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Abstract
Objectives: To verify the prevalence of a low quality of life and analyze the morbidities
associated with such a condition among elderly persons registered with the Family Health
Strategy of the municipality of Senador Guiomard. Method: A cross-sectional study was
performed of elderly persons registered with the Family Health Strategy in the urban area
of the municipality of Senador Guiomard in the state of Acre. A comparison between
men and women regarding morbidities and quality of life was performed using Pearson’s
chi-squared test. The associations between the tertiles of quality of life and morbidities
were estimated by odds ratio through multivariate logistic regression analysis. Results:
There were differences between men and women in the reporting of hypertension
( p=0.015), diabetes ( p=0.033), in the psychological domain ( p=0.009) and in total quality
of life (<0.001). Elderly people classified in the lower tertile of the physical and social
domains of quality of life were more likely to suffer from hypertension, cardiovascular
disorders and anemia. Those in the lower tertile of the psychological domain were also
more likely to suffer from hypertension, cardiovascular disorders and insomnia, as well
as anemia. Elderly individuals in the lower overall tertile were more likely to suffer from
hypertension, cardiovascular disorders, insomnia and anemia. No statistically significant
associations were found for the environmental domain. Conclusion: The total quality of life
and the physical, psychological and social domains of quality of life can be considered
good indicators of the described morbidities among the elderly. The environmental
domain, however, was not a useful indicator.
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INTRODUCTION
The aging process is understood to be a natural
process involving the progressive reduction of the
functional capabilities of individuals, known as
senescence. However, if pathological conditions
requiring medical care occur, the elderly person is
considered to be suffering from senility.1
The onset of old age includes the limitations of
a well-lived in body, lacking the vitality, speed of
thought, sensorial, motor or cognitive perception
of a younger person.² In addition, elderly people
may suffer from chronic illness during the aging
process, which can have a negative effect on their
well-being.1
Among the biological changes of the aging
process are atrophy of the skeletal muscles, a
reduction in intracellular fluid, the increase and
redistribution of fat, decreased serum albumin
concentration, reduced basal metabolism rate,
changes in the temperature regulation system and
decreased cellular immunity, favoring the onset of
diseases, if no educational guidance regarding the
aging process is provided.3
From the 1960s onwards global age distribution
began to change dramatically.4 Life expectancy
in Brazil has increased rapidly in recent decades,
according to the Instituto Brasileiro de Geografia
e Estatística (“the Brazilian Institute of Geography
and Statistics”) (IBGE), increasing from 70.4 years
in 2000 to 73.4 years in 2010.5 This increase in life
expectancy occurred in a gradual manner and came
about due to improvements in social conditions,
basic sanitation, and the use of antibiotics and
vaccines that had a positive effect on the prevention
and treatment of contagious-infectious diseases.6
As a result, the elderly population increased from 3
million in 1960 to 7 million in 1975 and 14 million
in 2002. It is estimated that this number will reach
32 million elderly people in 2020.7 On a regional
basis, the north of the country has the lowest
percentage (5.3%) of elderly citizens.8

In terms of the presence of diseases, according
to the IBGE, 77.4% of elderly individuals described
suffering from chronic diseases. Among those
aged 75 years or older, this proportion increased
to 80.3%. Almost half (48.9%) of elderly persons
suffered from more than one chronic disease.
Among the most reported chronic diseases is
high blood pressure, which is the most common
in all subgroups of the elderly, with a prevalence of
around 50%. Musculoskeletal diseases also appear
frequently (35.1%) among people aged 60 and older.8
Studies show that the presence of morbidities
negatively inf luences the quality of life of
individuals.9 Science has always sought to
conceptualize the term "quality of life", and it is no
longer considered to have a single meaning.10 The
term quality of life generally includes a potential
range of conditions that can affect the perception,
feelings and behavior of an individual related to his
or her daily functioning, including but not limited
to health condition and medical interventions.11
The concept of quality of life is personal, and
depends on the needs and preferences of each
individual and what is important to him or her,
meaning that socioeconomic level is not always
synonymous with quality of life, which is a highly
subjective topic.12
Good quality of life in old age should be
evaluated by many aspects. In other words a
satisfactory old age is not based on the biological,
psychological or social individual, but results
from the interaction between people undergoing
a process of change, who live in a society, and
their intra- and extra-individual and community
relations.13
In this context, the Estratégia de Saúde da
Família (“Family Health Strategy”), a priority for the
organization of basic care and the structuring of the
health system in Brazil, works with interdisciplinary
practices and seeks to offer comprehensive and
humane care to the registered population, taking
into account local realities and valuing the different
needs of various population groups.
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In 2006, the Política Nacional de Saúde
da Pessoa Idosa (“National Health Policy for
the Elderly”) (PNSPI) was established under
Ordinance GM nº 2.528/2006, defining the
health care that this population is to receive as
an entry point to the Primary Care/Family Health
Strategy. The purpose of this government initiative
was to offer the elderly and their social support
network more humanized care through guidance,
monitoring and home support.14

Municipal de Saúde e Meio Ambiente (“Municipal
Health and Environment Department”) of the
four existing Family Health Units in the town.

The health sector faces significant challenges if
it is to meet these very specific demands which will
require costly, technology advanced interventions.15
There are currently several studies in Brazil that
have approached the theme of "elderly", seeking to
define the health conditions and morbidities that
can lead to disabilities and dependence.

Data collection was carried out between August
and October 2010 by trained interviewers, and
about 10% of interviews were redone by the study
coordination team to ensure the control of the
information obtained and correct any discrepancies
between evaluators. No difference was observed
between the evaluators.

Therefore the present study aimed to determine
the prevalence of low quality of life and analyze
the morbidities associated with this condition
among elderly individuals enrolled in the Family
Health Strategy of the municipality of Senador
Guiomard, Acre.

To obtain the data structured interviews were
conducted via a form containing identification,
demographic, socioeconomic and health status
data, as well as scales for economic classification16
and the Quality of Life – WHOQOL-Bref.17

METHODOLOGY
A cross-sectional study with a probabilistic
sample of elderly patients attended by the Family
Health Strategy for the municipality of Senador
Guiomard, Acre, was performed. The sample was
selected assuming a sampling error of 5% and a
95% confidence level, with an expected prevalence
of chronic diseases of 50%, leading to a sample of
235 subjects. With the addition of a further 15%
for possible losses or refusals, this resulted in a
total required sample of 271 subjects. In 2010,
the Family Health Strategy of Senador Guiomard
covered 100% of the population of the urban zone
of the municipality.
The sample was selected through the random
drawing of the registration numbers of the elderly
individuals (Form A) obtained from the Secretaria

Disabled elderly persons or those with cognitive
impairment that made answering the interview
questions impossible were excluded. This resulted
in seven losses or refusals, representing 2.9% of the
sample. The final sample consisted of 264 elderly
men and women aged between 60 and 102 years.

The presence of morbidity was assessed as a
dependent variable, and was obtained from the
self-reporting by the elderly of the diagnosis of
a health care professional of the presence of any
of these comorbidities: hypertension, diabetes,
cardiovascular disorder (stroke and brain or heart
condition), musculoskeletal disorders (problems
in the spine, rheumatism, arthritis/osteoarthritis
and osteoporosis), insomnia, cataracts, anemia,
gastrointestinal and urinary disorders.
The independent variable quality of life was
measured by the WHOQOL-Bref (The World Health
Organization Quality of Life Assessment)17 instrument,
created by the World Health Organization
(WHO), available in 20 languages and widely
used in different countries, including Brazil. The
questionnaire considers the activities performed
over the previous two weeks, and is available in
two versions, a long version (100 questions) and
a short version (26 questions). This latter version
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is composed of the questions which produced
the best psychometric results in terms of overall
score and the physical, psychological, social and
environmental domains, with satisfactory levels
of internal consistency, discriminant validity,
criterion validity, concurrent validity and testretest reliability being identified.17 The scores of the
domains of quality of life were analyzed in tertiles,
with the lowest tertile representing the lowest
scores of quality of life and the highest tertile the
highest scores, and hence a greater chance of a
good quality of life.
Gender, age, education, and marital and
economic status were also investigated. Age was
categorized into "60-69 years", "70 to 79 years" and
"80 and over", while marital status was described
as "with partner" or "without partner". Schooling
was categorized as "Illiterate/3rd primary school
grade" and "4th primary school grade or higher”.
Economic classification was obtained through
the Critério Brasil de Classificação Econômica
(“Brazil Economic Classsification Criteria”)17
considering the purchasing power of people in
the following socioeconomic classes: A1, A2, B1,
B2, C1, C2, D and E. This test awards points based
on domestic characteristics and calculates the sum
of these points, with each class corresponding to a
numerical range. It was decided to divide this study
into two classes "B/C" and "D/E", or in other
words, the values of these two classifications were
added together to create a category that includes
those from both groups. It is noteworthy that no
patient was categorized as Class A.
Data was double entered to avoid typographical
errors and validated using the Epi Info 6.04
software package (Centers for Disease Control
and Prevention, Atlanta, USA). In descriptive
analysis, the absolute and relative frequencies of
all the variables analyzed by gender were verified,
with the differences in the frequencies among the

elderly of the reported morbidities and quality of
life being calculated by the Pearson chi-squared
test ( p<0.05). Means were established with their
respective standard deviations for the quality of
life domains, and the mean differences between
individuals with and without morbidity were tested
with the Student’s t-test for independent samples
( p<0.05).
Unpaired multivariate logistic regression models
estimated the strength of association in terms
of Odds Ratio (OR), with respective confidence
intervals of 95% (95%), between the dependent
variable self-reported morbidity and the domains
of quality of life in tertiles, using the upper
tertile of each domain as a reference. Bivariate
analysis was performed initially to evaluate the
association between each self-reported morbidity
and the quality of life domains. Associations with
p <0.20 were included in the multivariate model.
The model was adjusted for age, gender, education,
and economic and marital status. Associations with
p values equal to or below 0.05 were considered
statistically significant. Data was analyzed using
the SPSS (Statistical Package for the Social Sciences)
software package, version 17.0.
The present study was approved by the Ethics
Research Committee of the Universidade Federal
do Acre in 2010 under protocol number Nº
23107.021442/2010-68. All the participants signed
a Free and Informed Consent Form.

RESULTS
A total of 264 elderly individuals, the majority of
them women, took part in the study. The categories
aged between 60 to 69 years, low level of education,
without a partner, with a monthly income equal to
or less than the minimum salary, and belonging to
socioeconomic class D/E (Table 1) predominated.
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Table 1. Socioeconomic characteristics and quality of life. Senador Guiomard, AC, 2010.
Variables

Total
N (%)

Men
n (%)

Women
n (%)

Age group

0.044

60 to 69 years

126(47.7)

39(37.9)

87(54.0)

70 to 79 years

90(34.1)

41(39.8)

49(30.4)

80 years and over

48(18.2)

23(22.3)

25(15.5)

School level

0.919

Illiterate/primary 3rd grade

211(79.9)

82(79.6)

129(80.1)

Primary 4th grade or more

53(20.1)

21(20.4)

32(19.9)

Marital status

0.049

With partner(a)

111(42.0)

51(49.5)

60(37.3)

Without partner(a)

153(58.0)

52(50.5)

101(62.7)

Earnings (minimum salary)*
From 0 to <1 MS
From 1 or more MS

p-value

0.138
90(58.2)

52(53.1)

90(61.6)

102(41.8)

46(46.9)

56(38.4)

Economic classification

0.588

B/C

95(36.0)

37(35.9)

58(36.0)

D/E

169(64.0)

66(64.0)

113(64.0)

*Monthly minimum salary in 2010= R$ 510.00.

The lowest quality of life scores were obtained
in the environmental and psychological domains,
with respective means of 50.4(±7.97) and
63.8(±10.56). The highest score was obtained in
the overall quality of life domain, with a mean
score of 63.5(±15.00).

There was a statistically significant difference
between the genders in the psychological and
overall quality of life domains, with the majority of
men obtaining a better score in the higher quality
of life tertile (Table 2).
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Table 2. Quality of life scores. Senador Guiomard, AC, 2010.
Quality of life domains (QL)

Total
N (%)

Men
n (%)

Women
n (%)

Physical
Upper tertile

0.145
108(40.9)

48(46.6)

60(37.3)

Intermediate Tertile

79(29.9)

24(23.3)

55(34.2)

Lower Tertile

77(29.2)

31(30.1)

46(28.6)

Psychological
Upper tertile

0.009
130(49.2)

56(54.4)

74(46.0)

Intermediate Tertile

62(23.5)

14(13.6)

48(29.8)

Lower Tertile

72(27.3)

33(32.0)

39(24.2)

Social
Upper tertile

0.265
138(52.3)

48(46.6)

90(55.9)

Intermediate Tertile

69(26.1)

32(31.1)

37(23.0)

Lower Tertile

57(21.6)

23(22.3)

34(21.1)

Environmental
Upper tertile

0.798
112(42.4)

44(42.7)

68(42.2)

Intermediate Tertile

85(32.2)

31(30.1)

54(33.5)

Lower Tertile

67(25.4)

28(27.2)

39(24.2)

Overall
Upper tertile

p-value

<0.001
131(49.6)

56(54.4)

75(46.6)

Intermediate Tertile

93(35.2)

23(22.3)

70(43.5)

Lower Tertile

40(15.2)

24(23.3)

16(9.9)

The most frequent self-reported diseases were
musculoskeletal disorders (73.1%), hypertension
(63.4%), insomnia (46.8%) and cardiovascular
disorders (42.0%) (Table 3). There was a significant

difference between men and women in the
prevalence of diabetes and hypertension, with a
higher prevalence among women (table 3).
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Table 3. Self-reported morbidities. Senador Guiomard, AC, 2010.
Variables

Total
N (%)

Men
n (%)

Women
n (%)

Hypertension*

p-value
0.015

No

96(36.6)

47(45.6)

49(30.8)

Yes

166(63.4)

56(54.4)

110(69.2)

Diabetes*

0.033

No

218(83.2)

92(89.3)

126(79.2)

Yes

44(16.8)

11(10.7)

33(20.8)

Cardiovascular disorder

0.555

No

153(58.0)

62(60.2)

91(56.5)

Yes

111(42.0)

41(39.8)

70(43.5)

Insomnia*

0.190

No

140(53.2)

60(58.3)

80(50.0)

Yes

123(46.8)

43(41.7)

80(50.0)

Musculoskeletal disorders *

0.132

No

71(26.9)

33(32.0)

38(23.6)

Yes

193(73.1)

70(68.0)

123(76.4)

Intestinal/urinary
Incontinence

0.101

No

223(84.8)

92(89.3)

131(81.9)

Yes

40(15.2)

11(10.7)

29(18.1)

Cataracts*

0.421

No

162(62.1)

59(59.0)

103(64.0)

Yes

99(37.9)

41(41.0)

58(36.0)

Asthma/Bronchitis *

0.729

No

237(90.1)

92(89.3)

145(90.6)

Yes

26(9.9)

11(10.7)

15(9.4)

Anemia*

0.801

No

226(86.6)

89(87.3)

137(86.2)

Yes

35(13.4)

13(12.7)

22(13.8)

*Number less than 264 due to elderly individual not knowing whether he or she suffered from the morbidity or not.
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When assessing the presence of self-reported
morbidities and the domains of quality of life,
with the highest tertile taken as a reference, it
was observed that elderly people who reported
hypertension, cardiovascular disorders and
anemia had a greater chance of belonging to the

lowest tertile of the quality of life domains, other
than the environmental domain, for which there
was no statistically significant association with
morbidity. Self-reported insomnia also increased
the chance of an individual belonging to the
lowest tertile of the psychological and overall
domains of quality of life (table 4).

Table 4. Association of quality of life tertiles with self-reported morbidities. Senador Guiomard, AC, 2010.
Hypertension

Cardiovascular
Disturbance

Insomnia

Anemia

OR (CI95%)*

OR (CI95%)*

OR (CI95%)*

OR (CI95%)*

Intermediate Tertile

1.42(0.75;2.68)

2.01(1.07;3.79)

1.35(0.73;2.51)

2.11(0.77;5.80)

Lower Tertile

2.26(1.10;4.65)

2.53(1.26;5.10)

1.93(0.98;3.82)

3.64(1.31;10.17)

0.027

0.008

0.057

0.013

Intermediate Tertile

1.12(0.59;2.16)

1.35(0.71;2.57)

1.31(0.70;2.46)

2.13(0.76;5.93)

Lower Tertile

3.59(1.75;7.35)

2.22(1.19;4.13)

1.86(1.01;3.44)

4.00(1.62;9.88)

0.001

0.013

0.046

0.003

Intermediate Tertile

2.00(1.05;3.80)

1.79(0.98;3.27)

1.17(0.65;2.11)

2.40(0.99;5.84)

Lower Tertile

2.77(1.34;5.75)

2.22(1.16;4.26)

1.02(0.54;1.93)

2.55(1.01;6.43)

0.003

0.010

0.862

0.032

Intermediate Tertile

0.89(0.49;1.62)

1.70(0.95;3.04)

0.70(0.39;1.25)

2.12(0.87;5.14)

Lower Tertile

1.56(0.79;3.10)

1.70(0.90;3.21)

1.55(0.82;2.90)

2.36(0.91;6.17)

0.277

0.077

0.290

0.066

Intermediate Tertile

2.23(1.24;4.03)

1.80(1.02;3.18)

1.47(0.85;2.56)

2.66(1.07;6.58)

Lower Tertile

6.56(2.46;17.46)

6.34(2.81;14.32)

2.77(1.29;5.93)

5.29(1.89;14.79)

<0.001

<0.001

0.008

0.001

Quality of life domains (QL)
QL Physical Domain**

p Tendency
QL Psychological Domain**

p Tendency
QL Social Domain**

p Tendency
QL Environmental Domain**

p Tendency
QL Overall**

p Tendency

*OR= adjusted by age, gender, school level, economic classification and marital status **Upper tertile as a reference category.
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DISCUSSION
The results of the present study found that the
presence of comorbidities is a reality during the
aging process and is associated with low scores for
all the domains of quality of life other than the
environmental domain. The growth in the elderly
population in recent years should be a concern
for Family Health Strategies across the country.18
In the state of Acre, elderly persons
represented 4.3% of the population and in
Senador Guiomard this group represented 7.9%
of the population.9 A total of 650,000 people are
newly classified as elderly every year in Brazil, the
majority of whom suffer from chronic diseases and
a number of whom have functional limitations.19
According to the Pesquisa Nacional por
Amostra de Domicílios (“National Household
Sampling Survey”) (PNAD), about 70.0% of
elderly participants reported having at least one
chronic disease.20 Hypertension and arthritis are
the most frequently reported chronic diseases.21 In
the present study high blood pressure was the most
frequently reported condition, which corroborates
with national data that indicated a prevalence of
45.4% of this disease in the population.22 Other
studies also reported cardiovascular system
diseases (angina, heart failure, vascular diseases,
cardiac arrhythmia, stroke and thrombosis) and
dyslipidemias, all of which are most commonly
associated with hypertension, followed by diabetes
and musculoskeletal diseases.23,24
The occurrence of morbidities significantly
interferes in various domains of the quality of life
of older people. To achieve well-being in old age
a balance between all aspects of quality of life is
required.25 In terms of the perception of quality
of life of the elderly persons in the present study,
it was observed that women reported a poorer
quality of life. According to Pino, 26 subjective
quality of life is perceived more positively by older
men than older women, which can be explained by
negative feelings regarding the onset of the aging

process, which is associated with physical changes,
the emergence of disease and the loss of a partner
among women. Although women have higher
survival rates than men, they experience higher
rates of functional limitation and morbidity,27 a
relevant factor that was corroborated in the present
study, as women obtained lower quality of life
scores for the majority of the morbidities examined.
Other studies have also shown that women
live longer, which is a worldwide phenomenon.
This finding is particularly noticeable in Brazil,
where women live an average of eight years more
than men.28 This may be related to the specific
behavior of each gender, as women are more likely
to seek treatment from the health service due
to life experiences such as prenatal care, family
planning and routine consultations at health care
units, which facilitates the detection of diseases
in their initial stages.29,30 On the other hand, men,
despite being more exposed to labor and traffic
accidents throughout life and being more likely to
use alcohol, drugs or smoke,31 do not seek health
care as often.32
By linking the presence of comorbidities with
a poorer quality of life it was found that there
was an association between low quality of life
scores and anemia, a fact that can be explained
by the low supply of oxygen in the cells which
results in a reduction of the metabolism of the
body. Fatigue, which is one of the main symptoms
of this condition, may reduce the quality of life
of the elderly and function as a further stressor,
precipitating or aggravating negative perceptions
regarding health.33
Hypertension and cardiovascular disorders
influence overall quality of life. Hypertension is
an integral factor of cardiovascular disorders. In
this sense, it is suggested that the quality of life
of individuals is impaired by the presence of the
aforementioned morbidities, as in the general
context of daily life they can cause physical disability
and addiction to medication, compromising the
day to day life of the individual.34
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Sleep disorders seem to increase with age, with
insomnia being the most prevalent. Studies have
shown the association between diseases and the
occurrence of insomnia, with emphasis on those
related to psychological issues such as depression,
anxiety and dementia.35-37 Sleep deprivation results
in lower quality of life and increased morbidity and
mortality predictors among the elderly.38
One limitation of the present study was the
use of self-reporting of morbidities, which may
overestimate data as it depicts only what the person
presents in terms of symptoms.39 However, the
use of self-reporting has become an important
and valuable tool 0in epidemiological studies,
with high specificity and sensitivity, due to the
technical difficulties and high costs of populational
studies.40-42 It should also be highlighted that
the cross-sectional design does not allow causal
inference of the observed associations to be made,
and must be treated with caution
The positive points of the study were the
significant sample of elderly individuals treated by
the Family Health Strategy of Senador Guiomard,
Acre, and the tackling of an important theme,
considering the context of populational aging

and the fact that the influence of self-reported
morbidities on the quality of life of elderly people
had not yet been studied in the area.

CONCLUSION
Most elderly persons attended by the Family
Health Strategy of Senador Guiomard, Acre
reported having at least one chronic disease,
with hypertension, diabetes and musculoskeletal
diseases being most prevalent. The elderly persons
classified in the lower tertile of the physical and
social quality of life domains were more likely to
suffer from high blood pressure, cardiovascular
disorders and anemia. Those belonging to the
lowest tertile of the psychological and overall
domains suffered from the same conditions, as
well as insomnia.
It is noteworthy that the perception of quality
of life seems to be largely determined by various
external and internal factors, such as health
and other financial and social conditions. The
importance of providing holistic care for elderly
persons living in the community and receiving care
in health centers should therefore be emphasized.
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