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ABSTRACT
 Objective: to identify sociodemographic and health characteristics according to age groups 
and to analyze the association between self-assessed health status and satisfaction with 
regular/bad life with sociodemographic characteristics, global functioning and falls of older 
adults linked to home care within the primary health care network. Method: cross-sectional 
study with 124 older adults, conducted using home interviews. A sociodemographic data 
and health status questionnaire was used, together with Barthel Index, Lawton Instrumental 
Activities of Daily Living Scale (IADL), the Mini-Mental State Examination, the Geriatric 
Depression Scale and the Timed Up and Go Test. Bivariate and multivariate analyses (Poisson 
regression) were applied. Results: there was a predominance of female octogenarians. Self-
assessment of regular/bad health was associated with mild (p=0.002) and severe (p<0.001) 
depressive symptoms. Satisfaction with regular/bad life was associated with fear of falling 
(p=0.019) and with mild (p<0.001) and severe (p<0.001) depressive symptoms. Conclusion: 
depressive symptoms were associated with a worse life satisfaction and health self-assessment.
Descriptors: Personal Satisfaction; Aged; Geriatric Nursing; Home Nursing; Primary Health Care.

RESUMO
Objetivo: identificar características sociodemográficas e de saúde de acordo com faixas 
etárias e analisar associação da autoavaliação do estado de saúde e da satisfação com a 
vida regular/ruim com características sociodemográficas, funcionalidade global e quedas 
de idosos vinculados à Atenção Domiciliar da Atenção Básica. Método: estudo transversal 
com 124 idosos, realizado através de entrevistas domiciliares. Utilizou-se questionário de 
dados sociodemográficos e condições de saúde, Índice de Barthel, Escala de Lawton, Mini 
Exame do Estado Mental, Escala Depressão Geriátrica e Teste Timed Up and Go. Aplicaram-se 
análises bivariada e multivariada (Regressão de Poisson). Resultados: houve predomínio 
de octogenários do sexo feminino. Autoavaliação de saúde regular/ruim apresentou 
associação com sintomas depressivos leves (p=0,002) e severos (p<0,001). Satisfação com a 
vida regular/ruim teve associação com medo de cair (p=0,019) e com sintomas depressivos 
leves (p<0,001) e severos (p<0,001). Conclusão: sintomas depressivos estiveram associados 
com pior autoavaliação de saúde e satisfação com a vida.
Descritores: Satisfação Pessoal; Idoso; Enfermagem Geriátrica; Assistência Domiciliar; 
Atenção Primária à Saúde.

 RESUMEN
Objetivo: Identificar características sociodemográficas y de salud según fajas etarias y analizar 
asociación de autoevaluación del estado de salud y de satisfacción con la vida regular/
mala con características sociodemográficas, funcionalidad global y caídas de ancianos en 
seguimiento por Atención Domiciliaria de la Atención Básica. Métodos: Estudio transversal 
con 124 ancianos, realizado mediante entrevistas domiciliarias. Se utilizó cuestionario de 
datos sociodemográficos y condiciones de salud, Índice de Barthel, Escala de Lawton, 
Mini Examen del Estado Mental, Escala de Depresión Geriátrica y Test Timed Up and Go. Se 
aplicó análisis bivariado y multivariado (Regresión de Poisson). Resultados: Predominaron 
octogenarias de sexo femenino. Autoevaluación de salud regular/mala presentó asociación 
con síntomas depresivos leves (p=0,002) y severos (p<0,001). Satisfacción con la vida regular/
mala estuvo asociada con miedo a caer (p=0,019) y con síntomas depresivos leves (p<0,001) 
y severos (p<0,001). Conclusión: Los síntomas depresivos estuvieron asociados con peor 
autoevaluación de salud y satisfacción con la vida.
Descriptores: Satisfacción Personal; Anciano; Enfermería Geriátrica; Atención Domiciliaria 
de Salud; Atención Primaria de Salud.
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INTRODUCTION

The functional decline resulting from age and chronic diseases 
may cause repercussions on the need for prolonged health care(1). 
Thus, it is necessary to adapt the management of care in the health 
services, in order to meet the new demands and allow greater 
participation in the self-care and well-being of older adults(2).

The concept of older adult health relates directly to their 
functionality and well-being(2). With regard to individual well-
being, self-assessed health status and satisfaction with life are 
two important subjective measures. Self-assessed health status, 
also called self-perception of health, reveals the individual’s 
understanding of their own health, and in the older adult it may 
express the loss of functional capacity(3-4). Satisfaction with life, in 
turn, integrates well-being in several aspects and is understood 
as an individual feeling about life, derived from a comparison of 
what one has with what one expects to have(5).

A Canadian study shows that older adults who had their 
needs provided for by home care reported higher levels of life 
satisfaction and lower levels of loneliness and perceived stress(6). 
In Brazil, Home Care Type 1 (HC1), provided for in the organic laws 
of the Brazilian Unified Health System (SUS), serves as a health 
care strategy, being the link between the older adult and the 
health service. HC1 is intended for users who require care with 
less frequency and complexity, under responsibility of Primary 
Health Care(7). The HC1 modality is still poorly structured in the 
primary health care network, with regard to the systematization of 
provided care, and it is little mentioned in scientific publications 
when compared to the modalities of Home Care types 2 and 3, 
which constitute the Brazilian program Melhor em Casa (Best at 
Home). Although it targets not only older adults, it is observed 
in practice that most users are over 60 years old, especially in 
locations with an older population. Thus, it is understood that 
HC1 is a conducive field to intervene in the well-being of older 
adults with limitations.

The global functioning of older adults has a direct relationship 
with their well-being, affecting their life satisfaction and health 
self-assessment. Global functioning is a comprehensive concept 
that comprises the individual’s ability to manage their life and 
take care of themselves, anchored by the main functional systems 
of cognition, communication, mood and mobility(8). Changes in 
functional capacity and functional systems should therefore be 
thoroughly assessed in order to promote health and life satisfac-
tion. The factors associated with the self-assessed health status 
and satisfaction with life among older adults in general have been 
described previously. They present an association with multiple 
sociodemographic, economic, functional and psychological 
factors(9-12). However, there are few studies on older adults be-
ing assisted by home care (HC) within the primary health care 
network. Thus, this study seeks to identify the particularities of 
this population. Knowledge about the subjective measures that 
express the well-being and associated factors of older adults in 
HC1 monitoring will enable nurses, through good practices in 
Gerontological Nursing in HC, to plan and implement interventions 
with older adults and their families and/or caregivers, in order 
to maintain their autonomy and well-being in the perspective 
of the longitudinal nature of care.

OBJECTIVE

To identify sociodemographic and health characteristics ac-
cording to age groups and to analyze the association between 
self-assessed health status and satisfaction with regular/bad life 
with sociodemographic characteristics, global functioning and 
falls among older adults linked to home care within the primary 
health care network.

METHODS

Ethical aspects

This study was approved by the Research Ethics Committees 
of the Hospital de Clínicas de Porto Alegre and the Municipal 
Health Department of Porto Alegre. 

Study type, setting and period

This is a cross-sectional study, which was conducted in the 
Central Sanitary District of Porto Alegre. This district has the 
highest proportion of registered older adults in the municipality, 
representing approximately 28.5% of the older adult population 
in Porto Alegre(13). It is made up of three primary care services: 
Santa Cecília, which contains a Primary Health Unit with four 
Family Health teams, Modelo and Santa Marta, both of which 
contain one Primary Health Unit with no Family Health teams 
and one Primary Health Unit with two Family Health teams. The 
interviews took place at the participants’ homes. Data were col-
lected from October 2018 to April 2019.

Sample and selection criteria

The sample consisted of 124 older adults. The inclusion criteria 
were: older adults (≥60 years old)2 who were linked to the HC1 
of the Central Sanitary District of Porto Alegre, while the exclu-
sion criteria were: older adults who were not located after three 
attempts via telephone call, on different days and times or who 
were not at home during a home visit; older adults without ver-
bal/written communication capacity or with a medical diagnosis 
of advanced dementia informed by the caregiver or the team 
professional, and institutionalized older adults.

WinPepi version 11.65 software was used to calculate the 
sample size. Based on the study by Sposito et al.(14), in order to 
detect a 35% difference in satisfaction rates between the different 
age groups, with a power of 80% and a significance level of 5%, 
at least 36 individuals were required for each age group, totaling 
108 individuals. However, the choice was made to include the 
entire older adult population linked to HC1 of the three services, 
considering the inclusion and exclusion criteria (N=124).

Data collection

Data collection was carried out through structured interviews 
conducted by nurses and previously trained undergraduate 
nursing students. Initially, the identification of the users linked to 
HC1 of the Central Sanitary District was carried out through the 
lists provided by nurses and community health agents of each 
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service, which contained their full name, address and telephone 
number. In total, there were 227 users. However, only 124 met 
the inclusion criteria for this study. For those individuals who met 
the inclusion criteria, a telephone call was made to schedule an 
interview at home and then an attempted home visit, if telephone 
contact was not possible. The following instruments were used: 
Mini-Mental State Examination (MMSE); Sociodemographic data 
and health status questionnaire; Barthel Index (BI); Lawton Instru-
mental Activities of Daily Living Scale (IADL); Geriatric Depression 
Scale (GDS); Timed Up and Go Test (TUG). The interviews were 
approximately 60 minutes long.

The sociodemographic data and health status questionnaire 
was formulated by the authors of this study and contained the 
following variables: age, gender, education, marital status, family 
income, number of falls in the last 12 months, fear of falling, self-
assessed health status and satisfaction with life. The self-assessed 
health status was analyzed by asking “in general, comparing your 
health with that of other people your age, would you say your 
health is: very good, good, regular or bad”? And satisfaction with 
life was analyzed by asking “in general, how do you evaluate your 
satisfaction with life: very good, good, regular and bad?”(3: 10).

Global functioning(8) was evaluated through functional capacity 
(BI and IADL), and three of its main functional systems: Cognition 
(MMSE), Mood (GDS) and Mobility (TUG).

The BI and the IADL were used to assess functional capability 
in Basic Activities of Daily Living (BADL) and Instrumental Activi-
ties of Daily Living (IADL), respectively. The BI was validated for 
use in Brazil(15). This instrument evaluates ten BADLs with a score 
from 0 to 100. Scores below 20 indicates total dependency; from 
20 to 35 indicates severe dependency; from 40 to 55, moderate 
dependency; from 60 to 99, slight dependency and 100 is con-
sidered independent(15). The IADL is recognized by the Brazilian 
Ministry of Health(16) for functional assessment of older people in 
primary care, and it is widely used in clinical practice. This scale 
evaluates nine IADLs, with one to three points being assigned for 
each activity (“Independent” – three points; “Needs assistance” 
– two points; “Unable” – one point). The higher the sum of the 
total score, the greater the independence of the older person(16). 
The author of the original scale and the version contained in the 
material by the Ministry of Health do not propose a cutoff point. 
Thus, as the distribution found in the present study is asymmetric, 
it was categorized into the lower dependence score if less than 
12 (mean) and higher dependence when it is equal to or greater 
than 12 points. 

For cognition assessment, the MMSE was used in the version 
adapted for use in Brazil(17). The total score varies from 0 to 30 
points, and the cutoff point for cognitive decline is established 
according to education: 13 points for illiterate people, 18 for 
people with low and medium education and 26 for people with 
high education.

The reduced version of the GDS (15 items) was used to evalu-
ate depressive symptoms during the mood assessment of older 
adults(18). The total score varies from 0 to 15 points: a score between 
0 and 5 represents normal (absence of depressive symptoms), 
between 6 and 10 represents mild depressive symptoms and 
between 11 and 15 represents severe depressive symptoms(16).

The TUG was used in its Brazilian version for the mobility as-
sessment(19). Since this study considers a sample with limitations 
in mobility (inclusion criterion in HC1), a single cutoff point was 
used. Less than 20 seconds indicates good mobility and equal to 
or greater than 20 seconds indicates mobility problems .

Analysis of results and statistics

The data were typed twice in an Excel® spreadsheet, and ana-
lyzed with the support of the Statistical Package for the Social 
Sciences (SPSS) for Windows, version 21.0. In the descriptive 
analysis, mean and standard deviation or median and interquartile 
amplitude were calculated for the quantitative variables and for 
the categorical absolute and relative frequencies. The variables 
expressed by absolute and relative frequencies were associated 
through the Pearson’s chi-squared test, complemented by the 
adjusted residues analysis. To evaluate the factors associated with 
the self-assessed health status and satisfaction with life, bivariate 
and multivariate Poisson regression analyses were applied, and 
the factors were analyzed in a dichotomous way, using “very 
good/good” and “regular/bad”, while risk was presented in the 
results as “regular/bad”. The criterion for the variable entering the 
multivariate model was that it presented a p value<0.20 in the 
bivariate analysis. The measure of effect used was the prevalence 
ratio together with the 95% confidence interval. The significance 
level adopted was 5% (p<0.05).

RESULTS

There was a predominance of females (75.8%), with the highest 
percentage of women in the age group of 80 to 89 years (38.7%). 
The mean age of the sample was 82.8 (±9.2) years. 

Table 1 shows, in the age group of 60 to 79 years, a statistically 
significant higher proportion of males (p=0.001), married indi-
viduals (p=0.003), with good mobility (TUG<20 seconds, p=0.025) 
and lower dependence for IADLs (p=0.012). In the age group 
of 80 to 89 years, there was a higher concentration, statistically 
significant, of females (p=0.001), while in the age group equal 
to or greater than 90 years, there was a higher proportion of 
widowed individuals (p=0.003) and mobility problems (TUG≥20 
seconds, p=0.025).

There was a higher percentage of older adults who chose the 
“good” alternative both in self-assessed health status (50.8%) and 
in satisfaction with life (45.2%). A significantly positive correlation 
was noted between self-assessed health status and satisfaction 
with life (r =0.489; p<0.001). These data are presented in Figure 1.

The bivariate analysis of the variables associated with the 
self-assessed health status and satisfaction with regular/bad life 
is presented in Table 2. 

Table 3 shows that, after multivariate analysis, only mild 
(p=0.002) and severe (p<0.001) depressive symptoms maintained 
a statistically significant association with the self-assessment of 
regular/bad health status. Regarding satisfaction with regular/
bad life, statistically significant associations remained with mild 
(p<0.001) and severe (p<0.001) depressive symptoms, and with 
fear of falling (p=0.019).
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DISCUSSION

The predominance of female octogenarians found in this 
study is related to the already known process of feminization 
of aging and to the characteristics of the age group cared for 
in HC, which tends to be older(20). Therefore, it is essential that 
nursing professionals working in HC1 consider the particularities 
of health care for the older females in their interventions. Thus, 
health care needs to cover the consequences of hormonal and 
functional losses, directing actions to self-image, self-esteem, 
sexuality, autonomy and engagement with life of the older 
female, bringing consequences on their personal satisfaction(21).

As expected, the older adults in the age group of 60 to 79 years, 
the youngest in the present study, had a statistically significant 
association with the married marital status, TUG<20 seconds, and 
lower dependence for IADLs. These findings corroborate other 
studies showing that being married reduces the likelihood of 
worse functional capacity, and that being 80 years old or older 
increases the chance of greater dependence on daily life activi-
ties, especially instrumental activities(14,22).

The proportion of older adults aged 90 years or older who are 
being followed up by HC1 is noteworthy. This group had a sig-
nificant association with TUG≥20 seconds, which may be related 

Table 2 – Bivariate analysis of variables associated with self-assessed health status and satisfaction with regular/bad life, Porto Alegre, Rio Grande do 
Sul, Brazil, 2019

Variables (N=124)
Self-assessed health status Satisfaction with life

Regular/Bad
n=47 (%)

PR 
(CI 95%) p* Regular/Bad

n=49 (%)
PR 

(CI 95%) p*

Gender
Male (n=30) 10 (33.3) 1.00 11 (36.7) 1.00
Female (n=94) 37 (39.4) 1.18 (0.67 a 2.08) 0.564 38 (40.4) 1.10 (0.65 a 1.87) 0.718

Age group
60 to 79 years (n=40) 13 (32.5) 1.00 17 (42.5) 1.00
80 to 89 years (n=54) 23 (42.6) 1.31 (0.76 a 2.26) 0.329 21 (38.9) 0.92 (0.56 a 1.50) 0.723
≥ 90 years (n=30) 11 (36.7) 1.13 (0.59 a 2.16) 0.715 11 (36.7) 0.86 (0.48 a 1.56) 0.625

Education
0 to 4 years (n=56) 10 (32.3) 1.27 (0.70 a 2.32) 0.429 23 (41.1) 0.98 (0.58 a 1.65) 0.937
5 to 8 years (n=37) 14 (37.8) 1.17 (0.61 a 2.26) 0.634 13 (35.1) 0.84 (0.46 a 1.53) 0.565
> 8 years (n=31) 23 (41.1) 1.00 13 (41.9) 1.00

Marital status
Married (n=33) 10 (30.3) 1.00 12 (36.4) 1.00
Single/Divorced (n=32) 17 (53.1) 1.75 (0.95 a 3.23) 0.072 20 (62.5) 1.72 (1.02 a 2.91) 0.043
Widowed (n=59) 20 (33.9) 1.12 (0.60 a 2.10) 0.727 17 (28.8) 0.79 (0.43 a 1.45) 0.450

Table 1 – Sociodemographic and health profiling of the total sample and 
age groups comparison, Porto Alegre, Rio Grande do Sul, Brazil, 2019

Variables
Total 

sample
60 to 79 

years
80 to 89 

years
≥ 90 

years p*

N=124 
(100%)

n=40
(32.3%)

n=54
(43.5%)

n=30 
(24.2%)

Gender 0.001
Male 30 (24.2) 18 (45.0)** 6 (11.1) 6 (20.0)
Female 94 (75.8) 22 (55.0) 48 (88.9)** 24 (80.0)

Education 0.121
0 to 4 years 56 (45.2) 13 (32.5) 25 (46.3) 18 (60.0)
5 to 8 years 37 (29.8) 14 (35.0) 14 (25.9) 9 (30.0)
> 8 years 31 (25.0) 13 (32.5) 15 (27.8) 3 (10.0)

Marital status 0.003
Married 33 (26.6) 16 (40.0)** 12 (22.2) 5 (16.7)
Single/Divorced 32 (25.8) 13 (32.5) 16 (29.6) 3 (10.0)
Widowed 59 (47.6) 11 (27.5) 26 (48.1) 22 (73.3)**

Family income*** 0.299
1 to 2 minimum wages 43 (34.7) 15 (37.5) 18 (33.3) 10 (33.3)
3 to 5 minimum wages 58 (46.8) 22 (55.0) 23 (42.6) 13 (43.3)
> 5 minimum wages 23 (18.5) 3 (7.5) 13 (24.1) 7 (23.3)

BADLs – Dependence 0.236
Moderate/Severe/Total 57 (46.0) 14 (35.0) 28 (51.9) 15 (50.0)
Slight/Independent 67 (54.0) 26 (65.0) 26 (48.1) 15 (50.0)

IADLs 0.012
< 12 64 (51.6) 13 (32.5) 32 (59.3) 19 (63.3)
≥ 12 60 (48.4) 27 (67.5)** 22 (40.7) 11 (36.7)

Cognitive decline 0.967
With 61 (49.2) 19 (47.5) 27 (50.0) 15 (50.0)

Depressive symptoms 0.565
Normal 63 (50.8) 19 (47.5) 26 (48.1) 18 (60.0)
Mild 47 (37.9) 18 (45.0) 21 (38.9) 8 (26.7)
Severe 14 (11.3) 3 (7.5) 7 (13.0) 4 (13.3)

Mobility 0.025
< 20 s 27 (21.8) 13 (32.5)** 12 (22.2) 2 (6.7)
≥ 20 s 48 (38.7) 10 (25.0) 20 (37.0) 18 (60.0)**

Bedridden/Wheelchair user 49 (39.5) 17 (42.5) 22 (40.7) 10 (33.3)
Fall during the last year 0.325

Yes 49 (39.5) 12 (30.0) 24 (44.4) 13 (43.3)
Fear of falling 0.163

Yes 88 (71.0) 24 (60.0) 42 (77.8) 22 (73.3)

Note: BADLs = Basic Activities of Daily Living; IADLs = Instrumental Activities of Daily Living; * 
Pearson’s chi-squared test supplemented by the analysis of adjusted residues;**statistically sig-
nificant association according to the test of adjusted residues at 5% significance; ***minimum 
wage of 2018: R$ 954.00.

To be continued
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Figure 1 – Self-assessed health status and satisfaction with life among older 
adults (N=124) linked to HC1, Porto Alegre, Rio Grande do Sul, Brazil, 2019
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to sarcopenia and the consequent functional decline which, 
in general, increases with advancing age, raising the chance of 
mobility reduction(23). The role of nurses in HC1 is highlighted 
during the elaboration, implementation and monitoring of 
the individualized care plan with the multidisciplinary team. 
From this perspective, it is essential to assess the risk of falls 
and introduce preventive measures. Similarly, to maintain 
mobility, it is suggested to stimulate movement in this group, 
if possible, even at home.

Regarding the self-assessed health status and satisfaction 
with life, more than half of the older adults evaluated it as good 
or very good, similar to findings from older adults in general(4,10). 
Satisfaction with life and self-assessment of health status serve 
in research as indicators of quality of life and well-being(6,24). 
The results found in this study may be indicative of resolution 
and benefits of home health monitoring(6). It is possible that 
the work carried out by the PHC team at home is providing 
greater well-being for older adults through bonding, expand-
ing access to health, training older adults and their family for 
self-care when needed, and monitoring of their health status. 

Regarding the factors associated with the self-assessed 
health status and satisfaction with regular/bad life, there was 
no significant association with sociodemographic variables, 
differing from other studies with older adults in general(9-12). 
It is noteworthy that within the Brazilian socioeconomic 
status, the southern region has a higher average income, 
when compared to the others, a factor that can positively 
impact the quality of life of its inhabitants(25).

In older adults, negative self-assessments of health usu-
ally result from limitations in the performance of activities 

Table 3 – Multivariate analysis of variables associated with the self-assessed 
health status and satisfaction with regular/bad life, Porto Alegre, Rio Grande 
do Sul, Brazil, 2019

Variables 
Self-assessed 
health status

Satisfaction 
with life

PR (CI 95%) p* PR (CI 95%) p*

Marital status
Married 1.00 1.00
Single/Divorced 1.43 (0.84 a 2.43) 0.186 1.37 (0.81 a 2.33) 0.243
Widowed 0.92 (0.54 a 1.56) 0.750 0.67 (0.39 a 1.14) 0.139

Family income**
1 to 2 minimum wages ------ ------ 0.91 (0.48 a 1.70) 0.760
3 to 5 minimum wages ------ ------ 0.66 (0.40 a 1.11) 0.115
> 5 minimum wages ------ ------ 1.00

BADLs – Dependency 
Moderate/Severe/Total 1.25 (0.79 a 1.96) 0.345 1.06 (0.63 a 1.77) 0.840
Slight/Independent 1.00 1.00

IADLs
< 12 1.02 (0.59 a 1.77) 0.947 0.98 (0.57 a 1.66) 0.926
≥12 1.00 1.00

Depressive symptoms
Normal 1.00 1.00
Mild 3.09 (1.54 a 6.19) 0.002 3.34 (1.79 a 6.25) <0.001
Severe 5.64 (2.86 a 11.1) <0.001 5.93 (2.95 a 11.9) <0.001

Fall
Without 1.00 1.00
With 1.39 (0.94 a 2.06) 0.103 1.10 (0.78 a 1.56) 0.595

Fear of falling
Yes 1.19 (0.68 a 2.11) 0.542 2.02 (1.12 a 3.63) 0.019
No 1.00 1.00

Note: PR = Prevalence ratio; BADLs = Basic Activities of Daily Living; IADLs = Instrumental Activities 
of Daily Living. * Poisson regression multivariate analysis; * * minimum wage of 2018: R$ 954.00.

Variables (N=124)
Self-assessed health status Satisfaction with life

Regular/Bad
n=47 (%)

PR 
(CI 95%) p* Regular/Bad

n=49 (%)
PR 

(CI 95%) p*

Family income**
1 to 2 minimum wages (n=43) 19 (44.2) 1.13 (0.61 a 2.08) 0.696 20 (46.5) 0.97 (0.57 a 1.66) 0.918
3 to 5 minimum wages (n=58) 19 (32.8) 0.84 (0.45 a 1.57) 0.580 18 (31.0) 0.65 (0.37 a 1.15) 0.140
> 5 minimum wages (n=23) 9 (39.1) 1.00 11 (47.8) 1.00

BADLs – Dependency 
Moderate/Severe/Total (n=57) 28 (49.1) 1.73 (1.09 a 2.75)  0.020 27 (47.4) 1.44 (0.93 a 2.24) 0.101
Slight/Independent (n=67) 19 (28.4) 1.00 22 (32.8) 1.00

IADLs
< 12 (n=64) 31 (48.4) 1.82 (1.11 a 2.97) 0.017 31 (48.4) 1.62 (1.02 a 2.56) 0.042
≥12 (n=60) 16 (26.7) 1.00 18 (30.0) 1.00

Cognitive decline
Without (n=63) 21 (33.3) 1.00 23 (36.5) 1.00
With (n=61) 26 (42.6) 1.28 (0.81 a 2.02) 0.289 26 (42.6) 1.17 (0.75 a 1.81) 0.487

Depressive symptoms
Normal (n=63) 9 (14.3) 1.00 9 (14.3) 1.00
Mild (n=47) 25 (53.2) 3.72 (1.92 a 7.22) <0.001 27 (57.4) 4.02 (2.09 a 7.73) <0.001
Severe (n=14) 13 (92.9) 6.50 (3.49 a 12.1) <0.001 13 (92.9) 6.50 (3.49 a 12.1) <0.001

Mobility
<20 s (n=27) 9 (33.3) 1.00 8 (29.6) 1.00
≥ 20 s (n=48) 17 (35.4) 1.06 (0.55 a 2.05) 0.856 21 (43.8) 1.48 (0.76 a 2.87) 0.250
Bedridden/Wheelchair user (n=49) 21 (42.9) 1.29 (0.69 a 2.40) 0.430 20 (40.8) 1.38 (0.70 a 2.69) 0.350

Fall
Without (n=75) 23 (30.7) 1.00 26 (34.7) 1.00
With (n=49) 24 (49.0) 1.60 (1.02 a 2.49) 0.039 23 (46.9) 1.35 (0.88 a 2.08) 0.167

Fear of falling
Yes (n=88) 38 (43.2) 1.73 (0.93 a 3.19) 0.081 42 (47.7) 2.46 (1.22 a 4.94) 0.012
No (n=36) 9 (25.0) 1.00 7 (19.4) 1.00

Note: PR = Prevalence ratio; BADLs = Basic Activities of Daily Living; IADLs = Instrumental Activities of Daily Living. * Poisson regression bivariate analysis; * * minimum wage of 2018: R$ 954.00.

Table 2 (concluded)
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of daily living, related to worse functional capacity(26). In the 
present study, there was a higher prevalence ratio between 
the most dependent older adults in the BADLs and the IADLs 
with the worst self-assessed health status and satisfaction with 
life. However, this association did not remain significant in the 
multivariate analysis. By increasing the sample size, possibly 
the significance would also be maintained. Nevertheless, it was 
noticeable that the study participants, despite having functional 
limitations, assessed their health and satisfaction with life as good. 
This perception matches that of Sposito et al.(14) as they suggest 
that older adults present better satisfaction with life, even with 
greater functional impairment. Although it is expected that the 
greater dependence older adults have, the worse their self-assessed 
health status and satisfaction with life will be, it can be inferred 
that the expansion of resources and access to health, including 
home care, can have positive impacts on individual well-being, 
affecting their perception of health and satisfaction with life. 

Regarding the global functioning of older adults, changes in 
mobility and cognitive decline also did not show a significant 
association with self-assessment of health status and satisfac-
tion with regular/bad life, thus differing from other studies with 
older adults in general(11,27-29). It is noteworthy that the sample 
under study has particularities compared to older adults in the 
community in general, because they are visited by health profes-
sionals at home and have differentiated access to health services, 
which may have had some impact on the findings. In addition, 
it is worth noting that the older adults with advanced dementia 
have not been included in the study.

As for mood, a significant association between mild and severe 
depressive symptoms was maintained, both with self-assessed health 
status, and with satisfaction with regular/bad life, after control for 
confounding variables. This confirms national and international 
studies, although these have been carried out with the older adults 
in general(11,29-33). A Korean study found that social support has an 
effect on depression through stress relief(34). Strengthening the 
support network is suggested as an alternative. With the nurse in 
the role of stimulating inter-generational contact with family and 
friends, encouraging audio or video calls, exploring the resources 
they have. Day care centers, already implemented in other countries, 
are spaces that allow dependent older adults to leave home for a few 
hours of the day and interact with people from other age groups. 
The nurses themselves assist these older adults at home and then 
refer them to the day care center. This space provides social interac-
tions and participation of the older adults in activities that positively 
impact the perception of loneliness, quality of life and attitudes of 
the older adults(35). In order to promote the older adults’ well-being 
and reduce the burden on their family, the development of similar 
spaces in the Brazilian context is recommended. 

Best practices in gerontological nursing in HC require constant 
planning and reorganization(36). Therefore, there is the need to ex-
pand the actions aimed at the well-being of the individual at home, 
in order to reduce depressive symptoms, considering the evidence 
that involvement in social and cultural activities is related to greater 
well-being and resilience(37). Thus, it is suggested that nurses involved 
in the Systematization of Nursing Care develop individualized care 
plans that involve differentiated activities with the older person in 
their own home, to stimulate their autonomy and pay attention to 

their individual preferences, such as: painting, reading, wish/dreams 
list, activity journal, crochet, yoga, meditation, food preparation, 
activities with family/caregivers, among others. It is essential that 
not only tasks are proposed to fill time, but that they bring meaning 
to their life, helping to set goals for their existence. 

The presence of falls was not significant with any of the 
variables under study. It should be noted that more than half of 
the sample did not show any episode of decline in the last year. 
This may be related to the differentiated care they receive, with 
health professionals who frequently visit their homes and who 
assess the risk of falls and establish preventive interventions to 
avoid falls(38). However, the fear of falling presented a significant 
association with the evaluation of satisfaction with regular/bad 
life. Fear of falling has been related to decreased quality of life, 
functional decline, risk of falls, and increased social isolation in 
the older population, which reinforces the need for evaluating 
fear of falling, in addition to applying an instrument that evalu-
ates the risk of falls(39). On the other hand, fear of falling can also 
be considered as a positive aspect when it encourages the older 
person to pay more attention to the risk factors for falls and 
even to adopt preventive measures. However, the importance 
of monitoring and intervening when necessary in the face of 
fear of falling must be emphasized, in order to reduce its conse-
quences on the physical and mental health of the older adult. 
Educational activities can be carried out with older adults, their 
family members and/or caregivers, so that they understand that 
the fear of falling is subject to control, through the supervision 
of modifiable risk factors in households, training of those who 
provide care and the execution of supervised physical exercises 
for balance development and muscle strengthening(39). 

Nursing interventions in HC have the potential to cause changes 
in life habits due to the strong bond between users and providers, 
who know the family and social context in which the individual 
is inserted. Such interventions contribute to the well-being and 
maintenance of the older adult’s functionality, as they welcome 
their needs and their family and/or caregiver, facilitating access 
to health services(38,40). In addition, it is up to the nurse to accom-
modate the demand, list nursing diagnoses, establish a nursing 
planning and implement necessary and tangible interventions.

Limitations of the Study 

This study presents as a limitation its cross-sectional design, 
making causal inferences impossible. Moreover, the results cannot 
be generalized, as they bring specific characteristics of a given 
region in a municipality, and due to the sample size. The lack 
of studies with specific populations addressed in this research 
limited a comparative discussion with other realities.

Contributions to the areas of Nursing, Health or Public 
Policies

The results of this research can lead nurses to rethink their 
planning and implementing of the care provided to older adults at 
home, with an emphasis on their well-being. Through the nurse’s 
work, by listing nursing diagnoses, planning, implementing inter-
ventions and evaluating them after they have been developed, it 
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is possible to understand how the older adult in HC1 monitoring 
perceives their own health and their satisfaction with life, as well as 
the associated factors. Actions such as strengthening the support 
network, care plan addressing psychosocial factors, and fear of 
falling provide improvements in the well-being and quality of life 
of this population. Furthermore, these findings make it possible to 
increase visibility to the potential of HC1 in the face of new health 
demands, to encourage the discussion of public policies, as well 
as to strengthen its coordination in health care networks. Thus, 
the importance of expanding this modality of health, which adds 
well-being to longevity, is emphasized, providing aid and support 
to the older adults, their family members and/or caregivers.

CONCLUSION 

There was a predominance of female octogenarians, which 
highlights the importance of professionals, services and health 
systems prepared to meet new demands. Regarding the self-
assessed health status and satisfaction with life, most of the older 
adults chose the option “good”, which emphasizes the importance 
of receiving home monitoring, depending on their health condi-
tion. Self-assessed regular/bad health status was associated with 
mild and severe depressive symptoms, while satisfaction with 

regular/bad life was associated with fear of falling and with mild 
and severe depressive symptoms.

There is an evident need for psychosocial interventions for 
the older person in home monitoring, implemented through an 
individualized care plan. These can be carried out in the elderly’s 
home, focusing at the early detection of depressive symptoms 
and their implications. In addition, it is possible to understand 
the need to address the limitations, risks and consequences that 
involve the fear of falling.

In this context, the importance of the health modality HC1 in 
the monitoring of the older population with limitations stands out, 
because it serves as a strategy for continuity of care for older adults 
who require less complex care. It is possible to implement actions 
aimed at the functionality and well-being of individuals who have 
restrictions to leave their homes. Thus, new intervention studies that 
present benefits and limitations of the care provided by HC1 are sug-
gested, to broaden the discussion and improve the systematization 
of this modality of care within the Brazilian Unified Health System.
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