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Health status of elderly persons of Antioquia, Colombia

Abstract

Odbjective: The health needs of older adults constitute challenges for health monitoring
and care, resulting in increased costs. The present study therefore sought to analyze the
health status of the elderly to enable targeting and intervention, in the pursuit of healthy
aging for all. Method: A quantitative observational cross-sectional study using a primary
source was performed in 2012. A total of 4,248 adults aged over 60 years of age residing
in the nine regions of Antioquia, Colombia, and the capital city were surveyed. Univariate,
bivariate and multivariate analysis was performed of statistical and epidemiological
measures, based on confidence intervals and statistical tests under 5%. Res#/ts: One in four
individuals had a risk of depression, one in three were at risk of anxiety, eight out of ten
had cognitive impairment, mainly mild, and the same proportion were at nutritional risk.
The elderly persons suffered from all types of abuse, notably psychological. Conclusions:
Thehealth status ofelderly personsis more affectedbymental than physical healthrisks,
indicatingthatpublic policy anda better distribution ofresourcesshould be aimed at
seeking animprovement in qualityof life anddignified aging, differentiated byregion.
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INTRODUCTION

The health situation analyses (HSA) of the
Pan American Health Organization (PAHO)," are
analytic-synthetic processes involving a range of
interpretations which allow the characterization,
measurement and explanation of the health-disease
profile of a population, including health problems
and their determinants, whether arising from health
or other sectors, facilitating the identification of
needs and priorities in health interventions and
appropriate programs, and evaluating their impact
on health through the study of the interaction of
living conditions and the existing level of health
processes of a country or other geographical and
political unit.

The sublevels of the HSAs include population
groups of different levels of development arising
from unequal conditions and quality of life and
defined according to specific characteristics'. One
of these groups is those aged over 60, which is
considered a vulnerable population group and a
healthcare priority, protected by the Constitution
(Article 46) and by the Politica Nacional de
Envejecimiento y Vejez (the National Policy on

Aging and Old Age).”

The study of the elderly reveals the process
of aging among a population, which will become
a major issue in developing countries, where the
population is projected to age rapidly in the first half
of this century. It is expected that by 2050 the eldetly
population will grow from 8% to 19% of the overall
population, while the number of children will fall
trom 33% to 22%. This demographic shift poses
a major problem in terms of resources; developed
countries have aged gradually and face problems
related to unemployment and the sustainability of
pension systems, while developing countries face
the problems of underdevelopment at the same
time as those related to population aging.’

Of the aspects that accompany population
aging, the health situation creates great
challenges to societies through demographic and
epidemiological transitions that transform the

causes of disease and death from communicable
to chronic, degenerative and disabling, increasing
the costs of care and rehabilitation required by
patients®. The health needs of the eldetly are a
cause for concern among the population, as they
take up a very large proportion of attention and
care, increase costs and uncertainty due to their
chronic nature, which often end up depleting the
resources of support within social networks, and
increasing the frequency of illness, bringing a loss
of function, resulting in physical and economic
dependence on other family members.

It is not enough, however, to merely add years to
life. Adding life to years is also required, creating
a greater expectation of health and wellness for
a longer period. Improving the quality of life
of aging older people,’ fosters self-esteem and
dignity and the full exercise of all human rights
and fundamental freedoms.® The consequences
of social changes can also negatively influence
the living conditions and health of the elderly,
which include social responses to the biological
deterioration of aging itself; loss of employment,
loss of income and the impairment of social
identity.’

This indicates that the growth of the elderly
population inevitably results in an increase in the
physical and mental illnesses related to age, which
will increase the costs of health care and place
greater demands on family and social resources;
mental illnesses, especially depression, are expected
to be the major mental health problem facing
the world in the future. Mental and behavioral
disorders disrupt the quality of life of those
affected and their families.*

Additionally, biological and social changes
mean the elderly are also exposed to other risks
that impair their health, such as depression, anxiety,
cognitive impairment and malnutrition. These
conditions, however, have been little explored
among this population, being considered inherent
among the elderly, leading to functional and
economic dependence on the state, society and



family, and often leaving such individuals subject to
neglect, abuse and violence.” In this way, a cultural
paradigm shift is required, from a way of thinking
where age is linked to disease, dependency and
lack of productivity, to another where the elderly
are considered as autonomous, productive and
the beneficiaries of development. It was therefore
proposed to analyze the health status of the elderly
living in the nine regions and in the capital of the
Department of Antioquia in the second half of
2012, making possible targeting and intervention
to achieve dignified, healthy aging for everyone,
based on the specific conditions of their place of
residence.

METHOD

Using a quantitative approach and the empirical-
analytical method, a cross-sectional observational,
descriptive study was conducted in the nine regions
and capital city of the department of Antioquia,
Colombia, in 2012. For purposes of sample design,
10 regions were considered.

The reference population was people aged 60
and older residing in urban areas and population
centers in the sub-regions, which according to
the population projections of the Departamento
Administrativo Nacional de Estadistica (National
Administrative Department of Statistics) (DANE)
was estimated at 671,590 adults aged over 60 years
in the year 2012. The Epidat 3.1 program and the
Fleiss formula for finite populations was used to
calculate the sample size, with a confidence level
of 95%, a sampling error of 1.6%, a ratio of good
health of 50% and a design effect (deff) of 1.0.
The minimum sample size was calculated at 3790
and expanded by 10% to correct possible data loss,
leaving a final simple size of 4,248 elderly persons.

The representative sample of each sub-
region was selected by two-stage, systematic and
random probability cluster sampling; the final
selection probabilities of each elderly individual
were calculated to ascertain the expansion factors.
A total of 36 municipalities (four per sub-region)
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plus four districts of the capital city were selected
in total. People aged 60 years and older living in
municipal districts, population units and selected
population centers were surveyed irrespective
of ethnicity, religious denomination or physical
condition. The elderly residents of nursing homes
and those who scored less than 24 points in the
Mini Mental State Examination (MMSE)® at the
beginning of the survey were excluded. This test
assesses the cognitive functioning of an individual,
with a score lower than 24 a first sign of alarm for
evidence of impairment, and lack of knowledge
of the type of denture used the second signal, to
determine the awareness of reality of an elderly
individual.

The elderly individuals were selected by 12
interviewers. These were university graduates in
the areas of social studies or information systems,
who were previously trained and standardized
for two weeks by the researchers in the study
design, implementation of surveys, sampling and
fieldwork. Verification of field work and quality
assurance of the measuring instrument was carried
out with two supervisors. The data collection
period was 1.5 months.

The survey was previously calibrated with a pilot
study, and consisted of 104 questions including
variables related to: demographic characteristics
(such as age, gender, marital status, education
level, place of residence); cognitive functioning
(the Folstein MMSE); level of depression (Short
Form Geriatric Depression Scale); level of anxiety
(anxiety subscale of the Goldberg Depression and
Anxiety Scale (GDAS)); Katz Index; social support
(OARS social resources scale); perception of abuse
and nutritional status (DETERMINE instrument).
All these instruments were taken from the Manual
of Indicators for quality of life in old age of the Centro
Latinoamericano y Caribefio de Demograffa (Latin
American and Caribbean Demogtaphic Center).”

Data processing was performed using the Epi-
Info software package version 6.04d (freeware) and
the SPSS 21.0 statistical package (CES University
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license). Univariate, bivariate and multivariate
analysis were performed. Univariate is performed
with expansion factors and estimation errors are
calculated, in addition to measures of absolute and
relative frequency; Descriptive summary measures
such as mean, median, mode, standard deviation
(SD), and interquartile range are also calculated.
Bivariate analysis is performed without growth
factors, where the demographic variables are related
to the scales used, according to the Chi-squared
hypothesis test, and epidemiological measures
such as crude and adjusted prevalence ratio (PR)
are calculated, with a confidence interval of 95%.
A statistical significance of 5% was established
for the tests.

Expansion factors are a technique of inferential
statistics, which are based on the calculation of
expanders or weightings with which it is intended
to reconstruct the reference population from which
the sample was obtained. These factors were
calculated based on the probability of selection
of the municipality and population units; the final
probability of selection of the elderly individuals,
the inverse of which is the basic expansion factor,
which equals the number of elderly individuals in
the region that are initially represented by each of
the respondents. Subsequently, the basic expansion
factor was adjusted by the correction factors:
coverage, non-response, gender and area of origin.
The expanded population was 654,712 elderly
persons in the department, and the proportion
of good health found was 52.9%.

Finally, the estimation errors, which are the
final errors related to the variable of interest
used in the calculation of the sample size, were
calculated. This error was established as 1.49%
for the departmental estimates of state of health
and from 4.30% to 4.84% for regional estimates.

This study was approved by the “Comité
Institucional de Etica de la Universidad CES”
(Institutional Ethics Committee Universidad CES),

Medellin-Colombia (registration n° 53/2012) and
written informed consent was obtained from the
elderly individuals, upon completion of the survey,
based on Resolution 8430 of 1993 the Ministry
of Health, which regulates research involving
human beings. Furthermore, according to the same
standard, this research was classified as having
minimal risk for the eldetly.

RESULTS

Demographic characteristics

Among the older adults from the Department
of Antioquia there was a higher proportion of
women (72.8%), with 2.68 women for every man
in this population group. This difference was
evident in all the regions, but was most marked
in Medellin, Valle de Aburri, Norte and Nordeste,
with evidence of a statistical difference in these
proportions by region (X*=41.698; p=0.000).

In terms of area of residence, 94.7% of elderly
persons lived in urban areas and 5.3% lived in rural
areas, which can affect access to health services.
This was a statistically significant association
(X?=8455.015; p=0.000). The average age of
the elderly individuals was 70.42 years (SD 8.27
years), with 76 the most common age and 50%
of the population group being aged 69 or less.
The minimum age was 60 years and the oldest
person found in the department was 112 years.
The lowest average ages were found in Medellin,
Suroeste and Oriente.

In terms of marital status, married people
predominated (38.3%), closely followed by widows
(33.4%); who represented the majority in Medellin,
Nordeste, Norte and Valle de Aburra. It is worth
mentioning that in Medellin, Bajo Cauca and Uraba
widows and widowers outnumbered married and
unmarried elderly persons. Statistical differences
were found between the regions in the proportions
of marital status(X*=414.663; p=0.000).



Health status

According to the results of the Geriatric
Depression Scale, 73.7% of elderly respondents
registered no risk of depression; however, the
prevalence of risk of 26.3% was distributed
between 16.2% with a slight risk and 10.1% with
an established risk for depression. By region,
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the highest prevalence of risk was recorded in
the Norte, Suroeste, Occidente and Bajo Cauca,
between which there were statistical differences
(X*=232.437, p=0.000) (table 1). Moreover, living
in Magdalena Medio, Oriente and Uraba decreased
the probability of risk, according to adjusted
prevalence ratios for the demographic variables

(Table 2).

Table 1. Percentage distribution of elderly persons at risk of depression, anxiety, cognitive impairment,

social resources and mistreatment by region. Antioquia, Colombia, 2012.

Depression' Anxiety? Cognitive Decline’ Social Resources*
Region Abuse
1 2 3 1 2 1 2 3 4 1 2 3 4 5
Bajo Cauca 668 221 111 442 558 15 208 528 248 0 136 469 349 45 106
Magdalena
Medio 849 119 32 8 18 0.8 337 567 87 0 1 327 588 76 0
Medellin 725 146 129 066.6 334 51 364 427 158 0 258 419 25 72 8.8
Notdeste 696 221 82 598 402 15 212 604 169 O 23 536 202 32 2.1
Norte 528 33 142 0 100 4 357 495 108 01 206 558 211 24 1.5
Occidente 60.8 30.5 87 0 100 01 266 564 168 12 o611 328 43 07 3
Oriente 8.2 12 39 779 221 52 364 455 128 0.8 139 289 526 3.8 2
Suroeste 60.1 25,6 143 0625 375 11 232 575 182 04 351 47 17 0.5 5.4
Uraba 748 225 27 887 113 12 179 622 186 0 317 556 114 13 6.9
Valle de
Aburra 80.7 135 58 701 299 44 264 479 212 0 193 456 269 83 5.4

! Risk of depression (1=normal, 2=mild, 3=established); > Risk of anxiety (1=no risk, 2=at risk); * Risk of cognitive decline (1=severe, 2=moderate,
2=mild and 3=no risk); * Social resources (1=good, 2=slightly impaired, 3=moderately, 4=significantly, 5=totally).
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Table 2. Calculation of crude PR adjusted for risk, according to region. Antioquia, Colombia, 2012.

—_— Raw CI95% Adjusted CI95%
PR Lower Upper PR Lower Upper
Bajo Cauca 2458 1802 33%3 1719 1088 2715
Magdalena M 0470 0320 0.691 0242 0142 0.414
Medellin 1457 1062 1.999 1247 0777 2,001
Notdeste 1525 1106 2102 1734 1114 2701
Risk of Norte 2511 1831 3444 1090 0633 1.876
depression Occidente 1918 1392 2.642 1960 1.240 3.098
Ortiente 0.824  0.577 1175 0.898 0506 1504
Suroeste 2658 1946 3.629 3247 2101 5.020
Urabi 1635 1185 2.254 0.675 0422 1.082
Valle de Aburta 1.00 -- -- 1.00 -- -
Bajo Cauca 2308 1743 3.055 1890 1.247 2.863
Magdalena M 0320 0230 0445 0201 0126 0.321
Medellin 0.882 0666 1167 0902 0597 1363
Nordeste 1204 0908  1.507 1296 0.877 1.914
Rk of ity Norte NC  NC NC NC NC NC
Occidente NC  NC NC NC NC NC
Otiente 0485 0351  0.670 0585 035 0.963
Suroeste 1045 078 1.389 1263 0.856 1.862
Urabs 0229 015  0.331 0115 0.068 0.194
Valle de Aburri  1.00 - - 1.00 - -
Bajo Cauca 075 0535 1062 059 0345 1.031
Magdalena M 244 1593 3737 200 1071 3735
Medellin 105 0739 1.492 119 0706 2.035
Nordeste 108 0756 1556 117 0679 2.033
Risk of Norte 138 0940 2,037 120 0.580 2.501
cognitive
decline Occidente 071 0507 1014 077 0446 1.346
Otiente 114 0787 1.654 123 0.644 2.365
Suroeste 115 0797 1.667 155 0.884 2748
Urabi 099 0692 1419 072 0407 1.292
Valle de Aburra — 1.00 - 1.00 - -
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Variable Raw CI 95% Adjusted CI 95%
PR Lower Upper PR Lower Upper
Bajo Cauca 0.555 337 0.914 0.408 0.217 0.766
Magdalena M 0.429 252 0.729 0.630 0.345 1.151
Medellin 2.664 1.828 3.883 3.139 1.950 5.053
Nordeste 1.185 776 1.810 1.047 0.593 1.847
Physical Norte 21553 14.729 31.539 20.278 12.086 34.021
Dependence Occidente 2.360 1.595 3.493 1.918 1.107 3.321
Oriente 1.618 1.074 2.439 1.147 0.659 1.998
Suroeste 1.247 0.817 1.901 1.459 0.861 2.472
Uraba 0.310 170 0.567 0.340 0.162 0.715
Valle de Aburra 1.00 - - 1.00 - -
Bajo Cauca 3.681 2.270 5.967 3.197 1.893 5.399
Magdalena M 10.583  5.220 21.456 13.072 6.393 26.731
Medellin 0.977 0.692 1.378 .892 0.617 1.291
Nordeste 1.321 0.912 1.913 1.287 0.868 1.908
Nutritional Norte 14362 6.170 33.432 5.807 2.208 15.269
Risk Occidente 1.994 1.315 3.022 965 0.589 1.582
Oriente 1.018 0.709 1.461 1.108 0.758 1.619
Suroeste 0.986 0.692 1.406 .894 0.613 1.303
Uraba 4.536 2.683 7.668 5.191 3.024 8.911
Valle de Aburra 1.00 - - 1.00 -- -

04.2% of older adults at risk of depression were  association between marital status and the risk

women and 35.8% were men. For every woman at
risk of depression there were 0.9 men, or in other
words, the risk of depression for men was 10% lower
(PR=0.91 ]0.820; 1.004]); however, no statistically
significant association was found between gender
and risk of depression (X*=3.58; p=0.58).

Elderly widows or widowers had a risk of
depression of 36.4%, compared to 30.8% for
married elderly individuals and 17.6% for eldetly
unmarried persons. A statistically significant

of depression was found (X*=60.23; p=0.000).

For every elderly individual at risk of depression
residing in rural areas there were 0.9 elderly persons
at risk of depression residing in urban areas. The
fact of living in urban areas could therefore be
considered as a protective factor in reducing the
risk of depression (PR=0.903 [0.764; 1.068]); no
statistically significant association was found
between area of residence and risk of depression

(X2=1.37; p=0.241).
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According to the scale of anxiety, 34.4% of
older adults were at risk of anxiety. By region, the
prevalence of risk of anxiety was higher in the Norte
and Occidente where all the elderly individuals were
at risk for this mental disorder, followed by Bajo
Cauca where a little more than half presented the
same risk. This association is statistically significant
(X?=1464.828; P=0.000) (Table 1). Living in Bajo
Cauca, the Northeast and Suroeste increased the
likelihood of developing the disorder, while living
in other regions acted as a protective factor, except
the Norte and Occidente (Table 2).

Of the elderly persons in the department, 67.7%
were female, among whom the prevalence of risk
was 48.3%, compared with a prevalence among
men of 37.5%. For every woman at risk of anxiety
there were 0.77 men with the same risk, or in
other words, being a man reduced the risk by 33%
(PR=0.7710.720, 0.837]). There was a statistically
significant association between gender and risk of
anxiety (X*=46.0; p=0.000).

Of the elderly individuals at risk of anxiety
37.3% were married, 32.3% were widowed and
16.3% were single. The lowest percentages were
among divorced individuals and those living in
a civil union. There was a statistically significant
association between marital status and risk of

anxiety (X?=13.46; p=0.019).

90.7% of older adults at risk of anxiety lived
in urban areas and 9.3% lived in rural areas. For
every adult at risk of anxiety thatlived in an urban
area there were 0.86 elderly persons living in rural
areas, in other words, living in rural areas could be
considered as a protective factor against the risk
of an anxiety disorder (PR=0.865 [0.772, 0.968]);
a statistically significant association between area
of residence and the risk of anxiety was found

(X?=5.75; p=0.016).

The MMSE scale used to determine the risk
of cognitive impairment, found that 83.2% of
elderly individuals had some degree of impairment,
mainly mild (46.9%). Residents in the regions of

Magdalena Medio, Norte and Oriente were more at
risk, while Bajo Cauca, Valle de Aburra, Uraba and
Suroeste were lower risk regions; This difference
was statistically significant (X*=283.568; p=0.000)
(Table 1), but living in regions such as Bajo Cauca,
Occidente and Uraba represented a protective
factor, once adjusted for demographic variable
conditions (Table 2).

A total of 61.9% of the older adults with a risk
of cognitive impairment were women, and for
every woman at risk there were 0.99 men (PR=0.99
[0.868, 1.1406]). However, there was no statistically
significant association between gender and the
risk of cognitive impairment (X*=0.001; p=0.971).

Of the older adults at risk of cognitive
impairment, over 50% were single, separated,
widowed or divorced, and the remainder were
married or lived with a partner. There was a
statistically significant association between marital
status and risk of cognitive impairment (p=0.000
X?=38.70). A total of 91.9% of the eldetly persons
at risk of cognitive impairment lived in urban
areas, with each individual representing 0.96 of an
individual residing in rural areas (PR=0.96 [0.758,
1.237]). No statistically significant association was
found between the area of residence and the risk
of cognitive impairment (X*=0.065; p=0.798).

A total of 81.7% of the elderly persons described
themselves as independent or not needing help
according to the Katz index, which measures
the ability to perform basic daily activities such
as bathing, dressing, using the toilet, moving
around, bladder and bowel control and feeding
oneself. In other words, the prevalence of physical
disability or reduced functional capacity is 18.3%.
The lowest functional capacity was found in the
Norte region (72.9%) and in the city of Medellin
(24.1%) while the highest independence was found
in the Bajo Cauca and Uraba regions. There were
statistically significant differences between
the regions (X*=1343.621; p=0.000) (Table 1).
Similarly, living in these regions represented a
protective factor (Table 2).



It was found that 35.6% of older people in
the department had moderately impaired social
resources and 22.2% considerably impaired social
resources, according to the OARS scale. There
were statistical differences between the regions.
The elderly persons of Bajo Cauca, Medellin,
Notdeste, Norte, Suroeste, Urab4 and Valle de
Aburra presented moderately impaired social
resources; those in the regions of Magdalena
Medio and Oriente had considerably impaired
social resources; and those in the Occidente had
slightly impaired social resources (X*=902.473;
»=0.000) (table 1).

The nutritional status of the elderly was
measured by the Determine scale. The prevalence
of nutritional risk among the elderly was 83.4%,
with 59.9% at high risk and 23.6% at moderate
risk. It is a concern that only 16.6% of the elderly
persons had good nutritional status, mainly in the
regions of Oriente (21.6%) and Medellin, Suroeste,
Valle de Aburra and Nordeste, with percentages
above 15%, a statistically significant association
(X?=22002.934; p=0.000). The regions which
represented an increased probability of this risk
were Magdalena Medio, Norte and Uraba (Table 2).

It is worthy of note that 7.6% of older people
in the department have experienced some form
of abuse, primarily psychological, such as neglect,
failing to assist or preventing the elderly individual
from keeping in touch with family and friends, or
by insulting, shouting, intimidating, or threatening
the elderly person. The highest prevalences were
registered in Uraba (6.7%) and Medellin (6.3%).
Neglect, considered a lack of food, shelter, hygiene
or medical care offered by the family of the
elderly person, was more prevalent in the Valle
de Aburra (5.5%), Bajo Cauca (3.3%) and Medellin
(2.5%). Economic abuse was higher, in terms of
percentage, in the regions of Valle de Aburra and
Medellin, at 1.7%, and Bajo Cauca, at 1.5%. It
should be noted that in the Magdalena Medio
region no type of abuse was recorded against
elderly individuals while three regions had all
kinds of abuse, Valle de Aburta, Medellin and
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Bajo Cauca. These differences were statistically

significant (X*=106.306; p=0.000) (table 1).

DISCUSSION

In 43 years the population of Colombia has
practically doubled, based on figures of 21,344,816
inhabitants in 1970 and 46,581,823 in 2012, of
which, according to DANE, 10.2% (4,792,957)
are aged 60 years and over. The departments
of Antioquia, Valle del Cauca, Cundinamarca,
Santander, Atlantico, Bolivar and Tolima are home
to the majority of people aged 60 and over, while
the highest percentages of such individuals are
found in the departments of Bogota, Medellin,
Cali and Barranquilla.

Colombia has participated in the issue of aging
at an international level in a number of contexts
such as the 1994 Cairo International Conference
on Population and Development and the 2000*
Madrid International Plan of Action on Ageing,
and nationally through the Politica Nacional de
Envejecimiento y Vejez (2007-2019) (the National
Policy on Ageing and Old Age).> This reveals the
need to reflect on issues relating to how the elderly
live today, with the aim of advancing, through the
contribution of scientific evidence that facilitates
the estimation of future needs, public policy that
meets the requirements of this population.

In this sense, the present study is consistent
with national and international guidelines, since it
allows a diagnosis of the main risks to the health
of the elderly, where the experiences of the past
facilitate good current health, resulting in a greater
emphasis on mental health, as everyone experiences
tension and stress at some point in life, a situation
that causes a reduction in the control of feelings,
ideas and behaviors that impair mood and can
result in physical and mental illness and limited
functionality.

In Colombia, the prevalence of depression
among those older than 65 years is 16.5% in the
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community and 29% among those in primary
care. Less than half of these cases are recognized,
due to insufficient awareness of the impact of the
disease among this population and the fact that
there are no clear risk factors and early signs of
the disease.!>!!

Internationally, the World Health Organization
believes that depression will be the second leading
cause of disability, after heart disease, by 2020.
It is becoming a serious disease that affects
not only mood, but can also lead to functional
and cognitive impairment. Among the elderly,
depression mainly affects people with chronic
conditions and can cause suffering, disability and
family breakdown, worsening the results of many
diseases and increasing mortality.'"!?

According to the results found in Antioquia
when the Yesavage Geriatric Depression Scale was
applied, a prevalence of risk of 26.3% was identified,
a result well above figures reported in 2012 by
the Encuesta Nacional de Demografia y Salud de
Colombia (2010) (the Colombia National Survey
of Demographics and Health), in which an overall
prevalence of depression of 9.5% was reported,
which was higher among women (PR=1.74), the
disabled (PR=14.21) and those with comorbidities
such as brain disease (PR=2.09), heart disease
(PR=1.49), diabetes (PR=1.19) and Alzheimer’s
Disease (PR=2.13) and was lower among those
with higher levels of education (PR=0.14)."

The prevalences of risk of depression in the
present study were below those reported in Cuba,
where 27.1% of elderly residents had symptoms of
mild depression; 16.6% had moderate depression
and 14.7% had severe depression,'* and also below
those reported in a study in the metropolitan
region of the city of Guadalajara - Jalisco, Mexico,
featuring 246 older adults, in which a prevalence
of depression of 36.2% of subjects studied,
43.2% among women and 27.1% among men,
was observed. This prevalence was also associated
with factors such as being unemployed (PR=4.21),
widowed (PR=3.16) or single (PR=2.32), or
being older than 80 years (PR=2.90)."” A study of

institutionalized elderly persons in Brazil found a
prevalence of depression of 50%, which was severe
in 13.7% of cases, and was significantly associated
with age, gender, ethnicity, and physical activity.'®

Among the regions of the department of
Antioquia surveyed by the present study, Norte,
Suroeste, Occidente and Bajo Cauca had the highest
prevalence of depression. It is worth noting that
violence does not affect these regions as much
as it does sub-regions such as Uraba, Oriente
and Magdalena Medio, suggesting a potential
confluence with another group of factors which
may indicate an explanation for the health status
of elderly adults living in care homes.

It can be concluded that depression is a
common condition among the elderly, which brings
suffering and impaired quality of life and can be a
risk factor for other diseases or even death. Despite
the high prevalence of the disorder, it is usually
under-diagnosed and under-treated, and so early
detection and eatly treatment is essential."”

The prevalence of mental illness increases with
age, as there are people who begin to develop mental
illness in their youth and people who develop
the condition as older adults, whete factors such
as social isolation, reduced autonomy, economic
hardship, declining health, and proximity to death
are associated with aging, leading to an increase
in anxiety disorders among older adults. These
conditions are generally atypical, and are often
underdiagnosed.'®

According to the anxiety scale applied, 34.4%
of elderly persons in the department were at risk
of anxiety, a finding that coincides with results
reported in Xalapa, Mexico, where 48% of
elderly people were at risk."” In a Mexican study
of generalized anxiety among the elderly, it was
found that the estimated prevalence of anxiety
disorders among the elderly ranged from 3.2%
to 14.2%.%

Generally, biological factors are more important
for predicting depression than anxiety, which is why



there are so few studies related solely to the former,
and associated risk factors; there is a differential
effect of social factors on depression. This is the
main association it has with anxiety, which is one
of its symptoms. There is a considerable overlap
between risk profiles for anxiety and depression
among the elderly, recommending a dimensional
approach to studying the relationship between
anxiety and depression, in order to increase
awareness and improve preventive mental health
programs, so generating a clearer understanding
and differentiating between the etiological factors
of each condition.*"*?

The present study found that 83.2% of elderly
persons have some risk of cognitive decline, a
much higher percentage than findings in Cuba
for adults over 65 years, which were 3.7%, and
for dementia, which were 8.2%.%° Another study
of dementia in 281 patients over 60 years found
an estimated prevalence of 17.4%.>* Based on the
evidence presented, it can be argued that cognitive
decline in the elderly is not uncommon, which
when added to the aging process represents a death
risk, which, according to some authors, doubles
every eight years, as age advances, demonstrating
the importance of early diagnosis and greater

medical knowledge,**

especially as in countries
such as Colombia and Brazil there is evidence that
the treatment of this decline by professionals has

positive effects on the elderly in question.

In Colombia a study of the cognitive effects
of combined memory and psychomotor training
in older adults,” found positive effects following
combined SIMA memory and psychomotor
training, specifically in terms of the selective
attention and SIP of healthy older adults. Also, a
study of healthy older adults found that cognitive
therapy can lead to improved performance of
memory tasks and simple calculations.”

In terms of functional disability found in this
study, only 18.3% of elderly persons had such
disability, with a higher prevalence among women,
similar to findings in Argentina,* and Mexico,”
with lower dependency among the elderly for the
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performance of basic activities. It is necessary to
consider the factors that may trigger or generate
functional disability, such as falls, and in this sense
the evidence from the region of Oeste de Santa
Maria, Brazil where factors that predisposed older
adults to falls and the incidence of falls was 75%
for the 20 adults in the study, who had a mean age
of 75 years. The incidence of falls was associated
with cognitive impairment, visual disturbances

and home environment.*’

Functional capacity is an important part of the
health status of the eldetly, as has been described
by Soberanes et al.,’ affecting energy levels, pain,
sleep, social isolation and mobility. The same
results were found when men and women were
analyzed. With regard to age, it is important to note
that there are significant differences between the
functional capacities of people over 80, in terms of
factors such as energy and mobility; and those over
70, in terms of pain and mobility; similar results
were found for elderly persons in Antioquia. In this
sense it is important to emphasize the promotion
of healthy lifestyles and performing of physical
activity, as has been done in Brazil.”?

Social networks play an important role in the
quality of life of older adults. Some studies have
shown that social networks diminish and narrow in
old age, and that older people seeking to reconfigure
their social networks turn not to the family for
their primary emotional support and connections,
but seek integration with other generational peers
such as their friends and neighbors,” a process
directly or indirectly affected by spirituality. A
literature review performed in Brazil** found that
aging is closely related to spirituality/religiosity, yet
few studies have considered this situation.

The present study found that all the elderly
persons (99.9%) had impaired social resources,
a situation that may reveal a failing in the moral
support that the elderly need at this stage of life.
This deficiency does not occur only because of
age, but also due to the absence of family, resulting
from spatial displacement, which forces families
to separate for economic, labor and social conflict
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reasons. While everyone needs a social fabric
that supports them throughout their daily life,
the absence of this fabric is most evident at the
beginning and end of life (among children and
the elderly) when it can generate a greater burden
on the decline of the conditions of life and health
of people.

A study carried out of the social networks of the
population aged over 60 years living in situations
of urban poverty in the department of Quindio,
found that more than half (52.62%) of poor elderly
persons felt that they did not have a single bond
ot connection with a friend or neighbor.”

With regard to abuse and other violence suffered
by the elderly, this is a complex problem that has
assumed growing global relevance in recent years.
Abuse, not only globally but also in Colombia, is
steadily rising, becoming a public health problem
in a number of countries, regardless of their level
of development.” Until recently, however violence
against older adults by family members has been
virtually ignored, an unacceptable situation, given
that the elderly, as well as being weak, dependent, or
disabled are the subject of mistreatment within their
own family, mainly at the hands of their children.”

The situation in Brazil is little different, as
reflected in a study of abuse by domestic violence
among adults in the Distrito Federal (Federal
District),” where an increase in complaints of abuse
since 2003 was found. These were more evident
for men, but while in 62.81% of cases the alleged
perpetrator was not related to the victim, 13.56%
of individuals were abused by their own children.
However, a dearth of up to date epidemiological
data showing the true statistical dimension of
the problem across the various forms of abuse
that older adults endure emphasizes the need for
further detailed studies.”

However, abuse in the family environment
involving family members or caregivers is difficult
to identify because of the inability of the eldetly
individual to recognize the abuse he or she is

suffering due to the fear of being severely punished,
ot because the abuse is clandestine, avoiding any
visible signs of trauma.***!

The most frequently reported type of abuse in
the department of Antioquia was psychological,
similar to findings in Washington** and Cuba.*?
Being ignored by a person the elderly individual
lives with, or the elderly person feeling their
emotional needs were neglected, or that they
were prevented from having contact with family
and friends, or shouted at, insulted, intimidated
or threatened are characteristics of this type of
abuse. Emotional abuse can exist without physical
violence, having serious consequences from the
point of view of emotional well-being. Many
psychiatrists diagnose psychotic profiles in people
who are actually suffering the consequences of
chronic psychological abuse, and those subjected
to chronic situations of violence in the home
undergo a gradual weakening of their physical and
psychological defenses, which translates into an
increase in health problems, mainly psychosomatic
diseases and depression.*

Finally, another factor taken into account by the
present study is with nutritional status, which if
healthy, significantly promotes a suitable functional
and mental status, thereby helping to improve the
quality of life of individuals. Nutritional status,
as a concentrated expression of health status, can
determine the ability of the elderly individual
to adapt to the changes that age brings; while
preserving a nutritional state can generate increased
degrees of autonomy and thus a better family, work
and social performance and the feeling of the
fullness of life.* Oral health and its relationship
with nutrition has also been studied, as described
by Ribeiro et al.,* who presented a literature review
of the major diseases of the oral cavity of the eldetly
and their relationship and importance to nutrition.

A prevalence of nutritional risk of 79.0% of
older adults was found in the department of
Antioquia. Similar findings were found in Mexico



where 73% were at overall risk* and in Venezuela
where there was a 48.4% risk of malnutrition*®
among the elderly.

An important strength of this study was that it
was of sufficient size to generate population-based
results, although its cross-sectional descriptive
design prevents causal relationships being studied,
representing a limitation of the study design. The
study was also limited in its use of instruments that
measured only signs and symptoms that indicate
the presence or risk of a disorder, but not a disease,
and so studies using this type of design and the
same tools were favored in the discussion, where
possible. Additionally, exploring the prevalence of
abuse in the presence of family members or persons
responsible for the elderly individual may have
led to the undervaluing of a problem that may be
more complex than the evidence presented here,
as it is precisely the family members or persons
close to the elderly, who are directly involved in
the different types of abuse referenced in this study
and literature in general.

CONCLUSIONS

Women predominated among the elderly
population of the department of Antioquia,
most likely due to their survival rate. The large
proportion of elderly persons, especially women, in
a state of widowhood was evident. This is possibly
due to factors that favor this situation, such as
longer life expectancy, leading to a culture of the
"feminization of aging" and the recommendation
of studies differentiated by gender to anticipate
this demographic change that people undergo as
a result of the aging process.

The mental health of the eldetly is seriously
compromised, with a prevalence of risk of
depression of 26.3%, a risk of anxiety of 34.4%
and a risk of cognitive decline of 83.2%, higher
than other studies in Latin America, which shows
how mental impairment, which can largely be
derived from age, but also through suffering
adverse situations, affects health, and indicating the
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need for an individualized study of the pathologies
in question, in order to determine the causal
factors of risk associated with the presence of
these conditions and avoid a deterioration in the
quality of life, health conditions and functional and
emotional dependence on the family and the state.

It was found that about one in ten elderly
persons had suffered some type of abuse, primarily
psychological, but also physical, economic and
sexual. This indicates a deterioration in family
relationships and a loss of social fabric surrounding
the elderly, and shows the importance of such
individuals being able to identify the violence
perpetrated against them, and also that this situation
is also highly socially invisible when a loved one
is the aggressor. It is therefore recommended
that studies on this subject are expanded so that
the authorities can exercise control and avoid the
problem as much as possible.

In terms of nutritional status, it is regrettable
that the prevalence of malnutrition risk is so high
and greater than that recorded among elderly
individuals from other countries, showing how
economic uncertainty adds another element
to vulnerability, and is also a risk factor that
compromises health, functional capacity and
quality of life.

The risks were not distributed equally between
the different regions, indicating social and health
inequities, determining a situation of difference
for elderly persons in the department, who require
public policies for each region, according to the
expressed needs of each.

It is recommended that these descriptive studies
are expanded with a greater population inference,
through the use of expansion factors, describing
the current picture of the elderly of the department,
but also including structural determinants. At point
level, analytical studies to determine risk factors,
risk behaviors and vulnerability conditions are
recommended, which can support public policies
aimed at health promotion and prevention and
also harm reduction.
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