, although this has not occurred 
uniformly across all countries and socioeconomic 
contexts. However, the greatest triumph of the 20th 
century brings with it a major challenge: caring for 
this age group and conferring quality to the extra 
years of life.

In 2002, the World Health Organization (WHO) 
released a publication with a policy framework for 
active aging, defined as the process of optimizing 
opportunities for health, participation and security 
to enhance quality of life as people age. Drawing on 
the definition of active aging, 3 key pillars of this 
paradigm emerge: health, participation and security4,5.

The health pillar transcends the purely physical 
realm – a fact backed by evidence from a host of 
scientific fields – to encompass the area of mental 
health and social wellbeing, all recommended targets 
of public policy interventions.

In Brazil, the shift in the age breakdown, with a 
proportionally larger older population, is a relatively 
recent phenomenon. The Brazilian population has 
grown markedly over the past 70 years. Moreover, the 
increase in the aged population has far outstripped 
that of other countries.

In 1950, the statistics show that, the total 
Brazilian population numbered 54 million, rising 
to 213 million by 2020. According to projections, 
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the population will grow further to 229 million 
by 2050 and decline to 181 million by 2100. The 
absolute growth has been a factor of 3.3 within the 
space of 150 years (lower than the 4.3-fold increase 
in the global population)6. 

In this respect, the decline in Brazil ś population 
is underway, evidenced by the significant drop in 
numbers at the last census, in other words, the 
Brazilian population is already shrinking.   

While the growth in the Brazilian population as a 
whole was high, the increase in the older age stratum 
exceeded the global average. The contingent of older 
Brazilians aged 60 or over was 2.6 million in 1950, 
rose to 29.9 million in 2020 and is set to reach 72.4 
million in 2100 (absolute increase of 27.6 times). In 
relative terms, the older population aged 60 or over 
accounted for 4.9% of the total population in 1950, 
a proportion rising to 14% in 2020 and set to reach 
a whopping 40.1% in 2100 (relative 8.2-fold increase 
in proportion between 1950 and 2100).

The absolute number of older Brazilians aged 
65 or over was just 1.6 million in 1950, rose to 9.2 
million in 2020 and is set to reach 61.5 million in 
2100 (estimated absolute increase of 38.3 times). 
In relative terms, the older population aged 65 or 
over accounted for 3% of the overall population in 
1950, rising to 9.6% in 2020 and set to exceed one 
third (34.6%) by 2100 (11.5-fold percentage increase 
between 1950 and 2100)6. 

The number of older Brazilians aged 80 or over 
was 153,000 in 1950, rose to 4.2 million in 2020 
and is projected to reach 28.2 million in 2100. The 
absolute growth in this age group was a spectacular 
184.8 times over the space of 150 years. In relative 
terms, this oldest-old population represented only 
0.3% of the total population in 1950, a proportion 
that increased to 2% in 2020 and is set to reach 
15.6% in 2100 (an impressive 55.2-fold increase in 
rate between1950 and 2100).

The most striking data is that, according to 
the 2019 revision of projections by the UN, the 
total number of Brazilians is predicted to peak at a 
population of 229.6 million in 2045, although this 
figure is widely believed to be an underestimate. The 
absolute number of older individuals will continue to 

rise, where the groups aged ≥60 years (79.2 million) 
and ≥65 years (65.9 million) will peak in 2075. The 
group aged ≥80 (28.5 million) will reach its peak just 
in 2085. The absolute number of older adults is set 
to decline in the last two decades of the 21st century. 
However, the percentage of older individuals as a 
proportion of the overall population will continue 
to rise, accompanied by additional responsibilities 
and opportuinities7.

Taken together, these data indicate that the 
future of the 21st century will be a grey one, i.e., 
the percentage of older people will reach levels 
never before seen in history. The Brazilian case is 
no different, but the process of population aging is 
even stronger, with the proportion of older people 
exceeding the global average.  From a demographic 
standpoint, this is a crucial issue, since the high-income 
countries underwent more gradual growth over the 
course of the 20th century and, with their economic 
power, had more time to offer this contingent of the 
population better structure and resources.

Brazil must take on the task of ensuring quality 
of life for its senior citizens who, as per the majority 
of Brazilians, have low education and poor social 
protection. Health-wise, this group has a high 
prevalence of multiple chronic diseases8 (group of 
diseases associated with multiple causes, characterized 
by gradual onset, typically unclear prognosis, and 
long or undefined duration). These diseases have 
a changing clinical course with potential phases of 
worsening and resultant disability. These conditions 
require interventions entailing lifestyle changes 
in a process of permanent continuous care and 
supervision9, representing an economic burden for 
society10 due to the growing demand for healthcare 
services. Aged patients, compared with other age 
groups, tend to have longer, more frequent, hospital 
stays. This situation has major economic, welfare 
and social repercussions.

Human aging should not be regarded as a burden. 
Social policies must be devised for this group.  In 
the health field, care should be managed in a more 
contemporary and adequate way to safeguard this 
wealth of knowledge and experience without this 
becoming overly costly for the sector. This also 
creates the need to expand11 and to qualify health 
professionals to deal with chronic diseases.



4 of 22

Contemporary care model for the aged

Rev. Bras. Geriatr. Gerontol. 2024;27:e240038

Also, this calls for constructing an innovative 
quality model, given the current system is outdated 
and the root cause of the current poor service and 
health crisis. This is especially true for older users, 
the patient group associated with the greatest demand 
and cost with respect to healthcare. 

The modelling of this new framework should 
address and outline the points set forth in this article.

Chronic disease and care model

In Brazil, the leading cause of mortality and 
morbidity are chronic non-communicable diseases 
(NCDs), which typically develop slowly over long 
periods and have difficult-to-predict long-term 
effects. Neuropsychiatric disorders account for a 
large proportion of these NCDs12. 

In a 2015 report, the World Health Organization 
(WHO) noted that, of the 38 million lives lost in 2012 
due to NCDs, 16 million (42%) were premature and 
avoidable (Carvalho, Marques & Silva, 2016). As the 
costs of managing these disease mounts worldwide, 
they account for an increasing chunk of public and 
private expenditures14. 

Chronic condit ions tradit ional ly include 
cardiovascular diseases, diabetes, asthma, chronic 
obstructive pulmonary diseases (COPD) and chronic 
degenerative diseases. With improved survival rates, 
this group of diseases now also includes many types 
of cancer, HIV/AIDS, neuropsychological disorders 
(such as depression, schizophrenia and dementia), 
arthroses and visual/auditory deficits. Most of these 
conditions have no cure but many can be prevented 
or controlled through early detection, by adopting 
healthy habits and diet, engaging in regular exercise, 
and accessing adequate timely treatment.

In addition, many of these chronic diseases 
constitute a set of conditions, where some authors 
and institutions define individuals with multiple 
co-occurring conditions as complex patients, 
characterized by a profile of chronic presentation. 
The most prevalent features differentiating this 
group include the presence of several concomitant 
chronic diseases, high use of urgent hospital services 

with several episodes during the same given year, 
temporary or permanent reduction in personal 
autonomy, and polypharmacy. There may also be 
other associated factors, such as advanced age, living 
alone or with low family support and fall episodes, 
among others15. 

Various chronic conditions are linked to an 
aging society, but also to life-style choices, such as 
smoking, alcohol use, sexual behaviour, poor diet and 
low physical activity (sedentarism), besides genetic 
predisposition. The common feature these conditions 
share is the need for a complex long-term response 
coordinated by health professionals from a range of 
disciplines, with access to the required medications 
and equipment, as well as strategies to encourage 
patient adherence to treatment and also social welfare. 
However, most health care and services are still geared 
up for dealing with acute episodes. 

Against this backdrop, the management of chronic 
diseases is increasingly regarded as an important issue 
by managers and researchers worldwide who seek 
interventions and strategies to tackle these conditions.  
It is important to emphasize that improvements 
in the quality of life of the population are derived 
from a series of factors, including the technological 
advance seen in many fields of knowledge and in 
modern science.

Changes needed in the system of healthcare for the older 
population: moving away from a disease-centred approach 

The demographic transition and improved social 
and economic indicators in Brazil, relative to previous 
decades, has led to growth in the contingent of older 
adults and placed a greater financial pressure on 
public and private healthcare systems. Expansion 
in this stratum of the population is accompanied 
by an increase in chronic diseases and associated 
costs.16 An upshot of this growth is a rise in demand 
for health services which, in turn, creates a shortage 
and/or restriction in resources. Compared to younger 
individuals, hospital admission is more frequent 
and hospital stays longer in the older age group, 
given than diseases affecting these individuals are 
predominantly chronic and multiple, i.e., require 
constant monitoring and permanent care13. 
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Over the past decade, evidence has shown 
that most public-health problems that affect the 
population, including both communicable and non-
communicable diseases, are in fact preventable. This 
statement is borne out by the significant decline in 
mortality from cardiovascular and cerebrovascular 
diseases, the fall in incidence and deaths related to 
cervical cancer, and also the decrease in the prevalence 
of tobacco use and rates of lung cancer in men17.

A shortcoming of most care models is that they 
are disease-centred. Sadly, preventive actions are still 
regarded as a burden of procedures and additional 
costs. However, this approach should be recognized 
as a strategy which, over the medium-to-long term, 
can reduce admissions and other much higher-cost 
proceduress18.

All evidence points to the fact that biomedicine-
based health systems will eventually run into 
sustainability problems. This fact suggests that 
programs for aged clients should be built based 
around integrated care, with an active role of health 
professionals and their team in managing not only 
the disease but the person, making judicious use of 
the available technology and of quality information 
and routine monitoring. Medical specialists, hospital, 
drugs, clinical tests and imaging scans are also an 
integral part of this optimal care model, but the 
approach should be centred on low-complexity 
interventions and follow-up of clients by their doctor19.

A contemporary health care model for the aged 
should incorporate a combined flow of education 
actions, avoidable disease prevention, disease onset 
delay, timely treatment, and rehabilitation of health 
problems20. In other words, a line of care for older 
patients that seeks to be effective and efficient must 
be underpinned by a coordinated informed network 
and boast an information technology system designed 
and tailored to this logic.

Why the gap between discourse and practice?

Before examining the care model proposed in 
detail, a question must first be addressed. A consensus 
exists: all stakeholders, bar none, are in favour of 
this new line of care. Most, however, practice the 
opposite of what they preach.

The care model for older adults, when properly 
implemented, is an exception. In the seminal study 
by the National Health Agency (ANS), headed by 
Dr. Martha Oliveira in 201821, this gap between 
discourse and practice is exposed.

The time for novelty and oft repeated clichés 
acknowledged by all (even those who do not heed 
them) is over. It is laudable to speak of the theoretical 
frameworks or policies promoting health aging - 
defined as maintaining functional capacity and 
autonomy into late-life, as well as quality of life, 
consistent with the principles and guidelines of the 
Brazilian National Health System (SUS) focusing 
on disease prevention.. Prominent national and 
international health bodies and societies have 
advocated this concept for many yearss15, 22. However, 
the next step forward must now be taken23. 

 At this juncture we pose the question: if everyone 
is discussing the issue and the solutions have been 
put forward, why then has the situation stayed the 
same? Why has theory not become part of routine 
practice? Why have decision-makers not ushered 
in change?

In order for the health sector to advance, 
particularly that of geriatrics/gerontology, one of 
the issues that must be tackled is distrust. Today ś 
society questions everything that is offered. With 
this level of no confidence, any proposed changes 
tend to be viewed with caution. Invariably, things 
which are multifactorial and constructed over many 
years are hard to transform. Changing a culture is no 
easy task. This point warrants deeper examination.

Another stumbling block is care quality, an 
under-valorised aspect. This is a hugely important 
issue which calls for greater awareness of health 
professionals and society alike. Some argue it 
would be too costly to apply tools for rating care, 
accreditations and certifications, yet qualified 
services are more cost effective, less wasteful and 
deliver better care outcomes for patients.

Furthermore, there is a generally-held notion that 
caring for aged patients transcends health. Besides 
diagnosis and prescription, elements such as social 
participation, and both physical and mental activities, 
are crucial to maintain good functioning. However, 



6 of 22

Contemporary care model for the aged

Rev. Bras. Geriatr. Gerontol. 2024;27:e240038

difficulties remain in accepting  these actions as 
an integral part of care, especially in supplemental 
health. There is a tendency to separate “social” 
actions from “curative” actions.

And concerning the model for remunerating 
health professionals? This group is generally 
underpaid, so why not adopt performance-related 
pay?  Associating the discussion of outcomes with the 
form of remuneration is a powerful tool incentivizing 
doing the right thing. Thus, pay for performance 
(P4P) or performance-related pay (PRP) have become 
synonymous for the struggle to align access with 
care quality. Change in the remuneration model 
based on this new care framework, focusing on 
results rather than volume, needs to be a win-win 
type model, in which all stakeholders benefit, but 
particularly the patients.

In order to put into practice all of the actions 
needed for healthy aging with quality of life, care 
for the aged population needs to be rethought and 
redesigned, with an emphasis on the older adult and 
their particularities.

This wil l result in benefits, qual ity and 
sustainability, not only for the aged population, but 
for the Brazilian health system as a whole8,24. 

With a clearer view of the way forward, it is 
time to step up and muster concerted efforts that 
transform theory into a care model offering quality 
for all, including the older population.  It is an 
undesirable situation for the SUS to fragment or 
for there to be an increase in bankruptcies of private 
healthcare companies.

One thing is starkly clear: for every year that goes 
by, the cost of health increases while the quality of 
care declines. Such a system is unsustainable. It is 
high time, therefore, to put into practice what all 
advocate but fail to implement.

Aging and health

Health can be defined as a measure of the 
individual capacity to realize aspirations and 
satisfy needs, irrespective of age or the presence 
of diseases8. Thus, the need for an efficient cost-

effective comprehensive geriatric assessment has 
become increasingly pressing. The goals of this 
assessment are to enable early diagnosis of health 
problems and to plan support services wherever and 
whenever needed to allow individuals to continue 
to reside in their homes. Traditional history taking, 
physical check-up and differential diagnosis are 
insufficient to provide a comprehensive evaluation 
of the range of functions needed for daily living of 
aged individuals25.

In the book entitled “Repensando a saúde: estratégias 
para melhorar a qualidade e reduzir os custos” (Rethinking 
health: strategy for enhancing quality and reducing 
costs), Michael Porter and Elizabeth Teisberg 
(2009) maintain that health comes before care. In 
their opinion, the need to measure and minimize 
risk of disease, offer comprehensive management 
of diseases, and ensure prevention services for 
all clients, including those who are healthy, is 
unclear.  In this context, the authors state that 
health should involve preparation for the service 
that increases the effectiveness of the value chain 
(set of activities carried out by an organization, 
such as supplier relations, production/sales cycles 
and final distribution). This concept was first 
introduced by Michael Porter in 1985: intervention; 
recovery; monitoring and management of the clinical 
condition; guaranteed access; results measurement; 
and information dissemination.

Health systems comprise several points of care 
that do not work in an integrated fashion. In general, 
entry into this uncoordinated network typically 
occurs when the client is at an advanced stage, 
where the “front door” tends to be the emergency 
department of the hospital. This model, besides 
being inadequate and anachronous, has a dire cost-
benefit ratio, since it makes intensive use of highly 
expensive technology. Its failings, however, should 
not be blamed on the clients, but on the care model 
itself, which overloads the higher complexity levels 
due to a lack of care at primary levels. Home-based 
care may represent an alternative for some cases. 
Home care should not be seen as a fad but as a more 
modern modality of care (Veras, 2020b). However, 
the advent of the modern hospital is a relatively 
recent phenomenon in that, not long ago, care was 
traditionally administered within the home setting26. 
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A prospective study of disease management27 

offered to beneficiaries of Medicare (health insurance 
system for older adults managed by the North-
American government) showed that actions failed to 
reduce expenses28 and that physicians were unhappy 
with the insurance providers paying the costs of 
disease management, possibly reducing their income, 
besides interfering in the doctor-patient relationship. 
Disease management programs for aged  individuals 
are even more complex and have a very low cost-
benefit ratio, given that treating a disease properly 
only reduces the rates of morbidity associated with 
the condition. The best option is to structure models 
that work in an integrated manner and cater for 
the whole range of needs29. If this approach is not 
taken, then the problem is hard to resolve, because 
other diseases and their frailties remain. Moreover, 
resources will not be used rationally30.

Epidemiological information translates to the 
ability to predict events, allowing early diagnosis 
(especially for chronic diseases), delaying the onset of 
these conditions and improving both quality of life and 
the therapeutic approach. Determining health status of 
the aged population should consider the overall state 
of health, i.e., take into account a satisfactory level of 
functional independence, as opposed to merely the 
absence of disease. Thus, the notion of functioning 
can be construed as a paradigm for the health of 
older adults, representing one of the most important 
attributes of human aging, since it encompasses the 
interaction between physical and psycho-cognitive 
capacity to perform activities of daily living20,31.

Well-being and functioning go hand in hand. 
They represent the presence of autonomy, individual 
decision-making ability and control over one ś actions, 
establishing and acting on one ś own convictions and 
independence – the ability to carry out something by 
one ś own means – enabling the individual to take 
care of themselves and their life. It should be noted, 
however, that independence and autonomy, although 
closely related, are separate concepts31. Some people 
are physically dependent but are perfectly capable 
of deciding what activities they wish to engage in. 
Others, on the other hand, are physically able to 
perform certain everyday tasks, but not to choose 
how, when or where to carry out these activities20.

Functional evaluation defines the correct 
stratification and allocation of the aged patient into 
the line of care required, and also allows their care 
behaviour to be predicted. Functional autonomy is 
an important predictor of health of older adults, but 
systematically assessing the whole aged population 
using long comprehensive scales is far from ideal. A 
variety of assessment tools is available for screening 
risk and organizing entry to the health system, 
validated and translated into Portuguese.

A two-stage approach, dedicating full evaluation 
only to individuals at high risk, as detected by a 
process of screening, is more effective and less 
painstaking. For the first stage of rapid screening, 
a tool meeting the following criteria should be 
employed:

• simple and safe;

• short application time and low cost;

• accurate for detecting the risk investigated;

• validated for use in the population and for the 
condition being checked2; 

• acceptable sensitivity and specificity;

• have a well-defined cut-off point.

During the first contact, the PRISMA-7 should 
be used, developed in Canada for screening26 risk of 
functional loss in older adults13. Comprising 7 items, 
a validated, transculturally-adapted version of the 
scale for use in Brazil indicates the ideal cut-off for 
the population to be 4 points (4 or more positive 
responses). The scale requires no special materials, 
qualification or extensive training and can even be 
self-administered. Application time is 3 minutes and 
sociocultural and educational level do not influence 
comprehension of the questions.

The PRISMA-7 has been used systematically at 
the “front door” to the health system in Canada and 
by the British Geriatrics Society and Royal College 
of General Practitioners in the United Kingdom 
as a screening tool for functional loss and frailty32.
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The innovation needed

Socioeconomic transformations and their 
consequent shifts in lifestyle in contemporary 
societies – with changes in eating habits, increased 
sedentarism, and stress, coupled with the rising life 
expectation of the population – contribute to a higher 
incidence of chronic illnesses which today represent 
a serious public health problem33.

The way forwards is to take the right steps, with 
focus centred on the most important element in 
the whole process: the patient34. Care should be 
organized in an integrated fashion and treatment 
coordinated throughout the care pathway in a 
network logic9,34. The model should be based on 
early identification of risks of frailty of the user. Once 
risk has been identified, the priority is to intervene 
before the onset of illness, thereby reducing the 
impact of chronic conditions on functioning. The 
idea is to monitor health, not disease, within a logic 
of continued follow-up, varying only in terms of 
level, intensity and intervention scenario35.

It is important to attain better more financially 
economical care outcomes. This requires everyone 
involved to understand the need for change and allow 
themselves to innovate in terms of care delivery, 
means of remuneration and assessment of the quality 
of the sector.

This wil l result in benef its, qual ity and 
sustainability not only for this population group, 
but also for Brazilian health as a whole19. The effects 
of this change of model will be felt immediately 
by users. This transformation of the health system 
toward sustainability will become evident in the 
medium-term.

Care model

In international frameworks, the generalist 
physician or family doctor fully handles 85-95% of 
their patients, without the need for the intervention 
of specialists.  In addition, this doctor can recruit 
health professionals with specific backgrounds 
(Nutrition, Physiotherapy, Speech Therapist etc.), 
but it is the generalist who recommends them and 
performs referral36.

The British model, the National Health Service 
(NHS), is centred on the generalist doctor who 
has a high resolutive capacity, called the general 
practitioner (GP)3 ( in the United Kingdom, the 
GP is a special doctor who earns a bigger salary 
than specialists and is highly valued by British 
society. General practitioners are considered the 
“true doctors”, because they “know everything”) 
and a close bond with the patient27. Universal access 
to these professionals is guaranteed, regardless of 
income or social level, akin to the Brazilian Unified 
Health System (SUS).37 When registering with a GP, 
British citizens receive free state medical care at health 
clinics manned by a team consisting of generalist 
physicians and nurses. Any treatment needed, if 
not extremely urgent or due to an accident, will be 
administered at the local clinic38. By contrast, under 
the North-American model, patients are referred 
to numerous specialists. These are two wealthy 
countries with a long tradition in medicine. They 
operate, however, different systems which provide 
very different results39.

A recent study involving developed countries 
conducted by the Organization for Economic Co-
operation and Development (OECD), showed the 
difference in health costs in the US compared with 
other wealthy countries with good quality care40 
– where spending on health care28,31, naturally, is 
larger than in developing countries. Nevertheless, 
spending by North-Americans is far greater.  In 
2017, spending per capita reached US$ 10,224, or 
28% higher than in Switzerland and over double that 
of the UK. These figures highlight that investing 
heavily in the treatment of diseases does not suffice.

Specialists are generally perceived as being more 
limited since they only have expertise in a single 
specialty. In the eyes of British patients, GPs are 
the best doctors.

 In some countries, accreditation and assessment 
of quality indicators are obligatory requisites. In 
Brazil, priority is placed on volume. A policy for 
incentivizing quality is currently lacking. Patients do 
not always recognize this as a need, and both public 
and private health providers regard this as an extra 
cost. Although these needs are acknowledged by 
most health managers, little is done to improve the 
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situation. Thus, for a well-structured care model25, 
certain elements are essential. For example, the 
Statute for the Aged, enacted under Law no. 10.741 
in October 2003, is a set of laws designed to defend 
and protect older citizens, defined as individuals 
aged 60 or over41.

In Brazil, there is an excess of consultations by 
specialists, because the current care model follows 
the North-American logic, promoting fragmentation 
of care28. Quality care requires greater awareness 
from health managers and society. Some claim that 
applying instruments to gauge service quality and 
introducing accreditations and certifications would 
prove too costly, but qualified services are more 
cost-effective, less wasteful and have better care 
outcomes for patients.

The model proposed here is structured around 
low intensity levels of care, i.e., lower costs and 
consisting basically of care delivered by well-trained 
health professionals and involving epidemiological 
screening instruments, besides the use of monitoring 
technologies31. It is paramount, especially in today ś 
world, that information pertaining to clients and their 
electronic medical records are available on the cloud, 
accessible from computers or cell phones anytime 
and anywhere, so that physicians and other health 
professionals may monitor the client when necessary42.

A concerted effort should be made to ensure that 
patients remain within the sphere of low intensity 
levels of care, in a bid to maintain their quality of life 
and social participation. The target goal is to ensure 
over 90% of older adults enjoy this level of care43.

It is argued the portfolio of clients should contain 
individuals aged 50 or older. Too young? Not exactly.

Although not older adults, the epidemiology 
shows that it is from this age that chronic diseases 
begin to manifest.  And the earlier the structure 
of a model of education in health and prevention 
is established, the greater the chances of success.

However, defining a cut-off from 55 or 60 years 
and older is also possible. In Brazil, the status of being 
aged is defined as occurring from 60 years onwards17.

Teams are based on a duo of professionals: a 
geriatric doctor and a gerontological nurse. This 
pair is responsible for the health of a portfolio of 
around 800 clients. Working weeks are defined at 20 
hours for doctors and 25 for nurses. The geriatrician 
performs clinical management; the nurse, specialized 
in Gerontology, acts as care manager, monitoring 
the health status of users and consolidating the role 
of contact person for support and of strengthening 
ties with the patient ś family.

A brief functional evaluation is carried out on 
the first contact. This serves as a reference baseline 
for monitoring and as a parameter for following the 
therapy plan between different points in the system.. 
The care manager is tasked with overseeing the 
transition of care between services and revaluates 
the patient ś functional capacity annually, or as and 
when necessary, encouraging their participation in 
the process. The care manager ś function is key to 
the model proposed and their involvement mirrors 
that of navigator in the North-American system, a 
role created to help guide more frail patients.

The function of navigator can be found in some 
providers/operators in the United States and their 
role is central in the present proposed framework. 
According to the American Medical Association, this 
professional is responsible for managing the care of 
users throughout the different levels of complexity 
of the health system, checking whether prescriptions 
and orientations are being observed34.

Besides the geriatrician and nurse, the 
multidisciplinary team consists of a physiotherapist, 
psychologist, social worker, speech-language 
therapist, nutritionist, physical educator and workshop 
leaders (professionals engaged in integrative dynamic 
activities linked to the program).  In the event that 
user care needs are identified at other levels of care, 
referrals are made to specialists but always via the 
generalist doctor.

It is important to point out that the model does 
not retain specialists, with some exceptions, such as 
when there is a large contingent of frail individuals 
at a clinic. In this case, six specialized areas related 
to the model are recommended, because these 
are part of the annual evaluations, or aiding the 
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generalist doctor, given their specificity, demand 
and high prevalence. These 6 specialties are in areas 
in which annual preventive and control exams are 
conducted, namely: Cardiology, Gynaecology, Uro-
proctology, Dermatology, Speech-Language therapy, 
and Ophthalmology. It should be noted that, of this 
list of professionals, the Otorhinolaryngology/ENT 
specialist need not be a doctor but rather a speech-
language therapist).

Consultation with the specialists listed is only 
possible upon request by the patient ś GP. Thus, if 
the client requires care of a given specialist, the other 
specialties will not be involved. The same reasoning 
applies to hospital admission. Doctors and nurses are 
in charge of contacting the physician of the hospital, 
to be briefed on the case, preferably seeking to ensure 
best care with shortest hospital stay.

Client entry

Entry occurs via an action referred to as reception, 
which takes place in two stages. The first stage is 
administrative and institutional in nature, when an 
in-depth presentation of the actions proposed is 
made, with an emphasis on health promotion and 
disease prevention. Users thus have a better grasp 
of the model and the overall dynamic of differential 
care which will be offered to improve their health 
and quality of life. Moreover, participation of older 
users should be encouraged, because this is integral 
to this healthcare model24.

In the second stage of reception, the care 
commences proper. As outlined previously, in order 
to organize access to the levels of the model, a risk 
identification screening questionnaire is applied: the 
PRISMA-735. After application of this rapid screener, 
the result will be stored on the information system. 
The patient then completes the other instruments 
comprising the functional evaluation. The functional 
evaluation entails a 2-step process performed by 
employing validated reliable instruments adopted 
by the leading geriatric research groups.

The Clinical-Functional Vulnerability Index-20 
(IVCF-20) (https://sistema.medlogic.com.br/

ngIVCF20/ge/ standalone/671/646) measures 8 
dimensions: age, self-rated health, activities of daily 
living (3 instrumental and 1 basic ADL), cognitive 
status, mood/behaviour, mobility (reach, grasp 
and pinch grip; aerobic/muscle capacity; gait and 
urinary/faecal continence), communication (vision 
and hearing) and presence of multiple comorbidities, 
indicated by polypathology, polypharmacy and/or 
recent hospital admission. Each question is scored 
specifically according to44 the performance of the 
subject, for a total of 40 points. In addition to 
the questions, several measurements, such as calf 
circumference, gait speed and weight/body mass 
index, are included to increase the predictive value 
of the instrument24.

Scoring is categorized into 3 classifications:  
0-6 points, the respondent likely has low clinical-
functional vulnerability and does not require further 
assessment or specialist follow-up; 7-14 points, 
indicates increased risk of vulnerability and the need 
for more in-depth assessment and attention to identify 
the appropriate treatment for chronic conditions; 
≥15 points26, deemed high risk of vulnerability 
or existing frailty requiring more comprehensive 
assessment, ideally by a team specialized in geriatric-
gerontological care with psychosocial support5,12. The 
group headed by Professor Edgar Moraes8,45, of the 
Federal University of Minas Gerais (UFMG), has 
made the instrument available on-line.

The Lachs Scale is applied after the IVCF-20. 
This probes other areas thereby conferring further 
robustness to the assessment results. This strategy 
of using 2 of the best epidemiological instruments 
aims to improve the reliability of results.

The Lachs Scale46 – comprises 11 items (questions, 
anthropometric measurements and performance 
tests) and assesses areas commonly impaired in 
older adults: visual acuity, hearing, upper and lower 
limbs, urinary continence, nutrition, cognition and 
affect, ADLs, home environment and social support. 
The application of this instrument provides a rapid 
systematized means of identifying functional domains 
that should be subsequently assessed in more detail 
to establish a diagnosis and plan interventions.
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• Katz scale – assesses basic activities of daily 
living47.

• Lawton´s scale – assesses instrumental 
activities48,49.

• Mini evaluation of nutrition45.

• Tinetti scale – test of balance and gait50.

• Jaeger Card – assesses visual acuity51.

• Mini-Mental State Exam – Test by Folstein52.

• Geriatric Depression Scale – by Yesavage47,53.

In addition to risk identification and screening 
protocols, other epidemiological instruments are 
applied annually. The doctor is the manager of 
follow-up and also of the interprofessional geriatric 
team, performing more in-depth assessment toward 
devising an intervention plan. This information 
will be collected and stored until the end of the 
care pathway. After this assessment, an individual 
therapeutic plan is defined that includes regular 
appointements24, referral to the multidisciplinary 
team, community centres, and if applicable, 
assessment by specialists.

 A unique longitudinal and multi-professional 
electronic medical record is then set up and used to 
store information at all levels of care under the care 
model, from first contact to end-of-life palliative 
care. This record should contain information on 
the patient ś clinical history and physical exams, 
but also includes information on daily routine, 
family and social support etc. Information from 
other health professionals such as physiotherapists, 
nutritionists and psychologists etc. should also be 
held. Participation of the family, explanation of 
activities, and epidemiological screenings are other 
important features of this product. Information on 
all procedures is fundamental to allow monitoring 
of the client4.

One of main factors for controlling costs of 
the program is follow up at each level of care. This 
ensures there are no gaps in patient care when the 
case is referred to the care network, tertiary care is 
required or hospital-level treatment53. The transition 

across care levels is overseen by the management 
team, which strives to maintain a smooth flow of 
information, liaising with assisting professionals and 
seeking to adhere to the principle of management 
predominantly by the geriatrician-nurse dyad.

The control of hospitalization takes place via 
a flow to aid the client, ensuring that the health 
professionals assigned to the case are aware of the 
patient ś clinical and therapeutic history, as well as 
the understanding that the individual has frequent 
follow-up and is set to return to their health team 
when the clinical condition has been controlled54. 

In the event of hospitalization, patient monitoring 
is performed daily on 2 fronts.  For the first, the 
nurse keeps in touch with the family to provide 
support, clarification or to identify needs (pertaining 
to patient or family). The other front involves the 
prevention manager who provides liaison between 
the outpatient clinic and hospital, performing daily 
follow-up with the attending hospital physician. 
In hospitals which have internists, this contact is 
facilitated and direct.  In other hospitals, support is 
provided by medical auditors or by the care team.

Thus, when the older adult needs to be admitted 
to hospital, this takes place more quickly, avoiding 
unnecessary procedures or admission to intensive 
care, ensuring post-discharge transfer32 to low 
intensity level care settings, without the need to 
consult several specialists55. This all culminates in 
higher quality care, with a significant cost saving and 
positive impact on the medical loss ratio56.

Technology features

A high-qual ity informat ion system and 
lightweight technology is essential in helping to win 
the confidence of clients. Without using technology, 
this project cannot go forwards and thus competence 
is needed to use it to the full.

For example: the client, upon reaching the 
front-door of the health centre, may undergo facial 
recognition which automatically brings up their 
medical record at the reception desk. When receiving 
the client, the receptionist addresses them by name, 



12 of 22

Contemporary care model for the aged

Rev. Bras. Geriatr. Gerontol. 2024;27:e240038

enquires after the family and checks the list of 
medicines they are using.

Another important feature is the availability of a 
cell phone app containing individualized information 
and reminders for appointments and prescribed 
actions. The app can, among other functions, request 
the client to take a photo of their breakfast and 
forward this to the nutritionist40, who can then check 
whether the meal is balanced, contains adequate 
dietary fibre etc.

Although extremely simple, these actions confer 
great trust, making the client feel protected and 
valued from day one.

The information system, which commences with 
registration of the user, is one of the pillars of the 
program. Via the system, the entire care journey will 
be monitored at each level, checking the effectiveness 
of actions and contributing to decision-making 
and follow-up. This entails a unique electronic 
record that is longitudinal and multi-professional, 
and accompanies the client from initial reception, 
providing an integral assessment of the individual.

The pandemic and associated lockdowns pose 
a number of challenges to medical practices. In 
the proposed model, contact with the client can 
be increased, since, besides face-to-face meetings, 
consultations via telemedicine are also incorporated57. 
The aim is not to replace encounters in person, but to 
introduce flexibility and convenience for scheduling 
times and days for consultations, given that neither 
the doctor (or nurse) nor the patient need travel to 
attend the session.

The drive for innovation and use of the latest 
technology provides closer contact of the health team 
with the client and family members. With a platform 
specifically designed for this care, the contact of 
gerontologists will be increased, enabling numerous 
individual or group-based actions involving a 
nutritionist, psychologist or physiotherapist, with 
counselling and broader contact with clients.

Besides the interdisciplinary team which delivers 
care directly, the model boasts a team of doctors 
and nurses working virtually. The GerontoLine 
relationship channel guarantees the users full-time 

coverage 24/7. In passive mode, this receives calls 
from clients for guidance; in active mode, the team 
contacts patients on a regular basis keeping them 
on the care radar. Favouring this interaction, the 
professionals coordinating care (online) have access 
to the key information help in each patient ś medical 
history.

GerontoLine differs from cal l centres, 
commonplace in traditional health services and 
which typically operate with poorly-trained staff 
who have a reputation for overuse of clumsy “gerund 
phrases”5 and offer no support if the client ś question 
or query falls outside the script.

With GerontoLine, which is available 24 hours 
a day, 7 days a week, the call is answered by trained 
health professionals who have access to the patient ś 
records and, thus, have everything at their disposal 
to resolve problems58. Should an ambulance need 
calling in the middle of the night, this professional 
handles the whole referral process. In the event of a 
call during the early hours, this attendant will send a 
message out to the doctor, explaining the reason for 
contacting them. Hence, first thing in the morning, 
the doctor can take the first measures necessary.  In 
other words, the patient and their family members 
feel protected, since they know that if needed, there 
is a qualified telephone service available to them.

In order for the GerontoLine to work smoothly, 
a comprehensive patient record is required7, which 
documents not only clinical issues, but also 
behavioural, social and family aspects, where a 
global view of client needs are necessary for this 
model. Another benefit is the epidemiological 
assessment instruments which are applied at the 
first consultation, and repeated annually thereafter, 
or sooner if a special need arises.

Fee for service

The prevailing hegemonic model for payment of 
health services in many countries, both within public 
systems and private health plan market, is the fee-
for-service (or pay-for-performance) model. This is 
characterized by stimulation of competition by users 
and payment for the number of services delivered 
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(volume). There is no use changing the payment 
model59 without also changing the care model and 
vice-versa, since the two are interdependent.

Some of the flaws in the Brazilian health system 
(especially supplemental services) which largely 
affect older users are the result of the decades-
old model adopted. In order to cater to the new 
pressing demand from society, alternative models 
of pay need to be implemented to break the vicious 
circle of fragmented consultations out of step with 
the social and health situation of older adults, as 
well as the ordering of procedures unrelated to the 
desired outcome60.

Performance-related pay is remuneration based on 
results attained over a given period. Because technical 
and behavioural standards required of professionals 
under this model are high, the payment is intended 
to compensate for this high level of performance.

Fee-for-service has bonus rates as high as 30% on 
top of base salary for the quarter. Every 3 months, an 
appraisal of the professional ś performance is carried 
out based on previously established indicators. Given 
a total of 4 medical consultations per year should be 
provided under the program criterion, 1 consultation 
per quarter for every client in the doctor ś portfolio 
is expected.

Professional diligence and good time-keeping 
are pre-requisites for awarding bonuses and are 
fundamental for guaranteeing the number of 
consultations - a key performance indicator for 
service operation. Another eligibility criterion for 
the points program for bonus awards is proper 
registration of information for each patient, including 
any hospital admissions. These stays constitute the 
main cost factor, where strict control by the team is 
key to the economic-financial success of any initiative 
or project.

Another basic principle is the geriatric doctor ś 
ability to resolve cases. According to international 
studies38, generalist physicians can resolve 85-95% of 
their clientele ś clinical issues.  Referrals to clinical 
specialties are the exception. If the doctor refers no 
more than 10% of the clients from their portfolio 

within a given quarter, this indicates good case-
resolving ability and eligibility for bonus points.

The engagement of users in the program offered 
by the multidisciplinary team and the institutional 
Community Centre provides a measure of the bond 
with the client and of resolutive capacity. Hence, an 
item was included that rates participation of members 
of each portfolio in consultations with the team 
gerontologists and in group activities run by the 
institution ś Community Centre contributing further 
points toward bonus awards.

Medical loss ratio is the main economic-
financial indicator for assessing the program, with 
a commensurately higher weighting attributed to this 
item, and for which the physician can be awarded 
up to 2 points on their performance appraisal. The 
goal is excellence in care provision, so it is only fair 
to incentivize the professionals as part of the win-
win premise..

Other means of rewarding performance include 
granting time off, book purchases and funding post-
graduate courses.

There is no doubt that performance-related pay 
models will be introduced in Brazil. Professionals 
in the health sector should start entertaining this 
notion more as a question of how this will roll out, as 
opposed to when or whether this will take place35,61.

Therapeutic groups

Therapy groups are a group-based intervention 
strategy involving patients who have the same 
condition. Through discussion circles and interactive 
presentation, participants have the chance to better 
understand the disease in questions and clear up 
doubts, representing a self-preventive action.

The duration of these group meetings depends 
on the subject being addressed. In each shift, 60 
minutes are dedicated to this action, convening 
5 to 10 participants. Topics discussed are chosen 
according the actual needs of the portfolio of clients.
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Workshop leaders

Workshop leader is the term typically used to 
refer to the instructors of activities performed daily 
within the setting of institutional Community Centre. 
These professionals are gerontologists specialized in 
their field of practice.

A schedule of weekly activities is offered to the 
clients, who can choose those which interest them 
most. Clients can take part in more than one activity, 
depending on demand.

Comprehensive Geriatric Assessment (CGA)

Assessment of activities of daily living (bathing, 
toileting, transferring, continence and feeding), 
instrumental ADLs (using the telephone, shopping, 
preparing meals, handling medications and finances) 
and mobility (balance, gait speed and limb strength) 
can contribute to generate important information 
for decision-taking, mapping individual protection 
and risk factors62.

The medical-health activities of health education 
can broaden its focus of attention to encompass 
positive dimensions of health beyond controlling 
specific diseases63.

Screening of hearing/vision, and help in 
management of the use of multiple medications– 
“polypharmacy” –  precedes the detection of 
problems, contributing to care. Health habits 
(protective factors) include balanced diet, regular 
physical exercise, stimulating social interaction, 
occupational activity and well-being actions in 
the field of nutrition (cuisine for diabetes and 
osteoporosis, for example)51.

Community centres

With the steady growth in the older population, 
some education programs focused on leisure have 
been developed. The first Brazilian experience of 
education for middle-aged and older adults was 
implemented by the Social Service of Commerce 
(SESC) in the form of community groups. These 

groups emerged in the 1960s running programs 
centred around leisure activities.  These were welfarist 
in nature in as far as they did not offer the tools 
needed for subjects to regain the desired autonomy. 
From the 1980s, universities began to provide 
educational programs for the older population and 
for professionals wishing to study aging-related 
issues, predominantly offering education, health 
and leisure64. 

Similar centres had also been set up by health 
maintenance organizations following the release by 
the National Agency of Supplemental Health (ANS) 
of the Care Plan for Older Adults in Supplemental 
Health. The document sets out incentives to foster 
a change in the care logic, providing opportunities 
for health promotion for older adults.  A resolution 
was also published which encourages health plan 
beneficiaries to take part in active aging programs, 
in exchange for discounts on their monthly fee62,65.

The setting up community centres is in line with 
the National Health Policy for the Aged (Regulation 
no. 2528, of 19th October, 2006). The primary goal 
is to recuperate, maintain or promote autonomy 
and independence of older individuals, as well as 
foster active healthy aging, with encouragement to 
participate and boost social interaction.

The centre offers a range of activities which 
contribute to healthy aging, development of autonomy 
and social interaction, strengthening of family ties, 
community involvement and prevention of situations 
of social risk for individuals aged ≥ 60 years66. The 
programs, besides offering physical exercise, feature 
cognitive training, nutritional programs67, telephone 
services, computing, home security, fall prevention, 
urinary/faecal continence, immunizations and 
financial management. Care with mobility of older 
adults, fall prevention and balance in workshops for 
psychomotricity, strength training, advice on choice 
of footwear and podology service, are all important 
because they help maintain independence68.

Aging requires adaptations. New learnings 
serve as a resource for maintaining functioning 
and flexibility of older adults69. Art, cultural and 
recreational activities are traditionally associated with 
community centres for older adults and represent 
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important sources of pleasure:  general knowledge, 
languages, information technology, composing 
texts and reading, patchwork art, ballroom dancing, 
music, card games, dominoes, chess, meditation and 
sightseeing trips.

As a tool for planning aging, there is the Time 
Trade-Off questionnaire, which allows a negotiation 
between the health professional and older individual, 
considering risk and pleasure.

Many retirees rejoin the job market on a regular or 
sporadic basis, whether for pleasure or due to necessity, 
topping up income and stimulating social contact. In 
the USA, many dedicate time to voluntary projects.

Community centres can provide legal aid services, 
a caregiver agency and help for the housebound 
(support for ADLs, remote assistance and meal 
deliveries etc.). To this end, investment in courses 
for training caregivers and in communication in the 
care network is essential.

Also, regularly frequenting workshops allows 
the older person to experience a routine, which also 
benefits the caregiver who is freed up to engage in 
other activities. An annual or six-month “contract” 
for older adults to attend workshops, as they see 
fit and subject to the availability of coordinators, 
facilitates management.

The centres can also provide a forum for 
discussion of issues affecting the older individual. 
Aging and end-of-life warrant focus. A practical, 
light-hearted guide can be devised addressing 
frequently asked questions in relation to aging (e.g., 
“what is happening to me?).

Philosophy and religion can contribute to 
reflection on aging and death. According to Plato, in 
Ancient Greece, to philosophize was akin to learning 
how to die. An idealist, he believed in life after death, 
regarding one ś demise as a passage, a liberation of 
the soul. For materialists, however, such as Epicurus, 
life was finite, making it even more valuable. One 
cannot live the same way when believing in such 
different conceptions of death70. 

 End-of-life, palliative care and the way we 
culturally cope with this stage of life were examined 

in a previous study34. Would it be feasible to prepare 
a practical, yet sensitive, guide presenting some ideas 
about death? Psychology, based on a discussion 
about ties, can help toward this task. Letting go of 
perfect hair colour, eyesight and hearing, letting go 
of power and memory; allowing decline, accepting 
the “exoskeleton” (prostheses, hearing aids, 
glasses, implants.); finding solutions, transforming 
and refining. Dealing with the fears as a group is 
fruitful, but older adults are charged with the task of 
letting go, experiencing loss, saying farewell. Human 
loneliness is a fact and a necessary one. However, 
the Community Centre can help to reflect on the 
meaning of life, every life, by cultivating individual 
stories in accounts enriched with photos, scenes 
from films, songs, food recipes, sharing meals etc.

The human journey throughout the life span is 
a cultural construct that is experienced in a singular 
fashion. Each phase determines and predicts the 
possibilities of the next: we age as we live. Flexibility 
and resilience (ability to cope with events) differs 
from person to person. The experience of ageing 
is both heterogeneous and multidimensional, thus 
calling for singularity also in care plans71.

When dealing with minor stressor events in 
daily life, we draw on personal resources, including 
social resources. The importance of solidarity and 
sharing experiences is relevant for older adults and 
those around them. The quality or functioning of 
social support is more important for adaptation 
of older adults than the number of people in the 
network or the frequency of contact72. Indeed, the 
association between social support and self-care 
supports this notion56.

 It is through this goal of valorising and respecting 
old age, fostering an effective embracing approach 
that Community Centres have found their place 
based on the premise that whoever works with 
the perspective of respecting the needs of aged 
individuals respects their own future. 

Birthplace of the model

The model presented was developed within the 
Open University for the Third Age of the University 
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of the State of Rio de Janeiro (UnATI/UERJ) 24, 
a centre for studies, education, debates, research 
and assistance addressing issues inherent to aging, 
which has contributed to a change in the mindset 
of Brazilian society regarding its attitudes to older 
generations. The institution was set up 30 years ago 
and has gained international recognition as delivering 
one of the most important health programs for 
middle-aged and older adults68.

This initiative has also garnered international 
awards and been endorsed by the World Health 
Organization.

The essential core elements – a summary 

Devising a care model for the older population 
should address and implement a set of measures and 
actions based on the summarized checklist below:

a. Doctors should be duly qualified in Family 
Medicine and Public Health and manage a fixed 
portfolio of clients;

b. Institutional community centres are an important 
area within health clinics, playing a key role as 
a forum for health education, promotion and 
preventive actions;

c. Funct ional assessment provides correct 
stratification and allocation of older patients 
into the appropriate line of care (a number of 
assessment tools for screening risk are available);

d. The physician performs clinical management 
and the nurse acts as care manager, monitoring 
the health status of users and consolidating 
the role of contact person for support and 
strengthening ties;

e. Besides the generalist doctor specialized in 
geriatrics and the nurse, the team consists of 
several gerontologists (e.g. physiotherapist, 
psychologist, social worker, speech-language 
therapist, and nutritionist) and workshop leaders 
(professionals engaged in integrative dynamic 
activities linked to the community centre 
program);

f. The activities run at the community centre help 
nurture a sense of belonging among clients, 
and also promote an environment conducive 
for participation and health education; 

g. Only after the generalist physician has exhausted 
all efforts to resolve the patient ś issue will they 
refer the case to specialists;

h. A system of second opinion may also be employed, 
aiding the doctor to resolve some health problems 
while averting premature referral to a specialist;

i. The number of annual medical consultations shall 
be defined according to the risk and specific needs 
of the client. It is important to reiterate that care 
delivery, besides the doctor, involves a nurse, who 
performs follow-up visits, the gerontologists (in 
the fields psychology, nutrition, physiotherapy, 
and physical educator), as well as activities at the 
institutional community centre. The client and 
their family will have a substantial number of 
visits during the course of the year;

j. In the event of hospital admission, doctors and 
nurses are in charge of contacting the attending 
physician at the hospital, available to be briefed 
on the case, make daily visits and, ideally, seeking 
to ensure best care with shortest hospital stay;

k. It important to ensure that, even if seen at another 
care facility (hospital), the patient always has their 
registered doctor. 

l. Use of an epidemiological tool to establish the 
risk identified after assessment, categorized as 
robust, at risk of frailty, or frail; 

m. Remote care 24/7 is provided by qualified 
gerontologists who have access to the client ś 
medical records. This service is cal led 
GerontoLine, a unique feature of the model; 

n. The single electronic record compiling users´ 
health information enables individual and group 
strategies for prevention to be devised; 

o. Low-tech solutions must be deployed for 
monitoring to make the project feasible; 
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p Another important feature is the availability 
of a cell phone app containing individualized 
information and reminders for appointments 
and prescribed actions.

The checklist of items outlined above is a 
summary of the model, which is not doctor-centred, 
i.e. goes beyond physician visits, and incorporates 
consultations defined according to patient needs 
based on risk determined by epidemiological tools. 
Allied to medical consultations, there are visits with 
the nurse, paired with the doctor and who, as a dyad, 
manage 800 clients, treating only low-complexity 
problems, but representing the point of contact with 
client and family. The hospital and specialists should 
be regarded as an exception not the rule. We have 
nothing against specialists or the hospital, but feel 
that the practice of these segments is excessive, an 
area which does not create client trust, leads to higher 
costs, and confers little or no benefit to the health 
of this client group.

In this care journey, besides visits by the doctor-
nurse dyad, there are the gerontology professionals 
on the team who receive the clients following 
referral by this duo. The client ś family members 
are also contacted to provide further information 
and demonstrate the care provided is comprehensive 
and not solely disease-centred, encompassing social 
and behavioural aspects, given that support and 
assistance from the family is crucial. All actions are 
logged in a quality electronic record developed for 
this modality of treatment. These comprehensive 
records are critical for the professionals in the 
team and especially for GerontoLine, which 
provides a remote service around the clock. The 
GerontoLine responders are trained qualified health 
professionals and rely on quality information from 
the patient record in order to take resolutive actions. 
Upon taking a call or message on the app, these 
professionals have access to the medical record in 
question and are able to take the most appropriate 
action. The team also comprises professionals who 
run the workshops, where a host of different topics 
are addressed or light-hearted activities performed. 
In summary, the client and their family have at 
their disposal a multidisciplinary team of highly-

trained professionals, where the success of “care 
coordination” is achieved by regular monitoring plus 
knowledge of the client and their family through 
the best action and support for the patient ś health.

These are the elements to be developed and that 
will make a difference. In fact, all the content presented 
to this point discloses nothing majorly new. A similar 
care model has been in place in the United Kingdom 
since 1948, and many managers acknowledge this 
as more efficient, resolutive, and lower cost. In 
modern practice, the clinical management of the 
most prevalent diseases affecting the older population 
pursues a doctor-centred approach. We are in favour 
of good medicine, but recognize that other areas of 
knowledge should be included and interact in the 
process of integral health care. 

Thus, the overarching aim of this study is to 
rally for reflection: 

1. Why is it that all are in favour of models focused 
on health prevention and promotion, yet few 
transform this discourse into practice? 

2. Why does an outdated fragmented more expensive 
and lower quality model persist, when a decades-
old tried and tested alternative is available?

3. And why not information, technology, innovation, 
care quality, bonus awards, performance-related 
pay, and graduate-level gerontologist team? These 
key aspects make the difference and cuts costs!

Let us take these measures to heart.

DATA AVAIL ABIL IT Y

The entire dataset supporting the results of this 
study is available upon request to corresponding 
author Renato Peixoto Veras.

CONCLUSION

In recent years, I have been dedicated to 
researching the integral care of older adults and 
refinement of care models.  In the capacity of 
Director of the UnATI/UERJ and in my role as 
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Editor-in-Chief of the Revista Brasileira de Geriatria 
e Gerontologia (RBGG-Brazilian Journal of 
Geriatrics and Gerontology), beyond mere opinion, 
I have personally witnessed both the desire and need 
to consolidate the structuring of the care model for 
older adults.

 I often receive comments of praise, yet, these are 
invariably tempered by the remark: “what you write 
is so obvious that maybe this is why it ś so hard to 
put these ideas into practice .̈ I tend to agree.

And it is precisely because I realize these reforms 
are increasingly imperative with each passing year 
that, that I am again bringing this matter to the 
attention of academics and opinion leaders in the 
health sector, because a further dose of medicine 
is sorely required which, it is hoped, will be able to 
remedy the present ailing care model..

Population aging is accompanied by new 
demands, and challenges the traditional care model. 
Advancements in technology, science and medicine 
offer those who embrace the modern tools for 
maintaining health the chance to enjoy life for longer. 
The social and economic transformations of the last 
few decades, their consequent shifts in behaviour 
of contemporary society – changes in eating habits, 
increased levels of sedentarism and stress – and 
growing life expectancy of the population, have 
contributed to higher rates of chronic diseases, 
posing a major public health problem. The health 
needs of the older population cannot be satisfactorily 
met until it is recognized that this stratum of society 
requires specific care. This makes overhauling the 
current health model an imperative.

Scrutiny of the national health budget reveals that 
the vast bulk of funds is dedicated to hospitals and 
equipment for performing complementary exams. 
Society and health professionals alike, as a general rule, 
adhere to a “Hospítal-centric” logic, with a mind-set of 
only treating diseases as opposed to preventing them.

The ideal care model for the older population 
should be centred on identifying potential risks. 

Monitoring health instead of disease will direct 
investment toward early prevention, resulting in a 
better chance of rehabilitation and reduced impact 
on functioning.

As a response to the older populat ion, 
more actions focused on health promotion and 
education, the prevention and delaying of disease 
and frailty, besides maintenance of independence 
and autonomy, should be implemented.. Lastly, 
increasing longevity alone does not suffice. It is 
vital that these additional years can be lived with 
quality, dignity and wellbeing.

A novel approach to health care that promotes 
quality of life for users – albeit under the SUS or via 
the private sector – will entail the use of qualified 
well-prepared professionals, integrated care, and 
judicious deployment of information technology. 
This is the shape that contemporary resolutive models 
advocated by leading national and international 
health organs should take. 

If we age as we live, and where this study 
foresees the future of the 21st century as “grey”, 
then an innovative quality care system must be 
built, because the prevailing outdated care model 
will only exacerbate the current poor service and 
healthcare crisis – particularly for older adults, the 
age group placing the greatest demand and cost on 
the system. The importance of healthcare, promotion 
and prevention remains clear, as does the need to 
deploy technology for consultations, monitoring 
and information, namely, the “coordination of novel 
care approaches”. This implementation cannot be 
deferred as, after all, he who respects the needs of 
the aged, respects their own future!

AUTHORSHIP
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Low protein intake is associated with mortality in Brazilian older 
adults

Abstract
Objective: To estimate the association between low protein intake and mortality in older 
adults. Methods: Prospective study carried out with 621 older adults in a medium-sized 
city (Viçosa, Minas Gerais) in Brazil. Protein intake was assessed at baseline (2009) by 
the usual intake recall and the protein intake classification was used as proposed by the 
Brazilian Society of Parenteral and Enteral Nutrition. Mortality data were collected in the 
follow-up period (2009 to 2018) from the Mortality Information System. Cox regression 
models were applied to estimate the independent association between total protein 
intake and mortality, and Hazard Ratio estimates and their respective 95% confidence 
intervals were calculated. Results: Among the 621 participants in the study, 52.7% were 
female, and the prevalence of low protein intake was 60.9%. Over the 9 years of follow-
up, there were 154 deaths (23,3%). In the adjust models, older adults with low protein 
intake showed increased risk of death [HR: 1.72; 95% CI: 1.05 - 2.82].  Conclusion: Low 
protein intake  may increase  the risk of death in the older adults.
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INTRODUC TION

Population aging is evident throughout the world. 
This scenario reflects achievements, but also involves 
numerous challenges regarding health because 
several physiological changes associated with the 
individual aging process, as well as socioeconomic 
determinants, can favor worse outcomes such as 
functional disability, frailty and mortality1.

In this context, nutrition plays a central role 
in preventing and controlling health problems2. 
Among nutrients, protein plays an important role 
in the healthy aging process3 as older adults are more 
leaning to malnutrition and anabolic resistance in 
muscle tissue, both related to insufficient levels of 
this nutrient4.

There is evidence that low protein intake is 
associated with reduced lean mass and the risk of 
sarcopenia5,6. Sarcopenia is a growing global health 
problem, affecting 5 to 17% of individuals aged 
between 60 and 70 years and up to 50% of individuals 
over 80 years of age7. Furthermore, it is related to the 
occurrence of falls, favoring a reduction in functional 
capacity and quality of life, as well as higher mortality 
in older adults5. Despite this, few Brazilian studies 
have focused on the relationship between protein 
intake and health in the aged population.

Regarding the relationship between protein 
intake and mortality, international literature shows 
inconsistencies between study results. One study 
showed that older adults with higher protein intake 
had a lower risk of mortality8, while another study 
showed that higher total protein intake was associated 
with higher all-cause mortality, with vegetable protein 
intake being inversely associated9. As far as it was 
possible to verify, there are no Brazilian studies on 
this topic.

Therefore, given the scarce number of studies 
carried out to date and their inconsistent results, it 
is important and timely to examine the relationship 
between low protein intake and mortality in older 
adults.

METHODS

The present study, with a prospective design, 
is part of a larger research on health conditions, 
nutrition and use of medicines by older adults in the 
municipality of Viçosa, a medium-sized Brazilian 
city located in the state of Minas Gerais. The 
eligibility criteria were older adults 60 or over, non-
institutionalized and living in the urban and rural 
areas of the municipality in 2008.

The source population was identified based 
on a census of the population of older adults 
aged 60 years and over during the 2008 National 
Vaccination Campaign, whose vaccination coverage 
was 80%. From then on, the generated database 
was complemented with information from the 
municipality's occupational and health service 
registry bases, totaling 7980 individuals, who were 
organized in alphabetical order in the database.

The sample size was calculated considering a 
95% confidence level, an estimated prevalence of 
50% for different outcomes of interest to the larger 
project, a tolerated error of 4% and 20% for loss 
coverage. Based on these parameters, the expected 
final sample was 670 individuals. Participants were 
selected by simple random sampling from the 
previously mentioned database. Other details are 
described in Nascimento et al. (2012)10.

Baseline data collection was carried out at the 
participant's home between June and December 
2009. Data were collected through interviews 
and anthropometric assessments. Seven pairs of 
previously trained interviewers applied a semi-
structured and pre-tested questionnaire covering 
sociodemographic information, health conditions, 
lifestyle and nutritional assessment.

In 2018, only death records of older adults 
participating in the baseline were collected through 
telephone calls, home visits and by consulting the 
municipality's Mortality Information System (SIM) 
databases.
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Once the deaths were identified and compared 
with individual data from the questionnaire, the 
underlying cause of death was extracted from the 
SIM database. In cases of older adults not identified 
in the SIM, participants were contacted via telephone 
in order to update their survival status. In cases of 
finding information about death, a visit was scheduled 
with the family member/guardian of the deceased 
older adults to obtain information about the date, 
place of death and basic cause of death by consulting 
the Death Certificate. Data loss was considered when 
no information was obtained about the older adult or 
in the case of moving to Viçosa. The causes of death 
were classified according to the Tenth Revision of 
the International Statistical Classification of Diseases 
and Related Health Problems (ICD-10)11.

Daily protein intake was assessed only at baseline, 
through the application of a habitual intake record, 
using the multiple passage method12 and with the aid 
of a photographic album of food portions. A single 
interviewer from each pair was previously trained 
and was responsible for applying the recall in order 
to promote precision in obtaining information.

The food consumption data described in 
household measurements were converted into grams 
(g) or milliliters (mL) after checking the information 
by the interviewer and a data collection supervisor. 
The estimation of food consumption and the 
macronutrient value of the foods consumed was 
carried out using the DietPro version 5i software. 
Daily protein intake was analyzed in grams per 
kilogram of weight (g/kg/day), using the adapted 
classification of protein intake proposed by the 
Brazilian Society of Parenteral and Enteral Nutrition 
(BRASPEN) (2019)13: inadequate intake (<1 g/kg/
day) and adequate/high (≥1 g/kg/day).

Covariates were selected according to the 
literature. Sociodemographic variables included 
sex (male, female), age (60 to 69; 70 to 79 and 80 
years or more), education (0; <4 years and >4 years 
of study). Behavioral variables were also collected, 
such as smoking (never smoked, ex-smoker and 
smoker) and health conditions such as number of 
hospitalizations in the last year (none; ≥1), number 
of diseases (<5; ≥5). Additionally, the total caloric 

value/day was considered. It was calculated from the 
sum of the macronutrient values; namely, for each 1 
g of carbohydrate, proteins and lipids, 4kcal, 4kcal, 
9kcal were considered, respectively.

Weight, height, waist circumference and leg 
circumference were measured for anthropometric 
assessment14,15. The Body Mass Index (BMI) was 
calculated as the ratio between weight and height 
squared and when above 28 kg/m2 it was classified 
as overweight16. Abdominal obesity was classified by 
cutoff points for waist circumference values: normal 
(men <94 cm; women <80 cm) and increased (men 
≥94 cm; women ≥80 cm)15. Cardiovascular risk was 
considered when the waist-to-height ratio (WHR) 
≥0.5 for both sexes17. Muscle reserve was classified 
by leg circumference (LC) and considered low for 
values   below 33 cm (women) and 34 cm (men)18.

The data were presented through descriptive 
analysis based on measures of absolute and relative 
frequencies for qualitative variables and measures of 
central tendency (median) and dispersion (interquartile 
range, IIQ) for quantitative variables. The normality 
of quantitative variables was assessed using the 
Shapiro-Wilk test. Mortality was compared according 
to covariates using Pearson's chi-square test and linear 
trend chi-square test. Furthermore, a survival curve 
was generated to evaluate protein intake (inadequate/
adequate) according to survival status.

Cox regression models were used to estimate the 
independent association between total protein intake 
and mortality, calculating hazard ratio estimates 
and their respective 95% confidence intervals. The 
proportionality of risk over time was assessed based 
on Schoenfeld residuals. Based on the literature and 
epidemiological and statistical criteria, confounding 
factors were considered in the models adjusted for 
variables (sex, age group, education, number of 
diseases, BMI, LC, smoking and total caloric value).

The analyzes were carried out considering a 
significance level of 5% to reject the null hypotheses.

The study was conducted in accordance with 
the principles established in the Declaration of 
Helsinki and approved by the Research Ethics 
Committee of the Federal University of Viçosa 
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(CAAE:69998517.0.0000.5153). All participants 
signed the free and informed consent form.

DATA AVAIL ABIL IT Y

The entire dataset supporting the results of 
this study is available upon request from the 
corresponding author.

RESULTS

Of the 670 individuals initially planned for 
inclusion in the study, 621 individuals actually 
participated, as there were losses due to refusal (n=24, 
3.6%), death (n=9, 1.3%), address not located (n=8, 
1.2) and moving to another city (n=8, 1.2%). Losses 
did not differ according to sex and age.

Among the 621 baseline participants in the study, 
the majority of them (52.7%) were female, 50.7% of 
them were aged between 60 and 69 years old, and 

more than 64.0% of them presented less than four 
years of education. The prevalence of inadequate 
protein intake was 60.9%.

For 45 individuals it was not possible to obtain 
information on survival status, so longitudinal analyzes 
were performed for 576 participants. Over the 9 years of 
follow-up (2009-2018), there were 154 deaths (26.7%). 
Compared to older adults who survived, the majority 
of non-survivors were aged between 70 and 79 years 
(39.0%), had less than four years of schooling (70.6%), 
had a history of one or more hospitalizations (23 
.4%), self-reported five or more diseases (40.3%) and 
were classified as having low muscle reserve (39.4%) 
(Table 1). Furthermore, the frequency of survivors 
was statistically lower among those with inadequate 
protein intake (<1.0 g/kg/day) (Figure 1).

According to the Cox regression, older adults 
with low protein intake had an increased risk of 
death in both the crude version [HR: 1.44, 95% CI: 
1.02 - 2.02] and the adjusted version [HR: 1.72; 95% 
CI: 1.05-2.82] of the models (Table 2).

Table 1. Survival of older adults according to socioeconomic, behavioral, health and anthropometric characteristics. 
Viçosa, MG, Brazil - 2009 to 2018.

Characteristics
Total Survivors Non-Survivors 

p value
n (%) n (%) n (%)

Sex (576)
0.119*

Female 272(47.2) 191(45.3) 81(52.6)
Male 304(52.8) 231(54.7) 73(47.4)
Age group (years)

<0.001**
60 – 69 293(50.9) 252 (59.7) 41(26,6)
70 – 79 197(34.2) 137 (32.5) 60(39.0)
≥ 80 86(14.9) 33 (7.8) 53(34.4)
Education (complete years of study)

0.030**
0 89(15.5) 63 (14.9) 26(17.0)
< 4 372(64.8) 264(62.6) 108(70.6)
≥ 4 114(19.7) 95(22.5) 19(12.4)
Cohabitation 0.273*
Only 58(10.1) 46(10.9) 12(7.8)
Accompanied 518(89.9) 376(89,1) 142(92.2)
Smoking

0.630*
Never smoked 333(58.0) 250(59.2) 83(54.6)
Ex smoker 181(31.5) 129(30.6) 52(34.2)
Smoker 60(10.5) 43(10.2) 17(11.2)

to be continued
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Characteristics
Total Survivors Non-Survivors 

p value
n (%) n (%) n (%)

Number of hospitalization in the last year
<0. 001*0 487(84.7) 369(87.6) 118(76.6)

≥ 1 88(15.3) 52(12.3) 36(23.4)
Number of disease

<0.001*<5 415 (72.0) 323(76.5) 92(59.7)
≥5 161(28.0) 99(23.5) 62(40.3)
Muscular reserve (LC)

<0.001*Low 146(25.4) 85(20.1) 61(39.4)
Ideal 430(74.6) 337(79.9) 93(60.4)
Overweight (BMI)

0.338*
Yes 325(65.4) 247(62.4) 78(67.2)
No 187(34.6) 149(37.6) 38(32.8)
Abdominal obesity (WC)

0.117*
Increased 415(74.9) 320(76.6) 95(69.1)
Normal 139(25.1) 98(23.4) 41(30.1)
Cardiovascular risk (WHtR )

0.054*
Increased 464(91.9) 366(93.1) 98(87.5)
Normal 41(9.1) 27(6.9) 14(12.5)

p-value:* Pearson's chi-square test: ** Chi-square test for linear trend. BMI, body mass index; WC, waist circumference; LC, leg circumference; 
WHtR, waist-to-height ratio. Missing data for the following variables: education and hospitalizations (1), smoking (2), overweight (64), abdominal 
obesity (22) and cardiovascular risk (71).

*p=0.03 Log-rank test; **p=0.04 Peto-Peto Test.

Figure 1. Survival curves (Kaplan Meier) according to protein intake. Viçosa, MG, Brazil - 2009 to 2018.

Continuation of Chart 2
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DISCUSSION

The findings of this study suggest that low 
protein intake among older adults was independently 
associated with a higher risk of death. This is the 
first Brazilian study with non-institutionalized older 
adults to identify this relationship.

Protein intake below the Dietary Reference 
Intakes (DRI)(<0.8g/Kg/day) can lead to 
malnutrition, reduce protein synthesis in older 
adults and cause physical limitations in mobility 
and coordination19. Older men with protein intakes 
below the DRI presented a higher risk of death from 
cancer compared to those with intakes greater than 
1.0 g/kg/day. The authors concluded that, regardless 
of the protein source (vegetable or animal), low intake 
is associated with a higher risk of death, especially 
from cancer in older men20.

A prospective study of 1,998 older adults aged 
70 to 79 years over six years found that those with 
protein intake <1g/kg/day, categorized into protein 
intake <0.70 g/kg/day (HR: 1.86; 95% CI: 1.41-
2.44) and <1g/kg/day (HR: 1.49; 95% CI: 1.20-1.84), 
presented an increased risk of limitation in physical 
mobility compared to those with intake ≥1g/kg/day21. 
Another study identified benefits of greater protein 
intake (>1g/kg/day), with individuals in this group 
having greater mobility and physical functionality of 
the lower limbs compared to those with low protein 
intake (<0.80 g/kg/day )22. In general, these results 
suggest that a higher protein intake can benefit older 
adults, contributing to improved muscle function and 
disease prevention, thus improving quality of life23.

Several factors contribute to lower protein intake 
in older adults, such as changes in swallowing and 
appetite, presence of multimorbidities, tooth loss and 
compromised functional capacity24. Furthermore, 
polypharmacy is common among older adults25, and 
some medicines can cause chemosensory disorders25, 
including hypogeusia (decreased taste) and dysgeusia 
(distorted sense of taste)26. Consequently, they favor 
inadequate food consumption.

Additionally, it is known that income and 
education influence the quality of food consumption, 
which may compromise adequate protein intake. Due 
to socioeconomic conditions, for example, there may 
be a lower consumption of animal proteins among 
the older adult population, who end up having to 
buy low-cost foods with lower quality and quantity 
of proteins27.

The consequences of low protein intake are 
harmful to the health of older adults. As their age 
advances, muscle mass is reduced, there is a reduction 
in postprandial amino acids and muscle uptake of 
ingested amino acids, which, among other factors, 
leads to increased protein needs28,29. When these 
needs are not met, protein-energy malnutrition can 
occur. This is a frequently identified condition in 
older adults that can lead to immunodeficiency and 
morbimortality29,30.

This type of malnutrition causes an initial reduction 
in the metabolic rate, followed by the production of 
energy from adipose tissue and, subsequently, protein 
metabolism occurs, as well as the degradation of 
muscle tissue, resulting in weight loss30, which favors 
the occurrence of countless unfavorable outcomes. 

Table 2. Hazard ratios and 95% confidence intervals for the association between total protein intake and mortality 
in older adults. Viçosa, MG, Brazil - 2009 to 2018.

Variables
Model 1 Model 2
Hazard ratio (95%IC) Hazard ratio (95%IC)

Protein intake (g/kg/day)
Adequate/high 1.00 1.00
Inadequate 1.44 (1.02 – 2.02)* 1.72 (1.05 – 2.82)*

Model 1: crude model; Model 2: adjusted by age group, sex, education, number of diseases, body mass index, leg circumference, smoking status 
and total caloric value; *p<0.05. g - grass; Kg - kilogram; CI - confidence interval. 
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The set of these factors highlights the need for 
individual and collective interventions to guarantee 
the quality of nutrition for older adults and adequate 
protein intake for healthy aging.

 Policies to promote food and nutritional security 
focusing on the particularities of population aging 
are essential. Moreover, nutritional care can focus 
on guidance on food sources of protein, considering 
substitute sources as lower-cost options. It is also 
important to highlight that adequate protein intake 
encompasses issues of quantity and quality of the 
protein to be offered, as well as the distribution of 
these protein sources between meals. This reinforces 
the importance of nutritional care in the health care 
in older adults. Finally, the combination of good 
protein intake with regular physical activity, including 
resistance exercise, can contribute to the maintenance 
of muscle mass and strength31.

A strength of this study consists of the longitudinal 
analysis, with control for confounding factors in a 
representative sample of the older adult population. 
On the other hand, its main limitation is the fact that 
protein intake was measured at a single moment, not 
allowing to infer a causal relationship with mortality. 
Furthermore, the comparison of low protein intake 
between studies is compromised due to differences 
in classification criteria.

Another safeguard must be made regarding the 
fact that the habitual intake record was used as an 
instrument for assessing food consumption. Although 
it is not a validated instrument, it was observed that 
older adults found it easier to report their usual 
consumption than their consumption in the last 24 
hours32. Furthermore, meals eaten by older adults 
tend to be monotonous due to issues of habit, as well 
as difficulties in acquiring, preparing and ingesting 
food33. These aspects contribute to minimizing 
possible biases arising from the application of habitual 
intake recalls, such as memory bias.

It is worth highlighting that all methods of 
measuring food consumption have limitations34. 
In this study, it is believed that the training of 
interviewers and the restriction to a smaller set of 
administrators contributed to the quality of the 
measurements and the reduction of bias.

Another limitation concerns the assessment of 
muscle reserve, which was carried out by indirect 
measurement (leg circumference), given the 
unavailability of more precise methods (such as 
computed tomography, magnetic resonance imaging, 
ultrasound and dual-energy x-ray absorptiometry 
(DEXA)). This may imply a greater likelihood of errors 
in measurement, especially considering changes typical 
of aging, such as reduced skin elasticity18. Furthermore, 
there may be an overestimation of LC in overweight 
and obese individuals and significantly lower LC 
values may be observed in underweight individuals35.

However, anthropometric measurements are 
widely used in health care for older adults because 
they are easy to obtain and present good results 
in predicting different events. As an example, the 
consensus of the European Working Group on 
Sarcopenia in Older Adults5 recommends the use of 
anthropometric measurements such as LC when no 
other methods are available. Finally, it was not possible 
to adopt the use of leg circumference corrected by 
BMI. Since the adjusted model includes both BMI 
and LC, the effect of a possible overestimation in 
the association between LC and the outcome may 
have been reduced.

The results of this study suggest that low protein 
intake may increase the risk of death in older adults. 
It is necessary to ensure a greater intake of proteins 
in aging, mainly to maintain lean body mass in order 
to reduce the risk of death. However, this increase in 
protein intake must consider the individuality of each 
older adult, including comorbidities (such as kidney 
problems) and socioeconomic aspects. Encouraging 
a healthy diet is a way to ensure an adequate supply 
of nutrients, including a higher protein intake.
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Abstract
Objective: To map the scientific evidence on educational practices for older women guided 
by the constructs of Paulo Freire. Method: This is a scope review using the methodology 
of the Joanna Briggs Institute ( JBI). The protocol was registered on the Open Science 
Framework (OSF) platform, DOI: 10.17605/OSF.IO/RP9EV. The search was conducted 
in the following databases: MEDLINE/PubMed, Web of Science, LILACS, BDENF, 
SCOPUS, and Cochrane, as well as grey literature available on Google Scholar and the 
Theses and Dissertations Portal of the Coordenação de Aperfeiçoamento de Pessoal de 
Nível Superior (CAPES). The search and screening process took place in August and 
September 2022. Published studies with full-text available were included without language 
or time frame limitations. Descriptors and keywords were used, combined with boolean 
operators OR and AND: Older woman, old woman, aged, aged 60 and over, seniors, 
older adults, elderly, educational practices, health education, constructs of Paulo Freire, 
liberating education, Paulo Freire. Results: The total number of included studies consisted 
of 16 publications, predominantly qualitative approaches and experiential reports. The 
publication years ranged from 1999 to 2021, with languages identified as Portuguese and 
English. Educational practices were organized following the framework of Paulo Freire, 
with cultural circles, workshops, and games being the most addressed topics. Conclusion: 
The studies showed that educational practices are participatory and dialogical, and they 
may contribute to empowering older women in terms of self-care.
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INTRODUC TION

Accompanying the phenomenon of population 
aging is the process of feminization of aging, whereby 
the proportion of older adult women surpasses that 
of older adult men, and in various regions of the 
world, the female proportion exceeds half of the 
older population1,2.

Despite their longer life expectancy, women 
exhibit poorer health quality in old age, primarily 
due to gender-related disparities throughout their 
lives that affect access to resources and opportunities, 
resulting in cumulative negative effects2. The aging 
of the female population is associated with physical 
decline and an increased risk of functional disability 
due to the development of chronic diseases. As they 
age, women also experience more social, financial, 
and cultural constraints. These constraints affect 
their quality of life, which often deteriorates over 
time, posing health risks3,4.

In the pursuit of enhancing the quality of life for 
older women, it is imperative to develop mechanisms 
aimed at reducing situations of vulnerability and 
health risks. Health education interventions, focusing 
on enhancing quality of life, serve as a means to 
facilitate health promotion by fostering self-care 
practices5. The use of dialogical, reflective, and 
problematizing educational practices can constitute 
transformative educational processes for the 
development of autonomy among this demographic5,6. 
Employing methodologies guided by the principles 
of Paulo Freire enables the exchange of knowledge 
with the perspective of transforming the world, 
thereby overcoming oppressions5.

Educational practices serve as transformative 
devices within the social realm to promote the 
health of individuals and/or communities, guiding 
individuals towards autonomy and emancipation 
through critical and ref lective thinking. They 
empower individuals to propose and participate 
in health decisions, enabling them to care for 
themselves, their families, and their communities. 
It is an integral component of healthcare and aims 
at the shared construction of knowledge regarding 
the health-illness-care-education process7,8.

The works and thoughts of Paulo Freire, 
employed in educational practices, emphasize the 
importance of dialogue, culture, liberating education, 
and emancipation. They are guided by principles 
of lovingness, dialogicality, attentive listening, 
respect for others, altruism, bilateral construction of 
knowledge, horizontality, autonomy, and consequent 
empowerment6-8.

The development of critical and reflective thinking 
enables the unveiling of reality and the proposition 
of transformative actions. Despite recognizing the 
importance of Paulo Freire's theoretical foundations 
for the development of educational practices among 
older women to promote their health, there is a gap in 
the literature regarding this topic. Therefore, studies 
describing how educational practices occur for this 
audience are necessary. Such information is relevant 
to the scientific community to guide intervention 
studies. The study aims to map scientific evidence 
on educational practices for older women guided by 
the constructs of Paulo Freire.

METHOD

This is a scoping review with a research protocol 
registered on the Open Science Framework under the 
identification: https://osf.io/grptz, DOI: 10.17605/
OSF.IO/RP9EV, developed and structured based on 
the recommendations of the review method proposed 
by the Joanna Briggs Institute ( JBI)9, following the 
international PRISMA-ScR guidelines9,10.

To achieve the proposed objective, the following 
methodological steps recommended by this approach 
were followed: (1) identify the research question; (2) 
search for relevant studies; (3) select studies, with 
two researchers working independently; (4) extract 
data; (5) separate, summarize, and present a report 
of results; and (6) disseminate the findings11.

For the construction of the guiding question, 
the PCC strategy was used, with "P" representing 
Population – older women, "C" Concept – educational 
practice, and "C" Context – Constructs of Paulo 
Freire. Based on this information, the following 
question was established: How are the evidences 
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regarding educational practices aimed at promoting 
health among older women characterized?

Studies available in full text, without language 
limitations and temporal restrictions, addressing 
educational practices guided by the constructs of 
Paulo Freire and applied to older women, were 
included in this review. The review considered 
designs of experimental and quasi-experimental 
studies, analytical observational studies, descriptive 
observational studies, qualitative studies, and reviews. 
Excluded were studies that did not address the 
research question, abstracts published in conference 
proceedings, editorials, letters to the editor, and 
duplicates.

The search was conducted in September and 
October 2022, through remote access to databases, 
starting from registration on the Coordenação de 
Aperfeiçoamento de Pessoal de Nível Superior 
(CAPES). The search strategy was developed using 
the Health Sciences Descriptors (DeCS) and Medical 
Subject Headings (MeSH) to ensure broad results 
across databases, composing keywords to expand 
the search results as needed.

The strategies were applied and adapted for each 
database: MEDLINE via PubMed, Latin American 
and Caribbean Health Sciences Literature (LILACS) 
via the Virtual Health Library (Biblioteca Virtual em 
Saúde - BVS), Nursing Database (Base de Dados de 
Enfermagem - BDENF), Scopus, Web of Science 
(WoS), and Cochrane. Additionally, sources from grey 
literature were added through Google Scholar and 
the Theses and Dissertations Portal of the CAPES. 
The descriptors, crossed with Boolean operators OR 
and AND, generated the search strategies described 
in Chart 1.

The publications found were stored and 
organized in the reference manager Endnote Web® 
for identification and elimination of duplicates. 
Subsequently, they were imported into the Rayyan 
Web® application, where the second stage of duplicate 
exclusion and blind author-based decision-making 
on publication retention took place. During this 
stage, an exploratory reading of titles and abstracts 

was conducted independently by pairs of reviewers, 
assessing studies that were relevant to the research 
question and objective. Disagreements were resolved 
through peer consensus and, when disagreement 
persisted, by the evaluation of a third reviewer. Pre-
selected studies were then read in their entirety to 
assess their content in terms of their contribution 
to understanding the studied phenomenon and 
subsequent data synthesis.

For data extraction, a form developed by the 
authors was utilized, containing the following 
information: article identification, author, year of 
publication, objective, study design, participants, 
main results and conclusions of the studies, 
educational practice, and the Paulo Freire constructs 
addressed, followed by a detailed description of the 
process. This information was organized into two 
tables, aligning with the scope of this scoping review.

DATA AVAIL ABIL IT Y

The entire dataset supporting the findings 
of this study is available upon request from 
the corresponding author, Monique de Freitas 
Gonçalves Lima.

RESULTS

In the initially identified databases, 2,694 articles 
were found. After removing duplicates, 2,631 articles 
remained, and an additional 4 studies from gray 
literature were included, totaling 2,635 studies. 
Following title and abstract screening, 2,609 articles 
were excluded for not addressing the theme of this 
research. Twenty-six publications were selected for 
full-text reading. Subsequently, 10 were excluded 
for not addressing educational practices using 
the framework of Paulo Freire. Additionally, the 
snowballing search strategy was employed in the 
references of the selected articles for this review; 
however, no studies meeting the inclusion criteria 
were identified. The final sample comprised 16 
publications, following the international PRISMA 
guidelines (Figure 1). 
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Chart 1. Paper selection strategy. Recife, PE, 2022.

Database Search strategy
PUBMED/
MEDLINE

((((((aged) or (seniors)) and (educational practices)) or (health education))) and (liberating 
education)) or (paulo freire)

LILACS (aged) or (seniors) and (educational practices) or (health education) and (liberating education) or 
(paulo freire)

BDENF (aged) or (seniors) and (educational practices) or (health education) and (liberating education) or 
(paulo freire)

SCOPUS (KEY (“aged” or “aged, 60 and over” or “seniors” or “older and people” or “older and adults” 
or “elderly”) and KEY (“educational practices” or “health education”) and KEY (“liberating 
education” or “Paulo Freire”))

WEB OF SCIENCE old woman and educational practices or health education and Paulo Freire 
COCHRANE aged in title abstract keyword and educational practices in title abstract keyword or health 

education in title abstract keyword and Paulo Freire in title abstract keyword
Source: Research data (2022).

Figure 1. Prisma flowchart adapted from PRISMA-ScR according to the Joanna Briggs Institute8. Recife, PE, 
Brasil, 2022.
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Among the 16 articles found, 5 were from the 
Lilacs database12-16, 7 from Scopus17-23, and 4 from 
gray literature24-27, identified through searches using 
descriptors and keywords via Google Scholar. The 
publications were dispersed across the years 1999 to 
2021. The predominant language was Portuguese, 

with fourteen studies conducted in Brazil and one 
study in English conducted in Canada18. Regarding 
the study designs, qualitative approaches were 
predominant, primarily anchored in participant 
observation12,14,15,18,21, followed by experiential 
reports13,23,25,26, and action research17,20 (Chart 2).

Chart 2. Characterization of the studies that made up the sample (n=16). Recife, PE, 2022.

ID* Author/year/
Study design Objective Participants Main results and study conclusions

1 Alves, 201212

Qualitative 
research

Understanding the 
perspective of users and 
professionals regarding 
health groups.

Professionals 
and 15 users, 
predominantly 
female.

Cultural circles (CC) enabled the 
approximation between professionals and 
users through dialogue, being perceived 
as a tool for more participative and 
emancipatory health practices.

2 Baldissera, 201217

Qualitative 
research of the 
action research 
type

Exploring the expression 
of sexuality among older 
women

Six women with an 
average age of 67 
years

The strategies proposed and supported 
by Paulo Freire contributed to identifying 
and reflecting on overcoming the 
difficulties involving sexuality.

3 Camargo-Plazas, 
202018

Reflective Text

Recommend integrating 
Cultural circles into the 
development of Diabetes 
Self-Management Education 
programs for older adults. 

NA The CC has contributed to education and 
empowerment through its emphasis on 
problem-posing education and mutual 
collaboration between older adults and 
healthcare professionals.

4 Gautério, 201319

Reflective Text
Emphasizing the 
importance of health 
education guided by the 
principles of Paulo Freire, 
permeating actions aimed 
at older adult.

NA Health education can contribute to 
the development of actions aimed 
at maintaining the autonomy and 
independence of older adults, making 
them aware of decisions regarding their 
health and capable of self-care.

5 Mendonça et al, 
201313

Experience Report

Reporting the experience 
of workshops with older 
adults as a strategy for 
health education, in the 
light of Paulo Freire's 
thought.

Participation of 20 
older adults in four 
workshops. 80% 
were female, aged 
between 60 and 70 
years old.

The dialogical space provided by the 
workshops allowed interaction among 
the group, the expression of experiences, 
and the demystification of ideas/concepts 
regarding the use of medications.

6 Moura e Silva, et 
al., 201920

Qualitative

Describe the development 
of educational actions for 
the prevention and early 
detection of breast cancer 
in older women through 
culture circles.

Thirteen older 
women

The exchange of experiences facilitated 
collective learning through the 
integration of scientific knowledge 
discussed dynamically and adapted to the 
reality of the volunteers.

7 Patrocinio e 
Pereira, 201314

Qualitative

Assessing the effects of a 
community-based health 
education program on older 
adults' attitudes towards 
aging.

Sixteen older adults, 
with fifteen being 
women.

The interventions may favor the quality 
of life of older adults and promote a more 
positive view of aging itself.

8 Portela, 199921

Qualitative
Construct an educational 
process for healthy aging 
based on cultural health 
practices.

Rural women up to 
63 years old.

Enabled a caregiving/educational process 
that values the cultural references 
brought by the clients, considering their 
differences.

to be continued
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ID* Author/year/
Study design Objective Participants Main results and study conclusions

9 Tavares e 
Rodrigues, 200222

Quantitative-
qualitative 
descriptive study

Identify health education 
needs and develop 
appropriate proposals 
according to the identified 
needs.

Older adults aged 
60 and above, 
diagnosed with type 
2 diabetes mellitus. 
76.92% of them are 
female.

Based on the generative themes within 
the group, an educational proposal 
was developed, grounded in Freire's 
conscientization model, guiding older 
adults to reflect on the impact of diabetes 
mellitus on their lives and possible 
coping strategies.

10 Alencar et al, 
200815

Qualitative

Reflecting on the classroom 
experiences with older 
adults from a university of 
the third age.

Nineteen 
participants aged 
between 61 and 79 
years old, of whom 
17 were female.

Nutritional education, as defined in the 
tenets of popular education, has been 
instrumental in catalyzing social debates 
and policies pertinent to the discourse on 
contemporary aging.

11 Olympio, 201516

Qualitative
Implementing games as 
applied gerontechnology 
with older adults.

The study 
highlighted older 
adults of the female 
gender (81.25%).

Playful practices facilitated group 
dialogue, thereby enabling the collective 
identification and discussion of how each 
older adult perceives themselves within 
their family and society, as well as in 
self-care.

12 Olympio e Alvim, 
201824

Qualitative

Developing a board game 
as gerontechnology aimed 
at promoting active and 
healthy aging.

Thirty-one older 
adults of both 
genders.

The implemented gerontechnology acted 
as a playful element, enhancing memory, 
self-esteem, socialization processes, 
exchange of experiences, and shared 
learning.

13 Souza et al, 202123

Experience Report
Reporting on the 
experience of a Virtual 
Culture Circle (VCC), 
aiming to provide a space 
promoting health in 
addressing Covid-19.

Seven Brazilian 
families were 
involved, totaling 
the participation 
of 21 individuals, 
ranging in age from 
10 to 82 years old.

The development of the VCC facilitated 
the closeness of the participants, 
enabling the integration of individuals 
geographically distant, made possible 
through a space of welcoming and 
horizontal dialogue, promoting health.

14 Diogo et al, 200525

Experience Report
Presenting and discussing 
a health education program 
for older adults who care 
for older adults at home.

Eight older adults 
aged between 56 
and 75 years old.

The program enabled better coping 
with difficulties, understanding the 
different changes present in old age, 
and the development of procedures that 
facilitated interactions with other older 
adults in day-to-day life.

15 Moura et al, 201026

Experience Report
Describing the profile 
of older women seeking 
specialized services and 
analyzing the health 
situation with a priority 
focus on improving the 
quality of care.

The Conviviality 
Center 
accommodates 
185 registered 
individuals. Among 
this quantity, 180 
are women, with an 
average age of 70 
years.

The quality of individual and 
collective practices contributed to the 
empowerment of women within the 
family and community through the 
Comprehensive Elderly Assistance 
Program.

16 Pereira et al, 
202127

Quantitative-
qualitative

Characterizing the profile 
of older participants in the 
workshop "Dialogues with 
those who enjoy reading 
and writing."

Sixty-six 
older adults, 
predominantly 
women.

The results revealed that the workshop, 
through culture circles, brought about 
positive changes, enabling new meanings 
and feelings of well-being in older adults.

NA: Not Apply, as it represents the practice of professionals. CC: Culture circles. Source: Authors.

Continuation of Chart 2
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The Paulo Freire constructs identified in Chart 
3 were: dialogue, problematization, autonomy, 
respect for the learner, attentive listening, bilateral 
construction of knowledge, participation, criticality, 
lovingness, and horizontality. The underlying 
concepts were critical reflection, conscientization, 
dialogical relations between educator and learner, and 

the transformative nature of education. Regarding 
educational practices, cultural circles12,18,20,23,27, 
workshops13, 15, 21, 26, 27, the use of interactive games16, 

24, dialogic exposition17, collective actions in the 
community19, implementation of educational 
programs14, and family orientation programs25 were 
found, with the first three being the most utilized.

Chart 3. Mapping of educational practices guided by Paulo Freire's constructs used by the studies. Recife, PE, 2022.

ID Author/
year

The theoretical constructs 
of Paulo Freire that 
guided educational 
practice

Type of educational 
practice Description of the educational practice

1 Alves, 
201212

Dialogue, horizontality, 
autonomy, respect for the 
learner, problematization

Culture circles 
(CC)

Six CC were conducted across two healthcare 
units, involving users and professionals, each 
lasting approximately one hour. Two themes were 
unveiled as the most significant: unfamiliarity 
with the concept of group and the methodology 
utilized within the group.

2 Baldissera, 
201217

Dialogue, autonomy, 
problematization

Dialogical panel, 
opinion dynamics, 
activities referred 
to as "The Mirror" 
and "The Photo."

Dialogues and opinion dynamics were conducted 
on sexuality, encouraging dialogue, reflection, idea 
exposition, and promoting respect. The "Mirror" 
dynamics were employed to facilitate recognition 
of one's own beliefs and values regarding sexuality, 
while a photo activity was utilized to foster 
appreciation of self-concept, self-esteem, address 
aging bodies, and stimulate discussion on beauty.

3 Camargo-
Plazas, 
202018

Problematization, 
dialogue

Culture circles A self-management education program for older 
adults with diabetes was proposed, comprising 
three dialectical phases. Initially, the theme is 
investigated, followed by the identification of 
topics related to the identified problems, and in 
the third phase, participants engage in a process 
of problematization.

4 Gautério, 
201319

Dialogicity, respect for the 
learner, and autonomy

Collective 
actions in the 
community, group 
activities, and the 
involvement of 
volunteers' social 
networks.

Reflection was made on the health actions 
developed by nurses to establish themselves as 
an effective strategy, which should be directed 
towards the cultural reality of older adults/
learners, addressing the problem from collective 
thinking, analyzing beliefs, and values about a 
particular situation.

5 Mendonça 
et al, 201313

Dialogue, 
problematization, 
autonomy

Workshops Participatory methodologies and playful techniques 
were employed, including individual and group 
approaches to understand the subjects' reality 
regarding their use of prescribed medications. 
Additionally, theater, integration and relaxation 
dynamics, and the use of handmade materials for 
crafting medication storage boxes by older adults 
were utilized, facilitating the development and 
stimulation of psychomotor coordination.

to be continued
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ID Author/
year

The theoretical constructs 
of Paulo Freire that 
guided educational 
practice

Type of educational 
practice Description of the educational practice

6 Moura e 
Silva, et al., 
201920

Dialogue, 
problematization, active 
listening, bilateral 
construction of knowledge

Culture circles Four Culture Circles were conducted. In the first, 
a dynamic presentation and discussion on the 
concept of cancer were carried out, prompting 
the generation of words. The second involved a 
dialogue on methods of self-care for breast health 
through self-examination, brainstorming ideas 
on early detection. The third session included the 
reading of a fictional story to stimulate critical 
thinking, while the fourth featured a dynamic 
activity.

7 Patrocinio 
e Pereira, 
201314

Autonomy, 
problematization, 
dialogue, critical 
reflection, awareness, 
dialogical relations 
between educator and 
learner; the transformative 
nature of education

Implementation of 
a popular education 
program for older 
adults.

The program was conducted through weekly 
meetings lasting approximately 150 minutes, 
spanning four months. Various thematic areas 
were selected to be organized within the program, 
including memory, sleep disorders, physical 
activity, healthy eating, oral health, emotions 
and feelings in old age, medication use, health 
instructions, positive aging image, elder abuse, 
and therapeutic activities (such as lian gong, tai 
chi chuan, yoga, massage, and therapeutic clay).

8 Portela, 
199921

Reflective dialogue, joint 
reflection-action, nurse 
and group, respect for 
popular knowledge.

Workshops The meetings took place fortnightly, lasting 
one and a half hours each. They unfolded in 
four stages: the first involved getting to know 
the group through data collection; the second 
identified health cultural practices, resulting in 
a diagnosis of the situation; the third involved 
co-constructing new health cultural practices with 
the group, and the final stage analyzed the process 
of change in health cultural practices.

9 Tavares e 
Rodrigues, 
200222

Autonomy, dialogue, 
participation, critical 
thinking, respecting their 
beliefs, feelings, and 
culture.

Dialogic 
presentation related 
to the theme, 
group discussions, 
interaction 
strategies, 
provision of 
pamphlets, among 
other activities.

From interviews with older adults, four themes 
emerged: Type 2 diabetes mellitus, Health services 
attention, Associated diseases, The elderly diabetic 
person. For each theme, general and specific 
objectives were outlined, the programmatic 
content to be covered was defined, and teaching 
strategies were established to be followed.

10 Alencar et 
al, 200815

Critical Education, with 
an emphasis on Paulo 
Freire's problematizing 
pedagogical conception 
regarding aspects 
of conscientization, 
liberation, transformation 
of individuals, and 
humanization.

Workshops were 
conducted, and 
educational 
materials were 
used.

Classes were taught over thirty-one sessions, 
each lasting two hours. Programmatic activities 
were developed using the following teaching 
techniques: points of reflection and debate; oral 
communication; sharing experiences; group work; 
group dynamics; practical activities; reading short 
texts, magazine and newspaper articles, as well as 
relaxation techniques using music.

Continuation of Chart 3

to be continued
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Continuation of Chart 3

ID Author/
year

The theoretical constructs 
of Paulo Freire that 
guided educational 
practice

Type of educational 
practice Description of the educational practice

11 Olympio, 
201516

Dialogue, 
Problematization

Four games were 
recreated: board 
game, memory 
game, puzzle, and 
bingo.

The data were produced through individual 
interviews, group discussions, and participant 
observation. The research development stages 
included: sensitization of older adults regarding 
the study, individual interviews, meetings 
with convergence groups for discussion and 
implementation of gerontechnology, and 
evaluation of the entire process.

12 Olympio 
e Alvim, 
201824

Dialogue, 
Problematization

Board game The study was divided into 3 stages, and the 
board game was introduced to older participants 
during the third meeting with each group. 
The game consists of six pieces representing 
older adults, twenty-one cards coordinating the 
dynamics among participants, and a game board 
with the rules.

13 Souza et al, 
202123

Loving-kindness, 
dialogicity, attentive 
listening, horizontality

Virtual Culture 
Circle (VCC)

The Virtual Culture Circle was conducted 
during the quarantine period. The stages of the 
Research Itinerary were carried out by analogy 
with the construction of a house, which relies on 
all its structures to remain erected. A puzzle was 
organized to build the house, aiming to make 
the discussion about coping with Covid-19 more 
interactive and dialogical.

14 Diogo et al, 
200525

The educational action 
was grounded in the 
experiences lived by 
the subjects, as well 
as autonomy and 
problematization.

Program for 
guidance to 
relatives of frail 
older adults

The "Orientation Program for Relatives of Frail 
Older Adults" was developed, providing assistance 
to the families of this demographic for home 
care. Various topics were addressed according 
to the group's needs, employing audiovisual 
resources and strategies such as problematization 
and experiencing the lives of older adults, free 
drawing, oral exposition, and practical activities.

15 Moura et al, 
201026.

Elaborated and developed 
in the light of Paulo 
Freire's Problem-Posing 
Pedagogy.

Workshops Several working groups were established in 
response to the demands presented, such as 
literacy workshops, expressive self-activity 
groups, debate cycles, informative and reflective 
groups, memory and creativity workshops, dance 
experiencing groups, handicraft workshops, 
among others.

16 Pereira et 
al, 202127

Dialogue, 
Problematization, 
Autonomy

Workshops and 
Cultural Circles

The workshops took place through Cultural 
Circles and compared the neuropsychological 
abilities of older participants at the beginning 
and end of the workshop. Permanent education 
practices aimed at an audience of educated older 
adults, within Paulo Freire's perspective of 
Cultural Circles, contributed to the improvement 
of neuropsychological functioning and response 
times to daily challenges.

CC: Culture circles. Source: Authors.
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DISCUSSION

Among the educational practices identified in 
studies that utilized the constructs of Paulo Freire, 
participatory methodologies permeated by playful 
activities stood out. Group activities such as circles 
of culture, workshops, and the use of interactive 
games were widely employed among older women. 
Additionally, collective actions in the community, 
implementation of educational programs, dialogic 
exposition, and orientation programs for family 
members were observed. During the educational 
actions, the use of assumptions employed by Paulo 
Freire seeks to raise awareness and politicize individuals 
as they problematize their reality and rediscover 
themselves as instigators of their experiences. When 
this process occurs in health education, its purpose 
is to promote social inclusion, particularly of more 
vulnerable groups such as older adults, encouraging 
these individuals to make decisions regarding topics 
that can improve their quality of life6,28,29.

One of the educational practices utilized was the 
Cultural Circle, which represents a dynamic space for 
learning and knowledge exchange, where individuals 
gather in the educational process to investigate 
topics of interest to the group itself. It allows for 
the establishment of a dialogue relationship between 
the social actors of research and researchers29. Thus, 
the use of Freire's constructs reveals the social reality 
experienced by the analyzed group, enabling the 
expansion of generated reflections and leading to 
new proposals for action on everyday life, aiming 
to promote the health of those involved30,31.

The cultural circles applied in the studies12,18,20,23 

addressed topics such as health groups, self-
management of diabetes mellitus, breast cancer, 
and Covid-19. They were conducted in different ways 
according to the local reality and health situation, as 
in the case of the Covid-19 topic23, which allowed 
for the development of virtual cultural circles. This 
practice allowed for the closeness of users with 
healthcare professionals by addressing topics of 
collective interest, promoting the empowerment 
and autonomy of the audience.

Other practices that utilize Freire's constructs 
for equivalent purposes include collective actions19, 

educational and orientation programs14, dialogic 
exposition17,22, and workshops13,15,21,26, which provide 
the sharing of information, experiences, and relevant 
insights, benefiting not only older women but also 
the healthcare professionals who implement them.

The implementation of these practices among 
older adults implies a reconsideration of the autonomy 
of this population. When directed towards the 
construction of a new conception of knowledge, it 
emerges as a predictor of quality of life in old age 
and the aging process. It is necessary to promote a 
shift in paradigms in old age, offering older women 
a transformation of their lives towards awareness, 
liberation, emancipation, and autonomy32.

Among the practices, the educational strategy of 
the circle of culture has shown positive outcomes in 
the learning process regarding chronic diseases (CD) 
and in stimulating the participation of older adults, 
thereby expanding their decision-making capacity 
regarding treatment18,20. Additionally, it can assist in 
reducing the impacts caused by CDs on morbidity and 
mortality, aligning with the United Nations Sustainable 
Development Goal (SDG) of reducing premature 
mortality from non-communicable diseases29,20.

The educational practices were carried out by 
healthcare professionals in communities or within 
healthcare services, involving service users, and 
were executed in different ways. They addressed 
topics such as cultural health practices, literacy 
workshops, memory and creativity workshops, 
medication use, nutrition, and Health and Aging. 
The implementation of these practices enables the 
appreciation of cultural references brought by older 
women through the caregiving/educating process, 
allowing interaction within the group, expression of 
experiences, respecting their integrity, and providing 
cultural, leisure, and educational activities13,15,21,26. 

A proposal for educational practices with the 
older population that has stood out in recent years 
is the use of games. Board games, memory games, 
puzzles, and bingo were identified16,24. The use 
of games with older adults can provide a playful 
resource with the expectation of enhancing cognitive 
functions, socialization, dialogicity, and knowledge 
acquisition, positively impacting their health16, 24. 
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This educational resource leads to collective 
participation, enabling interaction, reflection, and 
apprehension of shared information. It contributes 
to raising awareness among older adults regarding 
their limitations and possibilities in the aging process, 
allowing for better adherence to treatments and the 
maintenance of functional capacity for a longer period 

25,33-36. However, there is a lack of studies applying 
these technologies specifically to older women.

In regard to the study design, this review observed 
a predominance of qualitative studies. This method 
allows for the capture of valuable information 
concerning individuals' experiences and needs in 
specific contexts, facilitating the comprehension 
and interpretation of meanings. When seeking to 
understand the educational practices developed 
with older adults, the qualitative method has been 
the most utilized36. This method, combined with 
educational practices using the theoretical framework 
of Paulo Freire, can contribute to a self-care practice 
tailored to the reality of individuals5,7,37,38. 

The perspective of healthcare professionals in 
educational practices, according to Freire's principles, 
should prioritize actions aimed at fostering autonomy 
and self-care among individuals regarding their health. 
These actions should occur in a horizontal manner, 
not limited to the technical scientific knowledge 
held by the educator, but primarily through the 
encouragement of developing competencies within 
that population to address the challenges that arise 
with the aging process. 

In this regard, considering education for and with 
older women has become a challenge. Alongside 
this issue, there is the proposal to devise educational 
practices that are simultaneously problematizing, 
ongoing, and transformative, capable of providing 
the necessary tools for older adults to participate and 
intervene in decision-making processes regarding 
their own lives and their collective existence 37-39. 

The primary gap identified in this review was the 
limited literature production on the subject. However, 
this study, by allowing the identification of educational 
practices for older adults, aids healthcare professionals 
in selecting the most appropriate ones. Furthermore, 
it may contribute to the quality of life by offering 
dialogical, reflective, and problematizing devices 

tailored to their realities. As a limitation, it may not 
have encompassed all the evidence regarding practices, 
as it included only the studies available in full.

CONCLUSION

This scoping review enabled the mapping of 
evidence regarding educational practices for older 
women guided by the constructs of Paulo Freire. 
Circles of culture, workshops, and the use of games 
emerged as highlighted strategies utilized in these 
educational practices. These actions were guided 
by dialogical, problematizing, and emancipatory 
approaches, configuring themselves as innovative 
health promotion strategies. 

The study provides results that offer healthcare 
professionals opportunities for choosing and 
developing educational practices aimed at improving 
the quality of life for older women. Thus, it is necessary 
to develop communicative processes between the 
healthcare team and the users, producing strategies 
that strengthen their autonomy and independence. 
In this perspective, the epistemological conceptions 
of Paulo Freire can underpin educational practices 
with older women. 

It is evident from the literature found that 
educational practices are participatory and dialogical, 
and they can contribute to empowering older women 
in self-care. It is essential to develop further studies 
using educational practices planned according to 
the specificities of older women, aiming for better 
outcomes in promoting care for this population.
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Abstract
Objective: The present study aimed to explore the desires and wishes of older adults residing 
in Long-Term Care Facilities (LTCFs) regarding end-of-life terminality. Method: This was 
a descriptive and exploratory qualitative research, involving 18 older adults from two 
LTCFs in a city in the central region of the state of Rio Grande do Sul (RS), Brazil. Data 
collection took place from March to May 2022 through semi-structured interviews and 
using the "cards on the table" technique. The data were subjected to discursive textual 
analysis. Results: Five categories emerged: Family welcoming and acceptance: death in 
LTCFs or at home and the fear of dying alone; End-of-a-life cycle: a moment of personal 
reflection, farewell, affection, and faith; Preservation of the human dignity of older adults 
who are institutionalized in the terminal phase of life; Not being pressured and not being 
a burden to the family: desires related to the actions of professionals and family members 
toward the older adult; and Maintenance of senses and awareness of death: desire for a 
beneficial experience with pain control, purification, and surrendering of life through 
faith. Conclusion: The desires and wishes expressed were related to broad aspects of life. 
Understanding these desires has emerged as an opportunity for healthcare professionals 
to introduce topics related to finitude, allowing these older adults to have their voices 
heard, felt, and respected.

1 Universidade Federal de  Santa Maria, Programa de Pós Graduação em enfermagem. Santa Maria, RS, 
Brasil.

2 Universidade Federal de  Santa Maria, Hospital Universitário de  Santa Maria. Santa Maria, RS, Brasil.
3 Universidade Federal de  Santa Maria, Campus- Palmeiras das Missões, Centro de Ciências da Saúde. 

Palmeira das Missões, RS, Brasil. 
4 Universidade Federal do Pampa. Uruguaiana, RS, Brasil. 

There was no funding for the execution of this work.
The authors declare that there is no conflict in the conception of this work.

Correspondence
Fabiane Marzari Possatti 
fabiane@politecncio.ufsm.br

Received: July 19, 2023
Approved: January 29, 2024

ID

Keywords: Death. Attitudes 
towards death. Long-Term 
Care Facilities for older 
adults. Aged. Nursing.

ID

ID

ID

ID

ID

http://dx.doi.org/10.1590/1981-22562024027.230177.en
https://orcid.org/0000-0001-6270-5821
https://orcid.org/0000-0002-1686-8459
https://orcid.org/0000-0002-3604-2507
https://orcid.org/0000-0002-5401-3849
https://orcid.org/0000-0003-3280-337X
https://orcid.org/0000-0003-1539-7816


2 of 11

Desires and will of older adults regarding end-of-life terminality

Rev. Bras. Geriatr. Gerontol. 2024;27:e230177

INTRODUC TION

Aging predisposes to a higher prevalence of 
non-communicable chronic and degenerative 
diseases, for which there is no curative treatment, 
and is associated with a lack of response to disease-
modifying treatment, which can lead to situations 
of dependency and the need for long-term care1. In 
light of this observation, the number of older adults 
residing in Long-Term Care Facilities (LTCFs) has 
increased in several countries, including Brazil2.

LTCFs should serve as specialized homes with 
a dual function: to provide gerontogeriatric care 
according to the degree of dependency of their 
residents and to offer a homely, cozy environment 
capable of preserving the intimacy and identity of 
its residents2. It is emphasized that the desires and 
wishes of institutionalized older adults need to be 
considered.

However, care in LTCFs has received a significant 
amount of criticism in recent years. Typically, the 
care in these institutions corresponds to automated 
technical actions that prioritize meeting physiological 
needs, neglecting the demands arising from individual 
uniqueness3.

It is observed that, in the daily context of living 
in LTCFs, nursing teams emerge as the frontline 
caregivers, spending a significant portion of their 
time in direct contact with the residents, shaping 
their well-being conditions. Therefore, in the 
perspective of considering the wishes and desires 
of the institutionalized older adult at the end-of-life, 
the role of these professionals and the aspects that 
intersect health and quality of life are highlighted4.

It should be emphasized that end-of-life stage is 
defined when the possibilities of recovering health 
conditions are exhausted, and the possibility of 
imminent and predictable death seems inevitable5.

Although the perception of older adults regarding 
aspects related to the end-of-life is recognized as an 
important indicator of quality, considerations and 
investigations related to this sphere are still scarce in 
institutional environments. From the perspective of 
institutionalized older adults having their desires and 
wishes met to experience a good death, the principles 

of palliative care are urgent. These are holistic, active 
care approaches provided to individuals of all ages 
experiencing health-related suffering due to serious 
illnesses, and to those nearing the end-of-life; their 
aim is to improve the quality of life for both patients 
and their families and caregivers6.

The healthcare team in LTCFs needs to recognize 
the significance of this moment and strive to provide 
the best care conditions for this final stage of life, 
considering the individualities associated with this 
process and the complex needs linked to the physical 
and psychological state of the residents, as well as 
their preferences and desires.

Advanced care planning is considered particularly 
relevant for older adults residing in LTCFs due to the 
high likelihood of developing cognitive impairment 
and loss of decision-making capacity at the end-of-life7. 
In this logic, the life information and values   of the 
older adult should be combined with technical care 
issues to build an individualized care plan that makes 
sense for that person; ensuring that as the clinical and/
or cognitive condition progresses, they receive health 
treatments and care in line with their preferences8.

Understanding that preserving the capacity for 
decision-making, or autonomy, of older adults should 
be respected, it is considered relevant to individually 
discuss end-of-life issues with this population. In 
this light, there arises the need to recognize the 
older adult as an autonomous being and subject of 
their own will. Thus, the objective of this study is 
to understand the desires and wishes of older adult 
residents in LTCFs regarding end-of-life.

METHOD

This is qualitative research with a descriptive 
and exploratory nature. Qualitative research aims to 
understand and analyze phenomena explored from 
the perspective of participants, individually or in 
small groups, within a context related to the study 9,10. 

The study was conducted in two philanthropic 
LTCFs in the Southern region of Brazil. It was chosen 
to propose the study in these two settings to have 
samples of older adults of both genders, female and 
male. In total, 18 older adults residing in LTCFs 
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participated, aged 60 years or older. The approach 
was made through prior contact with the nurses 
of the institutions, who suggested a list of names. 
Based on this list, the older adults were invited to 
participate in the research and were briefed on the 
need to previously undergo the Mini-Mental State 
Examination (MMSE).

In this context, participants who met the inclusion 
criteria were considered: older adults of both biological 
genders, aged 60 years or older, who achieved the 
cutoff scores stipulated by the MMSE; while those 
who did not reach the suggestive score for cognitive 
impairment were excluded. Data collection took place 
from March to May 2022. To obtain the information, 
a semi-structured interview technique was used, where 
closed-ended questions regarding sociodemographic 
data were initially applied, and the open-ended 
questions of the interview were conducted with the 
aid of the "cards on the table" resource.

This instrument, a deck of 24 cards, describes 
the desires and wishes of individuals at the end-of-
life11. The older adult was instructed to divide the 
deck into three piles; and in each pile, the resident 
placed the cards representing their desires and wishes 
at the end-of-life, considering those that were very 
important, somewhat important, and not important. 
Subsequently, participants were asked to select only 
ten desires from the pile labeled "very important," 
arranging the most important one at the top of 
the pile and the others in sequence. Shortly after, 
participants were invited to reflect and express how 
they would justify the "very important" and "not 
important" wishes and desires to their family, friends, 
and/or LTCFs professionals.

This study respected the ethical aspects of 
research involving human subjects in accordance 
with Resolution number 466/2012 and Resolution 
number 510/2016 of the National Health Council. 
It is emphasized that, before the research was 
conducted, the informed consent form was presented 
to the participants, following the approval of the 
project by the Research Ethics Committee of the 
Universidade Federal de Santa Maria – Pró-reitoria 
de Pós-graduação e Pesquisa (PRPGP), under 
protocol number 5,219,665. It is worth noting that 
the anonymity of the participants was preserved 
using codes with the initials "M" for male gender and 
"F" for female gender, "Rx" for the word resident, 
and an Arabic numeral indicating the participant's 
study number. 

DATA AVAIL ABIL IT Y

All the dataset supporting the findings of this 
study are available upon request to the corresponding 
author, Fabiane Marzari Possatti.

RESULTS

The data analysis employed was textual-discursive, 
consisting of four stages: deconstruction of the 
texts; establishment of relationships (categorization); 
capture of new emergent themes; and the realization 
of a self-organized process12. After establishing 
163 units of meaning, an intensive reading of the 
transcripts continued, resulting in the formation of 
18 initial categories, which eventually converged 
into five final categories.
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Chart 1. Construction of initial and final categories of desires and wishes of institutionalized older adults. Santa 
Maria, Rio Grande do Sul, 2022.

Initial Categories Final Categories
Having Friends and Family Nearby

Reception and family acceptance: death in LTCF or at 
home and fear of dying alone

Dying at Home
Not Dying Alone
Family welcomes and accepts death (appeared twice)
Possibility to Say Thank You, I'm Sorry, I Love You, and Goodbye End of a life cycle: personal closure, farewell, 

affection, and faithAssisting Others
Preserving human dignity

Preservation of the human dignity of older adults in 
the end-of-life institutional setting

Relief from pain and shortness of breath (appeared twice)
Listening to favorite music
Relief from pain and shortness of breath
Caring and trustworthy physicians and nurses
Organized finances
Freedom from pressure Freedom from pressure and not being a burden to the 

family: wishes related to the actions of professionals 
and family members towards the older adultNot being a burden to the family

Being alert when passing away
maintenance of senses and awareness of death: desire 
for a beneficial, pain-free experience, of purification, 
and surrender through faith

Source: Authors (2022)

Chart 2. Sociodemographic data of the research participants. Santa Maria, Rio Grande do Sul, 2022.

Sociodemographic data Men Women
Absolute number 12 6
Age range interval of the researched population 62-81years 65-80 years
Marital status
Single
Divorced
Widowed

6
5
1

2
3
1

Maternity
Paternity
Being grandparents
Not having children
Did not respond

0
6
0
5
1

6
0
6
0
0

Previous occupation
Farmer
Homemaker
Others

6
0
6

0
3
3

Education level
Four years or more of schooling
Less than four years of schooling 
Illiterate

6
5
1

1
4
1

Monthly income
01 minimum wage
More than 01 minimum wage
Does not receive a salary

11
0
1

4
1
1

Average length of institutionalization among participants 5 years and 3 months 5 years and 6 months
Source: Authors (2022)
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1. Family Welcoming and Acceptance: Death in LTCFs or at 
Home and the Fear of Dying Alone.

Older adults residing in LTCFs expressed a desire 
to die at home; for some, the concept of home was 
associated with the LTCF itself, while for others, it was 
linked to their relatives' residence. The recognition 
of the institution as their domestic sphere endorses 
the social role these institutions fulfill; however, 
regardless of the location stratification, they signaled 
the desire to die close to their family and relatives.

"It's part of the family bond, all together in this 
moment (death). I wanted it to happen right here, 
at home." (M1R1)

"At the time of my death, it's important because 
they (family members) were my life (...). I wanted 
to be there at home, with them." (M4R4)

The discourse of these older adults highlights the 
cherished bond with family. Older adults residing 
in LTCFs do not wish to die feeling abandoned and 
anticipate the embrace of their family with acceptance 
of their death.

From the perspective of the desire of older adults 
to be able to die at home, other issues were also cited, 
such as the possibility of reducing costs associated 
with hospital care, delays in receiving attention, and 
concerns about overcrowding and bed optimization 
in hospitals.

"I prefer to die at home, which is here in the 
nursing home, rather than in the hospital, so I 
can pass away more peacefully." (M7R7)

"I don't need to be occupying someone else's bed, 
taking away the bed from people who could be 
hospitalized, sometimes even in a worse condition 
than mine and have no place." (M12R12)

In the perspective of not dying alone, spirituality 
and protection were considered relevant and 
pointed out as aids and hope for the final moments 
of their lives.

"I want to die asking the enlightened spirits, my 
saints and holy protectors, God and Jesus, to 
receive me." (M4R4) 

Reaffirming the desire for the end-of-life to be 
built with support, resident seniors express their 
apprehension and fear of dying alone.

"(...) I am afraid of dying alone. I have no words." 
(M11R11).

"Because dying alone, having no one by your side, 
is sad." (M5R5)

2. End-of-a-life cycle: a moment of personal reflection, 
farewell, af fection, and faith

Older adults expressed their desire to convey 
their gratitude and affection to their family 
members; a demonstration of respect and affection 
that should be expressed both throughout life and 
in the final stage.

It is identified that, for the participants, it was 
important to reframe emotional bonds, resolve past 
conflicts or disagreements, value the final moments 
of their existence, and take the opportunity to bid 
farewell. Thus, remaining socially connected or 
rebuilding bonds with their loved ones is shown 
to be the desire and will of older adults residing 
in LTCFs.

"It's important, because you're going to bid 
farewell, won't see anything anymore, it's over, 
to at least have a memory." (M12R12).

"Because I believe that in the past when I was 
younger, I said a lot (...), but it hurt. And I couldn't 
contain that impulse to speak harshly to people I 
didn't like, and 'it's wrong.'" (F2R14).

Associated with the desires and wishes of older 
adults for direct benefit, the possibility of assisting 
other residents stands out. The willingness to help 
others is displayed as a form of reciprocation for the 
assistance received from others during the course 
of their lives.

"I feel like a different person, better (referring to 
helping others)." (M11R11)

"Today they are doing it, tomorrow they might 
be receiving a bath." (M12R12).
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3. Preservation of the human dignit y of older adults who are 
institutionalized in the terminal phase of life.

Regarding their expectations of how they want 
to receive care in the terminal phase of their lives, 
older adults refer to attentive and respectful care 
in old age, with humanization manifested through 
touch, and they expect the professionals involved in 
their care to be present and preserve human dignity.

"If they serve me with ill will, then they shouldn't 
serve me at all. I said: (...) Have a little respect and 
dignity for her, go to her room to see if she's still 
alive. They wouldn't even touch her anymore (...) 
Don't you think that's a lack of dignity?" (F4R16).

"Because respect is everything." (F1R13)

In the perspective of preserving the dignity of 
older adults in the terminal phase of their lives, they 
desire to listen to their favorite music. This gesture 
has been considered a promoter of joy, a sense of 
freedom, pain reduction, and also promotes mental 
relaxation.

"My wish has always been to have music (...) even 
for certain people, music is a medicine when the 
end is near. Turn on some music and just listen 
to it." (M12R12).

"Music is one of the few things that moves me 
and calms me down (...). It takes me on a journey, 
it does me good, I don't know why." (F6R18).

Another desire mentioned aligned with the 
perspective of wanting to be attended to and cared for 
by careful and trustworthy healthcare professionals.

"I have physicians who are very sincere. I think 
sincerity should be used with the person who is 
ill. It's a way of respecting the person, they will 
decide what they want, and what they need or 
don't need." (F2R14).

"Because it has to be someone you trust to talk to 
about your problems (...) there has to be empathy, 
unity, communion." (F6R18).

Another concern of older adults relates to 
financial matters. This organization gives them more 
security and enables them to achieve autonomy to 
make decisions and tranquility in the terminal phase 
of their existence.

"Leaving it to the children so that they don't 
struggle later." (M3R3).

"With money, I'm at ease, let's put it that way, I 
don't depend on many anymore. I can already 
solve the problem on my own, I have enough." 
(M12R12).

4. Not being pressured and not being a burden to the family

Older adults mentioned feeling pressured by 
situations of fragility in communication from 
professionals, family members, and other affectionate 
bonds; not aiding in the therapeutic process in the 
terminal phase of life.

"I don't like it when someone says something 
or tells me (...) it could be the same words, but 
the way they say them. Because the decision is 
mine." (F2R14).

Regarding the desire of older adults not to feel 
like a burden to their families during this period, 
there is an expressed wish to be able to take care 
of themselves.

"There won't be a shortage of people to care for 
me, to look after me. May I have a peaceful illness, 
where I can help myself. Maybe I'll end up in the 
hospital, then I don't know." (F5R17).

5. Maintenance of senses and awareness of death: desire for 
a beneficial experience with pain control, purif ication, and 
surrendering of life through faith

From the perspective of the desires of older adults, 
they considered themselves conscious enough to ask 
for forgiveness from God for the mistakes made in 
life. Additionally, there is mention of the desire to 
experience death as a passage with positive feelings.
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"If I am conscious and aware of death, let the 
cleansing come, because to die you need to be 
conscious and know that you are going to die." 
(F2R14)

"I didn't want to die in my sleep, I wanted to feel 
death, have a good vision (...) and hand life and 
death over to God." (F5R17)

In this sense, the residents wished to be conscious 
but with adequate analgesia to be able to die without 
pain, and they preferred to have a sudden death.

"I want to be conscious in the sense that I have 
already taken that morphine, for pain. And to be 
pain-free, you know?" (F4R16).

"I want to be awake when I die. I want to die 
suddenly." (F4R16).

One resident also mentioned wanting to preserve 
their senses to stay alert to the care received near 
the end-of-life; as they were afraid of not receiving 
the attention they needed.

"I want... in the senses, like a policing of the 
person. Because, when you are on the brink of 
death, when you are very ill, they treat you a lot 
like trash, I think." (F6R18)

DISCUSSION

Among the sociodemographic aspects of the 
older adults in this study, it is noteworthy that the 
female population is larger than the male population. 
Studies conducted in Brazil have reported that older 
adults residing in Long-Term Care Facilities (LTCFs) 
were mostly women and had a higher average age 
than men. Furthermore, the age group with the 
highest number of older adults in Brazilian LTCFs 
is between 71 and 80 years old15.

Regarding the income of older adults in 
LTCFs13,15-17, it has been identified that almost all 
older adults were retired and received, on average, 
one minimum wage. Additionally, concerning the 
duration of institutionalization, a study reported 
similar data to those of this research by indicating 
that the length of stay for older adults in LTCFs 

ranged from one to five years15. Regarding the 
motivations that led older adults to reside in LTCFs, 
the reasons reported were due to family members 
being unable to provide them with the necessary 
care, as well as issues related to severed bonds16,17. 

In a study informed by a scoping review, it 
was reported that family is considered essential in 
the final moments, and therefore, the majority of 
residents wish to die close to their family members18. 
Furthermore, the family is considered to play an 
important role in distracting worrisome thoughts; it 
is beneficial to be there, despite the patient's physical 
and/or mood changes, and to strive to remain until 
the end19.

The desire to be at home at the end of their 
lives is expressed by institutionalized older adults. 
Recognizing the LTCFs as a domestic sphere is 
established by preserving identity, privacy, and 
ensuring a welcoming environment of respect and 
dignity for older adults2. Reasons include previous 
instances of unsuccessful care, the comfort of home, 
and concerns about the costs of prolonged periods20.

Among the main desires and wishes of the 
participants is the desire to avoid loneliness. The 
fear of dying alone is linked to the fact that loneliness 
is a subjective experience. Thus, loneliness is often 
identified as a feeling that can be present even in 
the company of others21.

In this context, it can be inferred that for 
older adults in LTCFs, the significance of dying 
feeling alone is the abandonment by loved ones, in 
addition to feeling fearful of this condition22. Some 
individuals may view death with serenity; others, 
with overwhelming fear23. Faced with the question 
of the fear of dying alone, the older adult should 
be understood in their singularity and entirety; as 
the experiences at the end-of-life will depend on 
the context in which they are placed, their history, 
and their exposure to situations that make them 
vulnerable24.

In this sense, personal redemption at the end-of-
life does not diminish the need to love and be loved, 
to forgive or be forgiven, and to maintain intimate 
and trusting relationships. Perhaps, at this stage, 
these needs are even more urgent to recognize as 



8 of 11

Desires and will of older adults regarding end-of-life terminality

Rev. Bras. Geriatr. Gerontol. 2024;27:e230177

the "last opportunity"15. The desire to bid farewell 
to one's bonds of affection and to seek forgiveness 
and reconciliation allows their shortcomings not 
to be considered of great importance in retrospect, 
and for these bonds to remain within them as fond 
memories after their death4.

From the perspective of older adults developing 
resilience at the end-of-life, the presence of 
relationships of assistance to others aids in better 
coping with adverse situations such as debilitating 
illness or death25. The principle of human dignity 
establishes protection and autonomy for the individual 
by imposing minimal conditions for humans to truly 
live, die, and not just survive26. 

Physical proximity, human warmth, support, and 
respectful, open, and honest communication are 
of great importance to people who are nearing the 
end-of-life4. Preserving the dignity of residents is 
the responsibility of healthcare professionals and is 
a central value in the perspective of palliative care27. 
They also attribute the possibility of maintaining 
dignity in being able to manage their finances, 
maintain friendships, not feel pain, listen to their 
favorite music, and have interactions among them 
conducted in a respectful manner.

In the mentioned aspect, older adults living 
in LTCFs desire to be cared for by professionals 
within a relationship based on trust, respect, and 
communication, so that they perceive that the 
caregivers are concerned about their well-being28. 
Therefore, it is seen that the resident's concern 
about death is related to the outcome it may have 
on others29.

Empathy should be established among the 
older adult, the family, and the professionals; and 
exchanges of ideas and information about the needs 
of the older adult should occur through harmonious 
dialogue30. Along the same lines, professional 
conduct should provide singular attention in order 
to enable greater comfort for the discomforts felt 
by the ailing individual, understanding that they are 
unique, personal, and non-transferable31.

In this sense, professional conduct should 
provide singular attention and empathy to enable 
greater comfort for the discomforts felt by the ailing 

individual22. The older adult should have decision-
making autonomy until death; as this makes them 
feel more secure and less pressured30.

From the perspective of maintaining awareness of 
death and consciousness, spirituality can improve the 
psychosocial stability of the individual, strengthen 
their self-identity, and promote adjustment to death21. 
Experiencing spirituality as a central component in 
life proves to be an important resource in maintaining 
psychological well-being, especially for vulnerable 
institutionalized older adults5. Furthermore, faith and 
support driven by spirituality provide inner balance 
in the face of terminal situations22. Older adults wish 
to die conscious as a foundation to fulfill and enforce 
their other desires or due to religious reasons4. From 
the standpoint of remaining vigilant to observe the 
care that will be provided, older adults in palliative 
care wanted to stay alert, as they believed that a Long-
Term Care Facility would provide inferior care32.

In this context, the desire for freedom from pain 
was central for the residents. Personal experiences or 
previous illnesses were cited as concerns regarding 
symptoms already experienced3.

It is worth noting that the research has limitations 
as it only encompassed two LTCFs and disregarded 
residents who did not achieve a minimum score on 
the Mini-Mental State Examination (MMSE), whose 
desires and wishes were not known.

CONCLUSION

The results of the study provided insight into the 
desires and wishes of older adults residing in LTCFs 
at the end-of-life. It was evident that such desires 
and wishes are characterized by concerns related to 
how they are cared for by healthcare professionals; 
however, primarily, by aspiring to broad aspects 
of life.

In the study, it was observed that the majority of 
participants were willing, wanted, and felt the need 
to speak about their desires and wishes. From this 
perspective, the reception, acceptance by family, and 
the possibility of death occurring in the LTCF or at 
home constitute desired situations. Furthermore, the 
moment of death represents the end of a life cycle 
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in which there is a need for personal reconciliation, 
farewell, affection, and reinforcement of faith.

This research also enables collaboration so that the 
actions of healthcare professionals, especially nurses, 
can be enriched with knowledge of desires and wishes 
regarding the end-of-life. It leads to developments in 
which these desires and wishes can be documented 
to positively influence older adults to preserve their 
autonomy and dignity at the end-of-life.
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Comparative analysis of older adults and hospitalized adults' 
perception of hospital diet quality
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Abstract
Objective: To analyze and compare the perception of hospital diet quality between older 
adults and hospitalized adults. Method: Quali-quantitative research conducted at a public 
hospital in the state of São Paulo, Brazil, involving older adults (n=185) and adults 
(n=185) who have been hospitalized for at least three days, receiving a general/soft 
oral diet, and classified according to the prescribed diet type: unrestricted diet (GSR), 
for glycemic control (GDM), or low-sodium (GHSS). The data were collected through 
individual interviews, utilizing a validated questionnaire. Diet quality was assessed using 
a Likert scale, considering the categories of taste, temperature, quantity, appearance, 
meal timing, hygiene, and availability for food substitution. The qualitative data were 
subjected to thematic content analysis, while the quantitative data underwent descriptive 
and statistical analysis using Kruskal-Wallis tests (for quantitative variables) and chi-square 
tests (for qualitative variables). Results: Regardless of the prescribed diet (p≥0.05), both 
older adults and hospitalized adults considered the quality of hospital food satisfactory 
(Good/Excellent) across the assessed satisfaction categories, except for taste, which 
showed a significant association with the prescribed diet for older adults (p=0.05). Three 
thematic categories emerged from the reports, indicating that both older adults and adults 
understand the importance of hospital diet for health recovery, yet a negative expectation 
regarding the offered meal is still prevalent. Hospital diets with restrictions influence 
taste perception in older adults. Understanding this particularity can assist in the creation 
of strategies for adaptation and better acceptance of hospital diets for this age group.
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INTRODUC TION

In the early twentieth century, nuns took charge 
of hospital kitchens, preparing diets for the poor 
and the sick according to medical prescriptions1. 
In the 1970s, the implementation of Hospital Food 
and Nutrition Units began with the aim of restoring 
and/or maintaining the nutritional status and health 
condition of patients2.

The correlation of the dietary phenomenon with 
the recovery process is considered fundamental for 
the clinical and/or surgical treatment of hospitalized 
individuals. Therefore, the patient's non-acceptance 
of hospital diet can hinder their recovery, leading 
to complications arising from hospital malnutrition 
and increasing the probability of death3,4.

Despite the importance of hospital diet as an 
adjunct in therapy, this type of food is still mystified 
by the population as tasteless, cold, bland, served 
early, and restrictive, leading to insufficient food 
intake by the patient, compromising their recovery5. 
Hospital diet, therefore, affects the individual's 
psychosensory and symbolic attributes, which 
can negatively influence their experience during 
hospitalization and their health6,7.

Thus, concerns arise, particularly regarding older 
adults, whose numbers have been growing in recent 
years, bringing with them increased demand for 
healthcare services, including hospitalizations8. These 
individuals account for 23% of the total hospital 
admissions in the country, with an average length of 
stay of seven days, 25% longer than the hospitalization 
period of other age groups9. Furthermore, there is a 
decline in sensory perception with aging, especially 
in olfaction and taste, which can affect appropriate 
dietary intake10,11 and, consequently, be reflected in 
the number and duration of hospitalizations among 
older adults, as well as in hospital malnutrition.

In older adults, other factors can also influence 
nutrition, such as chewing, digestion, continuous use 
of medications, mobility difficulties, socioeconomic 
issues, and Non-Communicable Chronic Diseases 
(NCDs)8,11-13. Systemic Arterial Hypertension 

(SAH) and Diabetes Mellitus (DM), which are 
more prevalent in older adults, are associated 
with greater dietary restrictions, increased rates of 
hospitalizations, worsening nutritional status, and 
also influence food perception8,12,14. 

However, most of the t ime, the sensory 
perception of older adults is disregarded, although 
it has a significant impact on taste and pleasure in 
eating. A study comparing the gustatory sensitivity 
of non-hospitalized adults and older adults found 
alterations in the perception of sweet and salty 
tastes, predisposing them to add more sugar and/
or salt to their food, which negatively impacts the 
control of SAH and DM15. In relation to sour and 
sweet solutions, another study showed that older 
adults exhibited reduced taste perception compared 
to adults16.

In the hospital context, sensory perception 
alterat ions can worsen, as environmental, 
physiological, and dietary factors may hinder oral 
feeding in older adults17. It is common for most older 
adults to consume less food during hospitalization 
than when they are at home. This scenario becomes 
even more serious when considering that older 
patients tend to stay hospitalized for longer periods 
and more frequently. 

Although there is a strong correlation between 
the quality of hospital diet and its acceptance by 
hospitalized individuals, it is not known whether this 
acceptance may vary depending on age group, or if 
it can be negatively exacerbated by the restrictions 
and characteristics of the diet offered in the hospital. 
These are two conditions directly related to older 
adults, considering their greater sensory and 
functional decline and the need for restrictive diets 
due to the prevalence of NCDs in this population.

Therefore, considering that hospital diets for 
older adults, with or without dietary restrictions, 
are not individualized according to their needs 
and particularities, this study aimed to analyze and 
compare the perception of hospital diet quality among 
older adults and hospitalized adults for different 
prescribed diet types, as well as to understand the 
significance of this food for both populations.
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METHOD

Quali-quantitative research with a cross-sectional 
design was conducted at a public healthcare and 
teaching hospital located in the interior of São 
Paulo state, Brazil, which is part of the health care 
network of the Regional Department of Health 
(DRS - Departamento Regional de Saúde) IX. It 
serves as a reference for specialized care at different 
levels of complexity, operating 199 hospital beds 
exclusively linked to the Unified Health System 
(SUS - Sistema Único de Saúde). It has a Food and 
Nutrition Unit (UAN - Unidade de Alimentação 
e Nutrição), certified by ISO 9001:2015, which 
provides meals orally and through feeding tubes. 
It provides an average of 600 main meals (lunch 
and dinner), 800 small meals (breakfast and snacks) 
to patients, caregivers, and staff per day, as well as 
300 enteral diets. Data collection took place in four 
medical and surgical wards from June 2018 to June 
2019, due to the presence of patients meeting the 
inclusion criteria in these wards.

Participants were older adults (≥60 years) and 
adults (18 to 59 years) of both sexes, hospitalized 
for at least three days, a sufficient amount of time 
to express opinions about the provided food18, and 
receiving a general or soft oral diet, distributed into 
three prescription types: unrestricted diet (GSR), for 
glycemic control (GDM), and low-sodium (GHSS). 
Patients who were unable to communicate, those 
with oral cavity wounds, those receiving enteral or 
parenteral nutrition, and those fasting were excluded 
from the study.

For the quantitative approach, the sample size 
calculation considered a medium effect size of 0.3, 
a type I error margin (α) of 5%, and a study power 
of 80%, indicating the need for a minimum sample 
of 185 individuals per age group. For proportional 
distribution of patients in diets and age groups, the 
comparison groups were as follows: 185 older adults, 
with 126 on GSR diet, 43 on GHSS, and 16 on GDM; 
185 adults, with 153 on GSR diet, 22 on GHSS, and 
10 on GDM, totaling 370 participants. 

For the qualitative approach, the number of 
interviewees took into consideration the criteria of 
data exhaustiveness and saturation18. Thus, a total of 

70 participants were included, comprising 37 adults 
and 33 older adults.

The data collection procedure involved daily 
analysis of the hospital census to identify potential 
candidates, followed by personal contact with the 
patient to explain the research. After obtaining 
agreement and signing the Informed Consent Form, 
the interview began (on average 20 minutes) with one 
of the researchers, who was a nutritionist from the 
research setting, trained in non-directive techniques.

The data collection consisted of four stages. 
Stage I: characterization of participants regarding 
socioeconomic profile, using the Critério Brasil 
questionnaire19. Stage II: collection of participant 
hospitalization data from the hospitalization form, 
considering the reason and duration of hospitalization, 
prescribed diet, and associated chronic disease. Stage 
III: administration of a questionnaire to assess 
participants' perception of hospital diet quality, 
considering: taste, temperature, quantity, appearance, 
meal timing, hygiene, and availability for food 
substitution. Participants were asked to express their 
opinion using a Likert scale of satisfaction: excellent, 
good, fair, or poor. Participants were also asked about 
their appetite (preserved, reasonable, or poor) and 
their salivation (reduced, increased, or normal). The 
same satisfaction questionnaire used by the hospital's 
UAN nutritionists in this study was employed, 
following quality standards adopted in hospital 
services20. Stage IV: Two open-ended questions 
were asked regarding the participant's perceptions 
of hospital food: what were their expectations 
regarding this food, and what knowledge they had 
about their dietary restrictions, when applicable. This 
questionnaire was validated in a pilot study with 
individuals of the same characteristics as the target 
population, totaling 18 participants (nine per age 
group and prescribed diet). It underwent adjustments 
for readability and understanding of the questions. 
To ensure reliability and preserve the originality of 
the testimonies, the interviews were conducted with 
a digital voice recorder, and after transcription, the 
recordings were deleted. They were conducted at the 
bedside, with the presence of both the interviewer 
and the interviewee, preserving anonymity and 
avoiding potential biases. There were no dropouts 
or need for repeat interviews.
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In the analysis of quantitative data, comparisons 
between groups for quantitative variables were 
performed using the Kruskal-Wallis test, followed 
by pairwise comparisons using the Mann-Whitney 
test with Holm-Sidak post-hoc correction. The 
association between qualitative variables was analyzed 
using the chi-square test. Quantitative variables are 
described by median and interquartile range (25th and 
75th). Qualitative variables are described by relative 
(%) and absolute (n) frequency distribution. The 
significance level adopted was 5%.

Regarding the qualitative approach, the speeches 
were transcribed and subjected to the theoretical-
analytical framework of thematic content analysis 
proposed by Minayo. The analysis involved breaking 
down the text into units and then categorizing them 
into groups. For anonymity and confidentiality of 
the collected testimonies, participants were identified 
as Older Adult or Adult, followed by the acronym 
of the prescribed diet.

The research followed the norms and regulatory 
guidelines for research involving human subjects, 
being reviewed and approved by the Institutional 
Review Board (IRB) of the involved institution, 
obtaining a favorable number 2,596,014, CAAE: 
85263318.0.0000.5413.

DATA AVAIL ABIL IT Y

The dataset is not publicly available due to 
containing information that compromises the privacy 
of the research participants.

RESULTS

The participant population consisted of 370 
individuals, comprising older adults (n=185) and 
adults (n=185), ranging in age from 18 to 94 years with 
a mean age of 54.6 years. Of these, 58.6% were male, 
51.9% were married or in a stable union, 43.8% had 
completed up to nine years of schooling, 70.0% were 
of white ethnicity, 58.1% were Catholics, 83.2% lived 
with family, and 56.5% belonged to socioeconomic 
class C. There was no significant association between 
participants' characteristics and diet and age, except 
for whether they had hypertension and/or diabetes 
mellitus (Table 1).

When comparing age among the types of diets, it 
was observed that participants with the GHSS diet 
were older than those with the GSR diet, however, 
there was no significant difference between those 
with GSR and GDM diets. It is also noted that the 
age group of 60 years or older was concentrated in 
the GHSS or GDM diets, with more older adults 
on a low-sodium diet (Table 2).

The prevalent diagnosis at admission, according 
to the International Statistical Classification of 
Diseases and Related Health Problems (ICD-10), 
was circulatory diseases in 22.7% of adults and 
26.5% of older adults, with the most common being: 
hypertension, acute myocardial infarction, pulmonary 
embolism, heart failure, stroke, atherosclerosis, 
arterial and venous thrombosis. Both age groups 
showed a similar distribution of morbidities, which 
reduces the study's bias regarding morbidity.
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Table 1. Analysis of absolute frequency (f ) and relative frequency (%) distribution of participant population 
characteristics regarding the prescribed diet type and age group. Marília, SP, 2019.

 Adult Older adult
GSR 
(n = 153)

GDM 
(n = 10)

GHSS 
(n = 22)

GSR
(n = 126)

GDM
(n = 16)

GHSS
(n = 43)

Characteristics f (%) f (%) f (%) p-value f (%) f (%) f (%) p-value
Gender
Male 92 (60.1) 7 (70.0) 9 (40.9)

0.14
79 (62.7) 9 (56.3) 21(48.8)

0.10
Female 61 (39.9) 3 (30.0) 13 (59.1) 47 (37.3) 7 (43.8) 22 (51.2)
Marital status
Single 79 (51.6) 3 (30.0) 9 (40.9)

0.22
58 (46.0) 9 (56.3) 20 (46.5)

0.85
Married/stable union 74 (48.4) 7 (70.0) 13 (59.1) 68 (54.0) 7 (43.8) 23 (53.5)
Education
0 - 3 years 21 (13.7) 1 (10.0) 3 (13.6)

0.92

50 (39.7) 6 (37.5) 15 (34.9)

0.76Up to 9 years 64 (41.8) 4 (40.0) 10 (45.5) 53 (42.1) 7 (43.8) 24 (55.8)
More than 9 years 68 (44.4) 5 (50.0) 9 (40.9) 23 (18.3) 3 (18.8) 4 (9.3)

Ethnicity
White 100 (65.4) 7 (70.0) 11 (50.0)

0.38

98 (77.8) 13 (81.3) 30 (69.8)

0.19
Black 11 (7.2) 0 (0.0) 4 (18.2) 4 (3.2) 0 (0.0) 3 (7.0)
Brown 41 (26.8) 2 (20.0) 7 (31.8) 23 (18.3) 2 (12.5) 7 (16.3)
Yellow 0 (0.0) 1 (10.0) 0 (0.0) 1 (0.8) 0 (0.0) 2 (4.7)
Red 1 (0.7) 0 (0.0) 0 (0.0) 0 (0.0) 1 (6.3) 1 (2.3)
Religion
Catholic 81 (52.9) 3 (30.0) 12 (54.5)

0.51

83 (65.9) 9 (56.3) 27 (62.8)

0.86
Evangelical 56 (36.6) 4 (40.0) 10 (45.5) 32 (25.4) 4 (25.0) 10 (23.3)
Spiritist 2 (1.3) 1 (10.0) 0 (0.0) 2 (1.6) 2 (12.5) 3 (7.0)
Other 1 (0.7) 0 (0.0) 0 (0.0) 1 (0.8) 1 (6.3) 3 (7.0)
Not declared 13 (8.5) 2 (20.0) 0 (0.0) 8 (6.3) 0 (0.0) 0 (0.0)
Housing situation
Alone 13 (8.5) 1 (10.0) 2 (9.1)

0.89
34 (27.0) 4 (25.0) 8 (18.6)

0.28
Family 140 (91.5) 9 (90.0) 20 (90.9) 92 (73.0) 12 (75.0) 35 (81.4)
Socioeconomic class
A-B 34 (22.2) 3 (30.0) 3 (13.6)

0.37
21 (16.7) 4 (25.0) 6 (14.0)

0.46C 93 (60.8) 5 (50.0) 14 (63.6) 69 (54.8) 6 (37.5) 22 (51.2)
D-E 26 (17.0) 2 (20.0) 5 (22.7) 36 (28.6) 6 (37.5) 15 (34.9)
SAH
No 124 (81.0) 6 (60.0) 4 (18.2)

<0.001*
63 (50.0) 4 (25.0) 7 (16.3)

<0.001*
Yes 29 (19.0) 4 (40.0) 18 (81.8) 63 (50.0) 12 (75.0) 36 (83.7)
DM
No 146 (95.4) 0 (0.0) 20 (90.9)

0.002*
100 (79.4) 0 (0.0) 35 (81.4)

0.38
Yes 7 (4.6) 10 (100.0) 2 (9.1) 26 (20.6) 16 (100.0) 8 (18.6)

n = number of participants; GSR = general diet without restriction; GDM = general diet for glycemic control; GHSS = general low-sodium 
diet. *p-value ≤ 0.05 indicates significant association with the type of diet prescribed by the chi-square test.
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Overall, the perception of the quality of hospital 
diet was positive among participants, regardless of 
the prescribed diet type, with the majority being 
rated as Good/Excellent (Table 4). Among adults, 
82.7% received the GSR diet, 5.4% received the 
GDM diet, and 11.8% received the GHSS diet, while 
among older adults, 68.1% received the GSR diet, 
8.6% received the GDM diet, and 23.2% received 
the GHSS diet.

Table 2. Comparison of age groups among participant groups (N = 370) by prescribed diet. Marília, SP, 2019.

 Prescribed diet   
GSR (n = 279) GDM (n = 26) GHSS (n = 65)

 25th Med. 75th  25th Med. 75th  25th Med. 75th  p-value
Age (years) 38.0 54.0 66.0  49.8 60.0 65.5  56.0 63.0* 73.5  <0.001**

Values expressed as median and interquartile range (1st quartile 25th and 3rd quartile 75th).

n = number of participants; GSR = general diet without restriction; GDM = general diet for glycemic control; GHSS = general low-sodium 
diet; * p-value ≤0.05 indicates significant difference between groups by Kruskal-Wallis test; ** p-value ≤0.05 indicates significant difference 
compared to the GSR group by Mann-Whitney test with Holm-Sidak post-hoc correction.

Table 3. List of the main diagnoses of the interviewed individuals, adults and older adults, categorized according 
to ICD-10. Marília, SP, 2019.

Chapters Diseases Adult
f (%)

Older adult
f (%)

I Some infectious and parasitic diseases 3 (1.6) 1 (0.5)
II Neoplasms [tumors] 12 (6.5) 19 (10.3)
III Diseases of the blood and Hematopoietic organs and certain disorders 

involving the immune mechanism
3 (1.6) 3 (1.6)

IV Endocrine. nutritional. and metabolic diseases 4 (2.2) 10 (5.4)
V Mental and behavioral disorders 1 (0.5) 1 (0.5)
VI Diseases of the nervous system 1 (0.5) 2 (1.1)
VII Diseases of the eye and adnexa 3 (1.6) 1 (0.5)
IX Diseases of the circulatory system 42 (22.7) 49 (26.5)
X Diseases of the respiratory system 15 (8.1) 16 (8.6)
XI Diseases of the digestive system 13 (7.0) 15 (8.1)
XII Diseases of the skin and subcutaneous tissue 12 (6.4) 7 (3.8)
XII Diseases of the musculoskeletal system and connective tissue 8 (4.3) 9 (4.9)
XIV Diseases of the genitourinary system 11 (5.9) 14 (7.6)
XVIII Symptoms, signs, and abnormal clinical and laboratory findings, not 

elsewhere classified
6 (3.2) 0 (0.0)

XIX Injuries, poisoning, and certain other consequences of external causes 52 (28.1) 35 (18.9)
XX External causes of morbidity and mortality 0 (0.0) 3 (1.6)

Values expressed in absolute frequency (N) and relative frequency (%).

The quantity of the meal offered was evaluated 
as Poor/Fair by 13.7% of adults with the GSR diet 
and 27.3% of those with the GHSS diet, as they 
considered it to be small. Among older adults, 18.3% 
of participants with the GSR diet and 25.0% of those 
with the GDM diet also expressed dissatisfaction with 
the quantity, but considered it to be excessive. On the 
other hand, the appearance and temperature of the 
preparations were evaluated as Good/Excellent by 
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the majority of participants, regardless of age. These 
categories did not show a significant association with 
the prescribed diet (Table 4).

Participants' perception regarding meal timing, 
hygiene, and the possibility of substitutions also 
did not show a significant association with the diet. 
However, for older adults, the taste of the hospital 
diet category was significantly associated with the 
prescribed diet. Thus, the perception of older adults 
about the taste of GHSS and GDM diets was negative 
for 30.2% and 25.0% of participants, respectively. 
For adults, 27.3% of participants receiving the GHSS 

diet and 20.0% of those with the GDM diet also 
reported dissatisfaction with the taste of the meals. 
However, in this group, there was no significant 
association with the diet (Table 4).

The data also showed that the type of diet did 
not significantly affect the appetite and salivation of 
the participants. However, the assessment regarding 
the desire to eat during hospitalization showed that 
37.9% of adults without any dietary restrictions 
perceived their appetite as reasonable. Among older 
adults, 35.7% of those receiving the GSR diet also 
considered their appetite as reasonable (Table 5).

Table 4. Analysis of absolute frequency (f) and relative frequency (%) distribution of categories of perception of 
hospital food regarding the prescribed diet type among participating adults and older adults. Marília, SP, 2019.

 Adult Older adult

GSR
(n = 153)

GDM
(n = 10)

GHSS
(n = 22)

GSR
(n = 126)

GDM
(n = 16)

GHSS
(n = 43)

Categories f (%) f (%) f (%) p-value f (%) f (%) f (%) p-value
Appearance 
Poor/Fair 8 (5.2) 1 (10.0) 2 (9.1) 0.405 6 (4.8) 1 (6.3) 2 (4.7) 0.998
Good/Excellent 145 (94.8) 9 (90.0) 20 (90.9) 120 (95.2) 15 (93.8) 41(95.3)
Quantity 
Poor/Fair 21 (13.7) 1 (10.0) 6 (27.3)

0.139
23 (18.3) 4 (25.0) 5 (11.6) 0.403

Good/Excellent 132 (86.3) 9 (90.0) 16 (72.7) 103 (81.7) 12 (75.0) 38 (88.4)
Temperature 
Poor/Fair 17 (11.1) 0 (0.0) 1 (4.5) 0.227 13 (10.3) 1 (6.3) 5 (11.6) 0.881
Good/Excellent 136 (88.9) 10 (100.0) 21 (95.5) 113 (89.7) 15 (93.8) 38 (88.4)
Taste
Poor/Fair 24 (15.7) 2 (20.0) 6 (27.3) 0.175 21 (16.7) 4 (25.0) 13 (30.2) 0.050*
Good/Excellent 129 (84.3) 8 (80.0) 16 (72.7) 105 (83.3) 12 (75.0) 30 (69.8)
Meal timing 
Poor/Fair 21 (13.7) 4 (40.0) 3 (13.6) 0.575 6 (4.8) 2 (12.5) 2 (4.7) 0.872
Good/Excellent 132 (86.3) 6 (60.0) 19 (86.4) 120 (95.2) 14 (87.5) 41 (95.3)
Hygiene 
Poor/Fair 1 (0.7) 0 (0.0) 0 (0.0) 0.662 0 (0.0) 0 (0.0) 0 (0.0) -
Good/Excellent 152 (99.3) 10 (100.0) 22 (100.0) 126 (100.0) 16 (100.0) 43 (100.0)
Substitution 
Poor/Fair 67 (43.8) 6 (60.0) 9 (40.9) 0.998 36 (28.6) 5 (31.3) 9 (20.9) 0.372
Good/Excellent 86 (56.2) 4 (40.0) 13 (59.1) 90 (71.4) 11 (68.8) 34 (79.1)

n = number of participants; GSR = general diet without restriction; GDM = general diet for glycemic control; GHSS = general low-sodium 
diet. *p-value ≤ 0.05 indicates significant association with the type of prescribed diet by the chi-square test.
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From the qualitative analysis of participants' 
testimonials, categorized by the prescribed diet type, 
three thematic categories were defined:

Hospital Diet for Health Improvement

Regardless of the prescribed diet and age, 
participants associated the hospital diet as necessary 
for health recovery, characterizing it as a supervised 
meal distinct from what they consumed at home:

"It is food for us to become strong, strengthened 
[...]" (Older Adult, GHSS).

"A meal that sustains the patient [...]" (Adult, 
GHSS).

Participants also mentioned that meal times are 
always respected in the hospital, being important 
for proper recovery:

"To eat better, because at home we don't do that, 
lunch, coffee, no, I don't do it, the times correct" 
(Adult, GSR).

In individuals prescribed with restrictive diets, it 
was evident that the main difficulty is the lack of salt 
in the meal. This fact was highlighted among older 
adults with GHSS diet and even with GSR when 
compared to adults with the same diets:

"... but for me, it doesn't work, the lack of salt, I 
can't eat" (Older Adult, GHSS).

"I thought it was more seasoned [...] it's not bad, 
the matter is the salt" (Adult, GHSS).

The Mythif ication of Hospital Diet

Among adults and older individuals, regardless 
of the received diet, recurring testimonials brought 
deep-seated prejudices about hospital diet, qualifying 
it as bad, tasteless, and bland. However, with the 
experience of the meal, there was a deconstruction 
of this stigma:

"I've heard it's bad, that it's hospital food, I've 
always eaten here in the clinics, it's always been 
tasty" (Older Adult, GHSS).

Table 5. Analysis of absolute frequency (f ) and relative frequency (%) distribution of appetite and salivation 
categories by prescribed diet type among participating adults and older adults. Marília, SP, 2019.

 Adult  Older adult
GSR
(n = 153)

GDM
(n = 10)

GHS
(n = 22)

GSR
(n = 126)

GDM
(n = 16)

GHSS
(n = 43)

Categories f (%) f (%) f (%) p-value f (%) f (%) f (%) p-value
Appetite
Poor 8 (5.2) 0 (0.0) 1 (4.5) 0.277 9 (7.1) 1 (6.3) 2 (4.7) 0.261
Reasonable 58 (37.9) 3 (30.0) 6 (27.3) 45 (35.7) 6 (37.5) 12 (27.9)
Preserved 87 (56.9) 7 (70.0) 15 (68.2) 72 (57.1) 9 (56.3) 29 (67.4)

Adult Older adult
GSR
(n = 107)

GDM
(n = 8)

GHSS
(n = 17)

GSR
(n = 91)

GDM
(n = 9)

GHSS
(n = 26)

Salivation
Reduced 35 (32.7) 1 (12.5) 7 (41.2) 0.750 37 (40.7) 3 (33.3) 12 (46.2) 0.686
Increased 3 (2.8) 1 (12.5) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Maintained 69 (64.5) 6 (75.0) 10 (58.8) 54 (59.3) 6 (66.7) 14 (53.8)

n = number of participants; GSR = general diet without restriction; GDM = general diet for glycemic control; GHSS = general low-sodium diet.
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Other reports brought the perception that in 
the past hospitals offered food that did not add 
nutritional value to the patient, but that currently 
there is supervision by nutritionists, which ensures 
higher quality meals:

"The nutritionist will see what people need [...] 
vegetables, because there's a lot of chayote, for those 
who need to be hospitalized, it's good" (Adult, GSR).

Economic status and religiosity also emerged in 
the testimonials, especially among older individuals, 
who value the food received:

"Sometimes we talk about the food, but for me, 
food is sacred" (Older Adult, GDM).

(Dis)knowledge regarding the prescribed diet

Some adults and older individuals were aware of 
the diet they were receiving, especially the groups 
with GHSS and GDM diets:

"Because you can't eat salt, otherwise the blood 
pressure goes up" (Older Adult, GHSS).

"Because I have high diabetes, it needs to be 
controlled, sometimes it's high, sometimes it's 
okay, but it won't go down" (Adult, GDM).

Others did not have discernment about the 
prescribed diet or their health condition:

"I don't know, to me it's coming as usual, I also 
don't like to eat salty food" (Older Adult, GHSS).

The lack of knowledge and the scarcity of access 
to health information worsen in participants with 
a misconceived view of their illness and a lack of 
understanding of how to control its consequences 
in their daily lives:

"The doctor didn't say anything, a little salt 
because of diabetes, what's that? I don't know. 
The doctor said I can't eat too much salt; said I 
can't eat “ajinomoto” (monosodium glutamate). 
“Ajinomoto” doesn't have any salt, right? I use 
Shoyu (soy sauce) more on salads, just some" 
(Older Adult, GHSS).

DISCUSSION

The data showed that regardless of age and 
prescribed diet, participants positively evaluated 
the meals received during hospitalization. However, 
the negative perception of the diet's taste was 
significantly associated with restrictive diets 
among older individuals. It could be inferred that 
participants understand the importance of hospital 
diet as a means of health recovery, but the prejudiced 
view of the meal is still noticeable.

Indeed, categories such as the appearance, 
quantity, and temperature of the meal, hygiene of 
the nutrition service, possibility of substitutions, and 
meal times were well received. Furthermore, patients 
acknowledged that the hospital adheres strictly 
to dietary prescriptions and schedules. Although 
there was no significant association between age 
group and prescribed diet for these categories, the 
proportion of the Poor/Fair satisfaction level for 
some of them deserves attention. The substitution 
category showed proportions of 40 to 60% of Poor/
Fair satisfaction among adults and 20 to 31% among 
older individuals, especially for patients with the 
GDM diet. The quantity, taste, and timing categories 
also showed percentages of Poor/Fair satisfaction 
among adults that deserve attention, especially the 
quantity and taste of the GHSS diet and the timing 
of the GDM diet. For older individuals, the most 
impactful percentages of Poor/Fair satisfaction were 
the taste in the GHSS diet and the quantity and 
timing in the GDM diet.

The data regarding meal quantity corroborate with 
the qualitative analysis, where patient dissatisfaction 
with the portion served was observed. Older patients 
considered this quantity to be excessive, expressing 
indignation at wasting food. Conversely, for several 
adults, the quantity was insufficient to feel satiated.

Considering that taste was the only category that 
showed a significant association with the prescribed 
diet, but only for older individuals, it was indeed 
found that restrictive diets interfere with the overall 
perception of the older person about the diet offered 
in the hospital and in the pleasure of eating.

Older individuals showed a higher proportion 
of prescription for GDM and GHSS diets. This 
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occurrence is related to the prevalence of DM and 
hypertension among older people. These chronic 
diseases require specific dietary intervention, 
especially in the hospital environment, as they are 
strongly related to inadequate dietary behaviors 
throughout life23-25.

In older population, lifestyle habits involving 
sedentary behavior, alcoholism, smoking, and 
inappropriate dietary routines, as well as the fact 
that older individuals sometimes live alone and 
have difficulty cooking, reflect greater difficulty 
in modifying dietary behavior. Thus, when faced 
with hospitalization and a strict nutritional therapy 
for disease control, they feel the difference in the 
food served23,24. Furthermore, aging itself imposes 
limitations on older individuals that compromise 
their nutrition10,13, especially when associated with 
NCDs. Regarding taste, studies associate aging with 
a decline in the ability to detect basic flavors when 
compared to adults25-27. Therefore, it is inferred that 
if older individuals have dietary habits for sodium 
and/or glycemic control in the home environment, 
their perception of the taste of hospital food could 
be more satisfactory.

The findings reinforce the relevance of public 
health research that seeks different approaches 
to hospital diets for older adults, including 
health promotion measures and prevention of 
health complications, consequently reducing 
hospitalizations. However, it is emphasized that 
the greater effectiveness of health actions for a 
population that is aging depends on nutritional 
education starting early in life. This education should 
be maintained over the years as a lifelong learning 
process, considering that part of the NCDs arise 
from or present complications due to inadequate 
nutrition, either due to lack of knowledge or the 
individual's lifestyle habits.

In the current state, improvements are already 
being made in technologies such as the development 
of tools to identify the most suitable nutritional 
therapy for older adults, considering that this 
demographic requires accessible and appropriate 
communication, often overlooked28. There are also 
studies highlighting the importance of a specialized 

menu for older adults, considering their sensory 
losses that interfere with food choices, aiming 
to minimize interference in social interactions29 

and their health. Thus, improving the acceptance, 
especially of restrictive diets. However, ensuring 
quality, nutritionally safe nutrition is directly related 
to the training of involved staff, in addition to the 
supervision of the nutritionist at every stage of meal 
production. This specialized form of supervision 
has brought higher standards to hospital food 
and nutrition services, prompting individuals to 
reconsider their opinion about meals, often regarded 
as inadequate.

The appetite and salivation of participants 
during hospitalization were also evaluated, with no 
significant association found regarding age and diet. 
Although the majority of participants considered their 
appetite and salivation preserved, others reported 
having reasonable appetite and reduced salivation. 
Especially for older population, the relationship 
between declining taste sensitivity and food intake 
is not very clear. However, it is known that there is 
a reduction in salivary flow, which can affect saliva 
production31,32. Thus, the preparation of the diet, its 
presentation, and clearer, illustrative instructions 
with accessible vocabulary for this audience about the 
importance of consuming what has been prescribed 
are potential enhancers for food acceptance. The 
entire multidisciplinary team involved in hospital care 
for older adults should be part of this process, with 
the nutritionist serving as a facilitator in this dialogue.

In the testimonials, it was observed that both 
age groups have the same perception of hospital 
diets regarding their importance and significance 
for health. Additionally, they acknowledged that 
meal times serve as a standard to be followed at 
home. They recognized that this diet is essential 
for health recovery and is part of the treatment. 
More than adults, older adults value the offered food 
and even attribute a sacred value to it. The reports 
also showed, corroborating with the quantitative 
data, that the most significant interfering factor for 
older adults is the taste of meals, especially with a 
low-sodium diet. Such data reinforce the difficulty 
of older adults in accepting hospital diets, which 
can negatively influence their health and well-being 
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recovery. Since the individual's nutritional status 
is directly associated with the recovery process, a 
low food intake during hospitalization can lead to 
malnutrition, which, due to factors associated with 
aging itself, can present a more abrupt condition4.

It became evident that hospital diet, even in 
present days, is mystified by the population as 
being tasteless, bland, cold, and only offering soups. 
However, it was noticed that it is after tasting it 
that the ingrained perception in society changes. 
Therefore, it is relevant to plan actions to improve 
the acceptance of hospital diets, aiming to add greater 
satisfaction and enjoyment to meals, thus becoming 
an important tool in patients' recovery.

It was also evident that the majority of participants 
have knowledge about the diet they received and their 
health condition. On the other hand, others did 
not understand their current illness and treatment, 
reinforcing the importance of health education 
interventions during hospitalizations.

Although this study provides representation of 
a significant contingent of hospitalized individuals 
in a hospital in the interior of São Paulo, its 
limitation relates to the diversity of dietary cultures 
and hospital services found in Brazil, which may 
determine different feeding experiences. In other 
regions of the country, new outcomes regarding the 
perception of hospital diet quality, especially among 
older adults, may be encountered.

CONCLUSION

Regardless of the diet, older adults and 
hospitalized adults consider the quality of hospital 
food satisfactory, except for the taste, which showed 
a significant association with the diet received, 
particularly among older adults. The quantity, timing, 
and substitution of the diet, although not significant, 
presented percentages of Poor/Fair perception that 
indicate the need for intervention to contribute to 
greater adherence to dietary therapy.

The reports from hospitalized participants 
reinforce their dietary habits, which represent barriers 
to nutritional therapy and exacerbate cardiovascular 
diseases. The excessive use of salt in homemade 
meals stands out, a factor that may be associated 
with the profile of the studied population, which is 
often characterized by low levels of education and 
income. This highlights the even greater necessity 
for nutritional education.

This study advances by providing evidence 
regarding the unique aspects of hospital diets for 
older population, with or without dietary restrictions. 
It aims to support strategies aimed at improving the 
quality, adequacy, and acceptance of the food offered, 
thereby contributing to the nutrition of hospitalized 
older adults and, consequently, to the recovery process 
and reduction of hospitalization time.
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