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Abstract

:

This study investigated the impact of home care, health status, and cognition. A qualitative and quantitative approach was employed through a cross-sectional study with a sample of 60 elderly individuals in need of home care in the municipality of Itatiba, São Paulo, Brazil. The analysis utilized the Discourse of the Collective Subject (DCS), EQ-5D, EQ VAS, and Mini-Mental State Examination (MMSE). The sample consisted of 40.0% male and 60.0% female individuals. The majority (61.6%) received weekly visits, mainly from community health agents, who were responsible for the majority of the care (45%). Positive considerations were highlighted, with 36.6% emphasizing the contribution to treatment continuity. The EQ VAS assessment indicated a moderately good perception of health. The EQ-5D analysis revealed significant differences between genders in personal care (p = 0.04). There were significant differences between clinical characteristics and EQ-5D dimensions, such as neoplasia and reduced mobility (p = 0.04), and arthritis/osteoarthritis/rheumatism and a limitation in common activities (p = 0.01). The presence of anxiety/depression was significant in cases of neoplasia (p = 0.006), arthritis/osteoarthritis/rheumatism (p = 0.01), and stroke (p = 0.04). The logistic regression analysis showed associations between usual activities and arthritis, osteoarthritis, rheumatism (p = 0.034), pain/malaise and arthritis, osteoarthritis, rheumatism (p = 0.038), and anxiety/depression and stroke (p= 0.028). The average MMSE scores (17.52) suggested a mild cognitive impairment, with no statistical differences between genders. Based on these results, it can be concluded that home care can provide a comprehensive approach and continuous assistance, emphasizing the importance of personalized care based on perceived and clinical differences.
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1. Introduction


Globally, the aging population trend is on the rise. According to the World Health Organization, it is estimated that the proportion of the population aged over 60 will increase from 12% to 22% between 2015 and 2050 [1]. With an aging population, there is a growing demand for supportive care for dependent elderly individuals, catering to the general public [1,2]. The rise in life expectancy and the increase in elderly individuals with chronic illnesses highlight the need for long-term care, becoming a major challenge for healthcare systems in many countries [3].



Recently, an action plan titled “Healthy Aging Decade 2020–2030” was disclosed. This plan calls for concerted, catalytic, and sustained collaboration over a period of ten years [4,5,6]. Its specific objectives include preventing elderly poverty and providing quality education, employment opportunities, and inclusive infrastructure for all age groups. The proposal aims to bring together efforts from governments, civil society, international agencies, professionals, academia, media, and the private sector to enhance the quality of life for the elderly [5,6].



Brazil, the largest country in South America with the fifth-largest global population, faces significant social and economic disparities. With a population exceeding 200 million, aging in the country is happening rapidly. Despite recent improvements in socioeconomic and health indicators, studies show that health inequalities in the elderly have remained unchanged over the last 10 years [7,8].



In the Brazilian context, aging with dignity is recognized as a fundamental human right, supported by the principles of a Democratic Social State. Article 230 of the 1988 Constitution ensures that “family, society, and the state have the duty to support the elderly, guaranteeing their participation in the community, defending their dignity and well-being, and ensuring their right to life” [9]. Currently, three main legal instruments, the Constitution, the National Elderly Policy, and the Elderly Statute, establish and protect the rights of the elderly in the country [8,10].



In 1976, the first Social Policy for the Elderly proposed community participation to help the elderly stay with their families, revising licensing criteria for long-term care institutions, and anticipating the creation of specialized medical services. Additionally, the policy suggested a review of the social security system, retirement preparation programs, professional training for elderly care, and systematic data collection on the elderly population [8,11].



A long-term care policy for the elderly should guide the development of models that consider the ongoing support needed for elderly individuals with varying levels of dependency. This includes coordinated home and community care, services in assisted living and nursing facilities, day care, and palliative care. Recognizing the importance of family care, it is crucial to provide greater instrumental, emotional, and financial support to caregivers. This policy should also regulate caregiving as a profession, coupled with comprehensive training and support, in response to the growing demand for caregivers [12,13].



When it comes to home care for the elderly, current research has focused on meeting needs but has placed less emphasis on the quality of care [14,15,16,17]. The quality of care provided by caregivers is crucial to ensure the well-being of the elderly and the quality of their daily lives. Studies also indicate that the quality of care provided to the elderly is directly related to the professional satisfaction of caregivers [18,19].



In the context of home care for the elderly, there are significant gaps in the provision of assistance services, including medical care, physical therapy programs, spiritual support, cultural activities, and other services beyond basic daily life care [20]. Family members often lack professional nursing knowledge and care tools, and are unable to provide emergency medical treatment for elderly individuals with disabilities [21].



“Good practice” in Brazil was officially established through Board Resolution-RDC No. 63 of 25/11/2011. This resolution recognizes home care for the elderly as a resource that humanizes, controls the transmission of diseases, and contributes to maintaining the health of the elderly in their environment, ensuring care close to their family [22]. Healthcare professionals should act as agents of transformation in society, involving the family in elderly care. An effective approach to promoting health is engaging the elderly in various activities, such as interaction groups and health education [23].



However, uncertainty persists regarding the impact of home care on the health outcomes of the elderly population. While substantial evidence indicates that home care can improve the health of the elderly, promoting a sense of community and maintaining social networks during aging in place [24,25,26,27], concerns exist about the less stringent control of the quality and quantity of home care compared to other forms of care [18,27]. Low-quality home care can result in medical issues and depression in elderly patients [27,28].



Therefore, accurately estimating the impact of home care on the health of the elderly, identifying its effects in different populations, and analyzing the influencing mechanisms are crucial. It is of great importance to assess the current home care system [29,30].



The aim of this study was to investigate the impact reported by the elderly regarding the use of home care. We conducted an analysis of perception regarding home care, health states, and cognition. The results will contribute to expanding the field of home care studies, seeking a more comprehensive understanding of the current impact of this care and providing an essential practical guide to further optimize the provision of this type of service. This, in turn, sheds light on the implementation of future policies related to the growth of home care services.




2. Methodology


2.1. Study Design and Sample Selection


The sample comprised elderly individuals receiving home care (N = 60) over a period of 1 to 4 years. These participants were selected based on their ability to answer questions during the interview. The study was conducted in the municipality of Itatiba, São Paulo, Brazil. The study was approved by the Human Research Ethics Committee of the Universidade Estadual Paulista (UNESP) of the Faculty of Dentistry of Araraquara (CAAE: 69122923.6.0000.5416). Written informed consent was obtained from participants.




2.2. Study Setting


The study took place in the municipality of Itatiba—SP, located in the interior of the State of São Paulo/Brazil, and considered medium-sized. It is part of the Metropolitan Region of Campinas, located northwest of the state capital, approximately eighty kilometers away. Its population as estimated by IBGE in 2019 was around 120,858 inhabitants. The municipality has 12 Family Health Units (USF), which were included in the study.



The life expectancy of Itatiba citizens is 75.6 years, the adult literacy rate is 0.934, and the School Attendance rate is 0.826, with 56% of the population aged 18 to 24 having at least completed secondary education.



In 2021, GDP per capita was BRL 66,360.02. In comparison with other municipalities in the state, they ranked 75th out of 645 among the state’s municipalities and 519th out of 5570 among all municipalities.




2.3. Data Collection


Data were collected by a trained researcher, using a self-administered questionnaire and individual semi-structured interviews recorded on a digital recorder. We chose this method because it ensures face-to-face interaction, allowing participants to express their thoughts and arguments spontaneously, in detail, and free from any interference. During the interviews, a script containing questions related to home care was used. To ensure the confidentiality and anonymity of participants, questionnaires were identified with numbering. Data collection took place from October 2023 to January 2024. After the interviews, recordings were transferred from the recorder to the computer for transcription of the speeches for subsequent analysis.




2.4. Discourse of the Collective Subject (DCS)


Data analysis was performed through descriptive analysis and analysis based on the qualitative–quantitative technique of Discourse of the Collective Subject (DCS) [31,32], aided by Qualiquantisoft® version 1.3.c, to facilitate the analysis of data from qualitative research. According to Lefevre et al. [32], DCS is based on the theory of Social Representation, its sociological assumptions, and the analysis of verbal material collected from each of the testimonies. It is founded on the belief that within any social group, individuals share ideas, opinions, beliefs, and expressions, and these shared opinions are gathered in a synthesis discourse. This discourse reflects similar contents and arguments among individuals about a specific issue, starting from various individual testimonies and arriving at a collective testimony. Thus, the raw material for this technique comes from the interviews conducted.



The questions were formulated in an open and objective manner, as recommended by Lefevre and Lefevre [31]. After being formulated, the questions underwent pre-testing in a pilot study.



Questions addressed to the participants:




	
How often are home visits conducted in the context of caring for the elderly?



	
Among the professionals of the Family Health Strategy Team, which one performs the highest number of home visits?



	
How do you perceive the home care you receive?









2.5. Health-Related Quality of Life Measured with EQ-5D


Scoring on the EQ-5D, which measures Health-Related Quality of Life (HRQoL), involves assessing five main dimensions of an individual’s health status: mobility, self-care, usual activities, pain/discomfort, and anxiety/depression. Each of these dimensions has three levels of response, indicating the presence of problems to varying degrees [33].



Patients are asked to provide responses for each dimension, encoding their condition on a numerical scale. For instance, code 1 may represent “no problems”, code 2 may indicate “some problems”, and code 3 may correspond to “many problems”. The combination of these codes across the five dimensions forms a unique health profile for each individual [33,34].




2.6. Value Associated with Health Status


EQ-5D assumes two ways of associating value with a person’s health status. The first, to complete the description of health status, offers the respondent the possibility of locating their own health status on a visual analog scale. Using the direct measurement technique, respondents are asked to draw a line between the ‘box’ representing their health status at that moment and the EQ-VAS thermometer from 0 to 100, considering 0 the worst imaginable health status and 100 the best imaginable health status [33].




2.7. Mini-Mental State Examination (MMSE)


The MMSE comprised five test categories: orientation, memory registration, memory recall, calculation and attention, and language. Orientation tests included graded questions about time and place, totaling 10 points. Memory registration asked subjects to remember three unrelated items, and memory recall required them to repeat the items later. Serial calculation was then tested for attention level by subtracting 7 from 100 with five repetitions. Finally, language tasks included naming, repeating, following three-stage commands, reading, writing, and copying designs. The total score ranged from 0 (worst score) to 30 (best score) points [35,36].




2.8. Statistical Analysis


The qualitative results were analyzed using the Qualiquantisoft® software version 1.3.c and presented through descriptive analysis and tabulation, considering frequency. Meanwhile, quantitative data underwent a normality analysis through the Shapiro–Wilk test. As the data did not follow a normal distribution, the evaluation was conducted using the chi-square test. Those showing significant differences were subsequently subjected to logistic regression. To summarize quantitative data, measures of central tendency and dispersion were employed, presenting absolute and relative frequencies. In all conducted analyses, a significance level of 0.05 was adopted. The statistical analyses were performed using IBM SPSS Statistics 19.0 (IBM Corp., Armonk, NY, USA).





3. Results


Table 1 provides a comprehensive analysis of the sample distribution based on various demographic and health variables. The sample appears to represent a diverse population, allowing for a more in-depth understanding of its characteristics. In this context, some relevant interpretative points stand out.



The sample demonstrated a balanced distribution between genders, with 40.0% male individuals and 60.0% female individuals, suggesting a gender-balanced representation in the studied population.



Regarding age groups, there was a significant concentration between 71 and 85 years (45.0%), with a substantial portion of 35.0% aged 86 and above, highlighting the predominance of older individuals in the sample. In the marital status analysis, the majority were married (43.4%), followed by those in a common-law union (30.0%), while singles represented only 3.33% of the sample. In terms of education, 60.0% had incomplete elementary education, contrasting with 15.0% who completed elementary education and 5.0% with incomplete high school education.



The economic distribution highlighted a predominance in class D/E (90.0%), compared to the lesser representation in class C (10.0%), emphasizing socio-economic differences in the sample. Regarding the duration of home care, the analysis revealed a varied distribution, with 41.6% receiving care for 13–24 months, 21.6% for 1–12 months, and 23.3% for 25–36 months, highlighting the complexity of home care needs.



Finally, the presence of specific clinical characteristics, such as obstructive lung disease (35.0%), heart failure (25.0%), arthritis/osteoarthritis/rheumatism (23.3%), stroke (16.6%), and neoplasia (15.0%), was found.



The data in Table 2 shows that the majority of participants (61.6%) receive weekly home visits. Community health agents are responsible for the majority of care (45%), as reported by the participants, who highlighted the consistent presence of these professionals. Nursing technicians also play a significant role, carrying out visits in 18.3% of cases, focusing on ensuring the general health of participants.



In terms of considerations about home care, a significant group (36.6%) emphasized that the visits contribute to treatment continuity, covering post-surgical cases and wound care. Additionally, a substantial portion (25.0%) highlighted the humanized assistance provided by the professionals. The majority of participants (31.6%) rated the care as good, emphasizing both the frequency and quality of home visits.



Table 3 presents an analysis of the EQ-5D dimensions based on gender, exploring the categories of mobility, personal care, usual activities, pain/discomfort, and anxiety/depression. The data are divided between male and female genders.



In the mobility category, we observed that the proportions of individuals at different levels (1, 2, and 3) varied between genders. Notably, women had a higher representation at levels 2 and 3 compared to men; however, the difference was not statistically significant (p = 0.45).



In personal care, there was a statistically significant difference (p = 0.04) between genders. Women showed a more significant representation at levels 2 and 3, indicating a greater need for assistance in this dimension compared to men. A similar result was observed in the usual activities dimension, where women had a more pronounced presence at levels 2 and 3.



Regarding pain/discomfort, there was no significant difference between genders (p = 0.12). However, in the anxiety/depression dimension, there was a statistically significant difference (p = 0.03). Women had a more significant representation at levels 2 and 3, indicating a higher prevalence of anxiety/depression compared to men.



Table 4 presents an analysis of the EQ-5D dimensions in relation to different clinical characteristics.



The relationship between the clinical characteristics and EQ-5D dimensions revealed a statistically significant difference, such as the presence of neoplasia and reduced mobility (p = 0.04) and arthritis/arthrosis/rheumatism associated with limitations in usual activities (p = 0.04). 01). The presence of anxiety/depression was statistically significant in cases of neoplasia (p = 0.01), arthritis/arthrosis/rheumatism (p = 0.006), and stroke (p = 0.04).



According to data from Table 5, a statistically significant association was observed between the performance of habitual activities and the presence of arthritis, osteoarthritis, or rheumatism (p = 0.034). Similarly, the presence of pain/discomfort also showed a significant association with the occurrence of arthritis, osteoarthritis, or rheumatism (p = 0.038). Additionally, a statistically significant association was identified between the presence of anxiety/depression and the occurrence of stroke (p = 0.028). These findings underscore the importance of these variables in understanding morbidity associated with specific health conditions, emphasizing the relevance of emotional aspects and daily activities to overall health.



It is equally enlightening to present the complete distribution of individual data points from the EQ VAS, primarily through a graphical representation. An illustrative example is found in Figure 1.



In this graphical image, not only is the shape and centrality of the distribution trend visualized, but also the range of scoring preferences is understood. A higher frequency of responses is observed at the score of 50, indicating that the self-reported health status by the participants was predominantly considered moderately good.



As seen in Table 6, the range of 18–23 in MMSE is associated with mild cognitive impairment, while scores below 17 suggest significant cognitive impairment. Thus, the average of 17.52 fell within the borderline zone between mildly compromised cognition and significantly compromised cognition. This indicates that, on average, participants may show early signs of cognitive decline, deserving further attention and consideration. There was no statistically significant difference between genders.




4. Discussion


Challenges faced by the healthcare system in adapting to the new demographic dynamics, marked by an increase in the elderly population and, consequently, the prevalence of chronic diseases, have raised concerns. Therefore, understanding the specific characteristics of this population will enable the formulation of effective strategies and guidelines for combating and preventing these diseases. The present study aimed to assess the perception of home care, health status, and cognition of the elderly in need of home care.



Regarding the perception of the care provided, the answers indicated different frequencies of visits and professionals who carry out home visits for health care. Some participants mentioned the weekly presence of health professionals, such as nurses and health agents, who check health conditions, advise on medications, and offer support. Others reported less frequent visits, such as every 15 days or monthly, especially after improvements in their health condition. Furthermore, there are a variety of professionals involved, from doctors and nurses to nursing technicians and dentists.



Considerations about home care were predominantly positive, highlighting the importance of visits to maintain treatment, perform dressings, and offer support in specific situations such as those related to mobility difficulties. Some participants expressed gratitude and confidence in the care received, while others suggested that visits could be more frequent to address doubts and ensure a more complete follow-up. In general, experiences reflected the appreciation of home visits as a way to ensure accessible and personalized healthcare.



The results suggest that interventions in the home environment aim to meet fundamental human needs, providing comfort, satisfaction, and restoring the balance of biopsychosocial functions. These needs are vital for life maintenance and are shared by all individuals. However, the approach to satisfying them varies according to the context in which the subjects are inserted, and their implementation is not limited to the individual dimension [37].



In the sample, statistically significant differences were identified in two of the five dimensions of quality of life, as measured using the descriptive component of the EQ-5D. The dimensions related to personal care cover basic and instrumental components of daily activities. The ability to self-manage is a crucial factor for the health and well-being of the elderly, as corroborated by some authors [38].



It is predictable that the loss of functional capabilities impacts the performance of daily activities, generating feelings of additional effort, with implications at personal, social, and economic levels. Previous studies indicate discrepancies between genders, a phenomenon also observed in our research. A possible explanation for the greater disability in women is associated with a higher prevalence of non-fatal disabling conditions, resulting in prolonged survival and making them more prone to the mentioned challenges [39].



The anxiety/depression dimension also revealed significant score differences between men and women, corroborating results from previous studies. These studies indicate that the female gender, somatic diseases, cognitive and functional decline, lack or loss of social contact, and a history of previous depression are key indicators related to depressive disorders and symptoms [39,40].



Evidence indicates disparities in mental health between men and women, highlighting that gender is a psychosocial construct that inevitably influences the expression of mental health [41]; in addition, the mental health condition revealed in the study may be related to the condition of decreased mobility. A proposed explanation is that women are socialized to internalize suffering, contributing to disorders associated with depression, anxiety, and suicidal ideation. In contrast, men are encouraged to act and express their suffering [39,41].



When evaluating clinical characteristics in relation to the EQ-5D, statistically significant differences were observed, especially in the categories of neoplasia, mobility, and anxiety/depression. These factors emerged as significant sources of impaired quality of life in the elderly. Mobility may be correlated with aging [42], while neurobehavioral symptoms, such as depression, often remain underdiagnosed or undertreated in cancer patients [43,44,45]. Additionally, stroke (AVC) was also associated with statistically significant differences in the anxiety/depression category, as evidenced by the logistic regression test (p = 0.028). This is due to the substantial occurrence of anxiety in post-stroke patients over time [46,47,48].



There were statistically significant differences among arthritis, osteoarthritis, and rheumatism in various categories, including usual activities (p = 0.01), pain/discomfort (p = 0.04), and anxiety/depression (p = 0.006). This association was confirmed through a logistic regression test, which revealed a relationship between the usual activities condition and arthritis, osteoarthritis, and rheumatism (p = 0.034), as well as between pain/malaise and arthritis, osteoarthritis, and rheumatism (p = 0.038). These results can be explained due to this ailment being a prevalent degenerative disease that causes pain, joint deformity, and functional disability, and compromises the quality of life [49,50,51].



The EQ VAS scores showed a more significant frequency of responses with a score of 50, indicating that the participants generally perceived their health status as moderately good. To date, it has not been feasible to compare this result with previous studies involving home care patients, and this score may be associated with the specific health conditions of the participants.



Cognitively, there was a slight cognitive impairment observed (mean = 17.52). Mild cognitive impairment is a condition often found in the elderly, characterized by a deterioration in memory, attention, and cognitive function beyond what would be expected based on age and education level, without significantly interfering with the ability to perform daily activities [52,53].



Among the major psychiatric conditions affecting the elderly are depression, bipolar disorder, anxiety, psychotic disorders, and dementia [54,55]. Some of the results presented in this analysis also resembled those obtained in the study conducted by Quadros Junior et al. [55], where the average age of the elderly undergoing cognitive tests was 74.21 years, and the average score on the Mini-Mental State Examination (MMSE) was 18 points.



A limitation of this study can be attributed to the use of a non-probabilistic sample, even though it covered all the elderly individuals in need of home care in the city of Itatiba. This may constrain the generalization of results to the overall population, as the sample may not fully represent the diversity of the elderly population requiring home care. However, given the scarcity of studies on the subject, the current research has the potential to make a significant contribution to the field.




5. Conclusions


Based on the data presented, it can be concluded that home care can provide a comprehensive approach and continuous assistance. The prevailing clinical conditions highlight the complexity of the care required for this segment of the population. The weekly frequency of home visits, especially those carried out by community health agents and nursing technicians, highlights the importance of the consistent presence of these professionals in the lives of the elderly, contributing not only to health monitoring, but also to the continuity of treatment, as was emphasized by the participants. Furthermore, the statistical analysis of the DSC, EQ-5D, EQ-VAS, and MMSE instruments provided valuable data on subjective health perception, with significant differences and important associations observed, which reinforced the importance of personalized care.







Author Contributions


Conceptualization, L.E.G. and F.L.R.; methodology, F.L.R.; validation, A.V.J., E.P.d.S.T. and F.E.P.; formal analysis, L.E.G. and F.L.R.; investigation, J.V.M.; resources, F.L.R.; data curation, L.E.G. and J.V.M.; writing—preparation of the original draft, J.V.M.; writing—review and editing, T.A.S.; visualization, F.L.R.; supervision, F.L.R. All authors have read and agreed to the published version of the manuscript.




Funding


The authors would like to thank the São Paulo Research Foundation (FAPESP—grant 2023/04975-8) and the Coordination for Aperfeiçoamento de Pessoal de Ensino Superior—Brasil (CAPES)—(Finance Code 001) for financial support this research.




Institutional Review Board Statement


This study was conducted in accordance with the Declaration of Helsinki and was approved by the Ethics Committee for Research with Human Beings at São Paulo State University (UNESP), Araraquara School of Dentistry (CAAE: 69122923.6.0000.5416), (approved on 13 June 2023).




Informed Consent Statement


Informed consent was obtained from all subjects involved in the study.




Data Availability Statement


The raw data supporting the conclusions of this article will be made available by the authors on request.




Conflicts of Interest


The authors declare no conflicts of interest.




References


	



Shao, Q.; Yuan, J.; Lin, J.; Huang, W.; Ma, J.; Ding, H. A SBM-DEA based performance evaluation and optimization for social organizations participating in community and home-based elderly care services. PLoS ONE 2021, 16, e0248474. [Google Scholar] [CrossRef]

	



Girestam Croonquist, C.; Dalum, J.; Skott, P.; Sjögren, P.; Wårdh, I.; Morén, E. Effects of Domiciliary Professional Oral Care for Care-Dependent Elderly in Nursing Homes-Oral Hygiene, Gingival Bleeding, Root Caries and Nursing Staff’s Oral Health Knowledge and Attitudes. Clin. Interv. Aging 2020, 15, 1305–1315. [Google Scholar] [CrossRef]

	



Mobasseri, K.; Kousha, A.; Allahverdipour, H.; Matlabi, H. Developing a comprehensive model of home-based formal care for elderly adults in Iran: A study protocol. PLoS ONE 2023, 18, e0284462. [Google Scholar] [CrossRef] [PubMed]

	



World Health Organization. Decade of Healthy Ageing: Baseline Report; World Health Organization: Geneva, Switzerland, 2021. [Google Scholar]

	



Behr, L.C.; Simm, A.; Kluttig, A.; Grosskopf, A. 60 years of healthy aging: On definitions, biomarkers, scores and challenges. Ageing Res. Rev. 2023, 88, 101934. [Google Scholar] [CrossRef]

	



World Health Organization. Decade of Healthy Ageing: Plan of Action; World Health Organization: Geneva, Switzerland, 2020. [Google Scholar]

	



Braga, L.d.S.; Lima-Costa, M.F.; César, C.C.; Macinko, J. Social inequalities on selected determinants of active aging and health status indicators in a large Brazilian city (2003–2010). J. Aging Health 2015, 28, 180–196. [Google Scholar] [CrossRef] [PubMed]

	



Tramujas Vasconcellos Neumann, L.; Albert, S.M. Aging in Brazil. Gerontologist 2018, 58, 611–617. [Google Scholar] [CrossRef] [PubMed]

	



Giacomin, K.C.; Gama Maio, I. A PNI na Área da Saúde. In Política Nacional do Idoso: Velhas e Novas Questões; Alcântara, A.O., Camarano, A.A., Giacomin, K.C., Eds.; IPEA: Rio de Janeiro, Brazil, 2016. [Google Scholar]

	



Gugel, M.A. O Direito ao Trabalho, a Preparação e a Conquista da Aposentadoria. In Política Nacional do Idoso: Velhas e Novas Questões; Alcântara, A.O., Camarano, A.A., Giacomin, K.C., Eds.; IPEA: Rio de Janeiro, Brazil, 2016. [Google Scholar]

	



Oliveira Alcântara, A.; Camarano, A.A.; Giacomin, K.C. Política Nacional do Idoso: Velhas e Novas Questões; IPEA: Rio de Janeiro, Brazil, 2016. [Google Scholar]

	



Duarte, Y.A.D.; Berzins, M.A.V.D.S.; Giacomin, K.C. Política Nacional do Idoso: As Lacunas da Lei e a Questão dos Cuidadores. In Política Nacional do Idoso: Velhas e Novas Questões; Alcântara, A.O., Camarano, A.A., Giacomin, K.C., Eds.; IPEA: Rio de Janeiro, Brazil, 2016; pp. 457–478. [Google Scholar]

	



Camarano, A.A.; Mello, J.L. Cuidados de longa duração no Brasil: O arcabouço legal e as ações governamentais. In Cuidados de Longa Duração para a População Idosa: Um Novo Risco Social a ser Assumido? Camarano, A.A., Ed.; Fundação Instituto de Pesquisa Econômica Aplicada: Rio de Janeiro, Brazil, 2010; pp. 67–92. [Google Scholar]

	



Fu, Y.Y.; Chui, E.W.T. Determinants of patterns of need for home and community-based care services among community-dwelling older people in urban China: The role of living arrangement and Filial Piety. J. Appl. Gerontol. 2020, 39, 712–721. [Google Scholar] [CrossRef] [PubMed]

	



Séchaud, L.; Goulet, C.; Morin, D.; Mazzocato, C. Advance care planning for institutionalised older people: An integrative review of the literature. Int. J. Older People Nurs. 2014, 9, 159–168. [Google Scholar] [CrossRef]

	



Zhu, Y.; Österle, A. Rural-urban disparities in unmet long-term care needs in China: The role of the hukou status. Soc. Sci. Med. 2017, 191, 30–37. [Google Scholar] [CrossRef]

	



Meng, D.; Xu, G.; Davidson, M. Perceived unmet needs for community-based long-term care services among urban older adults: A cross sectional study. Geriatr. Nurs. 2021, 42, 740–747. [Google Scholar] [CrossRef]

	



Hu, B. Projecting future demand for informal care among older people in China: The road towards a sustainable long-term care system. Health Econ. Policy Law. 2019, 14, 61–81. [Google Scholar] [CrossRef]

	



Zeng, Y.; Hu, X.; Li, Y.; Zhen, X.; Gu, Y.; Sun, X.; Dong, H. The quality of caregivers for the elderly in long-term care institutions in Zhejiang Province, China. Int. J. Environ. Res. Public Health 2019, 16, 21. [Google Scholar] [CrossRef]

	



Rong, X.; Zhou, Z.; Su, Y. Factors Affecting the Job Satisfaction of Caregivers in a Home-Based Elderly Care Program. Int. J. Environ. Res. Public Health 2022, 19, 9332. [Google Scholar] [CrossRef] [PubMed]

	



Wu, D.; Gao, X.; Xie, Z.; Xu, Z. Understanding the Unmet Needs among Community-Dwelling Disabled Older People from a Linkage Perspective. Int. J. Environ. Res. Public Health 2021, 18, 389. [Google Scholar] [CrossRef] [PubMed]

	



Zhang, R.; Zhang, Z.; Peng, Y.; Zhai, S.; Zhou, J.; Chen, J. The multi-subject cooperation mechanism of home care for the disabled elderly in Beijing: Qualitative research. BMC Prim. Care 2022, 23, 186. [Google Scholar] [CrossRef] [PubMed]

	



Rodrigues, R.A.P.; Bueno, A.A.; Casemiro, F.G.; Cunha, A.N.D.; Carvalho, L.P.N.; Almeida, V.C.; Reis, N.A.D.; Seredynskyj, F.L. Assumptions of good practices in home care for the elderly: A systematic review. Rev. Bras. Enferm. 2019, 72 (Suppl. S2), 302–310. [Google Scholar] [CrossRef]

	



Wichmann, F.M.A.; Couto, A.N.; Areosa, S.V.C.E.; Montañés, M.C.M. Grupos de convivência como suporte ao idoso na melhoria da saúde. Rev. Bras. Geriatr. Gerontol. 2013, 16, 821–832. [Google Scholar] [CrossRef]

	



Ormsby, J.; Stanley, M.; Jaworski, K. Older Men’s participation in community-based Men’s sheds programs. Health Soc. Care Community 2010, 18, 607–613. [Google Scholar] [CrossRef] [PubMed]

	



Prieto-Flores, M.E.; Fernandez-Mayoralas, G.; Forjaz, M.J.; Rojo-Perez, F.; Martinez-Martin, P. Residential satisfaction, sense of belonging and loneliness among older adults living in the community and in care facilities. Health Place 2011, 17, 1183–1190. [Google Scholar] [CrossRef] [PubMed]

	



Sereny, M.D.; Gu, D. Living arrangement concordance and its association with self-rated health among institutionalized and community-residing older adults in China. J. Cross Cult. Gerontol. 2011, 26, 239–259. [Google Scholar] [CrossRef]

	



He, Y.; Wei, B.; Li, Y. The impact of using community home-based elderly care services on older adults’ self-reported health: Fresh evidence from China. Front. Public Health 2023, 11, 1257463. [Google Scholar] [CrossRef] [PubMed]

	



Dick, A.W.; Murray, M.T.; Chastain, A.M.; Madigan, E.A.; Sorbero, M.; Stone, P.W.; Shang, J. Measuring quality in home healthcare. J. Am. Geriatr. Soc. 2019, 67, 1859–1865. [Google Scholar] [CrossRef] [PubMed]

	



Silva, K.L.; Silva, Y.C.; Lage, É.G.; Paiva, P.A.; Dias, O.V. Por que é melhor em casa? A percepção de usuários e cuidadores da atenção domiciliar. Cogitare Enferm. 2017, 4, e49660. [Google Scholar] [CrossRef]

	



Lefevre, F.; Lefevre, A.M.C. Pesquisa de Representação Social: Um Enfoque Qualiquantitativo, 2nd ed.; Liber Livro Editora: Brasília, Brazil, 2012. [Google Scholar]

	



Lefevre, F.; Lefevre, A.M.C.; Teixeira, J.J.V. O Discurso do Sujeito Coletivo. Uma Nova Abordagem Metodológica em Pesquisa Qualitativa; Educs: Caxias do Sul, Brazil, 2000. [Google Scholar]

	



EuroQol Group. EuroQol—A new facility for the measurement of health-related quality of life. Health Policy 1990, 16, 199–208. [Google Scholar] [CrossRef] [PubMed]

	



Devlin, N.J.; Brooks, R. EQ-5D and the EuroQol Group: Past, Present and Future. Appl. Health Econ. Health Policy 2017, 15, 127–137. [Google Scholar] [CrossRef] [PubMed]

	



Folstein, M.F.; Folstein, S.E.; McHugh, P.R. “Mini-mental state”. A practical method for grading the cognitive state of patients for the clinician. J. Psychiatr. Res. 1975, 12, 189–198. [Google Scholar] [CrossRef]

	



Brucki, S.M.; Nitrini, R.; Caramelli, P.; Bertolucci, P.H.; Okamoto, I.H. Suggestions for utilization of the mini-mental state examination in Brazil. Arq. Neuropsiquiatr. 2003, 61, 777–781. [Google Scholar] [CrossRef] [PubMed]

	



Fillenbaum, G.G. The Wellbeing of the Elderly: Approaches to Multidimensional Assessment; World Health Organization: Geneva, Switzerland, 1984; pp. 1–99. [Google Scholar]

	



Daniel, F.; Monteiro, R.; Antunes, S.; Fernandes, R.; Ferreira, P.L. Qualidade de vida relacionada com a saúde de pessoas idosas numa perspetiva de género. Port. J. of Public Health 2019, 36, 59–65. [Google Scholar] [CrossRef]

	



Bird, C.E.; Rieker, P.P. Gender matters: An integrated model for understanding men’s and women’s health. Soc. Sci. Med. 1999, 48, 745–755. [Google Scholar] [CrossRef]

	



Rabasquinho, C.; Pereira, H. Género e saúde mental: Uma abordagem epidemiológica. Aná Psicológica 2007, 5, 439–454. [Google Scholar] [CrossRef]

	



El Tumi, H.; Johnson, M.I.; Dantas, P.B.F.; Maynard, M.J.; Tashani, O.A. Age-related changes in pain sensitivity in healthy humans: A systematic review with meta-analysis. Eur. J. Pain 2017, 21, 955–964. [Google Scholar] [CrossRef]

	



Pranckeviciene, A.; Bunevicius, A. Depression screening in patients with brain tumors: A review. CNS Oncol. 2015, 4, 71–78. [Google Scholar] [CrossRef]

	



Bunevicius, A. Reliability and validity of the SF-36 Health Survey Questionnaire in patients with brain tumors: A cross-sectional study. Health Qual. Life Outcomes 2017, 15, 92. [Google Scholar] [CrossRef]

	



Bunevicius, A.; Lavezzo, K.; Shabo, L.; McClure, J.; Sheehan, J.P. Quality-of-life trajectories after stereotactic radiosurgery for brain metastases. J. Neurosurg. 2020, 134, 1791–1799. [Google Scholar] [CrossRef]

	



Franzén-Dahlin, A.; Billing, E.; Näsman, P.; Martensson, B.; Wredling, R.; Murray, V. Post-stroke depression-effect on the life situation of the significant other. Scand. J. Caring Sci. 2006, 20, 412–416. [Google Scholar] [CrossRef]

	



Hama, S.; Yamashita, H.; Yamawaki, S.; Kurisu, K. Post-stroke depression and apathy: Interactions between functional recovery, lesion location, and emotional response. Psychogeriatrics 2011, 11, 68–76. [Google Scholar] [CrossRef] [PubMed]

	



Ayerbe, L.; Ayis, S.A.; Crichton, S.; Wolfe, C.D.; Rudd, A.G. Natural history, predictors and associated outcomes of anxiety up to 10 years after stroke: The South London Stroke Register. Age Ageing 2014, 43, 542–547. [Google Scholar] [CrossRef] [PubMed]

	



Marshall, M.; Watt, F.E.; Vincent, T.L.; Dziedzic, K. Hand osteoarthritis: Clinical phenotypes, molecular mechanisms and disease management. Nat. Rev. Rheumatol. 2018, 4, 641–656. [Google Scholar] [CrossRef] [PubMed]

	



Zhang, W.; Doherty, M.; Leeb, B.F.; Alekseeva, L.; Arden, N.K.; Bijlsma, J.W.; Dincer, F.; Dziedzic, K.; Hauselmann, H.J.; Kaklamanis, P.; et al. EULAR evidence-based recommendations for the diagnosis of hand osteoarthritis: Report of a task force of ESCISIT. Ann. Rheum. Dis. 2009, 68, 8–17. [Google Scholar] [CrossRef] [PubMed]

	



Kim, S.K.; Jung, U.H.; Choe, J.Y. Functional index for hand osteoarthritis (FIHOA) is associated with pain, muscle strength, and EQ-5D in hand osteoarthritis. Adv. Rheumatol. 2021, 61, 19. [Google Scholar] [CrossRef] [PubMed]

	



Eshkoor, S.A.; Hamid, T.A.; Mun, C.Y.; Ng, C.K. Mild cognitive impairment and its management in older people. Clin. Interv. Aging 2015, 10, 687–693. [Google Scholar] [CrossRef]

	



Jia, X.; Wang, Z.; Huang, F.; Su, C.; Du, W.; Jiang, H.; Wang, H.; Wang, J.; Wang, F.; Su, W.; et al. A comparison of the Mini-Mental State Examination (MMSE) with the Montreal Cognitive Assessment (MoCA) for mild cognitive impairment screening in Chinese middle-aged and older population: A cross-sectional study. BMC Psychiatry 2021, 21, 485. [Google Scholar] [CrossRef] [PubMed]

	



Naranjo, C.A.; Herrman, N.; Mittmann, N.; Bremmer, K.E. Recent advances in geriatric pharmacology. Drugs Aging 1995, 7, 184–202. [Google Scholar] [CrossRef] [PubMed]

	



de Mello, B.L.D.; Haddad, M.D.C.L.; Dellaroza, M.S.G. Avaliação cognitiva de idosos institucionalizados. Acta Sci. Health Sci. 2012, 34, 95–102. [Google Scholar] [CrossRef]

	



Quadros Junior, A.C.; Santos, R.F.; Lamonato, A.C.C.; Toledo, N.A.S.; Coelho, F.G.M.; Gobbi, S. Estudo do nível de atividade física, independencia funcional e estado cognitivo de idosos institucionalizados: Análise por gênero. Braz. J. Biomotricity 2008, 2, 39–50. [Google Scholar]








[image: Ijerph 21 00539 g001] 





Figure 1. EQ VAS scores midpoint for patients requiring home care. 
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Table 1. Distribution of samples by categories of demographic and health variables.
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	Variables
	n
	%





	Gender
	
	
	



	
	Male
	24
	40.0



	
	Female
	36
	60.0



	Age Group (years)
	
	
	



	
	65–70 years
	12
	20.0



	
	71–85 years
	27
	45.0



	
	>86 years
	21
	35.0



	Race/color
	
	
	



	
	White
	18
	30.0



	
	Black
	22
	36.6



	
	Brown
	20
	33.4



	Marital Status
	
	
	



	
	Single
	2
	3.33



	
	Married
	26
	43.4



	
	Divorced
	6
	10.0



	
	Widowed
	8
	13.3



	
	Common-law union
	18
	30.0



	Education
	
	
	



	
	No education
	5
	8.3



	
	Incomplete elementary school
	36
	60.0



	
	Complete elementary school
	9
	15.0



	
	Incomplete high school
	3
	5.0



	Economic class
	
	
	



	
	C (monthly household income of R$ 2.9 thousand to R$ 7.1 thousand)
	6
	10.0



	
	D/E (monthly household income up to R$ 2.9 thousand)
	54
	90.0



	Home care duration
	
	
	



	
	1–12 months
	13
	21.6



	
	13–24 months
	25
	41.6



	
	25–36 months
	14
	23.3



	
	37–48 months
	8
	13.3



	Clinical characteristics
	
	
	



	
	Obstructive Lung Disease
	21
	35.0



	
	Heart Failure
	15
	25.0



	
	Neoplasia
	9
	15.0



	
	Stroke
	10
	16.6



	
	Arthritis/Osteoarthritis/Rheumatism
	14
	23.3







Some participants exhibit one or more clinical characteristics.













 





Table 2. Summary of Discourse of the Collective Subject (DCS) questionnaire results organized by categories associated with each question.
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n

	
%

	
Discourse of the Collective Subject






	
Frequency of Home Care Visits




	
Weekly

	
37

	
61.6

	
“Usually, it’s every week, they come and check, ask if I’m taking the medicine”, “Every week, they show up at home, check my blood pressure, and guide me on how to take care of myself”.




	
Once every 15 days

	
20

	
3.3

	
“Look, they show up at least once every 15 days”, “Every 15 days, they come here at home to ask if everything is fine”.




	
Once a month

	
3

	
5.0

	
“Now that I’m no longer hospitalized, they come once a month to my home. When I was really unwell, they used to come more often, but now everything is fine”. “The doctor comes here from time to time, I think it’s once a month”.




	
Which professional conducts more home visits




	
Community Health Agent

	
27

	
45.0

	
“The person who comes most often to our home is the health agent; she helps explain how to take the medicine”. “Every week, the agents come here to inquire if we need anything from the health center, even asking if we have enough food”.




	
Nursing Technician

	
11

	
18.3

	
“A young lady and a young man always come to my house. If I’m not mistaken, they are nurse technicians”. “Here at home, it’s usually the technicians; it’s harder for the doctor to come, only when I really need it”.




	
Nurse

	
9

	
15.0

	
“The people from the health center who come here are usually a nurse”. “Normally, a nurse comes to visit here at home to make sure everything is in order with my health”.




	
Doctor

	
9

	
15.0

	
“The doctor comes to the house regularly to check if everything is okay”. “It’s the doctor who comes more often to the house to fix the prescription for the medicine”.




	
Dentist

	
2

	
3.3

	
“Now, the dentist is coming more to clean the teeth. They were quite dirty, so he comes to clean”. “The last few times, it was the dentist from the health center who came home”.




	
Physiotherapist

	
2

	
3.3

	
“The physiotherapist is coming here to help with walking”. “It’s more the doctor who helps with getting up that comes to the house”.




	
Considerations about Home Care




	
Treatment continuity

	
22

	
36.6

	
“Oh, their visits help us to maintain the treatment, you know. I had surgery last week, and the girls come to dress the wound”. “It’s good to continue the consultation... I can’t go to the health center because, look, I’m bedridden, can’t walk”.




	
Humanized assistance

	
15

	
25.0

	
“The people from the health center are like angels; I had difficulty walking, and they already arranged for a doctor to help me get up”. “They know what they’re doing, and they always ask if they can help. You can see their affection for us, you know”.




	
Good care

	
19

	
31.6

	
“I think it’s good; they come here every week”. “Look, I have nothing to complain about. In the other city where I lived, nobody came to the house. Here, they come and provide very good care”.




	
Could be more frequent

	
4

	
6.6

	
“I like that they come to my house, but they could come more often. They only appear from time to time”. “They could come more often; the doctor comes occasionally, and it’s very quick. Then, I’m left with a lot of doubts”.











 





Table 3. Analysis of EQ-5D dimensions by gender.
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EQ-5D Dimension

	
Gender

	




	
Male

	
Female

	
p




	
N

	
% (IC95%)

	
N

	
% (IC95%)

	






	
Mobility

	

	

	

	

	




	
1

	
4

	
11.1

	
6

	
25.0

	




	
2

	
16

	
44.4

	
8

	
33.3

	




	
3

	
15

	
41.6

	
11

	
45.5

	
0.45




	
Personal Care

	

	

	

	

	




	
1

	
8

	
22.2

	
3

	
12.5

	




	
2

	
12

	
33.3

	
14

	
58.3

	




	
3

	
7

	
19.4

	
16

	
66.6

	
0.04 *




	
Usual Activities

	

	

	

	

	




	
1

	
8

	
22.2

	
4

	
16.6

	




	
2

	
13

	
36.1

	
16

	
66.6

	




	
3

	
9

	
25.0

	
10

	
41.6

	
0.42




	
Pain/Discomfort

	

	

	

	

	




	
1

	
2

	
5.5

	
3

	
12.5

	




	
2

	
21

	
58.3

	
12

	
50.0

	




	
3

	
8

	
22.2

	
14

	
58.3

	
0.12




	
Anxiety/Depression

	

	

	

	

	




	
1

	
15

	
41.6

	
6

	
25.0

	




	
2

	
11

	
30.5

	
18

	
75.0

	




	
3

	
4

	
11.1

	
6

	
25.0

	
0.03 *








* The Chi-square test revealed a statistically significant difference (α = 0.05).













 





Table 4. Relationship between clinical characteristics and EQ-5D dimensions.
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EQ-5D Dimensions

	
Clinical Characteristics




	
Obstructive Lung Disease

	
Heart Failure

	
Neoplasia

	
Stroke

	
Arthritis/Osteoarthritis/Rheumatism






	
Mobility

	

	
p

	

	
p

	

	
p

	

	
p

	

	
p




	
1

	
4

	

	
5

	

	
-

	

	
-

	

	
1

	




	
2

	
12

	

	
4

	

	
2

	

	
6

	

	
4

	




	
3

	
4

	
0.06

	
6

	
0.10

	
7

	
0.04 *

	
4

	
0.22

	
9

	
0.13




	
Personal Care

	

	

	

	

	

	

	

	

	

	




	
1

	
5

	

	
5

	

	
-

	

	
-

	

	
2

	




	
2

	
12

	

	
6

	

	
3

	

	
6

	

	
3

	




	
3

	
3

	
0.06

	
4

	
0.17

	
6

	
0.13

	
4

	
0.20

	
9

	
0.09




	
Usual Activities

	

	

	

	

	

	

	

	

	

	




	
1

	
6

	

	
5

	

	
-

	

	
-

	

	
1

	




	
2

	
12

	

	
3

	

	
5

	

	
7

	

	
4

	




	
3

	
3

	
0.14

	
7

	
0.12

	
4

	
0.24

	
3

	
0.16

	
9

	
0.01 *




	
Pain/Discomfort

	

	

	

	

	

	

	

	

	

	




	
1

	
2

	

	
2

	

	
-

	

	
-

	

	
1

	




	
2

	
14

	

	
7

	

	
4

	

	
6

	

	
4

	




	
3

	
4

	
0.16

	
6

	
0.63

	
5

	
0.34

	
4

	
0.44

	
9

	
0.04 *




	
Anxiety/Depression

	

	

	

	

	

	

	

	

	

	




	
1

	
9

	

	
8

	

	
-

	

	
1

	

	
1

	




	
2

	
9

	

	
4

	

	
5

	

	
5

	

	
12

	




	
3

	
2

	
0.13

	
3

	
0.09

	
4

	
0.01 *

	
4

	
0.04 *

	
1

	
0.006 *








* The Chi-square test revealed a statistically significant difference (α = 0.05).













 





Table 5. Logistic regression analysis of variables with statistical significance in EQ-5D in relation to morbidity.
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Variables

	

	
Model

	




	
β

	
Z

	
p






	
Mobility × Neoplasia

	
0.265

	
0.505

	
0.613




	
Usual activities × Arthritis, osteoarthritis, rheumatism

	
1.087

	
1.238

	
0.034 *




	
Pain/malaise × Arthritis, osteoarthritis, rheumatism

	
1.157

	
0.973

	
0.038 *




	
Anxiety/depression × Neoplasia

	
1.0746

	
1.715

	
0.086




	
Anxiety/depression and stroke

	
0.9057

	
1.134

	
0.028 *




	
Anxiety/depression × Arthritis, osteoarthritis, rheumatism

	
−0.979

	
−1.916

	
0.055








* Statistically significant difference, α = 0.05.













 





Table 6. Mean performance and variation in MMSE scores and subitems by gender.
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Scores

	
Male

	
Female

	




	

	
Mean

	
Standard Deviation

	
Mean

	
Mean

	
p






	
MMSE (total)

	
17.52

	
2.77

	
17.52

	
17.50

	
0.75




	
Subitems

	

	

	

	

	




	
Temporal orientation

	
3.54

	
0.97

	
3.52

	
3.51

	
0.67




	
Spatial orientation

	
3.32

	
1.14

	
3.27

	
3.25

	
0.58




	
Immediate memory

	
2.34

	
0.70

	
2.32

	
2.32

	
0.88




	
Attention and calculation

	
2.10

	
1.30

	
2.00

	
2.01

	
0.97




	
Evolutionary memory

	
1.12

	
0.74

	
1.13

	
1.08

	
0.38




	
Naming

	
1.44

	
0.49

	
1.40

	
1.43

	
0.93




	
Repetition