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Abstract
Objective: To describe the situational diagnosis of older adults with diabetes mellitus 
(DM) registered at a Basic Family Health Unit, using sociodemographic profile, health 
conditions and lifestyle. Method: A descriptive, cross-sectional study was carried out with 
70 older adults in the city of Jijoca de Jericoacoara, Ceará, Brazil. Data were gathered from 
questionnaires on sociodemographic conditions, health and individual lifestyle profile, 
and were submitted to descriptive statistics techniques, and the results presented in tables. 
Results: The predominance of women was three times greater than men (52=74%); the 
mean age was 71.19 years (±7.12); the number of married people was higher than the other 
categories (44=62.8%); the vast majority of the sample received a pension equivalent to 
the minimum wage as a rural worker (64=91%); and just over half declared themselves 
to be literate (36=51.4%). In terms of health conditions, the majority (56=80%) had had 
DM for more than 10 years, although they considered their health status to be satisfactory 
(40=57.14%). Among the main complications were hypertension (n=53; 75.71%), muscle 
and joint pain (n=43; 61.43%) and hearing loss (48=68.57%). Conclusion: The present 
study provided indicators for the planning and execution of educational actions, based 
on interprofessional collaboration aimed at the promotion of health.
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INTRODUC TION

Diabetes mellitus (DM) is a chronic disease that 
represents a serious public health problem due to its 
high global prevalence, which is higher still among 
older adults, the morbidity it causes, and as it is one 
of the main cardiovascular and cerebrovascular risk 
factors. Its prevalence is also related to a sedentary 
lifestyle and the stress of urban life1.

The population of people with diabetes in Brazil 
is estimated at 13 million and the country occupies 
4th position in the global ranking. Between 2006 
and 2017, according to data from the Surveillance 
of Risk and Protection Factors for Chronic Diseases 
by Telephone Survey (or VIGITEL), the percentage 
of diabetes cases in the country rose from 5.5% 
to 8.9%. This survey also revealed an increase in 
cases of 54% among men and 28% among women, 
highlighting the increase in those aged over 65 and 
with only eight years of schooling (24% and 14.8%, 
respectively)2. 

Considering the magnitude of the disease and 
its negative effects on the health of individuals, 
systematic monitoring becomes an important 
intervention strategy and method of controlling 
possible complications. When the disease reaches 
older adults, who have complex health demands, 
services must be able to respond adequately to the 
needs not only of disease prevention and control, 
but also of promoting active and healthy aging3.

In this context, the Family Health Strategy 
(FHS) aims to encourage the reorientation of health 
practices and actions, structured around the work 
of multiprofessional teams. By establishing the 
family as the center of care, it encourages bonds 
and contributes to continuous actions to promote 
health and education, aimed at the autonomy and 
well-being of individuals4. 

In addition, the health care model proposed by 
the FHS presents a new perspective of care and a 
continuous stimulus to an advanced practice, aimed 
at the community as a whole. However, in order to 
carry out health practices consistent with the needs 
of the territory, it is necessary to strengthen the 
autonomy of the actors involved in the care process, 

breaking with traditional models of health care, 
valuing human singularities and knowledge of the 
reality and risks to which the population is exposed5.

This study is justified by the need to understand 
the reality of older adults diagnosed with diabetes 
and how their sociodemographic, health and lifestyle 
conditions can influence adherence to treatment and 
improve quality of life. It is also a relevant study for 
health professionals who are involved in the care of 
older adults, as it can guide them towards providing 
effective and comprehensive care aimed at meeting 
the biological and psychosocial needs of such users.

Thus, the objective of the present study was to 
describe the situational diagnosis of older adults 
with DM registered in a Basic Family Health Unit 
based on sociodemographic profile, health conditions 
and lifestyle.

METHOD

A descriptive, cross-sectional study, with 
a quantitative approach, was carried out in the 
municipality of Jijoca de Jericoacoara, Ceará, Brazil, 
with data collection taking place from April to 
July 2019.

This study is an excerpt from a study entitled 
Interprofessional Collaboration in the Promotion of Healthy 
Lifestyles for the Older Population with Diabetes Mellitus.  

 Jijoca, until 1989, was a district of the city of 
Cruz. Pursuant to Law No. 11,796 of 1990, it became 
an autonomous municipality, with Jericoacoara 
beach becoming part of its territory, and changed 
its name to Jijoca de Jericoacoara. It is 287 km from 
the capital Fortaleza and belongs to the northwestern 
mesoregion of Ceará6 and the 12th Acaraú region7, 
integrating Jericoacoara National Park.

According to data from the Brazilian Institute of 
Geography and Statistics (IBGE), the municipality 
had an estimated population of 19,816 people in 
2019; a territorial area of 204,793 km²; a HDI of 
0.652 (average) and a GDP per capita of R$11,443.58. 
Tourism is its main economic source, through 
Jericoacoara beach8. 
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The municipality has six Basic Health Units where 
seven FHS teams work, supported by an Extended 
Family Health Center (EFHC) team.  

For the selection of participants, a survey of the 
number of older adults, aged from 60 years old, 
with a medical diagnosis of DM was carried out by 
community health agents in their respective micro-
areas, and the area with the largest number of patients 
with this profile was chosen. The team selected 
recruited more older adults, giving a total of 107 
users. It was decided to exclude bedridden users 
and those restricted to home from the study, since, 
from this diagnostic stage, a collective educational 
intervention would be carried out, and 85 older 
people were ultimately identified.

For the sample calculation, a population of 85 older 
adults was used, with a 95% confidence interval and a 
margin of error of 5%, which resulted in a sample of 
70 older adults. Everyone who agreed to participate 
in the research signed an Informed Consent Form 
(ICF), ensuring the right to privacy, secrecy, access to 
data or any other information, as well as the freedom 
to withdraw from the study, if they so wished.

The data collection instruments were: a 
Sociodemographic Questionnaire, which addressed 
issues related to sex, age, profession, education, 
income and whether the participant lived with 
people over 65; a Questionnaire on Health 
Conditions that considered Body Mass Index 
(BMI), self-reported health status, the presence of 
comorbidities (cardiovascular disease, respiratory 
disease, hypertension, depression, among others 
already listed in the questionnaire), the self-reporting 
of some symptoms also already contained in a list 
in the questionnaire (urinary incontinence, vision 
loss, feeling of sadness, loss of hearing, difficulty 
walking, among others) and the occurrence of falls 
and fainting in the six months before the interview.

The BMI considers the following cut-off points 
and classifications for older adults (≥60 years): Low 
weight ≤22; Adequate or Normal Weight>22 and 
<27; Overweight ≥27, according to the Food and 
Nutrition Surveillance System (or SISVAN)9.

Another instrument was the Individual Lifestyle 
Profile (or ILP) developed by Nahas et al.10 and 

validated by Both et al.11, which evaluated the 
components of nutrition, physical activity, preventive 
behavior, relational behavior and stress control. The 
first two instruments were adapted from the study 
by Pimenta et al.12 and all were applied at home. 

The Lifestyle Profile scale comprises a total of 15 
questions, three for each of the lifestyle components. 
Each question has a Likert scale answer ranging from 
0 to 3. The values 0 and 1 are linked to a negative 
lifestyle profile, which correspond respectively to: is 
absolutely not part of my lifestyle and sometimes corresponds 
to my behavior. The responses associated with a 
positive profile are values 2 and 3, which describe, 
respectively: almost always true for my behavior and always 
true in my daily life10. Each component can score a 
maximum of 9 points and both the average and the 
median can vary from 0 to 3.

The Shapiro-Wilk test was performed to assess 
the distribution of data at a 95% confidence interval 
( p-value<0.05), followed by descriptive analysis of 
the data. 

  For the descriptive analysis of the components of 
the Lifestyle Profile Scale, the median (Ma) was used, 
as the variables did not comply with the assumptions 
of normality according to the Shapiro-Wilk Test. The 
median of each individual was calculated for each 
component of the scale, followed by the median 
of the total sample, the interquartile range (IIQ), 
minimum value (Min) and maximum value (Max), 
calculated by component and sex. Medians with 
values ≥2 were considered positive behavior.

This research was submitted to the Ethics 
Committee of the Universidade Estadual Vale do 
Acaraú, following Resolution 466/12, dated December 
12, 2012 for research involving human beings, and 
was approved under opinion No. 3,241,908. 

RESULTS

Of the total of 70 older adults approached, most 
were women (74%), while the average age of the 
participants was 71.19 years (±7.12), with a maximum 
age of 89 years and a minimum age of 60 years. The 
women were older than the men, as can be seen in 
Table 1.
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With regard to marital status, most women 
(51.9%) and men (94.5%) were married. The majority 
of both sexes were farm workers (33 (63.4%) of 
the women and 17 (94.5%) of the men). Pensions 
were the most cited source of income among the 
participants, with 47 (90.4%) of the women and 17 
(94.5%) of the men receiving this social security 
benefit. Regarding education, 30 (57.7%) of the 
women reported knowing how to read and write 

and 12 (66.7%) of the men reported not knowing how 
to read and write. Most women, 28 (53.8%) stated 
that they had only 3 to 4 years of schooling. Among 
men, 8 (44.4%) reported having no education and 8 
(44.4%) reported having 3 to 4 years of schooling. 
Regarding family life, the majority of women and 
men, 27 (52%) and 14 (78%) respectively, stated 
that they lived/resided with people over 65 years 
of age (Table 1).

 Table 1. Sociodemographic characterization of the older participants. Jijoca de Jericoacoara, Ceara, 2019.

Variables Women
 52 (74%)

Men 
18 (26%)

Average Age (±) 70.61 (±7.11) 72.83 (±7.19)
Age group (years)
60 – 64 11 (21.1%) 2(11.1%)
65 – 69 15 (28.8%) 4(22.2%)
70 – 74 11 (21.1%) 6(33.3%)
75-79 9 (17.3%) 2(11.1%)
80 or + 6 (11.5%) 4(22.2%)
Marital status
Married 27 (51.9%) 17(94.5%)
Widowed 20 (38.4%) 0
Divorced 2 (3.8%) 0
Separated 3 (5.7%) 1 (5.5%)
Profession
Farm worker 33 (63.4%) 17 (94.5%)
Home worker 5 (9.6%) 0
Seamstress 5 (9.6%) 0
Other 9 (17.3%) 1 (5.5%)
Income Source
Pension 47 (90.4%) 17 (94.5%)
Private pension 1 (1.9%) 0
Social payments 3 (5.8%) 0
Work 1 (1.9%) 1 (5.5%)
Literacy (Can read/write)
Yes 30 (57.7%) 6 (33.3%)
No 22 (42.3%) 12 (66.7%)
Education
None 17 (32.7%) 8 (44.4%)
From 3 to 4 years of schooling 28 (53.8%) 8 (44.4%)
9 years of schooling 6 (11.6%) 2 (11.1%)
Higher Education 1 (1.9%) 0
Cohabitants> 65 years old (lives/resides>65 years old (lives/resides with people older than 65 years old)
Yes 27 (52%) 14 (78%)
No 25 (48%) 4 (22%)
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Table 2 shows the health conditions of the older 
adults, broken down by sex. It was found that 40 
(57.14%) considered their health status to be satisfactory 
(good/very good), while 38 (54.29%) were overweight. 
The mean BMI was 27.48 (± 3.45) with a maximum 
value of 35.58 and a minimum value of 17.30. Thus, 
in the present study, BMI revealed a prevalence of 
overweight older adults with DM (54.29%).

It was also observed that the most prevalent 
comorbidities were hypertension and arthritis; 
the most cited symptoms and manifestations were 
persistent sadness, muscle and joint pain and hearing 

loss. Falls and blackouts were not frequent. Of the 17 
(24.29%) who had a fall episode, 7 (41.18%) needed 
the help of others to get up.

Table 3 shows the medians broken down by 
sex and their classification for each component of 
the ILP scale. It is noteworthy that physical activity 
had a negative profile classification for both men 
and women. The nutrition component, however, 
was classified as positive for both sexes, although 
men had a lower score than women. The other 
components evaluated presented maximum scores 
and were classified as having a positive profile.

Table 2. Relationship of the distribution of the health condition variables: health status; BMI; diseases combined 
with DM; symptoms and manifestations; falls and fainting episodes and reactions after the fall. Jijoca de Jericoacoara, 
Ceara, 2019.

Variables Men 
n (%)

Women
 n (%)

Satisfactory health status (good/very good) 13 (72.22%) 27 (51.92%)
Overweight 10 (55.56%) 28 (53.85%)
Stroke 6 (33.33%) 3 (5.77%)
Cardiovascular disease 4 (22.22) 4 (7.69%)
Parkinson 1 (5.56%) 0
Arthritis 0 24 (46.15%)
Oncological Disease 0 1 (1.92%)

Respiratory disease 1 (5.56%) 5 (9.62%)

Alzheimer's disease 1 (5.56%) 1 (1.92%)
Depression 1 (5.56%) 9 (17.31%)
Systemic Arterial Hypertension 8 (44.44%) 45 (86.54%)
Urinary incontinence 6 (33.33%) 20 (38.46%)
Feeling of sadness 3 (16.67%) 28 (53.85%)
Memory Loss 4 (22.22%) 20 (38.46%)
Musculoskeletal and Osteoarticular Pain 5 (27.78%) 38 (73.08%)
Difficulty walking 4 (22.22%) 20 (38.46%)
Constant imbalances 7 (38.89%) 20 (38.46%)
Reduced vision 4 (22.22%) 11 (21.15%)
Hearing loss 10 (55.56%) 38 (73.08%)
Falls/Blackouts (last 6 months) 4 (22.22%) 13 (25%)
Needed help getting up after a fall 1 (25%) 6 (46.15%)
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Table 3. Measures of central tendency of Lifestyle Profile scale scores and the classification of each component 
broken down by sex. Jijoca de Jericoacoara, Ceara, 2019.

Lifestyle Profile 
Scale Component

Men Women
Median Range

(Min-Max)
Classification Median Range

(Min-Max)
Classification

Nutrition 2 0 – 3 Positive Profile 3 0 - 3 Positive Profile
Physical activity 0,5 0 – 3 Negative Profile 1 0 - 3 Negative Profile
Preventive behavior 3  2 - 3 Positive Profile 3 0 - 3 Positive Profile
Relational behavior 3 1 - 3 Positive Profile 3 0 - 3 Positive Profile
Stress Management 3 1 - 3 Positive Profile 3 0 - 3 Positive Profile
Lifestyle Profile Scale 3 1 - 3 Positive Profile 3 1 - 3 Positive Profile

DISCUSSION

 The predominance of women in the population 
studied can be explained by the feminization of 
aging phenomenon, and also reflects the tendency 
of women to have a greater perception of diseases 
and self-care, seeking medical care more frequently 
in order to increase the probability of the diagnosis 
of disease13. 

The findings related to gender corroborate those 
of the National Health Survey (or PNS) carried 
out in 2013, in which women (7.0%) had a higher 
proportion of reports of diabetes diagnosis than 
men (5.4%)14.

The average age of the sample was close to 72 years, 
which is in line with the epidemiological transition 
that Brazil is currently experiencing, characterized 
by an aging population and the prevalence of chronic 
diseases, such as diabetes itself. It is also important to 
note that the great majority of diabetes cases manifest 
themselves after the age of 4015. 

As for age groups, most of the sample was aged 
between 60 and 74 years old, while women were 
younger, aged between 65 and 69 years old (27.14%). 
There was a prevalence of women aged between 65 
and 69 years old (n=15; 28.8%) while most men were 
aged between 70 and 74 years old (n=6; 33.3%) The 
diagnosis of the disease becomes more common 
among older individuals16.

With regard to schooling, the findings of this 
study agreed with PNS data, as most participants 

reported having only a basic level of education, 
referring to the first years of schooling. The 2013 
PNS found that the educational level that showed 
the highest prevalence of diabetes diagnosis was 
uneducated and those with an incomplete elementary 
school, with 9.6%14. 

A pension was the source of income most cited 
by participants (91%). Such benefit comes from 
a working life spent in rural areas, especially in 
agriculture, as 71% of the older adults reported that 
they worked as farm workers. 

In economic terms, a pension is of great 
significance, as it guarantees older adults their 
livelihood and the provision of their needs, in addition 
to increasing their household income, as before they 
basically depended on income from agricultural work, 
which it is not always stable or guaranteed15,16. In 
the study by Wanderley et al.17, the minimum wage, 
derived from a pension, was also the most reported 
family income among older adults with diabetes.

As for the findings regarding health status, 
57.14% of the participants considered their health 
to be satisfactory (good/very good). This data is 
similar to that found in the study by Ferraz et al.18, 
carried out with older adults diagnosed with diabetes 
and hypertension in a city in the state of Bahia, in 
which 50.6% of the participants also considered 
their health status to be good.

It is believed that the fact that older adults with 
diabetes declare their health status to be good is 
related to the control of pathologies and access to 
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medication and monitoring at the health unit, which 
is a positive point, demonstrating the possibility 
of control of the condition, and the fact that these 
older adults learn to live with diseases and develop 
coping strategies19.

Another variable assessed within the health 
conditions was BMI. BMI is a measure of body 
composition, which determines whether body mass 
(weight) is within the recommended range for health. 
It is useful for the nutritional diagnosis of older 
adults, in addition to being a simple method which 
can effectively predict future diseases, mortality and 
functional disability, and can be used as an initial 
screening technique, both for the diagnosis and the 
monitoring of diseases9.

The present study found that the majority of the 
older adults (54.29%) were overweight, with emphasis 
on men (55.56%). It should be highlighted that the 
male participants of this study also had scores ≤2 in 
the evaluation of the nutrition and physical activity 
components, fundamental aspects for the reduction/
control of weight, highlighting the existence of risk 
behaviors in daily routines.

The Brazilian Diabetes Society reports that a 5 
to 10% decrease in body weight can reduce blood 
glucose levels, postpone the progression of the 
disease, reduce insulin needs and, even in initial cases, 
allow the withdrawal of pharmacological treatment2. 

 The high prevalence of overweight older adults 
is associated with the aging process, which is 
accompanied by several changes, among which are 
changes in the body composition of individuals, 
which occur as a natural factor of senescence and/
or due to the occurrence of metabolic disorders20.

With regard to diseases associated with diabetes, 
there was a prevalence of hypertension, with an 
especially high percentage among women (86.54%).

This finding also warns of a concern of the 
Ministry of Health in recent years, as the combination 
of Systemic Arterial Hypertension (SAH) and DM is 
even more dangerous with possible complications, as 
the use of medication is greater and diet and eating 
requires greater care, and are sometimes not properly 
performed. In addition, the main cause of morbidity 

and mortality of the Brazilian population, according 
to the Ministry of Health, is cardiovascular disease, 
where two of the main risk factors are SAH and DM21.

Another disease mentioned by the participants 
was arthritis, with a notable prevalence among 
women, as none of the older men reported having 
this disease. This finding is consistent with literature, 
which reveals that the disease affects mainly women 
over 40 years of age. The female sex is more affected 
by arthritis than the male sex at a proportion of 
approximately 3:1, with some studies highlighting 
an even worse prognosis among women22. 

As for symptoms and manifestations, hearing loss 
(68.57%), musculoskeletal and osteoarticular pain 
(61.43%) and persistent sadness (44.29%) prevailed 
among the participants. It should be highlighted 
that substantiating the findings related to arthritis, 
the majority of women (73.08%) again reported 
symptoms of musculoskeletal and osteoarticular 
pain.  These data ref lect the need for Family 
Health professionals to develop alternative care and 
therapeutic strategies, especially in the field of health 
promotion, with a view to preventing the worsening 
of the health of patients who, in addition to such 
comorbidities, also had a sedentary lifestyle, as shown 
in the physical activity component of the ILP scale.

Hearing loss was the most prevalent symptom 
among participants in this study. Age-related hearing 
loss is one of the most frequent and disabling 
physiological changes in the human aging process. 
Such a loss can trigger problems related to the social 
and family participation of older adults, who often 
show less interest in carrying out daily activities, in 
addition to perceiving themselves as helpless when 
faced with life and in relation to others23. 

Such a feeling of helplessness can lead to 
distancing and a low demand for health services. 
The challenge for FHS professionals is to ensure 
access for this population with impaired hearing, 
which must be strengthened and improved in order to 
guarantee continuity of treatment and integral care.

The feeling of persistent sadness was also 
frequently reported among women (53.85%). 
Confirming this fact, literature shows that the 
feeling of sadness associated with loneliness is often 
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related to mourning, resulting from the death of a 
spouse, and mainly affects women, who are more 
often widowed. These negative feelings can worsen 
and determine symptoms of a depressive condition, 
associated with physical weakness, emotional fragility 
and difficulties in family and social relationships24.

Regarding falls, while the present study did not 
present a high prevalence of such events among the 
participants, it is important to highlight that the early 
and correct identification of the main risk factors 
for falls converges with the possibility of preventing 
such accidents and, consequently, improving the 
quality of life of the older adults17.

As for lifestyle, the scale used allowed this 
characteristic to be considered individually, so that 
later, intervention strategies and directive sessions 
could be implemented to reduce less healthy lifestyles.

The nutrition and physical activity components had 
the lowest scores, and were classified as negative, with 
men obtaining a lower score than women. In relation 
to physical activity, Da Silva et. al.25 statistically 
demonstrated that the practice of regular physical 
activity declines as age increases, falling to between 
20.7% and 27.5% in studies conducted in Brazil.

Regarding nutrition, participants of both sexes 
had a positive profile classification, although 
men had a lower score than women. In the older 
population, it is also important to consider variables 
at personal, family and community levels. The causes 
and influences that lead to unhealthy food choices 
are complex and multidimensional, and greater 
investments in research, surveillance, prevention, 
health promotion and the support of healthy living 
are required26, 27.

The five components analyzed by the Nahas 
Lifestyle Profile Scale (nutrition, physical activity, 
preventive behavior, social relationships and stress 
control) are essential for people in all age groups, as 
they are complementary, reveal interdependence and 
specificity, allowing the individual’s lifestyle, way of 

thinking and acting to be identified, all of which have 
a great influence on general health and quality of life.

Although the findings of studies of this nature 
cannot be expanded to more general populations, the 
relevance for planning and decision-making by health 
professionals and local managers is undeniable, as 
they allow the planning of actions to prevent diseases 
and injuries based on a real context.

CONCLUSION

The realization of the present study allowed the 
sociodemographic and clinical characterization 
of older adults treated by Primary Health Care 
professionals, providing a situational diagnosis and an 
analysis of health indicators, which can be replicated 
in new scenarios. In terms of sociodemographic data, 
there was a predominance of women and the marital 
status of married, and the main source of income 
cited was pensions. With regard to clinical conditions, 
more than half of the participants of both sexes 
were overweight, the most cited comorbidities were 
hypertension and arthritis and the most common 
symptoms were sadness and hearing loss.

When constructing the situational diagnosis of 
older adults with diabetes, it is noticeable that this is 
one of the main diseases that greatly affect different 
aspects of the lives of these patients and reveals the 
complexity involved in reorienting lifestyle based on 
this medical diagnosis. 

For this reason, the FHS must seek to help 
individuals with diabetes make changes in their 
lifestyle, by raising the population’s awareness of the 
importance of health promotion (suitable eating habits, 
an active life favoring the reduction of risk behaviors 
on a daily basis). Furthermore, situational diagnosis 
enables the provision of specific and qualified care 
and is of great importance for the foundation of care 
based on interprofessional collaboration.

Edited by: Ana Carolina Lima Cavaletti
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